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SUMMARY OF THE KEY FINDINGS

Prevalence of abuse, injuries

(i)

Across countries: 19.4% of the elderly (6084 years) were exposed
to psychological abuse, 2.7% for physical abuse, 0.7% for sexual
abuse, 3.8% for financial abuse and 0.7% for injuries.

(ii)

Across countries: Psychological abuse occurred more often in Sweden (29.7%) and Germany (27.1%). Physical abuse occurred more
often in Sweden (4%) and Lithuania (3.8%). Sexual abuse occurred
more often in Greece (1.5%) and Portugal (1.3%). Financial abuse
occurred more often in Portugal (7.8%) and Spain (4.8%). Injuries
occurred more often in Lithuania (1.5%) and Greece (1.1%).

(iii)

Across countries: More men than women were victims of psychological abuse (20% vs. 18.9%); physical abuse (2.8% vs. 2.6%); and
financial abuse (4.1% vs. 3.7%). More women than men were victims
of sexual abuse (1% vs. 0.3%) and injuries (0.9% vs. 0.4%).

(iv)

Across countries: The estimated number of persons in the population
(6084 years) experiencing psychological abuse during the past
12 months was 244,085; physical abuse 33,846; sexual abuse 8,742;
financial abuse 48,800; and injuries 8,583. The total number of persons experiencing abuse was 433,256. Stockholm (133,470), Athens
(126,111) and Stuttgart (44,869) had the highest estimated number of
persons experiencing abuse.
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(v)

The pattern of abuse differed between countries. Contrasted to elderly in Germany, elderly in Greece, Italy, Portugal and Spain were at
lower risk for psychological abuse; in Italy and Portugal at lower
risk for physical abuse; in Portugal at higher risk for financial
abuse; and in Greece at higher risk for sexual abuse.

(vi)

Elderly aged 7579 and 8084 years were at lower risk for psychological abuse. Elderly aged 8084 years at higher risk for financial
abuse.

(vii) Men were at higher risk for financial abuse than women.
(viii) Anxiety symptoms increased the risk for all forms of abuse and
injuries.
(ix)

Somatic complaints increased the risk for psychological and physical abuse, and injuries.

(x)

Low social support increased the risk for psychological and financial abuse, and injuries.

Perpetrators
(i)

Across countries: Spouses/partners were the most common perpetrators of psychological (34.8%) and physical abuse (33.7%), and injuries (44.8%).

(ii)

Across countries: Friends/acquaintances/neighbours were the most
common perpetrators of sexual abuse (30.3%).

(iii)

Across countries: Others (e.g. care staff) were the most common
perpetrators of financial abuse were (61.7%).
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(iv)

Spouses/partners, friends/acquaintances/neighbours and others (e.g.
care staff) were at forefront of abuse.

Depressive symptoms
(i)

Psychological abuse and injuries were related to increase depressive
symptoms.

(ii)

Somatic complaints were related to increase depressive symptoms.

(iii)

Factors such as being from Greece, Italy, Lithuania and Portugal, and
financial strain were related to increase depressive symptoms.

(iv)

High social support was related to decrease depressive symptoms.

Anxiety symptoms
(i)

Psychological abuse was related to increase anxiety symptoms.

(ii)
(iii)

Somatic complaints were related to increase anxiety symptoms.
Factors such as being from Greece and Lithuania, and financial strain
were related to anxiety symptoms.

(iv)

High social support was related to decrease anxiety symptoms.
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Somatic complaints
(i)

Psychological and sexual abuse, and injuries were related to increase
somatic complaints.

(ii)

Depressive and anxiety symptoms were related to increase somatic
complaints.

(iii)

Low social support was related to increase somatic complaints.

(iv)

Factors such as being from Lithuania, Portugal and Sweden, older
age (7579/8084 years) and widow/er were related to increase somatic complaints.

(v)

Being a male was related to decrease somatic complaints.

Quality of life
(i)

Psychological abuse was related to decrease Quality of life (QOL).

(ii)

Somatic complaints, and depressive and anxiety symptoms were related to decrease QOL.

(iii)

Factors such as being from Greece, Italy, Lithuania, Portugal, Spain
and Sweden, and financial strain were related to decrease QOL.

(iv)

High social support was related to increase QOL.

(v)

Being younger and in the armed forces were related to increase QOL.
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SUMMARY OF RESEARCH SUGGESTIONS

(i)

ABUEL provided further insights into elder abuse and related factors
(e.g. social support). However, further studies about elder abuse (e.g.
risk factors) in various populations (e.g. frail elderly) are warranted
considering that several European countries still lack such data, at
least confident data.

(ii)

Research about gender differences in perpetration and victimization,
and the mutuality of abuse are also warranted.

(iii)

In view of the financial and human resources required, it is advantageous to conduct such studies across all the EU countries, using the
same type of methodology. Such data are of major importance for the
development of effective treatment and prevention strategies.
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SUMMARY OF POLICY SUGGESTIONS
AT COUNTRY LEVEL

Policy makers are instrumental in the development and implementation of
rules, guidelines etc governing the protection of elderly, but also in allocation
of resources to these areas. In this context, policy makers may want to consider the following.
*The operational definition of abuse (including injuries) used by ABUEL
provides a confident description of its components and chronicity. The tool
used by ABUEL to capture abuse and chronicity provides a reliable assessment method. Thus,
(i)

Using the abovementioned operational definition and tool, will facilitate and improve the assessment/monitoring of abuse and its
chronicity, comparability of data and communication among persons
involved in abuse issues, and between those persons and society at
large. In addition, the development of effective treatment and prevention strategies aimed at dealing with abuse will be facilitated. Finally,
available financial and human resources may be used more effectively.

* ABUEL showed differences within and between countries concerning the
patterns of abuse, but communalities were greater than discrepancies. The
occurrence of psychological abuse is particularly evident. Physical, sexual
and financial abuse, and injuries occurred less often than psychological abuse,
but their frequency is nevertheless worrisome. There were no major differences in exposure to abuse between women and men, but overall men reported slightly more abuse than women. The perpetrators differed depending
on the abuse form, but spouses/partners, friends, acquaintances and neighbours and others (e.g. care staff) were at the centre of most cases of abuse.
14

The total estimated number of persons (6084 years) in the population experiencing abuse during the past 12 months amounted to about 345,000. Thus,
(i)

Legislation aimed at protecting elderly against abuse in the private
and public spheres must be improved, actualized or developed, and
subsequently implemented.

(ii)

Periodic awareness campaigns concerning elder abuse aimed at the
public and specific groups (e.g. media) must be conducted at various
levels (e.g. regional).

(iii)

Action plans (national, regional, local) aimed at informing/educating
about elder abuse, and assessing/monitoring and treating/preventing
abuse must be improved, actualized or developed, and subsequently
implemented.

(iv)

Action plans (regional, local) aimed at informing/educating persons
who are often or in daily contact with the elderly are urgently needed.
The plans must be detailed and involve a range of issues such as what
is elder abuse, its risk factors and how to prevent/treat it.*

(v)

The focus concerning elder abuse is usually on women as victims and
men as perpetrators. ABUEL showed that men by and large are abused
at equivalent rates as women, except for sexual abuse. Action plans
concerning elder abuse (e.g. prevention) must take into consideration
this situation.

(vi)

Action plans (regional, local) aimed at treating perpetrators and preventing future elder abuse are urgently needed.

(vii) Long-term financial resources must be made available at central, regional and local decision centres to implement the action plans, but
also to research, practical projects and support NGOs involved in the
area of elder abuse.

* Action plans exist in some countries, but need to be actualized/improved.
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(viii) Groups dealing specifically with elder abuse and related issues should
be set up at central, regional and local decision levels.
(ix)

A research centre aimed at addressing the various aspects of elder
abuse and related issues should be set up in each country, in line with
what has been done concerning violence against women.

(x)

Central, regional and local decision centres should encourage research
foundations and educational settings (e.g. universities) to develop/
implement research and educational programmes concerning elder
abuse and related issues.

*As shown by ABUEL, elder abuse does not occur in a vacuum. Various
factors seem to be related to abuse. Health and social support compared with
other factors (e.g. socio-economics) play a major role. Thus,
(i)

Any action involving elder abuse must take into consideration the
importance of health and social factors in such acts.

(ii)

Action plans aimed at improving the health of older persons and decreasing their social isolation must be improved, actualized or developed, and subsequently implemented.
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SUMMARY OF POLICY SUGGESTIONS
AT EU LEVEL

*Policy makers at the EU level and EU institutions can be instrumental concerning the protection of elderly, but also at starting, setting up and supporting various types of action plans dealing with elder abuse and related issues.
Thus,
(i)

Legislation aimed at protecting elderly against abuse must be improved, actualized or developed, and subsequently implemented.

(ii)

Multi-national periodic awareness campaigns concerning elder abuse
aimed at the public and specific groups (e.g. media) must be conducted.

(iii)

Multi-national action plans concerning various aspects of elder abuse
(e.g. prevention) must be improved, actualized or developed, and subsequently implemented.

(iv)

Long-term financial resources must be made available for research
and practical projects about elder abuse, and support NGOs involved
in the area.

(v)

A multi-national research centre aimed at investigating various aspects of elder abuse should be developed and financed.
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SUMMARY OF SWOT

Strengths
(i)

ABUEL provides confident cross-national/cultural data on various
aspects of elder abuse, perpetrators and other factors (e.g. social support), which policy makers, clinicians, researchers and others (e.g.
NGOs) at the European and country levels can act upon.

(ii)

ABUEL used a workable definition of abuse and instrument to assess
abuse as well as other materials (e.g. interviewers manual), which
can be applied by policy makers, clinicians, researchers and others
(e.g. NGOs) at the European and country levels for a range of activities (e.g. monitoring abuse).

(iii)

ABUEL used successfully similar methods/strategies/approaches,
which can be applied by policy makers, clinicians, researchers and
others (e.g. NGOs) at the European and country levels for a range of
activities (e.g. monitoring abuse).

(iv)

ABUEL involved researchers from different fields (e.g. psychology,
geriatrics epidemiology), which allowed the investigation of elder
abuse in a more broad and complex way.

(v)

ABUEL provides suggestions concerning practical and research actions as well as policies at the European and country levels, which
may be useful for the prevention of elder abuse and treatment of persons who have been abused.
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Weaknesses
(i)

ABUEL provides confident cross-national/cultural data on various
aspects of elder abuse, perpetrators and other factors (e.g. social support), but only from large urban centres. Questions can be raised on
the generalizability of the findings into small urban centres and rural
areas.

(ii)

ABUEL provides confident cross-national/cultural data on various
aspects of elder abuse, perpetrators and other factors (e.g. social support), but only from seven European countries. Questions can be raised
on the transferability of the findings into other European countries
and elsewhere (e.g. USA).

Opportunities
(i)

ABUEL provides confident data, materials and suggestions, which
may be useful for policy makers, clinicians, researchers and others
(NGOs) at the European and country levels in their work for the
dignity of elderly and against abuse.

(ii)

ABUEL provides confident data, materials and suggestions, which
may be useful for research foundations at the country level and agencies at the European level (e.g. EAHC) in their work concerning elder
abuse, and refocusing of the areas to be addressed.

(iii)

ABUEL provides confident data, which may be useful for awareness
campaigns against elderly abuse at the European and country levels.
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Treats to the future
(i)

For policy makers and agencies at the European level, ABUEL is one
more project, and they may move on without taking into consideration the findings and suggestions as well as the urgent need of longterm investments in the area of elder abuse and related factors.

(ii)

For policy makers, clinicians, researchers and others (e.g. NGOs),
ABUEL is one more project, and they may move on without taking
into consideration the findings and suggestions as well as the urgent
need of long-term investments in the area of elder abuse and related
factors.
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1. INTRODUCTION

1.1. Background

The abuse of older persons is a source of concern in Europe and beyond.

From being primarily a social welfare issue and a problem of ageing, elder
abuse has developed into a public health issue.1 Elder abuse, under the term
granny battering, was first described in Britain in 1975.2,3 An increasing
number of scientific and governmental actions in various countries (e.g. USA)
are addressing the problem. Elder abuse is now recognised in both developed
and developing countries as a serious and growing problem.
Advances in medical science and in social welfare have ensured that the
number of older persons has increased, but also that many of them enjoy
longer periods of disability-free old age. Further progress in these areas will
strengthen this development. Notwithstanding, old age is associated with a
decline in health (e.g. physical), which affects the ability to carry out societal,
work and family roles. Not uncommonly, old age involves the loss of influence and reduction of social networks, reduced quality of life, material and
emotional hardships, and increased dependency on others for well-being.
Remaining inequalities in society have maintained differences in, for instance,
access to services, which seem to affect older persons in particular. The living conditions (e.g. housing) of older persons are not always appropriated,
not least for those who are frail and disabled, with unnecessary difficulties as
a consequence. The increasing focus on Youth may marginalise older persons, at least their voices may not be heard to the extent that one would expect considering their experience and knowledge.4
21

Some of these factors are likely to put older persons at risk for abuse.
Concern over the abuse of older persons is also heightened by the expected
increase in the population in the older age segment. In the more developed
regions, the population aged 60 years or over is expected to increase by more
than 50% from 264 million in 2009 to 416 million in 2050. In the developing
regions, this population segment is expected to increase by more than 300%
from 473 million in 2009 to 1.6 billion in 2050. In Europe those aged 60+
years are expect to increase from 161 million in 2010 to 236 million in 2050.5
Vulnerabilities and increased population are likely to lead to a growing of
abuse.

1.2. Definition of elder abuse

There are various definitions of elder abuse, which depend on how often it

occurs, its duration, severity and effects, and cultural context.
For instance, the European Committee of Ministers, Council of Europe
defined elder abuse as any act, or lack of appropriate action, committed
against older people and occurring within the family or institutional settings,
jeopardizing his/her life, economic, physical or psychological safety, autonomy
and the development of his/her personality.6
The UK Action on Elder Abuse developed a definition of elder abuse
heavily based on the work conducted in Canada, USA and UK, and which
was adopted by the International Network for the Prevention of Elder Abuse.
The definition states that: Elder abuse is a single or repeated act, or lack of
appropriate action, occurring within any relationship where there is an expectation of trust which causes harm or distress to an older person. Such
abuse is divided into five categories: (i) Physical abuse (e.g. infliction of
pain); (ii) Psychological or emotional abuse (e.g. infliction of mental anguish);
(iii) Financial or material abuse (e.g. illegal or improper exploitation); (iv)
Sexual abuse (e.g. non-consensual sexual contact); and (iv) Neglect (e.g. refusal to fulfil a care-giving obligation).7
ABUEL uses an operational definition of elder abuse derived from the
UK study of abuse/neglect of older people8 and the CTS2.9
22

1.3. Theories of elder abuse

Several approaches have been put forward to explain elder abuse. For exam-

ple, the situational approach states that elder abuse is due to that an overburden caregiver who cannot cope with caring demands creates an environment
for abuse. The exchange approach argues that dependencies between an older
adult and the abuse perpetrator are related to tactics and responses in family
life that have long been established. The social learning approach states that
elder abuse is a learned behaviour influenced by actions in ones environment. The political/economic approach claims that elder abuse is related to
challenges faced by elders once they lose their roles and depend on others for
well-being. The caregiver psychopathology approach argues that a caregiver
with mental problems puts the elders at risk for abuse. The symbolic interaction model states that elder abuse occurs in the interaction between caregiver
and older person, based in the attributions of roles. The feminist model argues
that elder abuse occurs in function of power inequality in the relations. Finally, the WHO ecological model states that abuse, including elder abuse, is a
complex phenomenon rooted in the interplay of individual, relationship, community and societal factors. However, at present there isnt unambiguous support for any of the approaches.1014

1.4. Extent of elder abuse

Initially, the empirical evidence concerning the extent and characteristics of

elder abuse was based on five investigations with community/general population samples conducted in Britain,15 Canada,16 Finland,17 the Netherlands18
and USA,19 with a total of 7,500 older persons. Across physical, psychological and financial abuse, and neglect the results showed a rate of abuse of
46% among older persons.
Recently, Cooper, Selwood and Livingston20 presented a systematic review of 49 studies regarding the prevalence of elder abuse and neglect in
23

various countries (e.g. USA). In detail, 14 general older population surveys
(n=34,366)1519, 2129 found rates of overall elder abuse ranging between
3.227.5%. In five studies with samples of dependent older persons
(n=2,247),3034 25% of the dependent persons reported psychological abuse
and 1% physical abuse, and 20% of persons presenting at emergency departments reported neglect and between 618% financial abuse. Two studies
among elderly visiting primary care services (n=428) who were screened for
physical, sexual, psychological abuse or neglect, found rates of 53%35 and
11.9%.36 In 10 studies of elder abuse by family carers (n=1,810),3746 the rates
of physical abuse ranged between 520%, verbal abuse between 3052% and
any abuse between 1255%. In 12 studies using third party measures of elder
abuse (n=102,980),4758 there was great variation in prevalence rates. The best
studies showed that 5% of the elderly referred to care services screened positive for abuse and 3.6% of elderly in a day care sample screened positive for
physical abuse. Less than 1% of elderly were reported to protective services.
Finally, in six surveys of professional carers (e.g. nurses), the following
was reported. Pillemer and Moore,59 in a study with nurses/nursing aids
(n=577), found that about 36% of the staff observed physical abuse and 10%
committed physical abuse in the past year. Most staff (81%) had observed
abuse and 40% had committed psychologically abusive acts in this period.
Saveman et al,60 in a study of staff (e.g. nurses, n=499) working with older
people living in various settings (e.g. sheltered homes), found that 11% knew
of abuse in the past year and 2% admitted to abuse. Georgen,61 in a study of
staff working in nursing homes (e.g. nurses, n=80), found that 79% abused or
neglected a resident at least once in the past 2 months and 66% witnessed
victimizations of residents by colleagues. Jogerst et al62 found, in a study
about physical, financial, sexual abuse or neglect in Medicare-certified nursing homes (n=355), that over a year, for every 1,000 residents, 20.7 incidents
were reported to the staff and 18.4 to state authorities, of which 29% were
substantiate. Wang,63 in a study of nurses/care attendants (n=114), reported
that 16.1% had witnessed significant abuse and 99% some abuse. Cooper et
al,64 in a study of family carers (n=86) of elder with Alzheimers disease,
found that 27.9% had been verbally abusive and 3.5% physically.
Most recently, a study in the USA65 with a national representative sample of people aged 5785 years (n=3,005), reported that the past year preva-
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lence for verbal abuse was 9%, for physical abuse 0.2% and for financial
abuse 3.5%.
A further study in the USA,66 with a national representative sample of
people aged 60 years or older (n=5,777), the one-year prevalence for emotional abuse was 4.6%, for physical abuse 1.6%, for sexual abuse 0.6%, for
financial abuse 5.2% and for potential neglect 5.1%.
A survey of mistreatment towards persons aged 66 years and over
(n=2,106) in the UK during the past year,67 found that the prevalence of mistreatment ranged between 0.21.1% (sexual 0.2%, psychological, 0.4%, physical 0.4%, financial 0.7%, neglect 1.1%).
Data from the first national prevalence survey of abuse against persons
aged 65 and older (n=1045) in Israel,68 showed that among the Jewish population (n=948) 1.6% had been exposed for physical/sexual abuse, 14.5% for
verbal abuse, 2.6% for limitation of freedom, 6.4% for financial abuse and
26% for neglect. Among the non-Jewish population (n=97) the respective
figures were 6.2%, 11.5%, 4.1%, 9.3% and 19.6%.

1.5. Risk factors for elder abuse

A

number of risk factors for elder abuse have been advanced in the literature, which may pertain to victim and perpetrator factors.
In relation to victim risk factors, studies indicate that women tend to
be at higher risk for abuse than men and that they suffer from the worst
cases of abuse, in particular physical and sexual.19,39,6769 Other risk factors
are social isolation/low social support,16,41,66,7077,93,103 dependency due to physical/cognitive deficiencies52,7780 and depression/trauma/poor health.65,66,81
In relation to perpetrator risk factors, women appear to be responsible for most acts of neglect.82 Other pre-disposing factors are social isolation/
low social support,39,41 financial dependency on the victims due to such things
as accommodation/daily living,39,77,8387 psychopathology (e.g. substance
abuse)39,40,42,43,61,77,84,8891 and being partner/offspring.19,22,39,67,68
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1.6. Effects of elder abuse

For older persons, the effects of abuse can be dramatic. Older persons tend

to be vulnerable in various areas (e.g. physically), and even relatively minor
injuries and loss of small sums of money can have a significant impact on
their well-being. Remarkably, few researchers have addressed the morbidity
and mortality of elder abuse.
Notwithstanding, data indicate that elder abuse victims often have coexisting depression40,49,52,9297 and distress/anxiety.98 Social isolation, loneliness
and low social support seem to be related to elder abuse, but more as risk
factors for abuse than effects. Indeed, social isolation, loneliness and low social
support have been connected with increased risk for abuse.16,41,66,7077,93,103 The
relationship between abuse and perceived quality of life has not attracted
great attention. Two studies suggest however that abused elderly experience
their quality of life as lower.8,101 Although there are a large number of studies
dealing with what may be the physical indicators of elder abuse and mortality
after abuse,99 few studies have actually presented concrete data on these issues. Some studies have nevertheless suggested that elder abuse is associated
poor physical health and shorter survival.70,100102 For example, in a study about
mortality rates among 2,812 older persons, it was found that 13 years after
the study began 40% of those originally reporting no abuse/neglect were still
alive, contrasted to 9% of those who had been abused/neglected.102

1.7. Limitations and need of research

The literature about elder abuse has several limitations. For example, the
available data on the prevalence rates of elder abuse wary widely. Some of
the reasons are divergences between the studies in the definition of abuse,
and use of different instruments to measure abuse and ways of collecting
data. In fact, relatively few studies use valid and reliable abuse measures, and
have clearly defined target populations, probability sampling and standard26

ised data collection methods. Comparing available data on the prevalence of
elder abuse may thus be a difficult task. Various studies have addressed the
risk factors for and effects of elder abuse, but differences in, for instance,
the definition and measurement of the same phenomenon hampers comparisons between findings, and the drawing of firm conclusions. Additionally,
few studies have addressed the prevalence of elder abuse, and its features,
risk factors and effects from multi-cultural and multi-national perspectives
precluding inference about the influence of these factors. Overall, available
findings on the prevalence of elder abuse, and its features, predictors and
consequences must be interpreted with caution.
There is a lack of consistent and reliable data on the prevalence of elder
abuse, and its features, risk factors and effects, particularly in Europe and
within multi-cultural and multi-national contexts. This may be a serious obstacle for the development and tailoring of effective prevention and treatment
strategies. Therefore, there is a need of concrete and reliable data on these
areas taking into account culture. By using the same definition of elder abuse,
instruments to measure abuse and other variables (e.g. mental health), and
clearly defined target groups, probability sampling and standardized data collection methods in seven European countries (EU member states), the
abovementioned needs may be met. This will allow relying on standardized
statistics to facilitate comparisons between countries, thus, contributing to,
for instance, the development of effective prevention and treatment programmes.

1.8. Context of the report

In Europe, at country and Union levels, there is an increased concern about

abuse against older persons. This can be appreciated through actions (e.g.
legislation) conducted by individual governments and at the Union level.
However, there is still a shortage of confident data across European countries
with regard to the extent, features, determinants and effects of elder abuse.
Such data may be useful to, for instance, a further development of policies
concerning elder abuse and prevention/treatment approaches.
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Consequently, a group of researchers with different competences from
seven countries (Germany; Greece; Italy; Lithuania; Portugal; Spain; Sweden), with Sweden as the co-ordinator decided to address the abovementioned
issues. A project application (ABUEL) was prepared and sent to the EACH
for evaluation and support. The project was awarded a grant and started in
April 2008. This report is one of the final deliverables.

1.9. Aims of the report

A

main aim of this report was to present data on the prevalence of elder
abuse (psychological, physical, sexual, financial, injuries) and description of
perpetrators in urban centres of seven European countries (Germany; Stuttgart; Greece, Athens; Italy, Ancona; Lithuania, Kaunas; Portugal, Porto; Spain,
Granada; Sweden, Stockholm). Data on neglect is not presented. Other important aims were to scrutinize factors associated with the different forms of
abuse and injuries, and address depressive, anxiety and somatic symptoms,
and quality of life relation to important factors (e.g. abuse).
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2. METHODS
2.1. Participants and settings

The participants consisted of randomly selected women and men from the

general population living in urban centres of seven European countries (Germany; Stuttgart; Greece, Athens; Italy, Ancona; Lithuania, Kaunas; Portugal,
Porto; Spain, Granada; Sweden, Stockholm), except for Greece where a random route sample was used. Inclusion criteria were: (i) Age 6084 years; (ii)
Did not suffer from dementia or other cognitive impairments;* (iii) Had a
legal status (national citizens or documented migrants); (iv) Lived in the community or sheltered houses; (v) Could read and write in the native languages;
and (vi) Accepted participation.
A sample size was calculated based on municipal censuses (women and
men aged 6084 years) and an expected abuse prevalence of 13% derived
from a recent systematic review.20 The total number of participants amounted
to 4,451 (2,576 women, 57.9%). Response rates in the sampling base varied
between countries from 18.987.4%, with a mean of 45.2% across countries.
Response rates for women were 47.1% and for men 49.3%, and varied between age groups from 4749.7%, with a mean of 48% across age groups.**
However, there were no major differences (age and gender) between refusals
and non-refusals nor did they differ from the general population in each participating country. Thus, the final sample consisted of 4,467 persons (2,559
women, 57.3%).

* Assessed with the Mini-Cog (Borson et al. 2000).
** Greece excluded.
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2.2. Measurements
2.2.1. Elder abuse

E

lder abuse was measured with 52 items based on the UK study of abuse/
neglect of older people8 and the Conflict Tactic Scales 2.9 The participants
were asked if they had been exposed to minor or severe psychological abuse
(e.g. insults, 11 items), minor or severe physical abuse (e.g. beatings, 17 items),
minor or severe sexual abuse (e.g. intercourse against ones will, 8 items),
minor or severe financial abuse (e.g. forcibly taken money, 9 items) and in
minor or severe injuries (e.g. bruises, 7 items), and how often the abuse occurred (chronicity). The abuse acts may have occurred once, twice, 35, 610,
1120 or >20 times during the past year, did not occur the past year, but
before or never occurred. In addition, we assessed neglect (e.g. not helped in
routine housework) with 13 items where the participants were asked whether
they needed help and received it, needed help but did not receive it or did not
need help. Data was also gathered concerning the perpetrators main characteristics (e.g. age) and where the abuse occurred. Finally, the participants
were asked about their reactions to the abuse and whether they were affected
by it. For this report, the focus was on exposure to abuse (psychological,
physical, sexual and financial abuse, and injuries) and description of perpetrators.

2.2.2. Mental well-being

D

epressive and anxiety symptoms were measured with Hospital Anxiety
and Depression Scale104 consisting of 14 items (graded 03), 7 each about
depression (e.g. I feel as if I am slowed down) and anxiety (e.g. I get
sudden feelings of panic). A score of 07 corresponds to no cases, 810 to
possibly cases and 1121 to probable cases. High scores correspond to high
depression and anxiety levels. For this report, the focus was on the total scores.
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2.2.3. Somatic complaints

Somatic complaints were measured with the short version of the Giessen

Complaint List105 consisting of 24 items (graded 04) about various somatic
symptoms (e.g. physical weakness). The total score amounts to 96 and the
items can be divided into 4 sub-scales (exhaustion, gastrointestinal, cardiovascular, musculoskeletal). High scores correspond to high levels of somatic
complaints. For this report, the focus was on the total scores.

2.2.4. Health care use

H

ealth care use was measured in terms of the number of contacts with
different types of health care staff (e.g. physician) and health care services
(e.g. primary care). The items were derived from the Stockholm County
Council health survey.106

2.2.5. Social support

S

ocial support was measured with the Multidimensional Scale of Perceived
Social Support107,108 consisting of 12 items (graded 17). The total score
amounts to 84 and questions can be divided into 3 sub-scales, i.e. support
from family, significant others and friends. High scores correspond to high
social support (total/sub-scales). For this report, the focus was on the total
scores.

2.2.6. Quality of life

Quality of life was measured with the WHO Quality of Life-Old

consisting of 24 items (graded 15). The total score amounts to 100 and items may
be divided into 6 subscales, i.e. sensory abilities, autonomy, past, present and
future activities, social participation, death and dying and intimacy. High scores
correspond to high QOL (total/sub-scales). For this report, the focus was on
the total scores.
109
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2.2.7. Life-style

Life-style variables were measured in terms of alcohol and cigarette use, and

Body Mass Index (BMI). Alcohol was assessed with a modified version of
Alcohol Use Disorders Identification Test110 consisting of 5 items (e.g. do you
drink alcohol). A similar strategy was used for the assessment of cigarette
use. For this report, the focus was on use of alcohol/cigarettes in a yes/no
format. Finally, a BMI was computed for each elderly with the formula kg/m2.

2.2.8. Demographics/socio-economics

Demographic and socio-economic variables such as age, marital status and
profession were measured. Financial strain (preoccupation with how to make
ends meet) was measured with one question in a no/sometimes/often/always format. A participant was defined as having financial strain if she/
he chooses any response other than no. Four questions (e.g. place of birth)
addressed the issue of whether the participants were indigenous inhabitants
or migrants. The demographic and socio-economic variables were customised for each country, but similar in content.

2.3. Design and procedure

The study was cross-sectional and data were collected in urban centres of

seven countries (Germany, Stuttgart; Greece, Athens; Italy, Ancona; Lithuania, Kaunas; Portugal, Porto; Spain, Granada; Sweden, Stockholm) during 6
consecutive months either by face-to-face interview or a combination of interview and self-response. The study started with the development of a research protocol, including sampling, interview and information strategies.
This was followed by the development of tools that were compiled into a
questionnaire. All materials were translated into the relevant languages and
back-translated, and culturally adapted. The feasibility of the questionnaire was tested in each participating country (n=10 persons in each, 5 females).
Prior to the data collection, interviewers in each country (n=520) were employed and carefully instructed about such issues as the administration of the
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questionnaire and ethical behaviour. Before and in conjunction with the data
collection the participants were carefully informed about the study and what
was expected of them in writing and verbally, and informed consent was requested. After the data collection, national and international data bases were
created. Great emphasis was put on confidentiality, anonymity and the participants rights. Ethical permission was sought and received in each participating state, except for Greece where permission was not necessary.

2.4. Statistical analyses

Descriptive analyses were carried out for all data, using frequency distribu-

tion and summary measures when needed. The bivariate analyses of data,
depending on the variable, were performed by means of Chi-square tests,
Kruskall-Wallis test and Bonferroni corrections. Shapiro-Wilks tests were
performed to assess normality when dependent variables were numeric. In
addition, Spearmann correlations were performed. Comparisons between different types of perpetrators were performed using Q-Cochran test. The significance level for all analyses was set at p<0.05.
Moreover, multivariate quantile linear regression analyses based on median values was computed to examine the interrelations between dependent
numerical variables and numerical/categorical covariates among all participants. The dependent variables were depression and anxiety, somatic complaints, social support and quality of life. The independent factors consisted
of country, age, gender, marital status, migrant status, living situation and
housing, household size, education level, profession, financial support, financial strain, still on work, use of alcohol, cigarettes and health care, and
abuse (e.g. psychological). However, the dependent variables could also be
used as independent covariates. For example, somatic complaints were used
as an independent variable in the regression of depression and anxiety, and
inversely. In addition, logistic regression analyses were performed on abuse
and injuries as dependent variables. The independent variables were the same
as mentioned above, and we used the same strategy for dependent and independent variables. The associations between the various variables (depending on the regression type) were expressed as un-standardized Betas and their
standard errors or Odds ratios (OR) and CI95%. The statistical packages SPSS
15.1 and STATA 11.1 were used to carry out all analyses.
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3. RESULTS
3.1. Prevalence of abuse and injury
3.1.1. Country

A

s shown in Table 1.1, psychological abuse was more common in Sweden,
Germany, Lithuania and Portugal followed by Greece, Spain and Italy. Physical abuse was more common in Sweden, Lithuania, Greece and Germany
followed by Portugal, Spain and Italy. Sexual abuse was more common in
Greece and Portugal followed by Germany, Italy, Sweden, Lithuania and Spain.
Financial abuse was more common in Portugal, Spain and Greece followed
by Germany, Lithuania, Italy and Sweden. Finally, injuries were more common in Lithuania and Greece followed by Portugal, Sweden, Spain and Germany. Italy reported no injuries.

3.1.2. Sex

A

s shown in Table 1.1, in Germany, men reported higher figures in psychological abuse and injuries than women, and the opposite in the other forms of
abuse. In Greece, women reported higher figures in all types of abuse and
injuries than men. In Italy, men reported higher figures in psychological abuse
than women, and the opposite in physical, financial and sexual abuse. Neither women nor men were exposed to injuries. In Lithuania, men reported
higher figures in financial abuse and injuries than women, and the opposite in
the other forms of abuse. In Portugal, men reported higher figures in physical
and financial abuse than women, and the opposite in the other forms of abuse
34

and injuries. In Spain, men reported higher figures in sexual abuse and injuries than women, and the opposite in psychological and financial abuse. Men
and women reported the same figures in physical abuse. In Sweden, men
reported higher figures in psychological, physical and financial abuse and
injuries than women, and the opposite for sexual abuse.

3.1.3. Estimated abuse, injury

As shown in Table 1.1, across countries, based on the figures of each type of

abuse (including injuries) and gender, the estimated number of persons in the
population (6084 years) experiencing psychological abuse during the past
12 months was 244,085 persons (134,013 women, 55%); physical abuse 33,846
persons (18,436 women, 54.4%); sexual abuse 8,742 persons (7,091 women,
81.1%); financial abuse 48,800 persons (26,235 women, 53.8%); and injuries 8,583 persons (6,382 women, 74.4%). The total number of persons experiencing abuse the past 12 months amounted to 343,256 (women 192,157,
56%).

3.1.4. Demographics/socio-economics, life-style

As shown in Table 1.2, psychological abuse was more common among eld-

erly in Sweden, Germany, Lithuania and Portugal than among elderly in Italy,
Greece and Spain. Physical abuse was more common among elderly in Sweden, Lithuania, Greece and Germany than among elderly in Italy, Spain and
Portugal. Sexual abuse was more common among elderly in Greece and Italy
than among elderly in Germany, Lithuania, Portugal, Spain and Sweden. Financial abuse was more common among elderly in Portugal, Spain, Greece
and Germany than among elderly in Sweden, Italy and Lithuania. There were
no differences concerning injuries.
Elderly aged 6064, 6569 and 7079 years reported more psychological abuse than those aged 7579 and 8084 years. Additionally, elderly aged
6064 and 8084 years reported more physical abuse than those in the other
age groups, whereas those aged 7074, 7579 and 8084 years reported more
financial abuse than the younger age groups. There were no differences concerning sexual abuse and injuries.
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Women reported more sexual abuse than men. There were no differences
concerning the other abuse forms and injuries.
Widows/er reported less psychological abuse than the other marital statuses (e.g. alone), whereas divorced/separated and widows/er reported more
financial abuse, and divorced/separated more injuries. There were no differences concerning physical and sexual abuse.
Elderly living alone and spouses/partners reported more psychological
abuse than counterparts, whereas those living alone and with other persons
(e.g. daughter) reported more financial abuse. There were no differences concerning physical and sexual abuse, and injuries.
Elderly living in other housing (e.g. housing for elderly) reported less
psychological abuse, whereas those renting their housing reported more financial abuse. There were no differences in physical and sexual abuse, and
injuries.
Higher educated elderly reported more psychological abuse than those
with no/low education levels. There were no differences concerning the other
types of abuse and injuries.
Elderly with some kind of profession reported more psychological abuse
than those who were housewives/husbands and in the armed forces. There
were no differences concerning the other types of abuse and injuries.
Elderly financially supported by work, work pensions and social/sickleave/other pension benefits reported more psychological abuse than those
supported by spouses/partners income and other financial means. Elderly
supported by spouses/partners and other financial means reported more sexual
and financial abuse compared to counterparts. There were no differences concerning physical abuse and injuries.
Elderly who still work (paid work) reported more psychological abuse
than those who did not work. There were no differences concerning the other
types of abuse and injuries.
Elderly who did not experience financial strain reported less psychological abuse than counterparts. There no differences concerning the other types
of abuse and injuries.
Elderly who used alcohol reported more psychological and financial than
those who did not use alcohol. There were no differences concerning the
other types of abuse and injuries. Finally, there were no differences concerning migrant status and use of tobacco.
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3.1.5. Household, BMI, health, social support

As shown in Table 1.3 (a,b), elderly exposed to psychological, sexual and

financial abuse, and injuries more often used health care than non-exposed.
Elderly exposed to all forms of abuse, and injuries complained more of
somatic and anxiety symptoms than non-exposed, whereas those exposed to
psychological and physical abuse, and injuries complained more of depressive symptoms.
Elderly exposed to all forms of abuse (except sexual) and injuries reported lower social support than non-exposed.
Elderly exposed to financial abuse lived less often in large households
than non-exposed. There were no differences in BMI.

3.1.6. Factors associated with abuse, injury

A

s shown in Table 1.4, living in rented housing, using alcohol and health
care, scoring high in somatic and anxiety symptoms and low in social support
were associated with increased risk for psychological abuse, and being from
Greece, Italy, Portugal and Spain, aged 7579 and 8084 years and not experiencing financial strain with decreased risk.
Being married/cohabitant and scoring high in anxiety and somatic symptoms were associated with increased risk for physical abuse, and being
from Italy and Portugal with decreased risk.
Being from Greece, supported financially by spouses/partners income,
still working, using health care and scoring high in anxiety symptoms were
associated with increased risk for sexual abuse.
Being from Portugal, aged 8084 years, male and scoring high in anxiety
symptoms and low in social support were associated with increased risk
for financial abuse.
High scores in somatic and anxiety symptoms and low in social support
were associated with increased risk for injuries, and using tobacco with
decreased risk.

3.1.7. Tables
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Table 1.1. Prevalence of abuse and injury during the past 12 months by country and gender, and estimated persons
in the population experiencing abuse and injury.
Country/gender

Psychological a
%
Persons

%

Germany (n=648)
Women
Men
Greece (n=643)
Women
Men
Italy (n=628)
Women
Men
Lithuania (n=630)
Women
Men
Portugal (n=656)
Women
Men
Spain (n=636)
Women
Men
Sweden (n=626)
Women
Men
Total (n=4467)
Women
Men

27.1
26.8
27.5
13.2
14.7
11.3
10.4
6.9
16.5
24.6
25.1
23.7
21.9
25.4
16.6
11.5
12.8
9.7
29.7
24.9
35.6
19.4
18.9
20.0

3.3
2.8
4.0
3.4
4.6
2.0
1.0
1.2
0.7
3.8
4.1
3.1
2.1
2
2.2
1.4
1.4
1.4
4.0
2.3
6.0
2.7
2.6
2.8

34,442
18,578
15,864
71,266
44,912
26,354
3,010
1,078
1,932
17,080
11,233
5,847
13,485
9,489
3,996
9,011
5,700
3,311
106,486
47,795
58,691
244,085
134,013
110,072

Physical b
Persons
4,249
1,941
2,308
18,718
14,054
4,664
269
187
82
2,600
1,835
765
1,277
747
530
1,101
623
478
14,307
4,415
9,892
33,846
18,436
15,410

%

Sexual c
Persons

0.9
1.5
0.0
1.5
2.5
0.3
0.5
0.6
0.4
0.3
0.4
0.0
1.3
1.6
0.8
0.3
0.2
0.4
0.5
0.6
0.4
0.7
1.0
0.3

1,040
1,040
0
8,338
7,638
700
141
94
47
179
179
0
791
598
193
226
89
137
1,811
1,152
659
8,742
7,091
1,651

Financial d
%
Persons

%

Injury e
Persons

3.6
3.5
3.8
4.0
4.8
3.1
2.7
2.0
3.8
2.8
2.4
3.5
7.8
6.6
9.6
4.8
5.5
3.9
1.8
1.7
2.0
3.8
3.7
4.1

0.4
0.5
0.3
1.1
1.7
0.3
0.0
0.0
0.0
1.5
2.0
0.7
0.7
1.2
0.0
0.5
0.3
0.9
0.6
0.6
0.7
0.7
0.9
0.4

520
347
173
5,894
5,194
700
0
0
0
1,068
895
173
448
448
0
441
134
307
2,306
1,152
1,154
8,583
6,382
2,201

4,618
2,426
2,192
21,895
14,665
7,230
757
312
445
1,937
1,074
863
4,777
2,466
2,311
3,780
2,449
1,331
6,560
3,263
3,297
48,800
26,235
22,565

=e.g. undermined or belittled what you do; b=e.g. kicked you; c=e.g. touched you in a sexual way against your will;
= e.g. tried to make you give money, possessions or property; e=e.g. you passed out from being hit on the head.

a

d

Table 1.2. Abuse and injury by demographic/socio-economic and life-style variables.
Country/gender
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Country
Germany
Greece
Italy
Lithuania
Portugal
Spain
Sweden
Age (group years)
6064
6569
7074
7579
8084
Gender
Female
Male
Marital Status
Single
Married/Cohabiting
Divorced/Separated
Widow/er
Migrant background
Yes
No
Living situation
Alone
Spouse/partner
Spouse/partner/other f
Other g

n

Psychological a
% 2-values %

648
643
628
630
656
636
626

27.1
13.2
10.4
24.6
21.9
11.5
29.7

1,124
1,088
961
749
545

22.1
19.6
21.8
14.6
15.2

2,493 18.9
1,865 20.0
258
2,841
331
927

21.1
19.7
25.2
15.7

4,113 19.1
229
24.5
1,038
2,161
693
450

20.2
20.4
17.8
15.0

P<0.001

P<0.001

P=0.455
P=0.002

P=0.071
P=0.023

3.3
3.4
1.0
3.8
2.1
1.4
4.0
3.3
2.1
2.6
2.4
3.2
2.6
2.8
2.8
2.7
4.1
2.1
2.6
3.6
2.9
2.5
2.8
2.1

Physical b
Sexual c
Financial d Injury e
2-values % 2-values % 2-values % 2-values
P=0.002

P=0.002

P=0.567
P=0.229

P=0.469
P=0.918

0.9
1.5
0.5
0.3
1.3
0.3
0.5
0.7
0.9
0.7
0.6
0.5
1.0
0.3
1.4
0.6
1.3
0.6
0.7
0.9
1.3
0.5
0.8
0.4

P=0.028

P=0.768

P=0.003
P=0.39

P=0.855
P=0.103

3.6
4.0
2.7
2.8
7.8
4.8
1.8
2.9
2.8
4.5
4.0
6.4
3.7
4.1
2.7
3.0
6.4
5.7
3.9
2.3
5.5
3.2
3.0
4.4

P<0.001

P=0.001

P=0.33
P<0.001

P=0.066
P=0.013

0.4
1.1
0.0
1.5
0.7
0.5
0.6
0.9
0.6
0.6
0.6
0.6
0.9
0.4
0.0
0.6
1.9
0.6
0.7
0.5
1.1
0.5
0.8
0.5

P=0.066

P=0.924

P=0.056
P=0.01

P=0.598
P=0.534
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Table 1.2. Continued
Country/gender
Habitation
Own
Rental
Other h
Education
Cannot read/write
Without any degree
Less than primary school
Primary school/similar
Secondary school/similar
University/similar
Other i
Profession
Managers/professionals/assistant
professionals
Clerical support/sale workers
Skilled agricultural/forestry/fishery
workers
Assemblers/elementary occupations
Housewife/husband
Armed forces
Financial support
Work
Work pension
Social/sick-leave/other pension
benefits j
Partner/spouse income
Other k

n

Psychological a
% 2-values %

3,332 18.2
887 25.0
139 12.6
135
186
335
1,075
1,718
835
71

14.9
15.2
14.5
17.0
20.4
23.1
30.0

P<0.001

P<0.001

2.4
3.3
4.4
1.9
2.1
3.8
2.1
2.7
3.0
4.2

P=0.001

Physical b
Sexual c
Financial d Injury e
2-values % 2-values % 2-values % 2-values
P=0.201

P=0.701

0.6
1.3
0.7
0.0
0.4
1.0
1.0
0.6
0.6
1.4

P=0.12

P=0.113

P=0.167
0.6
1.00
0.0
P=0.568
P=0.183
P=0.658
6.8
0.6
4.5
1.6
5.8
0.7
3.3
0.7
3.3
0.6
4.0
0.8
6.5
0.0
P=0.152
P=0.075
P=0.455
3.5
5.3
2.8

P<0.02

1,190 22.3
1,171 18.2

2.7
1.9

0.4
0.7

3.6
3.5

0.8
0.5

694
563
644
45

2.0
3.8
3.3
0.0

0.5
0.7
1.2
0.0

2.8
4.1
5.5
7.6

0.3
1.1
0.9
0.0

20.4
20.8
13.9
10.5

2,859 19.4
532 25.0
234 23.6
622
106

13.3
17.7

P=0.001

2.4
3.6
5.1
2.4
1.4

P=0.064

0.5
0.7
1.1
1.6
0.0

P=0.005

3.4
3.1
5.1
5.7
3.3

P<0.044

0.7
0.8
1.0
0.8
0.0

P=0.735

Table 1.2. Continued
Country/gender
Still working (paid work)
No
Yes
Financial strain
No
Yes
Smoking
No
Yes
Drinking
No
Yes

n

Psychological a
%
2-values %

3,426 19.0
736 23.8
1,563 21.4
2,791 18.3
3,834 19.5
522 18.4
1,573 15.9
2,783 21.3

P=0.013
P=0.016
P=0.302
P=0.001

2.6
3.2
2.4
2.8
2.7
2.1
2.7
2.7

Physical b
Sexual c
Financial d Injury e
2-values % 2-values % 2-values % 2-values
P=0.492
P=0.547
P=0.243
P=0.713

0.7
1.1
0.5
0.8
0.7
0.5
0.6
0.8

P=0.172
P=0.129
P=0.566
P=0.674

3.8
3.4
3.1
4.2
3.9
3.2
4.6
3.4

P=0.575
P=0.079
P=0.341
P=0.032

0.7
0.7
0.3
0.9
0.8
0.2
0.8
0.6

P=0.894
P=0.053
P=0.131
P=0.474

a
=e.g. undermined or belittled what you do; b=e.g. kicked you; c=e.g. touched you in a sexual way against your will; d= e.g.
tried to make you give money, possessions or property; e=e.g. you passed out from being hit on the head; f=e.g. daughter;
g
=e.g. daughter; h=e.g. housing for elderly; i=e.g. art school; j=e.g. sick pension; k=e.g. own capital.
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Table 1.3 (a). Abuse and injury by household size, BMI, health care use and somatic complaints.

Variables

Household size a
n

BMI b

Mean s.d 2-values n

Health Care Use c

Mean s.d. 2-values n

Somatic complaints d

Mean s.d. 2-values n

Mean s.d.

2-values

Psychological e
P=0.3399
P=0.4019
P=0.0001
P=0.0001
No
3,574 2.1 1.16
3,471 26.7 4.23
3,514 1.3 0.21
3,584 15.2 14.05
Yes
881 2.1 0.95
852 26.6 4.18
874 1.4 0.23
883 20.4 16.78
Physical f
No
Yes

4,338 2.1 1.13
117 2.0 1.04

Sexual g
No
Yes

4,421 2.1 1.13
34
1.8 0.90

Financial h
No
Yes

4,280 2.1 1.13
175 1.9 0.84

Injury i
No
Yes

4,424 2.1 1.12
31
2.0 1.15

P=0.5785

P=0.1191

P=0.0033

P=0.4153

4,210 26.7 4.22
113 26.3 4.30
4,291 26.7 4.22
32
26.8 4.49
4,158 26.7 4.23
165 26.6 3.97
4,294 26.7 4.23
29
26.2 3.80

P=0.484

P=0.5016

P=0.9643

P=0.6398

4,272 1.3 0.21
116 1.3 0.24
4,354 1.3 0.22
34
1.4 0.22
4,214 1.3 0.21
174 1.4 0.22
4,357 1.3 0.22
31
1.4 0.20

P=0.2226

P=0.0011

P=0.0071

P=0.0208

4,350 16.0 14.56
117 22.5 19.82
4,433 16.2 14.75
34
25.3 13.99
4,292 16.0 14.62
175 20.7 17.45
4,436 16.1 14.62
31
34.4 21.92

P=0.0026

P=0.0001

P=0.0002

P=0.0001

a
=number of persons in the household; b=body mass index; c=number of health care visits; d=GBB-24, 0-96; e=e.g. undermined or
belittled what you do; f=e.g. kicked you; g=e.g. touched you in a sexual way against your will; h= e.g. tried to make you give money,
possessions or property; i=e.g. you passed out from being hit on the head.

Table 1.3 (b). Abuse and injury by social support, and depressive and anxiety symptoms.
Variables

n

Social Support a

Depressive symptoms b

Mean s.d 2-values

n

Mean s.d

Anxiety symptoms b

2-values n

Mean s.d 2-values

Psychological c
P=0.0001
P=0.0001
P=0.0001
No
3,494 68.4 14.03
3,536 5.0 4.08
3,535 4.6 3.88
Yes
864 63.7 16.40
875 6.0 4.07
877 6.3 4.42
Physical d
No
Yes

4,246 67.6 14.50
112 61.5 18.15

Sexual e
No
Yes

4,325 67.5 14.61
33
64.1 17.93

Financial f
No
Yes

4,186 67.7 14.42
172 62.3 18.51

Injury g
No
Yes

4,329 67.5 14.56
29
56.3 21.04

P=0.0013

P=0.3182

P=0.0002

P=0.0014

4,294 5.1 4.06
117 6.7 5.13
4,377 5.2 4.09
34
6.2 4.98
4,237 5.1 4.06
174 5.7 4.81
4,380 5.1 4.09
31
8.7 4.29

P=0.0007

P=0.2349

P=0.2297

P=0.0001

4,297 4.9 3.99
115 7.1 5.31
4,378 4.9 4.03
34
8.1 5.17
4,237 4.9 3.99
175 6.0 5.07
4,381 4.9 4.01
31
9.9 5.38

P=0.0001

P=0.0001

P=0.0137

P=0.0001

= MSPSS, 12-84; b= HADS, 0-21; c=e.g. undermined or belittled what you do;d=e.g. kicked you;
=e.g. touched you in a sexual way against your will; f= e.g. tried to make you give money, possessions or
property; g=e.g. you passed out from being hit on the head.
a
e
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Table 1.4. Multivariate logistic regression analysis (odds ratio/95%CI) of the associations between demographics/socio-economics,
life-style, health variables (e.g. somatic complaints), social support and abuse.
Independent
variables

Psychological a
OR (95%CI)

Physical b
OR (95%CI)

Sexual c
OR (95%CI)

Financial d
OR (95%CI)

Injury e
OR (95%CI

Country f
Greece
Italy
Lithuania
Portugal
Spain
Sweden
Germany+

0.46 (0.310.68)***
0.35 (0.240.51)***
0.80 (0.571.13)
0.52 (0.370.72)***
0.38 (0.240.60)***
1.18 (0.871.59)

0.80 (0.331.99)
0.19 (0.060.62)**
0.89 (0.392.06)
0.39 (0.160.94)*
0.31 (0.091.06)
1.40 (0.662.95)

9.76 (1.2675.84)*
1.73 (0.1916.04)
2.14 (0.2319.75)
3.04 (0.4918.88)
3.62 (0.3537.17)
2.40 (0.3218.29)

0.84 (0.371.92)
0.95 (0.432.07)
1.04 (0.462.33)
2.57 (1.354.92)**
1.17 (0.502.73)
0.63 (0.281.44)

6.79 (0.7363.16)
7.38
1.44
0.87
1.06

(0.9955.17)
(0.1910.84)
(0.0417.02)
(0.129.09)

Age groups f
6569 years
7074 years
7579 years
8084 years
6064+

0.83 (0.641.07)
0.94 (0.721.24)
0.52 (0.380.71)***
0.63 (0.450.89)*

1.00
1.06
0.89
1.27

(0.531.90)
(0.532.10)
(0.421.90)
(0.562.89)

1.65 (0.555.01)
1.52 (0.415.70)
1.44 (0.365.71)

0.78 (0.431.41)
1.44 (0.822.55)
1.31 (0.712.45)
2.24 (1.194.20)*

1.13
0.35
0.68
0.85

(0.343.73)
(0.071.70)
(0.172.79)
(0.154.88)

Sex f
Male
Female+

1.11 (0.911.36)

1.58 (0.952.64)

0.71 (0.222.31)

2.52 (1.623.92)*** 0.70 (0.232.14)

Marital status f
Married/Cohabitant 1.09 (0.582.05)
Divorced/separated 1.03 (0.661.60)
Widow/er
0.86 (0.571.31)
Single+

5.31 (1.0726.30)* 3.60 (0.432.31)
1.79 (0.545.89)
0.19 (0.031.42)
0.99 (0.303.21)
0.23 (0.041.23)

0.90 (0.272.98)
2.03 (0.815.10)
1.42 (0.593.42)

Migrant background f
Yes
1.04 (0.731.47)
No+

1.19 (0.542.62)

0.58 (0.201.62)

1.19 (0.542.62)

1.38 (0.1512.31)

Table 1.4. Continued
Independent
variables
Living situation f
Spouse/partner
Spouse/partner/other h
Other i
Alone+
Habitation f
Rental
Other j
Own+

Psychological a
OR (95%CI)

Physical b
OR (95%CI)

Sexual c
OR (95%CI)

Financial d
OR (95%CI)

Injury e
OR (95%CI

1.37 (0.762.48)
1.52 (0.753.07)
1.15 (0.741.78)

0.47 (0.121.82)
1.13 (0.216.15)
2.03 (0.695.93)

0.17 (0.021.44)
0.90 (0.0325.25)
1.46 (0.1217.43)

1.32 (0.434.08)
1.64 (0.406.82)
1.28 (0.552.97)

0.17 (0.021.86)
0.16 (0.013.89)
0.38 (0.043.61)

1.28 (1.021.60)*
0.84 (0.471.51)

1.27 (0.752.15)
2.17 (0.706.68)

1.72 (0.674.38)
1.63 (0.1815.00)

1.30 (0.851.99)
0.70 (0.242.03)

1.59 (0.534.73)

(0.1819.66)
(0.2820.81)
(0.1712.39)
(0.773.85) 2.15 (0.2518.43)
(0.2622.85)
(0.1935.32)

0.53 (0.132.13)
0.75 (0.242.34)
0.64 (0.221.92)

Education f
Without any degree
1.54
Less primary school
1.15
Primary school/similar
1.36
Secondary school/similar
University /similar
1.93
Other k
2.17
Cannot read nor write+

(0.633.76)
(0.502.64)
(0.613.00)
(0.834.45)
(0.815.87)

1.89
2.43
1.47
1.72
2.43
2.59
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Profession f
Clerical support/sale
0.97 (0.741.27)
0.98 (0.482.01)
workers
Skilled agricultural/
1.10 (0.482.54)
forestry/fishery workers 1.36 (0.991.86)
Assemblers/elementary 1.35 (0.951.90)
2.10 (0.944.71)
occupations
Housewife/husband
1.18 (0.751.84)
3.02 (1.118.18) *
Armed forces
0.90 (0.332.43)
Managers/professionals/assistant professionals +

1.30 (0.394.37)
1.62 (0.308.64)

0.79 (0.262.43)

1.48 (0.336.67)

1.38 (0.792.43)

0.84 (0.193.73)

0.87 (0.135.85)

0.74 (0.361.50)

0.41 (0.062.85)

2.01 (0.3212.78)

1.30 (0.642.65)

1.43 (0.297.06)

2.49 (0.3518.03)

1.87 (0.794.41)
2.77 (0.859.05)

1.59 (0.1913.55)
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Table 1.4. Continued
Independent
variables

Psychological a
OR (95%CI)

Financial support f
Working
Social/sickleave/other
pension benefits l
Spouse/partner income
Other m
Work pension+

Physical b
OR (95%CI)

Sexual c
OR (95%CI)

Financial d
OR (95%CI)

Injury e
OR (95%CI

1.21 (0.801.82)

1.34 (0.493.63)

0.28 (0.051.46)

0.84 (0.352.00)

0.90 (0.136.33)

0.93 (0.631.37)

1.76 (0.793.94)

0.89 (0.155.16)

1.00 (0.482.10)

0.39 (0.062.53)

0.93 (0.631.38)
0.91 (0.511.62)

1.06 (0.422.68)
0.44 (0.063.41)

4.01 (1.0016.01)*

1.82 (0.913.64)
1.07 (0.363.18)

0.47 (0.063.64)

Still working (paid work) f
Yes
0.85 (0.601.21)
No+

0.98 (0.402.42)

5.99 (1.8419.52)** 1.28 (0.652.51)

1.18 (0.216.73)

Financial strain f
Yes
No+

0.72 (0.590.88)**

1.18 (0.216.73)

1.18 (0.216.73)

1.16 (0.771.75)

1.16 (0.771.75)

Smoking f
Yes
No+

0.86 (0.651.13)

1.16 (0.771.75)

1.16 (0.771.75)

0.91 (0.511.61)

0.91 (0.511.61)

Drinking f
Yes
No+

1.31 (1.061.63)*

1.34 (0.802.25)

1.34 (0.802.25)

0.34 (0.802.25)

1.34 (0.802.25)

Table 1.4. Continued
Independent
variables

Psychological a
OR (95%CI)

Household size g, n
0.96 (0.831.11)
BMI g, o
0.99 (0.971.01)
Health care use g, p
1.69 (1.152.49)**
Somatic complaints g, q 1.02 (1.011.03)***
Social support g, r
0.98 (0.980.99)***
Depressive symptoms g, s 1.01 (0.981.04)
Anxiety symptoms g, s 1.08 (1.051.11)***

Physical b
OR (95%CI)

Sexual c
OR (95%CI)

Financial d
OR (95%CI)

Injury e
OR (95%CI

0.71 (0.451.10)
0.99 (0.941.04)
1.33 (0.563.18)
1.02 (1.001.03)*
0.99 (0.971.00)
1.02 (0.941.09)
1.09 (1.021.16)*

0.36 (0.101.38)
0.97 (0.881.07)
6.45 (1.3630.62)*
1.03 (1.001.06)
0.99 (0.961.02)
0.87 (0.751.01)
1.18 (1.061.33)**

0.79 (0.541.18)
1.01 (0.961.05)
1.13 (0.502.54)
1.00 (0.991.02)
0.99 (0.981.00)*
0.95 (0.901.01)
1.07 (1.011.13)*

1.25 (0.582.67)
0.90 (0.811.00)
2.15 (0.3712.41)
1.05 (1.021.08)**
0.97 (0.940.99)*
0.97 (0.841.12)
1.14 (1.021.29)*

+
=baseline; a=e.g. undermined or belittled what you do; b=e.g. kicked you; c=e.g. touched you in a sexual way against your will; d= e.g.
tried to make you give money, possessions or property; e=e.g. you passed out from being hit on the head; f=categorical variables;
g
=continuous variables; h=e.g. daughter; i=e.g. daughter; j=e.g. housing for elderly people; k=e.g. art school; l=e.g. sick pension; m=e.g.
own capital; n= number of people in the household; o=body mass index; p=number of health care visits; q=GBB24, 096; r=MSPSS,
1284; s=HADS, 021;* P<0.05; ** P<0.01; *** P<0.0001.
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3.2. Perpetrators

A

s shown in Table 1.5, across countries, spouses/partners were the most
common perpetrators of psychological (34.8%) and physical (33.7%) abuse,
and injuries (44.8%), but differences were not significant. Although not significant either, the respective figures for offspring/grandchildren were 18.1%,
13.5% and 6.9%; for other relatives 16%, 6.7% and 6.9%; and for others
21%, 31.7% and 27.6%. Finally, for friends/acquaintances/neighbours the
respective figures were 27.7%, 13.5% and 13.8%, with the perpetration of
psychological abuse occurring more often than the physical abuse and injuries (p=0.0345).
Most sexual abuse was inflicted by friends/acquaintances/neighbours
(30.3%) followed by others (27.3%), spouses/partners (24.2%), offspring/
grandchildren (3%) and other relatives (3%), with offspring/grandchildren
and other relatives inflicting significantly less often sexual abuse than the
other perpetrators (p<0.0001).
Most financial abuse was inflicted by others (61.7%) followed by offspring/grandchildren (11.4%), friends/acquaintances/neighbours (9%), other
relatives (8.4%) and spouses/partners (5.4%), with a significant difference
between others and the rest of the perpetrators (p<0.0001).

3.2.1. Table
Table 1.5. Perpetrators by abuse and injury across countries (%).
Perpetrators
Spouse/partner
Children/grandchildren
Other relatives f
Friends/acquaintances/
neighbours
Others g

Psychological Physical
(n=840) a
(n=104) b

Sexual
(n=33) c

Financial
(n=167) d

Injury
(n=29) e

34.8
18.1
16.0

33.7
13.5
6.7

24.2
3.0
3.0

5.4
11.4
8.4

44.8
6.9
6.9

27.7

13.5

30.3

9.0

13.8

31.7

27.3

61.7

27.6

21.0

=e.g. undermined or belittled what you do; =e.g. kicked you; =e.g. touched you in a sexual
way against your will; d= e.g. tried to make you give money, possessions or property;
e
=e.g. you passed out from being hit on the head; f=e.g. grand-parents; g=e.g. care staff.
a
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b

c

3.3. Depressive symptoms
3.3.1. Demographics/socio-economics, life-style

A

s shown in Table 2.1, elderly from Greece, Lithuania and Portugal scored
higher in depressive symptoms than those from Germany, Italy, Spain and
Sweden.
The older age groups (7074, 7579, 8084 years) scored higher in depressive symptoms than the younger (6064, 6569 years).
Female, widow/er and low educated participants scored higher in depressive symptoms than counterparts. Additionally, elderly living with other
persons (e.g. daughter), housewives/husbands, skilled agricultural/forestry/
fishery workers and who had assemblers/elementary occupations scored high
in depressive symptoms. Similar results were found among elderly who were
financially supported by social/sick-leave/other pension benefits and spouses/
partners income, did not work and were financially strained. Finally, elderly
who did not drink reported greater scores in depressive symptoms than counterparts. There were no other significant differences.

3.3.2. Household, BMI, health, social support

A

s shown in Table 2.2, BMI, use of health care and somatic complaints
were positively correlated with depressive symptoms, indicating that the higher
the scores in these variables the greater the levels of depressive symptoms.
Social support was negatively correlated with depressive symptoms, suggesting that the lower the scores in this variable the greater the levels of
depressive symptoms. Household type was not correlated with depressive
symptoms.
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3.3.3. Depressive symptoms by abuse, injury

As shown in Table 2.3, elderly exposed to psychological, physical and sexual

abuse reported greater scores in depressive symptoms than non-exposed. There
were no significant differences concerning financial abuse and injuries.

3.3.4. Factors associated with depressive symptoms

A

s shown in Table 2.4, being from Greece, Italy, Lithuania and Portugal
and financially strained, exposed to psychological abuse and injuries and scoring high in somatic complaints were associated with increased levels of depressive symptoms. Being from Spain, having basic/high educational levels,
using alcohol and scoring high in social support were associated with decreased levels of depressive symptoms.

3.3.5. Tables
Table 2.1. Depressive symptoms by demographic/socio-economic and life-style variables.
Variables
Country
Germany
Greece
Italy
Lithuania
Portugal
Spain
Sweden
Age (group years)
6064
6569
7074
7579
8084
Sex
Female
Male
Marital Status
Single
Married/Cohabiting
Divorced/Separated
Widow/er
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Depressive symptoms a
n
Mean (s.d.)
615
643
613
630
652
636
622

3.4 (3.04)
7.3 (4.59)
4.6 (3.97
7.3 (2.78)
5.5 (3.85)
4.5 (4.91)
3.4 (2.82)

1,112
1,078
943
737
541

4.5 (3.62)
4.6 (3.77)
5.6 (4.29)
5.8 (4.46)
6.2 (4.44)

2,527
1,884

5.5 (4.26)
4.6 (3.78)

262
2,873
339
936

5.3 (4.40)
4.6 (3.76)
5.2 (3.88)
6.8 (4.58)

2-values
P<0.0001

P<0.0001

P<0.0001
P<0.0001

Table 2.1. Continued.
Variables
Migrant status
Yes
No
Living situation
Alone
Partner/spouse
Partner/spouse/others b
Others c
Habitation
Own
Rental
Other d
Education
Cannot read/write
Without any degree
Less than primary school
Primary school/similar
Secondary school/similar
University/similar
Other e
Profession
Managers/professionals/assistant professionals
Clerical support/sale workers
Skilled agricultural/forestry/fishery workers
Assemblers/elementary occupations
Housewife/husband
Armed forces
Financial support
Work
Work pension
Social/sick-leave/other pension benefits f
Partner/spouse income
Other g
Still working (paid work)
No
Yes
Financial strain
No
Yes
Smoking
No
Yes
Drinking
No
Yes

Depressive symptoms a
n
Mean (s.d.)
4,164
231

5.2 (4.11)
4.6 (3.87)

1,055
2,183
702
456

5.8 (4.32)
4.5 (3.65)
4.9 (4.04)
7.1 (4.74)

3,359
911
140

5.1 (4.04)
5.2 (4.21)
5.7 (4.71)

136
187
336
1,084
1,745
848
72

7.7 (5.49)
6.1 (5.43)
6.6 (4.95)
5.6 (4.14)
4.9 (3.68)
4.0 (3.42)
5.2 (3.16)

1,205
1,190
697
567
652
45

4.2 (3.47)
4.6 (3.66)
5.7 (4.20)
6.4 (4.56)
6.4 (4.73)
3.1 (3.29)

2,898
537
242
623
106

5.0 (3.83)
3.8 (3.33)
7.0 (4.98)
6.3 (4.91)
5.1 (3.62)

3,470
744

5.4 (4.16)
4.0 (3.28)

1,581
2,826

4.0 (3.57)
5.8 (4.23)

3,875
533

5.1 (4.10)
5.2 (4.04)

1,583
2,825

6.4 (4.65)
4.4 (3.55)

2-values
P=0.0264
P<0.0001

P=0.2368

P<0.0001

P<0.0001

P<0.0001

P<0.0001
P<0.0001
P=0.5693
P<0.0001

=HADS, 0-21; b=e.g. daughter; c=e.g. daughter; d=e.g. housing for elderly; e=e.g. art school;
=e.g. sick pension; g=e.g. own capital.

a
f
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Table 2.2. Correlations b between depressive symptoms, household size, BMI,
health variables (e.g. somatic symptoms) and social support.
Variables

Depressive symptoms a

Household size d
BMI e
Health care use f
Somatic complaints g
Social support h

0.0274
0.0670
0.0528
0.4654
0.2908

c

*
*
*
*

=HADS, 0-21; b=Spearmann correlation; c=correlation coefficients;
=number of people in the household; e=Body mass index;
f
=number of health care contacts; g=GBB-24, 0-96; h=MSPSS, 12-84; * P<0.05.
a

d

Table 2.3. Depressive symptoms by abuse type and injury.

Variables

Depressive symptoms a
n

Mean (s.d.)

Psychological b
No
Yes

3,536
875

5.0 (4.08)
6.0 (4.07)

Physical c
No
Yes

4,294
117

5.1 (4.06)
6.7 (5.13)

Sexual d
No
Yes

4,380
31

5.1 (4.09)
8.7 (4.29)

Financial e
No
Yes

4,237
174

5.1 (4.06)
5.7 (4.81)

Injury f
No
Yes

4,377
34

5.2 (4.09)
6.2 (4.98)

2-values
P<0.0001

P=0.0007

P<0.0001

P=0.2297

P=0.2349

=HADS, 0-21; b=e.g. undermined or belittled what you do; c=e.g. kicked you;
=e.g. touched you in a sexual way against your will; e= e.g. tried to make you give money,
possessions or property; f=e.g. you passed out from being hit on the head.

a

d
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Table 2.4. Multivariate linear regression analysis un-standardized betas, β;
standard error, (SE), of the associations between demographics/socio-economics, life-style,
health variables (e.g. somatic complaints), abuse and depressive symptoms.
Independent variables

Depressive symptoms a β (SE)

Country b
Greece
Italy
Lithuania
Portugal
Spain
Sweden
Germany+

3.89 (0.28) ***
0.84 (0.25) **
3.37 (0.26) ***
0.97 (0.25) ***
0.79 (0.30) *
0.35 (0.25)

Age groups b
6569 years
7074 years
7579 years
8084 years
6064+

0.34 (0.18)
0.21 (0.20)
0.33 (0.25)
0.24 (0.15)

Sex b
Male
Female+
Marital status b
Married/Cohabitant
Divorced/separated
Widow/er
Single+
Migrant background b
Yes
No+

0.24 (0.15)

0.01 (0.47)
0.12 (0.34)
0.26 (0.30)

0.05 (0.27)

Living situation b
Spouse/partner
Spouse/partner/other d
Other e
Alone+

0.33 (0.44
0.10 (0.48)
0.12 (0.27)

Habitation b
Rental
Other f
Own+

0.08 (0.17)
0.09 (0.37)

53

Table 2.4. Continued.
Independent variables
Education b
Without any degree
Less primary school
Primary school/similar
Secondary school/similar
University /similar
Other g
Cannot read nor write+

0.91 (0.55)
0.44 (0.50)
1.08 (0.47)*
1.00 (0.48)*
1.03 (0.51)*
0.68 (0.69)

Profession b
Clerical support/sale workers
Skilled agricultural/forestry/fishery workers
Assemblers/elementary occupations
Housewife/husband
Armed forces
Managers/professionals/assistant professionals +

0.05 (0.20)
0.18 (0.24)
0.33 (0.26)
0.11 (0.32)
0.66 (0.57)

Financial support b
Working
Social/sickleave/other pension benefits h
Spouse/partner income
Other i
Work pension+
Still working (paid work) b
Yes
No+
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Depressive symptoms a β (SE)

0.26 (0.30)
0.29 (0.29)
0.38 (0.27)
0.58 (0.41)

0.32 (0.26)

Financial strain b
Yes
No+

0.46 (0.14)**

Smoking b
Yes
No+

0.16 (0.19)

Drinking b
Yes
No+

0.3 (0.15)*

Household size c, j
BMI c, k
Health care use c, l
Somatic complaints c, m
Social support c, n

0.08 (0.07)
0 (0.02)
0.54 (0.30)
0.09 (0.01)***
0.87 (0.06)***

Table 2.4. Continued.
Independent variables

Depressive symptoms a β (SE)

Psychological abuse b, o
Yes
No+

0.55 (0.16)**

Physical abuse b, p
Yes
No+

0.19 (0.42)

Sexual abuse b, q
Yes
No+

0.08 (0.79)

Financial abuse b, r
Yes
No+

0.31 (0.33)

Injury b, s
Yes
No+

1.81 (0.71) *

=Baseline; a=HADS, 021; b=categorical variables; c=continuous variables;
=e.g. daughter; e=e.g. daughter; f=e.g. housing for elderly people; g=e.g. art school; h=e.g.
sick pension; i=e.g. own capital; j=number of people in the household; k=body mass index;
l
=number of health care visits; m=GBB24, 096; n=MSPSS, 1284; o=e.g. undermined or
belittled what you do; p=e.g. kicked you; q=e.g. touched you in a sexual way against your
will; r= e.g. tried to make you give money, possessions or property; s=e.g. you passed out
from being hit on the head.
* P<0.05; ** P<0.01; *** P<0.0001.
+

d

3.4. Anxiety symptoms
3.4.1. Demographics/socio-economics, life-style

As shown in Table 3.1, elderly from Greece, Lithuania and Portugal scored

higher in anxiety symptoms than those from Germany, Italy, Spain and
Sweden.
The older age groups (7074, 7579, 8084 years) scored slightly higher
in anxiety symptoms than the younger (6064 and 6569 years).
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Female, widow/er, analphabetic and low educated participants scored
higher in anxiety symptoms than counterparts. Additionally, elderly living
with other persons (e.g. daughter), housewives/husbands and who had assemblers/elementary occupations scored high in anxiety symptoms. Similar
findings were found among elderly who did not work, and were supported by
social/sick-leave/other pension benefits and spouses/partners income, and financially strained. Finally, elderly who did not drink reported greater scores
in anxiety symptoms than counterparts. There were no other significant differences.

3.4.2. Household, BMI, health, social support

A

s shown in Table 3.2, health care use and somatic complaints were positively correlated with anxiety symptoms, indicating that the higher the scores
in these variables the greater the levels of anxiety symptoms.
Social support was negatively correlated with anxiety symptoms, suggesting that the lower the scores in this variable the greater the levels of
anxiety symptoms. There were no significant correlations between anxiety
symptoms, BMI and household type.

3.4.3. Anxiety symptoms by abuse, injury

A

s shown in Table 3.3, elderly exposed to all forms of abuse and injuries
reported greater scores in anxiety symptoms than non-exposed.

3.4.4. Factors associated with anxiety symptoms

A

s shown in Table 3.4, being from Greece and Lithuania and financially
strained, BMI, exposed to psychological abuse and scoring high in somatic
complaints were associated with increased levels of anxiety symptoms. Being from Spain, male and divorced/separated, and scoring high in social support were associated with decreased levels of anxiety symptoms.
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3.4.5. Tables
Table 3.1. Anxiety symptoms by demographic/socio-economic and life-style variables.
Variables

Anxiety symptoms a
n

Mean (s.d.)

624
643
605
630
652
636
622

3.9 (3.21)
5.8 (4.57)
4.2 (3.69)
6.0 (3.76)
5.8 (4.00)
5.0 (4.75)
4.1 (3.44)

1,108
1,079
953
733
539

4.8 (3.89)
4.6 (3.83)
5.2 (4.03)
5.3 (4.50)
5.1 (4.12)

2,524
1,888

5.6 (4.23)
4.0 (3.55)

Marital Status
Single
Married/Cohabiting
Divorced/Separated
Widow/er

266
2,864
341
940

5.1 (4.09)
4.6 (3.84)
5.2 (4.11)
5.9 (4.44)

Migrant status
Yes
No

4,165
231

5.0 (4.07)
4.5 (3.62)

Living situation
Alone
1,066
Partner/spouse
2,178
Partner/spouse/others b 697
455
Others c

5.4 (4.29)
4.5 (3.78)
4.9 (4.01)
6.2 (4.41)

Habitation
Own
Rental
Other d

4.9 (4.02)
5.3 (4.15)
5.3 (3.98)

Country
Germany
Greece
Italy
Lithuania
Portugal
Spain
Sweden
Age (group years)
6064
6569
7074
7579
8084
Sex

Female
Male

3,354
914
143

2values
P<0.0001

P=0.0155

P<0.0001

P<0.0001

P=0.1327

P<0.0001

P=0.0121
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Table 3.1. Continued.
Variables

Anxiety symptoms a
n

Mean (s.d.)

Education
Cannot read/write
Without any degree
Less than primary school
Primary school/similar
Secondary school/similar
University/similar
Other e

136
187
337
1,081
1,749
848
71

6.9 (5.19)
5.4 (4.68)
6.3 (4.76)
5.3 (4.09)
4.7 (3.82)
4.2 (3.49)
4.7 (3.44)

Profession
Managers/professionals/assistant professionals
Clerical support/sale workers
Skilled agricultural/forestry/fishery workers
Assemblers/elementary occupations
Housewife/husband
Armed forces

1,207
1,190
699
568
650
43

4.3 (3.66)
4.6 (3.81)
5.1 (4.15)
5.6 (4.39)
6.1 (4.39)
3.6 (3.72)

Financial support
Work
Work pension
Social/sickleave/other pension benefits f
Partner/spouse income
Other g

2,896
538
241
623
109

4.7 (3.83)
4.4 (3.65)
6.4 (4.97)
6.2 (4.55)
5.2 (3.79)

Still working (paid work)
No
Yes

3,469
746

5.0 (4.09)
4.4 (3.56)

Financial strain
No
Yes

1,585
2,823

3.7 (3.47)
5.7 (4.17)

Smoking
No
Yes

3,879
530

5.0 (4.02)
5.0 (4.22)

Drinking
No
Yes

1,586
2,823

5.8 (4.38)
4.5 (3.76)

a
e

=HADS, 021; b=e.g. daughter; c=e.g. daughter; d=e.g. housing for elderly;
=e.g. art school; f=e.g. sick pension; g=e.g. own capital.
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2values
P<0.0001

P<0.0001

P<0.0001

P=0.0173

P<0.0001

P=0.5380

P<0.0001

Table 3.2. Correlations b between anxiety symptoms, household size, BMI,
health variables (e.g. somatic symptoms) and social support.
Variables

Anxiety symptoms a

Household size d
BMI e
Health care use f
Somatic complaints g
Social support h

0.0112 c
0.0187
0.1047 *
0.4616 *
0.2104 *

=HADS, 0-21; b=Spearmann correlation; c=correlation coefficients;
=number of people in the household; e=body mass index;
f=number of health care contacts; g=GBB-24, 0-96; h=MSPSS, 12-84; * P<0.05.
a

d

Table 3.3. Anxiety symptoms by abuse type and injury.
Variables

Anxiety symptoms a
n

Mean (s.d.)

Psychological b
No
Yes

3,535
877

4.6 (3.87)
6.3 (4.42)

Physical c
No
Yes

4,297
115

4.9 (3.98)
7.1 (5.34)

Sexual d
No
Yes

4,378
34

4.9 (4.02)
8.4 (5.29)

Financial e
No
Yes

4,237
175

4.9 (3.99)
6.1 (5.04)

Injury f
No
Yes

4,381
31

4.9 (4.00)
10.2 (5.42)

2values
P<0.0001

P=0.0001

P<0.0001

P=0.0137

P<0.0001

=HADS, 0-21; b=e.g. undermined or belittled what you do; c=e.g. kicked you;
=e.g. touched you in a sexual way against your will; e= e.g. tried to make you give money,
possessions or property; f=e.g. you passed out from being hit on the head.
a

d
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Table 3.4. Multivariate linear regression analysis un-standardized betas, β; standard error,
(SE), of the associations between demographics/socio-economics, life-style, health variables
(e.g. somatic complaints), social support, abuse and anxiety symptoms.
Independent variables
Country b
Greece
Italy
Lithuania
Portugal
Spain
Sweden
Germany+

1.14 (0.30)***
0.27 (0.27)
0.64 (0.28)*
0.15 (0.27)
0.66 (0.33)*
0.20 (0.26)

Age groups b
6569 years
7074 years
7579 years
8084 years
6064+

0.07 (0.20)
0.17 (0.21)
0.26 (0.23)
0.51 (0.27)

Sex b
Male
Female+

0.61 (0.16)***

Marital status b
Married/Cohabitant
Divorced/separated
Widow/er
Single+

0.51 (0.50)
0.72 (0.36)*
0.58 (0.32)

Migrant background b
Yes
No+

0.12 (0.29)

Living situation b
Spouse/partner
Spouse/partner/other d
Other e
Alone+

0.56 (0.47)
0.60 (0.52)
0.56 (0.30)

Habitation b
Rental
Other f
Own+
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Anxiety symptoms a β (SE)

0.16 (0.18)
0.69 (0.39)

Table 3.4. Continued.
Independent variables

Anxiety symptoms a β (SE)

Education b
Without any degree
Less primary school
Primary school/similar
Secondary school/similar
University /similar
Other g
Cannot read nor write+

0.50
0.31
0.82
0.80
0.77
0.67

Profession b
Clerical support/sale workers
Skilled agricultural/forestry/fishery workers
Assemblers/elementary occupations
Housewife/husband
Armed forces
Managers/professionals/assistant professionals +

0.05 (0.20)
0.18 (0.24)
0.33 (0.26)
0.11 (0.32
0.66 (0.57)

(0.59)
(0.54)
(0.51)
(0.52)
(0.56)
(0.75)

Financial support b
Working
Social/sickleave/other pension benefits h
Spouse/partner income
Other i
Work pension+

0.44 (0.33)
0.05 (0.31)
0.43 (0.29)
0.08 (0.44)

Still working (paid work) b
Yes
No+

0.12 (0.28)

Financial strain b
Yes
No+

0.88 (0.15)***

Smoking b
Yes
No+

0.36 (0.21)

Drinking b
Yes
No+

0.11 (0.16)

Household size c, j
BMI c, k
Health care use c, l
Somatic complaints c, m
Social support c, n

0.09 (0.08)
0.06 (0.02)***
0.40 (0.32)
0.12 (0.01)***
0.52 (0.06)***
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Table 3.4. Continued.
Independent variables

Anxiety symptoms a β (SE)

Psychological abuse b, o
Yes
No+

0.54 (0.17)**

Physical abuse b, p
Yes
No+

0.32 (0.45)

Sexual abuse b, q
Yes
No+

0.11 (0.85)

Financial abuse b, r
Yes
No+

0.31 (0.35)

Injury b, s
Yes
No+

0.76 (0.77)

=Baseline; a=HADS, 021; b=categorical variables; c=continuous variables;
=e.g. daughter; e=e.g. daughter; f=e.g. housing for elderly people; g=e.g. art school;
h
=e.g. sick pension; i=e.g. own capital; j=number of people in the household;
k
=body mass index; l=number of health care visits; m=GBB24, 096;
n
=MSPSS, 1284; o=e.g. undermined or belittled what you do; p=e.g. kicked you;
q
=e.g. touched you in a sexual way against your will; r= e.g. tried to make you give money,
possessions or property; s=e.g. you passed out from being hit on the head.
* P<0.05; ** P<0.01; *** P<0.0001.
+

d

3.5. Somatic complaints
3.5.1. Demographics/socio-economics, life-style

A

s shown in Table 4.1, elderly from Lithuania, Portugal and Spain reported
higher levels of somatic complaints than those from Germany, Greece, Italy
and Sweden.
The oldest groups (7579, 8084 years) reported more somatic complaints than the younger (6064, 6569, 7074 years).
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Female, widow/er, migrant and low educated participants reported more
somatic complaints than counterparts. In addition, elderly living alone, with
other persons (e.g. daughter) and in other housing (e.g. homes for elderly
people), housewives/husbands, skilled agricultural/forestry/fishery workers
and who had assemblers/elementary occupations scored high in somatic complaints. Similar findings were found among elderly financially supported by
social/sick-leave/other pension benefits and spouses/partners income, who
still working and were financially strained. Finally, elderly who did not smoke
and drink reported higher levels of somatic complaints than counterparts.
There were no other significant differences.

3.5.2. Household, BMI, health, social support

A

s shown in Table 4.2, household size was negatively correlated with somatic complaints, suggesting that the lower the household the higher the level
of somatic complaints.
BMI, health care use, and depressive and anxiety symptoms were positively correlated with somatic complaints, indicating that the higher the scores
in these variables the greater the levels of somatic complaints.
Social support was negatively correlated with somatic complaints, suggesting that the lower the scores in this variable the greater the levels of
somatic complaints.

3.5.3. Somatic complaints by abuse, injury

As shown in Table 4.3, elderly exposed to all forms of abuse and injuries

reported higher levels of somatic complaints than non-exposed.

3.5.4. Factors associated with somatic complaints

A

s shown in Table 4.4, being from Lithuania and Portugal were associated
with high levels of somatic complaints and being from Sweden the opposite.
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Similarly, being aged 7579 and 8084 years, widow/er, living in other
housing (e.g. housing for elderly persons), having financial support by social/sickness/other pension benefits, BMI, health care use, scoring low in
social support, scoring high in depressive and anxiety symptoms, and exposure to psychological and sexual abuse and injuries were associated with high
levels of somatic complaints. Being a male was associated with decreased
levels of somatic complaints.

3.5.5. Tables
Table 4.1. Somatic complaints by demographic-socio-economic and life-style variables.
Variables
Country
Germany
Greece
Italy
Lithuania
Portugal
Spain
Sweden
Age groups
6064
6569
7074
7579
8084

n

Mean (s.d.)

648
643
628
630
656
636
626

12.3 (12.30)
16.6 (15.46)
12.7 (10.84)
21.4 (14.40)
22.5 (16.61)
19.3 (17.30)
9.4 (10.08)

1,124
1,088
961
749
545

13.5
14.5
17.5
19.6
19.0

2,559
1,908

19.0 (15.79)
19.0 (15.79)

Marital status
Single
Married/Cohabitant
Divorced/Separated
Widow/er

270
2,903
343
950

15.1 (13.49)
14.4 (13.23)
17.8 (17.37)
21.6 (16.99)

Migrant background
Yes
No

4,211
238

16.4 (14.88)
13.6 (12.46)

Sex
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Somatic complaints a

Female
Male

(13.23)
(14.20)
(15.30)
(16.25)
(14.58)

2-values
P<0.0001

P<0.0001

P<0.0001

P<0.0001

P=0.0243

Table 4.1. Continued.
Variables
Living situation
Alone
Spouse/partner
Spouse/partner/other b
Other c
Habitation
Own
Rental
Other d
Education
Cannot read/write
Without any degree
Less than primary school
Primary school/similar
Secondary school/similar
University/similar
Other e
Profession
Managers/professionals/assistant professionals
Clerical support/sale workers
Skilled agricultural/forestry/fishery workers
Assemblers/elementary occupations
Housewife/husband
Armed forces
Financial support
Work
Work pension
Social/sickleave/other pension benefits f
Spouse/partner income
Other g
Still working (paid work)
Yes
No
Financial strain
Yes
No
Smoking
Yes
No
Drinking
Yes
No

Somatic complaints a
n

Mean (s.d.)

1,078
2,208
706
457

18.8 (16.21)
14.2 (13.09)
14.9 (13.48)
22.3 (17.84)

3,392
930
143

15.8 (14.55)
17.3 (15.12)
20.0 (16.73)

136
187
338
1,092
1,782
855
73

25.9 (18.78)
24.5 (18.11)
22.3 (18.69)
18.0 (14.98)
14.6 (13.25)
11.5 (11.25)
15.1 (12.37)

1,217
1,214
707
570
656
45

12.7 (12.10)
14.3 (13.55)
18.3 (15.20)
20.5 (17.21)
20.7 (16.08)
12.7 (17.38)

2,939
542
243
627
110

15.2 (13.71)
10.8 (11.65)
27.2 (19.22)
21.1 (16.22)
16.6 (14.85)

3,518
751

16.8 (14.87)
11.8 (12.29)

1,605
2,857

12.1 (12.20)
18.5 (15.54)

3,927
536

16.4 (14.83)
14.6 (14.19)

1,598
2,866

20.0 (16.55)
14.0 (13.14)

2-values
P<0.0001

P=0.0002

P<0.0001

P<0.0001

P<0.0001

P<0.0001
P<0.0001
P=0.0017
P<0.0001

=GBB24, 096; b=e.g. daughter; c=e.g. daughter; d=e.g. housing for elderly;
=e.g. art school; f=e.g. sick pension; g=e.g. own capital.

a
e

65

Table 4.2. Correlations b between somatic complaints, household size, BMI, health variables
(e.g. depressive symptoms) and social support.
Variables

Somatic complaints a

Household size d
BMI e
Health care use f
Depressive symptoms g
Anxiety symptoms g
Social support h

0.0429 * c
0.1483 *
0.2717 *
0.4620 *
0.4673 *
0.2180 *

=GBB-24, 0-96; b=Spearmann correlation; c=correlation coefficients;
=number of people in the household; e=Body mass index;
f
=number of health care contacts; g=HADS, 0-21; h=MSPSS, 12-84; * P<0.05.
a

d

Table 4.3. Somatic complaints by abuse type and injury.
Variables

Somatic complaints a
n

Mean (s.d.)

Psychological b
No
Yes

3,584
883

15.2 (14.05)
20.4 (16.78)

Physical c
No
Yes

4,350
117

16.0 (14.56)
22.5 (19.82)

Sexual d
No
Yes

4,436
31

16.1 (14.62)
34.4 (21.92)

Financial e
No
Yes

4,292
175

16.0 (14.62)
20.7 (17.45)

Injury f
No
Yes

4,433
34

16.2 (14.75)
25.3 (13.99)

2-values
P<0.0001

P<0.0001

P<0.0001

P<0.0001

P<0.0001

=GBB-24, 0-96; b=e.g. undermined or belittled what you do; c=e.g. kicked you;
=e.g. touched you in a sexual way against your will;
e
= e.g. tried to make you give money, possessions or property;
f
=e.g. you passed out from being hit on the head.
a

d
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Table 4.4. Multivariate linear regression analysis, un-standardized betas, β; standard error,
(SE), of the associations between demographic/socio-economics, life-style, household size,
health variables (e.g. depressive symptoms), social support, abuse and somatic complaints.
Independent variables
Country b
Greece
Italy
Lithuania
Portugal
Spain
Sweden
Germany+
Age groups b
6569 years
7074 years
7579 years
8084 years
6064+
Sex b
Male
Female+
Marital status b
Married/Cohabitant
Divorced/separated
Widow/er
Single+

Somatic complaints a β (SE)
0.64 (0.81)
0.95 (0.73)
4.13 (0.77)***
3.88 (0.71)***
1.04 (0.87)
2.45 (0.70)***

0.43 (0.52)
0.31 (0.57)
2.90 (0.62)***
2.76 (0.70)***

2.88 (0.42)***

2.02 (1.34)
0.95 (0.95)
1.81 (0.85)*

Migrant background b
Yes
No+

0.81 (0.78)

Living situation b
Spouse/partner
Spouse/partner/other d
Other e
Alone+

1.30 (1.25)
1.24 (1.40)
0.68 (0.8)

Habitation b
Rental
Other f
Own+

0.16 (0.48)
2.14 (1.05)*
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Table 4.4. Continued.
Independent variables

Somatic complaints a β (SE)

Education b
Without any degree
Less primary school
Primary school/similar
Secondary school/similar
University /similar
Other g
Cannot read nor write+

0.21 (1.57)
0.57 (1.43)
0.06 (1.37)
1.67 (1.39)
2.09 (1.48)
0.41 (1.99)

Profession b
Clerical support/sale workers
Skilled agricultural/forestry/fishery workers
Assemblers/elementary occupations
Housewife/husband
Armed forces
Managers/professionals/assistant professionals +

0.30 (0.57)
0.97 (0.67)
0.70 (0.73)
1.17 (0.91)
1.43 (1.67)

Financial support b
Working
Social/sickleave/other pension benefits h
Spouse/partner income
Other i
Work pension+

0.42 (0.86)
7.09 (0.83)***
0.51 (0.76)
0.11 (1.18)

Still working (paid work) b
Yes
No+

1.03 (0.74)

Financial strain b
Yes
No+

0.51 (0.41)

Smoking b
Yes
No+

0.09 (0.55)

Drinking b
Yes
No+

0.30 (0.42)

Household size c, j
BMI c, k
Health care use c, l
Depressive symptoms c, m
Anxiety symptoms c, m
Social support c, n

0.11 (0.22)
0.26 (0.04)***
10.41 (0.84)***
4.42 (0.44)***
5.73 (0.40)***
0.35 (0.17)*

Psychological abuse b, o
Yes
No+

2.73 (0.46)***
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Table 4.4. Continued.
Independent variables
Physical abuse b, p
Yes
No+

Somatic complaints a β (SE)
0.67 (1.21)

Sexual abuse b, q
Yes
No+

7.82 (2.33)**

Financial abuse b, r
Yes
No+

0.51 (0.92)

Injury b, s
Yes
No+

7.37 (2)***

=Baseline; a=GBB24, 096; b=categorical variables; c=continuous variables;
=e.g. daughter; e=e.g. daughter; f=e.g. housing for elderly people; g=e.g. art school;
h
=e.g. sick pension; i=e.g. own capital; j=number of people in the household;
k
=body mass index; l=number of health care visits; m=HADS, 021; n=MSPSS, 1284;
o
=e.g. undermined or belittled what you do; p=e.g. kicked you; q=e.g. touched you in a
sexual way against your will; r= e.g. tried to make you give money, possessions or property;
s
=e.g. you passed out from being hit on the head.
* P<0.05; ** P<0.01; *** P<0.0001.
+

d

3.6. Quality of life
3.6.1. Demographics/socio-economics, life-style

As shown in Table 5.1, elderly from Germany, Spain and Sweden experi-

enced greater quality of life (QOL) than those from Greece, Italy, Lithuania
and Portugal.
The younger groups (6064, 6569 years) experienced higher QOL than
the older (7074, 7579, 8084 years).
Male, married/cohabitant, migrant and high educated participants experienced greater QOL than counterparts. In addition, elderly who were managers/professionals/assistant professionals and in the armed forces and lived
with spouses/partners and spouses/partners/others scored high in QOL. Simi69

lar findings were found among elderly who still working, had financial support by work, reported no financial strain and had their own habitation. Finally, elderly who did not smoke experienced higher QOL than smokers,
whereas the opposite was observed concerning the use of alcohol. There were
no other significant differences.

3.6.2. Household, BMI, health, social support

A

s shown in Table 5.2, household size was positively correlated with quality of life (QOL), suggesting that elderly who lived in large households experienced greater QOL than those who lived in small households/alone.
BMI, depressive, anxiety and somatic symptoms were negatively correlated with QOL, indicating that the higher the scores on these variables, the
lower the experienced QOL. Social support was positively correlated with
QOL, suggesting that the higher the scores on this variable, the greater the
experienced QOL. No significant correlation was found between QOL and
health care use.

3.6.3. Quality of life by abuse, injury

As shown in Table 5.3, elderly exposed to psychological and physical abuse,

and injuries experienced lower QOL than non-exposed. There were no significant differences concerning sexual and financial abuse.

3.6.4. Factors associated with quality of life

As shown in Table 5.4, being from Greece, Italy, Lithuania, Portugal, Spain

and Sweden was associated with decreased QOL, and this was particularly
evident for Greece. Similarly, having financial support by social/sickness/
other pension benefits and spouses/partners income, being financially strained,
scoring high in depressive, anxiety and somatic symptoms, and being exposed to psychological abuse were associated with decreased QOL. Increased
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QOL was associated with being younger (6569 years) and in the armed forces,
having no educational degree, using alcohol and scoring high in social support.

3.6.5. Tables
Table 5.1. Quality of life by demographic/socio-economic and life-style variables.
Variables

Quality of Life a
n

Mean (s.d.)

536
571
570
630
585
634
622

77.8 (12.27)
54.4 (11.92)
69.4 (12.51)
61.7 (11.47)
66.1 (13.04)
71.8 (16.58)
72.4 (12.33)

1,051
1,027
878
682
510

69.7 (14.05)
69.5 (14.24)
66.7 (14.98)
66.0 (14.93)
63.2 (15.539

2,364
1,784

66.4 (15.00)
69.5 (14.27)

Marital Status
Single
Married/Cohabitant
Divorced/Separated
Widow/er

248
2,716
321
863

66.3 (15.15)
70.1 (13.81)
64.6 (15.00)
61.5 (15.47)

Migrant background
Yes
No

214
3,918

69.3 (14.83)
67.6 (14.11)

Living situation
Alone
985
Spouse/partner
2,062
Spouse/partner/other b 663
423
Other c

64.0 (15.15)
70.7 (13.66)
68.6 (13.95)
60.3 (15.67)

Country
Germany
Greece
Italy
Lithuania
Portugal
Spain
Sweden
Age groups
6064
6569
7074
7579
8084
Sex

Female
Male

2-values
P<0.0001

P<0.0001

P<0.0001

P<0.0001

P=0.0296

P<0.0001
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Table 5.1. Continued.
Variables

Quality of Life a
n

Mean (s.d.)

Habitation
Own
Rental
Other d

3,160
855
132

68.2 (14.41)
66.0 (15.56)
65.0 (17.61)

Education
Cannot read/write
Without any degree
Less than primary school
Primary school/similar
Secondary school/similar
University/similar
Other e

130
180
313
1,023
1,628
811
62

61.2 (17.92)
67.3 (17.98)
62.4 (16.00)
65.1 (14.57)
68.2 (13.61)
72.9 (13.66)
69.8 (13.52)

Profession
Managers/professionals/assistant professionals
Clerical support/sale workers
Skilled agricultural/forestry/fishery workers
Assemblers/elementary occupations
Housewife/husband
Armed forces

1,145
1,108
647
546
607
41

71.7 (13.81)
69.4 (13.91)
66.2 (14.27)
62.3 (15.26)
62.9 (15.23)
74.4 (14.93)

Financial support
Work
Work pension
Social/sick-leave/other pension benefits f
Spouse/partner income
Other g

515
2,725
226
578
99

72.0 (13.62)
68.3 (14.21)
59.6 (16.93)
64.1 (15.51)
67.2 (14.27)

Still working (paid work)
Yes
No

711
3,244

72.1 (13.51)
66.6 (14.79)

Financial strain
Yes
No

2,654
1,490

64.8 (13.63)
72.9 (14.60)

Smoking
Yes
No

499
3,646

65.9 (14.52)
67.9 (14.80)

Drinking
Yes
No

2,649
1,497

70.3 (13.35)
63.1 (15.93)

a

2-values
P=0.0009

P<0.0001

P<0.0001

P<0.0001

P<0.0001
P<0.0001

P<0.0001

P<0.0001

=WHOQOL-OLD, 0-100; b=e.g. daughter; c= e.g. daughter;
=e.g. housing for elderly; e=e.g. art school; f=e.g. sick pension; g=e.g. own capital.

d

72

Table 5.2. Correlations b between quality of life, household size, BMI, health variables
(e.g. depressive symptoms) and social support.
Variables

Quality of Life a

Household size d
BMI e
Health care use f
Physical complaints g
Depressive symptoms h
Anxiety symptoms h
Social support i

0.0666* c
0.05826*
0.0038
0.4172*
0.6718*
0.4859*
0.3535*

=WHOQOL-OLD, 0-100; b=Spearmann correlation; c=correlation coefficients;
=number of persons in the household; e=body mass index;
f
=number of health care contacts; g=GBB-24, 0-96; h=HADS, 0-21; i=MSPSS, 12-84;
* P<0.05.
a

d

Table 5.3. Quality of life by abuse type and injury.
Variables

Quality of Life a
n

Mean (s.d.)

Psychological b
Yes
No

835
3,313

64.4 (15.12)
68.5 (14.59)

Physical c
Yes
No

111
4,037

61.6 (18.88)
67.8 (16.42)

Sexual d
Yes
No

31
4,117

62.1 (19.10)
67.7 (14.74)

Financial e
Yes
No

171
3,986

62.5 (34.06)
67.7 (14.60)

Injury f
Yes
No

29
4,119

55.0 (17.29)
67.7 (14.73)

2-values
P<0.0001

P=0.0022

P=0.0691

P=0.7327

P<0.0001

=WHOQOL-OLD, 0-100; b=e.g. undermined or belittled what you do; c=e.g. kicked you;
=e.g. touched you in a sexual way against your will; e=e.g. tried to make you give money,
possessions or property; f=e.g. you passed out from being hit on the head.

a

d
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Table 5.4. Multivariate linear regression analysis, un-standardized betas, β; standard error,
(SE),
of the associations between demographic-socio-economics, life-style, household size,
health variables (e.g. depressive symptoms), social support, abuse and quality of life.
Independent variables

Quality of Life a β (SE)

Country b
Greece
Italy
Lithuania
Portugal
Spain
Sweden
Germany +

17.74 (0.90)***
7.20 (0.81)***
9.19 (0.84)***
6.45 (0.80)***
2.01 (0.94)*
6.48 (0.77)***

Age groups b
6569 years
7074 years
7579 years
8084 years
6064 +

1.33 (0.57)*
0.76 (0.62)
0.52 (0.68)
1.22 (0.75)

Sex b
Male
Female +

0.71 (0.46)

Marital status b
Married/Cohabitant
Divorced/Separated
Widow/er
Single +

0.70 (1.47)
1.38 (1.03)
0.38 (0.86)

Migrant background b
Yes
No +

0.08 (0.9)

Living situation b
Spouse/partner
Spouse/partner/other d
Other e
Alone +

1.88 (1.38)
0.70 (0.51)
1.12 (1.12)

Habitation b
Rental
Other f
Own+

0.97 (1.50)
1.70 (0.83)
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Table 5.4. Continued.
Independent variables
Education b
Without any degree
Less than primary school
Primary school/similar
Secondary school/similar
University/similar
Other g
Cannot read/write +

Quality of Life a β (SE)
4.43 (1.70)
2.10 (1.55)
1.84 (1.48)
1.86 (1.51)
2.73 (1.61)
1.70 (2.16)**

Profession b
Clerical support/sale workers
Skilled agricultural/forestry/fishery workers
Assemblers/elementary occupations
Housewife/husband
Armed forces
Managers, professionals/associated professionals+

0.24 (0.61)
0.12 (0.72)
0.50 (0.78)
1.07 (0.99)
4.94 (1.81)**

Financial support b
Work
Social/sickleave/other pension benefits h
Spouse/partner income
Other i
Work pension +

1.16 (0.93)
2.83 (0.89)**
2.47 (0.85)**
1.65 (1.28)

Still working (paid work) b
Yes
No +
Financial strain b
Yes
No +

0.95 (0.80)

1.36 (0.44)**

Smoking b
Yes
No +

0.15 (0.60)

Drinking b
Yes
No +

1.24 (0.45)**

Household size c, j
BMI c, k
Health care use c, l
Somatic complaints c, m
Depression c, n
Anxiety c, n
Social support c, o

0.02 (0.05)
0.35 (0.20)
0.64 (0.92)
3.00 (0.41)***
8.88 (0.49)***
3.14 (0.45)***
2.44 (0.18)***
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Table 5.4. Continued.
Independent variables
Psychological abuse b, p
Yes
No +
Physical abuse b, q
Yes
No +
Sexual abuse b, r
Yes
No +

Quality of Life a β (SE)
1.55 (0.20)**

0.23 (1.24)

0.11 (2.39)

Financial abuse b, s
Yes
No +

1.90 (1.01)

Injury b, t
Yes
No +

3.95 (2.20)

=comparison categories; a=WHOQOL-OLD, 0-100; b=categorical variables;
=continuous variables; d=e.g. daughter; e=e.g. daughter; f=e.g. housing for elderly people;
g
=e.g. art school ;h=e.g. sick pension; i=e.g. own capital;
j
=number of persons in the household; k=Body Mass Index;
l
=number of health care visits; m=GBB-24, 0-96; n=HADS, 0-21; o=MSPSS, 12-84;
p
=e.g. undermined or belittled what you do; q=e.g. kicked you;
r
=e.g. touched you in a sexual way against your will;
s
= e.g. tried to make you give money, possessions or property;
t
=e.g. you passed out from being hit on the head.
* P<0.05; ** P<0.01; *** P<0.0001.
+

c
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4. DISCUSSION
4.1. Prevalence

As shown in Table 1.1, across countries, the most common form of abuse

was psychological followed by financial and physical. Sexual abuse and injuries occurred less often. More men than women reported psychological,
physical and financial abuse, and the opposite in sexual abuse and injuries.
On the country level, psychological abuse occurred more often in Sweden and Germany. Physical abuse occurred more often in Sweden and Lithuania. Sexual abuse occurred more often in Greece and Portugal. Financial abuse
occurred more often in Portugal and Spain. Injuries occurred more often in
Lithuania and Greece.
More men than women were exposed to psychological abuse in Sweden,
Germany and Italy, and the opposite in the other countries. More men than
women were exposed to physical abuse in Sweden, Germany and Portugal,
and the opposite in other countries. More women than men were exposed to
sexual abuse in all countries, except Spain. Men were more exposed to financial abuse than women in all countries, except in Greece and Spain. Women
were more exposed to injuries than men in all countries, except in Spain and
Sweden.
Finally, it was estimated that about 345,000 older persons (6084 years)
had experienced abuse (including injuries) during the past 12 months in the
urban centres assessed.
Our data on abuse and injuries are difficult to compare with that of other
studies.1519, 2168 Most studies differ from ours in methods (e.g. abuse definition), do not compare the scope and extent of abuse between countries, and
sexual abuse and injuries are seldom assessed. Notwithstanding, except for
psychological abuse, our abuse rates tend to be lower and in some cases much
lower.3064
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There are however some studies that share similarities with our study
(general population).1519,2129,6568 In general, our psychological abuse figures
are higher, and physical and financial abuse lower. No major differences were
found regarding sexual abuse. A comparison of injuries was not possible as
they tend not be assessed in these studies. Our findings concerning gender
differences in abuse are similar to some studies and contrary to others. Discrepancies between our findings and those of other studies are in most cases
related to dissimilarities concerning, for instance, the age of the samples and
reporting willingness, and only two studies addressed the prevalence of abuse
in various countries, of which one pertain to women.
Our abuse figures are higher than those reported in the UK study,67 which
involve abuse in England, Wales, Scotland and North Ireland, and is the study
most similar to ours in terms of for instance comparison between countries
with both genders. For example, while the UK study67 report that 0.7% of
their participants were exposed to psychological/physical/sexual abuse, the
figures in our study amount to 11.4%. Part of the explanation for the discrepancies may be differences in the age range of the participants in both studies.
In our study, the participants are aged 6084 years and in the UK study67 66
years and over. Usually abuse tends to be higher in the younger than in the
older age groups. Differences in the willingness to disclose abuse may also
explain part of the differences. Finally, our study collects information about
52 abuse items, whereas the UK study67 only assessed 32 items, leaving important facets of abuse not addressed.
Thus, although there are differences between our data and those of other
studies, the general picture indicates that elderly abuse is relatively common,
not least psychological abuse.
As shown in the bivariate analyses (Tables 1.2 and 1.3), the experience
of abuse and injuries differed in relation to a range of demographic/socioeconomic (e.g. age), life-style (e.g. alcohol use) and other variables (e.g. social support).
Following multivariate regressions (Table 1.4) showed however that only
being from Greece, Italy, Portugal and Spain, aged 7579/8084 years, married/cohabitant, male and supported financially by spouses/partners income,
not experiencing financial strain, living in rented housing, using alcohol, tobacco and health care, scoring high in somatic and anxiety symptoms, and
low in social support were associated with abuse and injuries.
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Being from Portugal and Greece was associated with increased risk
for financial and sexual abuse, respectively. Being from Greece, Italy, Portugal and Spain was associated with decreased risk for psychological abuse,
and being from Italy and Portugal with decreased risk for physical abuse.
Apart from financial and sexual abuse, elderly in Germany were at increased risk for psychological and physical abuse compared with elderly in
the other countries. Part of the explanation may be that in Germany elderly
were more willing to disclose such experiences than elderly in the other countries. It is also possible that perceptions of what is psychological and physical
abuse differed between the countries. The psychological and physical acts
may have been more experienced as reflecting abuse in Germany than in the
other countries. Another explanation may be differences in elderly empowerment. It is possible that elderly in Germany felt less empowered than those in
the other countries and, thus, were at higher risk for abuse. The reverse
may be also possible. It is also plausible that our findings reflect that Germany is a more violent society. Some support for this was presented in a
recent survey regarding the burden of crime in 18 EU countries (10 common
crimes), although crime surveys differ in various ways (e.g. methodological)
from surveys as ours. According to this survey, Germany on average has a
higher prevalence of crime than Greece, Italy, Portugal and Spain.111
In contrast, elderly in Greece were at higher risk for sexual abuse.
These findings partly corroborate observations from the abovementioned crime
survey,111 which reported a higher prevalence of sexual incidents, particularly
against women, in Greece than in Italy, Portugal and Spain. Contrary to this
survey, we did not found an elevated prevalence of sexual abuse in Germany
and Sweden. Part of the explanation may be that in our sample, the elderly in
Greece experienced the described sexual behaviours as more unacceptable
and reflecting abuse than the elderly in the other countries. It is also possible
that the elderly in Greece had a higher readiness to report the sexual incidents
than elderly in the other countries. In any case, measuring sexual abuse is
extremely difficult, and therefore, our findings need to be interpreted with
great caution. The more so in view that sexual abuse was not that common,
that there were no major differences between women and men, and that in
one case (Spain) men complained more of sexual abuse than women.
Also in contrast, elderly in Portugal were at higher risk for financial
abuse. This apparently at odds with the abovementioned crime survey,111 which
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indicated that Portugal has one of the lowest crime levels in Europe, although
financial abuse per se was not addressed, but theft and burglary. A possible
explanation could be the economic situation in Portugal. Portugal is faring
worse economically than many other countries in Europe (e.g. Germany, Spain)
and this may have lead to an increased likelihood for financial abuse, particularly against older persons who in general are more defenceless and vulnerable than younger.112115
Our findings on the relation between country and abuse differ from those
of a recent study conducted in the UK about mistreatment of older persons in
England, North Ireland, Scotland and Wales.67 This study which bears similarities with ours (e.g. general population) report lower rates of total abuse,
but also by country. Additionally, to the extent that there were differences
between countries concerning the prevalence of abuse, they pertained to men
in Scotland being more exposed to neglect. As suggested previously the discrepancies may be due to methodological differences (e.g. number of abuse
items addressed).
Elderly aged 8084 years were at higher risk for financial abuse than
counterparts, whereas elderly aged 7579/8084 years were at lower risk
for psychological abuse. The findings concerning financial abuse may be related to effects of reporting among older cohorts and victim/perpetrator factors. It is possible that the oldest participants were more willing to disclose
the financial abuse than the youngest. Another explanation could be that the
elderly aged 8084 years compared with the younger counterparts had more
physical and/or mental impairments and less social support, and thus were at
greater risk for financial abuse. It is also plausible that the perpetrators
were financial dependent on the elderly (e.g. daily living) and/or had problems (e.g. substance abuse), and thus more prone to abuse the elderly financially. Data from other studies, although not always pertaining to financial abuse, indicate that the abovementioned factors pertaining to victims16,41,52,65,66,7081,93,103 and perpetrators39,40,42,43,61,77,8391 increase the risk for
abuse. However, the relationship between increased age and abuse is not consistent across all studies.18,43,52 Concerning the relationship between the decreased risk for psychological abuse and the age groups 7579/8084 years,
one could speculate that the older people are the more immune they became
against psychological abuse.
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Being male was associated with increased risk for financial abuse. This
may be due to that men compared to women were more financially empowered and more likely to manage financial matters, and thus run a higher risk
for financial abused. It is also possible that women under-reported financial
abuse as they may have been more tolerant of financial abusive acts or interpreted such acts as the provision of financial help to their adult children or
grandchildren, a finding found in elderly Latino Americans.116 Further, factors related to the victims (social isolation, physical and/or mental impairments)16,41,52,65,66,7081,93,103 and perpetrators (social isolation, financial dependency, psychopathology)39,4043,61,77,8391 may have increased the elderlys vulnerability to financial abuse, although these studies do not always involve
financial abuse. Interestingly, the data regarding gender differences in abuse
among elderly are inconsistent, with some authors reporting more abuse (any
kind) against women18,43,52 and others no differences.19
Being married/cohabitant was associated with increased risk for physical abuse. As indicated earlier most physical abuse was perpetrated by spouses/
partners. Thus, our findings may be reflective of this situation. Several plausible explanations are possible such as a prolonged, poor marriage relationship at various levels (e.g. expression of emotions), the actual abuse is part of
a long-term, ongoing abusive relationship, burden of care-giving, physical
and/or mental impairments among the victims, and psychopathology and economic dependency among perpetrators. For instance, if a spouse/partner is
the caregiver, this could lead to high discontentment and stress, particularly if
the care-giving spouse/partner has her/his own physical and/or mental problems to grapple with. Over time this would become too much to bear and
result in abuse. In any case, the perpetrators of physical abuse are often spouses/
partners and several of the abovementioned factors have been associated with
an increased risk for abuse, including physical.19,22,39,4043,52,61,6567,68,7781,8391
Living in rented housing was associated with increased risk for psychological abuse. Living in rented housing may be an indicator of poor socioeconomic conditions, which could be a ground for the occurrence of abuse. It
may also reflect living arrangements, with overcrowded conditions and a lack
of privacy, which could predispose to abuse. This issue, as far as we know,
has not been addressed in relation to elderly abuse. However, data from various populations, including elderly, suggest that poor socio-economic conditions and economic dependency, distress or deprivation seem to be related to
various forms of abuse.1,18,25,66,117121
81

Elderly financially supported by spouses/partners income were at higher
risk for sexual abuse than counterparts. Slightly over 14% of the elderly
reported living on their spouses/partners income. This suggesting that they
did not had personal income (e.g. pension benefits) or that their income was
very low. These elderly may have been thus dependent on spouses/partners in
a range of areas such as living expenses, accommodation and health care.
Data from various populations, including elderly, indicate that poor socioeconomic conditions and economic dependency, distress or deprivation seem
to be related to various forms of abuse.1,18,25,66,117121 In our case, one could
speculate that the economic empowered spouses/partners enforced their
sexual will on their companions which were not able to resist it due to
their economic dependency, e.g. they could have been afraid of losing the
economic support.
Elderly not experiencing financial strain were at lower risk for psychological abuse. In this context, not experiencing financial strain implies no
financial difficulties and/or being economic empowered, at least subjectively
experienced. Findings, not necessarily involving elderly and men, indicate
that economic empowerment/autonomy has protective impacts on abuse,
although in some contexts it may be a risk factor.1,122 Thus, among elderly,
not experiencing financial strain may have a protective impact on abuse.
Elderly who had paid work were at increased risk for sexual abuse,
suggesting that the abuse may have occurred at the workplace and/or in conjunction with work activities. The rates of sexual abuse at work among elder
workers are not well known. Most studies concern sexual harassment and
focus on womens experiences, but apparently men are also exposed to such
acts.123 A survey with 21,703 workers in 15 EU Member States reported that
2% had been exposed to sexual harassment.124 A review concerning sexual
harassment in 11 European countries in various work branches and national
samples reported rates of harassment against women between 290% depending on the branch and country, whereas for men the rates varied between
151%.125 Several models have been put forward to explain sexually abusive
acts at the workplace. For example, organizational attributes (e.g. anonymity) seem to influence not only the presence of workplace sexually abusive
acts, but also the specific form in which they manifest.126
Using alcohol was associated with increased risk for psychological
abuse and tobacco use with a lower risk for injuries. With regard to alco-
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hol, a range of studies have found a relation between use of alcohol and abuse
(both perpetrators and victims), largely in youth and domestic abuse, but the
relation is not linear. Indeed, the relation between alcohol and abuse is complex and moderated by several factors such as the amount of alcohol used,
previous experiences of abuse and psychological abnormalities.127 However,
there is a lack of studies concerning the relation between older people, alcohol use and abuse, and the shortage is evident concerning alcohol use by
older people who are abused. Nevertheless, a study suggests that impaired
judgement and memory due to harmful alcohol use by older persons may
leave them more vulnerable to abuse, but it also possible that older persons
use alcohol to cope with abuse.128 Another study suggests that care-givers
may encourage older persons to drink in order to abuse them.129
Tobacco use was related to a decreased risk for injuries. As far as we
know the association between older persons, tobacco use and abuse has not
been addressed previously. Some studies have found a relation between smoking and abuse, but in a reverse way. Abused men and women in the US naval
services were found to be more nicotine dependent than non-abused,130 and
domestic violence (mainly against women) has been associated with higher
odds for smoking.131 Thus, our findings are at odds with these studies, although they do not involve elderly. An explanation could be that we are facing a random association.
Using frequently health care was associated with increased risk for
psychological and sexual abuse. Although it is possible that frequent users of
health care, suggesting physical/psychological weaknesses and dependency,
may be more vulnerable to abuse than counterparts, a more likely explanation is a reverse pattern. That is, psychological and sexual abuse leads to
various health problems, which in turn result in a frequent use of health care.
In any case, studies have shown that there is an association between a frequent use of health care and abuse.132,133
Scoring high in anxiety symptoms was associated with increased risk
for all forms of abuse and injuries. A plausible explanation could be that
anxiety with its cognitive, physical and emotional symptoms, and the needs
and demands of the anxious elderly may have lead to a great deal of discontentment, anger, burden and strain among those around her/him, which with
time could have resulted in abuse. A reverse pattern is also possible. That is,
abuse and injuries could have led to anxiety. As shown elsewhere (see sec-
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tion on anxiety) this may be the case for psychological abuse. Thus, our results seem to suggest that anxiety is a precursor of abuse and injuries, and
a cause and effect of psychological abuse. In any case, elderly abuse
seems to co-exist with distress/anxiety.98
Scoring high in somatic complaints was associated with increased risk
for psychological and physical abuse, and injuries. Somatic complaints are
very common, not least among elderly.134145 Additionally, somatic disconforts
(e.g. diziness, pains) are found in people with multiple health problems, including anxiety and depression, suggesting that physical and mental disorders are intertwined.146-155
Our findings indicate that the elderly may suffer from multiple health
problems (see the other health sections). In any case, the presence of somatic
symptoms may have led to great discontentment, anger, stress and burden
among those around the diseased elderly, but also dependency on them.
This over time could have resulted in abuse and injuries. Data show that
dependency due to physical and cognitive deficiencies52,7780 and depression/
trauma/poor health65,66,81 are risk factors for abuse. Further, abuse seems to
co-exist with depression/anxiety/poor health.40,49,52,92-98,100,101 A reverse pattern
is also possible. The abuse, in particular physical abuse and injuries, may
have led to the experience of somatic symptoms. The more so as, for example, some of the somatic symptoms (body aches) may be directly related to
lesions caused by the sustained injuries (e.g. had a sprain, bruise, or small cut
because of a fight). Thus, somatic symptoms may be both a source and an
effect of abuse, depending on the type (see section on somatic complaints).
Low scores in social support were associated with increased risk for
psychological and financial abuse, and injuries. This apparently in line with
other studies, which observed an association between lack of/reduced social
support and increased risk for mistreatment.16,41,66,7077,93,103 However, a reverse pattern is also possible, i.e. abuse led to lack of/reduced social support.
Interestingly, lack of social support (e.g. not feeling cared for, valued
and being part of a network of relationships) impacts negatively on the wellbeing of older persons. The negative impact may be particularly evident if the
elderly are dependent on others for daily activities, companionship, and care
for their physical/mental health. Research indicates that lack of social support leads in the long-term to increases in disease susceptibility and risk of
mortality across many leading causes of death among older persons,156159 and
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longer hospital or nursing home stays.160162 One could speculate on a complex causal pattern going from lack of social support to decreased physical/
mental health, which in turn, over time would result in increased likelihood
for abuse due to dependency on care-givers and care-giver burdens. Findings
indicate that persons who are dependent on care-givers because of physical/
mental deficiencies and report depression/trauma/poor health are at increased
abuse risk. 52,65,66, 7781

4.2. Perpetrators

A

s shown in Table 1.5, across countries, spouses/partners accounted for
most of the psychological and physical abuse, and injuries (37.8%). Our figures are both lower and higher than those presented in other studies.19,39,67,68
This may pertain to, for instance, differences in reporting rates and the number
of elderly people living alone.
A constellation of significant others, i.e. offspring/grandchildren, other
relatives and friends/acquaintances/neighbours, accounted for 20.6% of the
psychological abuse and 11.3% of the physical abuse, and 9.2% of the injuries. These figures tend to be lower than those observed in other studies.67,68
This may be related to, for example, differences in reporting rates and number
of elderly with offspring/grandchildren.
Others (e.g. care staff) accounted for 21% of the psychological abuse
and 31.7% of the physical abuse, and 27.6% of the injuries. These figures are
both higher and lower than those shown in other studies,19,67,68 which may be
due, for instance, differences in reporting rates and the magnitude of contacts
with others.
A different pattern was observed concerning financial abuse where the
main perpetrators were others (61.7%). These figures are at odds with those
of other studies where financial mistreatment is mainly perpetrated by partners/spouses and/or family members.67,68 An explanation could be, for instance, that many of the victims live alone and are widows/er, and to the
extent that financial abuse occurs it would be mainly perpetrated by other
individuals that have a relation with the victims, i.e. others (e.g. care staff).
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Differences between studies in reporting rates may also be part of the explanation.
Most sexual abuse was perpetrated by friends/acquaintances/neighbours
(30.3%), others (27.3%) and spouses/partners (24.2%). Our figures are discordant with other studies regarding the rates, particularly in relation to the
role of friends/acquaintances/neighbours and others in such abuse. Indeed,
in general, sexual abuse tends to be mainly perpetrated by spouses/partners.67,68
An explanation could be, for instance, that many of the victims live alone and
are widows/er, and to the extent that sexual abuse occurs it would be mainly
perpetrated by other individuals that are near and have a relation with the
victims, i.e. friends/acquaintances/neighbours and others. Differences between studies in reporting rates may also be part of the explanation.
The reasons that conducted the present constellation of perpetrators in
abusing the elderly were not addressed here. Notwithstanding, our results
indicate that having a spouse/partner is closely related to abuse, a finding
also found by others.19,39,67,68 One could speculate, for instance, that the abuse
was due to a prolonged, poor marriage relationship at various levels (e.g.
expression of emotions) and burden of care-giving, and was part of a longterm, ongoing abusive relationship. As to the other perpetrators, financial
dependency on the victims (e.g. accommodation)39,77,8387 and psychopathology (e.g. substance abuse)39,40,42,43,61,77,84,8891 may have played a role. Finally, it
is possible that characteristics among the victims, i.e. isolation/low social
support,16,41,66,7077,93,103 dependency due to physical/cognitive deficiencies52,7780
and depression/trauma/poor health65,66,81 may have been pertinent to the abuse.

4.3. Depressive symptoms

As shown by the bivariate analyses (Tables 2.12.3), the experience of de-

pressive symptoms differed in relation to a range of demographic/socio-economic (e.g. age), life-style (e.g. alcohol use), abuse (e.g. psychological) and
other variables (e.g. social support).
A following multivariate regression (Table 2.4) showed however that
only being from Greece, Italy, Lithuania, Portugal and Spain, having basic/
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high educational levels, being financially strained, using alcohol, scoring high
in somatic complaints and social support, and exposure to psychological abuse
and injuries were associated with depressive symptoms.
Being from Greece, Italy, Lithuania and Portugal were associated with
increased levels of depressive symptoms, and the opposite concerning Spain.
Several studies have shown variation between countries in Europe concerning the presence of depressive symptoms, with young163 and old persons164 in
Southern countries reporting the highest levels of symptoms. Differences
between countries were further confirmed in the SHARE study,165 with Spain,
France, Italy and Greece, particularly Spain, reporting the highest depression
levels and Austria, Germany and Sweden the lowest. However, these findings were not supported by the EURODEP study,166 which did not found higher
rates of depression in Southern countries. A probably reason for the discrepancy could that the EURODEP study166 did not involve national representative samples and the age of the participants was 65 years and over, whereas
the SHARE study165 involved national representative samples and the age of
the participants was 50 years and over. Comparisons with other studies are
limited by the age ranges and the outcomes. For instance, in the case of the
ESEMeD study167,168 the outcome was not depression, but the clinical diagnosis of depressive disorder. In any case, our findings, except for Spain, are in
accord with observations from studies using national representative samples
such as the SHARE study (increased rates of depression in Southern countries).165 As to Spain, our findings seem to corroborate the observations of the
EURODEP study (lower levels of depression in Spain among the elder population compared to Germany, the UK and Italy).166 Whether differences in the
prevalence of depression symptoms between countries as exemplified by our
findings and those of others reflect for instance culture-specific patho-protective and pathogenic factors, discrepancies in the perception of what is depression, assessment modes, instruments used and depression thresholds or a
combination of these factors remains an issue. Interestingly, depression thresholds seem to vary between cultural settings and may account for country associated differences in prevalence.169,170
Having basic and high educational levels were associated with decreased
levels of depressive symptoms. Propper et al171 found that more qualified
individuals are significantly less at risk of bad mental health outcomes. Other
researchers have observed that high levels of education have a protective
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effect in reducing the probability for depression.172174 Similarly, it has been
shown that less educated persons suffer more from long-term stress and score
higher in depression than better educated.168,175,176 Thus, our findings that better education levels are related to decreased levels of depressive symptoms
seem to be in line with the available literature. Several explanations are possible. For instance, persons who are better educated may experience greater
self-efficacy and self-esteem, which could have a moderator effect on depression. Better education could also have influenced life circumstances though
its impact on, for example, access to good labour positions and income, and
satisfying and stable relationships, which may have a buffer effect on depression. Additionally, better educated persons may be more informed about various risk factors for depression, more likely to seek treatment and more likely
to follow the treatment.174,177179 Contrary to the abovementioned findings,
less education was not related to increased risk for depression. One could
speculate that the less educated as their counterparts were also informed about
various risk factors for depression, more likely to seek treatment and more
likely to follow the treatment.
Financial strain was associated with increased levels of depressive
symptoms (see also the other sections). Many elderly in Europe report that
they do not have enough to live on. Older pensioners tend to have lower
benefits than younger cohorts180 and thus there are declining levels of income
in the older age groups, and a close relationship between poverty rates and
older ages.181 Indeed, the rates of poverty among elderly people tend to be
greater than in the population as a whole, at least in some Southern European
countries and in Eastern Europe. During the past years, the situation (e.g.
financial) in Europe has deteriorated, with for instance increases in unemployment and living costs, and cuts/stagnation of benefits/services.112115 This
has had a negative impact on the living conditions of several groups, not least
elderly. Overall, these circumstances may have led to the experience of
financial strain, and, in turn to depressive symptoms. In any case, though not
necessarily pertaining to elderly, various studies have shown an association
between financial strain/income inequality and poor mental/physical health
and decreased QOL.182193
Alcohol use was associated with decreased levels of depressive symptoms. There is a significant difference between alcohol use and misuse. While
alcohol misuse is related to various health problems among older persons
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(including depression) and poor QOL,194200 this may not be the case for the
moderate use of alcohol. Research indicates that moderate consumption may
be associated with better cognitive functioning, health status (e.g. cardiovascular) and QOL.199,201207 The mechanisms of alcohols protective effect
on health are likely to be mainly biological, but social aspects may also play
a role. In view of these later studies, our findings may reflect that alcohol has
also a beneficial effect concerning depression.
Scoring high in somatic complaints was associated with increased levels
of depressive symptoms (see also the other sections). The connection between these problems have been observed in various studies.147,149,150,152,153,155
Somatic symptoms such as fatigue, chest pain, abdominal discomfort and
dizziness are included in the diagnostic criteria of depression, which could
explain the high rates of somatic complaints in patients with this condition.
Further, persons suffering from depression may have lower thresholds for
experiencing somatic symptoms, resulting in a higher degree of symptom
reporting in this condition.147,148 Moreover, persons with somatic symptoms
often worry about their complaints, their cause and nature, and may experience feelings of hopelessness and helplessness, and this could over time lead
to depressive symptoms.208 Additionally, patients with severe major depression have more somatic symptoms than patients with mild depression, indicating that the level of depression is closely linked to the reporting of somatic
complaints.151 In any case, our findings are in according with the abovementioned studies showing a connection between somatic complains and
depressive symptoms.
Scoring high in social support was associated with decreased levels in
depressive symptoms (see also the other sections). Social support concerns
for instance to feel cared for, valued and be part of a network of relationships.209215 Social support is a significant predictor of the physical/mental
health of people of all ages, not least older persons, and its importance may
be particularly evident in elderly who rely on family, friends, or organizations to assist them with daily activities, provide companionship, and care for
their physical/mental health. Research indicates that the presence of social
support and social integration may provide physical/mental health as well as
survival benefits to elderly by reinforcing for instance coping and recovery
when ill or via biological mechanisms that protect against illness.216226 Anyway, our findings indicate that the presence of social support is protective
against depressive symptoms among elderly and that the creation of appro89

priated social support is likely to improve and enhance their psychological
well-being.
Exposure to psychological abuse and injuries were associated with increased levels of depressive symptoms (see also the other sections). Psychological abuse and injuries may have impacted more profoundly and durably
on the victims, not least as the perpetrators were mainly significant persons.
The victims may have experienced these abusive behaviours as particularly
intrusive in their cognitions, emotions etc. For instance, psychological abuse
involving harsh and insulting words, threats, silent treatments and being
ignored could have led to reduced self-esteem as well as feelings of hopelessness and helplessness, and thus decreased mood. A reverse pattern is also
possible. That is, depression with its cognitive, physical and emotional characteristics, and the needs and demands of the depressed elderly may have
represented a source of high discontentment, irritation, burden and stress
among those around her/him, which over time could have led to abuse. This
is however unlikely, at least in our data. Indeed, as shown elsewhere (see
section of abuse prevalence), depressive symptoms were not an important
predictor of abuse and injuries. Thus, our findings indicate that depression
may be more an effect than a cause of abuse. In any case, other studies
have found a connection between depression and abuse, but the issue of causality remains unclrear.40,49,52,9297

4.4. Anxiety symptoms

As shown by the bivariate analyses (Tables 3.13.3), the experience of anxiety

symptoms differed in relation to a range of demographic/socio-economic (e.g.
age), life-style (e.g. alcohol use), abuse (e.g. psychological) and other variables (e.g. social support).
A following multivariate regression (Table 3.4) showed however that
only being from Greece, Lithuania and Spain, male, divorced/separated and
financially strained, BMI, scoring high in somatic complaints and social support, and exposure to psychological abuse were associated with anxiety symptoms.
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Being from Greece and Lithuania were associated with increased levels
of anxiety symptoms, and the opposite concerning Spain. Anxiety disorders
are relatively common world-wide, including Europe.163,168,183,227229 A recent
review of 41 studies from 17 countries228 showed that 1-year and life-time
prevalence rates for total anxiety disorders were 10.6% and 16.6%, but rates
for individual disorders varied widely. Women had generally higher prevalence rates across all anxiety disorder categories than men, although the magnitude of this difference varied. When all anxiety disorders were taken together, life-time prevalence increased throughout ages 1864 years. Rates
varied also between countries for total anxiety and specific disorders. Overall, there is great variation concerning the findings between the abovementioned studies. For example, some studies observed that the prevalence of
anxiety increases with age and others that it decreases. Similarly, some studies found difference between countries and others not. Additionally, there is
variation in the age of the samples included. Our findings are both in line and
contrary to those described above. Thus, whether differences in the prevalence of anxiety between countries as exemplified by our findings and those
of others reflect for instance culture-specific patho-protective and pathogenic
factors, discrepancies in the perception what is anxiety, assessment modes,
instruments used and anxiety thresholds or a combination of these factors
remains an issue.
Being male was associated with decreased levels of anxiety symptoms.
This confirming one of the most robust findings in psychiatric epidemiology,
i.e. anxiety is more common among women than men in general and elderly.183,227229 Several explanations for this gender difference have been offered. For instance, the differential exposure hypothesis claims that the higher
prevalence of health problems among women may reflect their reduced access to the material and social conditions of life that foster health, whereas
the vulnerability hypothesis argues that women report higher levels of health
problems because they react differently than men to the social determinants
of health.230234
Being divorced/separated was associated with decreased levels of anxiety symptoms. This at odds with many studies showing that divorce/separation is associated with increased mental and physical illness.235245 It is unclear why our findings depart from the well-established relationship between
divorce/separation and decreased health. One could speculate that in our
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participants divorce/separation, which could be due to a marital/cohabitant
relationship characterized by problems, was a relief. It is also possible that
the divorce/separation did not led to fewer material resources, more stress,
more health risk behaviours and less social support than married/cohabitant
persons. Some of the divorced/separated elderly are likely to have sustained
abuse. By divorcing/separating they may have eliminated the abuse and thus
a source of health problems, including anxiety.
Financial strain was associated with increased levels of anxiety symptoms
(see also the other sections). Many elderly in Europe complain of that they do
not have enough to live on. Older pensioners tend to have lower benefits than
younger counterparts180 and therefore there are declining levels of income in
the older age groups, and a close relationship between poverty rates and older
ages.181 Indeed, the rates of poverty among elderly people tend to be greater
than in the population as a whole, at least in some Southern European countries
and in Eastern Europe. During the past years, the situation (e.g. financial) in
Europe has deteriorated, with for example increases in unemployment and
living costs, and cuts/stagnation of benefits/services.112115 This has had a
negative impact on the living conditions of several groups, not least elderly.
Overall, these circumstances may have resulted in the experience of financial
strain, and, in turn to the experience of anxiety. In any case, although not
necessarily involving elderly, various studies have shown a linkage between
financial strain/problems/income inequality and poor mental/physical health
and decreased quality of life.182193
Low BMI was associated with increased levels of anxiety symptoms.
While obesity and overweight has been associated with a range of somatic
and mental ailments such as hypertension, diabetes mellitus, depression and
anxiety, and decreased quality of life in various populations and ages,246256
the relation between low weight/underweight and health has not attracted
great attention, particularly in relation to mental health. Further, to the extension that the association between low weight/underweight and health is addressed, findings are inconsistent. For instance, Bruffaerts et al247 did not
found a significant association between underweight and mental disorders,
whereas Yan et al257 observed that underweight was related to impairment in
physical, social, and mental well-being.* In any case, our findings seem to be
in line with those of Yan et al.257 The causes of the association between low
BMI and anxiety are likely to be complex and were not addressed here, but
* See also http://www.ktl.fi/monica/public/objectives.html

92

low BMI may have lead to several negative alterations (e.g. bodily) and in
turn to anxiety (see abovementioned references). A reverse pattern is also
possible. That is, anxiety led to changes in eating behaviours and in turn to
low BMI.
Scoring high in somatic complaints was associated with increased levels
of anxiety symptoms (see also the other sections). As indicated by others
there is a linkage not only between somatic and depression symptoms, but
also anxiety symptoms.147,149,150,152,153,155 Somatic symptoms (e.g. fatigue, chest
pain, abdominal discomfort, dizziness) are included in the diagnostic criteria
of several anxiety disorders, which could account for the high prevalence of
somatic complaints in patients with these conditions. Moreover, persons with
anxiety disorders may have lower thresholds for experiencing somatic symptoms, resulting in a greater degree of symptom reporting in these condition.147,148 Additionally, persons with somatic symptoms are often concerned
about their complaints, their source and nature, and may experience feelings
of hopelessness and helplessness, and this could over time lead to anxiety
symptoms. In any case, our findings are in line with the abovementioned
studies showing a connection between somatic and anxiety symptoms.
Scoring high in social support was associated with decreased levels of
anxiety symptoms (see also the other sections). Social support involves for
example to feel cared for, valued and be part of a network of relationships.209215
Social support is a significant predictor of the physical/mental health of older
persons, and its importance may be particularly salient in elderly who depend
on family, friends, or organizations to assist them with daily activities, provide companionship, and care for their physical/mental health. Research indicates that the availability of social support and social integration may provide physical/mental health as well as survival benefits to elderly by reinforcing for instance coping and recovery when ill or via biological mechanisms that protect against illness.216226 In any case, our results indicate that
the availability of social support is protective against anxiety symptoms among
elderly and that the development of appropriated social support is likely to
improve and enhance their psychological well-being.
Exposure to psychological abuse was associated with increased levels of
anxiety symptoms (see also the other sections). Few studies have addressed
the relationship between elder abuse and anxiety, but it has been observed
that elder abuse co-exist with distress/anxiety symptoms.98 Psychological abuse
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may have had a profound and durable effect on the victims, not least as it was
perpetrated mainly by significant others. The abusive acts may have been
experienced as particularly intrusive in their cognitions, emotions etc. Psychological abuse involving harsh and insulting words, threats, silent treatments and being ignored could have resulted in among other things decreased
self-esteem and feelings of hopeless/helplessness, and, thus anxiety. Interestingly, the analyses concerning the predictors of abuse and injuries indicate
that anxiety is an important explanatory factor. Thus, our data suggest that,
anxiety may be more a cause than an effect of abuse and injuries, except
for psychological abuse where it may be both.

4.5. Somatic complaints

A

s shown by the bivariate analyses (Tables 4.14.3), the experience of somatic complaints differed in relation to a range of demographic/socio-economic (e.g. age), life-style (e.g. alcohol use), abuse (e.g. psychological) and
other variables (e.g. social support).
A following multivariate regression (Table 4.4) showed however that
only being from Lithuania, Portugal and Sweden, aged 7579 and 8084 years,
male and widow/er, living in other housing (e.g. housing for elderly persons),
having financial support by social/sickness/other pension benefits, BMI, use
of health care, scoring high in depressive and anxiety symptoms, scoring low
in social support, and exposure to psychological/sexual abuse and injuries
were associated with somatic complaints.
Being from Lithuania and Portugal were associated with increased levels of somatic complaints, and the opposite concerning Sweden. These findings could reflect that Lithuania and Portugal are faring worse than Sweden
in factors such as socio-economic conditions and access to health care, which
may impact negatively on the well-being of their older citizens. The poor
health of Lithuanian elders could partly be explained by the enormous changes
that occurred since 1990 (from being a part of the Soviet Union to independence and free market economy). The transition led to economic, social, cultural and psychological problems. During periods of economic instability,
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older persons are at a distinct disadvantage in competing with others for scarce
resources, jobs and incomes, and tend to be less flexible in adapting to the
situation. Consequences for the living standard and health may be therefore
more severe.140 Additionally, factors such as poverty, exclusion, inadequate
health care services, constraints in accessing health care services or lack of
health care services, or a combination of these may explain differences between Lithuania, Portugal and Sweden, and this may be particularly evident
in Portugal.112,114
Our findings on the association between being aged 7579/8084 years
and increased levels of somatic complaints are generally in line with previous studies reporting that older people tend to express more health complaints
than younger.134145 This association may also reflect for instance health inequalities due to a background of differences in occupational status, with
people of lower occupational status reporting more complaints.258 However,
the relation between older age and increased levels of somatic complaints is
not consistent across all studies. Some researchers259,260 have found that older
people evaluate their health status positively, even sometimes better than
younger ones. An explanation could be that older people compared to younger
have a long experience in dealing with live events and thus are able to cope
better with diseases.261,262 Furthermore, older people have different values
and expectations concerning health because of higher prevalence rates of health
problems in age peers. To older people, disease may be more a normative
age-related change than a health problem.261
Being male was associated with decreased levels of somatic complaints.
Somatic symptoms are very common in various samples, and in general,
women report more bodily distress. and more numerous, intense and frequent
somatic symptoms than men.134142 A number of explanations for the gender
difference, with varying degrees of support, have been advanced. These include innate differences in somatic and visceral perception; differences in
symptom labelling, description and reporting; the socialization process, which
leads to differences in the readiness to acknowledge and disclose discomfort;
a sex differential in the incidence of abuse and violence; sex differences in
the prevalence of anxiety and depressive disorders; and gender bias in research and in clinical practice. For example, symptom reporting may depend
on differences in socialization and social roles, i.e. men are socialized to be
more stoical and to resist assuming sick role more than women, whereas women
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are encouraged to acknowledge distress.134 In any case, our findings are line
with the abovementioned research indicating that men complain less of somatic symptoms than women.
Being widow/er was associated with increased levels of somatic complaints, which is in line with studies indicating that widowhood may lead to
declines in health and increases in mortality risk for surviving spouses/partners.263271 The opposite has been found for married individuals. That is, married individuals feel healthier, have fewer illnesses, are less depressed and
live longer than the unmarried.272277
Several mechanisms have been proposed to explain the association between widowhood and poor health/increases in mortality risk for surviving
spouses/partners, e.g. the loss of social support, the stress of bereavement
and adjustments to managing a household alone.278,279 Further, marriage may
be beneficial for health and well-being as spouses/partners tend to encourage
each other to engage in healthy behaviors (e.g. regular medical check-ups)
and to avoid behaviours that may compromise health (e.g. excessive alcohol). By loosing a spouse/partner, the social control and regulation of health
disappears. Thus, the negative health effects of widowhood may partly pertain to the loss of a primary source of health regulation.280
Having financial support by social/sickness/other pension benefits was
associated with increased levels of somatic complaints. These findings stress
the importance of personal socio-economic status in relation to health. Men
and women from higher social groups tend to use a larger number of factors
when assessing their health, including aspects such as being fit and active,
absence of illness, happiness and feeling in control.281 Further, poverty is
associated with dependence on social/sickness and pension benefits or income derived from a spouses/partners income. There is a link between income and health showing that within countries, poorer health is associated
with lower income.200,282 On the other hand, the abovementioned association
may reflect that people with poor health, including somatic symptoms, are
more likely to be on special types of benefits (e.g. social), which are usually
a sign of economic problems.283285
Living in other housing (e.g. housing for elderly persons) was associated
with increased levels of somatic complaints. This connection may reflect that
elderly living in such homes tend to be frailer than those living in ordinary
housing, which seems to be in accord with previous studies.286288 On the other
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hand, living in other housing could also, at least partly, be a sign of economic
problems, which have been associated with various psychological and somatic problems, and poor quality of life.283285
High BMI was associated with increased levels of somatic complaints.
This in line with a range of studies* showing that overweight is associated
with various health problems (e.g. respiratory difficulties, depression) among
adults, including older adults.246256 Interestingly, the risks of overweight among
older adults may have been underestimated due to confounders such as survival effect, competing mortalities and relatively shortened life expectancy
in older persons.256 The causes behind the relation between high BMI and
poor health are complex and were not addressed here, but high BMI usually
leads to negative alterations (e.g. bodily), which in turn result in ill-health
(see abovementioned references).
A frequent use of health care was associated with increased levels of
somatic complaints. This in accord with studies showing that older people
with somatic symptoms often use health care, particularly those with palpitations, fatigue, breathing difficulties, pain, tension and gastrointestinal symptoms.139,142,289
High scores in depressive and anxiety symptoms were associated with
increased levels of somatic complaints (see also the other sections). Similar
associations have been reported by others.147,149,150,152,153,155 According to Haug,
Mykletun and Dahl,147 somatic symptoms such as fatigue, chest pain, abdominal discomfort and dizziness are included in the diagnostic criteria of depression and anxiety disorders. This may explain the high rates of somatic complaints in patients with these conditions. As stated by Katon et al,148 persons
with anxiety or depression disorders may have lower thresholds for experiencing somatic symptoms, leading to a higher degree of symptom reporting
in these conditions. Depression and anxiety disorders may also be secondary
phenomena to somatic symptoms. Persons with somatic symptoms often worry
about their complaints, their cause and nature, and experience symptoms of
anxiety. Likewise, being bothered by somatic symptoms over time can lead to
feelings of hopelessness and helplessness, and consequently to depressive
symptoms.208 Moreover, patients with severe major depression report more
somatic symptoms than patients with mild depression, suggesting that the level
of depression is intimately linked to the reporting of somatic symptoms.151
* See also http://www.ktl.fi/monica/public/objectives.html

97

Low scores in social support were associated with increased levels of
somatic complaints (see also the other sections). Social support enables a
person to for instance feel cared for, valued and be part of a network of relationships.209-215 Social support is an important factor in predicting the physical/mental health of older persons, and its importance may be paramount for
elderly who rely on family, friends, or organizations to assist them with daily
activities, provide companionship, and care for their physical/mental health.
Research indicates that experiencing social support and social integration
may provide physical/mental health and survival benefits to older persons by
strengthening for instance coping and recovery when ill or via biological
mechanisms that protect against illness.216226
Inversely, social isolation/lack of social support, which may be potent
stressors affecting biological and behavioural mediators such as increasing
allostatic overload or unhealthy behaviours lead,225,290,291 in the long-term, to
increases in disease susceptibility and risk of mortality across many leading
causes of death among older persons,156-159 and longer hospital or nursing
home stays.160-162 It is also possible with a reverse pattern. That is, health
problems may lead to social isolation.292,293 In any case, our findings are in
accord with abovementioned research indicating that deficiencies in social
support have a negative impact on health.
Exposure to psychological and sexual abuse, and injuries were associated with increased levels of somatic complaints. Although many studies have
discussed the physical indicators of elder abuse and abuse-related mortality,99
few have actually presented concrete data on these issues. In fact, only four
studies seem to have concretly addressed these issues in some form.70,100-102
Two of the studies70,102 pertain essentialy to mortality risk in relation to neglect and abuse, whereas the other two100,101 involve neglect and abuse in relation to poor health whose specificity is rather unclear. Thus, our findings may
be the first to clearly demonstrate that abuse is associated with somatic symptoms (e.g. body aches).
Some of the somatic symptoms (body aches) could be directly related to
lesions caused by the sustained injuries (e.g. had a sprain, bruise, or small cut
because of a fight) and sexual abuse (e.g. forced intercourse), whereas other
symptoms (e.g. nausea, dizziness) could be more associated with upsetting
thoughts, memories and feelings that remained of the abusive acts independently of the type. In any case, psychological and sexual abuse and injuries

98

may have had profound and durable effects for the victims, not least as the
abuses tended to be perpetrated mainly by significant persons. The abusive
may have been experienced as particularly intrusive in their cognitions, emotions etc. For instance, psychological abuse involving harsh and insulting
words, threats, silent treatments and being ignored could have resulted in
for instance reduced self-esteem and feelings of hopeless/helplessness and,
thus, increased levels of somatic complaints. On the other hand, as suggested
earlier depressive and distress/anxiety symptoms are connected with somatic
symptoms. Thus, we may be looking at the effects of abuse on other dimensions of depression and distress/anxiety, and data has shown a co-existence
between elder abuse, depression and distress/anxiety.40,49,52,92-98 Finally, it is
also possible with a reverse pattern. That is, somatic symptoms may be a
cause of the abuse and injuries rather than an effect. The regressions of
the prevalence of abuse seem to indicate such relationship for psychological
and physical abuse, and injuries. Thus, somatic complaints may be both a
cause and effect of some forms of abuse and injuries.

4.6. Quality of life
As shown by the bivariate analyses (Tables 5.15.3), the experience of QOL
differed in relation to a range of demographic/socio-economic (e.g. age), lifestyle (e.g. alcohol use), abuse (e.g. psychological) and other variables (e.g.
social support).
A following multivariate regression (Table 5.4) showed that only being
from Greece, Italy, Lithuania, Portugal, Spain and Sweden, younger (6569
years), in the armed forces and financially strained, having no educational
degree, having financial support by social/sickness/other pension benefits and
spouses/partners income, using alcohol, scoring high social support and in
depressive, anxiety and somatic symptoms, and exposure to psychological
abuse were associated with QOL.
Being from Greece, Italy, Lithuania, Portugal, Spain and Sweden was
associated with decreased QOL. The first European QOL survey in 2003
indicated that in Spain, Portugal and Greece, the average incomes of older
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people were lower than for all other younger age groups.294 The European
system of social indicators 2001 database295 reported that older people in
Greece and Portugal have a lower QOL than other countries. Greek and Portuguese elderly were also less satisfied with their local medical services, below 50% of the level of satisfaction, than elderly in other countries. The decreased QOL reported by elderly in Italy, Lithuania and Sweden fits in well
with the research findings from the two European Foundation studies, which
noted that the quality of public services is generally important to life satisfaction and has a greater impact on the subjective well-being of people experiencing deprivation.294,296
Being younger (6569 years) was associated with increased QOL. This
may reflect a number of factors such as the generally better health and less
dependency of the younger (6569 years) cohort compared with older cohorts; the tendency for them to have higher incomes as they retired more
recently; and a better education which affected their life time earnings capacity and, often, final pensions.297
Having no educational degree was associated with increased QOL. In
general, a lower level of education is linked with lower levels of health and
life satisfaction because of for instance a close association between education, higher incomes and better jobs.298 Bowles, Durlauf and Hoff299 points
out that all research evidence indicates the outstanding importance of education for poverty and social inclusion, higher levels being related to less poverty and social exclusion, and a greater QOL.300,301 The results from ABUEL
suggest a more complex picture. One interpretation may be related to differences in retirement expectations. People with a degree and who retire from a
career may experience a greater loss of status and QOL than those who have
other skills that they can continue using in retirement, or who are happy to no
longer have to undertake routine, hard, insecure and less interesting work.
Being in the armed forces was associated with increased QOL. This may
reflect the fact that those in the armed forces retire on a secure pension relatively early in their life span and have time, in most cases, to restructure their
lives and find another occupation, paid or unpaid. Retirement is not associated with older age, but years of service and involves retirement only from a
specific job and not the labour market. Those without prior mental health
problems appear to do better in retirement than those retiring later.302 This
would appear to suggest that the role of social expectations and adequate
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incomes in retirement, as well as the probability of having been physically
active during their military careers, will have a positive impact on their well
being in later life.
Financial support by spouses/partners income and social/sickness/other
pension benefits were associated with decreased QOL. These findings stress
the importance of personal socio-economic status in relation to health. Men
and women from higher social groups tend to use a larger number of factors
when assessing their health, including aspects such as being fit and active,
absence of illness, happiness and feeling in control.281 Further, poverty is
associated with dependence on social/sickness, pension benefits or income
derived from a spouses/partners income. There is a link between income and
health which affects QOL,282,200 showing that within countries, poorer health
is associated with lower income. On the other hand, the abovementioned association may reflect that people with poor health, which affects QOL, are
more likely to be on special types of benefits (e.g. social) usually a sign of
economic problems.283285
Financial strain was associated with decreased QOL. As mentioned in
the depression and anxiety sections, many elderly in Europe report that they
do not have enough to live on. Older pensioners tend to have lower benefits
than younger cohorts180 and thus there are declining levels of income in the
older age groups, and a close relationship between poverty rates and older
ages.181 Indeed, the rates of poverty among elderly people tend to be greater
than in the population as a whole, at least in some Southern European countries and in Eastern Europe. During the past years, the situation (e.g. financial) in Europe has deteriorated, with for instance increases in unemployment
and living costs, and cuts/stagnation of benefits/services.112115 This has had a
negative impact on the living conditions of several groups, not least elderly.
Overall, these circumstances may have led to the experience of financial strain,
and, in turn to decreased QOL. In any case, although not necessarily pertaining to elderly, various studies have shown an association between financial
strain/problems/income inequality and poor mental/physical health and decreased QOL.182193
Alcohol use was associated with increased QOL (see also the other sections). There is a substantive difference between alcohol use and abuse. While
alcohol abuse is related to health problems, and, in turn to lower QOL,194200
this may not be the case for the general use of alcohol. Indeed, research indi-
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cates that moderate consumption is associated with better cognitive functioning and health status (e.g. cardio-vascular), and thus QOL.199,201207 The mechanisms of alcohols protective effect on health are likely to be mainly biological, but social aspects may also play a role. This would have an influence on
QOL. In view of these later studies, our findings may reflect that alcohol has
also a beneficial effect concerning QOL.
Scoring high in somatic complaints was associated with decreased QOL.
Somatic symptoms are very common among elderly, which impacts negatively on QOL, and our findings may reflect this association.134143,145 On the
other hand, somatic symptoms may reflect for instance health inequalities
due to a background of differences in occupational status, with people of
lower occupational status reporting more complaints, and this impact on
QOL.258 However, studies have shown259,260 that older people evaluate their
health status positively, even sometimes better than younger ones. An explanation could be that older people compared to younger have a long experience in dealing with live events and thus are able to cope better with diseases.261,262 Furthermore, older people have different values and expectations
concerning health because of higher prevalence rates of health problems in
age peers. To older people, disease may be more a normative age-related
change than a health problem.261 Finally, as pointed out by Walker and
Mollenkopf,211 the worsening physical health in older people does not necessarily correlate with their own subjective evaluations of their QOL.
Scoring high in depressive and anxiety symptoms was associated with
decreased QOL. Depression and anxiety may have various aetiologies (e.g.
genetic, social structural). An interesting structural explanation is provided
by Wilkinson and Pickett200 who found an association between scoring high
in BMI, depression, anxiety and somatic symptoms and higher levels of relative socio-economic inequality, and decreased QOL. Depression stands out
also as a critical factor in negative QOL in a UK survey,67 which even points
to a link between depression and abuse. Moreover, according to Walker and
Mollenkopf,211 one could argue that perceived environmental stress and depression are indicative of low QOL, which also is in accordance with the
ABUEL findings. In any case, depression and anxiety, not least in seniors,
may produce alterations in for instance their cognitions and emotions, restrict
their social life and gradually reduce their independence, and this affects negatively QOL.303306
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Scoring high in social support was associated with increased QOL (see
also the other sections). Studies concerning QOL209213,215 have underlined the
importance of such factors as intimate social relations (spouses/partners), the
density of social networks, good communities, social activities, the availability of various social networks for emotional and practical support (indicators
of social support), for a positive QOL/well-being among older persons. For
older persons, four aspects of the social network may have a great importance. That is, the network structure and interaction (large, family/friends,
frequent contact), social exchange (exchange of goods/services across generations), social engagement (involvement in activities), and subjective network perceptions (positive relationships).
Further, viewing QOL in terms of physical/mental health, the presence
of social support and social integration may provide physical/mental health
and survival benefits to older persons by strengthening for instance coping
and recovery when ill or via biological mechanisms that protect against illness.216226 In any case, our findings seem to be in line with the abovementioned
studies showing a relation between social support and positive QOL/wellbeing.
Exposure to psychological abuse was associated with decreased QOL.
An explanation could be that psychological abuse involving harsh and insulting words, threats, silent treatments and being ignored had a more profound and durable effects on the victims, not least as it was mainly perpetrated by significant persons. The abuse may have been experienced as particularly intrusive in their cognitions, emotions etc. For instance, it may have
led to for instance feelings of hopelessness/helplessness and reduced selfesteem, and, thus decreased QOL. On the other hand, viewing QOL in relation to physical/mental health, various studies have shown a connection between elder abuse, depression, distress/anxiety and poor physical health, although in some cases the studies involve physical abuse/neglect.40,49,52,9298,100,101
In any case, our findings are in line with studies showing that abuse decreases
QOL.8,101
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5. SUMMARY, LIMITATIONS
AND CONCLUSIONS
5.1. Summary

A

s shown by our results, although there were differences between countries, we are facing a relatively important number of people across countries
with various abuse and injuries experiences, and in particular psychological
abuse. There were no major differences in abuse and injuries between women
and men, but their experiences differed depending on the country and type of
abuse. Transforming our prevalences of abuse and injuries into the total population aged 6084 years across the urban centres examined, a significant
number of people experienced abuse and injuries during the past 12 months
(about 350.000). The abuse and injuries were inflicted by various perpetrators, but significant others were at the centre of it. Additionally, many elderly
were faring poorly physically, psychologically, socio-economically, and in
terms of QOL. These problems tended to coincide, co-exist and be inter-correlated leading to significant strains and burdens to many elderly. Although, as
suggested earlier, there were differences in several of the assessed areas among
the participating countries, the communalities surpassed the differences.

5.2. Limitations

ABUEL has limitations that need to be acknowledged. First, due to its cross-

sectional character the data collected do not allow to establish firm causal
links, which would require another type of design (e.g. repeated-measures
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design). Second, the samples (women/men) were recruited from urban centres and 7 European countries, and may not be representative for samples
from non-urban areas, other countries in Europe and elsewhere (e.g. USA).
Thus, the generalizability of the present findings cannot be guaranteed. On
the other hand, our findings seem congruent with other research. Third, the
accuracy of the data was solely dependent on the participants subjective
assessment of their situation. No objective assessment strategies were incorporated to corroborate their responses, e.g. hospital records of injuries. On
the other hand, the used instruments have been shown capture the central
facets of the studied factors in a valid and reliable way. Fourth, the attrition
rate was high, which may have led to the selection of women/men with
particular characteristics that diverged from the characteristics of men in general in terms of for example their abuse experiences. For example, we may
have an over-representation of psychologically abused men and an underrepresentation of sexually abused men. However, there were no major differences (age and gender) between refusals and non-refusals nor did they differ
from the general population in each participating country, and the total response rate is similar to some of the studies in the field. Despite these weaknesses, the present confirms observations from other studies and may provide new insights worth consideration when designing intervention and prevention measures for elder abuse.

5.3. Conclusions
5.3.1. Research

The knowledge about elder abuse in terms of prevalence, incidence, risk

factors and effects has increased the past years, and the findings from ABUEL
have provided further insights into these issues. However, more needs to be
known about elder abuse and related factors to fully understand their complexity.
At the European level, further studies concerning the prevalence of elder
abuse in the general population are necessary in view that several countries
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still lack such data, at least confident data. Considering required financial
and human resources, it is advantageous to conduct such studies across all
the EU states, using the same type of methodology. Little is known at the
European level concerning the prevalence of abuse against the oldest and
frailest persons and related factors (e.g. health). This is urgently needed in
view of the changes in demography. As suggested above such studies should
be conducted across all EU states.
Knowledge about perpetrators, gender differences in perpetration and
victimization, and the mutuality of abuse remains insufficient, not least in
Europe. As abovementioned such studies should be conducted across all EU
states.
Most data on elder abuse is cross-sectional, which do not provide firm
information about causality. Therefore, to the extent possible, studies should
apply strategies (e.g. longitudinal) allowing to drawing more firm causal conclusions.
Without comprehensive information about the extent of elder abuse, its
risk factors and effects, their proper management may be a difficult task, if
not impossible. Lack of confident and comprehensive data on elder abuse
and related factors may be a serious obstacle to, for instance, develop efficient prevention and treatment approaches. Indeed, we may not be able to
provide efficient prevention to elderly at risk of abuse and related illness,
and treatment to elderly who have been subjected to abuse.
Considering the abovementioned, resources must be put at disposition of
researchers and others to conduct this work. In this context, an all EU research centre on elder abuse would facilitate this work.

5.3.2. General policy making on elder abuse
Several factors may contribute to the development of evidence-based policies, research and practice strategies aimed at early detecting and preventing
elder abuse, but also at intervening to support and care for the abused persons. Notwithstanding, a number of issues must be considered.
First, there is a need for a full nation-wide recognition of elder abuse, a
standardised, operational definition of elder abuse and a tool to assess it for
policy-makers, practitioners and researchers. ABUEL meets these needs by
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providing confident data on abuse, and a workable operational definition of
abuse and a tool to assess abuse.
Second, to successfully implement elder abuse prevention policies, the
following must be taken into account: (i) Inequalities in education, employment, health, health care and income level, general and based on race, age,
ethnicity or gender factors; (ii) Gender differences in risk factors and barriers
involved in receiving adequate care or support; (iii) Social inclusion and social
capital (social and family bonds) as protective factors; (iv) Variety in resilience
and ability to cope, including broad socio-economic and social factors; (v)
Cultural differences in the appreciation, recognition, setting and prevention
strategies towards elder abuse; (vi) The importance of the dignity of individuals; and (vii) The large costs of interpersonal abuse. The data provided
by ABUEL partly supports the importance of these factors, not least social
support, for the prevention of abuse.
Third, no single response, intervention and professional category may be
sufficient to tackle the complex issue of elder abuse. Therefore, a combination of approaches and professionals is required: (i) In addition to a public
health approach, whose concern is to prevent health problems and to extend
better care and safety to entire populations, individual approaches must be
developed to tackle personal cases; and (ii) The complexity of abuse in terms
of causes and effects requires drawing knowledge from and the collaboration
of many disciplines such as medicine, epidemiology, sociology, psychology
and criminology. This allows preventing and responding to abuse and its related long-term disability at various levels. The data provided by ABUEL
regarding abuse, and its risk factors and effects points strongly to the
complexity of abuse, and the need to tackle these issues at various levels.

5.3.3. Policy making on elder abuse at country level

Authorities in the different countries should: (i) Finance initiatives and

projects; (ii) Increase awareness about elder abuse and risk factors, and
how to detect and prevent it among the public, primary care professionals,
social workers and police staff by awakening campaigns; (iii) Activate awareness raising campaigns to promote a positive image of ageing and combat age
discrimination; (iv) Provide legislative and policy measures specific to elder
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abuse; (v) Develop multi-disciplinary teams in services to look at the cases of
abuse and to plan possible interventions, and coordinate the efforts; (vi) Improve cooperation between police, health and social services, volunteers and
victim protection organisations; (vii) Identify and evaluate good national practices regarding the protection and promotion of the rights of older persons,
including measures to prevent discrimination, abuse and neglect; (viii) Provide settings where abuse can be reported. Older people have difficulties in
reporting an offence, especially if perpetrated by relatives and care-givers.
Elders are reluctant to report abuse by relatives or care-givers because they
fear reprisals, and are afraid of being institutionalized or abandoned. Elders
may not report abuse also because they are ashamed and embarrassed, believe they are the cause of the problem or perceived it as something to be
accepted and connected to the old age; (ix) Provide a national telephone help
line. Confidential calls can help those who have been abused, witnessed abuse
and are abusers; (x) Provide reporting systems for data on mortality and morbidity associated with abuse; (xi) Provide information and education about
violence, through NGOs and social services, by publishing information leaflets, brochures, hosting congresses and meetings; and (xii) Expand training
of staff across the police, and health and social care sectors for the identification of elder abuse risk factors, recognition of the signs of different forms of
abuse and how to deal with abuse, by developing educational programmes,
clear standards/guidelines and professional checklists. The data provided by
ABUEL regarding abuse, and its risk factors and effects can be helpful
for these tasks.

5.3.4. Policy making on elder abuse at European level

The European Union could take a number of actions to protect the dignity in

old age and prevent elder abuse: (i) Use the European Social Fund to cofinance educational programmes about abuse aimed at police, and health and
social services staff; (ii) Provide long-term financial support for clinical and
basic research on abuse; (iii) Provide long-term support for abuse prevention
and treatment measures; (iv) Raise the awareness about abuse through periodic information campaigns; (v) Provide specific EU legislation to prevent
domestic elder abuse by adapting the existing legal framework and address108

ing the issue of rights of older persons on the international level; and (vi)
Further expanding of the mutual learning as a platform, already in place,
for the exchange of experience between Member States and for mutual learning at all levels of governance, and also by promoting trans-national multidisciplinary networks of organisations working to prevent and combat abuse.
The data provided by ABUEL regarding abuse, and its risk factors and
effects can be helpful for these tasks.

5.3.5. Policy making on health, social support and elder abuse

Drawing from the ABUEL findings and literature, interventions aimed at

preventing and treating elder abuse should consider the importance of health
and social support factors. Ill-health is both a contributor factor to and an
effect of abuse, whereas social support is an important abuse protective factor. Accordingly, in collaboration with formal and informal resources, programmes for improving the health and social support of older persons should
be developed and implemented or further improved. These programmes would
improve the situation of older persons and decrease their vulnerability to abuse.
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