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Background
Elder abuse is acknowledged as a public health problem 

and generates increasing concern specially as current projections 
indicate that persons aged 60-plus will increase from 760 million 
2011 to 2 billion by 2050 [1-3]. Prevalence rates of elder abuse vary 
contingent on various factors such as operational definition of 
abuse and type of sample. For instance, a review of 49 studies 
reported a mean elder abuse rate of 13%, and rates in the general 
population varied between 3.2-27.5% and over 6% had been abused 
during the last month [4]. Recent studies in the USA, Israel and 
Europe with general population/community samples observed abuse 
rates ranging between 0.6-27.1% depending on the type [5-7]. 
Among selected samples such as older persons living in a residence 
home, abuse rates up to 55% depending on the type have been 
reported [4]. Elder abuse, not least physical, co-exists with 
detrimental effects such as depression, premature death and reduced 
social support [5,8-16]. Psychological abuse, e.g. being excluded and 
repeatedly ignored, seems to be the most commonly reported by 
elders, with prevalence rates up to 52% [4,5,7]. In a recent WHO report 
[3], it was estimated that 29 million of persons aged 60 years and over 

are psychologically abused each year in Europe. Psychological abuse 
often co-occurs with other abuse categories, e.g. financial [5,17,18] and 
has been associated with poor health, e.g. trauma [5,19-22]. Further, 
psychological abuse may be more damaging for older persons than 
other abuse types [5,23].

Various factors such as poor mental health and lack of social support 
have been connected with decreased quality of life (QoL) among older 
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Abstract
Background: Elder abuse and its effects are a serious public health issue. However, little is known about the 

relation between psychological abuse, other factors (e.g. social support) and quality of life (QoL) by domain. This study 
addressed differences in QoL by domain between psychologically abused and non-abused. While considering other 
factors such as social support.

Methods: The respondents were 4,467 (2,559 women) randomly selected persons aged 60-84 years living in 
7 European cities. The mean response across countries was 45.2%. The cross-sectional data were analyzed with 
bivariate/multivariate methods. 

Results: Abused respondents contrasted to non-abused scored lower in QoL (autonomy, 67.42 ± 21.26 vs. 72.39 
± 19.58; intimacy, 55.31 ± 31.15 vs. 67.21 ± 28.55; past/present/future activities, 62.79 ± 19.62 vs. 68.05 ± 18.09; 
social participation, 65.03 ± 19.84 vs. 68.21 ± 19.77). Regressions showed that abuse was negatively associated with 
autonomy, intimacy and past/present/future activities, and positively with the social participation. All QoL dimensions 
were negatively associated with country and depressive/anxiety symptoms, and positively with social support. Further, 
variables such as age, sex and somatic symptoms were negatively associated with some of the QoL dimensions and 
others such as family structure, education, health care use and drinking positively. The regression model “explained” 
32.8% of the variation in autonomy, 45.6% in intimacy, 44.8% in past/present/future activities and 41.5% in social 
participation.

Conclusions: Abuse was linked to lower QoL in most domains, but other factors such as depressive symptoms 
also carried a negative impact. Social support and to some extent family structure had a “protective” effect on QoL. 
Abuse, health indicators (e.g. depressive symptoms) and social support should be considered in addressing the QoL of 
older persons. However, QoL was influenced by many factors, which could not be firmly disentangled due to the cross-
sectional approach, calling for longitudinal research to address causality.
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persons [e.g. 24-34] and abuse may also be an important contributor 
to it. Yet, the linkage between abuse, perceived QoL and other factors 
such as depressive symptoms among older persons has not attracted 
great attention. To our knowledge, only two studies have investigated 
this issue [35,36]. Although both reported a relation between abuse/
neglect and decreased QoL, they differed substantially. For instance, the 
operational definition of abuse/neglect and what is meant with QoL is 
unclear in one of the studies [35]. In the other study [36], there is an 
unusual operational definition of for instance psychological abuse, e.g. 
an act of psychological abuse was considered only if it occurred 10 or 
more times, suggesting under estimation of abuse.

A further examination of the influence of abuse (particularly 
psychological), while considering other factors such as depressive 
symptoms upon perceived QoL by domain among older adults from the 
general population may be useful in several ways. First, by addressing 
some of the limitations of available studies as described above, we 
may provide a more accurate description of the relationship between 
abuse, other factors such as depressive symptoms and QoL among 
older persons. Second, as far as we know, there are no studies about 
the relationship between psychological abuse, other factors such as 
depressive symptoms and QoL with general population samples of older 
adults. Third, abused older persons in many countries such as Spain, 
Portugal and Lithuania are not being systematically and consistently 
assisted, although the importance of prevention has been stressed 
[1,2]. Therefore, by exploring the relationship between psychological 
abuse, other factors such as depressive symptoms and QoL among 
older persons from different countries (e.g. Spain, Portugal, Lithuania), 
we may provide reliable data on their experiences that could support 
policy makers and health planers/providers in the development of 
effective interventions for targeting abuse and improving QoL. Finally, 
limited attention has been paid to the identification of correlates 
of QoL (subjective) among older adults, particularly regarding the 
role of psychological abuse. Considering factors such as depressive 
symptoms may help to better understand the actual contribution of 
psychological abuse towards “explaining” the variation in QoL, not 
least as psychological abuse may be the most commonly reported form 
of abuse by older persons and more damaging that other abuse forms. 
Thus, our main aims were to: (i) Compare the subjective experience of 
QoL by domain (autonomy, fear of death/dying, intimacy, past/present/
future activities, sensory-abilities, social participation) between 
psychologically abused and non-abused persons aged 60-84 years; 
and (ii) Scrutinize, among all respondents, the association between 
psychological abuse, other factors such as depressive symptoms and 
QoL by domain.

Methods
Respondents

The respondents were randomly selected women/men from the 
general population living in 7 European cities (Stuttgart; Athens; 
Ancona; Kaunas; Porto; Granada; Stockholm) that took part in the 
survey “Elder abuse: A multinational prevalence survey, ABUEL” 
during January-July 2009. Inclusion criteria were age 60-84 years, no 
cognitive problems (e.g. dementia) [1] or sensory impairments (e.g. 
blindness), national citizens or documented migrants, living within the 
community (own/rented houses) or homes for elderly and proficiency 
in the native languages. 

The sample size was estimated on based on municipal census 
(number of women/men aged 60-84 years) in each city and expected 
abuse prevalence ranges. Departing from an abuse prevalence of 

13%, with a precision of 2.6 percent derived from a recent review [4], 
a sample size of 633 persons in each city was necessary. Overall, the 
sample consisted of 4,467 respondents (2,559 women, 57.3%) and mean 
response across countries was 45.2%. Details regarding for instance the 
target population, sampling procedures, completion rates, refusal rates 
and differences between countries are reported in a separate ABUEL 
method paper by Lindert et al. [37]. Data on demographics/socio-
economics are shown in Lindert et al. [37] and Macassa et al. [7].

Definition of quality of life

The definition of QoL proposed by the WHOQOL group was used 
in this study: “An individuals’ perceptions of their position in life in 
the context of the culture and value systems in which they live, and in 
relation to their goals, expectations, standards and concerns. It is a broad 
ranging concept affected in a complex way by the persons’ physical 
health, psychological state, level of independence, social relationships 
and their relationship to salient features of their environment” [38-40]. 

Measures

Quality of Life (QoL) was assessed with the WHOQOL-OLD [38]. 
It contains 24 items graded 1-5 (e.g. not at all-extremely), but after 
transformation scores range from 0-100 [41]. The items can be summed 
into a total QoL and divided into 6 domains with four items in each, i.e. 
autonomy (e.g. freedom to make own decisions); fear of death/dying 
(e.g. scared of dying); intimacy (e.g. feel a sense of companionship in 
life); past/present/future activities (e.g. satisfied with achievements); 
sensory-abilities (e.g. loss of sensory abilities affecting participation in 
activities); and social participation (e.g. have enough to do each day). 
High scores correspond to high QoL. Cronbach α (standardized items) 
for QoL across the included countries was 0.92.

Abuse was assessed with 52 items based on the Conflict Tactic Scales 
2 [42] and the UK survey of abuse/neglect of older people [36]. The 
items were arranged in 5 abuse sub-scales, i.e. psychological, physical, 
sexual, injury and financial. Additionally, neglect was assessed with 13 
items (e.g. routine housework) and data were collected on other factors 
such as the perpetrators age and sex. The abuse acts may have occurred 
(how often) once, twice, 3-5, 6-10, 11-20 or >20 times during the past 
year (chronicity), did not occurred the past year, but before or never 
occurred. In this study, only the responses regarding psychological 
abuse (11 items, e.g. threatened to hit or throw something at you) 
during the past year were analysed. If respondents answered that abuse 
had not occurred during the past year, they were considered as no 
abuse cases (no). If respondents answered that they had been abused 
during the past year independently of chronicity, they were considered 
as abuse cases (yes). Cronbach α (standardized items) for psychological 
abuse across the includedcountries was 0.85.

Somatic symptoms were assessed with the short version of the 
Giessen Complaint List [43]. It contains 24 items graded 0-4 (not 
affected-very affected). The items can be summed into a total somatic 
symptoms and arranged in 4 domains with 6 items in each: exhaustion 
(e.g. tiredness); gastrointestinal (e.g. nausea); musculoskeletal (e.g. 
pains in joints or limbs); and heart distress (e.g. heavy, rapid or irregular 
heart-throbbing). The total score for all items is 96 and 24 for each 
symptom domain. The higher the scores, the more one is affected. 
Cronbach α (standardized items) for somatic symptoms across the 
included countries was 0.92.

Depressive and anxiety symptoms were assessed with Hospital 
Anxiety and Depression Scale [44]. It contains 14 items graded 0-3 (e.g. 
not at all-most of the time), of which 7 pertain to depression (e.g. I 



Citation: Soares JJF, Sundin Ö, Viitasara E, Melchiorre MG, Stankunas M, et al. (2013) Quality of Life among Persons Aged 60-84 Years in Europe: 
The Role of Psychological Abuse and Socio-Demographic, Social and Health Factors. J Biosafety Health Educ 1: 101. doi:10.4172/2332-
0893.1000101

Page 3 of 12

Volume 1 • Issue 1 • 1000101
J Biosafety Health Educ
ISSN: 2332-0893 JBHE an open access journal 

feel as if I am slowed down) and 7 to anxiety (e.g. I get sudden feelings 
of panic). The total score for depression and anxiety is 21 each. No 
cases correspond to a score of 0-7, possibly cases to 8-10 and probable 
cases to 11-21. High scores correspond to high depression and anxiety 
levels. Cronbach α (standardized items) for anxiety across the included 
countries was 0.81 and for depression 0.80.

Health care use was assessed as the number of contacts with health 
care staff (e.g. physician) and health care services (e.g. primary care). 
We also assessed the number of diseases (e.g. cardiovascular), which 
the respondents suffered from presently. The items were derived from 
the Stockholm County Council health survey [45]. 

Social support was assessed with the Multidimensional Scale of 
Perceived Social Support [46]. It contains 12 items graded 1-7 (very 
strongly disagree-very strongly agree). The items can be summed into 
a total social support and divided into 3 domains with 4 items in each: 
support from family (e.g. my family really tries to help me); significant 
others (e.g. there is a special person who is around when I am in need); 
and friends (e.g. I can talk about my problems with my friends). The 
total score ranges from 12-84, 4-28 for each domain. High scores 
correspond to high social support. Cronbach α (standardized items) for 
social support across the included countries was 0.92.

Life-style variables were assessed as alcohol and cigarette use, 
and body mass index (BMI). Alcohol was assessed with items derived 
from The Alcohol Use Disorders Identification Test [47]. First, the 
respondents were asked if they presently used alcohol (do you drink 
alcohol? yes/no). If they answered yes, 3 items derived from Audit were 
applied: (1) how often do you have a drink containing alcohol? (once a 
month or less, 2-4 times a month, 2-3 times a week, 4 or more times a 
week); (2) how many drinks containing alcohol do you have on a typical 
day when you are drinking? (1 or 2, 3 or 4, 5 or 6, 7, 8, or 9, 10 or more); 
(3) how often do you have six or more drinks on one occasion? (Never, 
less than monthly, monthly, weekly, daily or almost daily). Finally, we 
asked respondents about their past use of alcohol (if you do not drink 
alcohol now, have you ever been drinking alcohol? yes/no). Smoking 
was assessed in a similar way. This study focused on use of alcohol and 
cigarettes in a yes/no format. A BMI, based on self-reported height and 
weight, was calculated for each respondent with the formula kg/m2 
(Mean/SD, 26.68/4.19; CI95% 26.55-26.80).

Demographic/socio-economic and household variables were 
assessed, i.e. country, age, sex, marital status, ethnic background, 
education, profession, financial support, financial strain, housing, 
living situation, household size and if still on work. Financial strain 
(worries with how to make ends meet) was measured with one item 
(no/sometimes/often/always format). A participant was defined as 
having “financial strain” if she/he chose any response other than no. 
Four items (e.g. place of birth) assessed whether the respondents were 
migrants or native inhabitants. These factors were tailored for each 
country, but similar in content.

Design/Procedure

The design was cross-sectional. The recruitment of respondents and 

data gathering were conducted during January-July 2009. The data were 
collected via face-to-face interviews or a combination of interviews 
and self-response1. The scales (if not available) were translated into 
each country´s language, back-translated and culturally adapted. Only 
GBB, the Multidimensional Scale of Perceived Social Support and 
health questions were applied the above mentioned procedure based 
on previously defined protocol for some of the countries. A similar 
strategy was applied for other materials such as information letters. 
Interviewers in each city (n=5-20) received training in various issues 
(e.g. ethical behavior). The respondents were carefully informed about 
the research in writing/verbally, and signed a consent form. Great 
emphasis was put on confidentiality, anonymity and the respondent´s 
rights1. Ethical permission was received in each participating country. 
For further details on design/procedure see Lindert et al. [37].

Statistical analyses 

Differences in QoL by domain between psychologically abused 
and non-abused respondents were analyzed with ANOVAs. A 
significant level of P<0.05 was accepted for bivariate and multivariate 
analyses. Differences between psychologically abused and non-abused 
respondents in various areas such as demographics/socio-economics 
are shown elsewhere [7,37]. Additionally, we conducted collinearity 
statistics on the regressions, with VIF´s for autonomy ranging from 
1.085 to 8.552; for past/present/future activities from 1.067 to 7.079; for 
social participation from 1.066 to 9.596; and for intimacy from 1.066 
to 8.943. The VIF´s were below accepted levels, up to 10 (detailed data 
not shown here). Furthermore, Pearson correlation analyses showed 
positive correlation coefficients ranging from 0.000 to 0.501 and 
negative from -0.001 to -0.584. The overwhelming majority of negative/
positive correlations were below 0.20. 

Further, 4 multiple linear regressions were computed to scrutinize 
the associations between the dependent variables (autonomy, intimacy, 
past/present/future activities, and social participation) and other 
covariates (independent variables) among all respondents2. The 
independent variables were selected based on statistical inference, 
i.e. factors such as socio-economics that differentiated abused/non-
abused respondents in previous analyses [7,37] and the literature on 
QoL. The independent variables were psychological abuse, country, 
age, sex, marital status, migrant background, living situation, housing, 
education, profession, financial support, still work, financial strain, 
alcohol and cigarette use, household size, BMI, health care use, diseases 
number, anxiety, depression, somatic symptoms and social support. 
Associations between the variables were expressed as unstandardized 
Betas/Std.Error, standardized Betas, CI95% and R2. 

Results
QoL and psychological abuse

As shown in table 1, psychologically abused respondents contrasted 
to non-abused scored lower in autonomy, intimacy, past/present/future 
activities and social participation, indicating that they experienced 

1Respondents who did not want to be interviewed could self-respond and a questionnaire was sent to their homes together with other materials such as information/
instruction sheets, consent letter and the Mini-Cog (Borson S, Scanlan JM, Brush M, Vitaliano PP, Dokmak A (2000) The Mini-Cog: a cognitive ‘vital signs’ measure for 
dementia screening in multi-lingual elderly. Int J Geriatr Psychiatry 15: 1021–1027). It should also be stressed, as requested by all ethical committees, that respondents 
were contacted by letter and telephone prior to the investigation and independently of how the data was collected form, could stop participation at any moment and call 
the interviewers for additionally information if necessary. Further information was provided before and under the interviews. The self-response percentages were 38% for 
Germany, 0.5% for Greece, 0% for Italy and Spain, 24.8% for Lithuania, 2.3% for Portugal and 63.9% for Sweden.
2Regressions of the sensory abilities and fear of death/dying categories were not performed as there were no significant differences between abused and non-abused 
respondents.
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their QoL in these areas as lower. There were no differences regarding 
fear of death/dying and sensory abilities (Table 1).

Correlates of QoL by domain

As shown in table 2, autonomy was positively associated with all 
education levels (low, secondary, university), alcohol use and social 
support. Being from any other country than Germany, aged 80-84 
years, financially strained and financially supported by social/sickness 
benefits/other pension benefits (e.g. sick pension), and experiencing 
anxiety, depressive andsomatic symptoms and abuse was negatively 
associated with autonomy. The model “explained” 32.8% of the variation 
in autonomy.

Past/present/future activities were positively associated with social 
support. Being from any other country than Germany, financially 
strained and financially supported by social/sickness benefits/
other pension benefits (e.g. sick pension), and experiencing anxiety, 
depressive and somatic symptoms and abuse was negatively associated 
with past/present/future activities. The model “explained” 44.8% of the 
variation in activities (Table 2). 

As shown in table 3, social participation was positively associated 
with still on work, alcohol use, social support and abuse. Being from 
any other country than Germany, aged 80-84 years, man and financially 
supported by social/sickness benefits/other pension benefits (e.g. sick 
pension), smoking, and experiencing anxiety, depressive and somatic 
symptoms were negatively associated with social participation. The 
model “explained” 41.5% of the variation in social participation. 

Intimacy was positively associated with being married/cohabitant, 
financially strained and financially supported by spouse/partner income, 
living with spouse/partner, spouse/partner/other3, other persons4 and 
in large households, using health care frequently and social support. 
Being from any other country than Germany, and experiencing anxiety 
and depressive symptoms and abuse were negatively associated with 
intimacy. The model “explained” 45.6% of the variation in intimacy 
(Table 3).

Discussion
QoL and psychological abuse 

Psychologically abuse was related to lower scores in autonomy, 
intimacy, past/present/future activities and social participation. There 
were no differences between abused and non-abused respondents in 
fear of death/dying and sensory abilities, which may have been more 
affected by the ageing process than abuse. Subsequent regressions 
confirmed that abuse was negatively associated with autonomy, 
intimacy and past/present/future activities, and positively with social 
participation.

Psychological abuse consists of acts such as being undermined 
and belittled over one´s activities, excluded and repeatedly ignored 
and prevented from seeing others. This seems contrary to QoL goals 
and expectations such as freedom to make own decisions (autonomy), 
being able to have personal and intimate relationships (intimacy), 
satisfaction with achievements in life (past/present/future activities) 
and opportunity to participate in community activities (social 
participation). 

An explanation could be that the abuse led to feelings of 
worthlessness, powerlessness, hopelessness, unhappiness and 
insecurity. Over time these feelings may have resulted, for instance, 
in experiences of not being able to make own decisions, a sense that 
companionship with a partner or other close person was not shared to 
the extent desired and doubts over achievements. Elder abuse has been 
previously associated with poor self-esteem and unhappiness [48-50], 
and psychological abuse may be more damaging than other forms of 
abuse [5,23]. The negative effects of abuse could have been strengthened 
as the main perpetrators were spouses/partners (37.1%) and significant 
other, e.g. offspring (34.1%). Older persons often rely on spouses/
partners and/or significant other for assistance with daily activities, 
provide affection, care for their health, and may be the main source 
of personal care and well-being [51,52]. Being abused by near one´s 
may have highly stressful for the older persons, for instance, in terms 
of effects on intimacy. It is also possible, in view of the respondents 
situation in other areas such as mental health problems and financial 
strain that for example the spouses/partners and/or significant other felt 
highly exasperated, dissatisfied and burdened by the situation, resulting 
in abuse and subsequently in the respondents experience of decreased 
QoL. Findings indicate that dependency on others due to physical/
cognitive problems may increase abuse “risk” [53]. On the other hand, 
the respondents may have expressed frustration and discontentment 
with their QoL (e.g. poor intimacy), which led to abuse. 

Abuse was positively linked to social participation (e.g. increased 
satisfaction with the opportunity to participate in community activities). 
This finding seems odd considering that abuse involved, among other 
acts, being prevented from seeing others. It is possible that although 
prevented to see others, the respondents nevertheless took part in 
community activities and valued them highly. Social participation 
could have functioned as a way to cope with the strains of abuse as 
the older persons may have been able to express their experiences 
and received support. Social support has been shown to attenuate the 
experience of abuse [7,54].

Abuse has been associated with decreased QoL [35,36], but 
as indicated previously these studies have several limitations (e.g. 

3-5Daughter.

Variables Abused
n

Not –abused
n

Anova

Autonomyb 873 3505 (F(1,4376)=43.66, p<0.0001)
Mean ± SD 67.42 ± 21.26 72.39 ± 19.58
Fear of death/
dyingb

871 3475 (F(1,4344)=1.38, p=0.2408)

Mean ± SD 60.92 ± 26.75 62.17± 28.47
Intimacyb 870 3521 (F(1,4389)=116.84, p<0.0001)
Mean ± SD 55.31 ± 31.15 67.21 ± 28.55
Past/present/
future activitiesb

876 3534 (F(1,4408)=57.24, p<0.0001)

Mean ± SD 62.79 ± 19.62 68.05 ± 18.09
Sensory-
abilitiesb

880 3547 (F(1,4425)=0.12, p=0.9121)

Mean ± SD 73.42 ± 24.54 73.31 ± 26.66
Social 
participationb

874 3537 (F(1,4409)=8.54, p=0.0035)

Mean ± SD 65.03 ± 19.84 68.21 ± 19.77
a=WHOQOL-OLD=World Health Organization Quality of Life-Old; b=sub-scales, 
0-100 each one.

Table 1: Means/SD of quality of lifea by psychological abuse.
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Independent variables                              Autonomy Past/present/future activities	
β(SE)l βm CI95n β(SE)l β m CI95 n

Countryb

Greece -5.317(1.253) -0.096**** -7.773/-2.861 -4.855(1.046) -0.094**** -6.906/-2.803
Italy -11.478(1.150) -0.204**** -13.733/-9.223 -7.259(0.961) -0.138**** -9.144/-5.374
Lithuania -3.931(1.180) -0.075*** -6.246/-1.617 -6.257(0.986) -0.128**** -8.191/-4.323
Portugal -5.668(1.110) -0.106**** -7.845/-3.491 -5.272(0.926) -0.106**** -7.088/-3.456
Spain -3.949(1.291) -0.064** -6.481/-1.417 -6.100(1.081) -0.106**** -8.219/-3.980
Sweden -5.566(1.088) -0.101**** -7.699/-3.433 -3.979(0.909) -0.078**** -5.762/-2.196
Germanyc 1 1
Ageb

65-69 0.448(0.812) 0.010 -1.145/2.041 0.991(0,683) 0.024 -0.349/2.331
70-74 0.252(0.885) 0.005 -1.484/1.988 0.890(0,744) 0.020 -0.568/2.349
75-79 0.601(0.971) 0.011 -1.302/2.504 0.736(0.814) 0.015 -0.861/2.333
80-84 -2.665(1.081) -0.044* -4.785/-0.545 -0.023(0.910 0.001 -1.806/1.761
60-64c 1 1
Sexb

Male -0.430(0.650) -0.011 -1.704/0.844 -2.116(0.546) 0.032 -4.431/0.418
Femalec 1 1
Migrant backgroundb

Yes -2.039(1.211) -0.024 -4.413/0.335 -1.233(1.008) -0.016 -3.210/0.744
Noc 1 1
Marital statusb

Married/cohabitant -2.231(2.058) -0.054 -6.266/1.804 -0.666(1.717) -0.017 -4.033/2.700
Divorced/separated 0.322(1.469) 0.004 -2.557/3.202 -2.007(1.235) -0.030 -4.428/0.415
Widow/er 0.560(1.314= 0.011 -2.016/3.137 0.744(1.103) 0.016 -1.419/2.906
Singlec 1 1
Living situationb

Spouse/partner -3.399(1.922) -0.087 -7.168/0.370 -1.463(1.599) -0.040 -4.599/1.672
Spouse/partner/othere -1.932(2.149) -0.037 -6.144/2.280 -2.866(1.793) -0.058 -6.382/0.650
Otherf -3.928(1.228) -0.039 -6.150/2.286 -2.178(1.033) -0.034 -4.432/0.419
Alonec 1 1
Housingb

Rent -1.707(0.738) -0.026 -4.419/0.339 -2.907(0.620) -0.033 -4.431/0.420
Otherg -3.563(1.609) -0.030 -4.543/0.343 -1.827(1.354) -0.017 -4.482/0.828
Ownc 1 1
Household size -0.543(0.333) -0.033 -1.196/0.111 0.668(0.280) 0.043* 0.119/1.218
Educationb

Low educationh 4.164(2.028) 0.102* 0.189/8.140 1.483(1.707) 0.039 -1.864/4.830
Middle educationI 4.958(2.107) 0.124* 0.826/9.089 1.768(1.774) 0.048 -1.710/5.246
High educationj 6.067(2.241) 0.128** 1.674/10.461 2.505(1.885) 0.057 -1.191/6.201
Cannot read/writec 1 1
Professionb

Blue-collar agricultural/fishery/
crafts

1.014(0.948) 0.024 -0.845/2.873 0.219(0.795) 0.006 -1.340/1.778

Low white-collar worker 1.361(0.867) 0.031 -0.339/3.060 -1.138(0.726) -0.028 -2.561/0.286
Armed forces/similar 1.600(2.588) 0.009 -3.474/6.675 -0.129(2.179) -0.001 -4.400/4.143
Housewives/husbands -1.810(1.398) -0.028 -4.552/0.931 -2.536(1.169) -0.033 -0.513/3.870
Middle/high white-collar workerc 1 1
Financial supportb

Work 1.470(1.327) 0.025 -1.133/4.072 1.679(1.116) 0.031 -0.510/3.867
Social/sickness/other pension 
benefits

-4.672(1.276) -0.053**** -7.175/-2.170 -2.776(1.071) -0.035** -4.876/-0.675

Spouse/partner income 0.262/1.190) 0.004 -2.070/2.595 0.446(0.999) 0.008 -1.512/2.404
Other incomek -1.239(1.829) -0.010 -4.825/2.347 0.536(1.524) 0.005 -2.452/3.524
Work pensionc 1 1
Still wrorkb

Yes -1.170(1.130) -0.023 -3.386/1.046 0.263(0.951) 0.006 -1.602/2.128
Noc 1 1
Financial strainb

Yes -2.621(0.629) -0.064**** -3.854/-1.389 -2.620(0.528) -0.069**** -3.655/-1.586
Noc 1 1
Smokingb

Yes 0.676(0.859) 0.011 -1.009/2.361 -1.400(0.725) -0.025 -2.821/0.021
Noc 1 1
Drinkingb

Yes 2.847(0.650) 0.069**** 1.573/4.121 0.412(0.546 0.011 -0.660/1.483
Noc 1 1
BMId 0.111(0.068) 0.023 -0.022/0.245 0.044(0.057)  0.010 -0.068/0.155
Health care used 0.104(0.102) 0.015 -0.096/0.303 0,071(0.086) 0.011 -0.098/0.239
Physical diseasesd 0.396(0.223) 0.029 -0.041/0.833 -0.126(0.188) -0.010 -0.494/0.242
Anxiety symptomsd -0.286(-0.286) -0.058** -0.466/-0.105 -0.538(0.077) -0.118**** -0.689/-0.387
Depressive symptomsd -1.470(0.099) -0.302**** -1.664/-1.276 -1.620(0.083) -0.357**** -1.782/-1.458
Somatic symptomsd -0.138(0.026) -0.103**** -0.188/-0.087 -0.061(0.022) -0.049** -0.103/-0.018
Social supportd 0.223(0.021) 0.164**** 0.181/0.265 0.311(0.018) 0.247**** 0.276/0.347
Psychological abuseb

Yes -2.482(0.699) -0.051**** -3.852/-1.113 -1.643(0.586) -0.036** -2.792/-0.494
Noc 1 1
R2 32.8% 44.8%

a=WHOQOL-OLD, sub-scales; b=categorical variables; c=comparison variable; d=continuous variables; e=e.g. daughter; f=without spouse/partner, but other e.g. daughter; 
g=e.g. homes for elderly; h=primary school/similar; i=secondary school/similar; j=university/similar; k=e.g. own capital; l=un-standardised betas and standard error; 
m=standardized betas; m=lower/upper bound; VIF´s for autonomy ranged from 1.085-8.552; VIF´s for past/present/future activities range from 1.067-7.079; * p<0.05; 
**p<0.01; ***p<0.001; ****p<0.0001.

Table 2: Correlates of quality of life by domain (multiple linear regression analyses).
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Independent variables Social participation Intimacy
β(SE)l βm CI95 n β(SE) l β m CI95 n

Countryb

Greece -2.976(1.153) -0.054** 5.238/-0.715 -9.748(1.681) -0.117**** -13.044/-6.453
Italy -5.424(1.061) -0.096**** -7.504/-3.344 -9.736(1.543) -0.115**** -12.761/-6.712
Lithuania -2.795(1.086) -0.054** -4.925/-0.665 -32.025(1.585) -0.407**** -35.133/-28.917
Portugal -2.722(1.020) -0.051** -4.722/-0.723 -8.947(1.497) -0.109**** -11.882/-6.012
Spain -3.285(1.190) -0.054** -5.617/-0.952 -11.269(1.737) -0.122**** -14.675/-7.863
Sweden -5.979(0.999) -0.109**** -7.938/-4.021 -13.957(1.462) -0.169**** -16.823/-11.090
Germanyc 1 1
Ageb

65-69 0.771(0.753) 0.017 -0.705/2.248 -0.150(1.099) -0.002 -2.305/2.006
70-74 0.739(0.823) 0.016 -0.874/2.352 -2.212(1.196) -0.031 -4.556/0.132
75-79 0.302(0.898) 0.006 -1.460/2.063 0.697(1.311) 0.009 -1.873/3.267
80-84 -3.357(1.002) -0.056*** -5.322/-1.391 -1.708(1.465) -0.019 -4.581/1.165
60-64c 1 1
Sexb

Male -3.454(0.601) -0.088**** -4.633/-2.275 1.030(0.878) 0.017 -0.691/2.750
Femalec 1 1
Migrant backgroundb

Yes -2.138(1.116) -0.025 -4.325/0.049 -0.474(1.641) -0.004 -3.691/2.743
Noc 1 1
Marital statusb

Married/cohabitant -3.601(1.890) -0.087 -7.308/0.105 7.299(2.772) 0.117*** 1.864/12.734
Divorced/separated -2.527(1.358) -0.035 -5.189/0.136 1.262(1.998) 0.011 -2.656/5.180
Widow/er -1.625(1.213) -0.033 -4.003/0.754 0.209(1.785 0.003 -3.291/3.709
Singlec 1 1
Living situationb

Spouse/partner -0.414(1.761) -0.011 -3.868/3.040 10.620(2.582) 0.180**** 5.557/15.683
Spouse/partner/other e -1.080(1.975) -0.020 -4.953/2.793 9.544(2.892) 0.120*** 3.874/15.214
Otherf -3.118(1.141) -0.037 -5.191/0.139 4.133(1.682) 0.042** 0.836/7.430
Alonec 1 1
Housingb

Rent -0.656(0.682)  -0.014 -1.994/0.681 -0.223(0.999) -0.003 -2.182/1.736
Otherg -0.905(1.493) -0.008 -3.831/2.021 -4.075(2.218) -0.024 -8.424/0.274
Ownc 1 1
Household size 0.090(0.309) 0.005 -0.515/0.696 0.973(0.451) 0.039* 0.089/1.857
Educationb

Low Educationh 0.302(1.881) 0.007 -3.386/3.990 -0.375(2.782) -0.006 -5.829/5.080
Middle EducationI 0.242(1.955) 0.006 -3.590/4.075 1.038(2.889) 0.017 -4.625/6.702
High Educationj 0.504(2.078) 0.011 -3.570/4.579 1.483(3.063) 0.021 -4.523/7.488
Cannot read/writec 1 1
Professionb

Blue-collar/agricultural/fishery/crafts 0.217(0.878) 0.005 -1.504/1.939 -0.549(1.281) -0.009 -3.062/1.963
Low white-collar worker -0.224(0.800) -0.005 -1.794/1.345 -0.716(1.169) -0.011 -3.007/1.576
Armed forces/similar 2.936(2.427) 0.016 -1.822/7.694 3.700(3.499) 0.013 -3.159/10.560
Housewives/husbands -1.229(1.293) -0.019 -3.765/1.306 -0.333(1.877) -0.003 -4.013/3.347
Middle/high white-collar workerc 1 1
Financial supportb

Work -1.161(1.232) -0.020 -3.577/1.255 -0.052(1.810) 0.001 -3.600/3.496
Social/sickness/other pension benefits -5.090(1.179) -0.058**** -7.401/-2.779 2.297(1.740) 0.017 -1.115/5.708
Spouse/partner income 0.017(1.100) 0.001 -2.140/2.173 3.885(1.612) 0.041* 0.725/7.046
Other incomek 0.969(1.681) 0.008 -2.326/4.264 1.234(2.461) 0.006 -3.592/6.060
Work pensionc 1 1
Still workb

Yes 3.634(1.052) 0.071*** 1.571/5.696 2.516(1.547) 0.033 -0.517/5.549
Noc 1 1

Financial strainb

Yes -1.044(0.582) -0.026 -2.186/0.098 2.760(0.848) 0.045*** 1.097/4.423
Noc 1 1
Smokingb

Yes -1.601(0.798) -0.027* -3.166/-0.037 -0.758(1.159) -0.008 -3.030/1.515
Noc 1 1
Drinkingb

Yes 1.504(0.603) 0.037** 0.321/2.686 0.489(0.881) 0.008 -1.238/2.217
Noc 1 1

BMId -0.101(0.063) -0.021 -0.224/0.022 -0.102(0.092) -0.014 -0.282/0.078
Health care used -0.006(0.094) -0.001 -0.191/0.179 0.429(0.138) 0.042**** 0.159/0.700
Physical diseasesd -0.124(0.207) -0.009 -0.531/0.282 0.431(0.302) 0.021 -0.162/1.024
Anxiety symptomsd -0.217(0.085) -0.044** -0.384/-0.050 -0.471(0.124) -0.064**** -0.714/-0.228
Depressive symptomsd -2.044(0.092) -0.420**** -2.223/-1.864 -1.358(0.134) -0.185**** -1.620/-1.096
Somatic symptomsd -0.138(0.024) -0.104**** -0.185/-0.091 -0.015(0.035) -0.007 -0.083/0.053
Social supportd 0.269(0.020) 0.200**** 0.230/0.308 0.530(0.029) 0.258**** 0.473/0.586
Psychological abuseb

Yes 1.517(0.647) 0.31** 0.249/2.784 -6.861(0.945) -0.094**** -8.714/-5.007 
Noc 1 1
R2 41.5% 45.6%

a=WHOQOL-OLD, sub-scales; b=categorical variables; c=comparison variable; d=continuous variables; e=e.g. daughter; f=without spouse/partner, but other e.g. 
daughter; g=e.g. homes for elderly; h=primary school/similar; i=secondary school/similar; j=university/similar; k=e.g. own capital; l=un-standardised betas and standard 
error; m=standardised betas; m=lower/upper bound; VIF´s of social participation ranged from 1.066-9.596; VIF´s of intimacy ranged from 1.066-8.943;* p<0.05; **p<0.01; 
***p<0.001; ****p<0.0001.

Table 3: Correlates of quality of life by domain (multiple linear regression analyses).
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methodological). In any case, our study may be the first to demonstrate 
a clear relationship between psychological abuse and decreased QoL, 
although mainly regarding autonomy, intimacy and past/present/future 
activities.

QoL and Country 

All QoL domains (autonomy, intimacy, past/present/future 
activities, social participation) were negatively related to being from 
any other country in contrast to Germany (reference country). This 
in line with a study across 21 countries (e.g. Germany), i.e. older 
persons from developing countries scored lower on these domains than 
those from medium and high-development countries [55]. However, 
it is hazardous to compare results as only four of our countries were 
included (Germany, Lithuania, Spain, Sweden) and none of these were 
developing countries.

Further, other data show that individuals from our countries 
(except Sweden) contrasted to those from Germany experience less 
autonomy, with some of the underlying reasons being lower levels of 
social services and incomes [24-27]. The discrepancy regarding Sweden 
may pertain to that the financial situation of older persons in this 
country, particularly the oldest, has deteriorated during the past years 
(e.g. low incomes) and this could have had a negative effect on their 
autonomy [56]. Additional findings show that autonomy depends on 
various factors such as disease, financial resources and social support 
[26,57-61].

As to intimacy, available findings tend to involves elected groups 
such as frail older persons and the bulk of studies focus on the sexual 
expression of intimacy and emphasize its importance for well-being 
[62-66]. Our findings are unlikely to reflect that the respondents from 
the other included countries compared to those of Germany differed in 
their living situation (who lived with the respondent) and were more 
often singles, divorced/separated or widowers in view that there were 
no major differences in total percentages. It is possible for instance 
that the respondents from the other included countries compared to 
those from Germany experienced a less “tolerant” environment to give/
receive intimacy, and therefore the lower scores, but this issue was not 
directly addressed.

Regarding past/present/future activities, it is likely that the 
expression of achievement values among older persons depends on 
factors such as life satisfaction, self-esteem and individual/societal 
economic development. In line with this, data indicate that older 
persons in most of the included countries experienced a lower life 
satisfaction contrasted to those from Germany [24,27] due to various 
reasons such as economic difficulties. Poverty levels among older 
persons in Germany are lower than in most of our included countries 
[67,68]. Self-esteem declines in older age [69,70], but the decline may 
have been less evident among respondents in Germany. Thus, the 
respondents satisfaction with opportunities in life and how satisfied 
they were with what they achieved in life may have been influenced by 
the above mentioned factors. 

As to social participation, it is likely that poverty levels [67,68] 
were an obstacle for participation in social activities, at least in some 
countries such as Portugal, and data show indeed that low income 
levels are associated with decreased QoL [24,27]. Decreased social 
participation could also be an indirect measure of loneliness. Older 
persons from Southern European countries feel lonelier than those 
from Germany pertaining to factors such as economic deprivation, 
although our results concerning Sweden and Lithuania seem at odds 

[71,72]. Poverty, loneliness or both could thus be an obstacle for social 
participation and therefore the dissatisfaction.

QoL, Demographics/socio-Economics and Life-Style 

Age 80-84 years was negatively associated with autonomy and 
social participation. This at odds with results from Norway, i.e. no 
differences in these domains between persons aged below 75 years and 
those aged 75 years and over [73]. Sample differences, for instance, may 
explain the discrepancy. In general, older cohorts compared to younger 
have worse health, depend more on others, are more isolated and have 
lower incomes, and these factors negatively affect their well-being and 
QoL [67,68,74-82]. Thus, such circumstances may have hindered our 
respondents to do the things they like to do and to take part in activities 
as desired.

Male gender was negatively associated with social participation. 
Thisis in line with a Norwegian study among older adults, i.e. men 
scored lower on social participation than women [73]. Our findings 
seem to reflect that older men contrasted to older women have less 
extensive social ties and participate less in social activities [83,84]. 

Being married/cohabitant, living with spouse/partner/other5 and 
in large households were positively associated with intimacy. This 
indicates that spouses/partners and significant other are vital for the 
well-being of older persons as for instance givers of affection. Family and 
significant other also provide companionship and support when health 
declines and the older person need help. Our findings seem to bean 
indirect indicator that some of our respondents lived in harmonious 
relationships. For example, harmonious marriages positively affect for 
instance the psychological well-being of individuals, including older 
persons [85-91]. Living in large households suggests that the older 
persons had multi-levels of support and opportunities to receive/give 
love, and indeed living in extended families and/or receiving inter 
generational support has been shown to provide benefits for older 
persons, particularly in relation to health [92,93] although the quality 
of the relationships in the family may be more important than the 
number of persons in it [94]. Thus, living in large households may also 
be beneficial for intimacy. 

All types of education compared to no education were positively 
associated with autonomy. Contrary to our findings, a recent Brazilian 
study with older adults reported no major impact of education on 
autonomy [95]. Our findings seem also at odds with data showing that 
individuals, including older persons, with high educational attainment 
experience greater QoL than those with lower educational attainment. 
However, we confirmed that individuals with the highest educational 
attainment report greater QoL than those without any educational 
attainment and the opposite [96-98]. Differences, for instance, in 
the definition of educational levels may account for the discrepancy 
between our findings and those of others.

Financial support based on social/sickness benefits/other pension 
benefits was negatively associated with autonomy, past/present/future 
activities and social participation. Being supported by benefits (e.g. 
social) indicates financial difficulties and thus in contrast to higher 
social groups those who are on benefits may be less happy and in 
control of their situation [99]. Further, there is a link between income 
and health which affects QOL, showing that within countries, poorer 
health is associated with lower income [100,101]. Low income levels 
seem also to lead to decreased QoL [24,27]. On the other hand, the 
above mentioned association could reflect that people with poor health, 
which affects QOL, are more likely to be on special types of benefits 
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(e.g. social) usually a sign of economic problems [102-104]. Thus, 
disease, financial problems or both may have hindered respondents to 
make own decisions freely and to participate in activities to the extent 
desired, and thus experienced that there wasn´t much to look forward 
to. 

Financial strain was negatively associated with autonomy, intimacy 
and past/present/future activities, illustrating further the importance 
of finances for the older person´s well-being. Income levels decline in 
older age and there is a close relationship between poverty rates and 
older ages [67,68]. The rates of poverty among older persons are greater 
than in the population as a whole in some Southern/Eastern European 
countries, but also in Nordic countries incertain aspects such as low net 
real assets, and during the past years the financial situation in Europe 
has deteriorated with increases in living costs and cuts or stagnation 
of benefits/services [56,67,68,105-107]. These circumstances are likely 
to have led to the experience of financial strain, and, consequently to 
decreased QOL in various domains. Financial strain may have hindered 
the respondents to make own decisions about different aspects of their 
lives and to participate in activities. Financial strain may have also led 
to disagreements between respondents and those close to them, which 
would be an obstacle to give and receive love. Studies have shown 
indeed an association between financial strain/problems/income 
inequality, poor mental/physical health and decreased QOL among 
different groups, including older persons [108-112]. 

An additional finding on the importance of economy in QoL was 
the positive association between still working and social participation. 
Employment tends to provide the status, self-esteem and financial 
resources, which facilitates social relationships, social connections 
or participation in social activities, and thus the high scores in social 
participation. However, data on the relation between still working (paid 
work) and social participation are however ambiguous, with findings 
indicating that work impacts positively on social participation [113] 
and others not [114].

Being financially supported by the spouses/partners income was 
positively associated with intimacy. Financial dependency on a spouse/
partner concerning one´s living situation is indicative of little decision 
latitude for the dependent person and greater influence in how the 
resources are spent and who spends them for the financial contributor 
[115-117]. A longitudinal analysis of dual-earner couples showed that 
the husband´s financial dependence was linked with lower levels of 
perceived marital quality among husbands [118], but cross-sectional 
data found no connection between a husband’s economic dependence 
and his reports of marital satisfaction [119]. Further, recent findings 
suggest an association between marital dissatisfaction and poorer 
physical health over time for both men and women, particularly 
among older persons [120], and being the secondary earner seems to 
have negative effects on the health of highest-income men [121]. Thus, 
one could expect financial dependency to be detrimental to intimacy 
because of marital discord, negative effects on health or both. We 
found the opposite, i.e. financial dependency was related to increased 
satisfaction with intimacy. A plausible explanation is that at the age of 
the respondents issues regarding, for instance, who is the bread winner 
and who has the final say played little role. The couples were likely to 

share financial intimacy and this had a positive influence on intimacy. 

Alcohol use was positively associated with social participation 
and autonomy. Slightly over 64% of our respondents used alcohol 
and 82.7% drank 1-2 drinks a day, indicating that they were moderate 
drinkers6. Of the alcohol users, 68.2% used alcohol in conjunction with 
social activities, e.g. meeting friends. 7Moderate alcohol use has been 
associated with beneficial effects on mortality risk, health and QoL 
among older persons [122-125]. Thus, the positive relation between 
alcohol use and social participation may be a reflection of this. As to 
the relation between autonomy and alcohol use, one could hypothesize 
that alcohol use gave the respondents a sense that they could make their 
own decisions.

QoL and health 

Not surprisingly, depressive and anxiety symptoms were negatively 
associated with all QoL domains, and somatic symptoms with autonomy, 
past/present/future activities and social participation. Depression, 
anxiety and somatic symptoms have been associated with decreased 
QoL among various types of elder samples and in different settings/
countries [28-32,76], and in a recent study among older persons it was 
found that psychological well-being predicted QoL [126]. Thus, our 
findings seem to confirm those of a plethora of studies. The mechanisms 
underlying the connection between these conditions and decreased 
QoL are likely to be complex. For example, depressed persons may have 
reduced interest or pleasure in all activities, or almost all; diminished 
ability to make own decisions; and are unlikely to engage and/or find 
satisfaction, or at least seldom, in such events as participation in daily 
activities and give intimacy. Hence, it may be foreseeable that they 
report a decreased QoL. On the other hand, a reverse pattern could 
be possible in some cases. For instance, persistent refusal of intimacy 
and lack of appreciation over achievements could over time have led to 
depressive, anxiety or somatic symptoms. 

QoL and social support 

High scores in social support were positively related to all QoL 
domains. Social support (e.g. having help from friends)8 and social 
engagement has a positive influence on health, QoL and life satisfaction 
and the opposite regarding low social support/social isolation 
[33,34,127-130]. Thus, our results seem in accord with previous 
observations. The mechanisms underlying the connection between 
social support and the QoL domains were not addressed in our study. 
Nevertheless, it is possible for example that social support functioned 
as a “mechanism” buffering the negative effects of stress and enhancing 
personal coping abilities such as self-esteem and self-efficacy [131], 
which would positively affect the older persons perception of various 
components of QoL as receivers and givers.

Limitations

This study has limitations. First, the cross-sectional nature of the 
data did not allowed to firmly conclude about causality. Second, the 
respondents may not have been representative for rural samples and 
other countries in Europe or elsewhere (e.g. USA) as they were recruited 
in urban centers from only seven specific European countries. Thus, the 
generalizability of our findings cannot be guaranteed. Third, the non-

6One drink represents one unit and is equivalent to 10 grams of alcohol.
7Details on alcohol use patterns and activities are not shown here.
8,9In some cases the studies include also young persons.
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use of objective measures to corroborate the respondents’ subjective 
assessments of their situation affects the accuracy. For example, 
the presence of somatic symptoms (e.g. pain) was not objectively 
confirmed. On the other hand, the used instrument (GBB) has good 
psychometric properties and is sensitive to age [e.g. 43]. Fourth, 
GBB, Multidimensional Scale of Perceived Social Support and health 
items needed to be translated into some of the included country´s 
languages, back-translated and culturally adapted. Although this was 
done with great caution and precision, errors could have occurred 
raising questions about the validity of what was measured. Fifth, the 
high non-response rate could have led to the “selection” of women/men 
with characteristics differing from those of women/men in general. 
For instance, we may have an over-representation of men who were 
psychologically abused [7]. However, there were no major divergences 
(age and gender) between responders and non-responders nor did they 
differ from the population in each participating state [37]. Sixth, the 
burden of the perpetrators such as spouses/cohabitants and offspring 
was not assessed and thus we cannot conclude on whether it influenced 
their abusive behaviors. Seventh, sleep disturbances are common 
among older persons [132,133] and may lead to deteriorated QoL 
[134,135], but this issue was not directly addressed here precluding any 
conclusion about its influence on QoL. In spite of the limitations, the 
strength of this study lies in its careful methodology, large sample and 
multi-country approach. It also provides an overview and opportunity 
to compare older persons from cities in seven European countries 
with respect to the impact of psychological abuse on QoL by domain 
considering other factors such as depression and social support.

Conclusions
Several of the QoL domains were negatively affected by psychological 

abuse, but other factors such as depressive and anxiety symptoms and 
country of origin also impacted negatively on QoL. Social support, for 
example, had a positive effect on the QoL dimensions. Interventions to 
improve the QoL of older persons should consider these factors, not the 
least the role of psychological abuse, social support and mental health. 
Overall, our results seem to have shed further light on the experience of 
QoL in relation to psychological abuse and other factors such as mental 
health and social support in older persons; may be useful for changing 
advocacy and policies regarding older person´s experience of QoL, but 
also for changing public perceptions of it; pointed to the importance 
of psychological abuse, mental health and social support for the 
experience of QoL; may be useful for the development of interventions 
to improve QoL, but also for the development of prevention/treatment 
interventions to deal with psychological abuse and to decrease mental 
health and social isolation; and may serve as stimulation for further 
research across cultures and considering the relationship between 
various types of elder abuse, QoL, mental health and social support. 
Notwithstanding, our findings reveal that the QoL of older persons 
is influenced by many factors, which could not be firmly disentangle. 
More research, in particular longitudinal, is therefore necessary to 
conclude about causality.
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