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Objective: We aimed to examine the relationship of perceived social support with func-
tional status, life quality and depression in stroke patients.

Methods: This study was carried out on 50 stroke patients who were diagnosed with 
stroke for the first time, who had a stroke for at least 6 months. Perceived social support 
with multidimensional perceived social support scale, functional status with Barthel index, 
life quality with stroke specific quality of life scale, and depression with Beck depression 
inventory were evaluated.

Results: The mean age of the patients (34 males, 16 females) was 56.70±10.78 years. The 
mean disease duration was 25.9±31.46 months. Mean multidimensional perceived social sup-
port scale score of the patients was 51.42±14. The multidimensional perceived social sup-
port scale scores were found significantly lower in stroke patients with fully/highly dependent 
than those of the other groups (p=0.02). There was no significant relationship between fam-
ily support and functional status, but there was a significant correlation between functional 
status and friends support, private individual support (p=0.477, p=0.022, p=0.021, respec-
tively). There was a significant positive correlation between life quality and all subscales of 
multidimensional perceived social support scale (p<0.05). Beck depression inventory score 
was significantly high in patients with low social support (p=0.001).

Conclusion: The perceived social support has a significant impact on functional status, qual-
ity of life and depression in stroke patients. The development of new intervention programs 
for perceived social support may significantly contribute to the rehabilitation treatment of 
stroke patients.
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INTRODUCTION

Stroke has been the first place of terms of frequency and 
importance in the neurological diseases of adult life.[1] It 
is the first cause of disability and labor loss.[2] The aim 
of stroke rehabilitation is to maximize functional indepen-
dence, to minimize the level of disability, to ensure suc-
cessful reintegration into the home, family, and society, 
to regain a meaningful and satisfying life.[3] It is a known 
fact that problems after stroke cause serious deficits in 

physical, psychological, and social dimensions of life and 
cause a significant decrease in the life quality.[4] In recent 
years, factors related to the life quality after stroke and 
studies to improve the life quality has gained importance.
[5,6] Stroke is a disease with a heavy social burden. One year 
after stroke, the rate of dependence on daily activities due 
to physical or cognitive deficits varies by 20-30%. Motor, 
cognitive, sensory, and emotional disorders after stroke 
prevent people’s social participation by limiting their skills 
in some or all of basic, auxiliary daily living activities, edu-
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cation, work, and leisure activities.[7] Social support is de-
fined as the material and moral assistance provided to the 
stressed or troubled individuals by the people (wife, fam-
ily, friends) around them.[8] Social support is an important 
factor to consider in the relationship between depression 
and functional disability. The theory of social support 
shows that social support has a direct and indirect impact 
on a variety of life aspects, including health indexes such as 
morbidity and mortality.[9]

Social relationships and social support are increasingly 
recognized as closely linked to individuals’ overall health 
status, the progression of diseases, and the rehabilitation 
process. In individuals who have experienced a stroke, so-
cial support is considered to have a positive impact on 
patient care and treatment outcomes, particularly in terms 
of physical recovery and psychosocial well-being.[10]

After stroke, functional impairment, major depression, 
and social disintegration often adversely affect the life 
quality. Stroke patients who have physical or emotional 
impairment suffer from social disintegration and therefore 
they need intensive social support. Researches define po-
tentially more effective patterns in providing rehabilitative 
care and suggest that an appropriate plan for rehabilita-
tion of patients should aim to improve functional status, 
depressive disorder, and social participation.[11,12] The aim 
of this study was to investigate the relationship between 
perceived social support and functional status, life quality, 
and depression in stroke patients.

MATERIALS AND METHODS

This study was carried out on 50 stroke patients who were 
admitted to our outpatient. Stroke patients who were diag-
nosed with stroke for the first time, who had a stroke for at 
least 6 months, and who could communicate well enough 
to understand simple orders were included in the study. 
Patients with musculoskeletal and nervous system diseases 
(developmental hip dysplasia, severe osteoarthritis, rheuma-
toid arthritis, ankylosing spondylitis, amputation, myasthe-
nia gravis, Parkinson’s disease, dementia, Alzheimer’s dis-
ease) that could cause physical disability, communication, 
significant cognitive and emotional problems, and ataxia-
dystonia-dyskinesia were excluded from the study.

The age, gender, marital status, occupational-educational 
status, disease duration, etiology of stroke (ischemic-he-
morrhagic), body side affected by the stroke, additional 
concomitant diseases, and proximity to the caregiver were 
questioned in the patients. This study was approved by the 
University’s Ethics in Research Committee and conducted 
according tothe Helsinki Declaration. The study proce-
dure was told to the patients and before participating the 
study, written consent form was signed by all patients. Per-
ceived social support with multidimensional perceived so-
cial support scale (MSPSS), functional status with Barthel 
index, life quality with stroke specific quality of life scale 
(SS-QOL), and depression with Beck depression inventory 
(BDI) were evaluated.

The multidimensional scale of perceived social support; 
the Turkish version of MSPSS was used in our study. The 
scale subjectively evaluates the adequacy of social support 
provided in three different areas and consists of 12 items. 
There are three sub-groups (family, friends and special per-
son support) in the support areas of the scale, and each 
group consists of 4 items. The total score is obtained by 
adding the scores obtained from the subscales and the 
lowest score is 12, and the highest score is 84.[13,14]

Barthel index; Barthel index which is a dependable and 
validated index for use in Turkish patients were used to 
measure for changes in functional status. Barthel index 
evaluates performance in daily living activities. The total 
score ranges from 0 to 100. 0-20 points are fully depen-
dent, 21-61 points are highly dependent, 62-90 are moder-
ately dependent, 91-99 points are slightly dependent, and 
100 are fully independent.[15,16]

Stroke specific quality of life scale; the SS-QOL consists 
of 49 items including 12 domains: Mobility, energy, upper 
limb function, work / productivity, mood, self-care, social 
roles, family role, seeing, language, thinking, and personal-
ity characteristics. The reliability and validity of the scale 
for the Turkish population were assessed by Hakverdioglu 
Yont.[17,18]

Beck depression inventory; the validity of the scale for the 
Turkish population were assessed by Hisli and the cut-off 
point of the scale was accepted as 17 points or higher. BDI 
consists of 21 questions and the score is 0-3 for each ques-
tion. The highest score is 63. The high total score indicates 
the severity of depression.[19,20]

Statistical Analysis
The data obtained from the study were evaluated by us-
ing SPSS 21.0 software package. Kolmogorov-Smirnov 
test was used to determine whether the variables were 
normally distributed. T test / Mann Whitney U and One 
Way Anova / Kruskal Wallis tests were used to evaluate 
mean scores of the subscales of social support and the 
differences between the groups. Bonferroni Correction 
was used to determine which group was of significance. 
Pearson / Spearman correlation coefficients were calcu-
lated to evaluate the relationship between the outcomes 
in patients with stroke. P values less than 0.05 were con-
sidered statistically significant.

RESULTS

The mean age of the patients (34 males, 16 females) 
was 56.70±10.78 years. The mean disease duration was 
25.92±31.46 months. The sociodemographic characteris-
tics of the patients were shown in Table 1. Mean MSPSS 
score of the patients was 51.42±14. Among subgroups of 
social support, family support was 21.80±4.85, friend sup-
port was 15.22±5.95, and private individual support was 
14.52±5.40. BDI score was 14.24±7.54, mean Barthel in-
dex score was 74.40±21.42 and mean SS-QOL scale was 
3.07±0.60.
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MSPSS score was higher in patients with disease duration 
longer than 1 year, but this difference was not statisti-
cally significant (t=-1.03, p=0.30). When education level 
increased in patients, the MSPSS score increased. MSPSS 
score in illiterate patients was 45.5±20.09, MSPSS score 
was 51.23±13.10 for the primary school graduates, MSPSS 
score was 57.21±11.01 for the secondary school and oth-
ers graduates, but this difference is not statistically signif-
icant (f=1.59, p=0.21). The relationship between MSPSS 
scores and demographic characteristics is shown in Table 
1. Patients with lower MSPSS scores than other groups 
had much worse functional status. The perceived social 
support was significantly lower in those with fully / highly 
dependent patients than other groups (f=3.90, p=0.02) 
(Table 2).

According to the Barthel index, 28 patients (56%) were 
moderately dependent, 10 patients (20%) were highly de-
pendent, 6 patients (12%) were fully independent, 5 pa-
tients (10%) were mild dependent and 1 patient (2%) were 

fully dependent. According to cut-off score of BDI, 34% of 
the patients had depressive symptoms at the syndromic 
level, and 66% of the patients had lower scores than the 
cut-off score. There was a significant relationship between 
depressive status and perceived social support. The MSPSS 
score was significantly low in the group with scores above 
17 points according to BDI (t=3.73, p=0.001). There was 
a significantly association between BDI scores and MSPSS 
scores (Table 3). There was a positive correlation between 
total MSPSS sore and the life quality (r=0.55, p=0.000). As 
the perceived social support increased, the life quality of 
the patients increased. Based on the analysis of perceived 
social support subscales data, there was a moderate posi-
tive correlation between the life quality and family support 
whereas the the life quality demonstrated a strong posi-
tive correlation with friend and private individual supports 
(r=0.42, p=0.002; r=0.51, p=0.000; r=0.52, p=0.000, re-
spectively).
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Table 1.	 Comparison of different socio-demographic characteristics with perceived social support levels in stroke patients

		  Number (%)	 Mean±SD	 Perceived social support score, mean±SD                        

Gender 
	 Female	 16 (32)		  46.25±16.41	 T:-1.81
	 Male	 34 (68)		  53.85±12.44	 P:0.07
Age (years)	 56.7±10.78	 51.42±14.12		  R:-0.08	
					     P:0.56
Stroke etiology
	 Hemorrhagic	 13 (26)	 50.62±12.65		  T:-0.236
	 Ischemic	 37 (74)	 51.70±14.76		  P:0.81
Marital status
	 Married 	 36 (72)	 52.00±13.60		  T:-0.46
	 Single/ widowed	 14 (28)	 49.93±15.83		  P:0.64
Affected side
	 Right 	 15 (30)	 53.93±13.18		  T:0.82
	 Left	 35 (70)	 50.34±14.56		  P:0.41
Additional disease
	 No	 7 (14)	 52.86±16.24		  T:0.28
	 Yes	 43 (86)	 51.19±13.95		  P:0.80
Caregiver
	 Caregiver	 4 (8)	 52±17.83
	 Spouse 	 24 (48)	 51.92±12.70		  F:0.01
	 Spouse and child	 12 (24)	 52.17±15.84		  P:0.95
	 Child	 10 (20)	 49.10±15.92	
Duration of the stroke
	 ≤1 year          	 29 (58)   	 49.66±14.26      		  T:-1.03          
	 ˃1 year	 21 (42)	 53.86±13.90		  P:0.30
Education status
	 Illiterate	 4 (8)	 45.5±20.09		  F:1.59
	 Primary school	 30 (60)	 51.23±13.10		  P :021
	 Secondary school and others	 14 (28)	 57.21±11.01

SD: Standart deviation.



Molu et al.[23] showed that social support decreased, as 
patients get age in the psychiatric clinic. The decrease in 
the number of people around patients, due to the death 
of patient’ peers due to aging, and retirement status of 
the patient is thought to be effective in this result. In our 
study, no significant relationship was found between per-
ceived social support and age. In literature, there was no 
statistically significant difference between gender and so-
cial support in the study on social support in physically 
disabled individuals; however, level of social support was 
found to be higher in men than in women.[8] Dayapoglu 
et al.[12] showed that the level of social support in women 
was statistically lower than in men. Most of patients were 
male in our study. Perceived social support score was 
lower in women than in men, but no statistically significant 
difference was found. Dayapoglu et al.[12] found that a re-
lationship between social support and education in stroke 
patients and social support score was found to be higher 
in highly educated people than other groups. In addition, 
they also found that married people had higher social sup-
port than other groups, but this was not statistically sig-
nificant. In our study, it was found that perceived social 
support increased as education level increased and social 
perceived support was higher in married patients than un-
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DISCUSSION

Life quality decreases significantly in patients with stroke 
due to functional deficiencies and medical, social, and psy-
chological problems. Multidisciplinary comprehensive re-
habilitation programs are needed to make easy patients’ 
life and to improve their existing functions. The impor-
tance of the concept of social support has been demon-
strated on individuals with chronic diseases and physical 
disabilities in studies in recent years. There are consider-
able evidence that social support positively affects mental 
and physical health.[21] It was stated that social support 
can prevent the occurrence of stress by changing the per-
ception of events in stressful situations and by supporting 
the individual in situations where he is forced by affecting 
the ways of coping with stres.[22] In our study, there was 
relationship between perceived social support and the life 
quality, functional status, and depression in patients with 
stroke for the first time. As the perceived social support 
level increased, functional status and life quality level in-
creased and depressive symptoms decreased in patients.

In the literature, there were no studies showing the rela-
tionship between age and social support in stroke patients. 

Table 2.	 The relationship between perceived social support and functional status in stroke patients

		  Fully/ highly 	 Moderately	 Slightly/fully
		  dependent (N=11)	 dependent (N=28)	 independent (N=11)

Total perceived social support	
Mean±SD	 41.55±13.50	 53.79±13.17	 55.27±13.69	 F:3.90 P:0.02
Family support
Mean±SD	 20.27±5.64	 21.93±4.65	 23.00±4.56	 KW:1.48 P:0.47
Friends support
Mean±SD	 10.91±5.35	 16.36±5.65	 16.64±5.67	 KW:7.61 P:0.02
Special person support
Mean±SD	 10.55±4.48	 15.64±5.25	 15.64±5.12	 KW:7.75 P:0.02

SD: Standart deviation; N: Number.

Table 3.	 The relationship between perceived social support and depression in stroke patients

		  BDI<17	 BDI≥17
		  (N=33)	 (N=17)

Total perceived social support	 56.18±12.92	 2.18±11.81	 T:3.73, 
Mean±SD			   P:0.001
Family support	 23.09±3.88	 19.29±5.64	 Z:-2.53
Mean±SD			   P:0.011
Friends support	 17.09±5.80	 11.59±4.45	 T:3.41
Mean±SD			   P:0.001
Special person support	 16.09±5.12	 11.47±4.67	 Z:-3.00
Mean±SD			   P:0.003

SD: Standart deviation; N: Number; BDI: Beck depression inventory.



married patients, but this was not statistically significant. 
Procidano et al.[24] found that family support score was 
higher than social support sub-groups. Külcü et al.[25] re-
ported that almost all inpatient stroke patients had family 
support. Furthermore, Bursa et al.[8] found that family sup-
port was higher in disabled individuals compared to sub-
groups of social support In our study, family support score 
was statistically significant compared to the sub-groups of 
social support. Most stroke patients require care because 
of functional losses and difficulties in self-expression. This 
situation may get the stroke patient dependent on another 
person. Since stroke patients who have a broader social 
network, friends, and relatives before stroke are depen-
dent on home and bed after stroke, their social networks 
gradually decrease over time, and patients become more 
lonely. We think that the high family support score in our 
study is related to above reasons.

In our study, a significant relationship was found between 
perceived social support and functional status of the pa-
tients. Patients with lower perceived social support scores 
had worse functional status than other groups. In the sub-
groups of patients who are fully / advanced dependent, the 
level of subgroups of friend and private individual support 
was significantly lower than the other groups. The family 
support rate was similar across all groups, unaffected by 
the disease’s functional status. The mean family support 
is statistically significantly lower in individuals with higher 
Beck Depression Index scores. This highlights the signifi-
cance of family support. However, there was no significant 
relationship between family support and functional status 
compared to other groups. Glass et al.[26] found that pa-
tients with low social support were unable to maintain 
functional recovery and decreased functional status over 
time.

Morris et al.[27] reported that the amount of post-stroke 
social contact may reduce the risk of depression in later 
times. In a prospective study by Volz et al.[28] it is stated 
that the beneficial effects of perceived social support had 
a protective effect in terms of not developing depression 
after stroke. Lewin et al.[29] stated that taking into account 
self-efficacy and perceived social support in rehabilitation 
treatment may help prevent depression after stroke. In our 
study, a significant relationship was found between depres-
sion and sub-groups of social support (family-friend-special 
person). The level of social support was significantly lower 
in the patient group with high depressive symptoms than 
groups. These findings were consistent with the literature.

Stroke is a disease that causes severe loss of physical ac-
tivity in the person and has a significant impact on health-
related life quality.[5] Huang et al.[30] showed that social 
support fully mediated the prediction of the life quality 
and they recommended that social support be included for 
effective rehabilitation treatment.[30] When the relation-
ship between life quality and perceive social support was 
investigated, we found that as the perceived social support 
of the patients increased, the life quality also increased in 
our study. We found a moderately positive relationship be-

tween family support and life quality, and a strong positive 
relationship between life quality and support of friends and 
private individuals. Strong social support given to post-
stroke patients can significantly reduce the negative impact 
of stroke on patients’ life quality.[31]

We recognize that the present study has some limitations. 
At first, The sample size in our study may be to small 
to make a definitive decision. Further studies with larger 
patient populations are needed to confirm our results. Se-
cond, the number of male patients was higher than female 
patients in our study. This may create certain restrictions 
in evaluating the relationship between perceived social 
support and gender.

In conclusions, results of this study showed that a rela-
tionship was between perceived social support and func-
tional status, life quality, and depression in stroke patients. 
Although the results of the study were predictable, it may 
be useful to consider the importance of the concept of 
perceived social support in stroke rehabilitation and to de-
velop strategies aimed at enhancing existing social support 
in the treatment management of stroke patients.
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Amaç: İnme hastalarında algılanan sosyal desteğin fonksiyonel durum, yaşam kalitesi ve depresyonla ilişkisini incelemeyi amaçladık.

Gereç ve Yöntem: Bu çalışma, ilk kez inme tanısı almış, en az 6 aydır inme tanısı olan 50 inmeli hastada gerçekleştirildi. Algılanan sosyal 
destek çok boyutlu algılanan sosyal destek ölçeği ile, fonksiyonel durum Barthel indeksi ile, yaşam kalitesi inmeye özgü yaşam kalitesi ölçeği 
ile ve depresyon Beck depresyon envanteri ile değerlendirildi.

Bulgular: Hastaların (34 erkek, 16 kadın) yaş ortalaması 56.70±10.78 yıl idi. Hastalık süresi ortalaması 25.9±31.46 aydı. Hastaların çok 
boyutlu algılanan sosyal destek ölçeği puanı ortalaması 51.42±14 idi. Tam/yüksek derecede bağımlı inme hastalarında çok boyutlu algılanan 
sosyal destek ölçeği puanları diğer gruplara göre anlamlı derecede düşük bulundu (p=0.02). Aile desteği ile fonksiyonel durum arasında anlam-
lı bir ilişki bulunmazken, arkadaş desteği, özel bireysel destek ile fonksiyonel durum arasında anlamlı bir korelasyon vardı (sırasıyla p=0.477, 
p=0.022, p=0.021). Yaşam kalitesi ile çok boyutlu algılanan sosyal destek ölçeğinin tüm alt ölçekleri arasında anlamlı ve pozitif bir korelasyon 
vardı (p<0.05). Beck depresyon ölçeği puanı, düşük sosyal desteği olan hastalarda anlamlı derecede yüksekti (p=0.001).

Sonuç: Algılanan sosyal destek, felçli hastalarda fonksiyonel durum, yaşam kalitesi ve depresyon üzerinde önemli bir etkiye sahiptir. Algılanan 
sosyal destek için yeni müdahale programlarının geliştirilmesi, inmeli hastaların rehabilitasyon tedavisine önemli ölçüde katkıda bulunabilir.
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