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A B S T R A C T

Social health in older adults plays a critical role in improving quality of life by jointly supporting physical,
mental, and emotional health. The aim of this study was to examine the association between perceived social
support, quality of life, well-being, successful aging, and social health among community-dwelling older
adults. This observational study was conducted with 535 community-dwelling older adults living in a prov-
ince in the Pasaalani neighbourhood of Balikesir, using a multistage cluster sampling method. The dependent
variable of the study was social health perception and multivariate linear regression analysis was used in the
analyses. Reporting of the study followed the STROBE checklist. The participants’ mean SHSE score was
50.00 § 10.00. According to the linear regression analysis, the Social Health Scale for Elderly score for the
older adults was significantly lower among those who were unmarried, employed, had no hobbies, and had
poor self-perceived general health (p < 0.05). Additionally, social health decreased with increasing age and
poorer self-perceived general health, while it increased with higher levels of successful aging, quality of life,
and perceived social support (p < 0.05). The social health of the participants was at a moderate level. These
findings highlight the importance of prioritizing disadvantaged groups and promoting hobbies, general
health, and social support to enhance social health among older adults.
© 2026 Elsevier Inc. All rights are reserved, including those for text and data mining, AI training, and similar

technologies.
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Introduction

The aging process is an inevitable aspect of human life and consti-
tutes a specific public health concern, particularly from the perspec-
tive of health and social services. According to United Nations data,
while 10 % of the world’s population today consists of older adults,
this figure is expected to rise to 16 % by 2050.1 Social health is defined
as an individual’s capacity to fulfill personal potential and social
responsibilities, maintain daily life, and participate in social activities,
including work, even in the presence of health problems. It is a multi-
dimensional concept encompassing social support, social adjustment,
and the perceived environment.2,3 Although social health is closely
related to constructs such as social support, quality of life, and well-
being, it represents a broader concept encompassing social integra-
tion, social participation, and perceived environmental support. In
this study, social health is operationalized as an overarching
construct reflecting the individual’s overall social functioning rather
than a single social dimension. The Social Health Scale for the Elderly
(SHSE) was developed to comprehensively assess social health in
older adults, covering dimensions such as social support, social inte-
gration, and perceived social environment. The scale provides an
overall social health score rather than focusing on a single social con-
struct. Social health has two dimensions: individual and societal. At
the individual level, it is commonly expressed through concepts such
as well-being and adaptation and is assessed in terms of social sup-
port and social adjustment. At the societal level, social health primar-
ily reflects the characteristics of the living environment and
neighborhood conditions.2,4

Social health, alongside physical and mental health, is a vital
dimension of overall health.5 Promoting social health among the
older adults can lead to higher self-efficacy, which in turn enhances
physical and mental health, improves physical performance, and
increases life satisfaction. Therefore, promoting social health among
older adults is crucial for effective health system planning and policy
formulation. Furthermore, in the process of planning health and
social services, assessing the social health levels of the older adults is
essential for addressing needs and shaping policies.
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Social health, an important aspect of overall health in addition to
physical and mental well-being, can be measured through Social Sup-
port, Social Adjustment, and the Perceived Environment.2,6 Social
support refers to the level of support an individual receives from
others; social adjustment reflects the individual’s capacity to actively
engage with their community; and the perceived environment
encompasses perceptions of equal opportunities and structured sur-
roundings in society.7 In the literature, the Social Health Scale for the
Elderly (SHSE) scores are reported to range between 42.80 § 13.00
and 57.27 § 8.70.2,8�10 SHSE scores tend to decrease with age, in
individuals living alone, those who are unmarried, and those with
lower education levels.2,8,9 Although a limited number of studies
have assessed social health in older adults, no study has comprehen-
sively examined its relationship with social support, quality of life,
well-being, and successful aging.2,9�14 Therefore, this study was con-
ducted. The aim of this study was to examine the association between
perceived social support, quality of life, well-being, successful aging,
and social health among community-dwelling older adults.

Materials and methods

Ethics approval and informed consent

Before starting the study, permission was obtained from Balikesir
University Health Sciences Non-Interventional Research Ethics Com-
mittee (dated 28.09.2021, numbered 2021/1), Balikesir Governorship
(dated 14.07.2021, numbered E.29459337-492-3032), and verbal
consent was obtained from the participants and the study was con-
ducted in accordance with the Declaration of Helsinki.

Design

This observational study was conducted with 535 community-
dwelling older adults living in a province in the Pasaalani neighbour-
hood of Balikesir, using a multistage cluster sampling method. This
study adhered to the Strengthening the Reporting of Observational
Studies in Epidemiology (STROBE) guidelines for cross-sectional stud-
ies, as outlined in the STROBE checklist.15

Participants and data collection

The study population comprised 13,390 individuals aged 60 years
and above residing in Pasaalani neighbourhood, of Balikesir.16 The
sample size was calculated using the Epiinfo 7.0 program,17 consider-
ing a population of 13,390, a 50 % prevalence, a 95 % confidence level,
a 5 % margin of error, and a design effect of 1.5 to account for the
increased variance associated with the multistage cluster sampling
design. This value was selected in line with methodological recom-
mendations for community-based studies when the intracluster cor-
relation coefficient is unknown.18 The calculated sample size was
535, and participants were selected using a multistage sampling
method. The dependent variable of the study was the social health of
the older adults. The independent variables included sociodemo-
graphic characteristics, perceived social support, successful aging,
quality of life, and well-being. In the sample selection, the neighbor-
hood was divided into 89 streets, with each street considered a clus-
ter, and the study was conducted in 89 clusters, each containing six
individuals. For each cluster, the starting street was determined
according to the predefined cluster list, and the starting household
within the street was selected as the first eligible household encoun-
tered at the entrance of the street. If the starting house in the cluster
was a detached house, data collection started from that house, skip-
ping two houses on the right side of the street. In the case of apart-
ment buildings, data collection began from the first apartment, and
every second house was skipped. When reaching a dead-end street,
the process continued the opposite side. If no one was at home or
individuals refused to participate, the next house was selected, skip-
ping two houses each time. If there was no individual aged 60 or
older in a household, data collection immediately moved to the next
house. Once the number of participants reached approximately six
individuals, the process continued to the next cluster.

Measures

The data for this study were collected using the “Sociodemo-
graphic Characteristics Form,” the “WHO-5 Well-Being Index,” the
“EQ-5D General Quality of Life Scale,” the “Successful Aging Scale,”
the “Multidimensional Perceived Social Support Scale,” and the
“Social Health Scale for the Elderly.”

Sociodemographic and health status characteristics form
This form was developed by the researchers based on relevant lit-

erature and previous studies examining the social health of older
adults and consists of 25 questions related to age, gender, marital sta-
tus, education level, and healthy lifestyle.2,8,19

Multidimensional perceived social support scale (MPSSS)
This scale, adapted into Turkish by Eker and Arkar in 1995, con-

sists of 12 items on a 7-point Likert scale and measures the level of
perceived social support. The Cronbach’s alpha coefficient was 0.87
in the Turkish adaptation study,20 while it is 0.96 in this study.

WHO-5 well-being index (WHO-5)
This scale, adapted into Turkish by Eser et al. in 2019, consists of

five items on a 5-point Likert scale that assess emotional well-being
over the past two weeks. Scores range from 0 (absence of well-being)
to 25 (highest well-being). The Cronbach’s alpha coefficient for the
older adults was 0.81 in the Turkish adaptation study,21 while it is
0.97 in this study.

EQ-5D general quality of life scale (EQ-5D)
The EQ-5D scale was developed by the EuroQoL group in 1990 and

adapted into Turkish by Eser et al. in 2007. It evaluates health-related
quality of life and consists of five dimensions: Mobility, Self-Care,
Usual Activities, Pain / Discomfort, and Anxiety / Depression. It is a
self-reported scale with a three-level Likert-type response format.
The Cronbach’s alpha coefficient was 0.77 in the Turkish adaptation
study,22 while it is 0.73 in this study.

Successful aging scale (SAS)
This scale was developed by Reker et al. in 2009 and adapted into

Turkish by Hazer and Ozsungur in 2017. It consists of 10 items, scored
using a seven-point Likert scale. The Cronbach’s alpha coefficient was
0.85 in the Turkish adaptation study,23,24 while it is 0.98 in this study.

Social health scale for the elderly (SHSE)
This scale was developed by Bao et al. in 2018 and adapted into

Turkish by Cevik et al. in 2020. It assesses social well-being among
the older adults through 25 items, covering three subdimensions:
Social Support, Social Adjustment (reflecting social integration and
active participation in society), and Perceived Environment. The total
score ranges from 5 to 125, and responses are transformed into a
standardized score between 0 and 100. Higher scores indicate better
social well-being. The Cronbach’s alpha coefficient was 0.90 in the
Turkish adaptation study, while it is 0.97 in this study.2,11,19

Statistical analysis

Data collected through the questionnaires were entered into the
Statistical Package for the Social Sciences version 26.0 for analysis.



Table 1
Descriptive characteristics of the scores obtained from the scales applied (n = 535).

Scales Minimum Maximum Mean § SD

WHO-5 0 25.00 16.91 § 5.67
SAS 10 70 51.74 § 12.48
EQ5D-100 1 100 69.18 § 18.77
EQ5D 0.52 1 0.81 § 0.11
MPSSS 25 84 74.04 § 12.74
Family 7 28 25.71 § 3.28
A Special Person 4 28 23.90 § 5.51
Friend 4 28 24.42 § 5.29
SHSE 26.11 84.86 50.00 § 10.00
Social Support 36.52 82.50 50.00 § 10.00
Social Adjustment 22.49 77.72 49.99 § 10.00
Perceived Environment 1.90 70.53 50.00 § 10.00

SD: Standard deviation.
MPSSS: Multidimensional Perceived Social Support Scale, WHO-5: WHO-5 Well-Being
Index, EQ-5D: EQ-5D General Quality of Life Scale, SAS: Successful Aging Scale, SHSE:
Social Health Scale for the Elderly.
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Descriptive statistics included frequencies, percentages, and means.
The normality of continuous variables was assessed using the Sha-
piro-Wilk test and skewness/kurtosis coefficients between +1.5 and
�1.5. Depending on the normality assumptions, the independent
samples t-test / Mann-Whitney U test was used for comparisons
between two groups, and the ANOVA (post-hoc: Tukey HSD) / Krus-
kal-Wallis H test was used for comparisons between three or more
groups. Relationships between continuous variables were analyzed
using Pearson’s correlation analysis. In the multivariable analyses,
variables that were found to be significant in the univariable analyses
(p < 0.05) were included in the model. In the linear regression analy-
sis, the backward elimination method was employed. This method
was chosen to simultaneously evaluate many sociodemographic and
clinical variables potentially associated with social health and to con-
trol for possible confounding effects. The backward method allows all
candidate variables to be entered into the model initially, enabling
the assessment of each variable’s independent contribution, and
yields the most parsimonious explanatory model through the step-
wise removal of statistically non-significant variables.25 The results
were evaluated in a 95 % confidence interval.

Results

Characteristics of the research group regarding sociodemographic and
continuous variables

The mean age of the participants was 66.79 § 5.36 years; 51 %
were female, 86 % were married, 26 % were high school graduates,
44.1 % had income equal to their expenses, and 97.8 % had children.
Additionally, 44.3 % had three children, 92 % lived in their own
homes, 87.1 % lived with their spouse, 55.7 % were retired, 98.9 % had
health insurance, and 68.6 % lived in an apartment without an eleva-
tor.

Of the participants, 75 % had a chronic illness, 75.1 % regularly
used medication, and 28.1 % used only one type of medication. Fur-
thermore, 88 % used assistive devices, 55.9 % exercised regularly,
with 65.2 % exercising two to four times a week. Moreover, 54.6 %
had never used tobacco products, and 90.7 % had never consumed
alcohol. Regarding sleep quality, 55.7 % reported good sleep quality,
56.6 % were overweight, and 67.8 % had no hobbies. Additionally,
56.3 % perceived their general health as moderate, 63.2 % did not
have a regular doctor, and 57.8 % visited their family physician when
experiencing health problems. The mean Body Mass Index (BMI) was
28.43 § 3.49, and 7.7 % had experienced a fall within the last six
months, of which 73.2 % had fallen only once.

The mean WHO-5 score was 16.91 § 5.67, the mean SAS score
was 51.74 § 12.48, the mean EQ5D-100 scale score was
69.18 § 18.77, and the mean EQ5D score was 0.81 § 0.11. The mean
Perceived Social Support Scale score was 74.04 § 12.74. The mean
SHSE score of the participants was 50.00 § 10.00 for the Social Sup-
port subscale, 49.99 § 10.00 for the Social Adjustment subscale, and
50.00 § 10.00 for the Perceived Environment subscale (Table 1).

SHSE and associated factors in the study group

Participants’ SHSE scores were significantly lower among individ-
uals aged 75 years and older, those who were unmarried, those with
at least primary school education, those whose income was equal to
or less than their expenses, those not living in their own homes, those
living alone, those who were employed, those without health insur-
ance, and those living in detached houses rather than apartments
(p < 0.05). Conversely, SHSE scores did not differ significantly accord-
ing to gender, having children (p > 0.05) (Table 2).

In the study group, SHSE scores were significantly lower in indi-
viduals with chronic diseases, those using regular medications or
assistive devices, those without hobbies, those who did not exercise,
those with poor sleep quality or poor self-perceived general health,
those without regular doctor visits or primary care use, and those
who had experienced a fall in the past six months (all p < 0.05). There
was no statistically significant difference between SHSE scores and
variables such as the use of glasses, wheelchair, tobacco, or alcohol
(p > 0.05) (Table 3).

According to the correlation analysis, SHSE scores were negatively
associated with age (r = �0.447, p < 0.001), number of children
(r = �0.161, p < 0.001), number of medications (r = �0.275,
p< 0.001), and BMI (r =�0.100, p = 0.021), while they were positively
associated with the number of exercise sessions (r = 0.202, p< 0.001),
Successful Aging Scale scores (r = 0.480, p < 0.001), WHO-5 scores
(r = 0.480, p < 0.001), EQ5D-100 index (r = 0.524, p < 0.001), EQ5D
scores (r = 0.509, p < 0.001), and Perceived Social Support (r = 0.464,
p < 0.001). There was no significant relationship between SHSE
scores and the number of falls in the past six months (p > 0.05)
(Table 4).

The variables that were statistically significant in univariate analy-
ses were further examined using the Backward method in the linear
regression analysis (Adjusted R2 = 0.457, F = 50.334, p < 0.001).
According to the results of the linear regression analysis, SHSE scores
were significantly lower among participants who were unmarried
(b = �4.421, 95 % CI �6.62 to �2.22), employed (b = �7.703, 95 % CI
�13.72 to �1.67), without hobbies (b = �4.822, 95 % CI �6.29 to
�3.34), or with poor self-perceived general health (b = �1.915, 95 %
CI �2.66 to �0.16). Additionally, SHSE scores decreased with increas-
ing age (b = �0.210, 95 % CI �0.36 to �0.05) and increased with
higher Successful Aging (b = 0.126, 95 % CI 0.05 to 0.19), EQ5D
(b = 15.479, 95 % CI 8.10 to 22.85), and Perceived Social Support
scores (b = 0.132, 95 % CI 0.07 to 0.19) (Table 5).

Discussion

This study is among the first community-based investigations to
examine social health in relation to quality of life, perceived social
support, well-being, and successful aging. In this study, the total
SHSE score, and subscale scores were approximately 50.00 § 10.00,
indicating a moderate level of social well-being among participants.
This finding is consistent with previous studies conducted in T€urkiye,
China, and Iran, where SHSE scores were also reported to be moder-
ate rather than high (Bao et al., 2018; Cevik et al., 2020; Izadi-Avanji
et al., 2023; Yu et al., 2020). The generally moderate level of social
health observed across different cultural contexts suggests that social
health in older adults remains an area requiring priority, similar to
physical and mental health.



Table 2
SHSE according to sociodemographic characteristics in the study group (n = 535).

Variable n ( %) Mean § SD test value p

Age
60�74 478 (89.3) 51.01 § 9.77 t = 8.627 < 0.001
75 and above 57 (10.7) 41.47 § 7.63
Gender
Female 273 (51.0) 50.44 § 10.92 t = 1.062 0.289
Male 262 (49.0) 49.53 § 8.95
Marital status
Married 460 (86.0) 51.62§9.33 t = 10.142 < 0.001
Not married* 75 (14.0) 40.03§8.08
Education level
Primary schoola 315 (58.9) 47.70 § 9.60 F = 22.005 < 0.001

c = b > aHigh schoolb 139 (26.0) 53.30 § 10.25
University and abovec 81 (15.1) 53.32 § 8.60
Income
Income less than expenditurea 218 (40.7) 47.35 § 9.40 F = 15.369 < 0.001

c > b > aIncome equals expenditureb 236 (44.1) 51.20 § 9.44
Income more than expenditurec 81 (15.2) 53.60 § 11.41
Having a child
Yes 528 (98.7) 50.08 § 10.02 t = 1.613 0.107
No 7 (1.3) 43.94 § 6.17
Place of residence
Own homea 492 (92.0) 50.80 § 9.62 F = 32.709 < 0.001

a > b > cRentb 19 (3.6) 48.38 § 9.61
Lives with childrenc 24 (4.4) 34.87 § 4.41
Person lived with
Alone 26 (4.9) 39.49 § 7.23 t = �5.645 < 0.001
Not alone 509 (95.1) 50.53 § 9.83
Employment status
Yes 6 (1.1) 42.32 § 6.93 MWU = 772.00 0.030
No 529 (98.9) 50.08 § 10.00
Health insurance
Yes 529 (98.9) 50.08 § 10.00 MWU = 823.50 0.042
No 6 (1.1) 42.48 § 7.73
Type of housing
Private house 47 (8.8) 44.70 § 9.75 t = �3.847 < 0.001
Apartment 488 (91.2) 50.51 § 9.89

n: Number, SD: Standard deviation, t: Student’s t-test, F: ANOVA (posthoc: Tukey HSD),MWU:MannWhitney U test.
* Single, divorced, spouse deceased.

Table 3
SHSE score according to healthy lifestyle behaviours in the study group (n = 535).

Variables n ( %) Mean § SD test value p

Presence of chronic disease
No 134 (25.0) 54.23 § 11.33 t = 5.231 < 0.001
Yes 401 (75.0) 48.58 § 9.11
Continuously used medication
No 133 (24.9) 54.17 § 11.42 t = 5.097 < 0.001
Yes 402 (75.1) 48.61 § 9.09
Assistant tools and equipment
No 64 (12.0) 53.14 § 13.27 t = 2.084 0.041
Yes 471 (88.0) 49.57 § 9.41
Using glasses
No 82 (15.3) 51.09 § 12.69 t = 0.881 0.380
Yes 453 (84.7) 49.80 § 9.44
Using a dental prosthesis
No 334 (62.4) 51.55 § 10.09 t = 4.724 < 0.001
Yes 201 (37.6) 47.41 § 9.32
Using a walking stick
No 512 (95.7) 50.52 § 9.74 t = 5.854 < 0.001
Yes 23 (4.3) 38.40 § 8.78
Using crutches
No 530 (99.1) 50.10 § 9.96 MWU = 440.00 0.010
Yes 5 (0.9) 38.59 § 8.17
Using headphones
No 529 (98.9) 50.18 § 9.90 MWU = 161.50 < 0.001
Yes 6 (1.1) 33.60 § 3.25
Using a wheelchair
No 534 (99.8) 50.02 § 9.99 MWU = �1.539 0.124

(continued)

4 A. Goktas, C. Cevik / Geriatric Nursing 70 (2026) 104049



Table 3 (Continued)

Variables n ( %) Mean § SD test value p

Yes 1 (0.2) 34.37 § 8.70
Exercise
No 236 (44.1) 46.13 § 8.77 t = �8.451 < 0.001
Yes 299 (55.9) 53.05 § 9.87
Perception of sleep quality
Gooda 149 (27.9) 54.49 § 10.83 F = 42.321 < 0.001

a > b > cMiddleb 298 (55.7) 49.82 § 8.67
Badc 88 (16.4) 42.98 § 8.60
Tobacco use
Yes 60 (11.2) 48.95 § 7.64 t = �0.860 0.390
No 475 (88.8) 50.13 § 10.26
Drinking alcohol
Yes 9 (1.7) 52.52 § 4.39 MWU = 1766.00 0.191
No 526 (98.3) 49.95 § 10.07
Hobby of interest
Yes 309 (57.8) 54.02 § 9.44 t = 12.298 < 0.001
No 226 (42.2) 44.50 § 7.94
General health perception
Gooda 159 (29.7) 53.21 § 10.99 F = 36.920 < 0.001

a > b > cMiddleb 301 (56.3) 50.30 § 8.54
Badc 75 (14.0) 41.96 § 9.00
Continuous follow-up physician
Yes 193 (36.1) 50.96 § 10.64 t = 7.882 < 0.001
No 342 (63.9) 49.47 § 9.53
Institution usually contacted in case of a health problem
1st stagea 309 (57.8) 50.95 § 10.24 F = 3.496 0.031

a > b > c2nd stageb 206 (38.5) 48.80 § 9.64
3rd stagec 20 (3.7) 47.59 § 8.60
Fall in the last six months
Yes 41 (7.7) 42.36 § 8.54 t = �5.205 < 0.001
No 494 (92.3) 50.63 § 9.86

n: Number, SD: Standard deviation, t: Student’s t-test, F: ANOVA (posthoc: Tukey HSD),MWU:MannWhitney U test.

Table 4
The relationship between SHSE score and continuous, discrete variables and scale
scores (n = 535).

Variables r p

Age �0.447 < 0.001
Number of children �0.161 < 0.001
Number of medicines used �0.275 < 0.001
Number of exercises 0.202 < 0.001
BMI �0.100 0.021
Number of falls in the last six months 0.061 0.706
SAS 0.480 < 0.001
WHO-5 0.480 < 0.001
EQ5D 100 0.524 < 0.001
EQ5D 0.509 < 0.001
MPSSS 0.464 < 0.001

r: Pearson correlation. BMI: Body Mass Index, MPSSS: Multidimensional Perceived
Social Support Scale, WHO-5: WHO-5 Well-Being Index, EQ-5D: EQ-5D General Qual-
ity of Life Scale, SAS: Successful Aging Scale, SHSE: Social Health Scale for the Elderly.
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Possible explanations for this finding include rapid urbanization, a
shift from extended to nuclear family structures, increased social vul-
nerability in old age, and insufficient community-based public health
policies.26,27

According to the linear regression analysis, SHSE scores were sig-
nificantly lower in unmarried individuals, those employed, those
without hobbies, and those with poor self-perceived general health.
Additionally, social health decreased with increasing age and poorer
self-perceived general health, while it increased with higher levels of
successful aging, quality of life, and perceived social support.

Marital status emerged as an important determinant of social
health, with unmarried individuals exhibiting lower SHSE scores.
This finding may be explained by higher levels of loneliness and
social isolation among unmarried older adults and is consistent with
studies conducted in China and Iran.8,14 Similarly, Hung et al.
reported poorer mental, social, and physical outcomes among wid-
owed individuals compared to their married counterparts.28

SHSE scores were lower among employed individuals in this
study. In the Turkish context, economic pressures often necessitate
continued employment after retirement, which may negatively affect
social participation and well-being. Supporting this interpretation, an
Iranian study reported lower social health scores among self-
employed older adults, emphasizing the role of working conditions
and lifestyle factors.9

Consistent with the literature, social health decreased with
increasing age and poorer self-perceived general health.8,10 Given
that health is a multidimensional construct encompassing physical,
mental, and social components, self-rated health may inherently
reflect social well-being. Similar findings have been reported by Zhao
et al., who demonstrated a decline in social health with advancing
age.29

Participants without hobbies and those experiencing lower levels
of successful aging also reported lower SHSE scores. Engagement in
leisure activities and hobbies may enhance social interaction, sense
of belonging, and perceived social support, thereby improving social
health. This finding aligns with studies from Korea, Iran, and T€urkiye
showing positive effects of leisure activities and successful aging on
health and life satisfaction.9,12,30 Longitudinal evidence from Japan
further supports the importance of social and environmental engage-
ment for maintaining functional capacity in older age.31

As expected, SHSE scores decreased as quality of life and per-
ceived social support decreased. These findings reinforce the close
interrelationship between social health, quality of life, and social sup-
port, which has been consistently reported in previous studies.2,31,32

In contrast, no significant associations were found between SHSE
scores and gender, having children, tobacco or alcohol use, or a his-
tory of falls within the past six months in the univariable analyses.



Table 5
SHSE score and associated factors according to linear regression analysis (n = 535).

Variables b S.E. Standardized b p 95 % C.I.

Lower
limit

Upper
limit

Age �0.210 0.077 �0.113 0.007 �0.36 �0.05
Marital status �4.421 1.119 �0.150 0.001 �6.62 �2.22
Employment status �7.703 3.067 �0.081 0.012 �13.72 �1.67
Hobby of interest �4.822 0.751 �0.237 0.001 �6.29 �3.34
General health perception �1.915 0.637 �0.091 0.027 �2.66 �0.16
SAS 0.126 0.037 0.156 0.001 0.05 0.19
EQ5D 15.479 3.756 0.179 0.001 8.10 22.85
MPSSS 0.132 0.031 0.168 0.001 0.07 0.19

Adjusted R2 = 0.457, F = 50.334, p < 0.001, Durbin Watson = 1.725.
SE: Standard Error, CI: Confidence Interval. MPSSS: Multidimensional Perceived Social Support Scale, EQ-5D: EQ-5D General Quality of Life Scale, SAS: Successful Aging Scale, SHSE:
Social Health Scale for the Elderly.
Variables Included in the Model: Age (continuous), Marital status (married: 0, not married: 1), Education level (university and above: 0, high school: 1, primary school: 2),
Income level (income more than expenses: 0, income equal to expenses: 1, income less than expenses: 2), Number of children (continuous), Living place (own home: 0, rented: 1,
living with children: 2), Living situation (not living alone: 0, living alone: 1), Employment status (not working: 0, working: 1), Health insurance (yes: 0, no: 1), Housing type
(apartment: 1, detached house: 0), chronic disease (no: 0, yes: 1), Regular medication use (no: 0, yes: 1), Assistive device use (no: 0, yes: 1), Exercise (yes: 0, no: 1), Sleep quality
(good: 0, moderate: 1, poor: 2), Hobbies (yes: 0, no: 1), General health perception (good: 0, moderate: 1, poor: 2), Regular physician (yes: 0, no: 1), Health service level used (pri-
mary care: 0, secondary care: 1, tertiary care: 2), Fall in the past 6 months (no: 0, yes: 1), BMI (continuous), SAS (continuous), WHO-5 (continuous), EQ5D (continuous), MPSSS
(continuous).
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Similarly, other variables that were significantly associated with SHSE
scores in the univariable analyses including education level, income,
number of children, place of residence, living alone, health insurance
status, type of housing, use of assistive devices, regular medication
use, regular physician follow-up, type of health service utilized, exer-
cise, body mass BMI, and WHO-5 scores also failed to retain statistical
significance in the multivariable linear regression model, indicating
that they were not independent predictors of social health. Similar
findings have been reported in some previous studies conducted in
the literature2,10; however, results may vary depending on regional
characteristics and the measurement instruments used. Differences
observed between studies regarding education level, residential set-
ting, and lifestyle behaviors may be attributed to cultural context,
regional characteristics, and differences in study populations, such as
urban versus rural settings.8,29,33 In the present study, the urban set-
ting and relatively younger and healthier sample may partly explain
the lack of significant associations with chronic conditions and
healthcare utilization.

The lack of an independent association between WHO-5 and
social health may be related to contextual factors, such as the pan-
demic period, which could have uniformly affected well-being levels
across participants.

Strengths and limitations

The strengths of the study include its community-based design,
generalizability to the study population, and comprehensive assess-
ment of social health among the older adults. However, a limitation
is that its cross-sectional nature may weaken causal relationships.
Data were collected based on the self-reports of the participants. On
the other hand, to the best of our knowledge, there is no study in the
literature evaluating the relationship between social support, well-
being, quality of life and successful aging with social health in com-
munity-dwelling elderly. Therefore, this study is valuable in terms of
contributing to the knowledge on this subject. Finally, the high Cron-
bach’s alpha values observed for some scales in this study may be
related to the relative homogeneity of the sample and participants’
tendency to provide similar responses. Very high alpha values may
indicate item redundancy, and therefore, the findings should be
interpreted with caution. It is recommended that future studies eval-
uate the psychometric properties of these scales in different samples.
Conclusion

The participants had relatively high levels of social support, well-
being, and successful aging, and moderate levels of quality of life and
social health. Being disadvantaged, experiencing deprivation, aging
less successfully, and having lower levels of quality of life and social
support pose risks for older adults.

In this context, it is important to promote successful aging, per-
ceived social support, and quality of life for the older adults and to
foster their socialization. Older adults individuals living alone and in
advanced age groups should be monitored more closely, as they are
more disadvantaged in terms of social health. A socio-economic and
socio-cultural environment conducive to improving the quality of life
of the older adults should be created, and active aging should be
encouraged. Public policies that comprehensively address health and
social services for the older adults should be developed. Health poli-
cies should be reviewed, and priority should be given to providing
services that reduce inequalities, protect, and promote the health of
the older adults.
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