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Objectives: Developments in medical technology have increased life expectancy around the world thereby, the
population of elderly patients increases. While diagnosing the elderly patients, besides factors like physiological
changes, comorbidities, multiple medications and admittance to the Emergency Department (ED) for serious
causes, a lack of information and experience complicate the work of emergency physicians. Elderly people are
admitted to ED with medical or traumatic complaints; nevertheless, independent of the reason for admittance to
the ED their presenting condition should be simultaneously assessed for comorbidities. In this study, we aimed to
compare social support and stress levels in geriatric patients admitted to the ED for trauma and medical reasons.
Methods: This was a single-center, prospective, descriptive, epidemiologic trial conducted in the ED of a training
and research hospital between October 1st, 2015, and April 1st, 2016. Participants consisted 197 patients who
were older than 65 years and presented to ED with medical reasons or trauma whose Emergency Severity Index
(ESI) was ≥3. A socio-demographic and clinical data form, and the DUKE Social Support and Stress Scale
(DUSOCS) were completed for each patient.
Results: Patients presenting with medical problems had higher family support levels than patients presenting
with traumatic incidents, and this diﬀerence was statistically signiﬁcant (p = 0.028). Concurrently, when both
groups’ family stress and social stress levels are viewed, patients presenting with trauma had higher levels of
stress, and this diﬀerence was also statistically signiﬁcant (p < 0.001).
Conclusion: This study revealed that the patients admitted to the ED for trauma have lower social support levels
than patients admitted for medical reasons. Moreover, social stress levels were also higher in these patients.

1. Introduction

infectious diseases and/or trauma e.g., falls and traﬃc accidents.3–5
Independent of the reason for admittance to the ED, all of the patients’
presenting condition should be simultaneously assessed for co-morbidities, however, elderly patients need additional attention because of
their high co-morbidities compared to young population.6,7
Elderly people need more social support owing to their co-morbidities. Social support is described as a ﬁnancial and emotional contribution provided by close relatives and friends of the individuals
under stressful situations.8 Social support is generally assessed using
four categories: emotional, instrumental (ﬁnancial), informational, and
common support; and it can be provided by family members, close
friends, colleagues, neighbors, relatives, and even healthcare personnel.
Multiple studies have highlighted to the positive impact of social

Developments in medical technology have increased life expectancy
around the world and have, thereby, increased the population of elderly
patients. While diagnosing the elderly patients, besides factors like
physiological changes, co-morbidities, multiple medications and admittance to the Emergency Department (ED) for serious causes, a lack
of information and experience complicate the work of emergency
physicians, who need to make quick decisions about diagnosis and
treatment.1,2 Therefore, elderly patients evaluated at the ED should be
considered as a special population, considering the geriatric emergency
medicine concept.2 Elderly people are typically admitted to the ED with
medical complaints such as cardiopulmonary diseases, neurological and
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support on both physical and psychological health.9,10 Therefore, social
support is important tool for competing with the diseases, besides accelerating the healing process, increasing compliance with medication
and quality of life, and extending life expectancy.
Many studies on elderly people have evaluated the association between diseases and social support.11 However, to the best of our
knowledge, no studies have compared the eﬀects of social support or
social stress on admitting to the ED for medical reasons or trauma.
Therefore, this study aimed to compare social support and stress levels
in geriatric patients admitted to the ED for trauma or medical reasons.

Table 1
Sociodemographic characteristics of the patients.
Patients admitted for
medical reasons

Patients admitted for
traumatic reasons

(n = 114)

(n = 83)

Gender, n (%)
Female
66 (57.9)
Marital status, n (%)
Married
58 (50.9)
Age, n (%)
Early old age (65–75)
66 (57.9)
Middle old age (76–85)
41 (36.0)
Late old age (≥86)
7 (6.1)
Education, n (%)
Illiterate
50 (43.9)
Primary school
53 (46.5)
Secondary school and
11 (9.6)
higher
Number of children, n (%)
≤2
20 (17.5)
3–5
75 (65.8)
≥6
19 (16.7)
Comorbidities n, (%)
Hypertension
81 (71.1)
Diabetes
45 (39.5)
CAD
34 (29.8)
COPD/asthma
41 (36.0)
CRF
4 (3.5)
CHF
17 (14.9)
Dementia/Alzheimer
10 (8.7)
Other
6 (5.2)
Emergency Severity Index, n (%)
3
24 (21.1)
4
62 (54.4)
5
28 (24.6)
Walking assist device use, n (%)
Present
59 (51.8)
Distance of walking without help, n (%)
< 10 m
14 (12.3)
< 50 m
26 (22.8)
Everywhere
74 (64.9)
Distance of walking with help, n (%)
< 10 m
4 (3.5)
< 50 m
18 (15.8)
Everywhere
92 (80.7)

2. Methods
This was a single-center, prospective, descriptive, epidemiologic
trial conducted in the ED of a training and research hospital with approximately 250.000 patient admissions per year, between October 1st,
2015 and April 1st, 2016. Participants consisted of patients over the age
of 65 who presented to the ED for medical reasons or trauma. All
participants provided written informed consent, and the study was
approved by the local ethics committee.
The study considered all patients whose Emergency Severity Index
(ESI) was ≥3. Patients with an ESI ≤2, who could not speak Turkish,
who did not agree to participate in the study, and who were residing in
a nursing home were excluded. Patients were grouped according to
their age: early old age (65–75 years), middle old age (76–85 years),
and late old age (> 85 years).12
All consecutive patients admitted to the ED were enrolled to the
study. A socio-demographic and clinical data form, and DUKE Social
Support and Stress Scale (DUSOCS) were completed by an ED physician
who were unaware of the medical history of the patient.
The socio-demographic and clinical data form asked age, gender,
marital status, number of children, and social characteristics such as comorbidities, medications, admitting complaints, type of admission, ESI,
state of residence, cause of preferring the ED, walkable distance with/
without help, and present usa of any walking equipment.
The DUSOCS is a tool developed by the Department of Community
and Family Medicine of Duke University over the past 35 years. Two
parts of the scale contain 12 questions each, wherein the ﬁrst part
pertains to people who provide support to the individual. Answers to
the ﬁrst 10 questions are provided as “none”, “some”, “a lot”, or “there
is no such person”. The eleventh question aims to identify a particular
person who the participant can trust and go to with personal diﬃculties
(part I) or the cause of most personal stress (part II). If the answer to the
eleventh question is “yes” then an open-ended twelfth question that
asks who he/she is. Scoring for an answer of “none/there is no such
person” is “0”, “some” is “1”, and “a lot” is “2”. Additionally, if the
support/stress source is a family member the score is “2”, and if it is not
a family member or there is no such source of support/stress, the corresponding score is “0”. The scores obtained from the sum of the ﬁrst six
questions and the twelfth question is multiplied by 14/100, and is
called the DUSOCS family support/stress, and the scores obtained from
the sum of 7–10 and the twelfth question is multiplied by 10/100, and
is called the DUSOCS nonfamily support/stress. On the other hand,
scores obtained from the sum of all 12 questions multiplied by 22/100
gives social support/stress score. A higher score is associated with
higher social support/stress levels.
Statistical analyses were performed using SPSS software (Ver. 15.0,
Chicago, IL). The Shapiro-Wilk test was used to assess the normality of
the variables. Descriptive statistics and discrete and continuous numeric variables are expressed as mean and standard deviation, or
median (minimum-maximum). Categorical parameters were analyzed
using Pearson's Chi-square test. Non-parametric parameters were analyzed using the Mann-Whitney U test. The Kruskal- Wallis test was used
for independently comparing the three groups; the Spearman
Correlation was used to determine the correlation between age and
social support. Reliability analysis of the questions was performed, and

49 (59.0)
40 (48.2)
37 (44.6)
31 (37.3)
15 (18.1)
46 (55.4)
31 (37.3)
6 (7.2)

27 (32.5)
40 (48.2)
16 (19.3)
64 (77.1)
32 (38.6)
30 (36.1)
10 (12.0)
1 (1.2)
8 (9.6)
4 (4.8)
2 (2.4)
8 (9.6)
71 (85.5)
4 (4.8)
44 (53.0)
15 (22.8)
18 (21.7)
50 (60.2)
2 (2.4)
19 (22.9)
62 (74.7)

CAD: Coronary Arterial Disease, COPD: Chronic Obstructive Lung Disease,
CRF: Chronic Renal Failure, CHF: Congestive Hearth Failure.

the Cronbach's Alpha was found to be 0.76. A p-value of < 0.05 was
considered statistically signiﬁcant.
3. Results
During the study period of 6 months, 262 patients admitted to the
ED with an age of 65 years or more. Of these, 65 were excluded (17 had
and ESI score of < 2, 34 declined to participate, 13 did not speak
Turkish). Thus, 197 patients were enrolled in the study, of which 114 of
them presented for medical reasons and 83 for trauma. The median age
of the patients who presented with medical reasons was 75 (min-max:
65–95) years and that of patients presenting with trauma was 76 (minmax: 64–92) years. Table 1 provides the basic demographics, past
medical histories, mobility levels and social characteristics, which were
similar among the two groups, of the patients.
As shown in Table 2, the median family support score in patients
admitted for medical reasons was 30.9 (min-max: 0–71) and that in
patients admitted for trauma was 28.5 (min-max:0–57), these scores
were signiﬁcantly diﬀerent (p < 0.05).
The diﬀerence in family support and social support scores among
the three age groups was statistically signiﬁcant (p < 0.001; Table 3).
Concurrently, there was a negative but weak correlation between the
social support and age (ρ = −0.280, p < 0.05). Furthermore, there
97
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Table 2
Social support and stress scores according to the DUSOCS.

DUSOCS
DUSOCS
DUSOCS
DUSOCS
DUSOCS
DUSOCS

family support median (min–max)
nonfamily support median (min–max)
social support median (min–max)
family stress median (min–max)
nonfamily stress median (min–max)
social stress median (min–max)

Patients admitted for medical reasons (n = 114)

Patients admitted for traumatic reasons (n = 83)

p-value∗

30.9 (0–71)
0 (0–60)
22.7 (0–73)
7.1 (0–57)
0 (0–20)
4.5 (0–36)

28.5 (0–57)
0 (0–40)
18.1 (5–40)
21.4 (0–50)
0 (0–40)
13.6 (0–32)

0.020
0.600
0.900
< 0.010
0.200
< 0.010

DUSOCS: DUKE Social Support and Stress Scale, min: minimum, max: maximum.
∗
Mann-Whitney U.

than the relatively younger population; this also accounts for extra
requirement for social support. The elderly people who were exposed to
trauma because lack oﬀ social support, were rendered short of this
support after the injury, consequently increasing treatment cost and
mortality.14
The geriatric population includes individuals aged ≥65 years. This
population can be categorized to three groups: early old age, middle old
age, and late old age.12 The progression of age brings along physical
and mental restrictions and makes the person more dependent. Additionally, late old age also means greater and longer care time, leading
to caregiver's fatigue and a consequent reduction in the quality and the
quantity of care provided.15 Beside this, with time, the younger members of the family grow up, get married, have children and responsibilities of their own and may not be able to provide adequate care or
support if the elderly patients do not live with them.16 In our study,
most of the patients were in the middle age group, and the social
support decreased as the patients' age increased. In contrast, another
study has demonstrated that there is a negative correlation between
living with children and receiving social support, because the presence
of a close relationship does not feel adequately supportive and isolates
the individual from other social relations.17
Similar to several other studies, we demonstrate that married individuals have higher social support scores than non-married and divorced individuals. Married people have higher life quality and receive
much more emotional, moral, and material support from their
partner.16,18,19 One study reported that women living alone after their
husbands’ death confessed that their life would be better if their husbands were alive. Another study has demonstrated that newly divorced
women increase their social networks in search of support structures.
Thus, it appears that married people have better social support while
non-married people may plunge into a quest for new support
sources.18,19 Other studies have shown that having children with a
strong relationship increases vitality and aging satisfaction, and improve moral, material, and social support. While some of the studies
suggest a relationship between the number of children and social support, others do not support this relationship. In our study, we found no
relationship between the number of children and social support and
stress. Likewise, there was no relationship between education and social
support and stress scores in our study, which is contrary to available
literature.16,20,21 A probable explanation is the greater proportion of

was statistically signiﬁcant diﬀerence in the family support and social
support scores between married and non-married groups (p < 0.001;
Table 4). There was no signiﬁcant diﬀerence between the social support
and number of the children, gender, or educational status.
As shown in Table 2, the median score for family stress in patients
admitted for medical reasons was 7.1 (min–max: 0–57), while that in
patients admitted for trauma was 21.4 (min–max: 0–50). Further, the
medians of social stress scores for medical reasons and trauma were 4.5
(min–max: 0–36) and 13.6 (min–max: 0–32), respectively. Both these
scores were signiﬁcantly diﬀerent between two groups (p < 0.001).
Conversely, in all the other groups, there was a signiﬁcant diﬀerence in family stress between the married and the non-married groups
(p < 0.05).

4. Discussion
This study revealed that the patients admitted to the ED for trauma
have lower social support levels than patients admitted for medical
reasons. Moreover, social stress levels were also higher in these patients. Thus, it may be possible to reduce the numbers of patients with
trauma and prevent mortality and morbidity at this age group by the
increasing support levels and decreasing higher stress levels and by
augmenting and enhancing social networks, social services, and geriatric rehabilitation programs.
Admission to the ED is higher in the geriatric population than the
younger population and their social support levels are lower. In our
study on social support and stress levels in elderly patients, family and
social support scores of the patients admitted for trauma were lower
than that of patients admitted for medical reasons. This observation can
be an indicator of greater exposure to trauma in the elderly who have
less family and social support. Physiological changes due to aging can
both cause and explain obstacles in performing self-care activities.
Further, because treatments for medical illnesses often include getting
pills and paying attention to nutrition, the absence of support can
complicate problems. However, these chronic medical comorbidities
also restrict physical functions in elderly individuals, and in the absence
of helpers, such restrictions can easily cause traumatic injuries even
while performing daily activities.13 Importantly, as demonstrated by
Hartholt et al., the population worldwide is aging, and this aging population needs greater levels of nursing following traumatic injuries
Table 3
Comparison of social support and stress according to age.

DUSOCS
DUSOCS
DUSOCS
DUSOCS
DUSOCS
DUSOCS

family support median (min–max)
nonfamily support median (min–max)
social support median (min–max)
family stress median (min–max)
nonfamily stress median (min–max)
social stress median (min–max)

65–75 (n = 103)

76–85 (n = 72)

≥86 (n = 22)

p-value∗

35.7 (0–71)
0 (0–60)
22.7 (0–73)
15.9 (0–57)
0 (0–30)
4.5 (0–36)

28.5 (0–43)
0 (0–40)
22.7 (0–32)
0 (0–50)
0 (0–40)
4.5 (0–32)

21.4 (0–43)
0 (0–40)
18.1 (0–36)
28.5 (0–36)
0 (0–20)
18.1 (0–23)

< 0.010
0.600
< 0.010
0.100
0.100
0.080

DUSOCS: DUKE Social Support and Stress Scale, min: minimum, max: maximum.
∗
Kruskal Wallis H.
98
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Table 4
Comparison of social support and stress according to the marital status.

DUSOCS
DUSOCS
DUSOCS
DUSOCS
DUSOCS
DUSOCS

family support median (min–max)
nonfamily support median (min–max)
social support median (min–max)
family stress median (min–max)
nonfamily stress median (min–max)
social stress median (min–max)

Married (n = 98)

Non-married (n = 99)

p-value∗

35.7 (14–71)
0 (0–60)
22.7 (9–73)
14.3 (0–57)
0 (0–10)
9.1 (0–36)

28.5 (0–43)
0 (0–40)
18.1 (0–41)
7.1 (0–43)
0 (0–40)
4.5 (0–27)

< 0.010
0.100
< 0.010
0.020
0.080
0.070

DUSOCS: DUKE Social Support and Stress Scale, min: minimum, max: maximum.
∗
Mann-Whitney U.
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support these individuals also have a tendency to suﬀer from depression, and, importantly, the use of antidepressants correlates with
trauma, including falls.25 In agreement, we also found that family stress
and social stress scores of the patients admitted for trauma were higher
than those of patients admitted for medical reasons. Even though,
comparative studies like the present study have not been published, we
think that similar underlying causes can explain this situation.

1. Birnbaumer DM. The elder patient. Marx John A. Rosen's Emegency Medicine: Concepts
and Clinical Practice. eighth ed. Philadelphia: Elsevier Sounders; 2014:2351–2355.
2. Mattu A. Geriatric emergency medicine. Emerg Med Clin N Am. 2006;24:13–15.
3. Onen F, Abidi H, Savoye L, et al. Emergency hospitalization in the elderly in a French
university hospital: medical and social conditions and crisis factors precipitating
admissions and outcome at discharge. Aging (Milano). 2001;13:421–429
(PMID:11845969).
4. Iloh G, Amadi A, Awa-Madu J. Common geriatric emergencies in a rural hospital in
South-Eastern Nigeria. Niger J Clin Pract. 2012;15:333–337.
5. Cigolle CT, Ha J, Min LC, et al. The epidemiologic data on falls, 1998-2010: more
older Americans report falling. JAMA Intern Med. 2015;175:443–445
(PMID:25599461).
6. Baz Ü, Satar S, Kozacı N, et al. Geriatric patient Admissions to the emergency service.
Eur J Emerg Med. 2014;13:53–57.
7. Gulacti U, Lok U, Celik M, et al. The ED use and non-urgent visits of elderly patients.
TJEM. 2016;16:141–145 (PMID:27995205).
8. Tan M, Karabulutlu E. Social support and hopelessness in Turkish patients with
cancer. Cancer Nurs. 2005;28:236–240 (PMID:15915069).
9. Golden J, Coroy RM, Bruce I, et al. Loneliness, social support networks, mood and
wellbeing in community-dwelling elderly. Int J Geriatr Psychiatry. 2009;24:694–700
(PMID:19274642).
10. Moak ZB, Agrawal A. The association between perceived interpersonal social support
and physical and mental health: results from the national epidemiological survey on
alcohol and releated conditions. J Public Health. 2009;32:191–201
(PMID:19864495).
11. Akıncı E, Akıllı NB, Koylu R, et al. A retrospective evaluation of the patients over 65
years old who treated in toxicology intensive care unit because of unintentional or
suicidal poisoning. Turk J Gastroenterol. 2013;16:330–334.
12. Tümerdem Y. Real age. Turk J Gastroenterol. 2006;9(3):195–196.
13. Hays JC, Saunders WB, Flint EP, et al. Social support and depression as risk factors
for loss of physical function in late life. Aging Ment Health. 1997;1:209–220.
14. Hartholt KA, van Beeck EF, Polinder S, et al. Societal consequences of falls in older
population: injuries, healthcare costs, and long term reduced quality of life. J
Trauma. 2011:748–753.
15. Baillie V, Norbeck JS, Barnes LE. Stress. Social support, and psychological distress of
family caregivers of the elderly. Nurs resear. 1988;37:217–222 (PMID:3393428).
16. Softa HK, Bayraktar T, Uğuz C. Elders' perceived social support systems and factors
eﬀecting their healthy life-style behaviour. Elder Iss Res J (EIRJ). 2016;9:1–12.
17. Goodger B, Byles J, Higganbotham N, et al. Assessment of a short scale to measure
social support among older people. Aust N Z J Public Health. 1999;23:260–265.
18. Buz S, Beydili E. The needs of elderly alone women in the case of Ankara. J Int Soc
Res. 2015;8:557–570.
19. Pachana NA, Smith N, Wtson M, et al. Responsiveness of the Duke social support subscales in older women. Age Ageing. 2008;37:666–672 (PMID:18829690).
20. Baker CN. Social support and success in higher education: the ınﬂuence of on-campus
support on African American and Latino college students. Urban Rev.
2013;45:632–650.
21. Khorshid L, Eşer İ, Zaybak A, et al. The evaluation of loneliness level of elderly individuals residıng in rest homes. Turk J Gastroenterol. 2004;7:45–50.
22. Dubey A, Bhasin S, Gupta N, et al. A study of elderly living in old age home and
within family set-up in jammu. Stud Home Community Sci. 2011;5:93–98.
23. Li H, Ji Y, Chen T. The roles of diﬀerent sources of social support on emotional wellbeing among Chinese elderly. PLoS One 9, e90051.
24. Pehlivan S, Ovayolu O, Ovayolu N, et al. Relationship between hopelessness, loneliness, and perceived social support from family in Turkish patients with cancer.
Support Care Canc. 2012;20:733–739.
25. Kerse N, Flicker L, Pfaﬀ JJ, et al. Falls, depression and antidepressants in later life: a
large primary care appraisal. PLoS One. 2008;3:2423 (PMID:18560599).

5. Limitation(s)
There are several limitations to our study. Firstly, although it is a
two-way scale for both support and stress, we only used one scale to
determine support/stress, which may be a limitation for comparing
scales. Secondly, the number of enrolled participants was small; large
number of participants can provide better perspective of the society in
general. Lastly, this is a single-center study and only shows the sociocultural level of patients coming to a single hospital. Consequently,
future studies non-homogenous populations are needed.
6. Conclusion(s)
We show that patients admitted for trauma have lower social support and higher social stress levels, and it has been determined that
social support levels decrease with increasing age. In the chaotic atmosphere of the ED it may be diﬃcult to determine the required support and stress levels in geriatric patients. Nonetheless, we think that if
support levels can be evaluated and attempts made to increase support,
admittance to ED can be reduced along with accelerating recovery of
the elderly patients.
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