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EvxapLeTies

H  1tapovex  SSxkTopky)  SxTplPn  TPXYUXTOTLOONKE — 6TO
TTavertetnuo Kpntng, 6to Tunux letpwng vtd v ertiPreyn tov
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TovV.
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MpoAoyog

H mnopovoa O&wdaktopiky &watpfry ekmovibnke oto Tunua loTtplkig Tou
Maveruotnuiov Kpntng, umo tnv enifAedn tou Opotipou KabBnynti Kowwvikng
latpkng, k. Avaotacwou DaAndn, katd to Sidotnua 2006 €wg 2018. Inueio
avadopdg yla TNV MPAYUATOnoinon TG eV AOyw €PEUVAC ATIOTEAECE N CUUUETOXN
HOU OTNV €PEUVNTIKA opdda tng MeAétng ywa tnv Yyela, tn Mpavon kot Tn
Zuvtaglodotnon otnv Eupwnn (Survey of Health, Ageing and Retirement in Europe-
SHARE), mou ocuykpotibnke otov Topéa Kowvwvikig latpikng umo tnv enifAedn tou
K. DW\aAnOn, o omolog kat opiotnke unevBuvog tng EAANVIKNAG Epguvntikng Opadag
SHARE yla {ntipoto Uyelag Kal UYELOVOUIKNG TeplBaAdng, kal n ouvakoAoubn
Sduvatotnta aflomoinong twv Sedopévwy TNG KEAETNG QUTAC Yl TV VAoToinon tng
Metamntuxlakng Epyaociag pe titho «Mowotnta {wng Kal Xprion UTNPECLWV UYELOG o€
TUXOULOTIOLNEVO SElypa aTOHWY Avw TwV Ttevrvta otnv EAAada», ota miaiola tou
Mpoypdppoto¢ Metamtuxlakwy Imouvdwv «Anuoota Yyeia kat Aoiknon Ymnpeolwyv

Yyelag», kata tnv nepiodo 2004-2005.

AVTIKEIHEVO TNG TOpPoUCAG MEAETNG OMOTEAECE N eKTUNON NG ouxvoTNTAG
eUdAVIONC HEUOVWUEVWY KOl TIOAAQTAWY BETIKWV tapayoviwy eveflog HETAEY TWV
QTOMWV  NAkkiag Avw Twv 65 €twv Twv €vieka Eupwmaikwv  xwpwvy,
ouumneplhapfavopévng kot Tng EANGdag, mou cuppeteiyav otn peAétn SHARE kata
TO XpoVIKO Sldotnua 2004-2005 kal n Slepelivnon TG CUOXETLONG TOUG, TOOO UE Ta
KOWWVLKO-Snuoypadikd XOPOKINPLOTIKA TWV OCUUUETEXOVTWY, OCO KAl €
TIOAUCALOVTOUG TIAPAYOVTEG TIOU OSLETIOUV TIOWKIAEG TITUXEG TOU KOLVWVLKOU TOUG
TEPLBAAAOVTOG, OMWG N KOWWVLKA CUMUETOXN, N KOWWVLKA Omouévwon Kol n
povaéld. EmmnpooBbétwe, HeAETNONKe n Xprion ULaG gupeiag KALAKAC TPOANTITIKWY
UTINPECLWV UYElaG o€ emimedo aTOPWY Kal XWPWV Kol EEETACTNKE N CUCXETLON TOU
OKOp TNG XPNONC QUTWV TWV UTNPECLWV HE TNV UEHOVWHEVN Kol 0OpoLoTIKN
EUPAVION TIAPOYOVIWV KOWWVIKAG amopovwong. TEAOG, n  £€peuva auth
ETUKEVIPWONKE 0OTn OUYKPLTIKA SlEPEUVNON TNG KATAVOUNG TWV TAPATTAVW
OTMOTEAEOUATWY HETAEY TwV SlapopeTikwv UTO peAETn xwpwv (Auotpia, BEAylo,
FaAAia, Feppavia, Aavia, EABetia, EANGSa, lomavia, Itadia, OMavdia kat Zoundia)
Kol YEwYpadIKwV EPLOXWV (XwpPeg BOpeLag, voTLaG Kol KEVIPLIKNAES Eupwrmng) yla tnv

avixveuon mBoavwyv XwpLKWV Kal Yewypadkwv Stadoponoloewy.




H Sbaktopwkn autr Siatplpri StapBOpwvetal oe mevie empeépou kedpdAala ota
omola amnotunwvovtal N pebodoloyia UAOTOLNONG TNG, TO EPEUVNTLKA EPWTHUATA,
TA EPEVVNTIKA EpyOAeia KoL oL HETAPANTEG, MepLlypAdovTaL T KUPLOL EUPHHOTA KOL
Sdlatumwvovtal oL cUVaKOAoUBeg MPOTACELG aTtd TN OKOTILA TNG SnUoCLaG LUYELOG Ko
TWV KOWWVIKWVY KAl UYELOVOULKWY TIOALTIKWY €V YEVEL Auo amod ta KedpaAaia tng
napovoag Slatplpng €xouv dnuooleuBel oe S1eBvr meplodika, €va keddalalo €xel
yivel 6ektd mpog dnuoacicuon kat duo kedpdalala €xouv eniong umtoBAnBel oe Sebvn

TePLOSIKA KAl EML TOU MOPOVTOG Bplokovtal uTo Kplon. ZUYKEKPLUEVAL:

2to Mpwrto KepdAato, mopouclalovial Ta anoTteAEoHATA, TToU SNUOCLeUTNKAV OTO
SleBveg eplobikd “Social Indicators Research”, ta omola adopouv otn Stepevvnon
NG eVedlag og OXEON HE TNV KOWWVLIKN KoL tapaywylkn dpaoctnplomnoinon. Emiong,
oTo KePAAALO aAUTO €EETATETAL N CUYKPLTIKN KOTOVOUN TWV BETIKWV TAPAyOVIWY

gveflag Kal TG MOAAQTTANG CUYKEVTPWOT|G TOUG, O eMminmeSo MANOUCUWY Kol XWPWV.

Y10 Aeutepo KepaAdaio Slepeuvdtal n OUCYXETION TWV UEUOVWHEVWV TIAPOYOVIWY
¢ gveiag Kal TG MOAAAMANG CUYKEVTPWONG TOUC UE TOUC SEIKTEC TNEG KOWWVLKAG
QTOUOVWONG METOEY TWV ATOUWY AVW TWV 65 ETWV KAl TA TTAPATAVW ATIOTEAECUATA

€xouv yivel dektd npog dnuoaoieuon oto neplodiko “Archives of Hellenic Medicine”.

Jto Tpito Kepadaio efetaletal o €eMUTOAAOUOC Twv Oelktwv TNG €evediag,
HEUOVWHEVWY, OANQ KOl 0OpOLOTIKA, O OX€on HME TN ouxvotnta epdaviong
aodBnuATwy povaldg Kal TapoUsLAlETAL N CUYKPLTIKY KOTOVOUR TWV TOPATIAVW
QTMOTEAECUATWY UETAEY TWV NALKIWHUEVWY OTOUWY TWV EVTEKA UTIO UEAETN XWPWV.
Ta eupiuata tng nmapovoag Siepevvnong €xouv unoBAnBel mpog dnuooievon Kal

Bpilokovtal uno kpion oto Stebvég meplodikd “Journal of Population Ageing”.

2to Térapro KepdAaio meplypddovtol ta amoteAéopata mou €xouv umoBAnBel
Tpog Kplon oto meplobikd “Journal of Public Health” kal ta omoia oxetilovral Ue T
Slepelvnon NG ouxvotntag eudaviong aodBnUATwY HovafldG O OXEON HE TNV
umapén duopevwv cuvBnkwv Vyelag, oTpecoOyOVwWY yeyovotwv {wAG Kal cuvinkwv

KOLWVWVLKNG Amopovwong.

Yto Méumro KepdAaio meplhapfdavovtal Ta €upipota mou SnUoclelTNKOV OTO
SLebveg eplodikd “Journal of Public Health” avadoplkd pe tn xprion mPOANMTIKWY
UTINPECLWV UYELQG O OXEON UE TNV KOWWVLKA QMOUOVWON TwV ATtOpWV Avw Twv 65
ETWV Kal TI¢ SLapOoPOmMOINOELS OTNV KATAVOUN TOU OKOP TNG XPNoNnG MPOANTTIKWY
UTINPECLWV UETOED TWV KOLWWVLKA ATIOUOVWHEVWY OTOUWY OTLG EVTEKO SLAdOPETIKEC

Eupwmnaikeg xwpec.




IHepiinyn

Ewayoyn To yeyovdg 611 0 60Yxpovog KOGUOG YEPVAEL TTOAD YPIYOPO. GUVIGT LidL
amod TIG LEYOAVTEPES TPOKANGELS LE TIG OTOleg PpiokovTal AVIIHETMTO TO, GUCTHHOTO
vyelog kot kowvovikic ac@diionc otov 21° cudva. H kowvmviky kot yepovioloyiky
épevva. mov €xel mpayuotomombel €wg onuepa, Kupiwg oe eBvikd emimedo, €xet
acyoAnOel exkteTapéva pe TV vyeio TOV oTOU®V TPITNG Kol TETAPTNG NAKING Kot Exel
avadei&el TOKIAOVE TPOGAIOPIGTIKOVG TOPAYOVTES TOL GYETILOVTOL LE TO KOWMOVIKO
ToVG TEPIPAALOV. £’ avtd To TAiclo, 1 eve&ia Exel avaybel oe deiktng TPOPAEYNG TNG
emPioong TOV atOUOV UEYOAVTEPOV NAKIOV, OAAL Kol TNG XPNONG LANPECUDV
vyetog. Qg ex tovTov, M gvelia Bewpeitor Evag onUavTiKOg 6TdY0G TOV dNUOGLOV
TOMTIKOV VYEIOG KO TOV KOWOVIKOV TOMTIK®V OV oYeTilovtal pe T YHpovon).
Qo1660, N peAéTN TS ve&iog TOV NAIKIOUEVOV ATOU®MY KOl 1 TEPLEKTIKN eKTiUNON
TOV TOPAyOVIOV Tov oyetilovtol pe TN OUOPPM®ON NG MOPOUEVEL GYETIKE
adlepelvNTN, EVAO TO OVTICTOL(O VIAPYOVIO ELVPNUATE TNG OEBVIKNG GLYKPITIKNG

épevvag eivorl TEPLOPIGUEVA.

Ykomog H mopovca perétn oamookomoVse OTnV €KTIUNGCT TOL EMUTOAAGHOV £E1
OLPOPETIKMV O0oTAGEMV TG gveEiag, aALL Kot TG TOAAATANG GLYKEVTIPMGNG TOVG
(4+), ota dropo Mikiag dveo TtV 65 gtOv TV évieka Evpomaikdv yopodv mov
ovppeteiyov oto mpmto koua g épevvoag SHARE (Epevva yio v Yyela,
I'Mpavon kot ™ Zvvraéloddmon oty Evponn), copemvo pe: (i) to dnuoypagikd
KOl KOWVOVIKG, TOVG yopaktnpiotikd, (i) tnv kowwvik copuetoy (Kegdlaro 1°),
mv kowovik omopovoon (Kepdhawo 2°) woar 1 povotd (Kegdlowo 3°).
EminpocBétmcg, diepevvnOnke n cvyvotnta g epedvions ocnudtov povaiidg ot
oxéon He TG dvopevelg cuvOnkeg vyeiag, To oTPEGGOYOVA YEYOVOTO (MNG Kot TNV
Kowoviky omopovoon (Kepalawo 4°). Télog, petpifnke m xprion TPOANTTIKGOV
VANPECIOV VYElG Kot €EETAGTNKE 1] KOTAVOWN] TOV OKOp YPNONG OVTAV TOV
VINPEGUDV OVTMOV GUUE®VO, LE TNV ELPAVIOT] TAPUYOVIOV KOWVOVIKNG OMOUOVMOTG
Kot v moAlomAn ovykévipoon tovg (Kepdlowo 5°). Ze Oheg T mapomivem
OlEPEVVNOELS LOG EVOLEPEPE VO OVIYVEDCOVUE EVOEXOUEVEG OLPOPOTOCELS TNV
KOTOVOUN TOV EMUEPOVS OEIKTAOV KOl OTTOTEAEGUATOV TNG €LEEIOC, TNG KOWVMVIKNG
GUUUETOYNG, TNG KOWVOVIKTG ATOUOVMOOTG, TNG LOVASLAG Kot TG ¥PNONS TPOANTTIKMV
VANPECLOV VYElNG HETOED TOV SOPOPETIKMOV VIO UEAETN YOPADV KOl YEWYPUPIKAOV

TEPLOYDV.

A 0vopog ko péBoodor Ta dedopéva TG Tapovcas Epyaciog apopodv Ge Eva VITO-
detypa atopmv nlkiog dve tov 65 £1dV 10 omoio avTAnOnKe and T0 TPAOTO KON TNG
debvoig dwypovikng épevvag SHARE mov mpaypatoromdnke and to 2004 émg to
2005 oe évieka Evpomaixéc yopeg (Avotpio, Béhylo, Taliia, Teppavia, Aavia,




EABetia, EAAGO0, Iomavia, Itaiio, OAhavoio kot Zoundia). H €pegvva avtm
opyavdbnke kot cuvtoviomnke kevipikd and 1o Kévipo Owkovopkmv g I'poavong
tov Movdayov (Munich Center for the Economics of Aging-MEA, Germany) vzo
ocuvepyatikn tpoonddeia teplocoOTEP®V amd 150 gpeuvNTOV TOYKOGHIMOE Kol TAVE®
amd 60 epELVNTIKOV OUAOWMV, GTIG OTOIEG GUUTEPTAAUPAVETAL KO 1) EPEVVITIKT] OLLAOM
ov ovykpotninke otov Topéa Kowwvikng latpikng, tov Tuquatog latpkng tov

[Mavemotnuiov Kpnng.

O ANBVoUOG 0TOYOG TNG LEAETNG OLPOPOVCE GTO VOIKOKVPLA TOL 0010, ATTOTEAOVVTOV
amd éva TovAdylotov dTopo NMAkiag dve tov 50 €TV, cupmEPIAOUPAVOUEVOV Kot
TOV EVOEYOUEVAOS VEOTEPOV GUVTPOP®V 1 GVLVYWV TOVC, Kol EMAEYONKE COLPOVO LE
TIG 0TaOUIoELS EMAOYNG OVTUTPOCOTEVTIKMV E0VIKMV SEIYUATOV TOV EQAPUOCTNKOV
®ote 0 TANBLGUOG aVTOG VA givorl OVTITPOSOTELTIKOS ToL Evpmmaikod mAnfucuov
nikiog 50 e€tdv kor Ave. Xe atopukd emimedo, o0 PéEGOS otabopuévog puOudg
avtamoKkplong mov emrtedydnke wkopdvonke peta&d 73,7% (Iomavia) émg 93,3%
(TCeppavia), evd o€ €nimedo VOIKOKLPLOD 0 YOUNAOTEPOC PLOUOG AVTATOKPIONG
damiotddnke otnv EABetia (38,8%) kot o vynAdtepog ot ['oddria (81,0%). I'a tovg
GKOTOVG TNG TOPOVGAG SEPEVYNONG, Ol avaADGELS BacioTnkay og TANOVGUO HEAETNG

7.025, 5.129 ka1 5.074 atépwv nhlkiog Gve twv 65 eTov.

H eveio peremOnke og n ovykévipmon €51 deiktov: ¢ modtrag {ong, g
KATOOMITIKNG CUUTTOUATOAOYIOG, TG AVTO-0VOPEPOLEVNG VYELOG, TNG tKOvVoToinoNg
amd t (on, Tov ¥péviev voonudtov kKot tov deiktn pdlog copotoc. H Pimon
VYNAoL emmédov gveEiag BewpnOnke wg 1GodVVAUN TNG AVOPOPAS VYNANG TOOTNTOG
Cong, g amovoiog CLUTTEOUATEOV KATAOAYNG, TG EKTIUNONG TS VYEINSG WG TOAD
KaANG, ™G wKavomoinong amnd m Con, ™G EUPAVIONG KOVEVOS 1| €vOG YPOVIOL
Voonuatog Kot g vmoapéng kavovikov ogiktn pdlog copotoc. H ovykévipoon
TEPLGGOTEPMV TOV TEGGAP®V OelkT®V gveliag Bewpndnke g evoekTIK NG
TOALOTANG Tapovsiog Betikav mopaydviov evesioc. EmmpocHitwg, extiundnkay to
KOW@VIKO-OMLOYPAPIKA YOPOUKTNPIOTIKA TOV GULUUETEYOVIOV, 1 KOW®OVIKN] TOLG
GUUUETOYN, N KOW®VIKY OTOUOVeOoT), 1 povaéld, ot duopeveig cuvinkeg vyelag, ta

o6TPEGGOYOVA YEYOVOTO {ONG KOL 1) PO TPOANTTIKAOV LINPECLAOV VYELNGS.

Ta dedopéva  avorlvdnkav ypnoomolidviag 1o mpoypouuo IBM-SPSS v21.0.
[Tpokewévov va avtipetomotobv Cnmmuate pududv avtamdKplong o1 KEAETN
epopuoomkay  otobuicelc  odpeove pe  Tov  TEPITAOKO  oYeEdOOUO NG
derypotoAnyiog. Extiunbnke o emmoAacudg tov moapaydvieov evellog pe to
avtiototya. 95% Awomuota  Epmiotoohvng kot €QoppooTnKOV  aVOADGELS
GLVOLKVIOVONG, KOOMG KOt TOAVUETOPANTE HOVTEAM TOALVOPOUNONG YloL TOV
TPOGOOPIGHO GLOYETICEMV N OPOP®V GTNV €LEEI GUUPOVA LE TNV KOW®OVIKN

GUUUETOYN, TNV KOW®VIKN omopovoorn kot 1 povaiid. Emiong peiembnke o




gmmoloondc TG ovyvotntag g povolds pe too avtiotoyyo p-values yio
SlEPELYNON NG CLGYETIONG TNG GLYVOTNTOS TNG Hovadldg e T dvoueveic cuvOnKeg
vyelog, to 6Tpeccoydva yeyovota (ong kol TV Kowvevikn amopdvoon. H enidpoon
TOV TOPATAVE® TOPAYOVTI®V 6T cLyvoTnTa NG Hovatids depevvnnke ota mhoicto
TPLOV LOVIEAWDV OVOAVGNG TOAAATANG AOYIGTIKNG TAAVOPOUNONG KO EKTIUNONKOY TaL
avtictoyo Odds Ratios (ORS). Eniong, petpriidnke n xpHon TpoAnNITik®V VINPECSIOV
vyeiag Bacel evog ohvheTov oKop dddeka mapouétpmv (12-item composite score) kot
UEAETNONKE 1 KOTOVOUN TOV OKOP OVTOV GE GYECT HE TNV KOW®MVIKN OTOUOVMOT).
EmnpooBétme, eetdommke m mbav cvoy€tion TV EMUEPOVS TOPAUETPOV TNG
YAPNONG TPOANTTIKAOV VANPESIOV VYELNG PE TOVG OEIKTEC TNG KOWVMVIKNG OTOUOVMOGNG
Baoet avaivong ToALUTANG AOYIOTIKNG TOAVOPOUNOTG.

Téhog, mpokelévov va aviyveutohv mOavES e0VIKEG d10POPOTOIGELS EKTIUNONKE O
EMMOANGUOC KOl TO OVIIOTOWO OWCTHHOTO EUMIGTOGUVIG OVOPOPIKA LE TN
oLuYvOTNTO EAAEWYNG TOpayOVTOV €veCiag Kol TN GLYVOTNTO TOAAUTANG EUPAVIONG
TOPAYOVIOV  KOWMVIKNG Omopdvmong kot owcOnudtov povoslde ot £vieka
Evponaikés yopeg g perétmg SHARE, evd ot dapopéc oe emimedo ywpav 6Gov
aPOPA GTN GLGYETICN HETOED TNG CLYVNG KOWVOVIKNG GUUUETOYNS KOl TNG TOAALOTANG
napovciog mopaydviov eveslog egetdomkay PEC® aVAALONG OTANG YPOLUIKNG

TOAVOPOUNGNG.

Amnoteréopara H  moldhomdny  ovykévipoorn Oetikdv  mopaydviov  gveflog
dwmotodnke yw 10 10,2% tov gpevvopevov, evo 1o 14,4% tov coppetexoviov
Bpébnke ywpig kavéva mtapdyovra gvesioc. H mietoymeia tov delypatoc mapovoioce
éva 1 dvo mapdyovteg gveiag (28,9% kar 27,9%, avtictorya). H moAlamAn napovcio
TapoyovTev eveglag NTav oNUOVTIKG LYNAOTEPN HETOED TV atdpmv nhkiog 65-74,
ce oyxéon ue ta dropo 75-84 et®dv, evd Ogv TOPATNPNONKAV CGNUAVTIKEG
SLOLPOPOTOMGELS LETOED TV OTOL®V TETOPTNS NAKiag (85+) Ko avtdv g vedtepng
TOVG NAIKLOKNG opddag 75-84 etmv.

O emmoAuoHOG TEPIGGOTEPOV TOV TECTAP®Y Tapaydvtev gveliag NTav dVo QOPES
VYNAGTEPOC OTIS YMpeS Tov Boppd (23,2%; 95% CI 20,5-26,1), o€ oyéon e T1g xOPES
¢ Kevrpwng Evponng (11,2%; 95% CI 20,5-26,1) kot tpumAdclog oe GUYKPION LE
TIg yopeg tov Notov (7,2%; 95% Cl 5,8-9,0). Inuavtikd younAdtepo Mtav T0
TOGOGTO TMOV EPEVVAUEVMOV TOL OEV £lY0V CUUUETAGYKEL O KOUio Topay@yk /Kol
KOW®VIKY dpactnpdTTa KoTd TOo O1doTnHo TOL TEAELTOIOL UAVE Y0 TO OTOio
dwmotdinke vy mowdtnto (NG, 6€ oXE0T LE OVTOVG TOV ONAMGOV KOWMOVIKE
evepyol. Emiong, onuavtikd vynAdtepn ftov 1 cuyvotTnTo amovciog KatadMaTiK®y
CUUMTOUATOV, OVAPOPAS TOAD KOANG vyelag, kovomoinong amd ™ Con Kot
EUPAVIONG AMYOTEP®V amO OLO YPOVIOV VOCUATOV UETOED TOV TOPAYOYIKA 1)/Kot

KOW®OVIKA dpACTNPI®V ATOUMV.
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[Tapdpoto mpdTLTTO GGOV APOPE GTNV TOAPATAVE KOTOVOUN TOV OETIKOV OEIKTOV NG
eveEiaG CUUPOVO LE TN CLUUUETOYN OE TAPOUYWYIKEG KOl KOWMVIKES OpacTnploTnTeg
TopoTNPNONKE Kol OYETIKA WE TNV TOAAATAN GLYKEVIPMOOTN TOVG, 1) OTOoio MTOV
ONUOVTIKA UEYOADTEPT UETOED TOV EPEVVOUEVOV HE GCLYVI TOPUYMOYIKN M/Kot
KOWMVIKT 0pOoTNPlonoinoT, 6€ cOyKplon UE To KOvovikd adpavh dtopa (15,0%;
95% CI 12,9-17,4 évavtt 7,2%; 95% CIl 6,1-8,5). Emiong, n ovykévipoon tov
amoteleopdtov ¢ eveEiag Ppédnke vo oyetiletor onuoviikd pE T ovyvn
ovupetoyn oe mapaymyikés (ORs=1,35, p=0,007) kot KOwmviKég dpacTnPlOTNTESG
(ORs=1,57, p<0,001), aAXd kot T0 oKOp TOV OEIKTOV £VEEING SlomoTdONKE OTL TOV
VYNAOTEPO UETOED TOV OTOUMV OV GLUUETEIYOV GUYVOTEPO. GE TAPOYWYIKEG N/KaiL
KOW®VIKEG OpaoTnplOTNTEG TOV TEAELTAIO UNVO, GE GYE0T LE TO ATOUN TTOV dNAMGOV
0Tl dgv glyov ocvppetdoyel oe Kapio opactnpotra (2,1 évavrt 1,7, avtiotoryo,
p<0,05). H cvoyétion peta&d g cuyvig Tapay®ytkng 1/Kot KOWmVIKNG CUUUETONNG
Kot TG TOAATANG Topovaiog mapayoviav eveéiog nrav 0,050 (p=0,045).

Emumpocitmg, n evedia Ppédnke va oyetiletonr onuovTikd e GUYKEKPIUEVOVS OEIKTEG
NG KOWMVIKNG OMOUOVOONG. ZUYKEKPIUEVA, TO ATOMO TOL ONA®GOV OTL Epyovtav
oLYVA GE ETOPN UE TA TOSLE TOVG Elyav onuavTikd vyniotepo okop gveiag (1,80),
oe oyéon ue exeiva pe Ayotepo ovuyvn emapn (1,40) (p=0,028). To 1610 ioyvoe Kot Yo
TOUG  EPEVVOUEVOLS 7OV  ONAMOOV OTL  GLUUETEINOV GE UL TOVAGYLOTOV
OpaoTNPOTNTA, GE GYECT LE TOLG KOWMVIKG LN OpPAGTIPLOVS GUVOUNAIKOVS TOVG
(1,93 évavtt 1,70, p=0,001). Yyniotepo okop eveéiag mapatnpndnke eniong peta&y
TV atopev mov Lovocav pe ocvvipopo N ovlvyo (1,90), ce clhykpiom pe TOLG
ovppetéyovieg mov dwafrovoav povor (1,69), (p=0,007). Ta nMkiouéva dtoua mTov
ELOAVICAV TEPIGGOTEPOVS OMO TECGEPLS TOPAYOVIEG KOWMVIKNG OTOUOVAOCNG
dwmotodnke OtL giyov yaunidtepo péco okop egvefiog (1,69), oe oyéon pe ta
Myotepo amopovouéva dtoua (1,94). Qotdéco n mapamdve dagopd dev HTav

otatiotikd onpavtikn (p=0,200).

Ocov agopd oty extipnon g povaélag, emipova owcdiuoto povaéidg (tov
ePLooOTEPO  KOpO) TV TeAevtoio efdouddo mapatmpnOnkav oe  peyoALTEPO
10600TO petalh Tov yovakav (11,2%), oe oxéon pe toug dvdpeg (7,2%), evd Kot
ovyvn aicBnon g povasac Ppédnke va givar onuavtikd VYNAOTEPT OTIS YUVAIKES
(47,9%), oe chykpilon pe tovg avdpeg (30,8%) (p<0,001). Emmpochétmg, n pova&id
dweavnke va eivol dvico Kotoavepnuévn Hetald TV SQOPETIKOV MAKIOK®OV
opudomv kot HETaEh TOV  OTOH®V  OPOPETIKOD  HOPOOTIKOD EMUTEIOL Kot
oKoyevelakov gloodnuatog. ITo ouykekppéva, ta dropa nikiog dveo tov 85 etmdv
MAwcav ce 1060010 12,4% 611 Biwvav povalld Tov TeplocoTEPO KOO, G GYECT LE
10 7,7% toVv atdpov nhikiag 65-74 kot 1o 11,9% tov atopmv 75-84 stov (p<0,001).

Eniong, ta nAuiopéva dtopo mov glyav amoKTNoEl TEPIGSOTEPA YPOVIO EKTOUOEVLONG
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Bpébnkav oe pKPOTEPO TOCOGTO VO LTOPEPOLVY Omd HovaEld, CLYKPIVOUEVO LE
ekeiva pe Myotepa ypovia (p<0,001). Iopopoimg, o1 EPELVMOUEVOL PE TO YOUNAOTEPO
OIKOYEVELNKO €1GOOMNUA 6€ T0G00TO 13,6% dMAmacav o6t Plovav pova&id oe oyéon pe

10 7,3% exelvav pe To VYNAOGTEPO E1GOOM LA

AVOQOpIKG [E TNV KOTOVOUN T®V OTOTEAECUATOV TNG evellag ocOUPOvL UE TN
cvuyvomta Pioong actnudtov pova&ldc ToV TEPIGGOTEPO KOO TNV TPONYOVUEVT|
gfdopdda Samotmdnke 6Tl To dropo mov EviwBav povaSld glyav  oNUOVTIKA
younAotepo péco okop mapayoviov eveéiog (1,07), oe oyéon pe Tovg GLVOUNAKOVG
TOVg oL dgv eiyov mpdopata ocbavlel kaboérov povor (1,36) (p-trend=0,002).
Emiong, n avoloyla tov gpeuvopevov pe vynAn kavomoinon ond  Con NTtoav
ONUAVTIKA VYNAGTEPT HETOED OLTOV TOL dgv gpedvicav KabBdAov oicOnuata
pova&iag (40,5%: 95% CI 38,1-42,9), oe oyéon pe ekeivoug pe emipova occOHnpoto
pova&iag (10,5%: 95% CI 7,1-15,3). Kat’ avtiototyia, 0 entmoAacpuds g moAATANG
EUOAVIONG TTaPOyOVI®OV €VEEIOG NTOV CNUOVTIKE YOUNAOTEPOS HETOED TMOV ATOU®V
ov acbdavovtav povaéld tov meptocdtepo Kapd (6,9%: 95% Cl 3,7-12,4), oe

obOyKpion pe ta dropa mov dev Evimbav moté povaéid (15,5%: 95% CI 13,8-17,2).

ZYETIKO PEe TNV EMOpOoT TOV SUCUEVOV GLVONKOV vyelag, TV GTPEGGOYOVOV
yeyovotov (NG Kot NG KOWMVIKNG OmopOVOCNG OtV EUQAvion  Hovaildg
dwmotodnkay, eniong, onuoviikég dtupopés. Ta dropa pe meplocdTEPO MO £va
POV VOOT|LOTA avEPEPAY TTLO GLYVA awcOnuatTa povaélds, oe cOykplon pe exelva
oV Oev epeavicay kavéva xpovio voonua (p=0,015). To 1610 Bpédnke va oyvet Yo
TOVG EPEVVMUEVOVS UE TEPICCOTEPOVS TOV €VOG MEPLOPICUOVS GTN AELTOVPYIKOTNTO
toug (p<0,001) 7 pe meprocdtepa TOV €vOC cvumtduata voonpotntog (p=0,002),
aALG KoL YU 0UTOUG MOV VIEQEPAV OMO TEPIGGATEPA OMO TECOEPO, KOTUOMTTIKA
ocvopntopato (p<0,001). Emiong, onpoviikég ftav ot SopopEs GTNV KOTOVOUTY TNG
oLyvOTNTOG TNG Hova&ldg petald Tmv atdpmy mov (0HGOV GE KOWVMOVIKT OTOUOVMOT),
Bdoel Tov dekT®V TG povartkng otoimong, Tng U CLUUETOYXNG O TAPUYMYIKES Kot
KOW®VIKES dpaoctnplotnreg kot g atekviog (P<0,001), evd kot ta nAtkiopéva dtopa
og Katdotoon ynpeiag avépepav o€ onuavtikd peyoddtepo mocootd (pP<0,001) ot
Biovav pova&id tov mepiocdtepo Kopod (12,2%), oe oyéon HE TOLC UN YNPOVE
ovppetéyovteg (7,8%). Maloto, cOUPOVO HE TO OTOTEAECUOTO TOV dVO LOVIEA®V
aviilvong ToALmANG AOYIoTIKNG TaAvdpounong mov geoppodomkov (ORs=2,08;
95% CI 1,24-3,48 ka1 ORs=1,75; 95% CI 1,03-2,96, avtictoya), to. Gtopo TtV
omoimv To oA ElYoV TPOCEOTO LETOKOUICEL GO TNV OKOYEVEIOKN €0Tiol elyav
oYed0V omAdcto mhavotnTa vo aicBdavovionl povasid, 6e GUYKPIoT KE To (TOUO TV
omolwv ta ToudLd TopEpevay Vo TV 101a oT€YT. TEAOG, oNUAVTIKA peyaAvTEpN NTOV

N avoloyio ToV NMAUKIOpEVeV atopov oty Itaria (27,8%) ko v EALGSa (26,1%)
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OV EKONAMOAY GLYVE cucONUOTO LOVOELAS, GE GUYKPIOT LE TNV VTIGTOYN avaAoyio

TOV gpeuvapeveV ot Aavia (6,0%) kot v O ravdia (5,0%).

Ocov apopd ot cvoyétion petah g xpNong TPOANTTIKOV @PovTidmV LYElag Kot
NG KOW®MVIKNG AIOUOVOONS, GNUOVTIKE DYNAOTEPO NTAV TO GKOP TOV TPOANTTIK®OV
vInpPecIOV HETAl TV atopmv ov (ovoav pe cuvipogo 1 ovluyo (p=0,001), mov
ntav wavpepéva (p=0,004), mov elyav tovidyiotov Eva mandi (P=0,046), KabnOg Kot
eKelvV OV  JTNPOVGOV  OMOLOONTOTE  HOPPY] TOPAYOYIKNG 1  KOWMVIKNG
dpaoctmplonoinong (p=0,023). EmumpocHEitmc, o1 EPELVOUEVOL TOV  EUPAVICAV
TOALOTTAY] TTOPOVGIO. TOPOYOVI®MV KOWMVIKNG amopovoons (4+) dwmotdbnke ot
£KOVOLV OT)LLOVTIKA YOUNAOTEPT YPON VINPESLDY TPOANTTIKNG LOTPIKNG, GE GVYKPLOT
pe ta un amopovouéve dtopa (37,6 évoavtt 41,8, p=0,046). Ilepartépw, ta
nAukiwpéva atopo mov Lovcav poOVe TOLug Kot €keiva TOv OMAMGCOV KOWVOVIKE
avevepya elyav onuoviikd pkpdtepn mbavotnta vo Exovv emokepdel odovtiatpo
(ORs=0,69; 95% CI 0,52-0,91 xar ORs=0,70; 95% CI 0,54-0,89, avrtictouya).
Eniong, ta dtopo mov dev emédei&ov Kavevog 1000 KOWVMVIKT CUUUETOYN ELQAVIGOV
YounAOTEPN  mOaVOTNTO  va  €XOVV  TPUYUOTOTOW|CEL  GLYHOEWOoOKOTGN 1|
koAovookommon (ORs=0,74; 95% CI 0,57-0,96). Znuavtikég SlopoponoOmGELS 6TV
KOTOVOUT] TOL HEGOL GKOP YPNONG TPOANTTIKMOV VANPECIOV OVIYVELTNKAV UETAED
TOV KOWVOVIKO OTOUOVOUEVAOV OTOU®V OTIG £VIEKD VIO €EETAOT) EVPOTATKES YDPES,
pe to okop avtd vo kvpoiveror and 49,6 om loAria €éog 26,0 otnv EALGda. O
EMITOAAGUOC TNG TOALOTANG TOPOVGIOG TAPAYOVIMV KOWMVIKNG ATOUOVOoNG NTaV
nepimov 9,0-22,0% otig ydpeg e Notwg Evponng, oe oyéon pe to 13,0-25,0%
petoéy tov nAKiopévov atopov ot Bopewa kon Kevipikn Evponn, evo n
VYNAOTEPN OVOAOYIOL EPEVVAOUEVOV UE TEPIGGOTEPOVG OO TECCEPIS TOPAYOVTESG
KOWMVIKNG 0mopoveoong Topotnpndnke ot Zovndia (25,2%) kat 1 xounAdtepn otnv
EAMGSa (8,8%).

YopUmEPAGSPHATE ZOUPMOVO, LE TO EVPNUOTO TNG TAPOVCAS OOUKTOPIKNG SLoTPPnS ot
Kowmvikol mapdyovteg mov peretnOnkav Ppédnkav va oyetiCovior onpovtikd e
Toug BeTkoVg deikteg TG gve&iog, AL KOl HE TNV TOAAOTAY GLYKEVIPMGN TOVG.
Eniong, dtomotdlnke onUovtik] GLUGYETION UETOED GUYKEKPIUEVOV EKPAVOEDV TNG
KOW®OVIKNG ATOUOVOONG Kol TNG YPNONS TPOANTTIK®V vanpeciav vyeioc. Ta kdpa
CLUTEPAGLLOTO, TTOV UTOPOVV va ovtAnBovv givar ta e€ng: (i) ta amoteléopata Tng
eve€lag mopovclalovy GNUOVTIKY KOW®MVIKY KOTOVOWUY, HE TO GTOHO YOUNAOD
KOIWV®OVIKO-OIKOVOLUKOD €MTESOV Vo yopaktnpilovtal amd onuaviikd youniotepn
mOavotnto ovykévipmong Oetikdv mapayoviov evefiog, (i) n kotovoun tov
amotelecpdtov ™g gvediag eaivetol va dtapopomoteitar PeTalld TV JPOPETIKDOV
YOPOV, EVPNUA TO 07010 PpicKeTon G€ OVTIGTOLYIN LE TO KOAG TeKunplopévo “north-
south pattern” otnv gveéio, pe oNUAVTIKG KOADTEPH OTOTEAEGLOTO VO, OTOVTOVTOL
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oTIc ympeg tov Boppd, (iil) 1 cvyvi] GOUUETOYN GE KOWMVIKEG KOl TOPOYWYIKES
dpaoTNPOTNTES OYETICETOL ONUOVTIKA UE OOPOPETIKES OAGTACELS NG gveEiag TV
atopov Tpitng Ko tétaptng nAkiog, (V) cLYKEKPIUEVEG TTTUYEG TOL KOWMOVIKOD
TEPPAAAOVTOC TOV NMMKIOUEVOV OTOU®V, Ol 0TOieg TPOCIOAlOVY GTNV KOWVMVIKN
ATOUOVOON, OXETILOVTOL ONUAVTIIKG [E CLYKEKPIUEVO OMOTEAEGUOTO TNG gvesiog
T0VG, (V) M XPNON TPOANTTIKOV VANPECIOV VYEinG PPIoKeETOl GE GUVAPTNON UE TIG
KOWOVIKEG cLVONKES Sofimong TOV ATOU®V KOl THV KOW®OVIKY amopdveoon, (Vi) ta
dropo mov oev vidBovv povaéld mopovctdlovy KaAvtepa amoteléopota gveslag Kot
€xovv VYNAOTEPO HECO OKOp BeTIKOV Topayovieov evetiag, &vd To GTOUO OV
Biovovy cuyvd aebpata pova&las epeaviCovy youniotepn mbavoTnTo TOAAUTANG
eneaviong mopayoviov evegiog, (Vi) n ovyvomta Pioong achnuatov povoaéidg
TOPOVCIALEL ONUAVTIKT] OLOYETION HE EMUEPOVS TOPAUETPOVS TMOV OVGUEVAOV
cuvOnk®v vyelog, TOV OTPEGGOYOVOV  YEYOVOT®V (MNG KOl TNG KOWMVIKNG
amopovoong ko, (Viil) n mpdoeatn amoyd@pnon tov TeErevToiov Toudov omd TV
OlKOYEVEIWONKN €0Tio Qaivetal vo &ivar 0 To onNuavtikdg oveEdptntog deiktng
TPOPAEYNS TG EKONAWDONG GLYVAOV UGONUATOV LOVAELAC.

Xvumepacpatikd, kobictator aviiAnmid and T mpoavagepBEévia gvprjuato Ot
GUYKEKPIUEVOL TOPAYOVTES TOV KOWVOVIKOD KOl OIKOYEVEWNKOV TEPPAALOVTOS TMV
atopev oyetilovtol onUavIIKG HE TO EMImed0 NG €LEEIOG TOLG KOL UITOPOLV Vo
EMUPEPOVY  EVEPYETIKEG EMOPACELS € TOKiAeg okomiég avtng. Emmpocsbétmg, ta
TAPOVTO EVPNUOTO TOPEYOVV CNUAVTIKES EVOEIEEIS G TPOG TNV OVAYVAPLIOT TOV
TAPOyOVIOV EKEIVOV OV TOAVAOG ETOPOVV GTNV KOW®MVIKY dpactnplomoinon, v
KOW®OVIKT amopdévmon Kot T povaéld Kot eropéveg Ba pmopodoay vor 01eupvuvouy
TNV VIAPYOVCHA YVMOCY GYETIKG WLE TOVG TPOGTOTELTIKOVG 1 TOVS EMPAPLVTIKOVG
TapAyovteg NG eveéiag katd v mepiodo ¢ yNipavons. Apketol amd avTodg TOLG
TOPAYOVTEG EMLOEYOVTOL TPOTOTOINGNG HECH TV KATAAANA®V ekelvav TapepuPdoemy
o1 omoieg Ba pmopovcav vo 0dNyNoovV oe BeEATIOGELS 6TV gveCia TOV ATON®Y KOODG
avtd yepvouv. Idwitepa, M avamTuén Kol EVioYLON TOV ELKUPLDV EVEPYOVG
GUUUETOYNG O KOWMVIKEG OpAGTNPLOTNTEG Kot 1 evBAppuven ¢ vioBEtong evog
dpacTpov TPomov {ONG WTopel Vo EMPEPEL CNUOAVTIKE OQEAN OTO EMIMESO TNG
eve&ilog TOV NUKIOUEVOV ATOU®V KOl 01 OVTIGTOTYEG OTPATNYIKEG OPEIAOVY va. elval
TPOCAVATOAGUEVES TPOG TNV IKOVOTOINGT TOV OVAYKOV TOV OTOU®OV Y10 KOWVOVIKY|
EVOOUATMON KOl  OLGLOOES KOWMVIKEG oSuvavaoTpogés. EmmpocBitmg, ot
KOWMOVIKEG TOMTIKEG, OAAQ KOl Ol TOMTIKEG ONUOGLOS VYEIOG TOV OTOCKOTOUV GTNV
Tpoaymy" g eveiog opeihovy va evtdEovy oTIg TPOTEPOLATNTEG TOVG Kl TO GTOYO
™G AUPAVVONG TNG YUXO-KOW®MVIKNG EMPAPLVONG Kot TOV avOp®dmvov Tdvov, Omwg
avTdc avtovokAdtor otnv vmoapén owoOnudtov povalldg, ®g €vog OMUOVTIKOG

TOPAYOVTAG KIVOUVOL Y10 TNV EUPAVIOT) OUGUEVAOV OMOTEAECUATOV EVEEIOG.
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Abstract

Background The fact that the contemporary world has been ageing rapidly is one of
the greatest challenges health care and social security systems have to deal with.
Social and gerontological research that has been implemented up to date, mainly at
the country level, has extensively addressed the health of people of third and fourth
age and has thus indicated several determinants associated with their social
environment. In this context, well-being has been denoted to predict longer survival
among older people and higher utilization of health care services. Therefore, well-
being has become an important objective of ageing-related public health and social
policies. However, the study of older adults’ well-being and the comprehensive
evaluation of the factors related to its configuration remain relatively unexplored,
whereas the respective existing findings of nationally comparative research have been
limited.

Aim The current study aimed at assessing the prevalence of six different positive
well-being outcomes and their accumulated presence (4+) as well, among adults aged
65 years of age and older of the eleven European countries who took part in the first
wave of the SHARE survey (Survey of Health, Ageing and Retirement in Europe),
according to: (i) their socio-demographic characteristics, (i) social engagement (1°
Chapter), social isolation (2" Chapter) and loneliness (3™ chapter). Furthermore,
frequency of feelings of loneliness was examined in relation to adverse health
conditions, stressful life events and social isolation (4™ Chapter). In addition, the
utilization of preventive health services was measured according to social isolation
indicators and their multiple clustering (5™ Chapter). Lastly, we were interested to
study the potential differences in well-being, social engagement, social isolation,
loneliness and preventive health services utilization among the different countries and
geographical regions under scrutiny.

Subjects and Methods The data of the present study pertains to a subsample of
adults aged 65 and older which was retrieved from the first wave of the cross-national
longitudinal SHARE survey which was conducted between 2004 and 2005 in eleven
European countries (Austria, Belgium, France, Germany, Denmark, Switzerland,
Greece, Spain, Italy, the Netherlands and Sweden). This survey was organized and
coordinated centrally at the Mannheim Research Institute for the Economics of
Ageing (MEA, Germany) under the collaborative effort of multidisciplinary national
teams of more than 150 researchers worldwide and more than 60 working groups,
including the research team of the Department of Social Medicine, in the Faculty of
Medicine of University of Crete.
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The target population of the study concerned households with at least one member
aged 50 and over, including their probably younger partners or spouses, and it was
selected according to the complex multistage stratification design that was
implemented so that this population to be representative of the European population
aged over 50 years. At the individual level, the average weighted response rate which
was achieved ranged from 73.7% in Spain to 93.3% in Germany, whereas at the
household level the lowest response rate was reached in Switzerland (38.8%) and the
highest in France (81.0%). For the purposes of the current investigation, the analyses
comprised individuals aged 65 years and older within the SHARE sample, which
yielded a study population of 7,025, 5,129, 5,074 and 6,971 respondents.

Well-being was gauged as the clustering of six indicators: quality of life, depressive
symptomatology, self-perceived health, life satisfaction, chronic conditions and Body
Mass Index (BMI). High well-being was equated with reporting high quality of life,
exhibiting absence of depressive symptomatology, perceiving health status as very
good, being very satisfied with life, suffering from one or none chronic health
condition and having normal BMI. The clustering of more than four well-being
indicators (4+) was considered to be indicative of higher well-being and referred to as
multiple presence of positive well-being outcomes. Additionally, we assessed the
socio-demographic characteristics of the participants, their social engagement, social
isolation, loneliness, adverse health conditions, stressful life events and preventive
health services utilization.

Data were analyzed using the IBM-SPSS v21.0. Weights were applied according to
the complex sampling design of the study, reflecting non-responses and stratification
design. The prevalence of well-being indicators and the respective 95% confidence
intervals (95% CIs) were estimated according to the complex sampling design.
Furthermore, analysis of covariance and multivariate regression analysis were applied
in order to search for potential differences and associations between well-being and
social engagement, social isolation and loneliness. Furthermore, we estimated
frequency of feelings of loneliness with the respective p-values and we examined
frequency of loneliness according to adverse health conditions, stressful life events
and social isolation. Multivariate regression models were calculated with the
respective Odds Ratios (ORs) so as to study the effect of the above factors on
frequency of loneliness. Lastly, preventive health services utilization was measured
according to a composite score of twelve different items (12-item composite score)
and the distribution of this score was investigated according to social isolation. In
addition, the utilization of the distinct components of preventive care under study was
also examined according to different indicators of social isolation through multiple
logistic regression analysis.
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Moreover, in order to detect possible national variations, we estimated the weighted
prevalence and the corresponding confidence intervals of the frequency of lacking
indicators of well-being and the occurrence of social isolation and loneliness across
the eleven SHARE European countries. Lastly, country-specific differences in the
association between the frequency of activity participation and well-being clustering
were also addressed by means of simple linear regression analysis.

Results More than four indicators of well-being were observed for 10.2% of the
respondents, whereas for 14.4% of the total sample no positive well-being outcomes
were rendered. The majority of the sample was found with one or two well-being
indicators (28.9 and 27.9%, respectively). The presence of 4+ wellbeing indicators
was significantly more common among participants aged 65-74 years than among
those of age 75-84 years, whereas the prevalence of accumulated well-being
indicators among the oldest-old participants of the study did not differ significantly
from the their younger counterparts aged 75-84 years old.

The prevalence of 4+ well-being indicators was shown to be more than twice as high
(23.2%; 95% CI 20.5-26.1) in Northern countries compared to Central countries
(11.2%, 95% CI 9.7-12.8) and more than three times as high compared to Southern
ones (7.2%; 95% CI 5.8-9.0). A significantly lower proportion of the participants
who had not participated in any productive or/and social activities were found with
high quality of life, in relation to productively and socially active ones. Likewise, the
proportion of adults who were attested with low depression score, rated their health as
very good, were very satisfied with life and displayed less than two chronic diseases
was significantly higher among those with frequent productive or/and social activity
participation over the course of the previous month.

This pattern was consistent for most well-being indicators and remained after their
clustering, with 4+ indicators of well-being being significantly more prevalent among
frequent participants in productive or/and social activities, than infrequent ones
(15.0%, 95% CI 12.9-17.4 vs. 7.2%; 95% CI 6.1-8.5). Clustering of well-being
indicators was found to correlate at a significant level with frequent participation in
productive (ORs=1.35, p=0.007) and social activities (ORs=1.57, p<0.001).
Accordingly, a higher score of well-being indicators was evident among older adults
participating frequently in productive or/and social activities, in relation to those who
had not participated in any activities over the course of the previous month (2.1 vs.
1.7, respectively, p<0.05). The correlation between frequent productive or/and social
activity participation and multiple presence of well-being indicators was 0.050
(p=0.045).
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Additionally, well-being was found to be significantly associated with specific
indicators of social isolation. More particularly, individuals contacting their offspring
daily or at least once a month displayed a significantly higher mean well-being score
(1.80), in relation to those reporting less frequent or no parent-child contact (1.40)
(p=0.028). The above pattern was also ascertained regarding participants with at least
one social activity, in relation to their socially inactive peers (1.93 vs. 1.70, p=0.001).
A higher mean well-being score was thus observed among older adults living in
partnered households (1.90), compared to their unpartnered counterparts (1.69)
(p=0.007). Older individuals with an accumulation of social isolation indicators
indicated a lower mean well-being score (1.69), in comparison to the least isolated
individuals (1.94). However the above difference did not reach statistical significance
(p=0.200).

Regarding the prevalence of well-being outcomes according to loneliness, it was
found that individuals who declared feeling lonely most of the time over the course of
the previous week had a significantly lower mean score of indicators of well-being
(1.07), relative to their non lonely counterparts (1.36) (p-trend=0.002). Moreover, the
proportion of the respondents being very satisfied with their life was significantly
higher among those with no feelings of loneliness (40.5%; 95% CI 38.1-42.9), as
compared to adults with very frequent endorsement of loneliness feelings (10.5%;
95% CI 7.1-15.3). Likewise, multiple clustering of well-being indicators was
significantly more prevalent among non lonely individuals (15.5%; 95% CI 13.8-
17.2), in relation to their lonely seniors (6.9%; 95% CI 3.7-12.4).

As far as the assessment of loneliness is concerned, persistent feelings of loneliness,
endured most of the time, were mostly reported by females (11.2%), compared to
males (7.2%), whereas frequent feelings of loneliness were reported by 30.8% of
males and 47.9% of females (p<0.001). In addition, loneliness was indicated to be
unequally distributed among different age groups and individuals of different
educational and income status. Specifically, the proportion of individuals declaring to
feel lonely most of the time was significantly higher among the oldest-old participants
(85+) (12.4%), as compared to their younger counterparts, aged 65-74 (7.7%) and 75-
84 years old (11.9%) (p<0.001). Moreover, older adults who had obtained more years
of schooling were found to suffer from significantly less frequent feelings of
loneliness, in comparison to adults with the least years of education (p<0.001).
Likewise, 13.6% of the respondents with the lowest household income declared to
feel lonely, in relation to 7.3% of those belonging to the highest income quartile.

As regards the association of loneliness with adverse health conditions, stressful life
events and social isolation significant differences were shown to exist. More
particularly, individuals with one or more chronic conditions reported more frequent
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feelings of loneliness, in comparison to adults suffering from less than two chronic
diseases (p=0.015). This pattern also held true for older people with more than one
limitations in activities of daily living ((1)ADL) (p<0.001) or more than one disease
symptoms (p=0.002) and more than four depressive symptoms (p<0.001).
Furthermore, significant were the differences noted in the distribution of loneliness
frequency between individuals living in social isolation, as indicated by solitary
living, social disengagement and childlessness (p<0.001). In addition, for 12.2% of
widowed older people frequent feelings of loneliness were endorsed, relative to 7.8%
of those living in partnered households. In a similar vein, the likelihood of persistent
endorsements of feelings of loneliness was twice as high among older adults whose
offspring had recently moved out from parental nest, in relation to those whose child
still shared the same house with them, in both models of multiple logistic regression
analysis (ORs=2.08; 95% CIl 1.24-3.48 and ORs=1.75; 95% CIl 1.03-2.96,
respectively). Lastly, 27.8% of Italian and 26.1% of Greek older individuals were
categorized as severely lonely, which applied to 6.0% of the elderly in Denmark and
5.0% in the Netherlands.

With reference to the utilization of preventive care according to social isolation, the
mean score of preventive health services was documented to be significantly higher
among adults residing with a partner or spouse (p=0.001), being married (p=0.004),
having at least one child (p=0.046) and being involved in any kind of productive
or/and social activity (p=0.023). Additionally, respondents presenting multiple
presence of social isolation indicators (4+) were found to have a significantly lower
mean score of preventive health services utilization, as compared to their non isolated
partners (37.6 vs. 41.8, p=0.046). Further, older adults living unpartnered, as well as
those being socially disengaged, indicated a significantly lower likelihood to have
visited a dentist (ORs=0.69; 95% CI 0.52-0.91 and ORs=0.70; 95% CI 0.54-0.89,
respectively). Similarly, individuals with no activity participation had lower odds of
having ever undertaken sigmoidoscopy or colonoscopy (ORs=0.74; 95% CI 0.57-
0.96). Significant differences were discernible between the eleven European countries
under investigation as regards the distribution of health services utilization score
among socially isolated older people. Specifically, the mean score of preventive
health services utilization among adults with 4+ social isolation indicators was 49.6 in
France and 26.0 in Greece.

Furthermore, the rate of the multiple presence of social isolation indicators was
approximately 9.0-22.0% in southern Europe, relative to 13.0-25.0% among older
people in northern and central Europe. Moreover, the proportion of adults being
identified with more than 4 indicators of social isolation was the highest in Sweden
(25.2%) and the lowest in Greece (8.8%).
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Conclusions According to the afore-mentioned cross-national empirical findings the
social factors under study were found to be significantly associated with specific
positive well-being outcomes and their multiple clustering, as well. In addition,
preventive health services utilization was significantly related to different indicators
of social isolation. The main conclusions that could be drawn are as follows: (i) well-
being outcomes are socially distributed, with individuals with the least years of
education and the lowest household income level being ascertained with the lowest
likelihood of presenting multiple clustering of well-being indicators, (ii) well-being
dimensions are differently distributed among the eleven European countries and the
three geographical regions under investigation, which is in accordance with the well-
established well-being “north-south pattern”, with significantly better outcomes being
consistently attested among Northern Europeans, (iii) frequent productive and social
activity participation is significantly related to well-being, (iv) specific elements of
people’s social environment which pertain to social isolation are significantly related
to well-being outcomes, (v) preventive health services utilization is associated with
social living conditions and social isolation, (vi) non lonely older adults present better
well-being outcomes and have a greater well-being mean score, whereas multiple
clustering of well-being indicators seems to be less common among individuals
declaring to feel lonely most of the time, (vii) frequency of reporting feelings of
loneliness is significantly related to specific adverse health conditions, stressful life
events and social isolation indicators and, (viii) recent departure of the last offspring
from parental nest was the most significant independent predictor of loneliness.

It becomes evident from the above findings that there seem to be specific factors of
older people’s social and family context which are significantly associated with their
level of well-being and can possibly hold beneficial implications for multiple well-
being aspects. Several of these factors could be subjected to modification through to
suitable interventions which could lead to the amelioration of individuals’ well-being
as they age. Particularly, the enhancement of chances for active engagement in social
activities and the encouragement of an active lifestyle could be to the benefit of older
people’s well-being and respective strategies should therefore be oriented towards
satisfying their needs for social integration and meaningful social connections. In
addition, social and public health policies aiming at the improvement of later-life
well-being ought to prioritize the mitigation of psycho-social distress and human pain
which is reflected on the occurrence of loneliness as a key risk factor for health and
well-being. Furthermore, the current results afford important empirical evidence on
identifying factors which possibly bear upon social engagement, social isolation and
loneliness and could thus extend current knowledge and understanding on well-being
promoting factors and risk factors for poor well-being outcomes in old age.
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1. Ewoayoy
1.1 Anpoypa@ukn ynpaver, eveéia Kot (pnon vanpecLtOv vyeiog

H onuoypapikny kot kowwviky petdfacn 6’ évo oloéva av&avopevo ynpdokovio
TANOLGUO GUVLPOIVETOL [LE CMUOVTIKES KOWVMVIKO-OIKOVOUIKES, OAAA KOl TOMTIKEG
TPOKANGELS Y10 TO GTOHO OA®MV TOV NMKUDV, Ol OTOIEg AmOPPEOLY KUPIOE amd TO
YEYOVOG OTL TO. MAKIOUEVO GTOUO OUVOVTOL VO TPOYUOTOTOOUV  GNUOVTIKEG
OIKOVOUIKEG, KOWMVIKEG, OAAG KOU WYUXO-GUVOLGHMUOTIKEG GUVEICQOPES OO TIg
OTOlEC TOL VEOTEPO, GTOMO OVIAODV TOALGHUOVTA OQEAN. Q¢ €K TOLTOVL, Ol 101€G
TPOKANGELS UITOPOVV va. TPOSANPOoOV ¢ evkaipiec TOG0 0 OTOMKO, OGO Kol
KOWOVIKO eminedo, pEC® Kupiwg TG evioyvong, OAAG Kol Tng E€MEKTOONG TMV
TOPOTAV® OEELEIDMV KoL TNG O1dyVoNg Tovg otV Kovevia. Tavtdypova, o avénpévo
mpocdoKyo emPioong dev amotehel povo éva Bpiappo g Kowvmviog, aAAd Kot po
peYaAN evkarpio. ©C TPOS TNV OVASEEN TOV KOWOVIK®OV OLGAEITOVPYUDV Kot
TpofAnudtev vysiog TOV NAKIOUEVOVY 0TOH®Y, OAAG KOl TOL GTULAVTIKOD pOAOV TTOV
KOAOOVTOL VO SLOOPOUOTICOVY T OIKOYEVELOK(G Kol KOW®VIKA SiKTua ®¢ TTPog T
oTpEN, TNV EVOOUATOOT Kol TV €VOAPPLVOT TNG KOWMVIKNG GULUUETOYNG TOV

atOU®V TPITNG Kot TETAPTNG NAKIOGC.

Q¢ ex tovTOoL, &ivol €£éyovcac oMNUOciog Ol GYESNOTEG TOMTIK®OV VYeiog Kot
KOW®OVIKNG TOATIKNG, OALQ Kol Ol ETyYEALOTIEC VYELOG VO EXOVV TANPN YVOOT TOV
KOW®OV CUUTTOUATOV 1] VOGOV TOL OTovTOVTOL UETOED TV aTOU®V UEYOADTEP®V
NAMKIOV Tov dHvavtar vo TpoAneBodv 1 vo LETOTOMGTOVV YPOVIKA, CAAL KOl TV
KOWVOVIKO-OMUOYPOPIKOYV KOl YLYO-KOWOVIKOV  EKEIVOV  TOpayOovtwv oL
npocolopilovvy Ta  omoteAéopoto TG vyelog kor NG evetlog Tovg. XtV
TPAYLATIKOTNTO, T SCEAACT GLVONKAOV VYOVG YNpavons kot n e&dieym tov
TP yOVTOV KIvOOVOL Y10 TNV EUEAVICT] CLVONK®OV KOKTG VvYelog Kol TEPLOPIOUEVTS
evegiog HeTalld TOV NMMKIOUEVOV OTOUOV OTOTEAEL Y100 TOVG GYESNOTEG KOVMVIKNG
TOAMTIKNG KO GTPOTNYIKAOV ONUOCLOG VYELNG TOV KUPLo AEova Yo TN S0GPAALCT] TOL
SuvapKoh TOV NMKIOUEVOV OTOU®V KOl TN UEYIGTOTOINGN TOV ®OQEAEIDMV TOV

TPOEPYOVTOL OO TIG GUVEIGPOPES TTOV TPALYLLATOTOLOVV.

Agdopévov 0T 01 GVVOTKEG YNpOavoNg elvarl amoTtéAespa cVVOETOV AAANAETIOPAGE®Y
HETOED  PLOAOYIKAOV, WYOYOAOYIKOV KOl KOWMVIKO-OIKOVOUIKADV TOpayOvVI®OV Kol
Aappdvovtag vroyn 1o yeyovog OtL M eméktaom g Odpkelng LoNg TV atOpmv
eyeipel 10 {NTNUO TNG TPOGPLYNG GE TOMTIKES, UETPO KO £pYOAEio emiTEVENG oG
«KOANG» M «mol0TIkNG» CmMg, M €vtaén g mapapéTpov g gvediag otnv épevva Yo
™ YNPavon mopovctalel W0oiTePN oNUAVTIKOTNTA. TOVTOYPOVA, TO EVPNUATO TNG
KOW®VIKNG Kol WTPIKNG EPELVOS TTOV OVOOELKVOOLV TN YHPOVOT GE L0 TEPIGCOTEPO

KOW®VIKO-YVUYOAOYIKT), TOPA PLoAoyikn 1 NAKLOKY KATOOKELY] KOOGTOOV avarykoio
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) depehivnon TV OANAETIOPACE®V KOl TOV OLVOLK®Y TOV OVATTOGGOVTOL HETAED

TOV NAKIOUEVOV OTOU®V GE OIKOYEVELNKO KOl TPOCHOTIKO EMITESO.

2’ avtd 10 EPPdALov to omoio yapoktnpiletar amd TV adENCT TOL TPOGOOKIUOV
emPBimong kot ™ PeEATIOON TNG OMOTEAEGUATIKOTNTOS TOV VIAPYOVCHV BEpUTEIDV Y10
TNV OVTILETOTIOT TNG VOOT|POTNTOC TOV OTOU®MY UEYOADTEPMV NAKIDV, O GTOYOG TNG
dlo@aMong vynAol emmédov eveiag amotelel TPOTEPOUOTNTA TOV TOATIKMOV
emtuyovS yNpavens. Malaorta, to eninedo g evesiag £xet fpedel va amotelel Tov Mo
ONUOVTIKO aveCdptnTo OElKTN E€160YMYMOV CGE VOCOKOUEID KOl EMOKEYEMV OTO
eneiyovto (Gandy et al. 2013), evdd onuoviikéc mruyéc ¢ evekiag, OmWE oTEG
AVTOVOKADVTOL otV Yoxohoykn evelia, €yovv avoybel oe deikteg peyorldTepng
emPiwone, KOADTEPNG YVOOTIKNG AEITOVPYIKOTNTOS Kol ALENUEVOV TPOGTATEVTIKMV
Yo TV vyeia cvpmeprpopdv (Steptoe et al. 2012).

Q¢ ex tovTOL, M dTNPNON KOl TPOAYWYN NG eve&ing €xel meptypael akpPdg wg
évag omd Tovg oTOYOVG KAEWWE TV OMUOCI®V TOMTIKOV 7OV GTOYEHOLV GTa
nAkiopéva dtopo oto TAaiclo ™ vioBétnong pag mePocdTEPO OETIKNG OMTIKNG
OGOV aPOopa OTIS OOOIKAGIEG TNG YNPOVONG Kol TG avTIANYMS OTL 1 mEPI0d0g NG
YNPOVONG  EMPUVAACCEL ONUOVTIKEG EVKOIPIEC KOl TPOKANGELS YO0 TPOCMOTIKN
avamtuén Kol AVTANGN POA®MV KOWVOVIKOTNTOG Kot Tapaymyikotntoc. H avtidnym
aVT oNUOTOd0TEL TN HETAPaoT amd TNV TPOGEYYIoT TG YNPOVONG O TOHOLOYIKNG
dwdkaciog cuvuEacUévNg He vTova GTOLEl VOOPOTNTOG KOl OVOmTNPiog Kol T
petatomon and 10 6tdY0 G Melwong g Bvnodrag Kol TG OmOTPOTNIS TOV
Bavatov mpog v avaykadtto Pedtimong g modtntog {ong Kot g eveklag kot
amd 10 6ToY0 NG TPocONKNg ¥pdvev ot (N TPOg T cmovdudTnTo TPOocOKNg (oNg
ota xpovia (Rechel 2009; Schalock 2004).

Qo61660, 1 Ploon cuVONKAOV ETLTLYOVG N VYLOVG YNPOVONG, N OTTOT0L Kot avTOVaKAATOL
6€ oNUAVTIKO Pabud oty 1010 TNV TPOCOMIKY KPIioN TV NMKIOUEVOV OTOU®OV Y10l TIG
ouvOnkeg g (NG TOVE KOl GTO TPOGMOTIKA TOVS cuvatsOnpata, cuvaptdTol GUeEca
Kol HE TIG KOWOVIKEG ouvOnKeg SwPlwong Tovg kot Tovg Olaféciovg yuyo-
Kowmvikovg tovg mopovg (Gabriel and Bowling 2004). T ta ida To nMKiopéva
dropa M €vtadr] TOvg GE 1O0YLPA OIKOYEVELNK(G KOl KOW®VIKA OlkTtvo @aivetor vo
pocolopilel e onuUavTIKO PBabud TNV TPOCHOTIKY TOLS OVTIANYT GYETIKA e TO TL
owvieTd pa «koAn mowdtta {one» (Hemingway and Jack 2013), eved cbupova pe tig
avTo-a&loAoYNoELS TOVG N evelia TPooddlel Kupimg 6 Lo KOTAGTACT KOTA TNV
omoio. To Grtopa arcBavovion vyw), eivar eredBepa omd mOVo Ko givor kavd va
dtdryouv i Ogtikn (on (Hoban et al 2011).

Toavtodypova, To VITAPYOVIO EVPNUOTO TNG KOWMVIKNG £PEVVOS GLVTEIVOLV TTPOG TN

dwmictwon 0Tt To  GTOMO  YOUNAOTEPOL  KOWWMOVIKO-OIKOVOUKOD  EMUTEOOV
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TPoomopilovv MyOTEPEC ELKOIPIEG CULUUETOYNG OF KOWMVIKEG KOl TOPAYOYIKEG
dpacmmprotnteg (Siegrist and Wahrendorf 2009), evéd kot 1 dtoyeveakn KOWmVIKN
o PN, OTMG OLTH AVTOVOKAATOL GTNV OVTOAAQYY] S1APOP®Y HOPO®V KOWVMOVIKNG
otpine, epeavifetor vor givor yopnAotepn UETaED TV MYOTEPO TPOVOULOLY®V
KOWOVIKOV ouddov nukiopévov atopwv (Weyers et al. 2008). I'o tapdadstypa, o
dropo VYNAOGTEPOL HOPEOTIKOD EMTEGOV EVIACCOVIOL GE TEPIOCOTEPO OLEVPVUEVA
KOWoViKG diktva mov dtakpivoviar omd peydAo aplBud HEADY Kol GUYVEG ETOPES
peta&y tov pelomv avtov (Wilson and Musick 1998).

AmO TV GAAN TAELPA, M GLYVN EMAPN TOV NAMKIOUEVOV YOVEDV UE TO TOUOLE TOVG
Aertovpyel og mapdyovtag mov ovtiotafuilel TIC SLCUEVEIS EMMTAOGEL 7OV
EMUPLAAGGEL TO YAUNAD KOWVMVIKO-OIKOVOLIKO EMIMESO GTO OMOTELEGIATO TNG VYELOG
ko g eveiog tovg (Wu and Rudkin 2000). Tlepartépo 1 dudbeon devpopévev
KOWOVIK®OV SIKTO®V KOl TO, LEAN TOV TO OTOTEAOLY SVVOVTOL VO OLEVKOAVVOLV THV
TPOcPaoN 6TOVE VILAPYOVTEG TOPOVS KOl TIG O10OEGIUES VYEIOVOUIKES VIINPETIES, VOl
AELTOVPYNOOVY MG TOAPAYOVTEG «KOWMOVIKNG A0Y0d0Gioc» Yoo TNV €vioyvon Tng
V10BETNONG BETIKAOV GUUTEPIPOPDOV VYELNG KL VO GLUVEICOEPOVY GTNV EMITEVEN TNG
AmOPOiTNTNG CLUUOPP®ONG HE TS €KAOTOTE 1OTPIKEG 0dMyleG Kot  GLOTACELS
(Berkman et al. 2000).

EmnpocBétog, mpootatevtikég 1y v vyeld  TOV  NAKIOUEVOV  OTOU®OV
GUUTEPLPOPES, OTMG M XPNOT TPOANTTIKAOV VANPECLOV VYELNS, 1) omoia Kot Bewpeitan
ot pumopel va cupPdrel onuavtikd ot Bedtioon kol Tpoaywyn e vyelog Kot NG
eve&log Tovg, OIVETOL KO GUTH VO KATOVEUETOL OLPOPETIKA UETOED OLOLPOPETIKADV
otpoudtov g kowvoviag (Hoeck et al. 2014). Zvykekpiéva, To ATOWO TOV KATEYOVY
TEPLOPIGUEVOVS KOLVOVIKO-OIKOVOUKOVG TTOPOVS TEIVOLV VO TPOGPEDYOLV GLYVOTEPQL
GTN VOGOKOELOKN KOl EXELYOLGA 1TPIKN PPOVTION KOl TOVTOYPOVE VO KATOVOADYVOLY
ONUOVTIKG AyOTepeg vnpeciec TpdANYNG Kat Tpoaywyng ¢ vyeiag (Berkman et al.
2011).

Emopévog, eivar 10101t€pmg oNUOVTIKN 1) 1EpeHVNON Kol KOTAVONGT| TOV TOPAYOVIMV
exelvav mov oyetifovron pe v gvekia TV NMAUKIOUEVOV ATOU®Y, 0ALY KoL TN XPNOoT
TPOANTTIKAOV VINPEGUDY Y10 TO GYEOACUO TOV KATAAANA®V Topepfacemv PeAtioong
g mowdtnta g Long tovg. H mepartépm perétn g eveliog umopel va ddoel
QMOVINGELS GE GYECN LE TO TMG TO KATAPEPVOLV TO NAKIOUEVO GTOUO APl TIG
dvopeveic ouvOnNKeg VYELOG TOVG, TOOL Eival OL UNYOVIGHOT EKEIVOL TOL EVOEYOUEVMS
ovufPdrovv otn Spdpemon ¢ eveiag Tovg Kot moleg TAPEUPACELS UTOPOVV Vol
empépovy mbavég PeAtiwoelg oty eunmuepion TV oTtOH®V TPt Kol TETOPTNG
nAwiog.
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1.2 Evvolohoyiki] Kot EpELVITIKI] TPOSEYYLOoN TG eVEEisg

H gveéia éxet avadvbel og Eva (o EUTELPIKOD EVOLAPEPOVTOG TA TEAEVTOLN YPOVILL
oTo TAiclo TNG OETIKNG WYuXOAOYiOG KOl TMV GUUTEPIPOPIKOV CTOLODV KOl EYEL
avayvoplotel o¢ pa Oetikn moAvdtdotarn Kataokevn. Ot kupilapyeg mpoceyyioelg
oto medio g evegiog ¢ onuepa Pacilovtal oTIG EKTIUNCELS TG CLVOLCONUOTIKNG
KOl YVOOTIKNG KOTAOTOONG TOV OTOU®MV OT0 TAICIO TNG VTOKEWEVIKNG gvediog
(Diener et al. 2003) ot oe 0&OAOYAGEIS VIO TO TPIGHO TOV HOVTEAOL TNG
yoyoroywkng evegiog (Ryff and Keyes 1995). £’ avtd to mhaicto, n pétpnon g
eveéiog edpaletar oe povTéEAO OV OEMOVTOL OO TNV EVOULOVIGTIKN TPOCEYYIoN
(eudaimonic approach), n omoio €6TIdleL 6TV KATOYN TOP®V Kol TIG SUVOTOTNTES Kot
gvkalpieg mov ot woépol avtoi mpoomopilovy G’ AVTOVG TOL TOVg dlabétovy, oe
povtéda mov Pacilovtar otnv ndoviotikn mpoosyyon (hedonic approach) wou
gmkevipdvovtol oty aloldynon v cuvasnudtov (sutoyio Kot gvyapiotnon)
Kot GLUVAdOLV e TN cOyypovn Bewpia «Yyrohg IMpavency kat T€A0G, 6 LOVIELN TOV
edpalovtal 6TV TPOGEYYIoN TG KavoToinong tov avipomvev avaykov (needs
satisfaction approach) kot ™ yvootikn extiunon mg (ong TV otopmv (IKavomoinon
and ™ Con Kol cvykekpluéveg okomiég t™C). 'Eva onuavtikd Tufpo g oxeTikng
épevuvag yel, emiong, TPoTeivel Yo TV OAMGTIKN ekTipnom g gvediag, TNV TPOSPLYN
0€ TOIKIAEG, VITOKEUEVIKA 1| OVTIKELLEVIKO TPOGIOPICUEVEG TTTVYES TNG AVOPMOTIVIG
Long, Baoel oyetikdv deiktdv N kKMpdkov pétpnong (Kahneman and Krueger 2006).

Emopévog, ot olyypoveg mpoceyyicelg tov {nTmuatov mov dantovior g evediog
OTOTLTMOVOVY TNV TPOoTAOEl TOV TEPIGGOTEPOV OE®PNTIKAOV KOl EUTEIPIKDOV
EPELVNTAOV VO TPOGOMCOLV G OVTHV €va WITEPOS OMOTIKO TEPIEXOUEVO, YWOPIG
Oumg vo mpofaivovv oTNV KOTAGKELN €VOC aKPPoVC OPIGHOD, EMGTNUOVIKA Kot
Kowmvikd amodektov. O Pollard kon Davidson (2001) (0.10) éxovv meprypdyel v
eveflo MG «Ol KATAGTAOT EMTLYOVS ATOO0oNG KOTA TN Olbpkel (oNg m omoia
EVOOUOTMOVEL TN COUATIKY, YVOOTIKN Kol KOW®OVIKO-CLUVOIGONUOTIKY AEttovpyioy.
2opeova pe v avtiAnyn tov Law kot cvv. (1998) (c.3), 1 evekia mpocsiondlel oty
«EVOOUATOOTN TOV COUOTIKOV, YUYOAOYIKOV, GUVUICONUOTIKOV, TVELLOTIK®OV Kot
KOWVOVIK®OV YOPOUKTNPIOTIKAOV EVOG OTOLOVY.

Q¢ €K TOVTOV, TAPOAO OV OEV LIAPYEL EVA GOPNDS TPOGOLOPICUEVO EVVOIOAOYIKO KOl
pefodoroyikd mhaicto yua T depedvnon g eve&iag, 1 TOAVILACTATY VO™ TG £XEL
avayvoploTel Kot £l TOVIOTEL 1 ovaYKOIOTNTO GUUTEPIANYNG OTNV £pELVA YO TNV
eveéia TOV NMKIOUEVOV OTOU®V SEIKTMV 01 00101 VO OVTOVOKAOVDV TIG COUATIKEG Kot
Yyuyo-cuvasOnpatikég dlaotdoel Twv cuvinkov dwfioong tovg. H vrokeypuevikn
duotaon ¢ gvegiog avadEIKVOETAL Kupiapyn OTOV TPOGOopIcrd e, Kabdg ot

TPOCOTIKES avTIMYELS Kot afleg Tov 1010V TOV aTOU®V GLVIGTOVV o Ond TIg
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ONUOVTIKOTEPEG TTTVYEG TNG AvOpOTIVNG avamTuéng, T060 amd OKOVOLIKY, OGO Kol

KOW®VIKO-YUYOAOYIKY] GKOTLA.

SOuemvo pe to EuPROTO TOL TPoYpauatog “Shaping our Age”, ta dtopo nAkiog
dve Tov 65 €TV amodidovy 1310HTEPT] ONUACIN GTNV IKOVOTNTA TOLS VO EXOVV L0
Betucn Com kot va Provovy kaAEC cLVONKES VYELOG Kol EVVOTKEG CLUVALCONUOTIKES
Kkataotacelg (Hoban et al. 2011). IMapopoimg, n 61G0gon Kot 1 EMAPKELD KOWVDOVIKOV
Topwv  alohoynOnKav omd TOVG GULUUETEXOVIEG TOV 1010V TPOYPAUUATOS MG
ONUOVTIKOT TPOGOI0PIoTIKOL TapAyovTeg TG eve&iog Tovg. EmmpocsOéitms, expdvoelg
™G eve&iog mov £xovv avadelBel MG WONTEPMG CYETIKEG Y10 TO ATOUOL LEYAAVTEPWOV
nAMKidv givar ekelveg mov tpoctdralovv oty modtta (NG, TNV IKOVOToinoT amd
Con ko TNV avto-ovagepopevn vyeio (Pinquart and Sérensen 2001).

2m perétn tov Herzog k ocvv. (1998) wg ocikteg gveliag pelethOnioy 1 COUOTIKN
vyela Kot 1 amovsio koTtadMnTIKNG cvuntepatoloyiog. Q¢ deikteg g gvesiog oV
épevva tov Morrow-Howell k ouv. (2003) e€etdotnkay 1 Asttovpyikn eEdpmon, M
KatdOAym kot 1 avto-avapepouevn vyeia. Télog, ot Amit ko Litwin (2010) kat ot
McMunn k cvv. (2009) extipncav v gvekla g anotéAecpa g Kavomoinong omd

M {on, ™g TotdtTog {ONS Kot Tov EMTESOL KATAOAYNG.

Yno avtd 10 mpicpa, £xel mpotabel deikteg g gveiag, Ommg 1 wovoroinon amd
Con kot 1 gutuyia, Vo XPNOUOTOOVVTOL O LETPNGELS TG TPOASOL TNG avOpMOTIVIG
Kowoviag, avti ylo OeikTeg OUIYDS OWKOVOUIKOVG, OTMG TO aKoOAPIGTO €YXDPLO
npoiov (Allen 2008). Qotdc0, KOl TOPOAO TOL Ol GVYYPOVES TPOGEYYIGELS TOVILoUV
™V avayKodtnto OMoTIKNG a&loAdynong g evetiag, ol TeEPIocOTEPESG TPOSTADEIES
OV OMAVTOVTOL 6€ €OVIKO €MIMEOO APOPOVV GE EKTIUNCEL CUYKEKPIUEVAOV TTTUYDV
g evellag, eite avrikeyevikov, eite vmokewevikov. Emiong, m vmépyovca
GLYKPITIKY] KOWMVIKY] Kol 10TPIK) €pevva Tov aeopd otnv gvefio tov atdpmv

UEYOAVTEPOV NAKIDV TOPUUEVEL GYETIKA TEPLOPIOUEVT.

Xmv mapovoa OaKTopikn SwtpPn 1 evedio peletOnke ®g TO OMOTEAEGHQ
TOALVGNUOVI®V  SOGTAGE®V NG OCOUOTIKNG KOl WYLYO-GLVOICONUOTIKNG
TPAYUATIKOTNTOS TOV OTOU®V TPitng Kot TéToptng mAkiog kot emiyelpndnke n
GLYKPLTIKN SlEPEVVNOT, TOCO TNG CLYVOTNTOS EUPAVIONG TOV EMUEPOVS TAPUUETPDV
¢ evelag, pepovopévoy, olld kot Bacel g dBpotong 1 cvykévipwon|g toug (0, 1,
2, 3, 4+), 660 KoL TNG GLGYETIONG TOVG LLE TO, KOWVMVIKO-OTMILOYPOPIKE YOpOKTNPIOTIKA
Kot TOVG JBECIOVG YUYO-KOWVOVIKOVS TOPOLS, 0TS anTol exTiuOnKay cOUP®VO
HE TNV KOW®VIK GUUUETOYN (TOPAYOYIKY KOl KOW®VIKY OpacTnplomoinom), mmv
KOWMOVIKNG omopudéveoon kot 11 povoaéld, HeTald tov minfucpudv tov évieka
SLPOPETIKMY VO PeAéTn Yopdv g perétng SHARE.
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1.3 IIpooodroprotég TG evediag

H otpoepn and ) péon mpog v tpitn nhikia Exel Oewpnbel 6T1 oyetileton onuovTicd
HE TNV KOWMVIKN YHPOVOT, KOOMG CNUATOOOTEL TNV EUOAVIOT) CULOVTIKOV OALOYDV
0€ OTOUIKO Kol OlKoyevewnkd emimedo. I[lpwtov, to mépacpa omd v votepn
evNMKLOTNTA 6TV TPitn NAKia yopaktnpiletor amd T1g dadikacieg TS oAlayNS omd
mv evepyd epyoactokn Lon mpog v mepiodo ¢ cvvtaSloddtnong, n omoio Kot
Bewpeitar 011 evdéyetor vo. cvuvodeveTan omd Tr O10GAAELOT N KOl TNV OTOAELN
TPONYOVUEVDY KOWOVIKGOV poAmv kot oyéoemv (Kim and Moen 2002). E&icov
onuovtikn etvar kor 1 petdPfoon and ™ SwPimon pe to Todd TPog o vEo Lopen
O1KOYEVELNKNG cvuPimong, TV onoia Tpocdlopilel 1 LETAKOMON TOV TOOLOV OO THV
TPOYEVEGTEPT] EGTIOL KOL 1) OTTOI0L GLVVPAIVETOL LLE TO GUVIPOLO TNG AEYOUEVNC «AOELG
QOMACH Kol TNV eVOEYOUEVT LElOOT TOV OAANAETOPACEDY KOl TOV GLVAVAGTPOPDOV

peto&h TV yovémv kot Tmv Ttodldv tovg (Bouchard 2014).

Aleg 0VOLMOELG HETAPOAES TIG OToieg dhvaTon Vo EUmePIE)EL 1] €16000G otV TTEPI0d0
g tpitng nAkiog mepthapfdvovy 10 cuvorsOnpatikd mévo Kot To Gyyog mov Plodvouvv
o NMAMKIOUEVA ATOUO OG ATOTEAEGLLO TOV OaVATOV TOV AYOTNUEVEOV TOVS TPOCHTMOV
KOl TV OCUVEMAYOUEVOV OTOAEWDV TOV TPOYEVEGTEPOV OLKOYEVELOKDOV KOl
Kowovik®v tovg dgoucv (Charles 2010; Li 2007). £* awtd to mhaicto, speoviletol
€voL GLYKEKPIUEVO GYXETILOUEVO PE TNV NAKi TPOTLTTO OGOV APOPA GTNV AVATTLEN Ko
emkpatnon ovvinkov mov yopoktnpilovior amd TNV EKNATOON TOL EMTEOOVL

Aertovpykotrag kot vyeiog (Brody and Grant 2001).

Qot000, TOWKIAOL YLYO-KOW®VIKOL TOPOl, ONMC Ol KOWWVIKOlL 0ecuOl, TO
VTOGTNPIKTIKA KOWOVIKA OIKTLO KOl 1] KOW®OVIKY EVOOUATMOY KOl GLUUETOYN
Bewpovvtor 0Tt pmopel vo. GLUPAAOVY GTNV AVTICTAOUIOT TOV TAPUTAVED dVCGYEPDV
cLVONK®OV oL GLVASOVV LE TIC d1adIKAGIES TNG Y pavoTg Kot va kabopicovv 1o TdGo
emruynuéva  Katopbdvouy To. ATOpO VO YEPAGOLV KOl VO ELNUEPCGOVV GTO
nepIfariov TG YEPOVTIKNG MAkiog o€ 0povg vyeiag kat gveEiag (Singh and Misra
2009). Eivau, emiong, €éxet owmotmbel OTL T0. KOWOVIKE EVOOUATOUEVO GTOUO KOl
OUTE OV GCULUUETEYOLV CE OUAOEG KOl OPYOavVIoHoLS givar mo mbavd va eival
vytéotepa, vo Lovv Teptocotepa ypdvia (Umberson and Montez 2010) kat vo fudvouvv
fetikd amotedéoparto gvetiag (Tiernan et al. 2013). TTapopoimg, o1 KOW®VIKEG
OY£0ELS, OMMG OVTEC OVIOVOKADVTOL GE GUYKEKPIUEVES EKPAVGEIS TNG KOWMOVIKNG
ompEng, &xovv Ppebel va avtioTabpilovy TIG apvnTIKEG EMTTMOGELS TOV KOWMOVIKO-
O1KOVOLIKOD EMIESOV GTNV LYEiR TV oToumV péong kot tpitng nhkiag (Vonneilich
et al. 2012). T'o mopaderypa, n cvvarsOnuatiky ompin éxet Ppebei Ot anotelel
ONUAVTIKO OeTIKO TPOYVOOTIKO TOPAYOVTIO UETA ONO GUYKEKPIUEVEG KOTAGTACELS
voonpotrag (Berkman et al. 1992).
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1.3.1 Kowmviki] coppetoyi)

H xowovikr coppetoyn i dpactnplonoinomn £xel optotel kot petpndel dtopopeticd
OTO TAOIGLO SLUPOPETIKMV Be®@PNTIKAOV Kol UTEPIKOV ediwv. Ot kuplapyeg Evvoleg
ov  &rovv ypnolwomonel eVOAAOKTIKE Kot €xovv GULUPAAAEL ONUOVTIIKO O©TN
BepnTIK TPOCEYYION TNG KOWMVIKNG CLUUETOYNG OCULVICTOVTOL GTNV KOW®VIKN
ovoumieén (social engagement), v evepyn epumhoxn otn (on (active engagement in
with life), v xowwvikny ovvdetikotnta (connectedness, connectivity) ot
obumieén pe v kowdtnTa (community engagement) kot éxovv mapadocloKd
emkevipmOel omn pETpnon ™ EKTEAEONC KOL SLOTHPNONG CNUOVTIKOV POADV G
AVOTOGTOCTO TUNHO KOWVOVIKOV Kol TOPUYOYIK®OV OpacTNPLOTHTOV OV EMLTPETOVLY

aKPIPOG TNV EVEPYOTOINGT TOV POA®V QLTMOV.

H vrépyovca eumeipikn épevva Exel cuvteivel Tpog TV VITOBEST] OTL 1| dLOTNPT O™ TG
KOW®VIKNG GUUUETOYNG KOl TNG KOWMVIKOTNTOG UTOPEL VO ETUPEPEL CTLLAVTIKO OPEA
oG mpog TV emitevén evoc vyniov emumédov eveliag peTaEd TOV  OTOH®V
peyaAvtepV MAKlok®v opddwv. Tavtdypova, mponyodueveg €pevves  Exovv
cuvteivel Tpog v vdBEoN OTL T EVOEYOUEVA OPEAT TNG KOWVOVIKNG GUILUETOYNG KOl
TOV VTOGTNPIKTIKOV KOWOVIKOV OEGU®OV oV Olac@aiiloviol HECm TG €vePYOLg
EUTAOKNG GE TOIKIAEG KOWMVIKEG KOl TOPAYMYIKES OPACTNPLOTNTEG GTNV VYELD Kot
Vv gvedia TOV OTOU®V HEYOADTEP®MV NAKIOV Sc@aAIlovTol HECH O1OPOPETIKAOV
aAnrooyetilopevav atpandv. [IpdTov, 1 KOvmVIKY GUUPETOYN EVEXEL TNV AVAANYT
PUGTNPLOTHTOV VYNADOV YVOOTIKOV OTUTCGEDMV TOV GUVEIGOPEPOVY CTUOVTIKA GTN
dlTNPNO” NG YVOOTIKNG AEITOVPYIKOTNTOG Kol IKavotntag Tov atounv (Glymour et
al. 2008). Exiong, n kowvmvikn othpién mov mapEYeTol WG OMOTELEGIO TG KOWVMVIKTG
OpacTNPLOTOINCNG TOV OTOU®MY KOl TNG GUUUETOYNG TOVG OE OVTIGTOES OUAOES,
opyavicpovg kot Opdoelg Beswpeitonr 0t pmopel vo ovuPdier otn peioon ToV
EMITAOGEDMV TOV AYYOLG KAOMG EUTEPLEXEL CNUAVTIKES AVTOALAYEC PPOVTIONG, QYOG
Kol 6TOPYNG HETAED TV PEA®V TOVG. AVTEC 01 avTaAlayEG emnpedlovy o€ GNUOVTIKO
Babud v wavémrta tov atdpmv va mtpocapuolovior oe kpioipueg oAlayéc oe
onuavtikovg topeic g Cong tovg kot va dwyepilovtol TO  OMOTEAEGLOTIKE
EVOEYOUEVEG OTPEGCOYOVEG CLUVONKEG WE TIG OMOiEg £PYOVTOL OVTIHETOTO KOl TN

oLVOKOAOVON Yuyo-cuvalcOnpoTiky enPdpuven mov veictavton (Dykstra 2015).

EmmpocHétmg, o mpootatentikdg yio v vyeio pOAOG mOL EMTEAEL 1 KOW®VIKN
CLUUETOYN Kol Opactnplomoinon £€ykertar otn Otevkoivvorn g mpdsfacng o€
GLVALCOMUATIKOVG, AEITOVPYIKOVS KOl OIKOVOUIKOVS TOPOLG o€ KABe oTdd10 TG (ong
Kol 6OPeLTIKG Katd T1c ueyolvtepeg nikieg (Hughes and Waite 2007). Emiong, ot
oxetillopeveg pe v vysio OAANAETIOPAGELS KOWV®VIKOD EAEYXOV TOL EMTEAOVVTOL
petalh tov peAdV TV opddmv OTov TO NAIKIOUEVE GTOMO dPACTNPLOTOLOVVTOL

oLUPAAOLY BTNV EVEPYOTOINGT KO TPOAYMYT] CNUAVTIKGOV OETIKOV AEITOLPYIDV 0VTO-
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eAEYYOL Kol aLTO-pLOUIGNC OV dVVAVTOL VO, ETNPECLOVV TIC GLUTEPLPOPES VYELNG TOV
atopov. ITo cvykekpyéva, o TEPLOPIGUOC TV ETPAAPOV CLUTEPIPOPDOV VYETLOC, M
TPOOY®YY] TPOCTATEVTIKAOV Yo TNV VYEID OTACE®V KOU 1 CGLUUUOPOMOOTN UE TIG
GUVICTOUEVEG 10TPIKEG OBepameieg Exovv Oempnbel o UePIKEG A TIC EVEPYETIKEG

EMIPACELS TNG KOWMOVIKNG Evomuatmong kot coppetoyne (Lewis and Rook 1999).

2oppove  pe  to omoteAéopota TG petd-avdAvong 148  peletov  mov
npaypotoromdnke oand tovg Holt-Lunstad « ovv. (2010) ta dropo pe 1oyvpég
kowovikés oyéoelg elyav 50,0% ovénuévn mbBavotmta emPioong petd amod
mopakolovdnon 7,5 €t®v, G€ GUYKPION HE TO KOWMOVIKG OTOUOVOUEVO (GTOLLOL.
MdMota, ot Holt-Lunstad x ocvv. oe mo wpoceatn peto-avaivon 70 peretdv
dwrtdmwoay TtV vmdbeon  OTL 1 EVEPYETIKY]  EMOPAON NG  KOWMOVIKNG
dpaotnplonoinong ota amoteAéspata vyeiog kot gveliag iowg va givor peyaAdtepn
and TIC SVGUEVEIG EMMTOGELG TNG KOWVmVIKNG amopdvoong (Holt-Lunstad et al. 2015).
EminpocBétmg, n adénon tov oKop NG KOW®VIKNG CUUUETOYNG KOTE Lo povado
Bpébnke va oyxetiletan pe 47,0% peiwon tov puOPOD EKTTOONG TNG YVOOTIKNG
Aertovpyiog peta&d tov atopmv nikiog dve tov 65 gtdv tov Ipoypdupatog Rush
Memory and Aging Project, petd amnd 12 ypovia mapakorovdnong, eved petald tmv
KOW®VIKA SpacTnplov atOpmV 1 YVOOTIKN EKTtmwon peimbnke katd 70,0% oe oxéon

LLE TOVG AMYOTEPO EVEPYOVG GLVOUNAiIKOLG Tovg (James et al. 2011).

1.3.2 Kowaoviki amopéveon

H avtikeyevikny kowovikn dvoyépelo Katd Ty omoia €va GTOHO VEOIoTOTOL TNV
EMAEWYT M AVETOPKELD OVGLOOMV KOWWOVIKOV GYECEDV, OVOUPEPETOL OC KOWVWOVIKT
armopovoon (Wenger et al. 1996). Xto emnikevipo TeV TEPIGGOTEPOV OPIGUDV TOL
AmOVIOVTOL 6TV LITdpPyovsa PiPAoypaeia Ppicketor 1 avayvdplon OTL 1| KOW®OVIKN
OTOUOVOOT EUTEPLEYEL TNV OVETAPKEW 1 TNV OTOLGIN OVCIWODV KOWVOVIKMOV

GYECEMV, ETAPOV KOl AAANAETIOPAGE®V.

H xowovikny anopodveoon npooceyyiletal amd 10 peyaAdTePo LEPOS TNG WYUXOAOYIKNG
KOl KOWMOVIOAOYIKNG £PEVVOG ¢ €vaG €VOLAKPITOG TOPAYyovVTaS KvOOVoL Yo TV
vyeia, aALG ka1l Tapdyovtag mov oyetiletan ue ™ Ovnowotnta (Steptoe et al. 2013).
‘Exel dSromotwbet 6t 014popeg TTUYKEG TG KOVOVIKNG OMOUOVMOTG EUTAEKOVTOL GTNV
dvion Katovoun TV amoTEAEGUATOV LYEiG Kot €VEEING TOV NAKIOUEVOV OTOU®V
(Brummett et al. 2001). Xvykekpiéva, M povaykny dwfioon, To TEPLOPIGUEVA
OIKOYEVELOKA OlKTLA, 1 EALEWYT KOWMOVIKNG OTNPIENG KOl 1) KOW®OVIKY OTEUTAOKN
GUVIGTOVV EMPAPVVTIKOVS TOPAYOVIEG MG TPOS TNV EUPAVIOT GTEQOVIAING VOGOV
(Bunker et al. 2003), v avantuén yvootikng avamnpiog (Shankar et al. 2013), v
avénon g katabMmtikng ocvumtopatoroyiog (Glass et al. 2006) kot ™ younAn
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vrokelpevikn gve€ia (Shankar et al. 2015). Ot apynTikég EMMTOCELS TG KOWVMOVIKNAG
amopdvoong OBempodvtar TovTOONUES HE OVTEG TOL TPOKOAOLVTOL Omd KOAA
Tekunplopéves emProfeic yioo v vyl CUUTEPLPOPES, OTMG TO KATVICUO Kot 1)
Katavaiwon aikood (House 2001). ‘Exet, eniong, mpotabel 6TL 0 Kivouvog mov evéyet
1 KOW®VIKI OTOLOVMOGT Yo TNV VYeia vaepPaivel TNV NIOPAOT TOV EMPEPOVY GTA
amoteléopato vyeiag GAAOL Tapdyovteg KvoOvVoy, OTMG 1 COUATIKY AOPAVELL KOL 1|
nayvoopkio (Holt-Lunstad et al. 2010). Xtnv Ayyhkn Awoygpoviky Mehiétn yuo
I'Mpavon (ELSA) o kivévvoc Bavatov tov 1,50 ko 1,26 610 TEpIo6OTEPO KOWVMOVIKG,
amopovouévo atoua (Steptoe et al. 2012). Eminpocbitmg, coppova pue to suvpiuota
avdAvong Tv dedopévov tov Apepikdvikov Ipoypdupatoc National Social Life,
Health, and Aging Project (NSHAP) ta kotvovikd amopovouéva dropa 57-85 etdv
elyav 25,0% mBavomta va avaeépovy oAb koA 1 aplotn yoywn vyeia kot 40,0%
TOAD KOAN M GPLoTN GOUATIKN VYEio EVOVTL TOV 1) ATOUOVOUEVOV OTOL®V TOL glyov
85,0% a1 70,0% mbavotnta, avtiotorya (Cornwell and Waite 2009). Emiong,
2opeova pe 6vo peta-ovaivcels, 148 kat 70 HEAETOV, 0 KOWMVIKOG OTOKAEIGHOG Kot
n pova&id oyetiCovrar pe 29,0% wor 26,0% avEnuévn mbavotnta Oavarov

avticTolya.

‘Eva peydho pépog G vmapyovcos Epevuvag  Exel  avodeiEel  evoexOueEVOLG
UNYavicpods HECH TMV OMOIMV 1 KOWMVIKY OOUOVOGT AETOVPYEL ®G pio
KATAGTOGN YPOVIOL AyYOVC, 1 otoio. TPOKOAEl LOKPOYXPOVIES PLOAOYIKES, WUYOAOYIKES
KOl GUUTEPLPOPIKES AVTIOPAGELG KOl ALEAVEL TOV KIVOLUVO KOKNG VYELNG Kot TPO®POL
Bavatov. Zvykekpiuéva, To KOVOVIKA OTOUOVOUEVE, ATOLO GUUUETEYOVLV AYOTEPO GE
OpaoTNPOTNTEG  (QULOIKNG dAoKNoNG Kol ToPovcslalovy  LYNAOTEPO TOCOGTA
KOTVIGLLOTOG KOl TOAOTAMY KATOGTPOPIKAOV yioL TV LYeio cuumepipopdv (Shankar
et al. 2011). Emiong, ta AMyOtEPO KOWMOVIKG ATOLOVOUEVO ATOMO NAKING GV TV 65
ETOV ePQVIfovV peyarhtepn THOVOTNTO GUUUOPPOONG UE TIS WTPIKEG GVOTAGELS WG
PO TN AYM TpoinmTikdv vanpeotdv vyeiag (Lau and Kirby 2009; Katapodi et al.
2002).

Q061660, 01 Be@PNTIKEG KO EPEVVNTIKEG TPOCEYYIGELS TNG KOWMVIKNG OTOUOVOGCNS
OV €YOLV EYEIPEL TO EVIPEPOV TNG TPOYEVEGTEPNG CYETIKNG EPELVAG, OLEMOVTOL
Kupimg amd v eotiaon oe éva 1 dvo deikteg (Cornwell et al. 2009), yeyovdg mov dev
€xel EMTPEYEL TNV TEPLEKTIKY EKTIUNON NG KOWMOVIKNAG OMOUOVOONS UETAED TV
nukiopévev atdpev. Emmpoctétmg, eivar gppavég 6t mapdAo mov 1 KOWMVIKN
OTOUOVOOTN  TOPOUEVEL £VOC  «EAGYIOTO  KOTOVONOLUOG TOPdyovtag Kivouvou
Bvnowotntog kot voonpdtracy (Cacioppo and Hawkley 2003), to avrtiotoiyo
EPELVNTIKO EVOLAPEPOV £XEL KUPIOG EMKEVIPMOEL OTIS EMNTMOGES TNG KOWMVIKNG
amopdvmong oty vyeio, VO TOAD HKPOTEPO KOTAYPAPETOL TO EVOLAPEPOV YO TO
OGS 1 KOWOVIKN OTOHOVOCT EMOPA OTIG OLPOPETIKES TOPOUETPOVS NG gve&iag.
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Enopévmg, meplopiopéva aivetal va givol to vdpyovio EvPNUOTO AVAPOPIKE LLE TO
TAOC M OTOLGIN KOW®MVIKMY KOl OIKOYEVEIOKMOV TOP®V 7OV TPOcdalovy otV
KOW®VIKT amopdveon oxetiloviol pe TN SlupOpPmoT GUYKEKPIUEVOV JOCTACEWDY
™G gveliag mov glval TEPIGGOTEPO GYETIKEG OTIG HeyorvTEPEG NMKiec. Tavtdypova,
TO HEYOADTEPO HEPOG TV VTUPYOVIMV EPEVVITIKMOV OTOTEAEGUATOV £Y0LV PactoTel
o€ 0e00UEVA TTOV APOPOVV GE GLYKEKPIUEVOLS TANBVGUOVE 1| YDPEG UE OTOTEAEGLOL
va evtomileTot EAAELYT 1 KOl OTOVGI EPEVVNTIKOV EVOLOPEPOVTOG OO T GKOTLAL TNG
oebvikng ovykprtikng épevvag. Emiong, ta dwbéoyua otoyeio 6Gov apopd o1
oyéon HETOEL KOWMVIKNG amopdvoone kot evetlag edpalovtal oe Ogikteg mov
a&10A0YOVV GUYKEKPIUEVEG TOPAUETPOVS TOVS Kol OV EMTPEMOVY TNV OAGTIKY TOLG
dlepevvnon.

Télog, odppmva pe tovg Perissinotto k cvv. (2012), eivor onuovtikd ot TOGOTIKES
SlGTAGELS TG KOWMVIKNG AmOUOVOGNGS, OTMS Ol LOPPES GLUPBIONGC, 1 OIKOYEVELOKN
KOTAOTOOT KOl 1 KOW®VIKY] GUUUETOYN, VO HEAETMOVIOL TOVTOYPOVO HE TNV
VTOKEWEVIKT] TOVG OKOTA, 1) omoiot Kot ovtavakidtor ot Piwon aoOnudrtov
HoVaELS, mg évag Oeiktng avlp®dTvov TOVoL Kot dSuo@opiog mov givar SOUGKOAO Vo

e€etaotel kot va doyvooTel fACEL OVTIKEILEVIKOV LETPTCEMV.

1.3.3 Movaia

Ta nAkwopéva dtopo givol mepiocdtepo mBave vo avIeETOTIGOLV oucOnpato
pova&lig Adym tov yeyovotog OTL £pYOVTOL OVTILETMMO LE ONUOVIIKA OVCHEVN
YEYOVOTO, KOl TEPLOPIGHLOVS TTOL OV Elyav Prdcel mponyovpévag ta omtoio oyetilovtal
pe TG dwdikacieg g ynpavons. O emmoracudg g povalldg €xet domotmdel ot
Kopoiveron amd 7,0% ot 9,0% émg 14,5% ot Meydin Bpetavio (Thomas 2015;
Victor and Bowling 2012; Victor and Yang 2012) xou 10,0% g 25,0% otig
Hvopévec TTolteieg (AARP 2010; Kuwert et al. 2014). tnv kevtpikn Kol 0vVOTOMKN
Evpdmn 1 avtictoymn avaroyio Bpédnke va xopaivetor amd 30,0% Emg ko 55,0% won
ot Bopelo-dvtikn) Evponn and 10,0% £€wg 20,0% (Hansen and Slagsvold 2016).
Elvar, emopévmg, ep@avég 0Tl T0 €peuvnTikKO €VOLIPEPOV Y10 TIG EMOPAGELS TNG
povaélds omv eveéio tov atdpwv Tpitng Ko tétaptng nikiog sivor dwaitepng

GToVOATNTOG OO TN GKOTLA TNG ONUOGLAG LYELNG.

H pova&id €xet meprypapel g 1 VTOKEEVIKY] SLAGTACT TG KOW®OVIKNG OTOUOVMOGONG
Kot @G 1 ayyoyova kot Suodpeotn eKeiv) cuVaGONUATIKY KOTAGTAO KOTA TNV om0l
éva. ATOHO VEIoTOTOL TN OTEPNOT TOV KOWMOVIK®OV TOP®Y TOv oyeTilovtol HE TIC
SOMPOCOTIKEG OYECELC, T GLVIPOPIKOTNTO Kol TNV Kowvovikn évtoaln (Baarsen et al.
2001) ko emopévag PLdvel «pio avtipoon avapeso oto ETBLVUNTAE Kot To EmTEVELL

eMinedn TOV KOWOVIKOV Tov oyéoemv» (Perlman and Peplau 1981, o. 32). [Ipoéceata
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mpotdOnke amd tovg Zavaleta ko ovv. (2014) 611 Tov De Jong Gierveld kot cvv.
(2006, 6.485) 0 KOBOPIGUAC TOV «EMTEVEUOV IKTVOV KOWOVIKOV GYEGEOV» OC M
OVTIKEYEVIKT] KOWOVIKY amopdvmon Ba mpémel vo avagEpetol ¢ «1 eEOTEPIKN
ATOUOVOCT», EVA O TPOGOIOPIGUAC TOV «emBuuntov diktvovy, mov Paciletal ot
pétpnon g Hovaéldg ™G 1 LIOKEWEVIKN Bimon TG KOWVIKNG amopdvoons, fo
TPEMEL VoL 0pILETaLl MG «1] ECOTEPIKT] KOVMOVIKT] ATOUOVOCT)».

H povalid €xet avadeyel oe éva mapdyovto mov ovuPdier oty avénon g
voonpdtrag kor g Ovnowwodmrog (Holt-Lunstad and Smith 2015) xor éxet
avayvoplotel 0Tt em@EPeL Eva onuavtikd Papog ywo v vyela 160510 UE KOWEG
CLUTEPLPOPEG EMENUIEG YO TNV VYELD, OTTOC TO KATVIGHA, 1 KOTOVAA®OT OAKOOA Kot
N éMewyn euoikng dpaoctnpotrag (Valtora and Hanratty 2012). Ov unyavicpoi mwov
gUMAEKOVTOL GTN SUOPOMOT TNG EMIOpAoNG TS HovaELIS ot BvnodTra Kot
voonpotnta givol Kuplwg TaBoPuCIoA0YIKOL, VD 01 VITAPYOLGES HEAETEG GLVTEIVOLV
Pog TOo ovumépacpo Ott 1 povaSld KOl 1 KOW®OVIKY OmOUOVEOGT ETEVEPYOVV
TOVAdloTOV o€  Tpio  PlOAOYIKG OCULGTAWUATO, TO VEVPO-EVOOKPIVOAOYIKO, TO

0VOGOTIOTIKO K0l TO 0L TOVOLO VEVPIKO kevtpikd cvotnua (Friedler et al. 2015).

2uyKekpéve, M povasld «og mopdyoviag Gyxovg m  idw»  evoyomoteiton Yo
neplopiopévn  ovvotoOnuatiky pvbuon (Cacioppo et al. 2003) kot vymAotepo
emmoloopnd katadAwyng (Singh et al. 2009). Eniong, £xet dwomotwbdel 611 n povaid
oyetifetar onuavTKd pHe TNV aOENCT TNG OPTNPLOKNG THECNG KOl TOV EMITEI®V
KkopTiloAng ko ) droTdpaén Tov vrvov (Hawkley and Cacioppo 2010; Cacioppo et al.
2002) kou ™ Aertovpyikn ékntmon petaéd tTov nAKiopévoy atdpov (Perissinotto et
al. 2012). £t peré tov Hawkley k cvv. (2006) ta dtopa 50-68 etdv pe peyolvtepo
oKop otV KAipaka g pova&las Ppédnkav va £xovv vymidtepn cucstohkn mieon. Ta
gupnuata avtd emiPeforddnkov dtav o do dtopo pereTnOfiKay €K vEou peTd amod
téooepa ypovio, pe v vropén oacnudtov povaSlde oty apyn NG HEAETNS va
OVOOEIKVDETOL GE TPOYVOOSTIKO TOPAYOVTIO OOENCNS TNG CLGTOAMKNG THEONS, EVA M
Biwon vynidtepov emmédwv povaslig Ppédnke va oyetileton pe peyoAdtepeg
avénoeig g ovotohkng mieong (Hawkley et al. 2010). Exiong, ta povoyikd dropa
™¢ Apepkovikng Merémng yia v Yyeio kot ) Zovta&oddmon (HRS) dve tev 60
etV PBpénkav petd amd €81 ypdvia mapokorovOnong va €xovv 1,56 kivovvo
éxntmong otig dpactnpotreg ¢ kabnuepwvng Cong, 1,18 kivovvo pelwong g
KwnTkoémtag kot 1,45 avénuévo xivéuvo Oavatov (Perissinotto et al. 2012).
Hopopoing, ot Swoypovikny Tailiky Merétn PASQUID (Personnes Agées QUID)
dwmotddnke O6tL T NAIKIoUEVE dTopa Tov avépepav oucOfuato povalldg elyav
avénuévo kivovuvo Bavdatov kotd 1,20 petd amd 22 ypdvia mopakorovOnong (Tabue
Teguo et al. 2016). Télog, To dropo NAKiog ave tov 60 eTdv pe cuyva ocdnupata
povaéidg €xovv PBpebel va kdvouv meplocdTepeg emokiyelg o€ yaTpovg otig HITA
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(Gerst-Emerson and Jayawardhana 2015) kot va mpoo@ebyovv cuyvotepa oTo
Tuqpato enelydoviov otn Xovndio (Taube et al. 2014). Exniong, o deiypo Kavadmv
vo tov 45 etov 1 povaSld oyetiotnke pe ovénuévn mbavotnto  ITpIKOV

EMOKEYEMV, EICOYOYOV KOl ETavV-glo0ywydv oe vocokopeio (Newall et al. 2015).

Q¢ ek T00TOV, N povaéld Bewpeitan Eva onuavtikd CRTnro SMUOc1og vyeiag, oAAN Kot
KOWwovikd (tmua, 1o omoio Qoivetol vor TANTTEL [0 CNUOVTIKY ovaAOYio aTOR®V
Kabmg avtd yepvoov (Bernard 2013) kat vo evéyel moikileg SVOUEVEIG EMMTOGELS Y1

TN COUATIKY], CLVOLGONUATIKN Kot YuyoAoyikn Tovg vyeio kat gve&ia (Allen 2008).

14 Xpnfon apoANaATIKAOV VANPECLOV VYELNS

Ot dvBpomol €pyoviorl aVTILETMOTOL UE ONUAVTIKEG TPOKANGES KaOMG meEPVOLV TO
KATOOAL TG Tpitng NAkiag ot omoieg cLVASOLV TPMTIGTOS HE EVTOVES GLVONKES
VOOTPOTNTOG KOl OMAOAEWG TNG AETOVPYIKOTNTAG KOU GOUATIKNAG, TVELUOTIKNG Kot
KOW®VIKNG ékmtmong. Idwitepa 66ov apopd otn voonpdtnta ovt) OBesmpeitor OtL
Aertovpyel g €vag ypOVIOG TapAyovTag Ayyovg mov EmPapOVEL TNV KOWMOVIKN
dpactnplonoinon TV NMAKIOUEVOYV aTOpUOV Kol cLUPdAel otmv  avénomn g
KOW®VIKNG amopdvmong Kot otny epuedviorn actnudtov povaéids. H emPdpovvon g
Vyelag Ko TG AEITOVPYIKOTNTOS GLVIGTOVV OO TO CNUOVTIKOTEPO YEYOVOTO {ONG TOV
GLVOOEVOLY TN YNPOVOT KOl TO OMOlol EMUPEPOLY OVENCT TOV GTPEG GTO. GTOWN
peyoAOTEPT G NAKING, EMMPEGLOVY CUOVTIKES GKOTIEG TG KOWVAOVIKTG TOLG (mNg Kot
EKTILOVTOL omd To 101 To NAKIOPEVH ATOopo ¢ Kpiolwa otn Slopdpe®on g

nmoldtntog ¢ (ong Tovg (Gabriel et al. 2004).

Y’ outd TO MAOLGLO, M YPNON LANPECLOV TPOANTTIKNG 10TPIkNG Bempeitan kaipiog
onuaciog oto TAAiclo TNG GTPOUTNYIKNG TNG VYLOVG YNPOVONS AOY® TOV GNUAVIIKOV
OPEAELOV OV GLVASOLV LI’ AVTHV KLPIMG MG TPOG TNV TPOGTAGIN TNG VYELNG KoL TNG
eveflog Ko TN peiwon Tov PApPovg MOV EMPEPOLV TO. XPOVIOL VOOTUOTO GTN
Aertovpyikdtra Tov atopmv (Ogden et al. 2012). IHapdio mov ot ypdvieg vocol
av&dvovtal Kabdg o ATopa YNPAGKOVY, VIAPYOVY GUYKEKPILEVE VOGTLLOTO TO. OTToiol
B0 pmopovcav vo TPOANPEOOLV HECE® TNG GULOTNUOTIKNG ANYNG TPOANTTIKAOV
vrnpecov (Peng and Jensen 2016).

H evioyvon g ypfong mpoinmtik®dv vanpeciav vyeiag £xel avadetryBel axpiPag mg
L0 OTPOTNYIKT KAEWL TPOG TNV EMITEVEN TOV GTOYOV TNG VYOV 1} EVEPYOVG Y PAVOT|S,
eEartiag ™ ovuPoAng g oty dSwrhpnon g vysiog kor g evegilog kol otV
aVOKOVPLoT TOL BAPOLE TOV VEIGTAVTAL TO NAKIOUEVO ATON AOY® TNG ETKPATNONG
voonuatmv ypoviov yopoktipo (Ogden et al. 2012). H Ajyn enapk®dV TpoANTTIKOV
VINPECLOV EVEXEL OKPIPDOG TN dvvaTdOTNTo TPOANYMS, OAAG Ko Oepameiag TV

rPOVIOV  voonudtowv pEcO NG TApOoYNS NG KATAAANANG koBodnynong Kot
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GLUUPOVAEVTIKNG KOl GLUVAdEL e TN pelwon ™G avaykoldTnTog TPOSPLYNG OF
TOALOATaVEG Kol €EEOIKEVUEVES LOPPEG 1ATPIKNIG KOl VOGOKOUEWNKNG @PPOVTIONG
(Kolstad and Kowalski 2012).

Q¢ ex ToHTOV, M dlEPEVVNON KOl KATAVONOT TOV TOPUYOVI®OV EKEIVOV TOV KOWVMOVIKOD
TEPPAAAOVTOC TOV ATOU®V TOV EVOEYOUEVAOS OIOKOVV CIUOVTIKN EMOpOCT 0T ANy
TPOANTTIKADV VINPECIOV VYELNG UTOPEL VO TAPEXEL GNUOVTIKT TANPOPOPNOT TPOG TNV
Katevbuvon Tov ToMTIK®V ovATTuéng, evBdppuveng Kol evioyvong TG TPOSPVLYNG
GTNV TPOANTTIKT 1UTPIKY] KO VIEPKEPAOTG TOV TAPUYOVIWOV TOV GLVIGTOVV EUTOSIO

npdsPaonc 6’ owThv.

2. LKOT6G Ko 6THY 0L

YKOTOG TG TAPOVGOG OAKTOPIKNAG doTpiPng TV vo SEPELVAGEL: 1) TN GuyvoOTTO
epupaviong tov €&l empuépovg duotdoewv g evelilag, aAAd Kol TG TOAAATANG
GLYKEVTPOONS TV Tapaydviov gveéiag (4+), ota dtopo nAkiag dveo tov 65 10V
tov éviteko Evpomaikdv yopodv mov cvppeteiyov ommv épsuva SHARE, 1)
OLGYETION UETAE) OVTOV TOV Ol0CTACE®MY UEHOVOUEVO, OAAL kol Bdoet g
TOALOTTANG EUOAVIONG TOLG LE TO KOWMVIKO-ONUOYPAPIKE YOPUKTNPIOTIKE TOV
atopov, v kowovik ocvpuetoyn (Kepdhowo 1°), v xowvovikf amopdveoon
(Kepararwo 20) xor ™ povoaéid (Kepdiowo 30). EmmpocOitmg, extundnke o
EMMOAAGLOC TNG LOVOELIS, EEETAGTNKE 1) GLYKPLTIKY|] KATOVOUT TOV EMUTOAAGHOV TNG
HOVOELAG OTIG EVTIEKN LITO LEAETT YOPEG KO LEAETNONKE 1 KATAVOUT TNG GLYVOTNTOG
EUEAVIONG NG HOVAELAG GE OYEOT LE TO OPOKTNPLOTIKE TOV OTOU®V, TIG OLVGYEPELS
ocuvOnkeg vyelog, o 6TPEGGOYOVE YEYOVOTO (NG KOl TNV KOW®VIKY] Omopdvmon
(Kepdhraro 4°). Téhog, diepevvinke n cuxvOTNTA YPYONG TPOANTIIKOV LINPECLOV
vyelog Ko pehetiOnke m ox€on G UE TOVS OEIKTES TNG KOWMVIKNG OMOUOVOGCTNG
(Kepalowo 5°).

Xe O\eg TIC TOPOTAVED OEPEVVICELS TPOYUOTOTOONKE GLYKPLITIKY OEOADYNON TV
amoTeAECUATOV NG €VLEEiNG, NG YPNONG TPOANTIIKMOV VANPECIOV LYEING, NG
KOW®VIKNG GUUUETOYNG, TNG KOWMVIKNG OTOUOVOGCNS Kol TG povadlds, ite peta&y
TOV Evieka YOpav Eexwplotd, €ite PAcel TG YEOYPOAPIKNG TOLG TaSvounong oe
Bopeteg (Aavia kot Zoundia), Notieg (EAAGSa, Itorio kot Iomavia) xor Kevrpucég
(Avotpio, Béiywo, T'airio, T'eppoavia, OAlavdio kor EAPetia) yodpeg, dote va
SmGTO®OOVV EVOEYOUEVES OLOUPOPOTOMGELS TNV KATOVOUN TOV VIO £EETAIOT OEIKTMV
HETOED TOV OOPOPETIKOV TANOLGUDV KOl YEQYPOUPIKMOV TEPOYDV TNG EPELVAG
SHARE.
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3. Mge0Oodoroyia
3.1 ITAnOvop6g peréTnG Ko EpOTNHATOAOYLO

Ta dedopéva g Tapovoag doTpiPrg aviAndnkoy amd To TPAOTO KOUA TG deBvoig
Ol POVIKNG KOl OEMOTNUOVIKNG épevvag yia v Yyeio, ™ IMpavon kor
Yvvtoalodotnon oty Evponn (SHARE, 2004/2005). Xtmv EAAGSa 1 cvilhoyn twv
dedOUEVMV TTOV APOPOVGAV GTO TPMTO KVUA TTpoypatorodnke peta&y Moiov tov
2004 kou Ampidiov tov 2005. Ztmv €pgvuva awth, 1 OMOl0L GLVTOVIGTNKE OO TO
Epsvovntco Topvpo tov Ilavemotpiov tov Moavydup yioo to Owovopikd g
I'Mpavong (Mannheim Research Institute for the Economics of Aging—-MEA),
ovppeteiyov 11 Evpomaikéc yopes (Avotpia, Bélyo, IoAdia, [eppavia, Aavia,
EABetia, EALGSa, Iomavia, [tadia, OAAavdio kot Zovndia). O minbvoudg otdy)0g TS
HEAETNG apopoVGE GTOL VOIKOKLPLE T OTolet amoTEAOVVIAV OO VO TOLALYLGTOV
dropo Mlkiag dvo tov 50 etdv, coumePAOUPAVOLEVEOV KOl TOV EVOEXOUEVOS
vedtepv cuvipdemv tovg (Borsch-Supan and Jurges 2005).

H ovloyn tov dedopévav g perétng SHARE Bociotke kotd kdplo Adyo ot
ypnuatoddmon ™s Evponaikng Emtponng dapécov tov poypappdtov ITiaiciov
(5° xau 6° TTpoypoppatikod IThaiclo) kot TNy AVIANGT GLUTANPOUATIKOV TOP®V TOV
EOviko0 Ivetitovtov yio v I'jpavon tov HITA (National Institute on Aging-NIA),
kaBhg kol eBvikov mOpwV oTIg dpopeTikég xopes (Avotpia, Bérywo, TaAlia,
EABetia).

H wpwoe ovihoyn tov odedopévov Katéotn oOvvarny Pdoet evog  Kevipkd
TPOYPOULUOTIGUEVOD EPOTNUATOAOYIOV TO OO0 EQOPUOCTNKE GOUOMOVO HE TNV
teyvikny CAPI (computer-assisted personal interviewing technique), n omoia diémeton
amo TN Asrtovpyio EVOG OVTOUATO TOPAYOLEVOL GLVOAOL EpMTNCEMV oTa TAoicwa 21
ELOLAKPLTOV EVOTNTOV, LE TN Y¥PNON POPNTOL NAEKTPOVIKOV vroloyiotr. Emiong, 1
OLAAOYN dedOUEVOV cLUTANPOONKE amd évo cvvtopo paper-and-pencil “drop-off”
EPOTNUATOAOYI0 HE EMTMPOCHETES EPMOTNOCELS, Ol OTOIEG QPOPOVGAV GE TPOCMTIKA
OedOUEVA TOV GUUUETEXOVIOV, OTWG 01 BPNOKEVTIKEG KOl TOATIKEG TOVG TEMO1ONCEL,
T0 Omoi0 Kot mopaddONKE TPOG OLTO-GUUTANP®GT GTOVG GUUUETEXOVTES WETE TNV

0AOKAN PO TNG KUPLOG GLVEVTELENG TOV Pacikol EpOTNUATOAOYIOV.

H épevva SHARE oyedidotnke 1ol ®OTE Vo OMOEL OMOVINGES GE ONUOVTIKY
{nmuata mov  apopovv oTig dwdikacies ynpovong tewv Evpomaiov moltdv
SEPELVAVTOG TO TAG 01 JASIKAGIES aVTES emnpedlovy TV vyeia, TNV Towdtta (MG,
TO, KOWVOVIKG KOl OIKOYEVELNKE O1KTLO, TO EIGOONUA, TNV OIKOVOLIKT KOTACTOON, TNV
gonuepia, TNV KOWOVIKT 0c@AAICT Kot T 6VVTAE1000TNOT TOVG GE TPELS KPIGUUES Kot
SLPOPETIKEG TEPLOOOVS NG CMNG TOLG. TVYKEKPIUEVA, 1 £pEuva QTN €0TIALOVTOG

ota dtopa ave Tov 50 etdv egetalel TpdTov ™ edon ¢ (NG Tovg Tov Tponyeital
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™G ovVvTa&lo0dTNoNG, 0mOTE T ATopa cvveyicovy va epyalovtol Katl mhavoToTo Vo
Couv pall pe ta madd Tovg, devTEPOV TV TTEPiodo oV onuatodotel v €060 amd
™V oyopa €pyacioc, TNV OmOGTEPNOT TPONYOVUEVOV EPYUCLOKMV Kol KOWMVIKOV
POA®OV KOl TNV OAAOYY TOL OIKOYEVEWKOD TAOLGIOV AOY® NG OmoydPNong Tmv
EVIMK®V OOV amd TNV OIKOYEVEWNKT €0TIOL Kot TEAOG TN GACT TNG DOPIUNG TPITNG
NAKiag Tov cLVAdEL e aVENUEVES aVAYKES VYELNG Kol KOWVMVIKNG GTAPLENG Yo T

dtpnon vog avekTol EMTESOV AEITOVPYIKOTNTOG Kot ToldTnTOG LONG.

Q¢ ek to0TOL, N £pevva SHARE emdibkel va evioyhoel TV ETGTNUOVIKY YVAOOT Kol
KOTOVONOT O OYE0T LE EEEXOVTO YOPOKTNPLOTIKA TMV SLOOIKOGIDY YPOVONG Kot TWV
TPOKANGEMY TTOV GUVLPOIVOVTOL WPE OVTEG, OVIADVIOG TOAVGTUOVTIEG TANPOPOPIEG
aVOQOPIKA HE TIG cLvONKeg doPlwong TV aTOU®Y, TNV KATAGTOON TS VYELNg TOVG
KOl TIG OVAYKES TOVG Y10 VYEWOVOKY TtepiBodym Kot @povtida, v gvekla Kot v
o0t {ONG, TIG KOWMVIKEG KOl VAIKES GLVONKES gunuepiag, Tn ¥PNoT VANPECIDOV
VYElNG, TIC KOWMVIKEG GYEGELS Kol TNV KOvovikn otnpiEn. H kowvotopio g peAéng
avTg Eykeltol akplBdg oto yeyovog OTL 1 SIEMGTUOVIKY Kot debvikn tng @von
dtevkoAVVEL TN SVYKPTIKY €pevva o€ Evpomaikd eminedo vd pia gupela Kovmvikny,
OLKOVOLKT] KO DYELOVOUIKY OTTIKN KOl EMTPENEL T NEEAYWDYT] COUTEPUCUATMOV CE
oxéoN LE TO TMOG TO GTOUO. YEPVOUV OE OLOPOPETIKE YEMYPOUPIKE KOl KOWVMVIKY

neplpdArova.

3.2 M£00odor cviroyg deiypatog

Ol emKePAANG TOV EPELVNTIKAOV OLAd®V Ge KABe Lo peAéTn ydpa avérapov To
oYedoHd NG KATAAANANng pebodoroyiog dviAnong tov dstypoatog, m  omoio
emAéyOnke étol dote va eivor copPoty pe Tig voloweg yopec. H ocvvakorovdn
dwdkacio cLALOYNG ToL delypatog eykpidnke amd TV opudda GLVTOVIGUOV TOV OAOV
TPOYPAUUOTOC Katl TV opdda epyaciog diebvikod oyedacpov g perétns. Baoum
VIOYPEWGT TOL  OEIYUOTOANTTIKOD GYEOCUOD KAOE €PELVNTIKNG OUAOOC OTIG

GUUUETEYOVGEG YDPES NTAV 1 TOPAYOYT OELYLATOV TOOVOTNTOGS.

O m\nBvopdg otdxog emdéybnke Tuyxaic OCTE Vo €lval OVTITPOGMOTEVTIKOS TOV
Evponaikod minbucuot atdpmv nlkiog dve tov 50 tov {ovoav 6ty Kowdtnto Kot
GLYKEKPLUEVA TOV aTOU®VY TToL glyav yevvnOel To 1954 1 vopitepa kot fTav tKava vo
ofAOVV TV enionun yAdooa g kabepiog amd Tig vwd pehétn yopec. Ot devbivoelg
TOV ATOU®V TTOV OMOTEAECHV TEAMKE TO delypo TG HEAETNG dotnpnOnkav dote va
Kataotel @ikt N daypovikn mapakorovdnon (follow-up) tov idov mTAnBvopoD,
KkaBdg M épevva giye eopyns oYEOCTEL MOTE VO AMOTEAECEL [0l SLO(POVIKT LEAETT

(panel study). Ot pébodor cuAroyng dedopévav coumeptédafay TV Toyaio eTAoyn
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VOIKOKUPIOV om0  TOVG  OlBECIHOVE  TNAEPOVIKOUG  KOTAAOYOVS, LE  TEAIKN
OEIYUATOANTTIKY HoVAda Ta VOIKOKVPLd oty Avotpia, tnv EABetia kot tnv EALGOQ
Kot T otpoudtoon Kotd niikio Bdoet dabéciuov apyeimv aTou®V 68 TOTKO Kot
eBviko emimedo, pe TEMKN OEIYHOTOANTTIKY Hovdda To volkokvupld oto BéAylo,
FoAMa, ™ Teppavia, ™ Aavia, tnv Iomavia, v I[tario, v OAlovoia. O cuvolKog
oTaOGHEVOG HEGOG pLOUOG OVTOTOKPIONG O EMIMEOO ATOUMV KOl VOIKOKLPLOV
éptace oto 61,8%, Mrav 554% oe emimedo atépwv kor 86,3% oe eminedo
VOIKOKVPLOV. X& EMMESO YwPp®V 0 oTAOUIGUEVOS pLOUOS avTamOKPIoNG KLUAVONKE
a6 73,3% oty lomavia £éoc 93,3% ot 'eppavia oe eninedo atopwv kot amd 38,8%

omv EABetia émog 81,0% otn [N'oAlia, o8 nimedo VOIKOKLPLOV.

Oocov agopd otnv EALGSG 1 KOpLo GLAAOYT TV OEOOUEVOV TPOYLOTOTOONKE o
mv etarpeio epeuvv Kappa Research otovg mevivta-300o vopodc g ydpog. O vopog
ATTIKNG, Y10 TN O1EVKOAVVGT TNG GLAAOYNG TV OEdOUEVMV, Ympiotnke oe Téooepa
pépn, ommv Adnva, ™ Avtikny Attikr), v Avatolkn Attikn kot tov Tlepoid. To
GLVOMKO Oetypa mov aviAnOnke amd tovg 52 vopovg g yopog aviibe ce 1502
vokokvptd Kot 3255 dropa, 2142 amd ta onoio Kot amotéAecay T0 TEMKO delypa TOV

EXMnvikod tAnfucpov g perétng SHARE.

3.3 Epyoaieia, khipokeg kot ocikteg pétpnong (Mapdptnpa)
3.3.1 Evelia

H eveéio mpoodiopiomke kot pelemnke ¢ 10 omotéhespo g GBpowong M
ovykévipwong (clustering) £&1 emuépovg mapayoviov (0,1,2,3, 4+): g kovomoinong
and ) {on, g mowdtTog (mNg, TG AVTO-0VOPEPOLEVTS VYELNS, TG KOTAOAMTTIKNG
GUUTTOUATOAOYIOG, TOV XPOVI®V VOOIIUATOV Kol Tov Ogiktn palag copotoc. g
TOALOTTAT] Tapovcio Tapaydviov evesiog kaBopioTnKe 1| CLYKEVTIPMOOT| TEPIGCOTEPOV
Tov teocapov osiktov (4+ well-being indicators), mn omoio kot Oewpribnke og
eVOEIKTIK NG VmopEng kaAvtepov emmédov evefiog. Emiong, extyumdnke o
EMMOANCUOC TV mapaydviov evetlag pe ta  avtiotoyya 95% Awotuato
Eumotooivng, pappoctnkov TOAVUETOPANTO HOVTEAX TOAVOPOUNONS Y. TOV
TPOGOOPIGIO CGLGYETIGEMV 1 JPOP®V Kol ypnoipomombnkay ctobuicels yuo v

AVTILETOTION {NTNUATOV pLOUOV OVTATOKPLONG.

H wavomoinon and ™ (o1 ektyumbnke péow evdg deiktn o omoiog €xel evpémg
epapuootei (Amit and Litwin 2010; Davern et al. 2007) kot éyel damiotmbei OTL
mapovctlalel amodektd enineda aélomotiog kKot eykvpdmrag (Pavot and Diener 1993).
H xAipoka o1faduiong g epomong «I16co kavomompévog eiote amd ™ (o1 cog
yeviké» kovpaivetar omd 1 (moAd kavorompuévoc) £mc 4 (oAb pn KavoTonuévoc).
Avogopwkd pe TN xpNom autng TS HETPNOMNG NG Wwovomoinong amd T Lon,
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viobetOnke N avtiinyn mov exkepdotnke and tovg Cummins k. ovv. (2003) 611 avT™
N YEVIKN epdTNOMN Tapdyel otabepég epunveieg tov yevikol emmédov gveliag evog

OTOLOL GTO TEPUGLOL TOV XPOVOL.

H mowomta {ong petpndnke pe v kiipaka CASP-12, pio cuviopdtepn £kd00m g
avBevtikne khipaxog 19-item scale (CASP-19) (Blane et al. 2004; Wiggins et al.
2007), m omoio. evooUATOONKE YO TPAOTN @OPE O©TO  OLTO-GUUTANPOVUEVO
gpotnuatoroylo g perétne SHARE kot Bpébnke va oyetietar onpovtikd pe v
apyIKn TG €kd00MN Kot Vo, EMOEIKVOEL ETapKelc yoyouetpikég 1016tnteg (Cronbach’s
alpha=0.83) (Knesebeck et al. 2007). H xAipoko ovtr, n omoio Kol mwopEyel o
TEPIEKTIKN EKOVOA TNG ATOYNG TOL 1010V TOV EPELVMOUEVOL Y1 TNV TOLdTNTA TG LMNG
ToV, e0paleTon oTNn PETPNON TNG KOVOTOINONG TECCAP®Y CNUOVTIKMOV OlUGTACEMV
TOV avOpdTIVOV avaykdv: tov gléyyxov (control), tmg avtovouiog (autonomy), g
avto-tpayudtmong (self-realization) kot g guyapiotnong (pleasure). Ot katnyopieg
amovioewv fadporoyodviar otn Bdon piag tetpafdduiog khipoakag (cuyvd, Heptkéc
Qopég, ombvia, Kot moté). O amavtnioelg abpoilovrol kol TapayeTol Vo GLVOMKO
OKOp HE TWES mov Kvpaivovior amd 12 éwg 48, pe ta vynAdtepa oKop va
AVTITPOCOTEVOVY TV Vmapén kaAvTepov emumédov moidtnrag Cmng (Cronbach’s
alpha=0.89). Q¢ katnyopio. ovagopds enedn to cut-off twv 39, to omoio Kot
Dewpeiton ¢ evoeIKTIKO TOL YEYOVOTOG OTL TOL ATOopa Pudvovv vynAd emimeda

moldTNTog CoNg.

Mo v extipmon g anovoiog KATaMITIKOV CUUTTOUATOV YPNCLULOTOMONKE o
GUVTOMOTEPT €KO00TN NG KAlpaKag ™G kotdfAwymng tov Kévrpov Emompioroywmv
Epevvav (The Center for Epidemiological Studies Depression scale, CES-D). H
ocvvtopotepn avtn ékdoon CES-D 11, 6nwc eionydn oto epotnpatordyio SHARE,
neplhapfdver 11 movopoldtumeg epotoelg and v apyik] KAlpoko tov 20
EPOTNOEMY, N omoio epapudotNKe Yo TpdT opd amd tov Radloff (1977) ko éxet
evpéwg ypnowomonBel yioo v ekTiunon G KOTOOMATIKNG CLUTTOUATOAOYIOG
peto&d dopopetikdv mAnbvoumy (Smith 2006), kabmdg kot pnetaé&d TMV NMKIOUEVOY
(Barry et al. 2008). H «hipaka avty €xet Bpedel 0t mapdyel a&10mMOTEG KOl £YKVPES
exkTinoelg g vmapéng cvpntopdtov katddiwyng (Gellis 2010). Ot copuetéyovreg
epOTONKAV GYETIKA pe T ovyvoTNTa pE TNV omoin giyov Pudoel cvykeKpUEval
KATOOMITIKG GUUTTONATO KOTA TN dtdpkele TG Teevtaiog efdopadas (0: ‘Xyxedov
noté’, 1: ‘Mepikég popés’, 2: ‘Tov meptosdtepo Kapd’, 3: ‘Lyeddv 6Lo TOV KApd’).
Ot aravimoelg Tpootédnkay Kot Tapnxdn Eva cuvoAlkd ckop, pe evpog 0-33, pe TG
VYNAOTEPEG TIMEG v onuaivouy 0Tt o1 gpevvpevol elyav Puvoel gviovotepn
Youyoroykny dvoyépela v terevtaio efdopada (Cronbach’s alpha=0.79), evo

eMmodn og cut-off point n Ymapén evvid Kol TEPIGGOTEP®V GLUTTOUATOV ©G
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EVOEIKTIKO NG EUOAVIONG KMVIKA ONUOVTIKAG KOTOOMATIKNG CLUTTOUOTOAOYIOG
(Steffick 2000).

To emimedo g avto-avagepoOpevns vyelag kot n VYmapén ypoéHVIdV voonudTmv
a&lomomOnKay ylo TNV EKTIUNON TOL YEVIKOV EMUTESOL VYELOG TV cLppETEXOVTOV. H
OVTO-EKTILOVIEVT] VYElD HETPNONKE HECH UG EPATNONG OV dlaTvT®ONKE ¢ eENG:
«Oo Aéyate ot n vyeio oog €ival...», e MOOVEC OMOVTICEL TOL KLUOIVOVTOL OmTd
«OAD KON €mG «moAD Kok». O delktng avtdg Exetl xpnoomondel ekteTapéva ot
BipAoypapio Yoo vo. mOTUTMGEL TNV OLTO-OVOPEPOUEVT) vOonpOTNTA UETAED TOV
nukiopévev atopmv (Breeze et al. 2001) kot £yt damiotwbel 611 0modidel £yKvpeg
HETPNOEC TOL YevikoD emmédov vyeiag (Schnittker and Bacak 2014). T toug
OKOTOVUG TNG TopoVcOS OVOADONG 1 «TOAD KOAN» OVTO-€KTiUNoM NG Lyelng
npocdopiotke ¢ katnyopio oavagopdc. Ta vmdpyovra ypdvia voonuato
dtepeuvinkoy PAceEl TOV aVOQPOPOV TOV EPELVAOUEVOV GYETIKO HE TN Odyveon
EVIEKN KOTAOTAGE®V (« 20g Exel TOTE TEL 0 YIOTPOS GOG OTL EYETE OTOIOONTOTE OO TO
TOPAKATD VOTHUOTA;Y), OTIC OTOIEG GCUUTEPIAAUPAVOVTAL: EUPPAYLLO TOV LLOKOPSTOV,
VYNAT 0pTNPLOKT THEGT OULOTOG 1) VTEPTACT], VYNAA MIMESQ YOANGTEPOANG QULATOC,
EYKEQOMKO €MEICO010, GOKYAPDONG OaPNTNG, YPOVIL TVELUOVIKY VOCOS, (GcOLa,
apOpitida, 00TEOMOP®ON, KAPKIVOG KOt EAKOC GTOUAYOL 1 SMIEKAIAYTVAOL 1 TEMTIKO
€AK0G. ZOUPOVO [LE TIG KOTAPOTIKES ATAVTIOELS TOV OTOUMV GE GYECN LE TNV VTapEN
TOV TOPATOVO Voonudtov, évag deiktng «0-1» onpiovpyndnke kot Bewpndnke og

Katnyopio avapopds otnv avdivon.
3.3.2 Kowvawvikny copuctoyi

[Ma v extipnon g KOwmviKhg 0pactnplomoinong aviAndnkay ot mopaywykés Kot
KOW®VIKEG OPOCTNPOTNTEG OTIS OMOiEG ONAMGOV Ol EPELVOUEVOL OTL  glyav
GUUUETAGYEL KOTA TN SIUPKELD TOV TEAEVTOIOV UMV, YEYOVOS IOV EMETPEYE T UEAETT
OO EVOIKPITOV TAPUUETPMV TNG CLUUETOYNG OE OPACTNPLOTNTESG, TV TOPAYOYIKT
ovppetoyn (productive activity participation) kot v kowmviky coppetoyn (social
activity participation). Q¢ mapaywyiky GLUUETOYN] OpioTnNKE TO GOpoloua TV
TOPOKAT® OPACTNPOTATOV: «EOBEAOVTIK 1 OUavOpomK) gpyacion, «ppovtidn
Gpp®GTOL 1 AVATNPOL ATOPOL» Kol «apoyn Pondbewog oe péAN g owoyévelag,
oihovg M yeitovegy. H kotvovikn coppetoyn petpndnke Pacet tov abpoicpatog twv
napokdtw dpactnpotitov: «Ilapakorovdnon ekmodevTiKOD TPOYPAUUATOS T
TPOYPAUIOTOS KATAPTIONG», «CLUUETOYN O OOANTIKN 1 KOW®OVIKN 1| OTO0dNTOTE
AN ouddoy, «ovppeToyr o€ OpnokevTikd opyavicud (exkkAnocia, cuvaywyn, tlopd
KATD» KOl «GUUUETOYN O TOMTIKO 0pYavioUO 1) GALO opyoavicud oty Kowdtntoy. o
TOVG GKOTOVG TNG TaPoVcaG OVAAVONG, Ol KATNYOpieg AmavVTGE®V OGOV aPOopd Gt
GLYVOTNTO GLUUETOYNG OTIS TAPOTAVE® JPACTNPLOTNTES TOEIVOUMONKAY MG «OVYVN

GUUUETOYN», YO TOVG EPEVVOUEVOVG TOL ONMA®caV OTL Adupoavov pEPOS oYeEdOV
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KaOnuepvd M oyxeddv Kabe gfdopada Kol MG «AydTeEPO LYV, YO EKEIVOLG OV
ovppeteiyoy Myotepo ouyva amd kadnuepwvd M Aydtepo ovyvd amd oyxeddv kdbe
epdopdda, pe amotélecua va dopopemBodv ot Katnyopieg, «ovyva», «Aydtepo

GLYVA» KOl KTOTEN.

3.3.3 Kowvwvikny arouovwon

H pétpnon g xowvovikig anopovoong Paciotnke o deikteg mov Bempodvtar Ot
amodid0VV TEPIEKTIKA, TOGO TO SOUIKE, OGO Kol TO, AELITOVPYIKA YOPUKTNPIOTIKE TMV
OVTIKEWWEVIKOV  OIKOYEVEINK®MY KOl  KOWOVIK®OV cuvinkov dwfioong tov
NAMKIOPEVOVY atdpmy. Q¢ amoTtéAecpa, KOTOoKEVAoTNKE €vag Ogiktng Pdoest twv
QVTO-AVOPOPHV TOV ATOUMV, GTO TANICLO EXTA SLUPOPETIKMV TOPAUETPMV, UEGH TNG
amOO00NG TNG TUNG VO GTOVG EPELVAOUEVOVS TTOL dNAmcay 0Tt {ovoav pdvot, yopic
oLVTPOPO 1| cLLVYO, OTL NTOV AVOTTOVTPOL, OEV GLYKOTOIKOVGOV LE TO TOoLdLd TOVG,
emdeikvoov omavio. EmOEN HE TO OO TOVG, OEV €0V CLUUETACKEL O Kopio
TOPAYOYIKY] 1 KOWOVIKT OpacTNPLOTNTO TOV TEAELTAIO pNva Kot €lyav omavieg 1
kaBoAov Kowvovikég avtorrayés. To ocvvolkd oxop Tov deiktn exktiumong g
KOW®VIKNG amopdvoong ektetvetar amd 0 éwg 7, pe ta dropa mov epeavifovv
TEPLGGOTEPOVG TOV TEGGAPWV TAPAYOVTOV Vo Bempovvtat 0Tt d1aflovv 6 GUVOTKEG

KOWV®OVIKNG OmopOVOoTC.

3.3.4 Movacia

[a ™ Owpedhvmon ¢ ovyxvomrog TS eHEdvions octnudtov  Hovaslig
ypnowonomdnke n epd®IoN «llogo ocvyva Exete Piwaoer to. axoiovBo. cvvoucOnuato
KOTG TN Oldpkela. NG TeEAsvtaiog gfooudoog;y: «AiobavOnko, puovog», m omoia
avtanOnke and v Kiipoka Kotd®iwyng tov Kévipov Emdmuoroyikdv Meietdv
(CES-D). Ot amavtioeilg ta&wvounbnkav Pdaon pog tetpafdduoc kAipokag mwov
ektelveton amd «oyeddv OAn v opay (1), éog «oyxeddv moté» (4). Avty n ovto-
AVOPEPOLEVT] EPMTNOT EXEL YPTOILOTOMOEL EKTETAUEVA YO TV EKTIUNGT TNG EVTOONG
g povalag petald tov nNAKlopévoy atopov Kot xel BempnBel wg o pétpnon mov
yivetar bkoAa KatovonTn Kot epapprdleTar amAd 6° avtn TV opdda Tov TANGLGHOD,
evd €xel Ppebel va amodidel petprioelg mov ovuPadilovv pe exeiveg GAAmV
moAvddoTateV KMpdkov. Ta aroteAéopata g gveéiog LeAeTnONKaY Gg Gyéom Ue
cuyvomta Pioong awobnuatov povallds. Emiong, m ovyvomto g pova&lig
e€etdotTnNKe O OYEOM UE TO  KOWOVIKO-ONUOYPOPIKE  YOPAKTNPIOTIKO T®V
GUUUETEYOVTMV, TIG OLGUEVEIC cuvONKeg VYelag, Ta oTpeccoydva YeyovoTa (LmNG Kot

TNV KOWVOVIKN OTOUOVMOT).
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3.3.5 Xprjon mpoinmrik@v vrnpecidv vysiag

2V Topovca £pYacion 1 XPNOT TPOANTTIKAOV VLINPECIOV VYelog peleTnOnke Pdost
TOV OLTO-0VOPOPDOV TOV 01OV TOV EPEVVAOUEVOV GYETIKA HE TN OCLYVOTNTO TNG
TPOGPLYNG TOVE GE £V ELPL CLUVOAO LINPECLOV OTIC OTOileg Kol mePAapPdvovtal
EMOKEYELS O YEVIKOVUG YOTPOVG KOl 0OOVTIATPOVS, EUPOAIOGHOL KOl SLOYVOOTIKES
eEetdoelc. [To ovykekpiévo, NTONKE amd TOVS GVUUETEXOVTES VO VTTOJEIEOVY EAV:
(1) elyov emaen pe odovtioTpo Yoo EAEYXO POLTIVOC 1 Y10 TPOANTTIKOVS AOYOLS TOV
TPONYOLUEVO YPpOVO, (2) eiyav emokepOel yevikd yaTpOd Yoo GLUPOLAEG 1 TPOANYM,
(3) eiyav epoOel amd yevikd yloTpd GYETIKA LE TN PLGIKY TOVS dpacTnpotTa, (4)
elyav Adfer cuuPovAn amd 1o YeVIKO TOVS Y10TPO VO 0GKOVVTOL TAKTIKA, (5) 0 YEVIKOC
ywtpog gixe eéYEEL TO cOUOTIKO TOVG Papog, (6) gixav epwtndel ammd 0 YEVIKO Y1aTPO
GYETIKA LLE TO PAPLLOKO TOV £YOVV 0YOPAGEL Ol {3101 1] TOL TOVLG EYEL GLVTAYOYPOUPT|GEL
dArog yiotpog, (7) eiyav Kavel avtyputikd eUPoAaGO TOV TPOnYyovUEVO ypodvo, (8)
glyov KAvel pootoypagio. to. mponyodueva ovo ypovia, (9) eiyov moté KAvet
olypogdookomnon 1N kohovookoOmnon, (10) eiyov efetactei yuo  AovBdvovoa
apoppayio 6ta KOTPOva Tovg To Tponyoveva déka xpovia, (11) o yuarpdg toug eiye
TOTE TOPUTERUYEL OE QUOIODEPATELTN] 1| TPOYPUUUN YUUVOAGTIKNG YL TOVO OTIG
apBpaocelc, (12) o yiatpog tovg eiyxe moté mapamépyel o€ Evo opBomedikd xEPoHPYo

YL TOVO GTIG apOpOGELC.

Ot opykéc amavtnoelS TV GLUUETEYOVIOV KOIKOTOMONKAY 6 Lo OOTOUO
petaPAnty), 6mov 10 UNdEV 160dVVALOVGE LE TNV OTdvINon O)l N TOTE KOl TO EVa LE
mv omdvinon vai, Kamoleg @opéc M kabe @opd. Metémeita, OAeg Ol OMAVINGELS
TpooTEDMKAY Kol Tposkuye Eva abpotoTikd okop (composite or cumulative score) pe
gbpog 0-12, 10 omoio avaPEPETOL MG CKOP YPNONG TPOANTTIKAOV LANPECUDV VYElag
(Preventive Health Services Utilization score-PHSUS). Ev cuveygia, to okop avtd
petaoynuotioke oe pwoe kAipoko 0-100 m omola eivor ocvykpioyn pe GAAEG
TAPOUOlEG KAMUOKES, LE TO LYNAOTEPO OKOP Vo 1ooduvapel pe T xpnomn &vog
peyaAnTEPOL 0pBoD TPoANTTIK®V LINPESI®V Vyeiag (Linardakis et al. 2015).

3.3.6 dvoueveis covOixeg vyciog

Ot dvopeveig oyxetilopeves pe v vyela ocvvinkeg Long mov agloloyndnkav otnv
Tapohoo UEAETN TEPAAUPAVOLY TNV TOPOLGiD. €VOG 1 TEPLGGOTEPMOV YPOVIOV
VOO LAT®V, AEITOVPYIK®OV TEPLOPICUMY GTIS OPOcTNPLOTNTEG NG Kabnueptvng Long
KOl CUUTTOUATOV 0acbeveldv Kol TECGAPOV 1N TEPIGGOTEP®Y  CLUTTOUATOV
KkatdOAyng, ta onoia petprOniay copewva pe v Evporaikn KAiparko Koatadiwng
(European Depression (Euro-D) scale). T'a v ektipnon tov ypoéviov voonuatov,
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OT®OG aVaPEPONKE Kol TPOTYOLUEVMG, O1 EPELVMUEVOL EpOTNONKAY €0V giyav mOTE
dyvwcbel pe omolodnmote amd £viekao S10POPETIKE VOGS UOTA, LETOED TMV OTOimV
CUUTEPIAQUPAVOVTOL ELEPAYIO TOL HVOKAPOIOV, VYNAN apTNPloKn Teon aiplatog 1
VIEPTACT], VYNAQ emimeda  YOANOTEPOANG OiUATOS, EYKEQPOAMKO  €mEIGHO10,
GOKYOPMONG SaPnNTNG, YPOVIO, TVELUOVIKY VOGoc, acOua, apbpitida, ocTEOTOPOON,
KOPKIVOG Kot EAKOG GTOUAYOL 1] dmOEKadAYTVAOL 1 TEMTIKO £AK0G. Ocov apopd ot
HETPNON TOV AELTOVPYIKOV TEPLOPICUDV GTIG OPASTNPLOTNTEG TNG Kadnuepwng {ong
avtn PacioTnke TNV 0EOAOYNOTN TNG OVTILETMMTIONG OVGKOAM®MY Od TNV TAEVPE TV
EPEVVOUEVMOV GTO VO VTOVOVTAL, VO TEPTOTAVE GE £vo. dMUATIO, VO, KAVOUYV UTAVIo N
VTOuG, va. Tp®VE, va kKOPovv 10 eayntd, va EUTADOVOLV Kol VO, GNKOVOVTOL amd TO
KPEPATL, VO YPNOLLOTOOVY TNV TOVOAETO, VO YPNCLOTOOVV YApTN, VO Toalovv
Ceotod yevpa, va yovilovy omd éva UTOKOAMKO, VO TNAEQP®OVOLV, VO, Taipvovv
QAapLaKa, VO KEVOUV dOVAELES 6TO oTiTL 1] 6TOV KMo Kot va xewpilovron ypnparta. Ta
GUUTTMOUATO VOCUATOV HETPNONKOY COUG®VO LE L0 EPOTNON GYETIKE UE TO €AV
KaTd T SAPKELD TOV TPONYOVUEVAOV TOLAAYIGTOV £EL UNVAV Ol GUUUETEYOVTEG ElyoV
Buboel movo ot péom, ota yovota, ota woyio 1 oe omowadnmote dAAN ApBpwon,
Kkapdokd mpdPAnua 1 otndyyn M Bwpoakikd mdvo Katd v doknom, dvomvoln M
TPOPANUO otV ovoTVon, EMipovo Pryo, mpnoupéva modwo, TPOPANUHATA VTVOUL,
TTOoeg N mesipota, oo vy wtmon, LaAn, Aumobuuiec 1 okotodivny, mpoPfAnuato
GTOUGXOV M EVTIEPOL KO OKPATELD OVP®V 1} AKOVGLO OTAOAELD OVPOV. ZYETIKA LE TNV
extipumon mg VIePENG CLURTOUATOV KATAOAYNG YpMolLonomOnke 1 KAipaka Euro-
D, n omola emtpémel ™ UETPNOTN TOKIA®MV SOPOPETIKOV KOTAGTAGEDV OV £YOVV
Biooel ot nukiopévot: gav €xovv aicBavOel Avmmuévorl 1| katabmtikol Tov teElevTaio
pnva, gqv €govv eAmidec Yo T0 pEAAOV, €dv arsBdvovion 6t B Mty KeAvTEPO Vo
elyav mebavel, €dv vidBouv evoykol, €dv Katnyopovv TOV €0VTO TOLG, €AV
avtpetonilovv TpofAnuata pe tov Hvo, €0V £X0VV HEIOUEVO 1} TO 1010 EVILOPEPOV
YL To TPAYUOTO, EGV SOTNPOVY TO EVIOPEPOV TOVG, €6V elvar o&vBupot, edv £xovv
open, edv TpmVe TEPIGGATEPO N AlYOTEPO, €AV 01GHAVOVTAL KOVPAGUEVOL, €6V E£XOVV
EVOLAPEPOV Y10l OLOKEDAGT), EAV £XOVV EVOLOPEPOV Yia dtaPacpia, edv vidBouv yapd,
edv €rovv Taom va KAaive, eav elyav moté katdadAlwym, eav eiyov moté AdPet Oepameio

Yo KataBAnym Kot v elyav TOTE VOOAEVTEL GE YLYLATPIKT KAVIKT).

3.3.7 Ztpeoooyova yeyovora {wis

[Tapéro mov 10 65% TV OpyNTIKOV YeYovOT®V (NG TOL SNAMVOLV TO. idlL TOL
nuiopéva dtopa otL Brdvouy £xouvv Ppedel va tepthapfavouy 10Tpikég KATAGTACELS,
omwg N emPdapovon g vyelog Tovg, aAAG Kot 01 AGOEVELEG KOl 1] ATMAELD LEADYV TOL
OLKOYEVELNKOD Kol EVPVTEPOL KOWMOVIKOD TOVG TEPPAALOVTOG, GLUVTPOQ®V/GLiVY®MV

Kol AV Ady® Bavatov, pn 10Tpikég KOTAGTACELS LE TIG OTOIES EPYOVTOL AVTILETMTO,
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To. dropo. Kotd TN OpKEWw NG TPITNG Kol TETAPTNG MAMKIOG TOvg €xel emiomg
dwmotwOel 0TL aEroAoyovvtal o¢ Wiaitepa SuGapecTeg Kot Bempohvtat Tt ETPEPOLV
oNUOVTIKEG dvopevels emmtmoelg ot (on tovg (Hardy et al. 2002). ¥’ oavtd ta
YEYOVOTO TOV GLVASOLY UE TOV EPYOLO TNG YEPOVTIKNG NAKING KO EVEYOLV CUAVTIKO
Kivouvo yio TNV Yoyikn vyela kot eonuepio. TOV aTOU®V GUYKATOAEYOVTOL OAANYES
GTNV OIKOYEVELOKT Kol KOW®VIKY Tovg {on, 6mwg 1 ynpeia kot n cvvtagloddtnon, to
omoia kot cuVVEaivovTal e OTOTOUES LETAPOAEG OE ONUOVTIKEG TTLYES TG LONG TOVG,.
Ta otpescoyova yeyovota (mng mov aéloloyndnkav otnv mopodoo SO0KTOPIKY
owtppny  meptropuPdvoov ™  ovvtagloddtnon Adym mpoPAnudtov  vyesiog, ™
YEPOTEPEVOT TNG TPEXOVGOG OIKOVOULKTNG KATAGTACTG GE GYECT LE TNV TPONYOVUUEVN
YPOVLY, TN YNPEiD Kot TV 0AAOyn TNG OIKOYEVELNKNG OOUNG AOYM TNG LETAKOUIONG TOL

TEAELTAIOV TTAO10D TNG OIKOYEVELNG O T1) YOVIKT E0TIA.

3.3.8 Kowvawviko-onuoypapixd yopokxtypiotird

Ta SNUOYPAPIKA YOPOKTNPICTIKAE TOV OTOU®V TOV EKTIUNONKAY Tay TO VA (Gppev/
0nAv), n nlxio (65-74, 75-84 ka1 85+) ko ot popeéc cvuPimong (Covtog pe
ocuvtpopo 1N ovlvyo kot (ovtag povog). EmmpocBitwg, ®g petafAntég
OVTITPOCHOTEVTIKEG TOV KOWVMOVIKOD VITOPAOPOL TV GUUUETEXOVI®V avIANONKOV TO
EKTOUOEVTIKO €Tinedo, PAGEL TV YpOvVeV apapovig oto oyxoreio (0-7 ypovia, 8-12,
13+), ovpoova pe ) Aebvy Tpoétomn To&vounon g Exnaidevong (International
Standard Classification of Education-ISCED), 6ntwg avantoydnke and v UNESCO
(1997), 10 kabeotmdg cuvta&loddtnong (cvvta&iovyod/un cvvta&lodyog) Kot To aVTo-
avOQEPOLEVO  OIKOYEVELOKO E€LGOOMNUOL TTOV  EY0V  OTOKTNOEL TO. GTOUO.  TOV
TPONYOVEVO YPOVO amd O1dpopeg mOAVEG TYEG Kol TO OO0 Kol TPOGOlopicTnKe
cOUQOVA [LE TO. GLYKEKPIUEVA Y10, KADE ydpa TeTapTUOpLo (YaunAd e1c6dnua <25%,
Kavoviko glcodnua peta&v 25 kot 75% kot vyndd >75%) (Borsch-Supan and Jurges
2005).

Hopdaptnpa: Epyoieio, Khipokeg ko Agikteg MéTpnong
Well-being Indicators

Satisfaction with Life “How satisfied are you with your life 1 =Very satisfied, 2=Somewhat satisfied,
in general?” 3=Somewhat dissatisfied,
4=Very dissatisfied
(Reference Category=Very satisfied)

Quiality of Life CASP-12 (items 1,2,3,5,6 are 1=0ften, 2= Sometimes, 3= Rarely, 4=Never
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Psychological Distress

Self-rated Health

Chronic Diseases

reverse-coded)

Control (C):

1. My age prevents me from doing the
things | would like to do

2. | feel that what happens to me is
out of my control

3. | feel left out of things

Autonomy (A):

4. | can do the things | want to do

5. Family responsibilities prevent me
from doing the things | want to do

6. Shortage of money stops me from
doing things | want to do.
Self-realization (S):

7. | feel full of energy these days

8. | feel that life is full of
opportunities

9. | feel that the future looks good for
me.

Pleasure (P):

10. I look forward to each day

11. | feel that my life has meaning

12. On bhalance, I look back on my life
with a sense of happiness

CES-D 11 (items 4, 7 are reverse-
coded) 1.1 felt depressed

2.1 felt that everything | did was an
effort

3.My sleep was restless

4.1 was happy

5.1 felt lonely

6.1 felt people were unfriendly

7.1 enjoyed life

8.1 didn't feel like eating; my appetite
was poor

9. | felt sad

10. | felt that people disliked me
11. I couldn't get going

1

“Would you say your health is ...’

“Has a doctor ever told you that you
had any of the

conditions...” (myocardial infarction,
high blood pressure, or hypertension,
high blood cholesterol, stroke,
diabetes or high blood glucose,
chronic lung disease, asthma,
arthritis, osteoporosis, cancer,
stomach or duodenal/peptic ulcer)

EIZACQIH

Total score range 12-48
(Reference Category =Cut-off point of > 39
points, high quality of life)

0= Almost all of the time, 1= Most of the time,
2= Some of the time, 3= Almost none of the
time

Total score range 0-33
(Reference Category=Cut-off point of score
<9 points, absence of depressive symptoms)

1. Very good, 2. Good, 3. Fair, 4. Bad, 5.
Very bad
(Reference Category=Very good)

Number of conditions
(Reference Category= None or one condition)
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Body Mass Index (BMI)

“Approximately how much do you
weigh?”, “How tall are you?”

Social Isolation Indicators

Partnership Status

Marital Status

Number of Children

Parent-child Contact

Parent-child
Geographical Proximity

Activity Participation

“Do you live with...?” (a partner; a
spouse; alone)

“What is your marital status?”’

“How many children do you have that
are still alive?

Please count all natural children,
fostered, adopted and stepchildren”

“During the past twelve months, how
often did you or your
husband/wife/partner have contact
with your child either personally, by
phone or mail?”

“Where does your child live?”

“Have you done any of these
activities in the last month?”’

EIZACQIH

WHO cut-off points (weight in kilograms
divided by the square the square of the height
in meters: 1.under-weight (<18.5 kg/m2), 2.
normal (18.5-24.9 kg/m2), 3. overweight
(25.0-29.9 kg/m2), 4. obese (>30.0 kg/m2)
(Reference Category=Normal)

1 =Living with a partner or spouse, 2=Living
without a partner or spouse,

3= Living alone

(Reference Category=Living without a
partner or spouse or living alone)

1=Married and living together with spouse,
2=Registered partnership, 3= Married, living
separated from spouse, 4= Never married, 5=
Divorced, 6= Widowed

(Reference Category=Never married)

1=0-20 children
2=no children
(Reference Category=Being childless)

1= Daily, 2= Several times a week, 3= About
once a week, 4= About every two weeks,
5=About once a month, 6= Less than once a
month, 7= Never

(Reference Category=Less than once a month
or never parent-child contact)

1=In the same household, 2= In the same
building, 3= Less than 1 kilometre away,
4=Between 1 and 5 kilometres away,
5=Between 5 and 25 kilometres away,
6=Between 25 and 100 kilometres away,
7=Between 100 and 500 kilometres away, 8=
More than 500 kilometres away, 9=More than
500 kilometres away in another country
(Reference Category= All children living >1
km)

1=Having done voluntary or charity work,
2=Cared for a sick or disabled adult,
3=Provided help to family, friends or
neighbors, 4=Attended an educational or
training course, 5=Gone to a sport, social or
other kind of club, 6=Taken part in a
religious organization, 7=Taken part in a
political or community-related organization
in the last month, 8=None of these
(Reference Category=No activity
participation)
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Social Exchanges

Loneliness

Frequency of feelings of
loneliness

“Have you given or/and received any
kind of social support in the last
twelve months...?” ( personal care,
e.g. dressing, bathing or showering,
eating, getting in or out of bed, using
the toilet; practical household help,
e.g. with home repairs, gardening,
transportation, shopping, household
chores; help with paperwork, such as
filling out forms, settling financial or
legal matters)

“How often have you experienced the
following feelings over the last
week?”, “I felt lonely”

Adverse Health Conditions

Chronic Diseases

I(ADL) Limitations

Disease Symptoms

“Has a doctor ever told you that you
had any of the conditions...”
(myocardial infarction; high blood
pressure, or hypertension; high blood
cholesterol; stroke; diabetes or high
blood glucose; chronic lung disease;
asthma; arthritis; osteoporosis;
cancer; stomach or duodenal/peptic
ulcer)

“Tell me if you have any difficulty
with these everyday activities because
of a physical, mental, emotional or
memory problem...?” (Dressing,
including putting on shoes and socks;
walking across a room; bathing or
showering; eating, such as cutting up
your food; Getting in or out of bed;
using the toilet, including getting up
or down; using a map to figure out
how to get around in a strange place;
preparing a hot meal; shopping for
groceries; making telephone calls;
taking medications; doing work
around the house or garden; managing
money, such as paying bills and
keeping track of expenses)

“For the past six months at least, have
you been bothered by any of the
following health conditions...7” (pain
in back, knees, hips or other joints;
heart trouble; breathlessness;
persistent cough; swollen legs;
sleeping problems; falls; fear of
falling down; dizziness; faints or
blackouts; stomach or intestine
problems; incontinence)

EIZACQIH

1=Almost daily, 2=Almost every week, 3=
Almost every month, 4=Less often
(Reference Category=less often)

0= Almost all of the time, 1= Most of the time,
2= Some of the time, 3= Almost none of the
time

Number of conditions
(Reference Category= One or more
conditions)

Number of limitations
(Reference Category= One or more
limitations)

Number of disease symptoms
(Reference Category= One or more
symptoms)
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Depressive Symptoms

European Depression Scale (Euro-

D scale):

1.

2.
3.

R © 00~
o

13.
14.
15.
16.
17.
18.
19.

Stressful Life Events

Stop working due to
health problems

Financial Situation
Greatly Deteriorated

In the last month | have been sad
or depressed

No hopes for the future

Suicidal feelings or wishing to be
dead

Obvious excessive guilt or self-
blame

Example(s) given which
constitute obvious excessive guilt
or self-blame

Trouble with sleep or recent
change in patter

Less interest than usual mentioned
Does not keep up interests

Have been irritable recently

. Diminution in desire for food
. Have been eating more or less

than usual

. Have had too little energy to do

the things they wanted to do
Difficulty in concentrating on
entertainment

Difficulty in concentrating on
reading

Fails to mention any enjoyable
activity

Have cried in the last month

Ever suffered from symptoms of
depression which lasted at least
two weeks

Treated for depression by a family
doctor or a psychiatrist?

Ever admitted to a mental hospital
or psychiatric ward

“For which reasons did you
retire....?”

“Thinking back to one year ago,
would you say your household's

financial situation today has...”

EIZACQIH

Number of depression symptoms (Reference
Category= More than four symptoms)

1=Became eligible for public pension;
became eligible for private occupational
pension, 2=Became eligible for a private
pension , 3=Was offered an early retirement
option/window (with special incentives or
bonus), 4=Made redundant (for example pre-
retirement), 5=0Own ill health, 6= IlI health of
relative or friend, 7=To retire at same time as
spouse or partner, 8=To spend more time with
family, 9=To enjoy life (Reference
Category=0Own ill health)

1= Greatly improved , 2= Somewhat improve,
3=Remained the same, 4= Somewhat
deteriorated, 5= Greatly deteriorated
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Widowhood “What is your marital status?”
Child Move out of “In which year did your child move
Parental Nest from the parental household?”

Preventive Health Services

Preventive Health 1. During the last twelve months,
Services Utilization have you seen a dentist or a dental
hygienist?

2. Do you have a "GP" (i.e. a doctor
you usually turn to for your
common health problems)?

3. How often does your GP ask how
much physical activity you do?

4. How often does your GP tell you
that you should get regular
exercise?’

5. How often does your GP check
your weight?”)

6. How often does your GP ask you
about any drugs you take, either
over-the-counter or prescribed by
another doctor?’

7. Inthe last year, have you had a
flu vaccination?’

8. Inthe last two years, have you
had a mammogram?

9. Inthe last ten years, have you had
a test that detects hidden blood in
your stool?’

10. Have you ever been sent to
physiotherapy or an exercise
program for joint pain?

11. Have you ever been sent by a
doctor to an orthopeadic surgeon
for the joint pain that you
presently have?.

4. Bipmoypaoia
AARP (2010). Loneliness among older adults: A nation

EIZACQIH

1=Married and living together with spouse,
2=Registered partnership, 3= Married, living
separated from spouse, 4= Never married, 5=
Divorced, 6= Widowed (Reference
Category=Widowed)

Reference category=Having recently moved

from parental household (the current or the
previous year)

0=no/never, 1=yes/at some time/every visit,
(range of 0-12, 0-100 scale)

al survey of adults 45+.
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Abstract

Increasing evidence suggests that different patterns of activity participation confer
several positive well-being outcomes through the later years of life. The aim of the
present study is to examine the likelihood of higher well-being linked with a socially
engaged lifestyle with a view to extending prior research. Data on a nationally
representative sample of adults aged 65 and older from eleven European countries (n
= 7025) was drawn from the first Wave of the Survey of Health, Aging and
Retirement in Europe (SHARE, 2004/5). Socially and productively oriented activities
were administered as salient aspects of activity participation and were rated on
frequency of involvement. Wellbeing was defined by the clustering of six indicators
including life satisfaction, quality of life, self-rated health, psychological distress,
chronic diseases and Body Mass Index (BMI). The effect of activity participation on
the clustering of well-being indicators was estimated according to complex samples
ordinal regression models. The overall pattern was that of a significantly increased
likelihood for frequently active participants to present multiple presence of positive
well-being outcomes (p\0.05). This held true not only at the individual level but also
across most SHARE countries. Although the findings of the current analysis cannot
identify the direction of causality of the observed effects, they still lend some support
to the reasonable conjecture that old-age activity engagement matters for individuals’
wellbeing and testify to the suggestion that public health and social care.

Introduction

The rising proportion of people thriving into old age over the last several years and the
subsequent policy and practice implications for health and social care systems as
concerns a population expected to present an increasingly older-age structure have
brought the identification of factors which may bear on late-life welfare to the
consideration of the existing research and policy framework of old age (Rechel et al.
2013). Hence, the call for directing policy concern toward reinforcing activity
engagement as a key element of strategies pointing to the amelioration of older adults’
lives and thus as an additional perspective on potential fields for well-being initiatives
in old age has been dominant.

The main focus of the current study was on elaborating on well-being and activity
engagement among the elderly from eleven European countries by providing a
detailed descriptive account of the respective measures and their socio-demographic
and regional distribution and examining if there is evidence of positive well-being
outcomes associated with different patterns of activity involvement. Specifically, we
were concerned with examining the potential benefits afforded by the frequency of
activity performance for elders’ well-being operationalized as the clustering of six
distinct indicators: quality of life, depressive symptomatology, self-rated health, life
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satisfaction, chronic diseases and Body Mass Index (BMI). Social involvement was
conceptualized along two dimensions, productive activity participation and social
activity participation, each encompassing activities which have been denoted to lie at
the core of older people’s activity engagement according to related research evidence.
Well-being has been delineated as the key objective of public policies targeting older
people drawing on the gain view of aging and the belief that late-life holds far-
reaching opportunities for personal growth and meaningful social engagement. Even
though, there is not an all-embracing conceptual and methodological framework
explicitly referring to well-being and hence the difficulties in defining and measuring
it, its multifaceted nature has been commonly acknowledged and key elements of
well-being at older ages to be assessed have been posited across social gerontology
research. According to older adults’ self-evaluations well-being refers essentially to a
state of ‘feeling healthy, free from pain and able to lead a positive life’ (Hoban et al.
2011) (p.5). In this regard, indicators featuring the physical, mental and emotional
aspects of well-being are substantially relevant for research on elderly well-being.
However and despite the fact that the inclusion of indicators referring to various
elements of older adults’ well-being in the empirical analysis might afford additional
insights on those domains of old life that should be mostly aimed at by activity
engagement interventions, the main strand of research so far has been restricted to the
employment of specific well-being measures not allowing for a comprehensive
assessment. In addition, previous evidence in the field has mainly displayed a single
country interest with the possible effects of activity participation on well-being on a
cross-country perspective being still relatively unexplored.

Previous research on activity participation and well-being

The field of social, mental and behavioral sciences that examines old-age well-being
endeavors to add to the explication of the processes of growing old, with the emphasis
lying on the comprehension and assessment of the different factors and conditions that
account for advanced later-life well-being. Productively and socially oriented activities
as a salient component of successful aging whereby valued outcomes and mutual
contributions with salutary effects are furnished have been corroborated by empirical
inquiry as aspects of everyday later-life that hold an essential role to the maintenance
and enhancement of well-being. The outlined premise that older people contemplate
their well-being more positively when they occupy activity roles within their social
settings has been variously addressed. For instance, McMunn et al. (2009) on their
analysis based upon the second wave of the English Longitudinal Study of Aging
(ELSA) investigated the association between participation in activities and well-being
as measured by the indicators of quality of life, life satisfaction and depression. In
another study (Wahrendorf and Siegrist 2010) (p.60) quality of life was addressed as
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‘a theoretically grounded indicator of well-being’ and the link between changes in
productive activities and changes in quality of life was assessed on data derived from
the Survey of Health, Ageing and Retirement in Europe (SHARE). More recently,
Gilmour (2012) employed self-perceived health, loneliness and life satisfaction on his
examination of the health and well-being benefits of the number of frequently
undertaken activities for people aged 65 and older who participated in the Canadian
Community Health Survey-Healthy Aging.

On the other hand, old-age activity participation has been variously defined and
measured across diverse theoretical and empirical approaches. Overarching and
interchangeably constructs which have been given substance in the conceptual
advancement of activity involvement, namely social engagement, active engagement
with life, connectedness, connectivity and embeddedness, have traditionally focused
on the measurement of the performance and retention of purposeful roles integral to
activities through which older people’s access to important flows of psycho-social
resources is facilitated. Baum et al. (2000), drawing data from the Health Development
and Social Capital Project detected a specific participation profile for people aged 70
and over as compared to younger participants pertaining to higher levels of community
group participation in terms of church attendance, volunteering and participation in
service clubs. In the same study, this pattern appeared to be cumulative and remain
relatively stable among older people over a 4-year period. Mendes de Leon et al.
(2003) assessed social engagement on a summary measure reflecting the aggregation
of a wide range of social and productive activities common at older populations. Older
adults’ activity performance was measured on both overall frequency of participation
in 17 different activities and number of activities by distinguishing six separate
domains (family and social, church and charity, home and garden, reflection and
learning, music and drama and sports) by Warr et al. (2004). As well, in Bennett’s
(2005) study, late-life social engagement was determined by the respondents’
involvement in 20 distinct activity domains entailing either actual social involvement
or limited social interaction. More recently, resting on SHARE data Sirven and
Debrand (2012) evaluated social capital according to participation in five social
activities (voluntary/charity work, training course, sport/social club, religious
organization, and political/community organization).

A lack of definition and measurement consistency, as well as an overlap of
concepts is therefore apparent, rendering it difficult to compare extant research
findings on activity participation and well-being outcomes. However, the still-
emerging evidence base holds that activity involvement at older ages, measured either
on overall activity level or on divergent respects of particular activity domains, effects
a significant contribution to several aspects of older adults’ well-being lending
plausibility to activity theory and its postulation that people who remain engaged in
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activities through which social roles are enacted are afforded with positive outcomes
(Rowe and Kahn 1997). In particular, there is evidence to feature familial and non-
familial attachment, religious and group attendance and participation in volunteer,
recreational and leisure pursuits in older adults population as important indicators of
quality of life (Bowling 1995), determinants of life satisfaction and self-perceived
health status (Van Willigen 2000) and predictors of cognitive functioning and
physical and mental health and well-being (Everard et al. 2000; Hao 2008; Morrow-
Howell et al. 2003).

The potential mechanisms underlying the age-associated well-being protective
prospect of active engagement with life have been mainly expounded upon
physiological, behavioral and psychosocial pathways through which direct and
indirect effects are exerted. The main effects model suggests that through the social
support and social integration functions of social engagement behavioral and
physiological benefits are gained regarding the inducement of salutary health-related
behaviors and the enhancement of neuroendocrine and immune systems functioning
(Cohen 2004). Furthermore, several investigations have consistently supported the
stress-buffering hypothesis allowing for the contention that later-life well-being is
positively impacted by social interactions and supportive transactions which reinforce
adaptation to stressful events and coping with major life transitions and thus moderate
plausible adverse effects (Musick and Wilson 2003; Unger et al. 1997). To this vein,
another model proposed by Herzog et al. (1998) is supportive of the contention that it
is the activation and the maintenance of the agentic self prompted through social
involvement that constitutes the main mechanism via which palpable favorable
implications for well-being are held.

With the above end in view, in our conceptualization of activity involvement both
productive social participation referred to as productive activity participation and
collective and political participation referred to as social activity participation were
considered so that to encompass domains of diverse activity patterns that are prevalent
in older people’s social context and particularly relevant for their well-being.
Following Klumb’s (2004) (p.121) proposition that productive activities are defined
by their ‘outcome utility rather than the pleasure they afford” and the position
maintained by Baker et al. (2005) that productive activities serve for the welfare of
others, hold a common social element and are meaningful to individuals undertaking
them, the respondents’ contribution to the production of societal and personal services
and goods in the current study was gauged both in terms of being occupied in
voluntary and charity activities, as well as in family and social bonds involving
informal assistance and caregiving. Thus, according to the definition of social
engagement stated by Glass et al. (2006) (p.606) as the ‘performance of meaningful

social roles for either leisure or productive activity’, social participation as a salient
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domain of activity involvement was measured on four items corresponding to the
respondents’ frequency of embeddedness in education and training related groups and
religious or other political and civic associations.

The present Study
Even though previous research has attested to variations in well-being by socio-
economic characteristics, differences among older people have not yet been fully
investigated as concerns diverse aspects of well-being and distinct domains of activity
participation. In this regard, based on a large and nationally representative sample of
the 65 and over European population the current paper sets out firstly to present
descriptive data on well-being and activity participation at an individual and regional
level and secondly to address the well-being benefits presumably conferred by
activity participation in order to replicate prior findings and furnish new cross-
nationally comparative evidence to the existing literature by employing indicators
which capture several elements of old-age well-being. In particular, the specific
queries under focus were as follows:

1) Is productive and social activity participation equally distributed across socio-
structural variables and regional groups?

2) Is well-being differently determined among genders, age groups and regional
settings?

3) Do older adults experience positive outcomes across different dimensions of
well-being associated with frequency of engagement in productive and social
activities?

4) Is a similar association pattern held between the two different activity
participation domains and well-being measures?

5) Are regional variations evidenced in regard to the association of frequent activity
participation and the prevalence of multiple well-being indicators?

Methods

Study sample

This study employed data from the first wave of the Cross-European Survey of Health,
Ageing and Retirement in Europe (SHARE, http:www.share-project.org) conducted
between 2004/5 in eleven European countries (Austria, Belgium, Denmark, France,
Germany, Greece, Italy, Netherlands, Spain, Sweden and Switzerland) and
coordinated by the Munich Center for the Economics of Aging (MEA). SHARE seeks
to gain insight into key features of the ageing process and its challenges addressing
multifaceted questions with reference to quality of life, health and well-being, care
needs, health-care use, social and family networks, social support, wealth and assets.
The novelty of this survey lies at the fact that its multidisciplinary and multinational

60

——
| —



KEQAAAIO 1

design facilitates comparative cross-national research in the European context from a
social, economic and health perspective.

The target population of the survey included households which consisted of at least
one person 50 years of age or older, that is people who were born in 1954 or earlier as
far as the first wave of the survey is concerned. Furthermore, the possibly younger
counterparts of the age-eligible respondents were also interviewed. People were
excluded if they were not residing at the sampled address at the time of the survey,
were unable to respond to the procedures owing to physical and mental difficulties or
could not speak the respective national questionnaire language.

The target SHARE population was randomly selected to be nationally
representative of the European community-dwelling middle-aged and over population.
Full probability sampling was achieved by employing sampling frames pertaining to
country-specific resources resting both on registers administered at a national and
regional level, as well as telephone directories. The respective sampling designs
undertaken varied from a simple selection of households to rather complex multistage
procedures, which resulted in an average weighted response rate ranging from 73.7%
in Spain to 93.3% in Germany at the individual level and 38.8% in Switzerland to
81.0% in France at the household level. A more thorough delineation of study design,
procedure guidelines and released data has been published elsewhere (Borsch-Supan et
al. 2013).

For the purposes of the current investigation and in order to address activity
participation and its relationship to well-being in the later-life context, the analysis
comprised individuals aged 65 years and older within the SHARE sample, which
yielded a study population of 7,025 respondents (3,308 males and 3,717 females),
divided into three age groups: 65-74, 75-84 and 85+.

Data collection

The main survey data collection was implemented by means of a centrally-
programmed, computer-assisted personal interviewing technique (CAPI) based on an
automatically generated questionnaire consisting of 21 modules. Data collection was
further supplemented by a brief self-administered paper-and-pencil questionnaire
(‘drop-off”) which was handed to the respondents after the completion of the baseline
interview.

Measures

Well-being indicators

In the current study six distinct indicators were administered to represent different
physical, mental and emotional aspects of older adults’ well-being: quality of life,
psychological distress, self-rated health, life satisfaction, chronic diseases and BMI.
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High well-being was equated with reporting high quality of life, indicating absence of
depressive symptomatology, perceiving health status as very good, being very satisfied
with life, suffering from none or one chronic health condition and exhibiting normal
BMI.

Satisfaction with life was determined by featuring a single-question indicator which
has been widely applied (Amit and Litwin 2010; Davern et al. 2007) and has been
shown to have acceptable levels of reliability and validity (Pavot and Diener 1993).
The rating of life satisfaction was obtained by querying ‘How satisfied are you with
your life in general?’ on a 1 (very satisfied) to 4 (very dissatisfied) response scale. As
regards the usefulness of this global measure of life satisfaction, the notion posited by
Cummins et al. (2003) was adopted taking into account that the question ‘How
satisfied are you with your life as a whole?’ yields stable interpretations of one’s
personal general state of well-being over time.

Quality of life was measured on CASP-12, which is a shorter version of the original
19-item scale (CASP-19) (Blane et al. 2004; Wiggins et al. 2007), first included in the
self-completion questionnaire of SHARE and found to correlate highly with the
original version and thus display adequate psychometric properties (Cronbach’s
alpha=0.83) (Knesebeck et al. 2007). CASP-12 has been acknowledged and utilized as
a measure of assessing quality of life in older people as the result of the fulfilment of
four substantial dimensions of human needs: control (C), autonomy (A), self-
realization (S) and pleasure (P). Response categories were scored on a four-point scale
(often, sometimes, rarely and never) and the negatively worded items were reversely
coded so that the above four conceptual domains could be drawn. Responses were
summed and a total score ranging from 12 to 48 was generated, with higher scores
pointing to the existence of better quality of life (Cronbach’s alpha=0.89). A cut-off
point of >39, being indicative of high quality of life, was defined as the reference
category.

An abbreviated version of the Center for Epidemiological Studies Depression scale
(CES-D) was administered in order to identify the absence of depressive
symptomatology. The 11-item abridged version of CES-D, as administered in the
SHARE questionnaire which encompasses 11 identical items from the original 20-
item index first introduced by Radloff (1977), has been widely addressed among
different populations (Everson-Rose et al. 2004; Smith 2006) and the elderly (Barry et
al. 2008; Kohout et al. 1993). CES-D 11 has also been demonstrated to produce valid
and reliable assessments of decreased positive affect and to correlate at a high level
with the 20-item original version of CES-D, with a Cronbach’s alpha ranging from
0.81 to 0.83 (Gellis 2010; Kohout et al. 1993). Participants were queried as regards
the frequency they had experienced specific depressive symptoms during the course
of the previous seven days according to four-category response options to which a
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value of zero, one, two or three was assigned (0: ‘Almost none of the time’, 1: ‘Some
of the time’, 2: ‘Most of the time’, 3: ‘Almost all of the time”). Responses on the
items were summed after reversely coding the four positively stated items which
produced an overall score of depressive symptomatology, ranging from 0 to 33, with
higher values signifying a greater degree of psychological distress sustained by the
respondents over the past one-week period (Cronbach's alpha=0.79). A cut-off of 9 or
higher was applied as a threshold indicative of the occurrence of clinically significant
depressive symptomatology, as proposed by Steffick (2000) and recently administered
to correspond to the original cut-off point score of 16 in the 20-item measure
(Kroemeke and Gruszczynska 2014). In the current analysis a score less than 9 points
denoting the absence of depressive symptomatology served as the reference category.

Self-assessed health status and chronic health conditions were administered for the
assessment of the respondents’ overall health drawing on relating research evidence
suggesting that they have some role to play in the link between different domains of
social engagement and various well-being outcomes at older ages (Crimmins et al.
2002; Glass et al. 2006; Lampinen et al. 2006).

Self-perceived health was ascertained through a single question phrased in the
following manner: ‘Would you say your health is...’
scale of four options ranging from ‘very good’ t0 ‘very bad’. This item has been
typically incorporated in the literature to gauge self-reported morbidity among older
adults (Breeze et al. 2001) and has been found to be a valid indicator of general health
status (Schnittker and Bacak 2014). For the purposes of the current analysis ‘very
good’ self-perceived health status was defined as the reference category.

.Prevalent chronic diseases were estimated on older adults’ self-report on their
medical diagnosis of 11 health conditions (‘Has a doctor ever told you that you had

which comprised a response

any of the conditions...”), including myocardial infarction, high blood pressure, or
hypertension, high blood cholesterol, stroke, diabetes or high blood glucose, chronic
lung disease, asthma, arthritis, osteoporosis, cancer, stomach or duodenal/peptic ulcer
and portrayed on a show-card. According to the respondents’ affirmative responses on
the presence of chronic health conditions an indicator of ‘0 or 1’ chronic disease was
generated and regarded as the reference category in the analysis.

BMI was defined in terms of self-reported current height and weight (weight in
kilograms divided by the square of the heightin meters). Participants were
categorized as under-weight (<18.5 kg/m?), normal (18.5-24.9kg/m?), overweight
(25.0-29.9kg/m?) or obese (>30.0 kg/m?) correspondingly to the cut-off points
indicated by the respective WHO definitions (WHO 2011). The category of ‘normal
weight’ BMI was selected as the reference category.

The prevalence of the clustering of the above well-being indicators was estimated
by assigning a score of 0 (absence) and 1 (presence) for each individual well-being
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indicator, according to their reference categories. A total clustering score was
subsequently obtained by adding up the resulted binary variables, standing for the
number of the indicators that were present for each respondent and ranging from 0 to
6, with 0 connoting the absence of any of the aforementioned well-being indicators
and 6 representing the presence of all well-being indicators. The clustering of 4+ well-
being indicators was considered to be indicative of higher well-being and referred to
as multiple presence of well-being indicators.

Measures of activity participation

Activity participation within the last month was determined as productive and social
on the basis of the expected utility outcome, either for the social context or for the
individual, which allowed for the construction of two distinctive activity domains: (a)
Productive activity participation assessed by summing the items: ‘Done voluntary or
charity work’, ‘Cared for a sick or disabled adult’ and ‘Provided help to family,
friends or neighbours’ and (b) Social activity participation captured from the
aggregation of the following items: ‘Attended an educational or training course’,
‘Gone to a sport, social or other kind of club’, ‘Taken part in a religious organization
(church, synagogue, mosque etc.)’ and ‘Taken part in a political or community-related
organization’. For each of the above activities participants were firstly queried as
regards their engagement during the course of the previous month and then were
asked to demonstrate the respective frequency of their performance on a three point
scale (1: ‘almost daily’, 2: ‘almost every week’, 3: ‘less often’). For the purposes of
the present analysis, response categories on the above query were further classified as
‘frequent’, combining respondents stating to participate almost daily or almost every
week and as ‘less frequent’, encompassing participants declaring to participate less
often than almost daily or less often than almost every week. Further, participants
who responded that they were not engaged in any of the activities addressed in the
first question were represented by the category ‘never’. Therefore, frequency of
participation in each activity domain was assessed as follows: ‘frequent’, ‘less

frequent’ and ‘never’.

Additional Measures

Demographic and socio-structural characteristics that have been found to matter for
well-being were taken into account in the analysis in order to define possible relevant
covariates. Demographic information included age, sex and living status. Respondents
were classified into three age groups (65-74, 75-84 and 85+ years old), whereas their
living status was determined according to a categorical variable to differentiate those
residing alone from those living with a partner or spouse. Social background resources
were assessed on educational attainment defined by total years of schooling as
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indicated by the International Standard Classification of Education (ISCED)
developed by UNESCO (1997) and wealth measured on self-reported income
estimated by reference to an imputed variable reflecting the total earnings accrued in
the preceding year on the household level from a host of possible sources, including
salaries, pensions, benefits, rents, dividends from shares and stocks etc. (Borsch-
Supan et al. 2005). Country-specific quartiles of household income were computed
and utilized to reflect cross-national differences. Countries were also included in the
analysis and were geographically grouped into Southern (Greece, Italy and Spain),
Northern (Denmark and Sweden), and Central (Austria, Belgium, France, Germany,
The Netherlands and Switzerland) to detect possible variations in the prevalence of
well-being indicators and activity involvement and further examine if the
hypothesized effect of activity participation on well-being is consistent among
different European regions.

Statistical analysis

Data were analyzed using the SPSS software (IBM SPSS Statistics for Windows,
Version 21.0. Armonk, NY: IBM Corp) and Stata/MP 3.1. Weights were applied
reflecting non-responses and stratification design according to the complex sampling
design of the study. Firstly, the well-being and activity participation indicators
utilized in the analysis were analyzed by means of descriptive statistics. More
precisely, frequency distributions of the respondents’ personal characteristics were
estimated. Secondly, the prevalence of productive and social activity participation and
individual well-being indicators and their clustering were estimated with the
corresponding 95% confidence intervals (95% Cls). In addition, the indicators of
well-being and their clustering were addressed from an age, gender and regional
perspective. Thirdly, the association between different aspects of well-being and
productive and social activity participation was sought for by employing ordinal
regression analysis controlling for age, gender, living status, income and country
regions which were regarded as covariates. Three ordinal regression models were
conducted to compute adjusted Odds Ratios (ORs) so that to estimate separately the
effects of productive activities, social activities and productive or/and social activities
on clustering indicators of well-being (as none, 1, 2, 3 and 4+). In the first ordered
logit model, we predicted the effect of productive activities on the clustering of well-
being indicators defining as possible covariates age, gender, education, living status,
income and country regions. In the second model social activities were added,
whereas in the third model the interaction between the aggregation of productive and
social activities and well-being measures was estimated. For regression analysis
frequency of activities was used as factor with ‘never’ serving as the reference
category. Test of parallel lines was computed by 2 log-likelihood function and logit

65

——
| —



KEQAAAIO 1

was applied as a link function. McKelvey-Zavoina pseudo R? estimators were 0.078,
0.082 and 0.078 in the three models, respectively. Weighted means and 95% Cls of
well-being indicators were estimated for each level of productive and social activity
participation frequency by employing analysis of covariance according to the complex
sample general linear model procedure. The aforementioned variables facilitated as
covariates. The association between frequent productive or/and social activity
participation and prevalence of 4+ well-being indicators in the eleven participating
European countries, as well as the frequency of lacking clustering well-being
indicators across European regions were graphically illustrated. Moreover and
according to simple linear regression analysis, the prevalence of the accumulation of
well-being indicators in each country was associated with frequent productive or/and
social activity participation.

Results

The descriptive data for socio-demographic variables and activity participation
domains are summarized in Table 1. The average age of the study population was 73.1
years (s.d.= 6.3) and the age distribution was such that 63.0 % of the sample was 65-
74 years, 31.5% was 75-84 years and 5.4% was 85+ years old, with males representing
the 47.1% of the respondents. The participants’ mean time in formal education was 9
years (s.d.= 4.5) and the majority of the sample (67.0%) reported living with a partner
or spouse. As for frequency distributions of the two distinct activity domains, social
activity participation was most engaged in by the respondents, since it concerned
32.6% of the sample declaring to have participate frequently or less frequently in
social activities during the course of the month preceding the study, as compared to
the respective proportion of respondents regarding productive activity participation
(28.1%). Additionally, respondents exhibited higher prevalence on frequent
involvement (almost daily or almost every week) both in productive (19.9%) and
social (23.8%) activities, as compared to the proportion with regard to the less
frequent participation (less often than almost daily or less often than every week)
(8.2% and 8.8%, respectively). When activity level was measured on the aggregation
of the two distinct engagement dimensions, more than one-third of the respondents
(36.4%) indicated being frequent active participants (on a weekly or daily basis) in at
least one of the above mentioned productive and social activities.
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Table 1. Descriptive characteristics of 7,025 adults, aged 65+ years in the SHARE

study (2004/05).
N %
Gender Males 3,308 47.1
Females 3,717 52.9
Age, years 65-74 4,429 63.0
75-84 2,214 315
85+ 382 5.4
total 7,025 73.1£6.3 ¢
Education, years 0-7 6,975 9.0+4.5 (0, 21)
Living status Alone 2,312 33.0
Income Low 2,205 314
European regions Northern 1,237 17.6
Central 3,711 52.8
Southern 2,077 29.6
Productive activity Frequent 1,392 19.9
participation,
in the previous month Less frequent 572 8.2
Never 5,037 71.9
Social activity Frequent 1,664 23.8
participation,
in the previous month Less frequent 615 8.8
Never 4,724 67.5
Productive or/and social Frequent 2,552 36.4
activity participation, Less frequent 795 114
in the previous month
Never 3,656 52.2

% Values are mean = stand. deviation (minimum, maximun).

Level of productive and social activity participation, measured on frequency,
according to socio-demographic characteristics and European regions is displayed in
Table 2. Prevalence of productive and social activity participation varied significantly
according to age group, with respondents participating the most between the ages of
65-74 both in productive (19.6%; 95% CI 17.8-21.4) and social activities (21.1%; 95%
Cl1 19.3-23.1), compared to their older counterparts aged 75-84 (12.1%; 95% CI 10.0-
14.6 and 17.2%; 95% CI 14.8-20.0, respectively). Frequent productive and social
activity participation was more prevalent among males (17.7%; 95% CI1 15.0-19.1 and
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19.1%; 95% CI1 17.1-21.3, respectively) than females (15.4%; 95% CI 13.7-17.4 and
18.9%; 95% CI 16.9-21.1, respectively), albeit not to a significant level. Moreover, a
higher prevalence of frequent participation in productive or/and social activities was
also observed among respondents of higher educational attainment (36.2%; 95% CI
32.7-39.9), as compared to those with less years of education (27.6%; 95% CI 24.6-
30.9 and 25.1%; 95% CI 22.8-27.6) and among respondents of higher income (35.9%;
95% CI 31.1-41.0), as compared to those with average (30.8%; 95% CI 28.4-33.2) and
low income (25.3%; 95% CI 22.4-28.4).

Participation rates also varied significantly across country groups, with the
prevalence of frequent productive and social activity participation being reasonably
higher among older adults in the Northern European region (26.7%; 95% CI1 23.9-29.7
and 27.6%; 95% CI 24.7-30.8, respectively) as compared to the other two regions. The
above pattern was retained when activities were considered on the aggregate level, as
well. A similar picture was also drawn when cross-national differences were further
examined, with productive activity participation rates ranging from 29.4% in France
and 28.1% in Sweden to 5.9% in Spain and social activity participation rates ranging
from 42.0% in Greece and 31.6% in Denmark to 8.1% in Italy, revealing a North-
South European gradient, the exception being Greece due to the remarkably high share
of the elderly appearing to be socially active (42.0%) and France on account of the
high share of productively active participants (results not shown). In general, almost
half of respondents surveyed in Northern European region (43.9%), one-third in
Central European region (33.5%) and one-fifth in Southern European region (22.6%)
reported being frequently engaged in at least one productive or/and social activity
during the month preceding the survey.
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Table 2. Productive and social activity participation according to socio-demographics and
European regions in 7,025 adults, aged 65+ years.
Frequent Activity participation
(Almost daily or almost every week)

Productive or/ and
social

Social

weight % (95%CIs)

Productive

Socio-demographics
Gender Males

Females
65-74
75-84

85+

Age, years

Education, years 0-7
8-12
13+

Living Status Alone

With partner/spouse
Low

Average

High

Household income

European regions
Northern
Central
Southern

17.7 (15.0-19.1)
15.4 (13.7-17.4)

19.6 (17.8-21.4)
12.1 (10.0-14.6)
6.2 (3.1-11.9)

12.4 (10.7-14.3)
15.7 (13.4-18.3)
20.5 (17.8-23.5)

12.4 (10.3-14.8)
18.7 (17.1-20.5)

11.5 (9.6-13.7)
17.3 (15.5-19.3)
22.6 (18.6-27.2)

26.7 (23.9-29.7)
20.1 (18.1-22.2)
9.5 (7.8-11.4)

19.1 (17.1-21.3)
18.9 (16.9-21.1)

21.1(19.3-23.1)
17.2 (14.8-20.0)
9.2 (6.0-13.8)

15.9 (14.1-17.9)
17.3 (14.8-20.0)
23.8 (20.8-27.1)

18.0 (15.6-20.7)
19.7 (18.0-21.5)

17.7 (15.3-20.5)
19.3 (17.4-21.4)
20.9 (16.9-25.4)

27.6 (24.7-30.8)
24.0 (18.9-23.3)
15.2 (13.2-17.3)

29.5 (27.0-32.0)
29.8 (27.4-32.3)

33.6 (31.4-35.9)
25.8 (22.8-29.0)
13.9 (9.4-20.1)

25.1 (22.8-27.6)
27.6 (24.6-30.9)
36.2 (32.7-39.9)

23.6 (23.4-29.5)
32.0(30.0-34.1)

25.3 (22.4-28.4)
30.8 (28.4-33.2)
35.9 (31.1-41.0)

43.9 (40.5-47.7)
33.5 (31.0-36.1)
22.6 (20.2-25.3)

Cls, confidence intervals.Weight percentages and 95% confidence intervals were estimated according to the complex
sampling design of the study.

The percentage distribution of the outcome variables of well-being by age, gender and
European region are shown in Table 3. High quality of life (score >39) was detected
for 5.7% of the respondents as estimated on CASP-12, whereas a low depression score
deploying the <9 cut-off point on CES-D was ascertained for the majority of the
sample (59.7%). The proportion of the participants rating their general health as ‘very
good’ was 8.0%. More than one-quarter of the sample (28.7%) stated to be ‘very
satisfied” with their life, approximately half of the respondents (43.8%) were
diagnosed with none or one chronic health condition and 37.4% were normal weight.
Further, comparisons of well-being indicators disclosed significant differences by
gender, with the overall well-being pattern pertaining to better outcomes for males.
More specifically, 69.0% (95% CI 66.2-71.7) of males and 52.4% (95% CI 31.6-41.8)
of females had experienced depressive symptoms during the previous month below the
threshold of <9. Further, males demonstrated a significantly higher prevalence in
terms of their appraisal of their general health as ‘very good’ (10.0%; 95% CI 8.6-
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11.6) and suffering from none or one chronic disease (48.4%; 95% CI 45.6-51.3), as
compared to females (6.4%; 95% CI 5.3-7.7 and 40.3%; 95% CIl 37.5-43.1,
respectively). Significant differences were also traced in view of female and male
reporting of life satisfaction, with males showing greater prevalence of being very
satisfied (32.1%; 95% CI 29.6-34.7) than females (26.2%; 95% CI 23.9-28.6). Normal
BMI was significantly more common among older females (41.2%) than older males
(32.6%) and a slightly higher, albeit not statistically significant, proportion of females
(6.0%) than males (5.4%) indicated high quality of life.

Clustering of well-being indicators was less marked at both ends of the spectrum,
with 14.4% of the total sample rendering no positive well-being outcomes, whereas
multiple indicators of well-being (4+) were observed for 10.2% of the respondents.
For the majority of the sample one or two well-being indicators were present (28.9%
and 27.9%, respectively). Between genders, according to 95% Cls, significant
differences were uncovered on the prevalence of no well-being indicators, with
females (17.1%) being more likely to be lacking in well-being indicators than males
(11.0%). Nonetheless, the prevalence of multiple well-being indicators was not found
to differ significantly by gender, albeit it was more evident among males, with the
weighted mean score of indicators of well-being being significantly greater for males
(2.0%; 95% CI 1.9-2.1) than females (1.7%; 95% CI 1.6-1.8) (results not shown in
table).

Significant differences were detected concerning the prevalence of well-being
indicators by age group, with an overall clustering pattern being evident across all age
groups. More precisely, the proportion of older people indicating high well-being
decreased consistently with age, yet the differences were more marked between the
young-old age group of participants (65-74 years) and the old-age group (75-84 years).
It is noteworthy though that the proportion of the respondents with positive well-being
outcomes remained almost stable between the 75-84 and the 85+ age group or even
increased for the oldest-old participants of the study (85+). In particular, a higher
proportion of the oldest-old reported high quality of life (5.0%) and evaluated their
health status in the highest category (very good) (6.0%) compared to their younger
counterparts aged 75-84 years (4.7% and 4.5%, respectively), whereas the prevalence
of the individuals declaring to be very satisfied with their life was only slightly higher
for the 75-84 age group (28.0%), when compared to the 85+ years of age group
(27.4%). Reverse was the pattern as regards CES-D implying a curvilinear relationship
between depressive symptomatology and age, with the prevalence of lower depressive
score peaking at the youngest age group and decreasing significantly in the other two
older age groups of participants. Further, although the presence of 4+ well-being
indicators was significantly more common among participants aged 65-74 years than
among those of age 75-84 years, the prevalence of accumulated well-being indicators
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among the oldest-old participants of the study did not significantly differ from the
younger age group.

Prevalence estimates of positive well-being varied considerably across regions,
with the Northern European region ranking significantly the highest in all the
indicators reflecting high well-being, as well as in their clustering. Particularly, the
prevalence of 4+ well-being indicators was shown to be more than twice as high
(23.2%; 95% CI 20.5-26.1) in Northern countries compared to Central countries
(11.2%, 95% CI 9.7-12.8) and more than three times as high compared to Southern
ones (7.2%; 95% CI 5.8-9.0). Conversely, as illustrated in Table 3, the Southern
European region displayed a significantly higher prevalence of not presenting any
well-being indicators relative to the other regions. Further, a specific pattern
concerning the prevalence of lacking clustering indicators of well-being was present
among European regions, which exceeded 15% among older adults in Southern
countries, ranged between 5% and 15% in Central countries and was less than 5% in
Northern European countries (Fig 1). According to a more detailed examination as
regards the absence of any well-being indicators among the eleven participating
countries, the highest prevalence was detected for Spain (20.9%), Italy (18.8%) and
Greece (17.7%), whereas for a small proportion of residents in Switzerland (3.2%),
Denmark (4.4%) and Sweden (6.7%) no well-being indicators were present (results
not shown). Converse was the pattern for the clustering of 4+ well-being indicators
whereby approximately one-third of respondents from Denmark (30%) displayed
multiple well-being indicators followed by their counterparts in Switzerland (28%),
whereas the lowest prevalence of 4+ well-being indicators was evidenced in Italy
(5.0%) and France (8.5%) (results not shown). It is noteworthy though that despite the
above referred regional differences in the prevalence of well-being outcomes a high
proportion of European older adults stated to be very satisfied with their life and
displayed a low depressive symptomatology score. More specifically, nearly half
(45.3%) of older adults in Northern countries were very satisfied with their life,
followed by Central and Southern countries, whereby more than one-quarter of older
individuals were highly satisfied with their life (29.6% and 25.6%, respectively).
Further, a low depression score was detected for 79.3% of Northern older adults,
followed closely by 63.6% of Central and 52.0% of Southern European elders.

Table 4 features the prevalence of well-being indicators according to frequency of
participation in productive and social activities. A significantly lower percentage of
the respondents who had not participated in any productive or/and social activities
during the last month reported high quality of life (4.9%; 95% CI 3.9-6.0) compared to
those who were frequently involved in activities (7.6%; 95% CI 6.0-9.6). Similarly to
this finding, a significantly higher proportion of the individuals who displayed
frequent participation in any productive or/and social activities displayed a low
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depressive score (69.2%; 95% CI 65.9-72.4), compared to their inactive counterparts
(53.8%; 95% CI 51.0-56.5). This pattern was consistent for most well-being indicators
and remained after their clustering, with 4+ indicators of well-being being
significantly more prevalent among frequent participants than infrequent ones (15.0%,
95% CI 12.9-17.4 vs. 7.2%; 95% CI 6.1-8.5). Likewise, a higher proportion of the
respondents who indicated suffering from less than two chronic health conditions was
observed among active individuals (47.6%; 95% Cl 44.2-50.9), compared to those
reporting to be inactive (41.8%; 95% CI 39.1-44.5). However, it is notable that the
opposite was the case with reference to productive activity participation when
considered separately, with the proportion of individuals demonstrating self-assessed
very good health being higher among older adults engaged in productive activities less
frequently (19.0%; 95% CI 13.1-26.7), compared to those being frequently involved
(11.9%; 95% CI 9.7-14.5). In addition, a higher proportion of older people being
infrequently productive participants reported being very satisfied with their life
(38.7%) compared to those with frequent participation (32.9%). The above picture was
also outlined for psychological distress and chronic diseases and was consistent among
older people displaying an accumulation of ell-being indicators.

Finally, the association between social engagement and the clustering indicators of
well-being was estimated through ordinal regression analysis. Results presented in
Table 5 demonstrate that the effects of productive (1 model) and social activities (2™
model) on the clustering of well-being indicators, as well as of productive or/and
social activities (3" model) were significant. In all three models, respondents of higher
age and residing in Central and Southern European countries had significantly lower
odds of indicating accumulated indicators of well-being, by contrast to highly
educated and living with partner individuals who were more likely to present a greater
number of well-being indicators (p<0.05). The clustering of well-being indicators
(none, 1, 2, 3 and 4+) was found to correlate at a significant level with frequent
participation in productive (ORs = 1.35, p=0.007) and social activities (ORs = 1.57,
p<0.001), as well as in productive or/and social activities (ORs = 1.47, p<0.001).
Further, a higher score of well-being indicators was evident among older adults
participating frequently in productive or/and social activities in relation to those
having not participated in any activities over the course of the previous month (2.1 vs.
1.7, respectively, p<0.05) (Fig 2). The above pattern also emerged when country-
specific differences were considered, with frequency of activity engagement bearing a
significant association with well-being. In particular, a higher prevalence of 4+ well-
being indicators was apparent in countries with a greater percentage of older adults
participating in any productive or/and social activities on a daily or weekly basis (Fig
3). This was most striking the case for Denmark and Switzerland, but not in other
countries, such as Greece. The correlation between frequent productive or/and social
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activity participation and the percentage of respondents displaying multiple presence
of well-being indicators was 0.050 (p=0.045).

Discussion

The present study considered the potential well-being benefits conferred by leading a
productively and socially engaged lifestyle in the context of later life deriving data
from the first wave of SHARE study and focusing on a representative sample of
people aged 65 and over residing in 11 European countries. For our articulation of the
concept of activity involvement and its respective domains, a conceptual model was
applied distinguishing between productive and social activity participation. A
comprehensive range of involvements that have been documented to be highly
prevalent at older ages and are among those most frequently investigated by
disciplinary lenses directed at diverse populations of older people (Gagliardi et al.
2010; Hilleras et al. 1999) were incorporated in our analysis. To address the
association between frequency of involvement in productive and social activities and
well-being outcomes a holistic appraisal of well-being was modelled by viewing life
satisfaction, quality of life, psychological distress, self-rated health, chronic diseases
and BMI, as indicators that are assumed to tap into different facets of well-being.

Determinants of activity participation

Despite the fact that activity participation is presumed to impede following manifold
later-life transitions and declining individual physical capacities (Bukov et al. 2002),
of note is the finding of the current results that one-third of the respondents aged 65
and older (36.4%) participating in the SHARE survey maintained frequent activity
participation as reflected on their almost daily or almost every week embeddedness in
at least one type of the activities quoted previously. Further, the prevalence of the two
separate activity domains differed by age group, unveiling a discernible participation
pattern with some decline occurring with increasing age. Even though a considerable
proportion of the oldest-old participants of the study aged over 85 years (13.9%)
declared to be active on a weekly or daily basis, social engagement was attenuated
with age, with the youngest age group of participants (65-74 years) participating more
frequently in productive and social activities, compared to their older counterparts,
aged 75-84 and over age 85 years. This finding is in accordance with Mendes de Leon
et al. (2003) who also detected evidence for an attenuation in social engagement with
age on their analysis of a representative sample of older people aged 65 and older
sourced from the New Haven EPESE study. On the contrary, Warr et al. (2004)
examining a sample of Community-living British adults aged 50 and 74 years, did not
observe an age-related decrease in the mean level of activity measured on frequency.
Relatedly, although McMunn et al. (2009) afforded empirical evidence for the notion
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that social engagement decreases with age, it thus appeared that this only held true for
the age group of participants in their late seventies or eighties.

Further, no significant differences were observed between genders as regards both
activity domains undertaken in the present study, albeit males ranked slightly higher.
Although, productive activity participation was less frequent than social activity
participation, engagement in both productive and social involvements was socially
patterned, with most frequently active older adults being males, with 65-74 years of
age, owning higher socio-structural resources regarding their income and educational
attainment, living with a partner or spouse, indicating positive well-being outcomes
and residing in Northern European countries.

Additionally, although one-third of the sample aged 65 and older declared that they
were frequently engaged in activities, comparing activity involvement rates across
SHARE countries divulged that a regional grouping of the eleven participating
countries was apparent, with the proportion of productively and socially embedded
older people being significantly higher in Northern countries. Further, according to a
joint consideration of productive and social activities approximately half of Northern
European adults were frequently active in at least one type of the respective activities,
with this proportion being twice as low in Southern countries. The above evidence
converges in asserting Sirven and Debrand’s (2012) (p. 1289) conclusion that ‘living
in a northern country significantly strengthens the chances of taking part in social
activities’. It has also been suggested that high activity participation rates in Northern
European region might reflect the substitution of important roles inherent in familial
networks by activity participation, compared to Southern countries where family
networks appear to be stronger (Croezen et al. 2015).

Well-being by socio-demographic characteristics
The findings of the current study also seem to point to another age-associated finding,
the so-called “well-being paradox” which holds that there is a positive relationship
between advancing age and older adults’ well-being determined by different relevant
indicators (Ehrlich and lIsaacowitz 2002; Gana et al. 2012). More precisely, the
prevalence of positive well-being indicators among participants above the age of 85
years remained comparable to levels among the old-old individuals aged 75-84 years
or even increased for specific outcomes, such as quality of life, life satisfaction and
self-rated health. It might be that, as earlier research has concluded (Birditt et al.
2005), both daily stressors and reactivity to them are lessened through the later years
of life which might allow for enhanced well-being.

As for the prevalence of well-being indicators, gender differences were thus
essential with a significantly higher proportion of males yielding positive outcomes on
psychological distress, self-rated health, life satisfaction and chronic diseases and a
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slightly higher percentage of females displaying better outcomes regarding their
quality of life and BMI. The above findings are in conjunction with existing research
dealing with akin outcomes, wherein a consistent finding seems to prevail highlighting
an overall pattern of a negative relationship between female gender and later life well-
being (Pinquart and Sorensen 2001). For instance, an earlier study by Barry et al.
(2008), drawing upon data from a longitudinal survey (Precipitating Events Project-
PEP) of people aged 70 or older, indicated that during a six-year follow-up assessment
of depressive symptomatology on the 11-item CES-D scale depressive symptoms were
more prevalent among females compared to males. Generally, extant epidemiological
studies attending to variations in health outcomes by gender across different nations
and populations have evidenced that females are more likely than males to suffer from
a higher level of functional limitations (Arber and Cooper 1999) and greater physical
disability (Murtagh and Hubert 2004), to live longer albeit with more chronic
conditions (Crimmins et al. 2002) and indicate higher rates of poor self-ratings of
health (Benyamini et al. 2003).

Lastly, substantial regional differences on all indicators of well-being emerged
reinforcing further the well-documented South-North gradient. More specifically, a
significantly higher proportion of older Northern European adults demonstrated
positive well-being outcomes and thus multiple presence of well-being indicators was
considerably more prevalent in Northern countries compared to Central and Southern
European countries. Towards the same direction, the proportion of older individuals
who were found to present no clustering indicators of well-being was the lowest in the
Northern European region and the highest in the Southern European region followed
by the Central region. The above outcomes could be exemplified by current
gerontological literature illustrating the existence of a specific well-being pattern
among European countries, being more favorable for the Northern European older
population (Fagerstrom et al. 2007; Komp and Aartsen 2013). Earlier research has
inferred that this relationship is mostly driven by consistent discrepancies in material
and social resources which also seem to persist in old age (Huisman et al. 2003),
whereas there is recent evidence supporting that lifestyle related risk factors for older
people’s health are more prevalent in Southern countries compared to Northern ones
(Linardakis et al. 2014).

Activity participation and well-being

A higher level of well-being, as reflected on positive self-reports on life satisfaction,
quality of life, depressive symptomatology, self-perceived health status and BMI,
appeared to be prevalent among those respondents embedded more frequently in both
activity participation domains addressed in the current study. Similarly, the prevalence
of multiple well-being indicators was found to be higher among frequent productively
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or/and socially active participants. Further, the estimated ORs for the clustering of the
well-being indicators were akin to results on both activity engagement domains. In
particular, the respondents’ frequent involvement in productive or/and social activities
was linked with a significantly higher likelihood of displaying an accumulation or
greater number of positive well-being outcomes. This finding is supportive of the
notion that well-being in old age is significantly accounted for by activity participation
and accord well with earlier evidence on social engagement. Indeed, the positive
relationship between activity involvement and well-being has been emphasized by
empirical literature documenting that older people who exhibit a higher level of
activity participation are more likely to perceive themselves in better health (Bennett
2005), report enhanced quality of life and life satisfaction (McMunn et al. 2009; Warr
et al. 2004), experience reduced psychological distress (Glass et al. 2006) and
demonstrate a lower likelihood of obesity (Kamiya et al. 2010). Further, the likelihood
of multiple clustering of well-being indicators was ascertained to be slightly higher for
social (ORs = 1.57) compared to productive activity participation (ORs = 1.35),
whereas the prevalence of respondents exhibiting a clustering of 4+ well-being
indicators was higher among those being less frequently engaged in productive
activities (20.5%; 95% CI 14.6-28.1) compared to their more frequently active
counterparts (16.7%; 95% CI 13.7-20.2). In line with the above findings, evidence
across earlier research lends plausibility to the role strain and role enhancement
hypotheses reinforcing that productive and social activities may bear distinct
implications attributed to the different role experience they involve (Rozario et al.
2004). Moreover, it has been connoted that engagement in productive activities might
exert a curvilinear effect on subjective well-being denoting that through moderate
levels of participation more salutary effects might be conferred in contrary to low and
high levels (Klumb 2004). It might also be that the contribution of specific types of
productive activity involvement on well-being outcomes is not equivalent. More
specifically, participation in voluntary or charity work is likely to be the most
advantageous aspect of productive involvement since it embodies social bonds that
capture the most salutary effects of leading an active societal life by virtue of
amplifying the chances for multiple roles, connectedness and companionship. On the
contrary, the dimension of productive engagement concerning the provision of
informal help and caregiving is mainly afforded in the context of compulsory family
and kindred ties and thus may entail the assumption of burdensome, stressful and
undesirable roles which bear adverse effects on health and well-being.

Moreover, the prevalence of multiple positive indicators of well-being was
significantly and positively correlated to frequent activity participation among
different European countries, with the clustering of 4+ well-being indicators being
more apparent among most countries displaying high frequent activity participation
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rates. The above pattern was drawn for Denmark, Switzerland, Sweden and the
Netherlands, which across the eleven participating countries demonstrated the highest
participation rates and the highest prevalence of 4+ well-being indicators
simultaneously. Conversely, in Spain and Italy where frequent activity participation
was particularly low the percentage of older individuals traced with an accumulation
of well-being indicators was also among the lowest. The above pattern concerning the
well-being benefits of activity participation did not emerge for Greece, which might be
explained by the high prevalence of social activities detected for this country due to a
respective remarkably high religious attendance rate of Greek older people, contrary to
other forms of social activities. However, further plausible explanations on the
observed difference across European countries could in principle be facilitated through
a more detailed analysis considering each different type of activities which comprised
the two distinct domains of productive and social activity participation and their
respective well-being potential.

Limitations and future directions

The findings of the present study should be viewed upon consideration of a few
limitations which are cited hereinafter. Firstly, inferences about the causal
directionality of the linkage between activity involvement and well-being are difficult
to be drawn due to the cross-sectional nature of the current research. Despite the fact
that previous studies prospectively addressing well-being outcomes and different
aspects of social engagement identify a consistent pattern favoring participation in
activities as the predictor (Baker et al. 2005; Glass et al. 2006), the effort to untangle
the causality of the above relationship raises matters which merit to be further
regarded. It could be fairly surmised that the salutary effects of activity involvement
might be due to inverse causality, in that well-being is also a prerequisite for late-life
active engagement. It could also be equally possible that being in poor health
constitutes a deterrent to maintaining activities and social interactions, thereby
incurring additional well-being constraints. Such a relationship held true in Richard et
al.’s (2008) study of the determinants of social participation among people aged 58
years and older indicating health as an independent predictor of social participation.
However, Li and Ferraro (2006) documented reciprocal effects between volunteering
and mental and physical health for the older group of participants by uncovering both
a salutary and compensatory relationship, whereas for the middle-aged group a social
selection mechanism was more prevalent, with less depressed individuals exhibiting
higher levels of volunteering. These findings are confirmed by a most recent study by
Johnson et al. (2014) who pointed out that cognitively impaired older adults in
comparison to their cognitively intact counterparts were involved in fewer activities,
although socio-demographic variables might also explicate this association. However,

77

——
| —



KEQAAAIO 1

in the same study more active individuals were more likely to report higher quality of
life irrespective of their level of cognitive impairment. Similarly, Adams et al. (2011)
in their critical review of gerontological literature on activity participation and well-
being concluded that longitudinal and cross-sectional evidence converge to the
existence of an association between engagement and well-being amenable to
explanation both in terms of social selection and social causation processes, whereas
Putnam (2000) (p.326) on his review of the relevant literature acknowledged that ‘in
none is the importance of social connectedness so well established as in the case of
health and well-being’. Since SHARE is a longitudinal study, it bears a significant
potential for future research and thus comparisons between waves might vyield
evidence on the causal association between social engagement and well-being, identify
the effects of changes in activity participation on corresponding changes in well-being
outcomes and unravel the magnitude of these effects over time.

An additional limitation to the present study lies in the fact that roles integral to
each subtype of productive and social activity participation may exert multifaceted
heterogeneous influences on different well-being outcomes which might be detected if
separately addressed. Moreover and despite the fact that social engagement was
measured in terms of the frequency of participation drawing on the explanatory
framework of activity theory and the notion that positive experiences are accrued by
activity participation contingent upon frequency of commitment, features intrinsic to
activities, such as the quality ascribed to the them might also be of importance to well-
being. A further shortcoming should be acknowledged regarding the potential bias
held by self-reported accounts of well-being, which is however inherent in most
studies utilizing measures based on the respondents’ subjective assessments. Lastly, it
should be noted that SHARE population is comprised of community dwellers,
signifying that institutionalized people who may have less opportunities for social
engagement were not targeted. This is one of the constraints that may have led to the
underestimation of the real size of the positive impact of activity participation on well-
being outcomes.

Conclusions

In summary, the above limitations pertaining to conceptual and methodological issues
notwithstanding, corresponding to prior research in the context of later-life well-being
the results of the present study offer evidence in support of the hypothesis that well-
being is positively associated with social engagement, adding to the gerontological
literature to date and holding several implications for active aging policies. Those
findings could be useful to inform social and health public planning about the
necessity of investing in resources that make for better well-being and age-specific
involvements the elderly can reap benefits from.
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Table 3. Prevalence of indicators of well-being, according to gender, age and European regions in 7,025 adults, aged 65+ years.

KEQAAAIO 1

Gender Age, years European regions
Total Males Females 65-74 75-84 85+ Northern Central Southern
Inc_jlcators of well- N weight % (95%Cls)
being
CASP-12, score >39 487  5.7(4.9,6.6) 5.4 (4.3,6.7) 6.0 (4.9,7.3) 6.3 (5.3,7.5) 4.7 (3.5, 6.4) 50(25,9.7)  95(7.7-11.7) 5.7 (4.6-7.0) 5.2 (4.1-6.7)
CES-D 11, score <9 4604 597 (57.6,617) 69.0(662,717)  52.4(495,553) 64.4(620,66.8) 54.8(51.0,58.6) 42.3(33.6,515) 79.3(76.4-81.9) 63.6 (60.7-66.3) 52.0 (48.6-55.3)
SRH, very good 884  80(7.1,90)  10.0(8.6,116) 6.4(53,77)  102(89,117) 45(3558)  6.0(30,11.6) 20.8(18.2-236) 7.6 (6.5-8.8) 6.9 (5.5-8.8)
'S-;tfles fsizg'Sfac“O”’ VeY 2629 287(27.1,305) 32.1(29.6,347)  262(239,286) 296 (27.5,317) 27.4(244,307) 280(207,36.7) 453 (42.1-485) 296 (27.2-32.0) 2556 (23.0-28.4)
Chronic diseases, 3243 438(418,45.9) 484 (45.6,51.3)  40.3 (375,43 9 (46 36.2(32.8,39.8) 37.7(29.1,47.2) 437 (404-47.0) 460 (43.2-48.7) 43.8 (41.8-45.9
Sort , 8(41.8,459) 484 (456,513)  40.3(37.5,431) 48.9 (465,51.4) 36.2(32.8,39.8) 37.7(29.1,47.2) 437 (40.4-47.0) 46.0 (43.2-48.7) 43.8 (41.8-45.9)
BMI, normal 2688 37.4(354,394) 32.6(300,353) 41.2(384,440) 352(32.8,37.6) 38.8(352 425) 50.0(40.7,59.4) 46.3 (43.0-49.7) 39.6(36.9-42.3) 33.4 (30.3-36.7)
ﬁ';ifaetrc')rr‘g none 796  14.4(130,161) 11.0(9.1,133)  17.1(150,194) 12.2(10.7,14.0) 17.9(149,21.3) 163 (105 244) 59(4578)  11.5(9.7-137) 19.4 (16.9-22.3)
1 1762 289(27.1,30.9) 26.9(24.3,29.6) 305(27.9,33.3) 27.4(252,29.7) 30.6(27.3,34.2) 33.8(25.0,438) 20.8(18.1-237) 28.6(26.1-31.2) 30.4 (27.4-33.7)
2 1942 27.9(261,298) 30.1(27.5,328) 262(238,288) 28.7(265,31.0) 27.4(242,30.9) 234 (167,31.9) 26.0(231-29.1) 29.7 (27.2-32.3) 25.7 (23.0-28.7)
3 1482 185(17.0,20.1) 205(184,22.8) 17.0(150,19.2) 19.4(17.6,21.4) 16.7(14.2,19.6) 20.2(138,28.2) 24.1(214-27.1) 19.0(17.0-21.2) 17.2 (14.8-19.8)
4+ 1043 102(9.2,11.3) 115(10.0,132)  9.2(78,107)  123(108,139) 7.3(59,9.1)  6.4(38,108) 232(205-26.1) 112(9.7-12.8) 7.2 (5.8-9.0)

Cls, confidence intervals; CASP-12, Control, Autonomy, Self-realization and Pleasure questionnaire; CES-D 11, Center for Epidemiological Studies of Depression questionnaire; SRH, Self- Rated Health status;

BMI, Body Mass Index.

Weight percentages and 95% confidence intervals were estimated according to the complex sampling design of the study.
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Table 4. Prevalence of indicators of well-being according to productive and social activity
participation in 7,025 adults, aged 65+ years.

Indicators of well-being

: : "
CASP-12, CESD1L, SRH, _ . ']:'fet. ) ghm”'c BMI, Clus4terin
score >39  score <9 very good satistaction, - QIS€ases, ;5 > g
very satisfied  Oor1 indicators
Activity participation in the . 0 0
previous month weight % (95%Cls)
Productive Frequent 7.6 69.2 11.7 34.7 47.6 38.1 15.0
or/and (6.0-9.6) (65.9-72.4) (10.0-13.6) (31.6-37.9) (44.2-50.9) (34.9-41.4) (12.9-17.4)
ial
socla Less frequent 51 67.5 12.1 34.8 45.7 35.7 14.2
(3.4-7.8) (61.2-73.2) (8.3-17.2) (29.0-41.1) (39.3-52.2) (29.8-42.1) (10.3-19.4)
Never 4.9 53.8 55 24.8 41.8 37.2 7.2
(3.9-6.0) (51.0-565) (4.6-6.7) (22.7-27.1) (39.1-44.5) (34.6-40.0) (6.1-8.5)
Productive Frequent 8.5 70.6 11.9 32.9 48.0 41.4 16.7
(6.2-11.5) (66.2-74.7) (9.7-14.5) (28.9-37.2) (43.5-52.6) (37.0-45.9) (13.7-20.2)
Less frequent 5.8 74.5 19.0 38.7 50.6 35.2 20.5
(3.5-9.4) (67.4-80.6) (13.1-26.7) (31.3-46.6) (42.8-58.4) (28.1-42.9) (14.6-28.1)
Never 51 56.2 6.3 27.1 42.5 36.7 8.0
(4.3-6.1) (53.8-58.6) (5.4-7.3) (25.2-29.0) (40.1-44.8) (34.4-39.0) (7.0-9.1)
Social Frequent 7.8 70.6 125 38.2 48.7 37.3 16.4
(5.8-10.4) (66.5-74.4) (10.4-15.0) (34.3-42.4) (44.5-52.9) (33.3-41.4) (13.6-19.5)
Less frequent 6.0 68.2 11.7 32.3 46.0 39.6 144
(3.9-9.1) (61.2-74.5) (7.4-17.9) (26.4-38.7) (39.0-53.1) (32.8-46.8) (9.8-20.7)
Never 5.2 56.0 6.5 25.9 42.4 37.1 8.2

(4.3-6.2) (53.5-585) (5.5-7.5) (24.0-28.0) (40.0-44.9) (34.8-39.6) (7.2-9.4)

Cls, confidence intervals; CASP-12, Control, Autonomy, Self-realization and Pleasure questionnaire; CES-D 11, Center for
Epidemiological Studies of Depression questionnaire; SRH, Self- Rated Health status; BMI, Body Mass Index.
Weight percentages and 95%Cls were estimated according to the complex sampling design of the study.
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Table 5. Effects of characteristics and productive (model 1), social (model 2) or productive or/and social activities (model 3) on clustering
indicators ® of well-being, according to complex samples ordinal regression, in 7,025 adults, aged 65+ years.

model 1 model 2 model 3

OR 95%Cls Wald (y°) p-value  OR 95%Cls Wald (°) p-value  OR 95%Cls Wald (y°) p-value

Gender 0.87 0.74,1.03 3.58 0.088 0.87 0.74,1.02 3.76 0.081 0.86 0.73,1.02 4.08 0.071
Age 0.98 0.97,0.99 5.48 0.041 0.99 097,099 7.28 0.022 098 097,099 557 0.040
Education 1.05 1.03,1.07 30.48 <0.001 1.04 1.02,1.06 26.29 <0.001 1.04 1.03,1.06 27.18 <0.001
Living status 1.43 1.20,1.72  19.34 0.001 1.43 1.19,1.72 19.58 0.001 143 119,172 19.32 0.001
Income 1.12 0.99, 1.27 4.43 0.062 1.15 101,130 6.08 0.033 1.13 1.00,1.28 4.96 0.050
Countries 0.77 0.67,0.88  17.87 0.002 0.75 0.65,0.85 24.00 0.001 0.76  0.67,0.87 19.99 0.001

Activity participation

Frequent 135  1.11,1.64 0007 157  1.32, 1.89 <0001 147 126,172 <0.001
17.31 32.99 30.02
Less frequent  1.58  1.11,2.27 0017 127 0.6, 1.68 0084 127 097 167 0.078
Never (ref. 4, 1.00 1.00
category)

OR, Odds Ratio; Cls, confidence intervals.

2 As clustering indicators were defined as none, 1, 2, 3 and 4+.

Ordinal regression analysis (using logit as a link function). Frequency of activity was used as factor (“never” was applied as the reference category).Gender (males, females), living status (living
alone, with partner/spouse), income (defined as low <25%, as average between 25-75%, and as high >75% according to country-specific quartile classification for adults aged 50+ of SHARE Survey;
it) and European regions (Northern, Central, Southern), were used as covariates. Test of parallel lines was done by -2 log-likelihood function. Testing for interaction effects significantly higher odds
were found in all combinations of productive & social activities.
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Fig 1. Frequency of lacking indicators of well-being across eleven European countries
of SHARE study.

Footnote:
Percentage frequencies and 95% confidence intervals were estimated according to the

complex sampling design of the study.

Fig 2. Mean number (score) of well-being indicators according to productive or/and
social activity participation in 7,025 adults, aged 65+ years.
25 =

+ 2.1
2,0 1
1.9
% 1.7
1,8 -

Mean number and 95 % CI of
incicators of Well Being

Never Less often than once a Every week or almost
week daily

Productive or/and Social activitity participation

Footnote:
Complex Samples General Linear Model — Analysis of covariance (gender, age, living
status, education, income and regions were used as covariates).
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Fig 3. Multiple presence (4+) of well-being indicators according to productive or/and
social activity participation in 7,025 adults, aged 65+ years.
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Linear regression analysis of prevalence of multiple presence (4+) of well-being
indicators in each country according to productive or/and social activity participation.
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ABSTRACT

OBJECTIVE The present study aimed to examine the distribution of different
elements of social isolation according to the respondents’ background characteristics
at the individual and country level and investigate whether social isolation is
associated to well-being outcomes among European adults. MATERIALS-
METHODS This was a secondary data analysis of participants, aged >65 years (n=
5,129), who took part in the first Wave of SHARE (Survey of Health, Aging and
Retirement in Europe, 2004/5). Well-being was determined by the clustering of six
indicators comprising life satisfaction, quality of life, self-rated health, depressive
symptomatology, chronic diseases and body mass index. Social isolation was
determined using seven distinct aspects of older people’s living conditions.
RESULTS Analysis of covariance showed that a significantly greater mean score of
well-being was attested among adults with frequent parent-child contact (p=0.028)
and at least one social or productive involvement (p=0.001). Multiple logistic
regression analyses indicated a significantly lower likelihood of displaying >4 well-
being outcomes among the oldest-old, the retired and socially disengaged and a higher
likelihood for the most educated respondents and those involved in rare or no social
support exchanges. Northern Europeans were more likely to indicate more well-being
outcomes and less social isolation indicators, relative to their southern counterparts.
CONCLUSIONS These cross-sectional findings offer empirical support to the social
structure of social isolation and its potentially adverse role upon specific well-being
outcomes in old age. Public health and social policies are needed to address the
potential well-being implications of social isolation among European older adults
more thoroughly.

Keywords Older adults; Social isolation; Well-being; SHARE study

MEPIAHYH

Kowovikn amopoveoon kor gvedio petold TOV NAMKIOPEVOV 0TOpHOV TNV
Evpomn

YKOIIOX E&taom tng KATOVOUNIG TOV SLUPOPETIKAOV TOPOUUETPOV TNG KOWMOVIKNG
OTOUOVOONG  GOUPOVO HE TO  KOW®MVIKO-ONUOYPAUPIKO  YOPOKTNPIOTIKA T®V
CUUUETEYOVI®V GE ATOUIKO EMIMEDO, OALAL KO GE EMMESO YOPDV KO SIEPEVVIOT TNG
OLOYETIONG UETAED KOWMVIKNG OMOUOVOONS KOl OLUPOPETIKMOV  OTOTEAECUATMV

evellag petald tov nukiopévov omyv Evpomn. YAIKO-ME®OGOAOX To mapdv
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delypo, To omoio amotereito and droua nAkiag >65 etdv (v=5.129), aviAndnke amnod
10 tp®To Kdpa g Merétng SHARE (Mehét yio v Yyeia, ) I'pavon kat
Yvvta&lodoton otnv Evpdnn, 2004/5). H gveia mpocdiopiotnke g 1 GLYKEVTP®ON
€€1 0TV TTOL TEPLAaUPAvoVY TNV kavoroinon amd ) {on, Ty totdtnta {ong, TV
OLTO-OVOPEPOUEVT] VYELN, TNV KATOOATTIKY] CUUTTOUATOAOYIO, TO XPOVIO, VOO LOTO
ka1 to Agiktn Malog Zopatoc. H kovovikh aropdvoon pelemdnke e dpovg entd
CLYKEKPILEVOV EKQPAVGE®Y TV cuVONKOV Sofiwone Tov NMAUKIOUEVOV aTOR®V.
AIIOTEAEEMATA XOppovo pe tv oviilvorn ocvvdlakvpavens Ppédnke éva
ONUOVTIKA VYNAOTEPO GKOP €VEETNG LETAED TV ATOUMV [LE GUYVI EMOPN LLE TO OO
toug (p=0,028) kol OVTOV TOL GULUUETEYOV TOVAGYIGTOV OE M0 KOW®MVIKN M
napaymyiky opactnpotta (P=0,001). EmumpocBitmc, m avdivon moAlamAng
AOYIOTIKNG TOAVIPOUN GG £0€1EE ONUAVTIKA YOUNAOTEPN TOOVOTNTA VO ELPOVIGOVLV
4+ amoteléopata gvegilog Ta mo NAKI®UEVE dTopa, 01 GLVTAEOVYOL KOl TO KOWVOVIKE
avevepyd dropo Kot vynNAOTEPN TOAVOTNTA Y10 TO TEPICCOTEPO LOPPMOUEVO ATOUO
Kol eketva pe omdvieg 1 koBOAov avtaAiayég kovavikng vmoompiEne. Téhog, ot
Bopeto Evpomaiot ftav wo whovo va £xovv mepiocdtepous mapdyovteg evesiog Kot
MyOTEPOVG OEIKTEG KOWMVIKNG OMOUOVAOONG, GE GYEON LE TOVG GLVOUNAIKOLG TOVG
o Notw Evponn. EYMIIEPAXMATA Toa mopandve gvpnpata, toapoio mov Ha
TPETEL VO EPUNVEVTOVY UE Tpocoyn e&autiog TG GLYYPOVIKNG TOVS PVONG, MGTOCO
TOPEYOLV  EUMEPIKN  VTOGTNPEN OV KOW®VIKY]  KOTAVOUN TG  KOWMVIKNG
amopOVMOOTG Kot T1 SUGHEVN EMOPACT] TNG KOWVMOVIKNG OMOUOVIOONG GE GLYKEKPLUEVQL
amoteAéopato g eveklag otn yepoviiky nikic. Qg ek ToLTOV, £ival ovAyKn Ot
ONUOCIEG TOMTIKEG VYElOG KOU Ol KOWMVIKEG TOMTIKEG VO OVIIUETOTIGOVV
TEPLGGATEPO EVOEAEYDG TIG EVOEYOUEVES EMMTMOELS TNG KOWVMOVIKNG OTOUOVOONG GTNV
evella TV aTOpV TPITNG Kot TETAPTNG NAKINGC.

AgEeig gupetnpiov: Hlopéva dropa, Kowwvikn amopdveon, Eve&ia, Meiém
SHARE

Introduction

The transition from middle-age to older age has been closely related to social aging
due to the occurrence of several changes in both the individual and family level.
Firstly, the transition from late adulthood to older age is marked by the process of
changing from labour force participation to retirement and it is thus possibly

accompanied by the disruption or relinquishment of previous work and social roles.*
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Equally important is the trajectory from parenthood to the ‘empty nest’ phase,
involving the potential attenuation of kinship interactions and connections.? Other
profound age-associated challenges involve emotional pain and stress as a result of the
death of beloved ones and the subsequent losses in identities and attachments inherent
in enduring family and friendship ties.>* A specific age-related pattern with regards to
the onset and progression of conditions relevant to health decline and compromised
physical functioning is typical of old age and has been consistently ascertained across
gerontology research.” In this regard, various psycho-social resources, such as social
bonds, supportive social networks and social engagement, are thought to make up for
the aforementioned unfavourable states and have thus been denoted to determine how
successfully people manage to age and thrive in the later-life setting with respect to
health and well-being.®’ For example, it is well established that individuals who are
socially integrated and strongly attached to groups and affiliations are more likely to
be healthier, live longer® and experience positive well-being outcomes.” In a similar
manner, social relations, captured by distinct elements of social support, have been
denoted to mediate the adverse effect of socio-economic status on subjective health in
middle and older age.*® Family and social connectedness have also been found to hold
a central role in older people’s perception of what a “good quality of life” actually
constitutes.*!

The objective predicament whereby a person undergoes a dearth or deficiency of
meaningful social relationships, being referred to as social isolation'?, has been dealt
by most psychological and sociological research as a discrete health and mortality risk
factor. Several aspects of social isolation have been shown to account for the
unequally patterned distribution of health and well-being outcomes in older adults.****
In particular, solitary living, limited family networks, lack of social support, social
disengagement and loneliness have been suggested to be potential risk factors of
coronary heart disease,”®> cognitive impairment,*® functional decline,*’” depressive
symptomatology’® and low subjective well-being™, in older age. However, less is
known about how the absence of social and family resources pertaining to social
isolation is implicated in the configuration of different domains of well-being in older
age. Furthermore, most research to date has focused on single countries or regions?*#
instead of examining social isolation and well-being using cross-nationally
comparable data. Additionally, relevant earlier gerontological and social studies have

measured well-being using single measures or indicators, such as life satisfaction®® or
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quality of life?®. There is therefore a lack of a robust evidence base on the role of
social isolation in older adults’ welfare.

Drawing on internationally comparative data on older community-dwelling adults
in eleven European countries, the present study aimed to: (a) conduct a cross-national
appraisal of social isolation in older adults; (b) examine the association of social
isolation and several well-being outcomes and; (c) determine if the above
hypothesized associations differ by country of residence. To overcome earlier barriers
on measuring the constructs of interest®, social isolation was operationalized as an
index comprising both structural and functional features, whereas well-being was
operationalized as a multifaceted outcome, integrating distinct physical, emotional and

psychological components of older adults’ welfare.

MATERIAL AND METHOD

Participants and questionnaires

The present study utilized data from the first wave of the cross-national Survey of
Health, Ageing and Retirement in Europe (SHARE, http://www.share-project.org),
initially conducted between 2004-2006 in eleven European countries (Denmark,
Sweden, Austria, France, Germany, Switzerland, Belgium, the Netherlands, Spain,
Italy and Greece). Participants comprised adults >50 years of age, residing in the
community and including their counterparts irrespective of their age. The
multidisciplinary approach of SHARE allowed for the delivery of a thorough account
of health, socio-economic, familial and other domains of European middle-aged and
older adults’ living conditions.?

Nationally representative probability samples were achieved resting upon country-
specific sampling resources. The respective sampling designs varied from stratified-
simple random sampling or multistage sampling (in countries where national
population or regional/local registers were available), to single or multistage sampling
(in countries where telephone directories were obtained). Sample weights were also
estimated and provided to account for the complex sample design and counterbalance
non-response. The majority of data collection was carried out by means of computer
assisted personal interviews (CAPI), further supplemented by “drop-off” self-
completed paper and pencil questionnaires. Details on sampling procedures, response

rates, data collection and questionnaires are provided elsewhere.?® For the purposes of
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the current study, analyses focused on individuals aged >65 years, comprising a

sample of 2,366 males and 2,763 females (n=5,129).

Measures

A major premise for detecting older people who endure a state of social isolation
pertains to inquiring into social disconnectedness and deprivation of social support
networks.?” Following a widely-held definition of social isolation?® as “an objective
measurable state of having minimal contact with other people, such as family, friends
or the wider community”, essential structural and functional attributes, inherent in
older people’s objective familial and social settings, were administered. In particular,
the structural aspect of social isolation was construed along living arrangements,
marital status, number of children and family-related interactions, defined in terms of
parent-child contacts and respondents’ geographical proximity to their offspring. The
functional facet of social isolation was determined by considering social
disconnectedness, gauged by the absence of any kind of social and productive activity
involvement, and lack of social exchanges, measured as the occurrence of rare or no
transfers of any form of functional assistance or support between older parents and
their adult offspring.

An index of social isolation was then constructed, with participants being assigned
one point if they lived unpartnered (not residing with a partner or spouse), were
unmarried, had no children, did not cohabitate with their offspring (all children
residing in a separate household/building or at a distance more than 1 km away),
declared infrequent parent-child contact (having any kind of contact either personally,
by phone or mail, less than once a month or never during the past twelve months),
exhibited social disengagement (not having done voluntary or charity work, cared for
a sick or disabled adult, provided help to family, friends or neighbors, attended an
educational or training course, gone to a sport, social or other kind of club, taken
part in a religious organization, taken part in a political or community-related
organization in the last month) and were involved in infrequent or no social support
exchanges (given or/and received any kind of social support less than once a month
or never the last twelve months). The final, total clustering index ranged from 0 to 7,
with older people presenting with 4+ indicators being considered to experience a

higher level of social isolation.
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Well-being was operationalized drawing upon the current conceptual and
methodological understanding of well-being, as outlined above, and building on the
idea that “wellbeing constitutes an area of research and practice that has objective
and subjective components, and that social scientists cannot make rational
evaluations of wellbeing as a state unless both are taken into account”.? Thus, well-
being was construed along six related, yet distinct, indicators, comprising: life
satisfaction (determined by a four-rating single question; quality of life, measured on
CASP-12 scale - Control, Autonomy, Self-realization, Pleasure), psychological
distress (using the CES-D 11, Center for Epidemiological Studies of Depression,
questionnaire), self-rated health (defined by a four-item question), presence of chronic
diseases (11 health conditions), and body mass index (BMI, estimated according to
the World Health Organization criteria).*® Advanced well-being was equated with
high quality of life (CASP-12 score of >39 points), absence of psychological distress
(CES-D 11 score of <9 points), very good self-rated health, high satisfaction with life,
none or one chronic health condition and normal BMI (18.5-24.9 kg/m?).? The
accumulation of multiple well-being indicators, as indicated by a clustering score of
4+, was regarded to suggest the presence of high well-being.

The demographic characteristics of gender and age (years) and the socio-structural
resources of educational attainment (total years of schooling), household income
(gross income in the last year) and retirement status (not retired/retired) were assessed
as potential determinants of social isolation and well-being. Possible regional
variations in the role of social isolation in the accumulation of well-being outcomes
were examined by geographically classifying European regions into northern
(Denmark, Sweden), central (Austria, Belgium, France, Germany, the Netherlands,

Switzerland) and southern (Greece, Italy, Spain).

Statistical analysis

Data were analyzed using the SPSS software (IBM SPSS Statistics for Windows,
Version 23.0. Armonk, NY: IBM Corp). Weights were applied, adjusted for non-
response and according to the complex sampling design of the survey. The prevalence
(weighted %) of social isolation indicators and their clustering (0, 1, 2, 3 or 4+) was
examined according to participants’ socio-demographic characteristics (gender, age,
education status, household income, retirement status), with the corresponding 95%

confidence intervals (95% CIs), as well as by country, with the significance of

96

——
| —



KEQAAAIO 2

differences evaluated by Chi-square tests of independence (p-values determined based
on the adjusted-F statistic). The mean well-being score was estimated according to the
presence and clustering of social isolation indicators (as none, 1, 2, 3 and 4+) using
analysis of covariance, following the complex multistage stratification sampling
design procedures of the study, with gender, age (years), education status (years),
household income, retirement status and European region (northern, central, southern)
as covariates. Further, the weighted prevalence (and 95% CIs) of each well-being
variable for respondents with 4+ social isolation indicators was estimated at the
country level. Multiple logistic regression analysis was also applied for older adults
displaying multiple well-being outcomes (4+), compared to those with none, 1, 2 or 3
indicators. Two models were performed to compute adjusted Odds Ratios (ORS) in
order to estimate (i) the role of socio-demographic characteristics and European
regions and (ii) the aggregate association between socio-demographics, European
regions and social isolation indicators and the accumulation of well-being outcomes.
The test of parallel lines was computed by the 2 log-likelihood function and logit was
applied as a link function. Nagelkerke pseudo R estimators were 0.076 and 0.101 in
the two models, respectively. Simple linear regression analysis was used to
graphically illustrate the well-being and social isolation ratios (WB:SI ratios) in each
European country. This ratio illustrates the rational relation between well-being and
social isolation indicators, with a ratio of 1.00 or almost 1.00 indicating similar
prevalent levels of well-being and social isolation, and a ratio greater than 1.00
denoting a higher occurrence of well-being outcomes relative to social isolation

indicators.

RESULTS

Socio-demographic characteristics

Participants’ socio-demographic characteristics are presented in Table 1. Females
made up more than half of the participants (53.9%). The mean age was 73.6 years (SD
6.6, age range 65 to 99 years). The majority of participants (75.2%) had received 0-7
years of education or had attended high school. The vast majority of participants
(82.4%) were in retirement, whereas over one third (35.3%) were classified as low-
income individuals. Central European region represented the majority (52.1%) of the

surveyed SHARE population.
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Social isolation according to socio-demographic characteristics and country
Table 2 demonstrates the prevalence of social isolation indicators, and their
clustering, according to socio-demographic characteristics. The majority of
participants (53.5%) lived unpartnered, a characteristic considerably higher in
females, compared to males (54.1 vs. 27.4%, p<0.001) and in the oldest age group
(86.8%, p<0.001), compared to the younger age groups (86.8 vs. 41.8 vs. 64.6%,
p<0.001). The prevalence of older adults living unpartnered was greater among those
with the fewest years of education and the lowest household income (p=0.001). Being
unmarried and childless was more evident among highly educated individuals and the
lowest-income group (p=0.001). Parent-child geographic distance was more common
among females and retired participants and less prevalent in the highest household
income group. Social disengagement (no activity participation) was prevalent for the
majority of participants (60.9%), with higher prevalence among the oldest age group
(p=0.002), participants with the least educational attainment and household income
(p<0.001) and retired participants (p=0.045). Infrequently or never being involved in
any kind of supportive exchange was more prevalent in males, participants in the
youngest age group and those with the fewest years of education. Social isolation, as
measured by the clustering of 4+ indicators, was significantly more prevalent in
females, compared to males (17.5% vs. 13.4%, p=0.003), those in the oldest age
group, those with the lowest educational attainment and household income, as well as
participants who were retired.

The prevalence of social isolation indicators, and their clustering, by European
country, are presented in Table 3. Austria presented the highest prevalence of single-
person households. The highest prevalence of adults who declared never having
married was observed in Sweden (16.8%), and the lowest in southern Europe (3.3% in
Spain and Italy and 5.7% in Greece). Germany exhibited the greatest proportion of
adults being childless (18.6%) and maintaining infrequent or no contact with their
offspring (3.7%), while the lowest prevalence of having no offspring contact was
observed in Greece (0.5%). Geographical distance between participants and their
adult children varied between countries but was generally lower in Southern Europe,
and highest in Denmark (72.3%). In contrast, activity disengagement was more
prevalent in two Southern European countries, namely Spain (70.5%) and Italy
(68.6%) and lowest in Switzerland (31.3%). Prevalence of lack of support and social

exchange was also highest in Spain (78.3%). was highest in Austria (19.4%) and
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generally more prevalent in adults from northern and central European countries
(except for Switzerland, the Netherlands and Belgium). Greece was the only country

where prevalence of social isolation (4+ indicators) was lower than 10%.

Well-being outcomes according to social isolation indicators

The mean well-being scores according to different social isolation indicators and their
clustering are presented in Table 4. Participants who lived with a partner and those
who contacted their offspring daily or almost once a month had significantly higher
total well-being scores, compared to those who lived without a partner (1.90 vs. 1.69,
p=0.007) and those who reported less frequent or no parent-child contact (1.80 vs.
1.40, p=0.028), respectively. Social engagement was also significantly related to well-
being, with active participants, participating in any kind of social or productive
involvement, displaying a considerably higher mean well-being score than their
socially disengaged counterparts (1.93 vs. 1.70, p=0.001). In contrast, those who
exhibited frequent social exchanges had a lower mean score of well-being, compared
to participants who lacked social support (1.66 vs. 1.85, p=0.007). Socially isolated
participants, as measured by the clustering of 4+ indicators, had the lowest mean well-
being score, compared to less isolated individuals, but the evidence to support this
association was weak.

Ancillary analyses of the association between individual well-being outcomes
and social indicators revealed that the proportion of participants with a low depression
score (69.2%) (p<0.001), self-perceived very good health (9.9%) (p<0.001),
satisfaction with life (33.2%) (p=0.012), less than two chronic conditions (46.1%) and
normal BMI (35.2%) (p<0.001) was substantially greater among those living with a
partner, compared to those living without a partner or spouse. Lastly, a significantly
higher proportion of participants who were infrequently or almost never involved in
supportive exchanges (59.8%), compared to those reporting to have provided or/and
received any kind of social support at least once a month over the last year (52.5%),
did not report having psychological distress. A greater proportion of participants who
had frequent exchanges of social support, compared to those with rare or no support
provision or receipt, stated to be very satisfied with their life and to have less than two
chronic diseases (29.7% vs. 24.1%, p=0.002 and 44.6% vs. 38.7%, p<0.001,

respectively).
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The associations between socio-demographic variables, social isolation indicators
and the presence of 4+ well-being outcomes, examined via multiple regression
analysis, are presented in Table 5. Gender, age, educational attainment, retirement
status and European region were independent predictors of well-being clustering in
both regression models, with participants of female gender, higher age, retired and
living in the central and southern Europe being less likely to demonstrate multiple
indicators of well-being, relative to males, younger respondents, non-retired and
northern Europeans, respectively. Adults with more years of schooling had higher
odds of presenting 4+ well-being indicators in both the first (1.79; 95% CI 1.18-2.72)
and second (1.74; 95% CIl 1.15-2.64) models. Activity involvement and social
engagement were also predictors of well-being clustering in the second model, with
the likelihood of exhibiting accumulated well-being outcomes being lower among
participants with no activity involvement (0.51; 95% CI1 0.38-0.68) and higher among
those who reported being involved in rare or no exchanges of social support (1.49;
95% CI 1.07-2.08).

Social isolation and well-being at regional and country level

The prevalence of positive well-being outcomes among participants with 4+ social
isolation indicators was highest in northern Europe, compared to the other two
European regions (Fig.1). In particular, Switzerland and Denmark exhibited the
highest proportion of socially isolated individuals assessing their health as being very
good, declaring to be very satisfied with their life and displaying a low score of
depression. The greatest prevalence of respondents with high quality of life was
observed among Swiss socially isolated participants, whereas having less than two
chronic conditions and normal BMI were more prevalent in Switzerland and Sweden,
respectively. The mean ratio of well-being to social isolation indicators (WB:SI ratio)
was higher in Switzerland (1.19) and Denmark (1.11) (Fig.2). In contrast, participants
in southern countries, such as Italy (0.77) and Spain (0.78), displayed the lowest
ratios, indicating that social isolation was more prevalent than well-being. The
exception was Greece, where the corresponding WB:SI ratio was 0.97, suggesting an
almost equal occurrence of well-being and social isolation indicators in the Greek

elderly population.
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DISCUSSION

This study aimed to examine the association between social isolation and well-being,
by taking into account personal characteristics and country of residence, among
nationally representative samples of European older adults residing in 11 countries
and participating in the SHARE study. Our study makes an important contribution to
the evidence base by examining these constructs and their interaction cross-nationally
and by operationalizing the constructs’ assessment by considering a variety of factors
pertaining to social isolation and well-being, including social and family resources,
and physical, mental and emotional indicators, respectively, instead of using single
measures or indicators of these constructs.

The prevailing premise that social isolation may be triggered as people grow older
through diverse personal life-course trajectories, which further compound the socio-

economic and emotional disadvantages pertinent in later-life 2%

was also supported
by the present analysis. Similar to a recent empirical investigation®?, where the oldest
participants were the most socially isolated age group, the current study showed that
social isolation increased consistently with age. The clustering of social isolation
indicators differed markedly amongst the three different age groups, with these
variations being more pronounced between the two ends of the age spectrum, the
young-old aged and the oldest-old individuals. Further, the group aged >85 years
displayed a significantly lower likelihood of having a greater number of positive well-
being outcomes in both models. Given the fact that living without a partner or spouse
and social disconnectedness were significantly more likely to occur among
respondents of higher age, this suggests that multiple social and well-being
disadvantages accumulate in the later years of life. It is, however, difficult to assess if
the positive link between social isolation and age is the result of a “true age-effect” or
whether other conditions inherent in old age are possibly involved in this
association.®

Significant gender differences were also observed concerning the prevalence of
most social isolation indicators and their accumulation, with males generally faring
better than females. Most prominent were the gender differences in partnership status,
with almost twice as many females living unpartnered than males. This is possibly
because women tend to live longer and thus outlive their partners,*? despite them

generally displaying fewer financial and educational resources and more ill-health
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conditions.** Recent evidence shows that social isolation is significantly greater
among women than men as a result of them not or no longer being married and living
without a spouse or partner®. Childlessness, which has been associated with the
existence of smaller family networks and fewer ties of kinship®®, was found in the
present study to be higher in males, though non-significantly. This finding is in
agreement with the contention that, due to life-course social identity roles tied to
gender, parenthood is highly valued by women, while representing a social goal
mostly expected to be accomplished by them.®” Important gender-linked variations
were also observed in the social isolation indicator of lack of social support
exchanges. In agreement with the present findings, earlier studies have shown that
receipt of social support is much less evident among men® and integration in wider
confidant networks is more prevalent among women.*® These gender differences
should be considered when forming policies related to social isolation in older age.

In concordance to earlier literature,®**° low-literacy and limited financial resources
were risk factors for social isolation in the current study. We operationalized social
isolation as a composite social disengagement index, based on the number of social
ties or contacts, and we found that older adults with fewer years of education and
income resources had a higher likelihood of becoming socially isolated. Similarly,
low education and income status, representing social disadvantage, among adults aged
45-75 years has been positively associated with social isolation, as estimated by social
participation, partnership status and number of close ties.**

Congruent with earlier research showing mixed results on the association between
social isolation and well-being, which is due to the different definitions and
measurement methods of these constructs, the pattern of the association in the present
analysis also varied along the different construct measures. For example, living status
was significantly associated with most indicators of social isolation and their
clustering, with the absence of clinically relevant depression, very good self-perceived
health status, satisfaction with life and the occurrence of none or one chronic
condition being more prevalent among individuals sharing a partnered arrangement,
relative to their unpartnered counterparts. Living alone was recently demonstrated to
be significantly associated with poor quality of life and serious psychological distress
among adults aged 65 and older.*’ Parental status was also associated with lower
psychological distress and higher life satisfaction, which is in support of the

previously suggested psychological benefits of parenting in late life.** The strength of
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evidence for the role of childlessness in the accumulation of well-being indicators was
however weak. As previously suggested,* it could be that childless people come to
successfully adjust to their status through their life course and thus seek to engage in
wider social supportive networks, whilst childlessness might also have some benefits
to confer, such as fewer responsibilities, conflicts and concerns and hence less
psychological and financial strain.

There was some evidence, albeit, weak, that older adults afflicted mostly by social
isolation (as indicated by the presence of 4+ isolation indicators) experienced lower
levels of well-being, compared to those with no social isolation indicators. According
to the regression analysis however, socially and productively active older adults were
considerably more likely to present a greater number of well-being outcomes, as
compared to socially inactive individuals. This finding confirms the notion that social
engagement matters for older adults’ well-being, as demonstrated by the Established
Populations for Epidemiologic Studies of the Elderly (EPESE) project'®, which also
suggested that socially disengaged older adults have higher likelihood of presenting
with depressive symptoms.

Our finding that social support was negatively associated with well-being is in
contrast to earlier research supporting the positive role of social support upon several
health and well-being outcomes in older people.”*® However, the experience of being
cared for might also entail stressful emotions for older adults with related health-
associated needs for social support.*’ The negative association observed in the current
study might therefore be due to the extent of the exchange of the specific types of
social support assessed, which could also be driven by participants’ health status.
Another study*® also showed that the receipt of instrumental support was associated
with a greater likelihood of exhibiting poor health self-ratings. It could thus be
possible that the social exchange process might lack reciprocity in cases whereby, due
to health conditions, older adults are rendered recipients of assistance and support
while at the same time they are unable to compensate for it.** Subsequently, this kind
of unrequited social exchange, in so far that it is negatively appraised by older adults,
may embody feelings of dependency and incompetence®® and thus trigger
psychological distress.>*

Considerable differences were observed in the distribution of indicators of social
isolation and their clustering across countries. Despite the country variations with

regards to individual social isolation indicators, such as frequency of contact with, and
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proximity to offspring, activity participation and social exchanges, relative
consistency was observed at the regional level. For example, fewer residents in
southern Europe, as compared to both their central and northern counterparts, reported
contacting their offspring less than once a month or never. This finding agrees with
earlier research showing that frequent parent-child contact is much less likely to occur
among northern Europeans, compared to their southern peers.> This could be due to
the stronger family contexts which seem to prevail in southern European countries,
where proximate later intergenerational ties are predominant and highly appreciated
by the elderly.>® Adult offspring in southern societies are thus subjected to wide
cultural expectations with regards to the maintenance of intimate life-course bonds
and interactions with their parents.>* The current study also showed that proximity to
offspring was significantly lower in northern European countries, as compared to
Spain, Italy and Greece, which agrees with earlier findings that older adults from
southern Europe are more likely to co-reside with their adult children, compared to
northern Europeans.>® Co-habitation, which is a common living arrangement for
intergenerational familial care in northern Europe, apart from being culturally
preferable, has also been attributed to “measurable economic and policy factors™®, in
that older people’s comparatively worse financial situation in the south of Europe and
the inadequacy of formal welfare system services partially necessitate parent-child co-
residence. The opposite seems to apply in the north of Europe, where solitary living in
the later years of life means more autonomy and independence and seems to be the
most preferred living arrangement for older people.

Even though lack of social support exchanges among European older parents and
their children was relatively high, it was least often observed in Belgium, Denmark
and the Netherlands, whereas, notably, Spain, Italy and Greece ranked among the
highest. This contradicts previous research which has suggested that older people’s
living arrangements determine their intergenerational supportive exchanges®’,
implying that support and care transfers among older parents and their offspring are
most likely to occur in southern Europe, where cohabitation is more common.
Furthermore, northern Europeans were less likely to be socially and productively
inactive, in comparison to participants in southern Europe, with the exception of
Greece. Similar conclusions have been drawn by previous research, which has
indicated that participation rates in a wide range of social and productive activities

tend to be much higher in northern Europe.®
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Another cross-national differentiation was observed in the well-being and social
isolation ratios estimated in each European country, with the highest ratios detected in
Switzerland and Denmark and the lowest in Spain and Italy. This finding suggests that
the occurrence of positive well-being outcomes is more pronounced in Switzerland
and Denmark, relative to the prevalence of social isolation indicators. The opposite
was observed for Spain and Italy, where the indicators of social isolation were more
prevalent than positive well-being outcomes. Similar results were observed regarding
the accumulation of well-being outcomes, with the likelihood to achieve high well-
being being significantly higher in northern European countries, as compared to
southern ones. This further reinforces the consistently depicted north-south gradient in
health and well-being™, which has been considered to be contingent on potential
differences in the distribution of socio-economic and health care resources both
within and between European countries.®

The current research findings are liable to some limitations which warrant
discussion. Firstly, although the present paper is indicative of specific possible
associations between the measures under scrutiny, causal inferences cannot be drawn
due to the cross-sectional nature of the study. Reverse causation cannot thus be
excluded, since it could be fairly assumed that older adult’s well-being might also
affect the amount of their family and social resources. Secondly, the study is also
rather biased towards healthier and more socially integrated non-institutionalized
elderly, whereas frail, not community-residing, older people were not investigated.
This might have led to the underestimation of the real magnitude of the association
between social isolation and well-being. Lastly, the self-reported nature of social
isolation and well-being constructs should be considered when interpreting the results
of the present inquiry. Studies that rely mostly on self-assessment are thought to
suffer from recall errors and reporting bias due to social desirability drawbacks, to
which social and health research based on self-reported data is inherently subjected.

Despite the aforementioned methodological and conceptual limitations, our study
provides important evidence of the role of underlying adverse domains of social
environment which pertain to social isolation in European older adults’ well-being.
Our findings also provide further evidence on the salient role the country context
plays in elderly people’s well-being, substantiating the previously demonstrated
north-south gradient in the distribution of health and well-being outcomes. These

findings should be considered by policy makers and stakeholders involved in the
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development of policies to reduce social isolation with an aim to improve well-being
in older life. Results from this study can also inform the development of interventions
that could lead to improvements in late-life wellbeing through the mitigation of social
isolation and the amelioration of distinct facets of older adults’ objective family and

social conditions.
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Table 1. Descriptive characteristics of 5,129 adults, aged >65 years in the SHARE study
(2004/05).

n %
Gender males 2,366 46.1
females 2,763 53.9
Age, years 65-74 3,097 60.3
75-84 1,701 33.2
>85 331 6.5
mean + standard deviation (min-max) 73.6£6.6 (65-99)
Education, years 0-7 2,202 43.2
8-12 1,629 32.0
>13 1,262 24.8

mean + standard deviation (min- 9.044.5 (0-21)

max)
Retirement status retired 4,228 82.4
Income® lower quartile 1,808 35.3
European regions Northern 874 17.1
Central 2,674 52.1
Southern 1,581 30.8

% Income was classified using country-specific quartiles for all participants in the SHARE survey
in 2004/05.
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Table 2. Prevalence of social isolation indicators according to socio-demographic characteristics in 5,129 adults, aged >65 years.

Gender Age, years Education Status, years Household Income  Retirement Status
Total
males females 65-74 75-84 >85 0-7 812 >13 Low Average High Not-retired Retired
Social Isolation weight % .
. weighted %

Indicators (95%Cls) g 0
's-p"é:‘s% withoutpartneror  , 596 535(511.558) 274 541* 418 646 86.8* 482 398 381* 685 367  17.8*% 36.3 46.9*
Being unmarried 280 55 (4.4-6.8) 78 92 69 42 10 33 97 117 125 8.2 4.4% 10.2 7.0%
Childless 659 15.0(13.3-16.9) 17.2 147 140 159 186 138 141 185 211 151  10.7* 15.2 16.5
Parent-child contact. less 92  23(1633) 30 20 27 19 13 19 22 30 3.0 2.2 2.4 2.4 26
than once a month or never
Al children living >1 km 3435 597(57.3-620) 475 512* 600 608 526 480 486 513 512 518  426* 41.0 57.7%
No activity participation 2633 60.9(58.6-63.1) 530 555 553 658 78.9* 670 545 446* 636 535  44.3* 49.6 58.9%
ig\%‘? exchange: almost 3381 66.3(63.9-68.6) 69.9 625% 713 623 486* 709 645 632* 655 656  67.0 65.3 66.5
Clustering of Social "¢ 71 1.7 (1.2-2.4) 58 38 24 07 10 2.0 55 6.2 1.2 4.4 9.8 7.4 2.2
Isolation Indicators 1 725 11.3(10.1-12.7) 193 144 139 87 50 127 177 190 7.9 174 26.4 20.0 135

2 1775 31.2(29.1-33.4) 350 312 342 281 242 341 319 329 278 345 364 338 322

3 1792 36.8(34.4-39.2) 266 331 325 416 454 342 307 264 368 303 211 25.8 343

4+ 752 19.0(16.9-212) 134 175% 170 209 244* 170 142 155% 263 134  6.4* 13.1 17.9%
Weight percentages were estimated according to the complex sampling design of the study.
Chi-square tests (of independence based on the adjusted F): * p<0.05.
( )
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European Countries

Austria Belgium Denmark France Germany  Greece Italy Netherlands Spain Sweden Switzerland
Social Isolation Indicators weight % (95%Cls)
Living without partner or 47.8 35.6 40.2 39.5 43.2 448 41.2 38.7 41.9 425 35.8
spouse (44.4-51.2) (32.8-38.5) (36.0-44.4)  (35.3-43.9)  (39.6-46.9) (415-48.1) (36.7-45.8) (35.2-42.3) (38.0-45.9)  (39.1-45.9) (30.7-41.2)
Being unmarried 11.1 9.5 14.8 11.7 122 5.7 3.3 8.2 3.3 16.8 105
9 (9.2-13.4) (7.9-11.4) (12.0-18.0)  (9.1-14.9) (9.9-15.0)  (4.3-7.4) (1.9-5.7) (6.3-10.5) (2.0-5.5) (14.2-19.7) (7.6-14.4)
Havind no children 16.7 12.1 12.3 13.2 18.6 12.9 15.2 14.2 16.6 11.3 15.8
g (14.3-19.4)  (14.2-10.3) (9.7-155)  (105-16.4)  (15.8-21.7) (10.9-15.3) (12.0-18.9) (11.8-17.0) (13.8-200)  (9.2-13.7) (12.2-20.2)
Parent-child contact: less than 3.3 2.3 14 24 3.7 0.5 1.7 19 1.9 1.3 2.9
once a month or never (2.3-4.8) (1.5-3.4) (0.7-2.8) (1.4-4.1) (2.6-5.5) (0.2-1.3) (0.8-3.9) (1.1-3.3) (1.0-3.6) (0.7-2.4) (1.6-5.3)
52.7 63.5 72.3 64.4 53.3 49.7 36.1 64.6 34.9 71.4 55.8
All children living >1 km (49.3-56.0) (60.6-66.3) (68.2-76.0)  (60.1-68.4)  (35.5--42.0) (56.9-38.7)  (31.9-40.5) (61.2-67.8) (31.3-38.6)  (68.2-74.4) (50.2-61.2)
No activity participation 484 39.2 34.7 454 52.6 42.4 68.6 36.1 70.5 34.7 31.3
yp P (45.0-51.7) (36.3-42.2) (30.7-38.9)  (41.1-49.9)  (49.0-56.1) (39.2-45.7) (64.4-72.4) (32.9-39.4) (66.8-73.9)  (31.6-37.9) (26.4-36.6)
Social exchanae- almost never 66.3 52.6 58.1 65.4 60.6 68.8 70.2 58.6 78.3 61.7 62.4
ge- (63.0-69.4) (49.6-55.6) (53.8-62.3)  (61.1-69.5)  (57.0-64.1) (65.7-71.8) (65.9-74.2) (55.2-61.9) (74.9-81.5)  (58.4-64.8) (56.9-67.6)
Clustering of none 43 7.0 36 3.2 55 46 49 5.7 34 3.9 51
Isr?g:it'g‘:s'at'on (3.1-5.9) (5.7-8.7) (2.2-5.7) (2.0-5.1) (4.2-7.1) (3.5-6.2) (3.6-6.7) (4.3-7.6) (2.3-5.1) (2.8-5.3) (3.1-8.2)
1 17.8 22.8 20.0 19.0 16.1 19.9 155 20.6 11.7 195 23.6
(15.3-20.6)  (20.4-25.3)  (16.8-23.7)  (15.8-22.7)  (13.8-18.6) (17.4-22.7) (12.9-18.6) (18.2-23.2) (9.6-14.3)  (17.2-22.0) (19.2-28.7)
2 29.0 31.7 33.8 29.7 30.9 43.0 33.8 32.2 36.6 31.0 34.6
(26.0-32.1)  (29.0-34.5)  (29.9-37.9)  (25.8-33.9) (27.8-34.2) (39.8-46.3) (30.0-37.9) (29.2-35.4) (33.0-40.3)  (28.1-34.0) (29.6-40.0)
3 29.6 27.3 27.6 32.1 29.5 23.3 315 30.8 319 28.5 26.4
(26.6-32.7)  (24.7-30.1)  (23.9-31.6)  (28.1-36.3)  (26.3-33.0) (20.6-26.2) (27.5-35.9) (27.7-34.1) (28.3-35.6)  (25.5-31.6) (21.9-31.5)
4+ 194 111 15.0 16.0 18.0 9.1 14.2 10.7 16.4 17.2 10.3
(16.8-22.2) (9.4-13.2) (12.2-18.3)  (13.0-19.5)  (15.2-21.2)  (7.4-11.1)  (11.0-18.2) (8.5-13.4) (135-19.8)  (14.6-20.1) (7.4-14.1)
Weight percentages were estimated according to the complex sampling design of the study.
Bold percentage indicates the highest prevalence and grays the lowest in each indicator in level of p<0.05.
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Table 4. Mean number of well-being outcomes, according to the presence and clustering of
social isolation indicators.

Well-being Outcom
Mean (standard

Social Isolation Indicators weight % error) p-value
Living living with partner or spouse 46.5 1.90 (0.04)
arrangements
g living without partner or spouse 53.5 1.69 (0.04) 0.007
Marital Status ~ married, widowed etc 94.5 1.79 (0.03)
being unmarried 55 1.78 (0.12) 0.962
Number of at least one child 85.0 1.79 (0.03)
Children
no children 15.0 179 007) 0%l
Contact daily to about once a month 97.6 1.80 (0.03)
with
children less than once a month or never 2.4 1.40 (0.15) 0.028
Proximity to at least one child living in the 40.3 1.82 (0.04)
children same
house/building 0.329
all children living >1 km 59.7 1.77 (0.03)
Activity at least one 39.0 1.93 (0.04)
articipation .
particip no activity 61.0 170 0.03) %001
Social exchange given or/and received support at 33.7 1.66 (0.05)
least once a month 0.007
almost never 66.3 1.85 (0.03)
Clu_sterlng of Social Isolation None 17 1.94 (0.21)
Indicators
1 11.3 1.89 (0.06)
2 31.3 1.83(0.04)  0.200*
3 36.7 1.77 (0.04)
4+ 19.0 1.69 (0.07)

2 Well-being outcomes: Life satisfaction, CASP-12 Control, Autonomy, Self-realization and Pleasure questionnaire, CES-D
11 Center for Epidemiological Studies of Depression questionnaire, Self-rated health, Chronic diseases, BMI Body Mass
Index.

Comparisons were examined using analysis of covariance (according to the complex sample design procedure), with
gender, age (years), education status (years), household income, retirement status and European regions (northern, central,
southern), as covariates.

* Polynomial (linear) trend
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Table 5. Adjusted odds ratios for presenting 4+ well-being outcomes in relation to socio-
demographics and social isolation indicators in 5,129 adults, aged 65+ years.

Prognostic factors

4+ Clustering Indicators of
Well-being

Adjusted Odds Ratios (95%Cls)

1% model

2" model

Gender (females vs. males)
Age 65-74 years
75-84

>85

0-7 years
8-12

>13
Retirement status (retired vs. not retired)

Education Status

Household Income Low

Average
High

European regions Northern

Central
Southern

Living arrangements
(Living without partner or spouse vs. Living with
partner or spouse)
Marital Status
(Being unmarried vs. Being married, widowed etc)
Number of Children
(Having no children vs. Having at least one child)
Parent-child contact (Less than once a month or
never vs. Daily to about once a month)
Proximity to children (All children living >1 km
vs. At least one child living in the same house/building)
Activity participation
(No activity vs. At least one)
Social exchange
(Almost never vs. Given or/and received support at least
once a month)

Pseudo RNageIkerke

0.63 (0.46-0.88)
1.00

0.54 (0.39-0.75)

0.51 (0.27-0.99)
1.00

1.39 (0.90-2.14)

1.79 (1.18-2.72)

0.56 (0.38-0.85)
1.00

1.36 (0.96-1.92)

1.46 (0.94-2.28)
1.00

0.33 (0.25-0.44)

0.24 (0.16-0.35)

0.076

0.66 (0.47-0.93)
1.00

0.60 (0.42-0.85)

0.71 (0.35-1.44)
1.00

1.43 (0.93-2.19)

1.74 (1.15-2.64)

0.60 (0.40-0.90)
1.00

1.26 (0.88-1.81)

1.27 (0.81-2.01)
1.00

0.37 (0.28-0.50)

0.29 (0.19-0.44)

0.88 (0.60-1.30)

1.51 (0.73-3.14)
0.83 (0.48-1.44)
0.46 (0.15-1.41)
0.95 (0.65-1.40)
0.51 (0.38-0.68)
1.49 (1.07-2.08)

0.101

95%Cls, 95% confidence intervals.

Multiple logistic regression analysis (estimations according to the complex sampling design of the study).
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Figure 1. Prevalence of 4+ social isolation indicators in 5,129 adults, aged 65+ years,
in relation to the presence of well-being outcomes.
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Figure 2. Well-Being to Social Isolation ratio (WB:SI ratio) in 5,129 adults, aged 65+
years, in eleven European countries.
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Abstract

Social connectedness and maintenance of social interactions have been consistently
identified across social gerontology literature as key determinants of late-life well-
being. However, the well-being implications of loneliness in older ages, as the
subjective aspect of diminished social integration, on a cross-country perspective
remain yet to be explored. The current study, drawing cross-national data on a
representative sample of adults over the age of 65 of the first wave of Survey of
Health, Ageing and Retirement in Europe examined the prevalence of loneliness and
explored its possible association to well-being, at the individual and country level. A
significant cross-national association was observed between loneliness and life
satisfaction. The mean score of well-being indicators was significantly higher among
non lonely older adults. Accordingly, multiple clustering of well-being indicators was
less pronounced among adults with very frequent endorsements of feelings of
loneliness. This was the pattern that emerged, albeit with significant variations, when
differences among the eleven European countries were considered. The present
findings afford evidence supportive of the hypothesis that loneliness is significantly
and negatively associated with well-being and therefore, underscore the fact that
attention should be paid to the alleviation of loneliness as an important means of
health and social policy relevance as regards the amelioration of well-being in the old
age context.

Keywords: older individuals, loneliness, well-being, SHARE study
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Later-life well-being, as a means of bringing about several gains at both the personal
and societal level, has been considered a major aging-related public issue lain at the
core of policy initiatives coping with the implications of getting older (Allen 2008).
Thus, comprehending the variables integral to the processes that are involved in the
negative dimensions of late-life well-being bears important implications for the
identification of the needs to be satisfied and the admirable ends to be achieved to
foster well-being. The emerging evidence base in the late-life context research,
though “the perspective of the older person is often missing in discussions of well-
being”(Stanley and Cheek 2003), has pointed out the public health and social policy
prospect of well-being. Relevant empirical evidence has also converged to the
conjecture that distinct dimensions of well-being predict greater survival, better
cognitive functioning and more health-protective behaviours (Steptoe et al. 2012).
Following the findings of the project “Shaping our Age”, intended to underline older
people’s perception of what well-being actually means, individuals 65 years and older
seem to lay great emphasis on their ability to lead a positive life, flourish in good
health and experience pleasant emotional states (Hoban et al. 2011). According to the
afore-stated research, the availability and adequacy of social resources, such as social
support and social relationships and contacts, were also appraised by older people as
highly influential to their level of well-being.

Empirical interest on the social patterning of well-being has thus uncovered the
benefits associated with the existence of protective psychosocial factors, such as
adequate networks of friends and relatives, social support exchanges and social
integration and the damaging effects related to the dearth of these resources (Forsman
et al. 2011). Loneliness has been consistently viewed as the result of experiencing a
deprivation of social connections and inadequacy of intimate bonds and has been
suggested to hold salient adverse health-related effects for the general population and
older adults in particular (Bernard 2013; Cacioppo and Patrick 2008). In addition,
personal resources, such as gender, age, partnership status, health, material living
conditions and social networks have been suggested to account for the occurrence of
loneliness and thus, have been seen as “opportunities and constraints” that bear upon
loneliness (de Jong Gierveld et al. 2015).

Lack of adequate social relationships has been acknowledged as a common
mortality risk factor equivalent to common unwholesome health behaviours (Holt-

Lunstad et al. 2010), whereas loneliness has been documented to be a negative

119

——
| —



KEQAAAIO 3

predictor of health and well-being, measured on several relevant outcomes (Beaumont
2013; Chen and Feeley 2013). To this vein, prevention of loneliness has been
suggested to be one of the most cost-effective ways to contain the increasing health
and care needs through the later years of life (VValtorta and Hanratty 2012).

Older adults are arguably considered more vulnerable to loneliness due to the fact
that old age is often marked by several unpleasant social and health conditions which
lead to the disruption of prior family and social relationships and deteriorate chances
for social participation and interaction (Singh and Misra 2009). People of advanced
age are thus, more prone to the negative health risks associated with feeling lonely,
which comprise distressful emotional states (Coyle and Dugan 2012), depression
(Stickley et al. 2017) and physical inactivity (Hawkley et al. 2009).

Though promising from a public health standpoint, “loneliness and other indicators
of social embeddedness have received less attention” (Dykstra 2009). Moreover, the
relevant empirical interest so far is mainly driven by a focus on the health-related
consequences of loneliness in the older population, whereas the respective research on
the potentially adverse impact of being lonely on later-life well-being outcomes has
been under-estimated. In addition, the association between loneliness and well-being is
relatively unexplored in large-scale studies, whereas the current state of the literature
has mainly exhibited a single-country interest and hence, there is little known in
respect of potential regional differences.

The current study aims to contribute to the current state of research interest by
examining how frequency of loneliness is associated with well-being. We are thus
interested to examine whether there is evidence linking loneliness to distinct well-
being outcomes, and their multiple clustering as well, on a sample of European adults
aged 65 and older, and search for variations at the country level, as well, by
hypothesizing that frequent feelings of loneliness would be significantly and
negatively related to well-being. Well-being was measured on specific domains of
older people’s physical and emotional welfare and was defined by the clustering of
five relevant indicators (0, 1, 2, 3+). Loneliness, as the subjective counterpart of social
isolation, was ascertained according to the participants’ self-reports on how frequently

they had been feeling lonely over the course of the previous week.

Methods and Data

Study population and data collection
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The current study analyzes data from the first wave of the nationally representative

Study of Health, Ageing and Retirement in Europe (SHARE, http://www.share-

project.org), which was fielded in 2004/05 among eleven European countries,
comprising Austria, Belgium, Denmark, France, Germany, Greece, Italy, The
Netherlands, Spain, Sweden and Switzerland. SHARE population rests upon national
probability household samples of community-dwellers, over the age of 50, including
their partners or spouses, irrespective of their age.

National population or regional/local registers and telephone directories were
available in SHARE countries. Correspondingly, full probability samplings were
acquired through relevant frames, which varied from stratified-simple random
sampling or multi-stage sampling to single or multi-stage sampling. At the individual
level, the average weighted response rate achieved ranged from 73.7% (Spain) to
93.3% (Germany), whereas the highest response rate at household level was found in
Switzerland (38.8%) and the lowest in France (81.0%).

The collection of the main survey data was implemented through a face-to-face
questionnaire, which rested upon a centrally-programmed, computer-assisted personal
interviewing technique (CAPI). The main questionnaire included 21 different modules
on health and well-being outcomes, social conditions, welfare, health and social care
services, employment and retirement, social networks, social support, living
arrangements and health behaviors and was, further, supplemented by a brief self-

completed paper-and-pencil questionnaire (‘drop-off”).

Measures

Loneliness

Notwithstanding the explicit diversity as regards the conceptualization and
measurement approaches of loneliness, research on aging has either utilized single-
item measures of self-assessment or has turned to related composite scales or indexes
and has identified its unfavorable physical and mental health implications in older
adulthood. In the present study, in order to identify the extent of loneliness,
respondents were asked to report the frequency they had currently endorsed feelings of
lonely through a general question incorporated in the abbreviated version of the Center
for Epidemiological Studies Depression scale (CES-D) (“How often have you

experienced the following feelings over the last week?”: “you felt lonely”) and gauged
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on a four-rating response scale (1: ‘all the time’, 2: ‘most of the time’, 3: ‘some of the
time’ and 4: ‘none of the time’). The above self-reported single-item query on
loneliness has been widely used and has been identified as a measure simple to use
and comprehend and easy to administer to directly assess feelings of loneliness among
the older population (Tilvis et al. 2011; Victor et al. 2009).

Well-being

Despite the well-acknowledged variation in well-being definitions specific
components particularly relevant at older ages have been yielded by different research
discipline lenses up to date driven by the presumption that older-age well-being
mainly refers to quality of life, satisfaction with life and self-perceived general health
(M. Pinquart and S. Sorensen 2001; Vanhoutte and Nazroo 2016). In this regard, well-
being was considered as being contingent on quality of life, self-reported health
status, life satisfaction, prevalence of chronic diseases and Body Mass Index (BMI).
High well-being was equated with experiencing enhanced quality of life, appraising
general health as very good, being very satisfied with life, suffering from one or none
chronic health condition and exhibiting normal BMI. Quality of life was examined by
employing the CASP-12 scale (C=Control, A=Autonomy, S=Self-realization,
P=Pleasure), self-rated health was defined by the respondents’ evaluation of their
health status as very good, good, bad or very bad, satisfaction with life was measured
on the single question “How satisfied are you with your life in general?” (very
satisfied, satisfied, dissatisfied, very dissatisfied), prevalent chronic diseases were
estimated on the participants’ self-reports as regards the occurrence of 11 medical
conditions and BMI was determined according to current height and weight (weight in
kilograms divided by the square of the height in meters). The presence of more than
three of the above indicators of well-being was regarded as multiple clustering or

accumulation of well-being outcomes and thus, as high well-being status.

Statistical Analysis

Data were analyzed using the SPSS software (IBM SPSS Statistics for Windows,
Version 24.0, Armonk, NY: IBM Corp) and Stata/MP 3.1. The weighted prevalence
and 95% confidence intervals (95% CIs) of frequent feelings of loneliness (most or
some of the time) according to age and gender were estimated in the eleven European

countries. The weighted prevalence of well-being indicators and their clustering (0, 1,
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2 or 3+) was examined in relation to loneliness frequency (none of the time, some of
the time, most of the time), with the corresponding 95% Cls at the individual and
country level. Weighted means and 95% ClIs of well-being indicators were also
estimated for each level of loneliness feelings based on analysis of covariance and
according to the complex sample general linear model procedure. Gender, age,
educational attainment, living arrangements, widowhood, retirement status, income
and European regions facilitated as covariates. Lastly, the weighted mean numbers of
the five well-being indicators and the corresponding 95% Cls were estimated in each

country.

Results

The respondents’ descriptive characteristics are provided in table 1. The mean age of
the participants was 73.1 and two-thirds (62.9%) were 65-74 years of age. Over half
of the sample were women (52.9%) and the majority had received less than high
school education (0-7 years) (42.8%) and was retired (81.8%). One-third of the
respondents (31.4%) were within the lowest household income quartile. High quality
of life (score >39) and very good self-assessed health status were ascertained for only
a small proportion of older individuals (5.7% and 8.0%, respectively), whereas about
one-third of them declared to be very satisfied with their life (28.8%). A little less
than half of the participants reported feeling lonely most or some of the time over the
course of the previous week (45.7%), whereas the majority of them declared that had
not experienced any feelings of loneliness in the same period (54.3%).

—TABLE 1

Frequent feelings of loneliness were significantly more prevalent among women
(54.4%; 95% CI 51.6- 57.3), than men (34.4%; 95% CI 31.6-37.4). The same pattern
was observed when differences by age and gender were examined at the country level
(table 2). Level of loneliness was higher among the oldest-age groups of participants,
compared to respondents of the younger-age groups and among women, in relation to
men, in most countries under study. Further, prevalence of frequent loneliness was the
highest among the oldest-old women and that was the pattern observed in the large
majority of countries. More particularly, the proportion of women over age 85
declaring to feel lonely most or some of the time during the previous week ranged
from 100.0% in Italy and 80.0% in France to 38.7% in Spain and 40.9% in Denmark.
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The smallest proportion of the participants who felt lonely most or some of the time
was found in Denmark among men aged 74-85 (9.4%). The percentage of frequent
feelings of loneliness was almost twice as high among women aged 65-74 (45.7%)
and 75-84 (60.3%) in Belgium, compared to their male peers of the same age groups
(26.0% and 32.6%, respectively). Level of loneliness was also higher among the two
groups of participants of higher age in both genders and this was the picture for most
countries, with the exceptions being women in Austria, whereby loneliness was found
to be slightly smaller among those aged 85+ (56.0%), compared to their younger
counterparts 75-84 years of age (59.3%) and women in Spain, where loneliness was
twice as high among those aged 75-84 (64.8%), as compared to the oldest-age group
(38.7%). Greece was documented to be the country with the highest proportion of
both men and women reporting frequent feelings of loneliness in all age groups,
except for women over the age of 85. Differences in the level of loneliness by gender
were maintained in all age groups of participants, but were diminished among
respondents aged 85 years and over in almost all counties. The proportion of the
oldest-age group of men with frequent feelings of loneliness was significantly higher
(66.6%; 95% CI 37.5- 86.9), compared to women (38.7%; 95% CI 21.3- 59.5) in
Spain.

—TABLE 2

Prevalence of indicators of well-being and their clustering according to frequent
feelings of loneliness is shown in table 3. A lower level of well-being, as measured by
the participants’ life satisfaction (10.5%; 95% CI 7.1-15.3), was found to be prevalent
among those endorsing frequent feelings of loneliness, as compared to those with no
feelings of loneliness over the course of the previous week (40.5%; 95% CI 38.1-
42.9). The accumulation of well-being indicators was significantly more prevalent
among respondents feeling lonely none of the time (15.5%; 95% CI 13.8-17.2), as
compared to those declaring to feel lonely most of the time (6.9%; 95% CI 3.7-12.4).
Similarly, controlling for gender, age, educational attainment, living arrangements,
widowhood, retirement status, income and European regions, a significantly higher
mean score of well-being indicators was documented among older adults who had not
experienced any feelings of loneliness over the course of the previous week (1.36),
compared to their lonely counterparts having been burdened by severe feelings of
loneliness most of the time (1.07) (p-trend=0.002) (Table 4).
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—->TABLES 3,4

The mean well-being score was found to differ significantly among the eleven
European countries, with Denmark and Switzerland presenting the highest mean
number of well-being indicators (1.90). The significantly lowest mean score of
indicators of well-being was evidenced in Italy (1.05) (Fig. 1). In addition, as depicted
in table 4, participants declaring to feel lonely most or some of the time in Spain
displayed significantly the lowest proportion of multiple well-being indicators (5.0%;
95% CIl 2.5-9.5), as compared to the rest of the countries under analysis. The
significantly lowest proportion of the participants suffering from less than two chronic
conditions (29.9%; 95% CI 23.6-37.1) and indicating normal BMI (30.8%; 95% ClI
24.5-37.9) was also detected in Spain, whereas, the prevalence of older individuals
reporting high quality of life (2.9% 95% CI 1.3-6.4), evaluating their health status as
very good (2.6% 95% CI (0.7-8.7) and being very satisfied with their life (9.3% 95%
Cl 5.4-15.4) was significantly the lowest in Italy, as compared to the rest of the
European countries. The accumulation of indicators of well-being was thus,
significantly greater in Switzerland (24.6%; 95% CI 14.6-38.3), which also displayed
a significantly higher prevalence of respondents with high quality of life, very good
self-assessed health, satisfaction with life and less than two chronic diseases.

—Table 5, Fig. 1

Discussion

Owning to considerable age-specific negative life events and constraints that
heretofore had not been experienced, the elderly are presumably more inclined to
encounter several adverse conditions which compromise their level of social
connectedness and render them more susceptible to loneliness and poorer health and
well-being outcomes. The present study based upon a sub-sample of older adults over
the age of 65 who took part in the first wave of the SHARE study examined the
importance of feelings of loneliness to later-life well-being at the individual and
country level. We were also interested to determine if frequent loneliness varies
according to demographic variables in the eleven SHARE countries and look for
possible regional differences in the distribution of positive well-being outcomes

among the elderly endorsing frequent feelings of loneliness.
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Loneliness and well-being

The most salient finding of the current research regards the significant and negative
association between very frequent feelings of loneliness (most of the time) and the
multiple clustering of well-being outcomes in the old age population. More
particularly, the prevalence of more than three well-being indicators was almost twice
as high amongst older adults with no feelings of loneliness, as compared to their
counterparts having experienced severe loneliness over the course of the previous
week. Relatedly, life satisfaction was found to differ significantly by level of
loneliness, with the proportion of the respondents declaring to be very satisfied with
their life being almost four times as high in older adults feeling with no feelings of
loneliness (40.5%; 95% CI 38.1-42.9), in relation to those for whom very frequent
feelings of loneliness were ascertained (10.5%; 95% CI 7.1-15.3). The above finding
is in accordance with previous empirical evidence which has suggested that loneliness
is a predictor of health and well-being among older adult population (Cornwell and
Waite 2009; Rodriguez-Blazquez et al. 2012) and hence, it is supportive of the widely-
held contention that keeping meaningful social and family relationships and
interactions is an important means of protection against the onset of social isolation
and loneliness (Biordi and Nicholson 2008). Accordingly, Chen et al. (2013) on their
analysis of a sample of adults 50 years old and over of Health and Retirement Study
(HRS) indicated that those who exhibited adequate support receipt from their
spouses/partners and friends experienced lower levels of loneliness and higher well-
being. More recently, social isolation and poor quality of social relationships were
related to higher level of loneliness, which in turn was shown to hold a higher risk for
depression among adults 50 years and older participants of the Irish Longitudinal
Study on Ageing (TILDA) (Santini et al. 2016).

Loneliness according to age and gender

As regards the distribution of loneliness by gender and age, a comparable pattern was
discerned in most countries, which was more favorable with regard to males and the
youngest-old participants. More particularly, frequent feelings of loneliness (most or
some of the time) were more common among females, as compared to males, and
increased consistently with age, with endorsements of most or some of the time
feelings of loneliness being less prevalent among the youngest-age group of

respondents, compared to their older counterparts. The afore-mentioned evidence
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further supports relevant research suggesting that women and people of advanced age
are more vulnerable to loneliness (Demakakos et al. 2006; Steptoe et al. 2013) and
lends plausibility to the hypothesis that loneliness is an emotional state inherently
related to the experience of growing older which accompanies age-related losses and
transitions (Singh and Misra 2009). The observed gender differentials in loneliness
might be partially explained on living arrangements and widowhood, in that due to
women’s tendency to outlive their partners or spouses, it is thus more likely that they
spend a greater period of their older life in solitude and bereavement, which inevitably
renders them more prone to feelings of loneliness (Aartsen and Jylha 2011). In
contrast to the above observation, in the study of Fokkema and Naderi (2013), older
women were found to be less lonely, than their male peers and this was attributed to
partnership status and socioeconomic position. There is also evidence to support the
hypothesis that men are less likely to admit to experiencing unpleasant emotional
states, such as loneliness. For instance, according to Nicolaisen and Thorsen’s findings
(2014), loneliness was more pronounced among males when measured through an
indirect measure, whereas prevalence of loneliness was higher among females when a
direct single-item question was utilized. Similarly, the results of Pinquart and
Sorensen’s (2001) meta-analysis showed that levels of loneliness were higher among
women in studies whereby it was gauged on single-item measurements, relative to

studies using larger questionnaires.

Regional Differences in loneliness and well-being

As far as regional differences are considered, the highest mean well-being score was
observed in Denmark and Switzerland and the lowest in Italy, which is in line with
previous research which has acknowledged the existence of a specific north-south
patterning, with older adults in the south of Europe exhibiting consistently poorer
outcomes in an array of health and well-being indices, relative to their northern
counterparts (Grundy and Murphy 2017; Thagersen-Ntoumani et al. 2011). Level of
loneliness was also documented to be higher among the elderly in Greece and Spain,
with the proportion of Greek women aged 65-74 and 75-84 declaring to feel lonely
most or some of time during the previous week being the highest among the eleven
populations under scrutiny. More particularly, two-thirds of elderly women in Greece
were found to suffer from loneliness. The percentage of Greek older men feeling

lonely most of the same was significantly lower for the first two age groups, compared
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to women, but did not differ significantly for the oldest-age group of men. Greek older
men in all age groups also displayed the highest prevalence of loneliness, as compared
to their male counterparts in the rest of the European countries. The elderly in northern
European countries exhibited the lowest prevalence of frequent feelings of loneliness
and this was the pattern which generally applied to both genders in all age groups of
respondents, which further highlights previous evidence which have indicated that a
north-south divide for loneliness is prevalent (Yang and Victor 2011). The observed
differences in the prevalence of loneliness by age among different nations could in
part reflect the unequal distribution of objective living conditions and welfare
resources at the country level (Hansen and Slagsvold 2016). Similarly, with reference
to multiple clustering of well-being indicators according to level of loneliness in the
different SHARE countries, the general picture leads to the conclusion that the
accumulation of well-being indicators (3+) is more pronounced among lonely older
adults in the North of Europe, whereas, to the opposite, fewer positive well-being
outcomes were present among the elderly feeling lonely in Southern European
countries.

Therefore, it could be presumed that level of loneliness might bring about a greater
effect on southern Europeans’ well-being, than it does regarding their peers in the
north of Europe. This may be due to the fact that loneliness risk factors, such as
material deprivation, poverty, poor health and social disengagement, are differently
distributed among different nations, with northern European older adults found
consistently to be in a significantly more advantageous position by virtue of access to
socio-economic and societal resources (Hansen and Slagsvold 2016). It could also be
possible that factors which bear upon loneliness might differently amongst older
populations from various cultural contexts (Dykstra 2009). More particularly,
contextual and cultural factors could also be of relevance to older people’s
expectations for social interaction and connectedness and might impact upon their
interpretation of their actual state leading to feelings of sadness, disappointment and
loneliness. Despite the fact that in cultural contexts where cohabitation or nearness of
parents to their children is highly appreciated and expected loneliness is assumed to be
lower, the opposite seems to be the picture when it comes to measuring cross-national
variations in the level of loneliness, as also indicated by the current findings. For
instance, though, geographical proximity of older adults to their offspring, which has

been viewed to be a core aspect of intergenerational solidarity, is particularly common
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in the south of Europe whereby it has been evidenced that “the apple doesn’t live far
from the tree” (Isengard 2013), a “confusing discrepancy” is also apparent (Sundstrém
et al. 2009). More particularly, feelings of loneliness have been found to be more
prevalent in the south of Europe (Yang and Victor 2011), despite the fact that intimate
family bonds, intergenerational cohabitation and interactions are thought to be more
socially preferred in southern European societies The above findings have been
explained in terms of living arrangements, drawing on the hypothesis that living alone
might provoke feelings of loneliness in countries where this state is not culturally
accepted, whereas in other countries might not, which according to Zavaleta et al.
(2014) connotes that one’s personal belief of the extent of family relationships and
their quality is congruent with societal and cultural values. To this vein, questions
have also been raised as to whether older adults in southern Europe are less self-
dependent and thus are more affected by age-related social losses which exacerbate
feelings of loneliness, whereas their northern counterparts invest more on personal
agency and privacy and are less emotionally affected by changes in their social
connections through to ageing trajectories (Dykstra 2009).

Limitations and strengths

The above findings ought to be cautiously interpreted due to some limitations,
mentioned hereafter. Firstly, evidence up to date is rather inconsistent as regards the
direction of the association between loneliness and health and the current results
should also be viewed upon consideration on account of their cross-sectional nature. It
might also be likely that frequent feelings of loneliness adversely impact upon health
and well-being outcomes through several possible physiological and behavioural
pathways (Christiansen et al. 2016). It could, therefore, be fairly assumed that
constraints that follow the ageing process, such as deteriorated physical, cognitive and
mental functioning, sensory deficits and social losses, actually deter older people from
maintaining previously held social connections and interactions and thus render them
more vulnerable to loneliness (Charles and Carstensen 2010). The longitudinal nature
of SHARE data, though, offer the possibility to make observations over time which
could help discern possible causal directions as regards the observed association
between loneliness and well-being. Secondly, the fact that SHARE lies on older
people living in the community could have led to the underestimation of the real

magnitude of the effect of loneliness on well-being since institutionalized and thus

129

——
| —



KEDQAAAIO 3

rather socially isolated people were not investigated. However, according to previous
studies, though community-dwelling older adults tend to be healthier and suffer from
less functional limitations, compared to their peers living in institutions, when age is
controlled for differences in self-perceived health status and number of medical
conditions are attenuated to non significant, implying that age might be a moderator of
the effect of institutionalization on health and well-being outcomes (Rodriguez-
Blazquez et al. 2012). Another shortcoming that merits to be referred to is the fact that
data rest on self-reported measures which in the case of loneliness have been
suggested to hold social desirability biases (Koropeckyj-Cox 1998). According to
Victor et al. (2000), social stigma attached to loneliness makes people less willing to
identify themselves as lonely, which might mean that the true estimates of loneliness
are higher than the ones drawn by self-reported measurements. In addition, it has been
stated that observed variations in self-reported accounts of health and well-being
among different countries might also be attributed to different cultural beliefs and
divergence in the way symptoms are reported (Thegersen-Ntoumani et al. 2011).
However, the above methodological shortcomings seem to be prevalent in large-scale
surveys involving data resting upon the respondents’ self-reports.

Despite the above limitations, the current results furnish additional cross-national
evidence which replicates previous documentation along relevant research literature
and converges to the reasonable conjecture that well-being in old-age is negatively
impacted on by frequency of loneliness. Considering the well-being potential as a
predictor of greater survival, better cognitive functioning and enhanced health-
protective behaviours (Steptoe et al. 2012), addressing the factors that bear upon the
well-being of older individuals holds important implications for public health and
social policies aiming at successful ageing. Greater emphasis should, therefore, be laid
to implementing interventions that could lead to improvements in late-life well-being
through addressing the possible adverse consequences of loneliness and prioritize its
alleviation in the old-age context, especially in countries where levels of loneliness are

higher.
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Table 1. Descriptive characteristics of 6,971 adults, aged 65+ years in the SHARE study
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(2004/05).

n %
Gender males 3,285 47.1
females 3,686 52.9
Age, years 65-74 4,386 62.9
75-84 2,203 31.6
85+ 38 55

mean + standard deviation (min-max) 73.1+6.4 (65-99)
Edu_catlonal 0-7 2,963 428

attainment, years

8-12 2,186 31.6
13+ 1,771 25.6

Living arrangements
Widowhood
Retirement status

Income?
European regions

CASP-12
Self-rated health
Life satisfaction
Chronic diseases
BMI

Loneliness

mean + standard deviation (min-max)

retired
lower quartile

northern
central
southern

score >39

very good

very satisfied
<2

normal

none of the time

some of the time
most of the time

9,0+4.5 (0-21)

5,702
2,192
1,234
3,666
2,071
482
873
2,607
3,217
2,665
4,185

2,329
457

81.8
314

17.7
52.6
29.7

5.7
8.0
28.8
43.8
37.4
54.3

37.3
8.4

®Income was classified using country-specific quartiles for all participants in the 2004/05 SHARE study.
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Table 2. Prevalence of loneliness according to age in 3,285 men and 3,686 women in
eleven European countries.

Loneliness (most or some of the time in the previous

Men Women
Countries Age, years weight % (95% Cls)
Total 65-74 30.0 (26.8, 33.4) 49.0 (45.5, 52.6)
75-84 38.9 (33.5, 44.6) 59.5 (54.6, 64.3)
85+ 64.8 (49.2, 77.7) 67.9 (57.2, 77.0)
Austria 65-74 30.0 (23.1, 37.9) 50.2 (42.6, 57.8)
75-84 37.3(26.4, 49.6) 59.3 (49.8, 68.2)
85+ 45.5(17.8, 76.3) 56.0 (34.1, 75.8)
Belgium 65-74 26.0 (20.5, 32.4) 45.7 (39.1, 52.4)
75-84 32.6 (24.3,42.2) 60.3 (50.7, 69.2)
85+ 52.2 (23.7, 79.3) 61.7 (35.2, 82.6)
Denmark 65-74 20.6 (13.3, 30.4) 24.2 (16.2, 34.5)
75-84 9.4 (3.4,23.2) 32.3(21.5, 45.4)
85+ 52.8 (21.1, 82.4) 40.9 (17.1, 69.9)
France 65-74 28.2 (19.3, 39.2) 45.8 (35.7, 56.3)
75-84 40.2 (26.6, 55.4) 54.7(41.4, 67.3)
85+ 71.4 (27.9,94.2) 80.0 (40.7, 95.9)
Germany 65-74 26.8 (20.5, 34.1) 42.3(34.8,50.2)
75-84 26.8 (20.5, 34.1) 60.2 (49.8, 69.8)
85+ 70.2 (32.6, 91.9) 76.6 (52.1, 90.8)
Greece 65-74 44.1(36.6, 51.9) 70.7 (63.9, 76.6)
75-84 49.9 (38.7, 61.0) 72.1(62.7, 79.9)
85+ 73.8 (47.0, 89.9) 77.8 (59.7, 89.3)
Italy 65-74 38.6 (30.3, 47.7) 60.3 (51.3, 68.6)
75-84 54.0 (38.1, 69.0) 61.4 (46.7, 74.3)
85+ 66.1 (19.2, 94.1) 100.0
Netherlands 65-74 24.3 (18.0, 32.0) 46.0 (38.1, 54.1)
75-84 36.6 (26.1, 48.7) 53.7 (42.8, 64.2)
85+ 46.1 (15.0, 80.6) 72.7 (49.6, 87.8)
Spain 65-74 28.0 (20.7, 36.7) 50.0 (41.6, 58.3)
75-84 32.2(21.7, 44.9) 64.8 (55.0, 73.4)
85+ 66.6 (37.5, 86.9) 38.7 (21.3, 59.5)
Sweden 65-74 20.8 (15.4, 27.4) 33.2(26.3, 40.8)
75-84 20.8 (15.4, 27.4) 33.2(26.3, 40.8)
85+ 49.5 (275, 71.7) 66.2 (44.5, 82.8)
Switzerland 65-74 19.0 (11.2, 30.5) 27.3 (14.0, 46.5)
75-84 33.0 (23.8, 43.7) 47.3(36.7,58.1)
85+ 495 (27.5,71.7) 66.2 (44.5, 82.8)

Cls, confidence intervals.

Weight percentages and 95% confidence intervals were estimated according to the complex sampling design of the study.
1n=2,786 or 45.7% (95%Cls: 43.6, 47.8) [988 men or 34.4% (95%ClI: 31.6, 37.4); 1,798 women or 54.4% (95%ClI: 51.6,

57.3)].
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Table 3. Prevalence of well-being indicators according to frequency of loneliness, in 6,791

adults aged 65+ years.

Indicators of well-being

Loneliness in the previous week

None of the time

Some of the time

Most of the time

weight % (95% Cls)

CASP-12 score >39
SRH very good
: : . very
Life satisfaction satisfied

Chronic <
diseases
BMI normal
_Clu_sterlng None
indicators

1

2

3+

5.9

10.7

40.5

47.0

35.0

21.7

36.4

26.5

155

(4.9-7.1)
(9.4-12.2)
(38.1-42.9)
(44.5-49.6)
(32.6-37.5)
(19.6-23.9)
(3.9-38.9)
(24.3-28.8)

(13.8-17.2)

5.7

4.6

15.9

39.2

40.9

31.4

39.6

21.5

7.5

(4.4-7.4)
(3.5-6.1)
(13.5-18.5)
(35.8-42.8)
(37.4-44.5)
(28.1-35.0)
(36.1-43.3)
(18.7-24.5)

(5.9-9.4)

4.3

5.0

10.5

44.0

37.6

34.9

35.8

22.4

6.9

(2.2-8.4)

(2.5-9.9)
(7.1-15.3)
(36.1-52.1)
(30.0-45.8)
(27.7-42.9)
(28.5-43.8)
(16.3-29.9)

(3.7-12.4)

Cls, confidence intervals; CASP-12, Control, Autonomy, Self-realization and Pleasure questionnaire, SRH, Self- Rated

Health status; BMI, Body Mass Index.

Weight percentages and 95% confidence intervals were estimated according to the complex sampling design of the study.
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Table 4. Prevalence of well-being indicators according to loneliness (feeling lonely most or some of the
time, n=2,786), among the eleven European countries.

Indicators of well-being

CASP-12, SRH, Life. Chronic BMI, Clustering indicators
score >39  very good 32:;52252;:2& dlsiazses' normal None 1 2 3+
Countries weight % (95% Cls)
Spain 5.0 4.6 17.9 29.9 30.8 427 34.2 18.1 5.0
(25,95) (25,84)  (130,242)  (236,37.1) (245,37.9) (357,50.0) (27.7,413) (13.1,24.6) (25,95)
Italy 2.9 26 9.3 406 428 319 43.9 18.7 55
(1.3,6.4) (0.7,8.7) (5.4,154)  (32.9,48.8) (34.9,51.1) (24.7,40.0) (359 6522) (13.2,25.7) (2.7,11.1)
France 5.8 2.3 7.3 40.6 47.0 29.5 44.1 20.2 6.2
(21,148) (08,69  (3.1,158)  (322,496) (38555.8) (22.3,38.0) (357,529) (14.2,28.0) (2.4,15.0)
Germany 6.2 3.0 125 412 405 325 38.0 233 6.2
(38,10.1) (1.3,6.7) (85,18.1)  (34.2,485) (335,48.0) (25.9,39.9) (31.2,45.3) (17.6,30.1) (3.5 10.7)
Belgium 8.4 10.0 20.6 37.8 33.9 35.4 30.4 24.4 9.9
(55,12.6) (6.9,142) (16.1,26.0)  (32.1,43.9) (28.3,40.0) (29.7,415) (25.0,36.3) (19.5,30.0) (6.8, 14.2)
Greece 5.0 8.2 240 39.9 35.8 31.2 36.4 225 9.9
(32,78) (5.7,117) (20.0,28.6)  (35.0,45.1) (31.0,40.8) (26.6,36.2) (31.6,41.5) (18.4,27.1) (7.3, 13.5)
Austria 5.0 7.4 18.1 57.8 435 19.8 41.9 27.2 111
(28,88) (4.7,115) (136,23.6) (51.3,64.1) (37.2,50.1) (15.1,25.5) (35.6,48.4) (21.8,33.4) (7.6,15.9)
Sweden 10.1 14.7 174 36.4 51.6 255 35.8 25.3 134
(6.4,15.6) (9.9,21.3)  (12.2,24.3)  (29.3,44.1) (43.9,59.3) (19.4,32.7) (28.7,43.5) (19.2,32.7) (8.9,19.8)
Netherlands 9.1 8.6 34.2 49.9 43.9 18.2 36.2 29.7 15.9
(5.6,14.7) (5.1,14.1) (27.3,417)  (42.2,575) (36.4,51.6) (12.9,25.1) (29.2,43.9) (23.3,37.0) (11.0,22.4)
Denmark 7.8 16.0 41.2 37.7 40.0 234 34.8 19.2 22.6
(32,17.7) (8.9,27.1)  (30.2,53.1)  (26.9,49.8) (29.0,52.0) (14.6,35.4) (24.4,46.9) (11.1,31.0) (14.4,335)
Switzerland 134 22.0 34.8 55.0 45.9 15.2 30.2 30.0 24.6
(6.4,26.0) (12.6,35.6) (22.8,49.0)  (41.1,68.2) (32.6,59.7) (7.7,27.7) (19.1,44.3) (18.9,44.3) (14.6,38.3)

Cls, confidence intervals.
Weight percentages and 95% confidence intervals were estimated according to the complex sampling design of the study.

Table 5. Mean number of five WB factors (WBs) according to loneliness of n=6,907.

wmberot oo P Estmated

WBs
Total 1.17 1.12-1.23 - 26,592,583
!_orrl]eliness none of the time 1.36 1.31-1.42 14,413,797
;)nrév?ous some of the time 1.09 1.03-1.16 0.002 9,959,029
ek most of the time 1.07 0.92-1.22 2,219,757

Analysis of covariance — polynomial trend (using complex sample design procedure). Gender, age,
education, living arrangements, widowhood, retirement status, income and European regions were used as

covariates.
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Figure 1. Mean well-being scores among the eleven European countries.
Footnote: 95% confidence intervals (95% CIs) were estimated according to the complex sampling design of
the study.
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ABSTRACT

Previous research has suggested that individuals are mostly prone to loneliness in their
later years of life due to being exposed to several risk factors typical of old age.
Although the health consequences of loneliness have long been the focus of
gerontological research, there seems to be a lack of evidence on possible determinants
of loneliness. In the current study loneliness was examined according to adverse health
conditions, stressful life events and social isolation indicators among older adults.
Data on a nationally representative sample of 5,074 Europeans aged >65 years were
drawn from the first wave of the Survey of Health, Aging and Retirement in Europe
(SHARE, 2004/2005). Female gender, older age, lower socio-economic status, living
unpartnered, being childless and having no activity involvement were significantly
associated with frequent feelings of loneliness (p<0.001). The proportion of the
respondents who declared to endure loneliness most of the time, compared to none of
the time, was significantly higher among Southern Europeans, relative to their
Northern counterparts (p<0.001). Recent departure of offspring from the parental nest
was a significant predictor of loneliness in both the second (ORs=2.08; 95% CI 1.24-
3.48) and the third (ORs=1.75; 95% CI 1.03-2.96) multiple regression models. In this
sample of older Europeans, several demographic characteristics, specific adverse
health conditions, stressful life events and social isolation indicators were associated
with feelings of loneliness. Policy initiatives for the alleviation of loneliness in older
age should therefore aim at improving psychosocial and health-related difficulties
faced by this population.

Key words: Older adults, Loneliness, Health, Social isolation, SHARE study

Introduction

Loneliness is an unpleasant and distressful emotional state whereby a person
undergoes a deprivation of social resources, pertaining to interpersonal relations,
connectedness, companionship and support (van Baarsen et al. 2001), and thus
perceives a discrepancy between the desired amount of social relationships and
contacts and the ones they have managed to obtain (Perlman and Peplau 1981).
Loneliness is usually appraised subjectively, by the extent an individual is integrated
in social networks, or the degree of their social alienation (Wenger et al. 1996).
Although a universal definition does not exist, loneliness has mainly been

conceptualised as a self-identified painful experience, characterized by a cognitive
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evaluation of the divergence between real relationships and those anticipated by
individuals (Cacioppo and Hawkley 2009). Therefore, loneliness refers to the social
deficiency arising from an imbalance between the social interactions a person holds
and the ones they would wish for (Peplau and Perlman 1982), which is thus
intertwined with self-perceptions of isolation, negligence and abandonment (Singh and
Kiran 2013).

Previous psychological and sociological research has portrayed loneliness as a
major health, well-being and mortality risk factor (Holt-Lunstad et al. 2015), which
can pose a health burden equivalent to common risky health behaviors, such as
smoking, alcohol consumption and physical inactivity, particularly in older adults
(\Valtorta and Hanratty 2012). Potential mechanisms underlying the health implications
of loneliness in this population include the inducement of physiological, behavioral
and psychological changes, such as increased stress-related responses (Steptoe et al.
2004), elevated blood pressure, cardiovascular activation, sleep disturbance (Cacioppo
et al. 2002; Hawkley and Cacioppo 2010) and functional decline (Perissinotto et al.
2012). Loneliness, ‘as a stressor itself”, accounts for higher negative affect and less
emotional regulation (Cacioppo and Hawkley 2003) and thus greater depression
(Singh and Misra 2009). There is also empirical evidence to relate the higher incidence
of loneliness with the arousal of feelings of rejection, interpersonal mistrust and lack
of self-confidence (Masi et al. 2011), whereas chronic loneliness has been linked to
unpleasant emotional states, such as anger, anxiety, pessimism and low self-esteem
(Cacioppo et al. 2006). In addition, the likelihood of being physically inactive,
smoking and indicating multiple health-detrimental behaviours has been shown to be
greater among lonely individuals of advanced age (Shankar et al. 2011). Loneliness
has thus been associated with increased healthcare services utilization (Gerst-Emerson
and Jayawardhana 2015) and frequent nursing home admission, potentially increasing
health care costs (Russell et al. 1997).

The onset of loneliness in the later-life context has been attributed to the occurrence
of considerable changes in life circumstances which are particularly related to older
age. Old age itself constitutes a transition which is accompanied by several adverse
social and health conditions with salient implications for loneliness. Life-course
trajectories accompanying aging, such as the deterioration of family and social
networks due to adult offspring leaving the parental home, death of a spouse, a parent

or friend, and age-related health decline and impairment, can particularly subject older
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people to loneliness (Yang and Victor 2011). Old age has thus been considered as a
life period where intimate attachment figures are more likely to be lacking due to loss
of contemporaries and shrinkage of prior family and social bonds (van Baarsen et al.
2001).

Evidence to date has suggested that the prevalence of loneliness in older people
ranges from around 7% and 9% to 14.5% in Great Britain (Thomas 2015; Victor and
Bowling 2012; Victor and Yang 2012) and 10% to 25% in the United States (AARP
2010; Kuwert et al. 2014). According to recent findings of the Generations and Gender
Survey, loneliness was common among 30% to 55% of older people in Central and
Eastern Europe and 10% to 20% in North-Western Europe (Hansen and Slagsvold
2016). Therefore, loneliness in older age has been regarded a major public health and
social issue, which seems to affect a considerable proportion of older adults (Bernard
2013) and to bear important implications for their emotional and psychological well-
being (Allen 2008).

Susceptibility to loneliness among older people could be alleviated through active
involvement in social activities and engagement with extensive family networks and
supportive marital relations (Gierveld Jde et al. 2009). Moreover, studies examining
the predictors of loneliness in old age have suggested the protective role of living
within a partnered arrangement (Gierveld Jde et al. 2012), being socially engaged and
having a confidant, friends, relatives and children (Steed et al. 2007), in loneliness
prevention.

However, evidence on the demographic, health and social patterns of loneliness
remains limited. In addition, the determinants of loneliness from a cross-national
perspective have not been fully investigated. In this respect, identifying factors related
to loneliness is essential for recognizing individuals who are at increased risk of
feeling lonely and developing appropriate intervention strategies to tackle and alleviate
loneliness. The aim of the current study was thus to examine the prevalence of
loneliness in a nationally representative sample of European older adults and consider
various health, psychological and social variables possibly associated with the

experience of loneliness.

METHODS

Subjects and data collection
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The current study is based on data of a subsample of 5,129 adults, 65 years of age and
older, of the total sample of 27,444 individuals who took part in the first wave of the
Survey of Health, Ageing and Retirement in Europe (SHARE, http://www.share-
project.org), which was conducted between 2004 and 2005 in eleven European
countries (Austria, Belgium, Denmark, France, Germany, Greece, Italy, the
Netherlands, Spain, Sweden and Switzerland).

A centrally-programmed, computer-assisted personal interviewing technique
(CAPI) was administered for the collection of the main survey data by means of an
automatically generated questionnaire which comprised 21 modules on a wide range
of research domains. Interviews conducted through CAPIs were further supplemented
by a brief, self-completed paper-and-pencil questionnaire with additional queries on
social networks, health care, medical examinations and physical and mental health.

Measures

Loneliness

To assess feelings of loneliness, respondents were asked to demonstrate how
frequently they had recently been feeling lonely through a general question retrieved
from the abbreviated version of the Center for Epidemiological Studies Depression
scale (CES-D) and phrased as follows: “How often have you experienced the
following feelings over the last week?”: “I felt lonely”. Responses were classified
according to a four-point scale (’almost all of the time’; ‘most of the time’; ‘some of
the time’, and ’almost none of the time’). Participants who reported feeling lonely
‘almost all of the time” and ‘most of the time’ were considered to be severely lonely.
This self-reported measure has been commonly applied to determine levels of
loneliness among older individuals, as it is easily comprehended (Victor et al. 2009)

and concurs with the results of other multi-item scales (Pinquart and Sorensen 2001b).

Determinants of loneliness

Possible factors related to loneliness were addressed along three domains, namely
adverse health conditions, stressful life events, and social isolation. Adverse health
conditions, which have also been incorporated in recent research as components of
physical and mental health status (Linardakis et al. 2015), were assessed by the
presence of one or more chronic diseases (heart attack, high blood pressure, high

blood cholesterol, stroke, diabetes or high blood glucose, chronic lung cancer,
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asthma, arthritis, osteoporosis, cancer, and stomach or duodenal/peptic ulcer),
functional limitations in activities and instrumental activities of daily living ([IJADLS)
(dressing, walking across a room, bathing or showering, eating, cutting up food,
getting in or out of bed, using the toilet, using a map in a strange place, preparing a
hot meal, shopping for groceries, making telephone calls, taking medications, doing
work around the house or garden, and managing money), and disease symptoms (pain
in back, knees hips or other joints, heart trouble, breathlessness, persistent cough,
swollen legs, sleeping problems, falls, fear of falling down, dizziness, faints or
blackouts, stomach or intestine problems, and incontinence) and four or more
clinically depressive symptoms, according to the 12-item European Depression (Euro-
D) scale (Guerra et al. 2015). Stressful life events were measured on the occurrence of
four unpleasant circumstances, comprising quitting work on account of health
problems, undergoing a greatly deteriorated financial situation as compared to the
previous year, being a widower and enduring an ’empty nest* due to adult children
having recently left the parental home. Social isolation was defined as: (1) small
network size, assessed by living unpartnered, being unmarried and having no children
and (2) social disengagement, assessed by means of infrequent contact with offspring,
separate residence to children, infrequent social involvement and rare or no social

support exchanges.

Demographic and socio-economic characteristics

Demographic characteristics included gender (male/female) and years of age (65-74,
75-84 and 85+). The social background variables of educational attainment, measured
as years of schooling obtained (0-7, 8-12, 13+), retirement status (retired/not retired)
and self-reported household income, defined by country-specific quartiles (low <25%,
average between 25 and 75% and high >75%), were incorporated in the analysis.
Additionally, the eleven European countries were geographically classified into
northern (Denmark, Sweden), central (Austria, Belgium, France, Germany, the

Netherlands, Switzerland) and southern (Greece, Italy, Spain).

Statistical analysis
Data analyses were performed using SPSS (IBM SPSS Statistics for Windows,
Version 23.0. Armonk, NY: IBM Corp). Sampling design weights, adjusted for non-

response, were employed according to the complex multi-stage stratification sampling

147

——
| —



KEDQAAAIO 4

design of the study. First, prevalence of loneliness was assessed and chi-square tests
were used to compare this variable according to demographic characteristics. Odds
Ratios (ORs, adjusted) were estimated with socio-demographic characteristics as
covariates, using multiple logistic regression analysis. Prevalence of loneliness was
also examined according to adverse health conditions, stressful life events and social
isolation indicators using similar methods as previously described. Secondly, multiple
logistic regression analysis was applied for adults endorsing feelings of loneliness
most of the time, compared to none of the time. Three models were fitted to compute
adjusted ORs in order to examine the effect of adverse health conditions, stressful life
events and social isolation indicators on feeling lonely most of the time compared to
none of the time. In the first model, we estimated the effect of adverse health
conditions on feeling lonely most of the time, adjusting for age, gender, education,
retirement status, household income and country regions. In the second model stressful
life events were added, whereas the effect of social isolation indicators was examined
in the final model. Nagelkerke pseudo R estimators were also assessed for the
evaluation of goodness-of- fit in the three models.

RESULTS

The distribution of loneliness by demographic and socio-structural variables is
depicted in Table 1. Enduring severe (‘almost most of the time’ and ‘most of the
time”) and frequent (‘some of the time’) feelings of loneliness was mostly reported by
females, relative to males (59.1 vs. 38%, p<0.001) and females had higher odds of
considering themselves lonely most of the time (OR= 2.08; 95% CI 1.35-3.19).
Prevalence of feeling lonely most of the time was higher among the oldest-old
participants (85+) (12.4%), compared to participants aged 65-74 (7.7%) and 75-84
years old (11.9%) (p<0.001). Individuals aged 75-84 years were more likely to feel
lonely most of the time, compared to their younger and older counterparts (OR=1.72;
95% CI 1.14-2.59). Higher prevalence of persistent feelings of loneliness was also
observed among the respondents with the lowest educational attainment (12.4 vs.
7.3%, p<0.001), those who were not retired (11.3 vs. 9.2%, p=0.009) and those with
the lowest household income (13.6 vs. 7.3%, p<0.001). Respondents of lower
household income had higher odds of reporting frequent feelings of loneliness,
compared to those of greater income (OR= 2.88; 95% CIl 1.49-5.58). A higher

proportion of southern older adults (12.6%) declared to feel lonely most of the time,
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compared to central (7.5%) and northern (5.0%) Europeans. Participants of Central
and Southern European countries had higher odds of feeling lonely most of the time
(OR= 2.63; 95% CI 1.54-5.51 and OR= 4.62; 95% CIl 2.63-8.10, respectively),
compared to their Northern counterparts. Significant differences were also observed at
the country level (Figure 1), with the greatest prevalence of loneliness found among
the Italian (27.8%) and the lowest among the Swiss older population (5.0%). In
addition, the percentage of the participants feeling lonely most of the time was
significantly higher among those living alone in Italy (20.4%) and Greece (16.6%) and
it was almost three times as high compared to older individuals in Switzerland (5.5%)
and Denmark (7.6%) (Figure 2). Overall, 40.9% of the study sample endorsed feelings
of loneliness some of the time and 9.6% most of the time (results not shown in table).
= TABLE 1, FIGURE 1, FIGURE 2

The prevalence of loneliness according to adverse health conditions, stressful life
events and social isolation indicators is presented in Table 2. Participants with one or
more chronic diseases, (I)ADL limitations, disease symptoms and adverse health
events, as well as those with four or more depressive symptoms, were significantly
more likely to report persistent or frequent feelings of loneliness, in comparison to
those with none of these conditions or less than four depressive symptoms. As far as
stressful life events are concerned, the percentage of widowers who reported feeling
lonely most of the time was significantly higher, compared to their non-widowed
counterparts (12.2 vs. 7.8%, p<0.001), while being a widow(er) was associated with
higher odds of frequent feelings of loneliness (OR= 1.87; 95% CIl 1.16-3.02).
Additionally, more participants whose offspring had recently moved out of the
parental home felt lonely most or some of the time, compared to those who still lived
with their children (52.4% vs. 44.7%, p=0.032) and were thus significantly more likely
to feel lonely most of the time (OR= 1.75; 95% CI 1.06-2.89). Loneliness was also
significantly more frequently reported by socially isolated adults, as indicated by their
living status, number of children and activity participation (p<0.001). Living without a
partner or spouse (OR= 3.96; 95% CI 2.52-6.22) and being childless (OR= 2.27; 95%
Cl 1.35-3.83) equated with a higher likelihood of feeling lonely most of the time. A
greater proportion of participants reporting more than four social isolation indicators

felt lonely most or some of the time, compared to those with less than four indicators
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(69.7 vs. 46.0%, p<0.001) and these participants had higher odds of persistent
loneliness (OR= 2.65; 95% CI 1.57-4.64).

- TABLE 2

Finally, the association between adverse health conditions, stressful life events and
social isolation and feeling lonely most of the time, compared to none of the time, was
examined by means of multiple regression analysis (Table 3). Adults with four or
more depressive symptoms had higher odds of persistent loneliness, in both the first
(OR=2.89; 95% CI 1.89-4.44) and the second (OR= 2.84; 95% CI 1.83-4.39) models.
Widowhood in the second model (OR=2.00; 95% CI 1.21-3.31) and having a child
recently moved away from the parental home (second and third models, OR=2.08;
95% CIl 1.24-3.48 and OR=1.75; 95% CI 1.03-2.96, respectively) were significant
predictors of persistent feelings of loneliness.

= TABLE 3

DISCUSSION

Loneliness in old age has mainly been portrayed as a subjective counterpart of being
socially isolated and a debilitating emotional response to social isolation (Wenger et
al. 1996) and has thus been determined according to the occurrence of adverse feelings
related to social disengagement and dissatisfaction with available social ties (Victor et
al. 2000). This study aimed to examine the prevalence of loneliness among a
nationally representative sample of older individuals residing in 11 European countries
and participating in the first wave of SHARE study, and determine its possible
association with socio-demographic characteristics, adverse health conditions,
stressful life events and social isolation. To our knowledge, this is the first study to
afford a comprehensive assessment of loneliness by utilizing multiple health,
psychological and social variables which are particularly relevant in the context of
later-life, resting upon cross-country data.

In line with the previous findings as regards the prevalence of loneliness, (Savikko
et al. 2005; Victor et al. 2015), the proportion of older adults in our sample who
declared feeling lonely most or some of the time was 50.5%. This was found to be
particularly the case for older women, whereby the rate of frequent loneliness was
59.1%, compared to 38.0% of men. These findings are in agreement with relevant
investigations, which have reported differences in loneliness among European adults

associated with being of female gender and older age (Fokkema et al. 2012; Tobiasz-
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Adamczyk et al. 2017). Gender and age related variations in loneliness have been
widely considered, concomitant with health decline, widowhood, bereavement and
solitary living to be mostly prominent among females, adults of advanced age and
disadvantaged older people (Fokkema et al. 2012; Pinquart and Sorensen 2001a). It is
thus well-established that women tend to live longer than their spouses and partners
and hence they are more likely to go through widowhood and get older in solitude,
conditions which potentially constitute them more prone to psychological distress and
loneliness due to subsequent losses in previous supportive exchanges which are
meaningful for later-life health and well-being (Hall and Havens 2001). The above
gender-linked differences might also be in part due to men’s unwillingness to admit to
feeling lonely, whereas it seems more socially accepted for women to express their
emotional states (Borys and Perlman 1985).

Not surprisingly, frequent feelings of loneliness were more prevalent among
southern European seniors (p<0.001). Earlier studies have affirmed the existence of a
North-South gradient in loneliness, suggesting a higher prevalence among southern
Europeans, as compared to their northern counterparts (Trivedi et al. 2009). According
to Dykstra’s (2009) review of empirical literature on loneliness, there seems to be an
overall pattern regarding the regional distribution of loneliness, with the older
population in the South of Europe, whereby societies are considered more “family-
oriented”, contrary to the individualistic Northern European countries, indicating
greater levels of loneliness. In the present study, the highest percentage of severe
loneliness among the eleven European countries under study was spotted in Greece
and Italy. More particularly, 27.8% of Italian and 26.1% of Greek participants reported
experiencing loneliness most of the time, compared to only 5.0% of Swiss and 6.0% of
Danish older people. It was also demonstrated that among older adults living alone the
proportion of those who declared feeling lonely most of the time was significantly
higher in Italy and Greece, compared to the other European countries. These findings
might be due to the “cultural expectation” which facilitates a “loneliness-provoking
factor” assumed to be mostly prevalent among older individuals living alone in these
countries, whereby co-residence or nearness of parents to their offspring is highly
appreciated as a core aspect of intergenerational solidarity (Zavaleta et al. 2014). The
observed divide in the proportion of elders enduring loneliness from south to north has
also been explained in terms of social integration implying that although Southern

Europeans tend to indicate higher levels of parent-child cohabitation, they also seem to
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be engaged in smaller networks of neighbours and friends and thus they lack socially
interactive involvements and supportive exchanges (Dykstra 2009). It is also worth
noting that, as previously denoted (Jylhad and Jokela 1990), the observed variations in
loneliness among European regions, could be attributable to Southern older adults’
high expectations of close familial bonds which might cause more frequent feelings of
disappointment and thus raise levels of loneliness especially among those less well-off
in terms of social connectedness.

The prevalence of loneliness differed significantly by educational attainment and
household income level, with less educated and less affluent participants being more
likely to report frequent feelings of loneliness, compared to their counterparts of
higher socio-economic status. This further corroborates the previously ascertained
social patterning of loneliness. For instance, Hawkley et al (2008) used data from the
Chicago Health, Aging, and Social Relations Study and showed that loneliness among
adults 50 to 68 years of age was significantly explained by socioeconomic status, as
assessed by education and income. In addition, Theeke (2010) found educational level
and household income to be associated with the frequency of feeling lonely among
adults 50+ years old from the Health and Retirement Study (HRS). A more recent
analysis of older adults aged 65 years and over (Dahlberg and McKee 2014) also
supported that loneliness is related to socio-economic resources, by showing that older
adults who perceived their income to be inadequate having higher levels of social and
emotional loneliness.

To date, most studies have examined loneliness as a risk factor for a wide range of
health-related physical and mental outcomes (Richard et al. 2017; Singh and Misra
2009). Even though few studies have assessed feelings of loneliness as a potential
outcome of unfavourable health-related circumstances drawing mainly on single-
country data, higher levels of loneliness have been consistently associated with poor
health and well-being in middle-aged and older individuals (Koropeckyj-Cox 1998;
Theeke 2009; Victor et al. 2005). In the current study, we also found that the
proportion of older adults who reported experiencing frequent loneliness was
significantly greater among those suffering from more than one adverse health
conditions, relative to their healthy counterparts. It could be possible, as also
previously suggested (Paul 2015), that morbidity worsens older individuals’ ability to

preserve their social contacts and impedes them from maintaining their social
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involvements due to their difficulties in communication or unwillingness to share their
ill-health conditions, which might trigger feelings of loneliness.

In concordance with prior evidence suggesting that the loss of a spouse or partner
constitutes a risk factor for loneliness (Dahlberg et al. 2015; Pinquart 2003), the
proportion of widowed older adults reporting frequent feelings of loneliness in our
sample was significantly higher, compared to their non-widowed counterparts. It has
been suggested that age-related losses, such as widowhood, affect the quality and
quantity of social ties and thus provoke feelings of loneliness (Pinquart 2003).
Furthermore, a significantly higher percentage of participants whose offspring had
recently moved out from parental home declared feeling lonely most or some of the
time, compared to participants who still shared their household with their children.
This pattern also held true in both regression models, with the odds of feeling lonely
most of the time, compared to none of the time, being significantly higher among
adults whose children had recently left parental household. It could be fairly assumed
that loneliness is triggered by the lack of adequate family networks which determine
supportive transactions and contribute to maintaining a sense of belonging.

Lastly, being socially isolated, as indicated by living unpartnered, having no
children and being socially inactive over the course of the previous month, was
significantly associated with the occurrence of frequent loneliness. The likelihood of
feeling lonely most of the time was approximately four times as high among adults
living without a partner, compared to those living within a partnered arrangement
Moreover, participants presenting more than four social isolation indicators were more
likely to feel lonely most of the time, compared to non-isolated seniors. Similarly,
spouseless older participants of the English Longitudinal Study of Ageing (ELSA)
were found to be lacking companionship and displayed low levels of life satisfaction
(Demakakos et al. 2006). Higher levels of loneliness have also been confirmed among
childless older individuals (Koropeckyj-Cox 1998) and the least socially integrated
(Jylhi 2004).

The above findings should be interpreted upon consideration due to the limitations
described below. Firstly, the cross-sectional nature of the current analyses which
renders it difficult for the direction of the association between loneliness and the
factors under study to be determined. It might also well be that feeling lonely leads to
several adverse health and social outcomes in old age. The prospective examination of

determinants of loneliness could allow for causal inferences to be drawn between
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loneliness and adverse health conditions, stressful life events and social isolation.
Secondly, the relatively low proportion of participants found to encounter severe
feelings of loneliness might be attributed to the measure employed to assess
loneliness, which corresponded to current feelings of loneliness, as opposed to other
studies examining persistent loneliness. It has also been suggested that a single-item
question asking respondents to directly indicate how lonely they feel, even though
frequently used in the literature, might lead to the underestimation of the true levels of
loneliness, as people seem to be reluctant to admit to experiencing loneliness d(yue to
unfavorable perceptions attached to loneliness as a socially undesirable state (Victor et
al. 2000). However, one of the main advantages of this global measure lies at the fact
that it is able to capture the understanding of the experience of loneliness from the
perspective of the respondent and the importance attached to it by them (Jylhd and
Saarenheimo 2010).

Despite the above limitations, the present findings suggest that loneliness amongst
European older adults is associated with age-related specific adverse health conditions,
stressful life events and social isolation indicators. Identifying loneliness should
therefore be an integral part of psychological and health assessment by health and
social professionals in this population. Health and social policy makers involved in the
development of interventions to reduce levels of loneliness with an aim to improve
well-being and quality of life in older life should direct particular attention to the
implications of those aspects of older adults’ social and health resources that are
mostly relevant to loneliness and the challenges they confront to remaining socially

engaged.
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Figure legends

Fig 1. Prevalence of loneliness (feeling lonely ‘most of the time’) among eleven
European countries (adults aged 65+, the SHARE study).
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Footnote to Fig. 1:
95%Cls, 95% confidence intervals; SHARE, Survey of Health, Age, and Retirement in Europe.

Fig 2. Prevalence of loneliness (feeling lonely ‘most of the time’) among adults living
alone in eleven European countries (adults aged 65+, the SHARE study).
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Table 1. Prevalence of loneliness, according to descriptive characteristics of 5,074 adults, aged 65+
years in the SHARE study (2004/05).

Loneliness?

Most of the Some of None of the
time

Feeling lonely most of the

time compared to none of the

the time time

time
Characteristics n weight % p-value® Adjus(tggéz g?ss) Ratio
Gender Males 2,343 7.2 30.8 62.0 1.00 (ref.)
<0.001
Females 2,731 11.2 47.9 40.9 2.08 (1.35-3.19)
Age, years 65-74 3,064 7.7 36.5 55.8 1.00
75-84 1,681 11.9 44.7 43.4 <0.001 1.72 (1.14-2.59)
85+ 329 12.4 55.5 321 2.28 (0.99-5.19)
Educational 0-7 2,181 12.4 438 438 1.16 (0.66-2.02)
Attainment,
years 8-12 1,607 7.8 43.7 485 <0.001 1.05 (0.59-1.86)
13+ 1,250 7.3 35.3 57.4 1.00
Retirement Retired 4,184 9.2 39.4 51.4 0,000 1.12 (0.66-1.88)
Status Not retired 890 11.3 47.2 415 1.00
Income, Lower 1,788 13.6 49.8 36.7 2.88 (1.49-5.58)
quartile Median 2,599 7.2 36.9 55.9 <0.001 1.14 (0.60-2.17)
Upper 687 7.3 30.8 61.9 1.00
Country, Northern 870 5.0 30.1 64.9 1.00
regions Central 2,631 75 40.6 51.9 <0.001 2.63 (1.54-5.51)
Southern 1,573 12.6 426 44.8 4.62 (2.63-8.10)

95%Cls, 95% confidence intervals; SHARE, Survey of Health, Age, and Retirement in Europe.

Weight percentages were estimated according to the complex sampling design of the study. A total of 2,833 participants (49.5%)
reported feeling lonely none of the time, 1,864 participants (40.9%) some of the time and 377 (9.6%) most of the time.

& Categories of *almost all of the time’ & ‘most of the time” were combined into ‘most of the time’.

b Chi-square tests of independence (based on the adjusted F).

Multiple logistic regression analysis (estimations according to the complex sampling design of the study).
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Table 2. Adverse health conditions, stressful life events and social isolation according to loneliness in
5,074 adults aged 65+ years in the SHARE study (2004/05).

Loneliness
Most Some None Feeling lonely most
of the of the of the of the time compared
time time time to none of the time
. . Adjusted Odds Ratio
n weight % p-value (95%Cls)
Adverse health conditions
Chronic Diseases none 1,123 7.7 355 56.8 0.015 1.00 (ref)
>1 3,951 10.1 422 477 1.44 (0.84-2.47)
(DADL limitations none 3,648 89 37.3 538 <0.001 1.00
>1 1,425 113 495 39.2 1.34 (0.85-2.12)
Disease Symptoms none 1,286 8.1 33.8 58.1 0.002 1.00
>l 3,788 100 429 471 1.22 (0.77-1.91)
Depressive Symptoms <4 3654 74 350 576 <0.001 1.00
>4 1,362 143 524 333 2.69 (0.77-4.07)
Adverse health events none 451 57 272 67.1 0.001 1.00
>1 4,623 9.9 419 482 1.95 (0.80-4.73)
Stressful life events
Stop working due to health problems No 5,052 11.0 357 533 0.904 1.00 (ref.)
Yes 22 9.6 409 490 0.88 (0.16-4.79)
Financial situation greatly deteriorated No 4,701 9.4 406 50.0 0.406 1.00
Yes 373 11.4 43.8 44.8 1.17 (0.62-2.20)
Widowhood No 3392 78 300 622 <0.001 1.00
Yes 1,682 122 575 30.3 1.87 (1.16-3.02)
Child move out of parental home No 1,014 85 36.2 553 0.032 1.00
Yes 4,060 9.9 425 476 1.75 (1.06-2.89)
Adverse life events none 522 59 240 70.1 <0.001 1.00
>1 4,552 10.1 43.1 46.8 2.11 (1.16-3.84)
Social isolation indicators
Living living with a partner or spouse 2,801 54 243 70.3 <0.001 1.00 (ref.)
arrangements living without a partner or spouse 2,273 13.3 554 31.3 3.96 (2.52-6.22)
Marital status married, widowed etc 4,795 9.3 40.7 50.0 0.166 1.00
being unmarried 279 144 452 404 2.04 (0.85-4.86)
Nu_mber of atleastonechild 4,421 86 39.6 51.8 <0.001 1.00
children no children 653 15.2 48.2 36.7 2.27 (1.35-3.83)
antact with daily to aboutonceamonth 4,982 9.6 405 49.9 0.058 1.00
children less than once a month or never 92 73 583 344 1.48 (0.48-4.51)
Pl_‘oxim?ty at least one child living in the same house-building 1,667 11.0 40.7 48.3 0.248 1.00
with children all children living>1km 3,407 8.6 41.1 503 0.96 (0.63-1.45)
Acti\./it[y _ atleastone 2,463 6.9 37.2 559 <0.001 1.00
participation no activity 2,611 11.2 43.3 455 1.48 (1.01-2.20)
Social given or received support at leastonce amonth 1,718 11.0 43.6 454 0.057 1.00
exchange almostnever 3,356 8.9 395 516 0.76 (0.51-1.13)
Clustering of Social Isolation <4 4328 82 378 540 <0.001 1.00
Indicators 4+ 746 155 542 30.3 ' 2.65 (1.57-4.64)

95%Cls, 95% confidence intervals; SHARE, Survey of Health, Age, and Retirement in Europe.

Weight percentages were estimated according to the complex sampling design of the study.

& Chi-square tests of independence (based on the adjusted F).

Multiple logistic regression analysis (estimations according to the complex sampling design of the study, with sociodemographic
characteristics and country region (northern, central, southern) used as covariates).
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Table 3. Associations between adverse health conditions (1 model), stressful life events (2" model)
and social isolation (3" model) and loneliness (feeling lonely ‘most of the time”)

Prognostic factors

Feeling lonely most of the time compared to
none of the time

1% model 2" model 3" model

Adjusted Odds Ratio (95%Cls)

Adverse health conditions
Chronic Diseases, >/

(DADL limitations, >/
Disease Symptoms, >/

Depressive Symptoms, >4
Stressful life events
Stop working due to health problems

Financial situation greatly deteriorated
Widowhood

Child move out of parental home

Social isolation indicators
Living arrangements
(living without a partner or spouse vs. counterparts)

Marital status

(being unmarried vs. married, widowed etc)

Number of Children

(Having no children vs. Having at least one child)

Parent-child contact (Less than once a month or never vs. Daily
to-about once a month or no having children)

Proximity with children (ai children living outside or >1 km
vs. At least one child living in the same house/building or no having
children)

Activity participation
(No activity vs. At least one)

Social exchange

(Never vs Given or/and receipt help more than less often)

Pseudo RNagelkerke

1.35 (0.76, 2.39) 1.22 (0.68-2.21)1.23 (0.67-2.25)
1.00 (0.62, 1.62) 1.06 (0.65-1.72)1.00 (0.61-1.63)
0.89 (0.54, 1.47) 0.95 (0.55-1.62)0.99 (0.57-1.71)
2.89 (1.89, 4.44) 2.84 (1.83-4.39)2.81 (0.81-4.37)

0.95 (0.16-5.60) 1.23 (0.24-6.31)
1.16 (0.54-2.53)1.38 (0.65-2.94)
2.00 (1.21-3.31)0.98 (0.44-2.18)
2.08 (1.24-3.48) 1.75 (1.03-2.96)

3.54 (0.60-7.86)
1.13 (0.38-3.38)
1.43 (0.73-2.80)
0.83 (0.24-2.82)

1.00 (0.60-1.61)

1.43 (0.94-2.18)
0.86 (0.56-1.33)
0.163

0.212 0.259

95%Cls, 95% confidence intervals.

Multiple logistic regression analysis (estimations according to the complex sampling design of the study, with sociodemographic
characteristics and country region (northern, central, southern) used as covariates).
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Abstract

Purpose: The current study aims to examine the utilization of preventive health
services in relation to social isolation among older Europeans adults.

Methods: Data on 5,129 adults 65 years of age and older was obtained from the first
wave of the Survey of Health, Ageing and Retirement in Europe (SHARE, 2004/05).
Prevalence of social isolation indicators (living arrangements, marital status, number
of children, contact with children, proximity to children, activity participation, social
exchange) was assessed in relation to preventive health services utilization, which was
ascertained by a 12-item composite score (PHSUSs). Estimations were based on the
complex study design.

Results: Diverse facets of social isolation were differently associated to preventive
care. Significantly lower mean PHSUs were found for adults living unpartnered, who
were unmarried, had no children and were socially disengaged. A similar pattern was
thus drawn regarding the clustering of social isolation indicators (4+). Considerable
variations were detected across SHARE countries in the distribution of PHSUs
amongst socially isolated adults.

Conclusion: Socially isolated individuals were found to receive fewer preventive
services. This finding confers important evidence on the potential factors that affect
the use of preventive health services among older adults. It is also suggestive of the
need to develop public health and social policies with the aim to alleviate social
isolation and as a means to enhance preventive care uptake in later life.

Keywords: preventive health services; social isolation; SHARE study

Introduction

Health and social care systems in Europe and globally are being confronted with far-
reaching challenges due to the prevailing changing patterns of demography and
epidemiology. These patterns are associated with the growth of the elderly population
and the subsequent health and long-term care implications (Cooke and Mannix 2009).
In this context, specific health conditions, which account for a pronounced burden of
ill health and decreased functional status, co-occur. Adults thriving into advanced age
are thus more socially and psychologically vulnerable and specific aspects of their
well-being and quality of life are being adversely impacted (Ferrucci et al. 2008). The

age-associated varying pattern of elevated health and social needs entails a greater
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reliance on medical and social care services and hence substantial financial demands
on public expenditure (lecovich and Biderman 2013).

To this effect, fostering preventive health care has been viewed as a key strategy
towards healthy ageing, through to the substantial benefits it bears for the
maintenance of health and well-being and the alleviation of the chronic disease
burden (Ogden et al. 2012). Although, acute and chronic illnesses are triggered as
people grow older, there are still specific diseases which could be prevented through
the systematic uptake of preventive services (Peng and Jensen 2016). In addition,
preventive health services hold the potential to contribute to the prevention and even
treatment of chronic diseases through the provision of relevant guidance and advice. It
has therefore been acknowledged that the receipt of adequate preventive services offer
the possibility to offset the need for in-patient services, such as emergency department
visits and hospital admissions (Kolstad and Kowalski 2012).

It has thus been estimated that, even though only 3% of healthcare expenditure in
the United States is spent on prevention, a percentage of 70% of deaths are associated
with preventable diseases (CMMS 2014). Against this background, barriers leading to
older people not receiving optimal preventive care may be considered as possible
disease and mortality risk factors (Okoro et al. 2005). Therefore, it is important to
investigate family-related and psycho-social resources, which are particularly relevant
in late life, and may have some role to play in the diverging pattern of preventive
health services utilization.

Indeed, in view of the attenuation in life commitments and loss of major familial
and work roles on account of age-associated transitions, older individuals are arguably
more subject to specific, unfavourable, social states pertaining to social isolation (De
Jong Gierveld et al. 2006). A large body of research has pointed to adverse
conditions, such as social withdrawal, loss of important others, lack of independence
and insufficient control due to physical changes and impairment, being more typical
of old age (Fees et al. 1999; Victor et al. 2000). It has thus been maintained that social
isolation accrues at older ages due to the accumulation of the above life-course
trajectories. Additionally, conditions of social isolation have been evidenced to
account for the unequally patterned distribution of health and well-being outcomes
observed among the elderly (Courtin and Knapp 2015), albeit they have thus far been
treated as “less-recognized health risks” (Meyer and Schuyler 2011).
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Specific aspects of social isolation have also been documented with regard to the
receipt of preventive health services by older people. For instance, Lau and Kirby
(2009) examined compliance with recommended preventive care in relation to marital
status, and detected a significantly higher likelihood of obtaining a wide range of
preventive services within a proposed timeframe among elderly adults living in a
partnered arrangement compared to their non-partnered peers. Another study on breast
cancer screening, among multi-cultural, middle-aged women, showed that non-
adherence to the respective guidelines was linked to a lower level of social support
(Katapodi et al. 2002). More recently, Beckett et al. (2015) provided evidence
suggesting a lower likelihood of undertaking influenza and pneumonia immunizations
among adults older than 65 years of age, beneficiaries of Medicare, and those living in
single-person households. In this respect, symptoms and effects of social isolation
should be primarily addressed “as the most promising way of preventing unscheduled
admissions” (Themessl-Huber and Hubbard 2006).

Nonetheless, the findings yielded by previous research in this field have been rather
inconclusive, as regards the aggregate effect of social isolation on preventive care use
among the elderly. In addition, the majority of empirical research to date has drawn on
socio-economic determinants to explain disparities in preventive health care use
(Hoeck et al. 2014). A few more recent studies have also considered psycho-social
factors, such as religiosity (Benjamins 2006) and purpose in life (Kim et al. 2014).

Therefore, social isolation in the later life context has been the subject of less
research, with most studies addressing living arrangements and partnership status.
There seems to be hardly any evidence relevant to the utilization of preventive services
following a comprehensive appraisal of social isolation. Lastly, social isolation in
relation to the utilization of different health resources has been mainly addressed from
a single-country perspective, allowing for the argument that further evidence is
required from internationally comparative data.

The current study seeks to build upon the still-emerging evidence by examining the
distribution of preventive health services utilization according to specific quantitative
components of social isolation. Based on a large, representative population of
European adults 65 years of age and older, comparable data on potential regional
variations is also provided. Following on the above literature review, we hypothesized
that social isolation would deter older adults from maintaining health-seeking

behaviour oriented towards preventive care and that it would affect the utilization of
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preventive health services in differing ways. Accordingly, two major hypotheses were
stated and examined: (1) Social isolation indicators, as well as their clustering, will be
associated with a lower mean score of preventive health services utilization; (2) The
utilization of distinct components of preventive health services will be differently

related to social isolation indicators.

Methods

Study population and sampling

The present study draws on data retrieved from the first wave of the Survey of Health,
Ageing and Retirement in Europe (SHARE, http://www.share-project.org) which was
carried out in 2004/05 among eleven northern, central and southern European
countries (Austria, Belgium, Denmark, France, Germany, Greece, Italy, the
Netherlands, Spain, Sweden and Switzerland). The SHARE sample, as more sharply
delineated by Borsch-Supan et al. 2005, comprises national probability household
samples of community-dwelling adults, aged over 50, and their partners or spouses,
regardless of their age.

SHARE was modeled closely after and harmonized with the English Longitudinal
Study of Ageing (ELSA) and the Health and Retirement Study (HRS) and created an
international network acknowledged by the European Union under the coordination of
The Mannheim Research Institute for the Economics of Ageing in Germany at the
macro-level, and universities or research centers at the national level (Borsch-Supan et
al. 2005).

For the determination of the SHARE study sample, sampling designs were
employed ranging from a simple selection of households to rather complex, multi-
stage probability designs according to both registers administered at a national and
regional level and telephone directories. An overall weighted response rate of about
62% was achieved among households selected with at least one age-eligible household
member and ranged from 38.8% in Switzerland to 81.0% in France. At the individual
level, though, the average response rates were higher, ranging from 73.7% in Spain to
93.3% in Germany. A more extensive account of study design, ethics, sampling
methods, data collection and documentation has been provided elsewhere (Borsch-
Supan et al. 2013).
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For the purposes of the current inquiry, analysis was based on 5,129 adults aged 65
years and over within the SHARE sample (2,366 males and 2,763 females), separated
into three different age groups (65-74, 75-84 and 85+).

Measures

Social isolation

Drawing on previous empirical and theoretical literature we assume that social
isolation is an adverse social state, characterized by solitary living, a limited family
network size, infrequent parent-child interactions, activity disconnectedness and lack
of social support exchanges. Our definition is thus in accordance with Zavaleta et al.’s
(2014) determination of social isolation as “the inadequate quality and quantity of
social relations with other people at the different levels where human interaction takes
place (individual, group, community and the larger social environment)”.

According to the afore-mentioned delineation, social isolation was measured in
structural and functional terms. More precisely, physical separation from significant
others, which corresponds to a structural element of social isolation, as also posited by
Tomaka et al. (2006), was captured in terms of living arrangements, marital status,
number of children and family-associated relations, defined by parent-child contact
and proximity. Living arrangements were measured by the question “Do you live with
a spouse or partner?/Do you live alone (without a spouse or partner)?”. Marital status
was defined by the query “What is your marital status?” (I: ‘Married and living
together with spouse’, 2: ‘Registered partnership’, 3: ‘Married, living separated from
spouse’, 4: ‘Never married’, 5: ‘Divorced’, 6: ‘Widowed’), so as to differentiate those
residing with a partner or spouse from those living unpartnered. Respondents were
also asked to report the number of all their children; those with no natural, fostered,
adopted or stepchildren were determined as childless. Parents’ contact to their most
contacted child was assessed through the question phrased as follows: “During the
past twelve months, how often did you or your husband/wife/partner have contact with
your child, either personally, by phone or mail?” (I: ‘Daily’, 2: ‘Several times a
week’, 3: ‘About once a week’, 4: ‘About every two weeks’, 5: ‘About once a month’,
6: ‘Less than once a month’ and 7: ‘Never’). Response categories were further
classified in order to distinguish between respondents, stating communication with
their most contacted child daily to about once a month, and those with contact less

than once a month or never. Older adults’ geographical proximity to their children was
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defined by the distance between residences, according to the question: ‘Where does
your child live? (1: ‘In the same household’, 2: ‘In the same building’, 3: ‘Less than I
kilometre away’, 4: ‘Between 1 and 5 kilometres away’, 5: ‘Between 5 and 25
kilometres away’, 6. ‘Between 25 and 100 kilometres away’, 7: ‘Between 100 and 500
kilometres away’, 8: ‘More than 500 kilometres away’ and 9: ‘More than 500
kilometres away or in another country’). Individuals whose children lived at a distance
more than 1 kilometre away were differentiated to those who had at least one child
living with them in the same house or building.

No activity participation and lack of supportive exchanges were considered to
represent the functional facet of social isolation and hence the unavailability of
adequate supportive social involvements and connections. Participants were queried to
indicate if they had participated in any activity during the previous month (7. ‘Done
voluntary or charity work’, 2: ‘Cared for a sick or disabled adult’, 3: ‘Provided help
to family, friends or neighbours’, 4: ‘Attended an educational or training course’, 5:
‘Gone to a sport, social or other kind of club’, 6: ‘Taken part in a religious
organization (church, synagogue, mosque etc.)’ and 7: ‘Taken part in a political or
community-related organization’). Individuals who responded that they had not taken
part in any of the activities assessed were represented by the category ‘no activity’, in
comparison to those who declared being engaged in at least one activity.
Intergenerational supportive exchanges were addressed in terms of the respondents’
transfers of any kind of support in the past twelve months (/: ‘Personal care, e.g.
dressing, bathing or showering, eating, getting in or out of bed, using the toilet, 2:
‘Practical household help, e.g. with home repairs, gardening, transportation,
shopping, household chores’, and 3: ‘Help with paperwork, such as filling out forms,
settling financial or legal matters’). The respective responses (/: ‘Almost daily’, 2:
‘Almost every week’, 3: ‘Almost every month’ and 4: ‘Less often’) were recoded in
order to ascertain older adults who had given or had been offered support at least once
a month, in relation to those with rare supportive exchanges.

For the purposes of the present inquiry, participants were assigned a point if they
asserted living unpartnered, having never been married, being childless, getting
through to their most contacted child less than once a month or never, residing in
separate households to all their children, having been involved in no social or
productive activities within the previous month and having infrequently exchanged

support over the course of the last year. A total clustering score of social isolation
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ranging from 0 to 7 was subsequently yielded by summing respective responses. A
score of 4+ was considered indicative of greater social isolation and is hereinafter

referred to as multiple presence or accumulation of social isolation indicators.

Preventive health services utilization score (PHSUSs)

Data on the utilization of preventive health services was obtained from the self-completed
drop-off questionnaire in conjunction with the baseline questionnaire and according to the
respondents’ self-reports on 12 items. The frequency of a wide range of services used was
investigated, encompassing visits to general practitioners (GPs) and dentists, immunizations
and screenings. In particular, participants were asked to indicate whether they: (1) had had
contact with a dentist/ dental hygienist for routine check-ups and/or prevention in the previous
year (‘During the last twelve months, have you seen a dentist or a dental hygienist?’); (2) had
a GP for advice/prevention (‘Do you have a "GP" (i.e. a doctor you usually turn to for your
common health problems)?’); (3) were assessed by a GP for physical activity (‘How often does
your GP ask how much physical activity you do?”); (4) received advice for regular exercise
from a GP (‘How often does your GP tell you that you should get regular exercise?’); (5) were
assessed by a GP for body weight (‘How often does your GP check your weight?”); (6) were
asked by a GP about drug use or prescriptions (‘How often does your GP ask you about any
drugs you take, either over-the-counter or prescribed by another doctor?’); (7) had had a flu
vaccination in the preceding year (‘In the last year, have you had a flu vaccination?’); (8) had
had a mammogram in the preceding two years (‘In the last two years, have you had a
mammogram?’); (9) had ever had a sigmoidoscopy/colonoscopy (‘Have you ever had a
sigmoidoscopy or colonoscopy?’); (10) had been tested for hidden blood in stool in the
preceding ten years (‘In the last ten years, have you had a test that detects hidden blood in your
stool?’); (11) had ever been referred by a doctor to a physiotherapy or exercise program for
joint pain (‘Have you ever been sent to physiotherapy or an exercise program for joint pain?’);
(12) had ever been referred by a doctor to an orthopedic surgeon for joint pain (‘Have you ever
been sent by a doctor to an orthopeadic surgeon for the joint pain that you presently have?’).
For the purposes of the analysis, initial responses to any given item were coded into a binary
variable (O=no/never, 1=yes/at some time/every visit). Then all responses were summed and a
composite (cumulative) score was generated with a range of 0-12 components (PHSUSs).
Afterwards, this score was transformed into a 0-100 scale in order to be comparable to other
similar scales. Higher values corresponded to a greater number of preventive services received
by the respondents (Linardakis et al. 2015).

Additional measures

171

——
| —



KEDQAAAIO §

The socio-structural and demographic variables that have been regarded as relevant
in the prediction of services utilization (Nelson et al. 2002) and which were adjusted
for in the current analysis comprised gender (male/female), years of age (65-74, 75-
84 and 85+), educational attainment (0-7, 8-12, 13+ years of education), retirement
status (retired/not retired) and income quartiles (low <25%, average between 25 and
75% and high >75%). Furthermore, the eleven European countries were
geographically classified into northern (Denmark, Sweden), central (Austria, Belgium,
France, Germany, the Netherlands, Switzerland) and southern (Greece, Italy, Spain)
and were also specified as covariates following relevant evidence documenting
regionally distributed outcomes in the utilization of health care resources (Hoeck et al.
2014).

Finally, need factors, defined by self-perceived health status (very good or good and
fair, bad or very bad), chronic diseases (none, 1 or 2, 3+ conditions) and disease
symptoms (none, 1 or 2, 3+ symptoms), were also addressed, since they are well-
established predictors of health care use by middle-aged and older adults (Fernandez-
Martinez et al. 2012).

Statistical analysis

Data analyses were conducted with the SPSS software (IBM SPSS Statistics for
Windows, Version 23.0. Armonk, NY: IBM Corp). Sampling design weights that
adjust for non-response were employed according to the complex multistage
stratification sampling design of the study.

Firstly, social isolation indicators and mean scores of the utilization of preventive
health services, measured on a composite score (PHSUs), were examined by virtue of
descriptive statistics. More precisely, frequency distributions of the participants’
demographic and socio-structural attributes were estimated. Secondly, in order to test
our first hypothesis, mean PHSUs were calculated according to the presence and
clustering of social isolation indicators (as none, 1, 2, 3 and 4+) by performing
analysis of covariance following the complex sample design procedure and controlling
for gender, age, education, retirement status, income, European regions, self-rated
health status, chronic diseases and symptoms. Thirdly, so as to test our second
hypothesis, multiple logistic regression analysis was applied, defining as covariates
gender, age, education, retirement status, income, European regions, self-rated health

status, chronic diseases and symptoms. Possible relationships between social isolation
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indicators with the different components of the utilization of preventive health services
were thus estimated.

Further, in order to detect possible national variations, weighted prevalence and
corresponding confidence intervals (95% CIs) regarding the occurrence of 4+ social
isolation indicators were estimated. Lastly, the same analysis was applied to examine
the distribution of PHSUs for respondents with 4+ social isolation indicators in the

eleven countries under investigation.

Results

Descriptive data of the population under survey are displayed in Table 1. With regard
to socio-demographic characteristics, over half the participants were females (53.9%),
belonged to the 65-74 age group (60.3%) and resided in central Europe (52.1%). A
little less than half the sample had 0-7 years of schooling (43.2%), whereas more than
one third belonged to the lowest income quartile (35.3%). Relative to health care
needs, a substantial proportion (46.2%) of respondents perceived themselves to be in
fair, bad or very bad health, with more than one-fourth of them reporting three or
more concurrent morbidities and disease symptoms (29.9% and 27.4% respectively).
In Table 1, findings on the frequency distribution of social isolation items are also
shown. For the majority (55.1%) of older adults, the prevailing living arrangement
status was residing without a spouse or partner. Only 5.5% of the adults surveyed had
never been married, 12.9% were childless and an even smaller proportion (1.8%)
indicated having had contact with their children less often than once a month or not at
all during the past year. A large proportion of the respondents exhibited infrequent
social exchange in the last twelve months (66.1%), lived separately to their offspring
(67.1%) and “did not state any activity involvement during the course of the previous
month (51.5%).

The clustering of social isolation indicators was the least pronounced at both ends
of the spectrum, with an accumulation of indicators being yielded for 19.3% of the
participants, whereas 1.7% of them did not present any indicator. In fact, the
dominant proportion of participants was found with two (30.4%) or three (37.2%)
social isolation indicators, with the most common being lack of social exchange,
followed by social inactivity and separate parent-child residence (Table 2).

Total mean PHSUs in relation to the presence and clustering of social isolation

indicators are shown in Table 2. A significantly higher mean PHSUs was found for
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adults living as a couple (with a partner or spouse) (p=0.001), who were married
(p=0.004), had at least one child (p=0.046) and maintained some kind of activity
involvement (p=0.023). This pattern was not drawn along all social isolation
indicators, but it was retained after their clustering, whereby relative to their most
socially contented peers for whom no clustering indicators of social isolation were
observed, respondents with multiple presence of indicators were found to attend
significantly less preventive care (41.8 vs. 37.6, p-trend=0.046).

The distribution of the distinct components of the preventive health services
utilization according to social isolation indicators is presented in Table 3.
Significantly lower odds of seeing a dentist/dental hygienist were attested for
individuals living without a spouse or partner (ORs= 0.69; 95% CI 0.52-0.91) and
indicating no activity involvement (ORs= 0.70; 95% CI 0.54-0.89). Adults who were
socially inactive also had lower odds of being assessed by GPs for their physical
activity (ORs=0.71, 95% CI 0.52-0.96) and having undertaken sigmoidoscopy or
colonoscopy (ORs=0.74, 95% CI1 0.57-0.96). The likelihood of being advised by a GP
on regular exercise was lower for unmarried older adults (ORs=0.53, 95% CI 0.30-
0.93). Seniors with infrequent or no contact with their children demonstrated a
significantly lower likelihood of being assessed by a GP for body weight. Older adults
living separately to their offspring had higher odds of having flu vaccination
(ORs=1.31, 95% CI 1.04-1.65) or of having a mammogram (ORs=1.39, 95% CI 1.01-
1.91). The likelihood of being tested for hidden blood in stool was lower for
unpartnered respondents (ORs=0.72, 95% CI 0.53-0.98).

Although social isolation was relatively low in the current sample of European
adults aged 65 years and over, significant differences were discernible between the
eleven European countries under investigation. To be more precise, the rate of the
multiple presence of social isolation indicators was approximately 9-22.0% in
southern Europe, relative to 13-25% among older people in northern and central
Europe. Moreover, the proportion of adults being identified with more than 4
indicators of social isolation was the highest in Sweden (25.2%) and the lowest in
Greece (8.8%).

A comparable pattern was also discerned when cross-national differences were
further investigated as regards the distribution of PHSUs according to the

accumulation of social isolation indicators. Specifically, the mean score of the
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utilization of preventive health care services among adults presenting 4+ indicators of

social isolation ranged from 49.6 in France to 26.0 in Greece.

Discussion

The current research considered preventive health services utilization in relation to
different facets of social isolation in the context of later life, across eleven European
countries and based on a large and nationally representative sample of adults aged 65
and older, derived from the SHARE study. Drawing on the relevant literature which
points out that no consensus has been reached up to date as to how exactly social
isolation ought to be defined and thus measured, a comprehensive assessment was
facilitated by determining objective domains of older people’s family and social
conditions. Specific indicators which have also recently been employed to outline
diverse facets of social isolation (Zavaleta et al. 2016) were examined. We
hypothesized that socially isolated older adults would be less likely to engage in
health-protective behaviours, as reflected by a lower likelihood of receiving preventive
health care services. It was also hypothesized that different elements of social isolation
would be differently related to the receipt of preventive services.

According to our definition of social isolation, less than one-sixth of the
respondents (15.9%) were found to have an accumulation of social isolation
indicators. Despite the absence of a standard measure of social isolation and the
inconsistency of its conceptualization and determination across a range of
investigations which renders comparisons between different studies difficult, the
above finding seems to accord well with prior research evidence. According to
Dickens et al.’s (2011) systematic review, the prevalence of social isolation has been
portrayed to range from 7 to 17% among European adults in their mid and later life.

Although our findings show that the majority within the present representative
population-based sample of older European adults was not socially isolated, consistent
with our first hypothesis, an overall pattern regarding the association between social
isolation indicators and preventive care emerged. More particularly, highly isolated
adults were featured to pursue fewer preventive health services compared with their
non-isolated counterparts. Most items addressed so as to determine social isolation
(living arrangements, marital status, number of children, activity participation)

demonstrated significant differences in the estimated mean PHSUs. Additionally, in
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line with our second hypothesis, specific features of social isolation were associated
with a significantly lower likelihood of receiving distinct preventive health services.

The above findings are in line with past empirical research on preventive care in
relation to concrete features of social isolation (Beckett et al. 2015). For instance,
separated or divorced elderly men have been found to obtain fewer preventive
services than their married counterparts (Morales et al. 2004). Furthermore, a higher
likelihood of adherence to recommended preventive health care has been documented
among older adults residing with a spouse, as compared to those living alone (Lau and
Kirby 2009). Middle-aged women attending frequent religious services were more
likely to have conducted a wide array of preventive investigations, such as
mammograms, Pap smears, and breast self-examination (Benjamins 2006).
Volunteering was also positively linked to greater use of preventive services, such as
flu shots, cholesterol tests, mammograms/x-rays, Pap smears and prostate screening
among middle-aged and older participants of the HRS (Kim et al. 2014).

It therefore seems that older adults with adequate family and social bonds are
reasonably more likely to better acknowledge their health needs and be essentially
fostered by network members to pursue specific services aiming at health protection
(Ashida et al. 2011). Equally importantly, ties of kinship have been also viewed as
salient sources through which informational and emotional support can be elicited by
older people (Musa et al. 2009). Therefore, family and social interactions eliminate or
offset health literacy and psychological barriers which have been suggested by
relevant research to account for the underutilization of preventive care in later life
(Fernandez et al. 2016; Thorpe et al. 2006).

Regarding regional differences, and congruent with previous studies (Walker
1993), the general picture leads to the proposition that social isolation is more
prevalent among northern European adults, relative to their southern and central
counterparts. In the present inquiry the accumulation of social isolation indicators
comprised 24.0% of northern Europeans, as compared to 17.3% of central and 16.5%
of southern ones. The significantly highest proportion of 4+ social isolation indicators
was detected among Swedish seniors (25.2%) and the lowest proportion among Greek
older adults (8.8%).

The afore-mentioned findings might indicate that in societies with a familialist
attitude, where co-habitation of adult children with their older parents is the

predominant living arrangement and parent-child intergenerational transfers are
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prevailing, social isolation is less pronounced compared to more individualistic
countries. It could thus be presumed that the fact that Greece, as described by
Vozikaki et al. 2016, presents a significantly limited share of older adults being
socially and productively engaged, with the exception of religious attendance, is
suggestive of the inadequacy of extant socially interactive networks, thus rendering
Greek older adults more dependent upon their family relationships. This might give
substance to the findings of the present analysis according to which a large majority
(64.8%) of adults in the south of Europe were observed to be sharing the same
household with their children, whereas this applied to less than one third (28.3%) of
their northern peers. Solitary living seems to be highly appreciated in the north of
Europe, where, according to Dykstra (2009), co-habitation might also be seen as a
“defeat”.

As for the distribution of PHSUs by social isolation it was noteworthy that the
mean score of preventive health services utilization was ascertained to be
considerably higher among socially isolated older adults in the centre of Europe. This
held true for most countries, despite there being significant differences among them.
This pattern was most striking in the case of adults with 4+ social isolation indicators
in France (49.6), Austria (45.9) and Belgium (44.3), where the highest scores
regarding the utilization of preventive health services were outlined and found to be
almost twice as high relative to Greece (26.0). Socially isolated Greek adults were
thus found to receive by far the fewest preventive resources among the eleven
surveyed populations (p<0.05), despite the fact that prior research on the SHARE
population has evidenced Greece to present a high prevalence of respondents
reporting poor well-being and multiple chronic diseases (Linardakis et al. 2015;
Vozikaki et al. 2016).

A better insight into possible factors underlying country variance could be
facilitated by future analyses through providing a more delineated account of each
distinct service incorporated into the composite score constructed for the assessment
of preventive health services utilization. Lastly, significant future research could also
be devoted, taking into consideration the structural, country-specific, features of
healthcare systems which appertain to the availability, delivery and access to
preventive healthcare across Europe.

Strengths and limitations
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The interpretation of the current findings, though resting on data derived from a large-
scale study and obtained through validated questionnaires, is subject to several
caveats which merit attention. Firstly, inferences concerning the causal relationships
between social isolation and the utilization of preventive health services resources
should be cautiously drawn on account of the cross-national nature of the present
analyses. It could be fairly inferred that the extent of services utilization is accounted
for by actual health care needs and medical diagnoses, whereas, as previously
postulated and portrayed through country variations (Schoen et al. 2005), it could be
situational and contextual, rather than personal attributes which might conceivably
determine health services utilization patterns and preventive health-seeking
behaviours. The longitudinal design of the SHARE study confers the potential for
future research to unfold causal associations through examination of changes over
time.

Social isolation was measured by several distinct items which have been the focus
of empirical analyses across social, epidemiology and gerontology literature and have
been identified as particularly pertinent to the context of older life. Nevertheless,
comparability with extant large-scale surveys should be attempted only upon
consideration of the inconsistency among indexes or scales employed in order to
capture different aspects of social isolation. Population-based studies might also
render it difficult to assess the real extent of social isolation owing to the fact that
their respondents appear to be generally well-off by virtue of social integration. As a
result, older adults lacking social isolation indicators might possibly be over-
represented, which may explain the reduced prevalence of social isolation detected in
the current survey. The present research could be complemented by future
investigations, which could reveal possible associations between specific services and
social isolation, and further elucidate particular patterns of service use among socially
isolated people of older age. Lastly, another limitation possibly lies in the occurrence
of reporting or recall biases which are, however, inherent in most studies assigning
self-reported measures for the estimation of health services utilization (Allin et al.
2006).

Conclusions
Notwithstanding the afore-mentioned shortcomings mainly pertaining to

methodological concerns, the current investigation lends support to the hypothesis that
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social isolation has some role to play in the underutilization of preventive services, and
that specific facets of social isolation possibly make for less use of preventive services
among older European adults. It is thus apparent that the impact of social isolation on
health-related outcomes, such as preventive behaviours, among the elderly remains
relatively unexplored. It is therefore a challenge of critical significance to identify
those factors of older people’s social environments which may be associated with a
lower likelihood of obtaining preventive health care services. Moreover, reinforcement
of preventive health care in old age could also been thought of as a means to further
effectively manage the multiple health and social care needs of older adults and thus
reduce the strain placed on public expenditure. Valtorta and Hanratty (2012) p.521
maintained that “a drive to address loneliness and isolation could prove to be one of
the most cost-effective strategies that a health system could adopt, and a counter to
rising costs of caring for an ageing population”.

In this regard, the present results add to earlier work in the field and bears
significant public health policy implications as regards the articulation of potential
interventions attempting to alleviate social isolation as a means to foster essential

health prevention.
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Table 1. Descriptive characteristics of 5,129 adults, aged 65+ years in the SHARE

study (2004/05).
N %
Gender males 2,366 46.1
females 2,763 53.9
Age, years 65-74 3,097 60.3
75-84 1,701 33.2
85+ 331 6.5

mean =+ standard deviation (min-max)

73.646.6 (65-99)

Education, years 0-7 2,202 43.2
8-12 1,629 32.0
13+ 1,262 24.8

mean + standard deviation (min-max) 8.94+4.5 (0-21)
Retirement status retired 4,228 82.4
Income? lower quartile 1,808 35.3
European regions northern 874 17.0
central 2,674 52.1
southern 1,581 30.8
Self-rated health fair, bad or very bad 2,370 46.2
Chronic diseases none 774 15.1
1-2 2,823 55.0
3+ 1,532 29.9
Disease symptoms none 1,300 25.3
1-2 2,424 47.3
3+ 1,405 27.4
Social Living arrangements living without partner or spouse 2,827 55.1
isolation Marital status unmarried 280 55
indicators  Number of children no children 663 12.9
Contact with children less than once a month or never 92 1.8
Proximity to children all children living >1 km 3,442 67.1
Activity participation no activity 2,640 51.5
Social exchange almost never 3,390 66.1

#Income was classified using country-specific quartiles for all participants in the 2004/05 SHARE study
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Table 2. Mean scores of total Preventive Health Services Utilization score (PHSUs) in European adults
aged 65+, according to the presence and clustering of social isolation indicators.

Preventive Health

Estimated )
Population . _Ser_wces
Utilization score ®
Social Isolation Indicators N N % Mean score p-value
(stand. error)
Living living with partner or spouse 2,461 8,423,000 45.6 44.3 (0.6)
arrangements 0.001
living without partner or spouse 2,081 10,051,264 54.4 39.8 (0.7)
Marital status married, widowed etc. 4,297 17,488,840 94.7 42.3(0.4)
0.004
being unmarried = 245 985,424 5.3 33.6 (2.3)
Number of children at least one child 3,954 15,690,173 84.9 42.3(0.5)
0.046
no children 588 2,784,091 15.1 36.7 (1.0)
v(\:/arr]]tact daily to about once a month 4,457 18,028,456 97.6 42.0 (0.4)
. 0.082
children less than once a month or never 85 445,809 24 34.9 (3.7)
o at least one child living in the_same 1,545 7,738,551 419 42.1(0.6)
Proximity house/building 0.516
to children all children living >1km 2,997  10,735715  58.1 416 (0.6)
Activity participation atleastone 2,185 6,972,598 37.7 43.3(0,7)
0.023
no activity 2,357 11,501,668 62.3 40.9 (0.6)
Social given or received support at least once a 1,543 620,4824 336 421(0.8)
exchange month 0.752
almost never 2,999 12,269,441 66.4 41.8 (0.5)
Clustering of None 65 314,445 1.7 41.8 (2.4)
social isolation
indicators 1 o644 2,100,921 114 45.0 (1.0)
2 1,567 5,617,710 30.4 44.8 (0.7) 0.046"
3 1,587 6,871,698 37.2 40.7 (0.7)
4+ 679 3,569,490 19.3 37.6 (1.2)

 Total score ranges from 0 to 100, with a higher score indicating greater use of preventive health services. Overall mean score: 41.9; standard
error: 0.6

® polynomial (linear) trend analysis

Comparisons were examined using analysis of covariance (according to the complex sample design procedure), with gender, age (year
categories), education (year categories), retirement status, income, European regions (northern, central, southern), self-rated health, chronic
diseases and disease symptoms as covariates
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Table 3. Social isolation indicators in relation to components of total Preventive Health Services Utilization score (PHSUS) in European adults aged 65+.
Social isolation indicators

Living . Number of Contact with Proximity to Activity .
Marital status . . . S Social exchange
arrangements children children children participation
Living without partner Less than once a month  All children living >1km Almost never vs.
Or SPOUSE Vs. Being unmarried vs.  No children vs. Or never vs. VS. No activity vs. given or received
living with partner married, widowed etc  at least one child daily to about once at least one child living in at least one support at least once
or spouse a month the same house/building a month

Components of PHSUs Odd ratio 95% Cls

Seeing dentist/dental hygienist

Having a general practitioner
(GP) for advice and prevention
GP assesses physical activity

GP advises on regular exercise
GP assesses body weight

GP asks about drug use or
prescription
Having flu vaccination

Having a mammogram

Having sigmoidoscopy or
colonoscopy
Tested for hidden blood in stool

Referral to a physiotherapy or
exercise program for joint pain

Referral to an orthopedic surgeon

for joint pain
Pseudo RNageIkerke

0.69 (0.52-0.91)
1.27 (0.84-1.91)

0.73 (0.53-1.02)
1.09 (0.81-1.48)
0.98 (0.74-1.31)
0.92 (0.66-1.24)

0.82 (0.64-1.05)
0.93 (0.68-1.28)

1.00 (0.75-1.35)

0.72 (0.53-0.98)
0.86 (0.62-1.18)

0.96 (0.68-1.36)

0.387

0.63 (0.37-1.08)
0.93 (0.45-1.91)

1.00 (0.58-1.73)
0.53 (0.30-0.93)
0.76 (0.45-1.30)
1.00 (0.56-1.80)

1.03 (0.59-1.79)
0.96 (0.55-1.68)

1.10 (0.63-1.92)

0.81 (0.45-1.45)
0.58 (0.29-1.14)

0.98 (0.46-2.11)

0.200

1.03 (0.69-1.49)
1.33 (0.79-2.23)

0.88 (0.58-1.32)
1.16 (0.77-1.76)
1.05 (0.73-1.51)
0.94 (0.66-1.34)

0.86 (0.63-1.17)
0.88 (0.57-1.36)

0.85 (0.57-1.26)

0.95 (0.64-1.40)
0.78 (0.47-1.27)

1.64 (0.38-1.07)

0.057

0.64 (0.29-1.41)
0.69 (0.20-2.37)

0.99 (0.42-2.38)
1.13 (0.51-2.52)
0.40 (0.19-0.85)
0.99 (0.45-2.18)

0.96 (0.45-2.04)
1.94 (0.63-6.04)

0.52 (0.23-1.22)

0.55 (0.23-1.31)
0.60 (0.23-1.56)

1.92 (0.79-4.67)

0.102

0.95 (0.73-1.24)
0.80 (0.56-1.14)

1.04 (0.77-1.39)
0.75 (0.57-1.00)
1.12 (0.87-1.45)
0.78 (0.60-1.01)

1.31 (1.04-1.65)
1.39 (1.01-1.91)

1.01 (0.76-1.35)

1.05 (0.78-1.41)
1.07 (0.78-1.45)

1.02 (0.73-1.41)

0.091

0.70 (0.54-0.89)
2.11 (1.45-2.98)

0.71 (0.52-0.96)
1.22 (0.91-1.65)
0.84 (0.65-1.08)
1.06 (0.82-1.36)

0.94 (0.76-1.17)
0.92 (0.67-1.25)

0.74 (0.57-0.96)

0.96 (0.73-1.27)
1.07 (0.80-1.43)

0.86 (0.63-1.18)

0.141

1.05 (0.80-1.37)
0.89 (0.63-1.28)

0.78 (0.58-1.04)
1.11 (0.84-1.47)
0.97 (0.74-1.28)
1.22 (0.92-1.61)

1.19 (0.94-1.51)
1.18 (0.85-1.64)

0.87 (0.66-1.16)

0.91 (0.67-1.22)
0.99 (0.72-1.34)

0.96 (0.69-1.34)

0.079

95% Cls, 95% confidence intervals

Multiple logistic regression analysis (estimations were extracted according to the complex sampling design of the study). Gender (males, females), age (year categories), education (year categories), retirement
status, income, European regions (northern, central, southern), self-rated health, chronic diseases and disease symptoms were used as covariates
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Fig 1. Prevalence of 4+ social isolation indicators among eleven European populations
aged 65+ (the SHARE study).
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Footnote to Fig. 1:
95% ClIs, 95% confidence intervals; SHARE, Survey of Health, Ageing, and
Retirement in Europe.

Fig 2. Mean score of total Preventive Health Services Utilization (PHSUs) among
European adults with 4+ social isolation indicators in eleven European populations
(the SHARE study).
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Footnote to Fig. 2:
95% Cls, 95% confidence intervals; SHARE, Survey of Health, Ageing, and
Retirement in Europe.
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1. Kvpw gopfpota

H mapovoa dwatpifn aviAdvtag dedopéva amd 10 Tpdto KO e Melétng yio v
Yyela, ™ IMpavon kot ™ Zvvta&lodotnon oty Evpdnn onockomovoe o1
dlepedivnon G EUPAVIONS TV TOAMUTA®V OeTikdv dlaotdcemv g eveiag,
Eexwplotd, oAAG Kot aBpoloTikd, HETOED TOV atOpOV MAMKioG aveo tov 65 etdv
évteka dwapopetikdv Evpomaikov yopov. Emiong, peietnke n ovoyétion tov
EMUEPOVG SEIKTMV TNG gve&iog Kot TG 0BPOIGTIKNG TOPOVGING TOVS e TO KOVMVIKO-
ONUOYPOPIKE YOPOKTNPLOTIKE TOV EPELVAOUEVOV, TN OLOTNPNOT EVOS TOPOYMYIKA KOt
KOWMVIKG evepyoD TpOToL (NG, 0ALL Kl TNV KOWVOVIKTY OTOUOVMOT|, ®C TO avTifeTo
™G KOW®VIKNG dpactnplomoinong Kot téAog v epedvion aetnudtov povaildg.
Tavtdypova, 7mPOypOTOTOMONKE  GULYKPITIKN  OlEPELVNON  TOV  TOPATAV®D
OmOTEAECUATOV HETAED TOV SPOPETIKOV TANOLVCUOV KOl YOPOV TPOKELUEVOL VO
dwmotwdel  dapén evoeydpevov dapoporooewv. Emnpochitmg, eetdotnie 1
YPNOT TPOANTTIKAOV VANPECIOV VYEIOG GE GYECT HE TNV KOWMOVIKN OTOUOVOOT).
Téhog, exTyunOnke 0 EMTOAAGUOC TG LOVOELG O€ EMIMESO ATOU®VY, GALL KOl YOPDOV
KOl YEOYPUPIKOV TEPLOYMV Kol GLOYETIOTNKAV Ol dvopevelc cuvOnkeg vyelag, ta
oTpeccoyOva  yeyovota (NG Kol 1 KOW®VIKN OTOUOVOGCT HE TN OCLYVOTNTA

eueaviong acnuitov povaside.
Ta Pacikd vpHOTA TOV TOPATAVE® SIEPEVVHGEMY UTOPOVV VO, GLVOYIGTOVV MG EENG:

1) Almotodnke por cvykekpyévn afpoloTiky] katavoun O6Gov apopd. oTov
EMIMOAAGUO TOV OEIKTOV NG €veEiOg KATA NAIKIOKT opdda, He TV ovoroyio
TOV EPEVVOUEVAOV HE LYNAO eminedo gveliag va pewvetal otabepd pe v
dvodo g nhkiag. Ot ev AOY® d10popEC MGTOGO NTAV EVTOVOTEPEG HETALD TV
ATOU®V TNG VEOTEPNC NAMKIOKNG opddag 65-74 etdv kot eketvov dvo tov 85

ETOV.

i) O emmoAacpog tov OeTikdY deiktdv gveéiag peta&d TV aTOU®V Ave Tav 85
ETOV TAPEUEIVE O CLYKPIoA Emimeda pe avTdV TV atouwv 75-84, evd og
KATO1EG TEPUTTMOOELS OEIKTAOV JAMOTOONKE Vo elvan akdun Kot PeyoAdTePOG,
OT®G 6TV TowdTNTa LONGC, TNV QLTO-0VOPEPOLEVT VYELN, TNV IKOVOTTOINGT ad
™ Con xor v amovcio ypoéviov voonpdtov. Emiong, o emmolocpog tov
QLGLOAOYIKOD OgikTn HAlag COUATOG NTAV CUOVTIKA VYNAOTEPOG HETAED TV
atOpOV Gveo Tov 85 £T®V, 6€ CUYKPION LE TO ATOUN T®V OLO HIKPOTEP®V
NAMKIOK®OV OUAOWV.

i) Znuovtikéc d1opopomomoelg oto. anoteléopata g evekiag damoTm®OnKoy
HETOED TV dVO QOA®V, HE £vol CUAVTIKO VYNAOTEPO TOGOGTO AVOPADV GE
oxéon He EKEIVO TV YOVAUIKAV Vo eMOEKVO0LV BeTikd amotedéopata gveliog

OGOV aPOpPd GTNV OTOLGI0 GLURTOUATOV KOTAOAWYNG, TO TOAD KOAO aLTO-
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EKTILOVUEVO €Timedo vyelag, TV Kavomoinomn and ) {on Kol TNV EUEAVIoN
evog M KoveVOg YpOVIOV VOGTLOTOC, EVM GYETIKA LEYOAADTEPT NTAV 1] OVOAOYiaL
TOV YUVOUIKOV 7OV TOPOLGIOcOYV KOADTEPO, OTOTEAECUOTO GYETIKE HE TNV

VyMAN motdtnTa {ONG Kot To PLGLOA0YIKO OeikTn HAlog CAOUOTOG.

IV) Zg Olovg Ttovg Ocikteg Tng gveiag onNUAVTIKEG NTAV Ol SPOPES TOV

aviVeLTNKOV HETAED TV LO UHEAETN] YOPDOV KOl YEDOYPOPIKMV TEPLOYDV
eVIoYOOVTOG TO TEKUNPLOUEVO gvpnua ¢ vmapéng dwpdaduiong ota
aroteAéopata vysiog kot evegiog petald Tov yopodv Evporaikod Boppd kot
Notov. Xvykekpyéva, ONUOVTIKE VYNAOTEPO MTOV TO TOGOCTO TMV
Bopegloevponaiov mov enédeiEav Oetikd omoteAéopoto gvefiog, pHe TNV
TOALOTTAY, TTapovGion mapayovImv evelag va eivarl emiong peyoldTepTn OTIg
Bopeteg yopeg, oe oOykpion pe tic Kevipikég ko tig Noteg yopes. Ilpog v
idw katevBovon, 1 avaroyio TV NAKIoPEVOY aTop®V Tov Bpétnkav yopig
Kavéva mopdyovta evelag NTov younAdtepn ywoo Tig xopeg s Bopelog

Evpdnng kot vynAotepn otig xopeg Tov Notov.

YymAotepo eminedo gveiog, Omwg avtd amoTvnOdNKe 0TI BETIKEG AvapOopEg
TOV ATOP®V Yo TV WKovomoinon and m {on, tnv modtnta (ong, TV amovsio
KATOOMITIKOV CUUTTOUATOV, TV aVTO-aloAdYNon TOL EMTESOL VYELNG, TO
xPOVIOL VOGUATO KOL TO (QPUGLOAOYIKO dgiktn palog GMUATOG, OviYVEDTNKE
petah tov atOp®V TOL GULUUETEIYOV GLYVOTEPO GE TAPOYWOYIKES T1)/Kot
Kowmvikég dpactnprotres. [Tio cuykekpipéva, Ta ATop Le GLYVI GOUUETOYN
0E TOPAYOYIKEG T)/KOl KOWOMVIKEG OpacTnNPOTTES  €lyov  ONUAVTIKA
UEYAAVTEPO TOCOGTO VYNANG ToldTNnTag (NG, YOUUNAOD GKOp KOTAOMITIKOV
CUUTTOUATOV, TOAD KOANG OVTO-0VOPEPOUEVNG VYELNS, VYNANG tKovomoinong
amo T {on Kot Ayotepmv ypOvVIOV VOSIUAT®V, GE GYXECT LE TO ATOU YOPIg

Kapio dpacTnplomoinom.

Vi) O emmoAaGHOG TOV TOAAATADY TOpayovTov gveiag domotddnke vo gival

VYNAOTEPOG HETAED TOV TAPUYWYIKE Kol KOWVOVIKE dpacTHPLdV NAKIOUEVOY
aTOU®V, HE TN GLYVN TOPOYMYIKN N/KOl KOW®OVIKY dpacTnplonoincn tmv
EPELVOUEVOV VO, oyeTileTon pe onuovtikd vymAdtepn mhavotTo Yo

TOALOATTAY] TOPOVGT0 TOPOYOVT®V EVEETOG.

Vii)Meta&d tov dtopopetikdv Evpondikdv yopdv 0 eMmoAacIOC TG TOAALUTANG

TAPOLGIOG TaPAYOVI®V gveliag oYETIGTNKE ONUAVTIKA Kot OETIKA pe TN cuyvy
TOPAYOYIKY] 1/KOl KOW®VIKY dpaocTnplonoincmn, He TNV euedavion 4+
TOPAYOVTOV Vo €lval TO oLV LETAED TOV TEPICCOTEPWOV YOPDV TMV OTOIWV
ol  gPeLVVOUEVOL eMESEEY  LYNAQ TOGOGTA GLYVNG OCULUUETOYNG OE

TAPOYOYIKES 17/KOL KOIVOVIKEG OpAGTNPLOTNTEG.
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viii) H ovyvémrta g Topaymyikng Kol KOW®MVIKAG — OpacTNPlonoincmg

SlmoT®ONKe va Slopépel KaTd eUA0, NAIKIOKY Opdod, HopeEg cuUPimong Kot
KOWVMVIKO-0IKOVOLIKO EMIMESO, e TA VYNAOTEPO TOGOGTH GLUUETOYNG, TOCO
0€ TMOPAYOYIKEG, 000 KOl GE€ KOWMVIKEG OPOCTNPLOTOINGNG VO OTOVTMVTIOL
UETOED TOV avOPOV, TOV ATOUMV TNG HKPOTEPNS NAIKIOKNG OUAdAG, EKEIVOV
ov {ovoav pe GVVIPOPO 1| GVLVYO, TV EPELVAOUEVOV LE TEPIGGOTEPO YPOVINL
EKTTOOEVONG Kol EKEIVOV LE LYNAOTEPO OIKOYEVELOKO €1060Mua. Atafdadpion
OTO OMOTEAEGLLATO TNG GLYVIG OpaoTnplonmoinong mapatnpiinke petald twv
yopodv Boppd-Notov, pe ta nikiopéva dtopo tov Evponaikod Boppd va
EMOEIKVOOLV  ONUOVTIKE LYNAGTEPA TOGOCTA GULUUETOYNG, TOCO GOE
TOPOYOYIKEG, OCO KOl KOW®MVIKEG OPACTNPLOTNTEG, GE GUYKPION WE TOLG
nuxkwopévoug g Notag kot Kevipung Evpomng. E&oaipeon amotéiece
EMLGda 0mov kot evtomiotnke 1 HEYOADTEPN OvVOAOYiM OTOU®V HE GLYVN
TOPUYOYIKNG OpAcTNPLOTTOINGT, AOY® TOL VYNAOD TOGOGTOV GUUUETOYNG OF

OpnoKeVTIKES TEAETEC KOl OPYOVIGLOVG.

iX) To vynAdtepo okop gvetiag mapatnpOnke peta&d TOV CLUUETEXOVIWV YOPIC

KOVEVO TAPAYOVTO KOWMVIKNG OTOUOVEOONS, VA TO (TOUO OV EUGAVIGOV
TEPLGGOTEPOVG OO TEGGEPIS TOPAYOVTIES KOWMVIKNG OmOUOVOONS €lyav TO
yopniodtepo okop evebilag. Ilepattépw, to péoco okop g evediog nNTOV
ONUAVTIKA VYMAGTEPO LETAED TV OTOU®V TIOL AVEPEPAY OTL EPYOVTAY GUYVE
€ EMAPN HE TO MO0 TOVG KOl EKEIVOV TOL €MEGEEOV GULUUETOYN| GE

TOVAGYLOTOV L0 TOPOYWYIKY] T} KOWVOVIKT OpaCTNPLOTNTO TOV TEAELTAIO UV

Ta dropa pe cvyvd acOuato povaslas elyav oNUOVTIKE YapunAotepo LECO
oKop gue&log Kot ELPAVIoNY GE CNUOVTIKG KPOTEPO TOGOGTO TOALUTAOVG
napdyovteg evefioc. H oavoloyla tov epguvopeveov pe TOAD  vynin
wavomoinon and 1 (N MoV onUOvVTIKE younAotepn petald ekelvov mov

oMAwacav 0Tt Blovay cuyva povasid v terevtaio efOOUAd.

xi) H eppdvion cvyvov oietnudtov pove&lde nroy onpovikd vynidtepn peta&y

TOV YOVOIKOV, TOV ATOL®V Heyoldtepng nAkiog, avtodv pe Ayodtepo ypdvia
ekmoidevong, ekelvov Le YOUNAOTEPO OTKOYEVELOKO €1GOOMUA , KABDG KoL TOV

ovppeteyoviov e Notag Evponng.

Xi)Enuovtikd peyoaAddtepn ftav 1 mhovotta ELEAVIoNG GLYVOV acOnudTmV

HovaElig HeTa&d TV atdpmv mov dafrodcav 6e cuvOnkeg ynpeiog, ekeivov
OV TO TOOLA TOVS ElYOV TPOCPATO LETOKOMIGEL OO TNV TATPIKY| 0TI, TOV
aTOU®V TOL gV elyav TOOW KOl OLTOV HE TEPICCOTEPH MO TEGCEPO

CUUTTAOUATO KOTAOAYTG.
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xiii) H eugpdvion tov Oetikov oamoteleocpdtov g gveiag frav younAdtepn
petald tov atdpev mov PBiovav povoéid oty lomavia ko v Itaiio, evo
omv EABetia mopatnpnbnke onpovtikd vyniotepoc EMMOAAGUOS GTOVG
TEPLocOTEPOLVG OgikTeC TG gveding, KaBMC Kol OGOV APOPE GTNV TOAAATAN

TOVG TOPOVGI0 LETAED TMV EPEVVAOUEVOV LE GLYVE acONUOTO LOVOELAC.

Xiv) Ov ovppetéyovieg g Bopelag Evpdmng eiyav onpoavtikd vynAidtepn
mOavOTNTO VO ELEAVIGOVY TEPIETOTEPO ATOTEAETUATO gVESTOG KO AYOTEPOLG
OelkTeC KOWVWOVIKNG amopdvVmonS, 6€ GXECN LE TOLVG CLUVOUNAMKOLG TOVG OTN

Notw Evpomn.

XV)H ypfion mpoAnatik®v vanpecidv vyeiog Ppébnke va eivor onuoviikd
YOUNAOTEPN HETOED TOV ATOUMV LE TEPIGCOTEPOVS OO TEGGEPLG TAPAYOVTES
KOwoViKNnG omopovoonc. Emiong, ot ovppetéyovieg mov dwfovcav e
oLVTPOEO 1 cLLLYO, Ot £yyapol, AVTOL TOV YOV TOVANYIGTOV £va TOdl Kot
eKetvol TOL TOPEUEVOV KOWVOVIKA £vePYOl €lyav onNUOVTIKA VYNAITEPO GKOpP

YPNONG VINPECIDOV TPOANTTIKNG 1OTPIKTG.

XVI) AVOQOPIKA [E TNV KOTAVOUT TOV GKOP TNG YPNONS TPOANTTIKOV VANPESIHV
vyeloag ocOpeve pe TNV EUEAVION TOAAUTADV TOPOYOVI®MV KOWMVIKNG
amopdVMONG ONUOVTIKEG OPOPES JMIOTOONKAY GE EMIMESO YWPDV, UE TO
VYNAOTEPO GKOP VO AMOVTATOL PETAED TOV OTOR®V HE TEPIGGOTEPOVS OO
T€60€EP1G OelKTEG KOWVOVIKTG amopdvmong otn [aAdia kot o yapnAdtepo otnv
EXLGda.

2. TMopoyoyki] Kol KOWV@OVIKY] 0pOoTPLoToinc)

[Mopd t0 yeyovog 611 M dthpnom HwoG evepyovg kowvovikng Cong Bewpeitanr Ot
LELOVETAL OVOTOPEVKTO e TNV (vodo TG nAkiog eoutiag pog oepds kpioipuov
petofordv mov oyetiCovion pe TN ynpaven kot 1 Ploon ocvvOnkodv mwov
oLVLOAIVOVTOL LE TNV EUPAVIOT] TEPLOPICUMY GTN AELTOVPYIKOTNTO KOL TV EKTTMOON
TOV PUGIKOV KavoTHTOV TV atopmv (Bukov et al. 2002), a&oonueioto eivor to
gvopnua TG Tapovoag Epguvag GOUPOVA e TO 0moio 10 36,4% TV GLUUETEXOVTOV
Bpédnkav va OnAdvouy 0Tl TaPOUEVOLY KOWVOVIKA evePyol Kot OTL KATd TN SldpKeEL
TOV TPONYOVLEVOL UNVO GUUUETELYOV GE TOVAUYIGTOV U0 TOPOYWOYIKY] 1] KOWVOVIKT
dpactnpoTo. oYedov kabnuepwvd 1N oyxeddv kabe efdopada. H perértn g
KOTOVOUNG TNG GLUYVOTNTOAG TOV dVO SLUPOPETIKMV JAUGTACEMV TNG OPOGTNPLOTOINGNG
€0€1EE OTL Ol EPELVAOUEVOL GUUUETEIYOV CLYVOTEPU GE KOWMVIKEG OPUCTNPLOTNTES
(32,6%), oe clOykplon HE TN GULUUETOYN O TOPUY®YIKES dpactnpotntes (28,1%).
Emmpocbétmg, peyaddtepo 1oV T0 TOGOGTO TOV EPEVVAOUEVOV TOV EMEGEIEAV GLYVN

ooppetoyn (oxeddv kobnuepwvd 1 oxeddv kdabe eRdopddn), TOCO0 G TOPAYWOYIKES
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(19,9%), 660 kot Kowvovikég dpactnprotnTes (23,8%), GLYKPLVOLEVO LE TNV avaAoyia
TOV NMMKIOUEVOV pe Aydtepo ovyv ovppetoyn (Ayotepo ovyvd amd oyxeddv
kaOnuepvd 1 k4B efdopdda). Ilepiocdtepo amd 10 1/3 TV gpevvdpEVOV INA®CAY
OTL elyav ovupetdoyel ouyva (oe efdopadtaio N kabnuepvn Pdon) ce €0Tm pio amod

TIG VIO PEAETN TTAPAYOYIKEG 1)/KOL KOWVOVIKEG OPOGTNPLOTNTEG.

H mapoywywkn kot kowovikny dpactnplonoinon Ppébnke va dapépet onuavtikd
HETAED TOV SOPOPETIKMY NAIKIOKAOV OPAS®V, LE TO VYNAITEPA TOCOGTH GUUUETOYNG
VO OTOVTOVTOL HETOED TMV EPELVAOUEVOV MAIKIaG 65-74, 1060 6€ TOPOY®YIKES
(19,6%; 95% CI 17,8-21,4), 600 ko1 Kowovikéc dpaotnprotnteg (21,1%; 95 % ClI
19,3-23,1), o€ ovykpion pe to dropo niwiog 75-84 (12,1%; 95% CI 10,0-14,6 ko
17,2%; 95% CI 14,8-20,0, avtictowya), Topd T0o YeYOVOG OTL [IL0. GNUOVTIKY avoAoyio
atopov dvo tov 85 etdv mapatnpnnke Ott efaxoiovBodoav vo TapapEVOLV
TOPOYOYIKG M/kol kowovikd dpactplo (13,9%). Avtd to edpnua Ppiocketon og
ovpeovia pe ta amotedéopato towv Mendes de Leon k ocvv. (2003), ot omoiot emiong
dwmicToov OTL 1] KOWVOVIKN GUUUETOYN HEIOVETOL UE TNV NAKio cOpQOvVO pe TV
avAALGN TOVG OV APOPOVGE GE EVA OVTITPOCHOTEVTIKO Oeiyla atopOV Ave Tov 65
etdv amod 1 upedétn New Haven EPESE. Avtibeto, oo Warr « ovv. (2004),
egetdlovtag éva delypa atdpmv 50 émg 74 etmv, dev mapoatipnoay Sapopég 6To
HéGOo eminmedo NG GLYVOTNTOG TNG KOWMOVIKNG OpacTnplomoinong mov va oyetifovrot
ue v nAkia. Mapopoing, Topodio Tov ot McMunn k cvv. (2009) mapeiyav epmeipikd
OTOYElDl VTOOTNPIKTIKA TNG LmoBeong OtL 1 Avodog NG MAKIoG ocvvadel pe
TEPLOPICUO TNG KOWMVIKNG GULUUETOYNG, avtd Ppébnke va 1oyvel uoévo yo tovg

OCUUUETEYOVTEC AVD T®V 80 ETMV.

[Topd t0 yEYOVOS OTL M GLYVY] TOPOYOYIKY KOU KOW®VIKY OpOCGTNPLOTOiNcT JOev
O€pepe oNUAVTIKE KOTA GOAO, NTOV TTO EUEOVIS HeTaED TV avopov (17,7%; 95%
Cl 15,0-19,1 xou 19,1%; 95% CI 17,1-21,3, avtiototya), 6€ GYE0N UE TIC YUVOIKES
(15,4%; 95% CI 13,7-17.4 xou 18,9%; 95% CI 16,9-21,1, avtictorya). EnUoviika
VYNAOTEPOG EMUMOAAGUOC GLYVIG CULUUETOYNG OE TOPAYOYIKES M/KOl KOWMVIKES
dpPaCTNPLOTNTES TOPATPNONKE UETOED TOV EPELVAOLEVOV VYNAOTEPOL LOPPOTIKOD
emmédov (36,2%; 95% CI 32,7-39,9), o oyéon pe to. dropo pe Ayodtepa ypovia
ekmaidevong (27,6%; 95% CI 24,6-30,9 ko 25,1%; 95% CIl 22,8-27,6), kabng kot
LeTAED TV CUUUETEYOVTOV VYNAOTEPOL OIKOYEVELNKOV £1600NIatog (35,9%; 95% CI
31,1-41,0), o ohykpion pe to dropa pe to youniotepo ewcdonua (25,3%; 95% ClI
22,4-28,4).

To M0COGTA GLUUUETOYNG OE TAPAYMOYIKES KOl KOWMVIKEG dpACTNPLOTNTES OEPEPAY
ONUOVTIKA HETAED TOV TPUOV YEOYPAPIKAOV TEPIOYADV, LE TN GLYVI| TOPUYMYIKN Kot
KOW®VIKY dpactnplomoinon va eivor vynAdtepn HETOED TOV NAIKIOUEVOV ATOU®V
o Bopewo Evpomn (26,7%; 95% CI 23,9-29,7 wou 27,6%; 95% CI 24,7-30,8,
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avTioTOol ), GE€ GVYKPIOT LE TOLS CLUUETEXOVTEG TG NOTIog Kou Kevrpukng Evponng.
Ta S omoteAéopata mopatnpinkov kot OGOV a@OpPd OTNV EKTIUNGN NG
OCUUUETOYNG OE TOPAYOYIKEG N/KOl KOWWOVIKEG OpacTNPlOTNTEG  GUVOAIKAL.
Jvykekpuéva, 1 avoroyio T@v NOTIOEVpOTUi®V TOV GLUUETElYOV £0T®M O©E Mo
TOPUYMYIK] /KOl KOWVOVIKY OpacTnploTnTe NToV TEPITOV dVO POPES UIKPOTEP
(22,6%), ot oyéon pe to nAKIOUEVA dtopa tov Boppd, ot pucoi mepimov amd toug
omoiovg (43,9%) kot OdamoTOONKE OTL  SATNPOVCAV  OTOLONTOTE  LOPOPT|
TOPUYOYIKNG M/KOL  KOWoViKNG  dpactnplomoinone. Ilapopoimwg, onuovtikég
SLLPOPOTOMNGELS dlamoTwinKay ko Otav ekTiunOnke 1 cvyvn OpacTnPlOTOiNnoM
petald tov dweopeTik®dv vrd peAéTn Evpomaikdv yopodv, HE To TOGOCTH
CUULETOYNG OE TOPAYMYIKEG dPAGTNPLOTNTES VO Kupaivovtol peta&d tov 29,4% ot
FoaAlio ko 28,1% omn Zoundia émg 5,9% oty Iomavia Kot ¢ cvppetoyng oe
KOWmViKéG opaoctnptotntes amd 42,0% oty EALGda kot 31,6% ot Aavia émg 8,1%
omv Itodo. To ev Adyw gvpnuato lval LVIOGTNPIKTIKE NG OlamioT®oNG OTL
dwpaiveror po dwfdduion petald Boppd kot Notov, pe e€aipeon vo amotelel n
EMGda e€attiog Tov peyoldTEPOL TOGOGTOV TOV NAKIOUEVOV TOL gpeavifovtol va
elvar kowovikd gvepyd AOy® Kuplog tng 10iTEPO VYNANG GLYVNG CLUUETOYXNG OFE
OpNoKEVTIKEG KoL EKKANGCLAOTIKEG Opaotnpotntes kot TeAetéc. Ot mopamave
TOPATNPNCES cuvteivouy oty emPePainon Tov cvumnepdopotog Tmv Sirven kot
Debrand (2012) (p. 1289) 6t «to va (eig o€ o Popeta ydpa av&avel GNUOVTIKA TiG
TOAVOTNTEG GUUUETOYNG GE KOWOVIKEG OpactnptotnTes». Emiong, éxer vmootnpiydet
OTL Ta LYNAG TOGOGTA KOVMVIKNG dPACTNPLOTOINGTG TOV ATOVTIMVTOL GTIC YOPES TOV
Evponaikod Boppd icmg vo aviavakiovv tnv  avaykKoldtnto LIoKoTioTOoNG
OTUOVTIKOV pOA®V TTOL £ivol ELOVTOL GTO. OIKOYEVELNKA JIKTVO, GE GUYKPIOT LE TIC
Y®peG Tov NOTOL OOV Ol OEGUOL TOV ATOPPEOLY AMO TO OIKOYEVELNKO TEPIPAAAOV

Bewpodvtan Ot eivar Tepiocdtepo oyvpoi (Croezen et al. 2015).

3. Kowaovikn aropdvoon

H molhamAn moapovcia Tapaydvimv KOWOVIKNG Omopovmons NToV AyOTeEPO EUPOVIG
o1l Ovo dxpeg g katovouns, pe 10 19,3% tov ocvpupetexdviov va €xouvv
TEPLGGATEPOVS A0 TEGGEPIS Topdyovteg kot to 1,7% va pnv mapovotdlel kovéva
TOPAYovVTe. XTIV TPOYUOTIKOTNTO, YL Tr  HEYOAVTEPN  ovoAoyio  aTtOp®V
dwmotdinkay dvo (30,4%) 1 tpeig (37,2%) mapdyovteg KOmVIKNG amopdvmong. Ot
o cvvnoioUévol TOPEYOVTEG KOWVMOVIKNG OTOUOVOONC TOV 1) ATOVGio AVTOALXY®DV
KOWMVIKNG GTNPIENG, 1] KOWVOVIKT adpAvELD KOl 1) ¥OP1oTY OaPinct) TOV TodidV omod

TOVG YOVEIG.
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H emkpatovca avtiinym 011 {iomwg 1 KOWOVIK) amopudéveoon evieivetor kabmg to
dropa ynpdokovv e€attiag moilmv PeTOPOA®V, Ol 0moieg TEPATEP® EVIGKVOLV TO
KOW®VIKO-0IKOVOUIKO KOl GUVOLCONUOTIKO PELOVEKTNLO TO 0010 £ival GOUPVTO OTIG
peyaAvtepeg nikieg (Cornwell and Waite 2009; Steptoe et al. 2013), gaiveton va
emPBePordveTon Ko amd TO ELPNUATA TG TOAPOVOAS EPYOCINS. L& AVIIOTOUYIO LE [
npoceatn eumepikn depevvnon (Toepoel 2013), 6mov ta peyodvtepo o€ mhikio
dtopo MTOV Kol GLTE TOL GVNKOV OTNV MO OTOHOVOUEVT]) KOW®OVIKG Opdda, 1
KOWMVIKT OTOROVMOT do@dvnke va avéavetar pe v dvodo g nikiog, evd o
EMUTOAIGUOC TOV TOAOTAMY TAPAYOVIOV KOWMOVIKNG amopudévoons Ppédnke va
JPEPEL CNUAVTIKE HETAED TOV TPUOV NAMKIOK®OV OHAd®V, UE TIC O10POPES AVTES VL
etvar mo évroveg petald Tov atdpmv 65 £oc 74 Kol TV atopmV 85 £TOV Kol Ave.
Tavtodypova, onuavtikd yoaunidtepn mOavoOTNTO TAPOVGING TOALUTAMY TOPAYOVTWV
evellag moapatnpnbnke petad TV ovppeteyoviov  tétaptng niwkioc. I
ovykekpipéva, v to 24,4% tov gpevvopevov mikiag dvo tov 85 etov
dwmiotddnke 0Tl MEPIGGOTEPOL OO TECGEPLS TAPAYOVIEG KOWMOVIKNG OTOUOVAOCNG
ntav mwapdviec, oe cvykpion pe 10 20,9% tov atopmv 75 fog 84 kot to 17,0%

ekelvav 65 mg 74 etdv.

Aoppavovioag vwoyn to yeyovog OTL 1) LOVAYIKT GUUPIMOT Kol 1) KOW®VIKY adpavela
Bpétnkav va eivar mo mOavd va copfodv peta&d Tov atou®v peyolvtepng nAkiog,
avtd 16mG va givol EVOEIKTIKO TOV YeYOVOTOG OTL GTO. TEAEvTaia Ypdvia g Long
EVOEYETOL VO EMEPYETOL CLGCMPEVLCT UELOVEKTNUATOV, TOGO GE KOWMOVIKO EMIMEDO,
060 Kol 610 €mimedo NG vyelag kot g evellag. Emopévag, elvar mbovo n Oetikn
oLoYETION HETAEDL KOWMVIKNG oamopdvoons kKot mAkiog vo eivor amotélecua
CTPOYUOTIKNG MAIKIOKNG EMOPAONS» 1 VO GUVIPEXOLV Kot GAAES GLVONKES TOL
GLVASOLV LE TN YNPAVON KOl EUTAEKOVTAL GT1 SIUOPP®OT VTS TG oxéong (Victor
et al. 2000).

INUOVTIKEG  OLOPOPOTIONCEL; OTOV  EMUTOAOCUO TOV  EMUEPOVS  OEIKTAOV NG
KOW®VIKNG OmOpOVMOONG, 0AAL KOl TNV TOAAATAN EUOAVICT TOVLG, TOPATHPNONKAY
petalld tv 6vo EVA®V, e TOVG AVOPEG VO ERPOVICOVY KAAVTEPO OMOTEAEGLATO GE
oxéon pe T yvvaikes. H mopovsio meptocdtepmv TV TEGGAPOV TOPAYOVTIOV
KOWMVIKNG OmopOVOoNS MTov SNUOVTIKE vynAdtepn HETAED TOV YOVOIKAOV, GE
cOyKplon pe avtiyv tov avdpav (17,5% évavt 13,4%, p=0,003). To mocootd TMV
YOVOK®V OV JamoTdOnKe 6Tt LovGaV HOVEG NTAV dLO POPEG LEYAADTEPO, GE GYEDN
ue exeivo tov avopmv (54,1 évavtt 27,4%, p<0,001), evpnua mov pmopei va. e€nyndei
Baoet Tov yeyovaTtog 0Tt 01 yuvaikes tetvouy va ovv eprocdtepa ypovia (Wenger et
al. 1996), mapd 10 yeyovog 6Tt gpeavifovior va Katéyovv AyOTEPOLS OUKOVOUKOVG
KOl EKTOOEVLTIKOVG TOPOVG Kol v OVTIHETOTILOVV  TEPIOCOTEPES  OVOUEVELS
kataotdoelg vyeiag (Mcdonough and Walters 2001). TIpdopateg épgvveg xovv dei&et
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OTL N KOWOVIKT QOUOVOGCT] OmOVTATOL GUYVOTEPA LETAED TOV YOVOUUK®OV EE0UTIOG TOV
YEYOVOTOG OTL TO HEYAADTEPO TOGOGTO aLTAV dlaflodv 6e cuvinkeg ynpeiag kot {ovv
xopig cvvipopo 1 ovlvyo (Holwerda et al. 2012). Qotdc0, N atekvia, n onoia Exel
OLCYETIOTEL UE TNV VTOPEN MWKPOTEPMY OIKOYEVEIWNKADV OIKTV®V Kol ALyOTEPWV
owoyevelakmv decuav (Wenger et al. 2007), Bpébnke va elval peyoaddtepn peToEy
TOV AVOPMOV, ELPNUA TOL GUVASEL e TNV AVTIANYN, 0Tt e&outiag LaKpoyPOVIOV POL®V
OV AOPPEOLY OO TNV KOWMOVIKY TOVTOHTNTO TOV OVO GUA®V, 1| OTOKTNOT| TV
EKTILATOL 1010TEPOL OO TIC YUVOUKES, EVM TOVTOYPOVA AVIITPOCMOTEVEL EVO, KOWVOVIKO

oT0)0 GTOV 07010 01 yuvaikec avauévetar va avtamokptBodv ue emitvyio (Rijken and
Merz 2014).

Emmpocbétmg, oe coppwvia pe mponyodueva epguvntikd aroteiécpoto (Bassuk et
al. 1996; Turner and Marino 1994), 10 YounAd EKTOOEVTIKO Kol OIKOVOUKO EMUTEDO
avadeiydnkayv o Topdyovies mov oyetilovtal pe TNV ELPAVIOT GLVONKAOV KOWVMVIKNG
OTOLOVOONG UETOED TV OTOUMV HEYOADTEP®V NAKIOV, KAODG 01 GUUUETEYOVTES LE
MYOTEPOLG LOPPMOTIKOVG KOl OTKOVOUIKOVS TOPOLG, Ommg avtol ektyundnkov Pdoest
TOV YPOVOV EKTOIOELONG KOl TOV OBEGILOV OIKOYEVELOKOD ELGOONUATOG, Elyav
peyoAnTeEPN THOVOTNTA TAPOVGIOS TOALUTADY TAPAYOVTIMV KOWMOVIKNG OTOUOVOCNG.
Mo ovykekpéva, to 15,5% tov atdpov pe avotepn ekmaidevon Ppédnke pe
TEPLGGATEPOVS OO TEGGEPLS TAPAYOVTES KOWVMVIKNG ATOUOVOCNGS, YEYOVOS TO 0TOio
toyvoe Y to 17,0% tov atdpwv pe ta Atydtepa ypoévia exkmaidsvons. Akoun mo
EVTOVEG MTAV Ol O10POPEG KT OIKOYEVELOKO ELGOONLLAL, LLE TV KOWVOVIKY] ATOUOVMOON
va gtvor TOAD TEPIOCOTEPO EUPAVIG UETOED T®V AYOTEPO OIKOVOUIKE €0pOOT®V
atopmv (26,3%), ce cOYKPLON UE TOVG GLVOUNAIKOVEC TOVG OVATEP®OY OIKOVOULKMV
otpopdtev (6,4%). Tlopopoing, 1o YOUUNAO KOW®OVIKO-OIKOVOUIKO EMIMEDD, ®C
AVTITPOCHOTEVTIKO TNG VTAPENG KOWVOVIKOD PELOVEKTILATOS, £XEL GLOYETIOTEL BETIKA
HE TNV KOWOVIKY amopdéveoon petald atopwmv nAikiog 45-75 etmv, PAcel deKTOV
HETPMNOMNG TNG KOWVOVIKNG GUUUETOYNG, TOV LOPO®OV cLUPImong Kot Tov aptBpod twv
otevov deopdv (Weyers et al. 2008).

4. Mova&ia

O emmoAacudg TG MOAD GLYVNG N GLYVIG EUPavVions aloOnuatwv povaildg (tov
TEPLOCOTEPO KAPO M Yo Kdmolo kapd), Ppédnke va eivar 50,5% oto mhaiclo ™G
TapoVGaG SEPELYNONG, EVPTLO TOL GLUPOVEL LE TO ATOTEAECUATO TNG LEAETNG TOV
Sawviko k ouv. (2005), cOupova pe ta omoia to 39,0% tev atdpov dve tov 75 etdv
Miwcav 6Tt awsbavovton povaéid. [oapopoimg, to 40,0% Tov Bpetavdv atopmv dveo
TV 65 gtdv Ppédnkav o oyeTikn pekétn vo Pudvovv cuyvd oucOfuata povaildg

(Victor et al. 2015). Ilepartépw, otnv TOPOLGO Epyacio 1 gueavion oacOnudtov
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povoédg Tov meplocotepo Kapd avaeepdnke amd to 11,2% tov yovoikov Kot to
7,2% twv avopav, evd Ot aobdavovtol povaSid ouyvd dNAmoay ol yuvaikeg oe
1060010 47,9%, oe oyéon pe 10 oaviictoyo 30,8% tov avdpikov TANOLGOY
(p<0,001). H katavoun ¢ povolldg Ppébnke va dopépel onuoviikd uetald tov
SLLPOPETIKMV NMKIOKDOV OUAOWV, HE TO HUEYOADTEPO TOGOGTO TOV GUUUETEYOVIWOV LE
TOAD cvyva asOpota pova&ldg vo amavtatot petabd Tov atopwv 85 etdv Kot dvm
(12,4%), o€ ovykpion pe 1o vedtepa o€ nhikia dtopa, 65-74 (7,7%) ko 75-84 etmdv
(11,9%) (p<0,001). Ocov agopd otV Katavoun TG HOVOEIGS KOTA EKTALOEVTIKO
EMIMED0, WKPOTEPO NTAV TO MOGOCTO TOV OTOU®V HE TEPLOCOTEPA  YPOVIN
ekmaidevong (13+ ypdvia) yio ta omoio damiot®OnKay ocOuata povosldg tov
neplocotepo  Kopd  (7,3%), oe oyéon HE TOVG GLUUETEXOVIEG YOUNAOTEPOL
nopeotikov gmmédov (p<0,001). Emiong, vyniotepo HTav 10 TOGOOTO TMV ATOU®Y
LE HIKPOTEPO OIKOYEVEIOKO €1000NHo TTov vrépepov and povaéid (13,6%), oe
oUYKPIoT UE TO ATOUO TOV OVAKOY GE DVYNAOTEPO €l60OMUATIKA oTpoduata (7,3%)
(p<0,001).

Eniong, damotddnke OTL 01 gpevvduevol pe €va 1 TEPIGCOTEPA POV VOCTLLOTO
Ntav meplocdtepo mMBavO va avaeEéPovy TOAD cuyva 1 cuyva acOnuota povaiidc,
OLYKPWOUEVO HE EKEIVOLC Ympic Kavéva ypdvio voonua (p=0,015). Emmpochitmc,
HEYOADTEPN NTAV 1] OVOAOYIO TOV ATOU®V UE EVAV 1 TEPICCOTEPOVS TEPLOPICUOVS OTIG
KaOnuepvég Asrtovpyieg Kot €vol 1 TEPIGGOTEPO. GLUTTOUOTO VOCPOTNTOS TOL
avépepay TOAD GLYVA 1 cuyva ocOnpaTo Lovadlds, oe oXEoN LE T GTOUO LLE KOVEVOL
neplopiopd  (p<0,001) wor kavéva ovumtopa (p=0,001). Avogopikd pe v
KOTOOMTTTIKY COUTTOUOTOAOYIO, 1 LOVOELL TTOV CNUOVTIKE TO ERPAVIG LETOED TMV
atop@v mov Ppédnkav va vIToeépovy amd TEGCEPH 1| MEPLGGOTEPO. GLUTTMOLOTO
kotablyng (14,2%), oe oxéon pe ekeiva pe Mydtepa omd TEGGEPO GLUTTOUOTO
(7,6%). Ocov apopd ota 6Tpeccoydva. yeyovota (NG, T0 TOGOGTO TV NAKIOUEVOY
atopmv mov dafrodoay oe cuvOnKeg ynpeiag Kot MAmcav ott éviwbav pova (12,2%)
NTOV GNUOVTIKG VYNAGTEPO OO TO avtioTolyo tov un ynpov (7,8%) (p<0,001).
[Mopopoimg, m mapovsio meplocdTEP®V amd G OLOUEVOVG GLVONKNG vyelng
dwmiotddnke vo oyetiletor pe TV TOAD GLYVN N GLYVN EUPAVIOT ouoONUATOV
povaélds, Kat’ avtioTolyio [e To. EDPNUATO TPONYOVUEVOV EPELVAV, GOUPMVO, LE TO
omoia 1 pova&id eaivetar va elvar peyoldtepn peta&d Tov atopmv péong nlkiog Kot
avo pe pteyd omoteléopata vyeiog (Koropeckyj-Cox 1998). Emopévac, dtapaivetol
o6t {owg eivar mbovd, ommwg ko €yl mponyovuéveg mpotabei (Paul 2015), n
VOGN POTNTA VO YEPOTEPEVEL TNV IKOVOTNTA TOV ATOU®OV VO, S10TNPOVV TIG KOWMOVIKEG
TOVG GLVOVAGTPOPEG EANTIOG TOV OVGKOAMY TOV AVTILETOMILOVY GTNV EMKOVOVIA,

OAAG Kol NG ampoBupicg TOVG VO HOWPACTOVV TS OPVNTIKEG KOTOOTAGELS OV
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avTILETOTILOVV GE GYEON HE TNV VYEID TOVS, YEYOVOS TTOV EVOEXOUEVMG VO EMLTEIVEL TN

Bimon aenuatov povasids.

Oocov agopd ota ayyoyova yeyovota (mng, T0 TOGO0TO TV ATOU®V oL {ovcav Gg
ovvOnkeg ynpetog o omoio MMA®GaV va Brdvovy HovaEid ToV TEPIGGOTEPO Kopo MToV
onuavtikd peyolutepo (12,2%), e y€om e TOVG GLUUETEYOVTES IOV OEV NTAV Y1NPOL
(7,8%) (p<0.001). Kat’ avtiototyia, oe pio mpodo@atn Epevva, HETOED NAMKIOUEVOY
atopv ot Zovndia, M ynpeio ovayvOpioTNKE ®G ONUOVIIKOG TPOYVAOCTIKOG
napdyovtag ¢ povaélac yia ta dropo dve tov 75 etdv (Daahlberg et al. 2015), evad
N pova&id Nrav vynAdTePN HETOED TOV OTOU®MY TOV NTAV YNPOL KO CLUUUETE OV OTN
I'eppoviky Merétn «Study Way of Living of Older Adults» (Pinquart 2003). H
dwPioon ympic ovvipopo 1 cvluyo emiong Ppédnke vo 1codvvapel pe pHeyoldTePO
kivouvo Biwong pova&uag yio to dtopo nikiog 62-91 €tdv mov coppeteiyov 6to
«National Social Life, Health and Aging Project» (Hawkley et al. 2006). X¢ mapdouoio
depevuvnon dedopévev TG AyyAkne Awoypovikng Meiétng yio t [Mpavon (English
Longitudinal Study of Ageing-ELSA), ta dtopo mov (ovoav ympig cvvipopo M
ovluyo damotddnke 0Tl EvimBav OtL Toug €Aeume mopEo Kol avEPEPAV YOUNAL
enineda kavomoinong amd 1t Con (Demakakos et al. 2006). EmmpocOétwc, ta
NMKIOUEVO GTOUO TOV OTolmv To TToudld &lyov mPOGEATO HETOKOUOEL amd TNV
Tatpiky eotio Ppédnkav va Pidvovv povalld ce PeyOADTEPO TOGOOTO, GE GYEON LE
TOVG GUVOUNAKOVG TOVG ov {ovoav pe kdmoo amd to moudd tovg (52,4% évavt
44,7%, p=0,032). Eniong, n povo&id mapatnpiidnke vo givor onpovikd vyniotepn
HETAED TOV KOW®MVIKG OTOUOVOUEVOV OTOU®MV, BACEL TOV HOpO®V cupuPimong, Tov
apluod TV TSV Kol NG KOwmVIKNg dpaoctnpromoinong (p<0,001), evd
LEYOADTEPN TV 1] AVOAOYIO NAKIOUEVOV ATOUMV Y10 TOVS OTOIOVE TEPIGGOTEPOL AUTO
TEGGEPEIS TAPAYOVTEG KOWVMOVIKNG OTOUOVAOCNG NTOV ERQAVEIS Kot 01 ooiot dNAmcav
o6t awsbavovtay povaéld tov mEPLocoTEPO Kapd 1M kdmowo kopd (69,7%), ot
OVYKPION LE TOVG CUUUETEXOVTEG LE AYOTEPOVS OO TEGGEPLS TAPAYOVTES KOIVIOVIKTG
amopdveong (46,0%). Kat® avtiotoygio, vyniotepa eninedo povolag Exovv emiong
dwmotwel petaéd tov drekvov nukiopévov atdpmv (Koropeckyj-Cox 1998), aild

Kol TOV AyOTEPO KOWmViKd evoopatopévov (Jylha 2004).

5. Eveio kol KowwoviKo-onpoypo@ikd yopaKTpLioTiKd

[MoAoamAn eppdvion mopayoviov evellag moapatnpndnke yw 1o 10,2% 7tV
OLUUETEYOVTOV, VD 1O 4,4% ovtodv Bpédnkov vo punv mTapovcstdlovv Kavévo omd
TOVG OEIKTEG TTOV YPNCLOTOMONKAV Y100 TV TEPLEKTIKN depedivnon g eveéioc. [Ma
NV TAEOYNOI TOV NAKIOPEVOY ATOU®MV TOL OELYHOTOC OVIXVELTNKAV HOVO EVog

(28,9%) M ovo ocikteg evellag (27,9%). ZnUavtikés MTOV Ol OLPOPEG TTOL
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wapatnPROnKav PETaED avopdV Kol YOVOIKAOV, HE TIG YOVOIKES vo gpgovifoviol og
1060010 17,1% pe kavéva mapdyovta gveéiog, oe oyéon pe 10 11,0% tov avopov.
To péco oxop v mapaydviwv gveliag dev d€pepe KoTd QUAO, TAPOAO TOVL NTAV
vynAdtepo petald v avopav (2,0%; 95% CI 1,9-2,1), oe cOykpion W’ ovtd tov
yovakov (1,7%; 95% CI 1,6-1,8). Qotdco, 600V 0@opd oTOV EMTOAACUO TOV
EMUEPOVG OEIKTAOV TNG ELEEING, ONUAVTIKA LYNAOTEPT NTAV 1) AVOAOYiD TOV aVOPOV
OV TOPOVCIOGOV KOAVTEPO OMOTEAEGHOTO GYETIKO LE TNV OTOVGI0 CUUTTOUATOV
KATAOAYMG, TV EKTIUNOT TG vYElog g TOAD KOANG, TV Kavomoinomn and 1 (on
kol v Vvmopén evog M kavevdg ypoéviov voonuotog. Tao mopomdve gvprjpato
OLVASOLY I OVTA TG LITAPYOVGOS KOVMVIKNG KOl LUTPIKNG EPELVOS COUPOVA LE TO
omoio QaiveTor va emkpatel £va VOIAKPITO VILOSEY IO GTO OTOl0 €lval EUPAVAG M
apvntikn oygon petacd yovaikeiov pouiov ko gvuetiag (Pinquart and Sorensen 2001).
[Ipog avt Vv katedBovvon, 1 KatablrTikn copntopatoroyia £xel Ppedel va elvan
UEYOADTEPT UETOED TOV YUVOUIKOV dved tov 70 €TV, 6€ cOYKPIoN HE TOVG GvOpPES
(Barry et al. 2008), evid £xet dtomiotmbel 0Tt o1 yuvaikeg ival o mhovd o€ oyéon e
TOVG AVOPEG VO VIOEEPOVY amd Aettovpyikovs meploptopovg (Arber and Cooper
1999), va. avtyetonilovv neplocdtepeg copatikég avamnpieg (Murtagh and Hubert
2004), va mopovotdlovy vynAOTEPE TOGOOTH KOKNG aVTO-0EI0AIYNONG TG LYELOS
(Benyamini et al. 2003) kot va {ovv mteplocoTepa ¥povia, mapd TV Vrapén mokilwv
YPOVIOV Kataotdoewmy voonpotntag (Crimmins et al. 2002).

InuovTikég 010popEég KAt MAKLOKN opdda aviyvedTnkav emiong kot 6Gov apopd
OTOV EMIMOANCUO TOV EMUEPOVS OEIKTOV NG evediag, evd mapatnpndnke Eva
OLYKEKPIUEVO TPOTLTTO OGOV OPOPE oTNV 0BPOISTIKY] EUPAVICT] TOV TOPAYOVTOV
evelag. [opd to yeyovog 6TL  moAromAn mapovasio mapayodviov gveliag Bpédnke va
pewdvetanl pe v dvodo g nAkiog, ot O10POPOTOGES OVTEC NTAV UEYOADTEPES
HETOED TV SVO TPOTO®V NAMKIOKOV Opddwv 65-74 kan 75-84 €1dv, VO Y10 TO. ATOUN
tétaptng NAkiog (85+) 0 emmoAacuOg TV OEIKTAOV VeSO O1EPEPE oNUAVTIKG LOVO
LE aVTOV TNG VEOTEPNS NMAMKIOKNG OLAd0S KOl NTOV 6€ GLYKPIGILo eminedo 1 avtdv
TV 0TOp®V 75-84 gtdv. MdMota oty mepintwon g motdtnTog {mng Kot TG avTo-
avaQEPOLEVNC VYELOG Ol GUUUETEXOVTEG VD TV 85 €TV Ppédnkav o peyordTepo
TOGOGTO VO, ONA®VOLY 0Tl amoAdpPavouy vYnAo eninedo motdtnTag (®NG Kot OTL M
vyela Toug elvan TOAD KaAr, oe cOykplon pe to dropa nikiog 75 g 84 etmv. Tho
CLYKEKPIUEVQ, 1 avoroyio ToV atdpmV Tov avépepay vymin mowdtnta (ong (5,0%)
KOl EKTIUNGAY TO EMIMEDO TNG VYEING TOVG G TOAD Kahd (6,0%) Ntav peyolvtepn oto
Gropo tétaptng MAkiog, oe oyéon pe to. dropa nAkiog 75-84 (4,7% xar 4,5%,
avTioTOU(O), EVO O EMTOAAGHOS TOV NAMKIOUEVOV TOV dSNAMGUV TOAD 1KAVOTOMUEVOL
pe ™ (oM Tovg Oev JEPEPE ONUOVTIKG [E TO. ATOMO TETOPTNG NAKING KaODS T
eAMdyIoTo VYNAOTEPOG 0TV oudda TV atopmv 75-84 (28,0%), dtav cuykpibnke ue
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™ ueyaAdtepn nAklokn oudda 85+ (27,4%). Ta evpriuato ovtd OVOLOGTIKG.
emPefardvouv t0 Aeyduevo «mapdoofo g eveflag», ovuE®VE pHe TO Omoio
amovtdtal 0Tk cuoyETion HETaEL TG avénong ¢ nkiog kot g gvellag Tov
NAKIOUEVOV 0TOH®Y, OTTOC 0T TPocdtopileTarl omd SoPopeTIKONS GYETILOUEVOVG
ue v eveio deikteg (Ehrlich and Isaacowitz 2002; Gana et al. 2012). Onwg £xet
npotadel amd TPoyevEoTEPES EPEVVEG, OGS Yo TaPAdEya avty TV Birditt K cuv.
(2005), 1600 ot kaBnueptvol TOPAYOVTES AYYOVLS, OGO KOl 1 AVTIOPACT GE OVTOVG
approvovror Kabmg ot avOpmTol YNpacKkovv, YEYOVOS OV EVOEYOUEVAS VO ETITPETEL
oto dropa TETapTnG NAKiaG vo amoAapfavouy oyetikd vynid erineda eveéiog. Ocov
aQopd 6TO OelKTN eKTIUNONG TS KOTOUOMATIKNG CUUTTOUATOAOYIOS, OUMIGTOONKE
Ho KOUTOAOYPOUUN oxéon HeTa&d KatdOAlnyng kot nAkiog, pe Tov ETOAacUO TOV
YOUNAOTEPOL OKOP VO €ivol UEYOADTEPOG OTN VEOTEP MAKIOKY OHAdD KOl Vo

OLEAVETOL CTUAVTIKA OTIG GALEG dVO NAKLOKEG OULADEC.

6. Evelio ko mopaymyikl] Kol KOvoViK dpacTtiplomoinen

Yyniotepo eminedo eveEiag, Onwg avtd amoTummONKe OTIC OETIKES AVTO-0VOPOPES
TOV GUUUETEXOVI®MV Yo TNV wkavomoinon ond t Con, mmv mowdtmra Long, v
amovcio. KotaOMITIKNG CUUTTOUATOAOYING, TNV OVTO-EKTIUNON NG VYElNG Kol TO
deiktn palag odpotog, Jomotdtnke HETOED TOV OTOU®V TOL  GULUUETEYOV
oLYVOTEPQ, TOCO OF TAPOYWOYIKEG, OCO KOl O KOWMVIKEG OPOCTNPLOTNTEG.
[Mopopoimg, o emmoAaGUOC TG EUEAVIONG TOALOTAGV Tapaydviov gvellog ftav
ONUOVTIKA VYNAOTEPOG UETOED TOV  TOPAYOYIKE 1)/KOL KOWMOVIKO EVEPYDV
ovppetexovimv. ITo GuYKEKPIUEVA, 1| CUUUETOYY] TOV EPEVVOUEVAOV GE TOPOYMYIKES
N/xkar kowovikés dpactnpotreg Ppébnke va oxetileTon onuovtikd pe peyaAdtepn
mOavOTNTO EUPAVIONG TOALUTADV TOPAyOVI®MV €LEEING 1| TAPOLGING UEYOADTEPOL
apBpod Betikadv anotelespatov gvuegiag. Ot Tapondve TopaTnPNGES CLULPMVOVY UE
v avtiinyn ot n gvelia Katd v mePiodo TG YNpaveng ennpedleTtol oNUOVTIKA
OO TNV KOW®VIKY] EVOOUATOOTN TV atOpmv Kot Bpioketor o€ aviiotowyio L To
guprjuata mponyovpevev peietomv. Ilpdypot, n Oetiky ocvoyétion petad g
KOWMVIKNG GUUUETOYNG Kol TNG gveiag £xel avaderyBel amd TV VITAPYOVGO EUTELPIKN
épevva 1 omoia Kot £xel TOVIGEL TO YEYOVOG OTL TOL NAMKI®UEVO ATOUN TOV TOPOUEVOLV
KOW®VIKA evepyd eivan meplocdtepo mbavd va Bempodv 0Tt 1 vyeio Tovg elvar KaAn
(Bennett 2005), va avagépovy vymin mowdtnto (NG Kol tKavoroinon omd tn {mn
(McMunn et al. 2009; Warr et al. 2004), va Bidvovv pEI®UEVN WYUYOAOYIKN
emPapovon (Glass et al. 2006) kot va epgavifovy puo1oA0YIKO deikTn HAlog COUATOC
(Kamiya et al. 2010).
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Ooov apopd otovg empuépovg deikteg ¢ gveiag, mapatnpnOnke 6Tl Eva GNUAVTIKA
YOUNAOTEPO TOGOCTO TMOV EPEVVAOUEVOV TOV Ogv &iyav CLUUETACYEL o€ Koo
TOPAYOYIKT /KOl KOWOVIKT dpactnplotnto avéeepoy vynAn towdtra {ong (4,9%);
95% CI 3,9-6,0), oe olOykpion pe To GTOMO TOV ONAMOOY GLYVN] GULUUETOYN OE
TOPOYOYIKES T)/KOL KOWOVIKEG dpactnprotntes (7,6%; 95% CI1 6,0-9,6).

Emumpocbétmg, o onuavtikd vynAdtepn avoroyion atOUmy [LE GUYVI] GUUUETOYN OF
OTMOLOONTTOTE TOPAYOYIKY] /KOl KOW®VIKY Opactnplotnto XSy YoUnAd oKop
ocountopdtov Katdbiyms (69,2%; 95% CIl 65,9-72,4), ce oxéon pe eketva yopic
kapio dpaoctnpronoinon (53,8 %; 95% CI 51,0-56,5). Ta mopondve amoteAéouata.
nopaTnPHONKaY Yoo OA0VG Tovg deikTe TG gvediog Kat Yo TV TOALOTAY ERQAVIoN

TOVG.

[lepartépw, N mBavoTNTO TOAAATANG Tapovsiog mapayovieov gvesiog Ppédnke va
elvar vymAdtepn Yoo TA GTOUO. OV GUUUETEYOV G KOWMVIKEG OPUGTNPLOTNTESG
(ORs=1,57), oce o0Oykpion HE TO. OGTOUO 7OV GUUUETEIXOV GE  TOPUYOYIKEG
dpaotnprottes (ORS=1,35), evd 0 EMTOAUGUOG TOV EPEVVMDUEVDV LE TEPIOCOTEPOVE
amo 1€coeplg mapdyovieg evekilag NTov VYNAGTEPOG HETOED OVTMOV TOL GULUUETEXOV
Mydtepo ovyvd oe mapaywyikég dpactmprotnteg (20,5%; 95% CI 14,6-28,1), oe
obykplon pe avtobc mov ocvuueteiyav ovyva (16,7%; 95% CIl 13,7-20,2). Xe
avtiotolyio, HE Ta TPOoavaPEPOEVTIO ELPNUOTO, TO OTOTEAEGLOTO TPOTYOVUEVOV
OYETIKAOV EPELVMV £YOVV dMGEL EUPACT) OTIC AeyOpeveS VToBEoelg «emPapuvong Aoy
POA®VY KOl «aVATTUENG AOY®D pOA®VY», COUQMOVO e TG omoieg dtapaivetal OTL
EVOEYOUEVMC M EMOPACT] TOV TOPAYOYIKOV KOl KOWOVIKOV OpAGTNPLOTNTOV CTO
aroteAéopato VYElag vo oxeTilovion HE TOUG OPOPETIKOVG POAOVLE OV OVTEG
eumeptEyovy Kot ) Ploon BeTKOV 1 apvNTIKOV EUTEIPLOV TOV CLVVEAIVOVTOL LLE TNV
emtédeon tov porwv avtov (Rozario et al. 2004). Emmpocbétwg, 1 cvppetoyn o€
TOPAYOYIKES OPACTNPLOTNTES {0MG VAL EMPEPEL PO KOAUTVAOYPOUUN ETLOPOCT GTNV
eveélo e v évvolo OTL To UETPLOL EMIMEON CLUUETOYNG VO EVEYOLV TEPIGGOTEPO
EVEPYETIKEG eMOPAoELg, o€ avtifeon pe ta yaunAd kot ta vymAd eminedo (Klumb
2004). Emiong, evOe(OUEVOC 1 GLVEIGPOPO GUYKEKPLUEVOV LOPODOV TOPOYMYIKNG
dpactnproroinong oty gvelia va punv etvar wodéTun. Io cvykekpyiéva, n GuUUETONN
oe ebehovtikég 1 elovOpomkéc opyavdoelg elval mBavd vo amotedel TV o
EVEPYETIKN TTUYN TNG TOPAYOYIKNG OPACTNPOTOINGNG KOOMG GLVLPAIvETAL LE TN
SWUOPPMOT] KOWMVIKOV OECUDV TOL OtYUoA®TICOLV To UEYOADTEPA OQEAN TNG
SlymYNG (oG evepyovg Kovevikng Cong o 6povg avOANYMG TOAAATADY POA®V,
OUVOETIKOTNTAG Kol oLVTIPOPIKOTNTOS. Avtifeta, 1 dAOTAOT NG TOPAYWYIKNG
dpactnplonoinong mov aeopd otnv mopoyn drumng Pondewog Kot @povridog
evtdooetal kKuping 6° Eva TePPAALOV VTOYPEMTIKAOV OIKOYEVEINKMY KOl GUYYEVIKMV

OY£0EMV KOl EVOEYOUEVMOG EUTEPIEYEL TNV OVAANYT EMPAPLVTIKAOV, ayYOYOVOV Kot
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avemBOLMTOV POAMV OV EVEXOLV OPVNTIKA OTOTEAEGLOTO YLOL TNV VYElN Kol TV
evela. IIpog avth Vv KotevBuvon, 1 AvaAoYiol TOV CUUUETEYOVIMV OV EKTIUNGOV
10 eminedo TG LYEING TOVE WG TOAD KOAG Kot ONAWGOV OTL TOV IKOVOTOINIEVOL OO
™ (oM T0U¢ NTOV LYNAOTEPT, UETOED OLTMOV TTOV CLUUPETEIOV GE TOPOYOYIKES
OpacTNPOTNTEG AYOTEPO GLYVA GE GUYKPION HE TOVUG TEPIGGOTEPO TOPUYMYIKA

EVEPYOVG.

7. Evedio ka1 Kowvoviki) aropévoon

Aoppavovtog vtoyn To YeEYovog OTL UEXPL CUEPA OEV VITAPYEL CLVOIVEST OC TPOG TN
HETPNON KOl TOV OPIGUO TNG KOWMVIKNG OTOUOVOONG, EMYEPNONKE 1 TEPLEKTIKN
exktiumon tov Pdoel ¢ AvTANONG OEIKTOV 7OV €0TIALOVV OTIG OVTIKEUEVIKEG
OWOTACELS TOV  OWKOYEVEWKADV Kol KOWOVIKOV ouvOnkov dwfioong tov
nukopévov  atdpov. Ot dwotdoelc avtéc petpnOnkov o€ dopwkovs Kot
Aertovpykovg Opovg. Il ovykekpyéva, 1 QULGIKN OTOUAKPLVOY OO  TOLG
ONUOVTIKOVG GAAOVG, 1 OTOl0. aVTOTOKPIVETOL GTN SOUIKN TTVYN TG KOWMVIKNG
anopdvwong, omwg £xel tpotadei amd tovg Tomaka et al. (2006), a&ohoynOnke Pacet
TOV HOPPOV GLUPIOONGS, TNG OIKOYEVELOKNG KOTAGTACNG, TOL aptOpol TV Todudv
KOl TOV GYETILOUEVAOV LE TNV OIKOYEVELN GYECEMV GE OPOLG ETOAPTG TOV TOLOUDV LE
TOVG YOVELG KO TNG YEWYPOPIKNG TOVS yyvTnTag. H éAAenym KOowmvikng cuppeToymg
Kol 1 amovsio OVIOAAAYDV KOwoViKng ompiing OBsopndnkoav og Osikteg

OVTITPOCHOTEVTIKOL TNG AEITOVPYIKNG O1AGTACTG TS KOWMVIKNG OTOUOVOGCTC.

X cLUEOVIO LE TPONYOVLEVO GUUULYYT] EPEVVITIKG OTOTEAEGLATA OGOV OPOPE GTN
oxéon petalh KOWWVIKNG omopdvmong kKor egvefiag, efoutiag Kuplowg TV
SLPOPETIKMOV OPIGUMV KOl TOV HEBOI®V HETPNONG VTOV TOV EVVOLDV, TO TPOTLTO
™mg oyéong otV mopovca avdivon emiong Ppédnke va mowider petalld TV
dwpopetikmdv deiktov. Mo mapdderypo ot popeéc ocvupimong dwmotdbnke va
oYeTIlOVTOL CNUAVTIKA LE TOVG TEPIGCOTEPOVS OEIKTEG TNG KOWMVIKTG OITOUOVAOCNG
KOl NG TMOAATANG epeavions tovs. [To cvykexpipéva, n amovsio. GLUTTOUATOV
KotdOiyng (p<0,001), n avopopd moring koing vyeiog (p<0,001), n wavomoinon
a6 ™ Lon (p=0,012), n mopovcio kavevdg 1| VO ¥pOVIOL VOGHIATOC Kot 1 Drtapén
euotoloywkov deiktn palog oopoatog (p<0,001) Mtov oNUOVTIKG TEPIGGOTEPO
EUPAVELG LETAEL TV aTtOU®V TTov dtoflovcay pe cOluyo 1 GUVIPOPO, GE GYECT| LE
ekelva mov onlwacav 6t Lovoav pova. Emiong, 1o okop g gue&iog NTov onpavtikd
vynAdTtEPO pHeTalh TV GLUUETEXOVTOV Tov {ovoav pe oOVIPpoeo 1 cvlvyo, Kabmg
Kol EKEIVOV OV £PYOVTIOV GE ETAPT] LE T TOLOLA TOVS KOO UEPIVA 1] GYEOV oL popdL

mv gfdopdda, oe chykplon pe exeivovg mov {ovoav ympic cvvipopo (1,90 évavtt
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1,69, p=0,007) ko1 exeivovg mov avVEPEPOUV AYOTEPO GLYVN 1 KOO ETOPN UE TO
woudud toug (1,80 évavt 1,40, p=0,028).

H povaywn dwPioon dwmotddnke mpdceata Ot oyetiletor onuaviikd pe tnv
younAn mowdtnta {ong kot v vrapEn Katdbiyng HeTaéd Tov atopmv dve Tov 65
etdv (Henning-Smith 2016). Xtnv mapovca UeAETN, N YOVIKN KOTAGTOGY EmioNg
OLGYETIOTNKE UE TNV EUPAVIOT] AYOTEP®V GUUTTOUATOV KOTAOAYMS Kot VYNASTEPTG
wavomoinong and ™ Cmn, dpnua T0 0mol0 Kot GUUP®VEL LE TA SLOTIGTOVUEVO. OO
TPOYEVESTEPEG UEAETEG YUYOAOYIKA OQEAT TOV EMLPEPEL YO TAL NAIKIOUEVOL ATOMO T
ormoapén modidv (Umberson and Montez 2010). Qotdco, ) oygon peta&d g atekviog
KOL TNG TOAALOTANG EUGAVIONG TAPOYOVI®V €VEEIOG OEV MTAV GTOTIOTIKG GNUOVTIKY.
Onwg &xel mponyovpévmg avagepbet (Silverstein and Giarruso 2010), evdeyopévag to
dropa yopic madd va Tpocsapuoloviot pe emttvuyio 67 avT TNV Kotdotoon Kad’ OAn
™ Ouwpkewr G (NG TOLG Kol VO EMOUDKOLV VO EVIAGGOVIOL GE ELPLTEPO
VTOGTNPIKTIKA KOWOVIKG SIKTLO, EVA 1 0TeKVia {0MG aKOUN KOl Vo EVEYEL KATOLO
0PEAN OV va oeTICOVTOL [E TNV OTOVGIO TV VIOYPEDGEMY Kol TOV VBLVOV TOL
amoppéovy amd TNV GOKNGN TOL YOVEIKOD POAOVL, TNV OAVTILETOMICT AyOTEP®V
GLYKPOVGEMVY KOl OVI|CLYLOV KOl O €K TOVTOV, TNV VIAPEN YOUNAOTEPOL EMTESOL

YUYOAOYIKNG KOl OIKOVOUIKNG ETPAPLVONG Y10l TO ATOpO KABMG ovTd YEPVOUV.

Emiong, n xowovikn ocvuuetoyn PBpédnke va oyxetiCeton pe v eveio, pe ta
KOW®VIKQ €vEPYA ATOHO VO TOPOoVctdlovy onUavTiKa bynAdTepO okop gveliag, oe
oUYKPION HE TOVG KOwmVikd adpoavelg ocvvouniikovg tovg (1,93 évavtt 1,70,
p=0,001). Enuavtikd peyoldtepn NTav 1 avoAloyio TOV KOW®VIKA OpacThplev
atop®V oV mapovsiacayv yauniod okop katadiwyng (p<0,001), mov extipunoav v
vyeia tovg og ToAd koA (p<0,001), Tov MAwcav Tt NTaV TOAD IKOVOTOMUEVOL OO
m (oM tovg (p<0,001) kot mov ovépepov Aydtepa omd SO0 YpOVI. VOO LOTOL
(p=0,001). Ta mopoywyKa Kot KOWOVIKG dpacthipla dropo Bpédnkav coppova pe
NV 0VAALGT] TOAAATANG AOYIGTIKTG TOAIVOPOUNONG VO £XOVV GNUOVTIKA DYNAOTEP
mOavOTNTO ELEAVIONG TOAAATADY TOPAYOVTOV €VEEING, GE GYEOT LE TA KOWVOVIKE
avevepyd dropa. Il ovykekpyéva, M KOWOVIKY GUUHETOYN  oavodeiyOnke
TPOYVOOTIKOG Tapdyovtag tng evellag, pe v mbavotnto Topovciog TOAAATAGY
TopayovIov gvesiog vo elvarl yoaunAdtepn HETOED TV GLUUETEXOVIOV YOPIG Kopio
Kowovikh dpaotnplonoinon (ORs=0,51; 95% CI 0,38-0,68).

Ta mpoavapepBévia esvpruota emPefoaidvoov v vrdBeon OTL M KOWOVIKI
dpactnplromoinon evéyel Woitepn onuacio yu o amoteAécpata TG evesiag Tmv
nAkiopévov atopwyv. Iapopoing, peyoddtepn mbavoétnTo ELEEVIONS KOTAOMITTIKOV
ocopuntopdtov  PBpédnke yio To KOWOVIKE adpovh dTtopo GOUG®VO  HE  TO
amoteAéopato Tov «Established Populations for Epidemiologic Studies of the Elderly
(EPESE) Project» (Glass et al. 2006). Avrtibeta, n mbavotnto eu@aviong
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TEPLOGOTEP®V TOV TECCAPMOV TOPAYOVTOV €vEEING NTOV LYNAOTEPN HETOED EKEIVOV
OV ONAWGOV GTAVIEG 1| KaBOAOL avTaAlayég kotvavikng otnpiéng (ORs=1,49; 95%
Cl1 1,07-2,08). Evdegyouévmg, n mapandve mapatnpnon vo oxetiletal pe o €idn g
oTIPIENG oL HeAETHONKOV TO. OmOlol EUMEPLElYOV TNV TOPOYN AEITOLPYIKNG Kot
OLEKTEPALMTIKNG PPOVTIONS, KoODG Kol HE TO YEYOVOS OTL Ol JldKOGieS ANyMG
epovtidag 1om¢ vo TupodoTovV GTPECCOYOVE, GUVAIGHNUOTA OTEPWS YO TOL
NMKIopéEve eketva dtopa pe owENUEVES avAyKeG GAVTANGONG OLTOV TOV HOPPOV
epovTidac AOym dvuouevov kataotdoswy vyesiag (Newsom 1999).

8. Eveio ko povadra

H pova&id Bpédnke va oyetiletor onuavtikd Kot apvnTikd Le TNV TOAAATAY ELEAVION
napaydvtov gvesiog. MaMota, 0 €mMMOAAGUOG TNG EUPAVIONG TEPICCOTEPOV TWOV
TPV Tapaydviov gvetlag Nrav dmhdoiog (15,5%; 95% CI 13,8-17,2) peta&d tov
CUUUETEYOVTI®V TIOL dNA®GaV OTL dev Evimoay moté povaéld tnv tehevtaio foopnada,
o€ CLYKPLOT UE EKEIVOVG IE TOAD cuyvd arcOnuoata povaElag (Tov TeplocOTEPO Kapd)
(6,9%; 95% CI 3,7-12,4). ITapopoimwg, AaUPAvVoOVToG MG GLYYLTIKODG TOPAYOVTIES TO
@OLO, TNV NAKia, TO0 LOPPMTIKO eminedo, T ynpeia, TNV Katdotaor cuvtaslodoTnong,
T0 €000MUOL KOl TIC YEQYPAPIKES TEPLOYEG Owomotmbnke, Pdoet  avaivong
oLVOlOKLIOVONG, OTL TO HECO OKOP TMOV TOPAYOVI®V €LEEING MTOV CNUOVTIKA
VYNAOTEPO UETOED TOV OTOU®V OV dev eUPOvVicay KaBOAov acOnuoto LovaEiig
KOTd 10 ddotnuo ™G mponyovpevns efdopadag (1,36), oe obykpion pe TOVLG
oLVOUNAMKOVG Tovg pe emipova arcbnuata povaéidg (1,07) (p-trend=0,002). Ocov
aQopd oTovg eMUEPOVG OeikTeg NG €LEEING OMNUAVTIKY] CLOYETION ToPaTPONKE
petald g wovomoinong amd 1t Lo ko g ovyvomrag povaéids. ITo
GLYKEKPIUEVA, 1) AVOAOYIO TOV ATOUMV TOV avEPEPAY LYNAN tKavoroinon ard ) {on
NTOV CNUOVTIKA YOUNAOTEPN HETAED EKEIVOV TTOV EUPAVIGOV TOAD GUYVA olcOnuata
povaéiac (10,5%; 95% CI 7,1-15,3), o€ cOykplon pe T, GTOpo TOV SNA®GAY 0IToVGia,
tét01mVv atcnudtov (40,5%; 95% CI 38,1-42,9). Avtictoyn Ntov Kot 1 €kdva Tov
dlmotd@inke yo TNV VYNAN TodTNTA (NG Kol THY 0E0AOYNON TOV EMTESOL LYElNG
®G TOAD KOA0D, av KOl 1| GLGYETION TOLG HE TN CLYVOTNTO NG HOVaELag dev MTav

OTNUOVTIKY.

Ta mopamdveo gvpnpate Bpickoviol 6e GLUE®VIN [E TO ATOTEAEGLOTO TPONYOVUEVAOV
epeLVOV 1oL €xovv avadeiEel ™ povalld g deiktn TpOPAeyNC TG VYElag Ko TNG
eveiog tov nukiopévov atounv (Cornwell et al. 2009; Rodriguez-Blazquez 2012)
Kol EMOUEVOC, €lval VRTOGTNPIKTIKA NG dmoymng Ott M SThpnon  ovGLOI®V
KOW®MVIK®V K0l OIKOYEVELOKDOV GYEGEMV KOl AAANAETIOPAGEDV GUVICTA VO GNUAVTIKO
HEGO TPOGTOGIOG EVAVTIOL OTNV EUPAVION GLVONKOV KOWMOVIKNG Omopdvmoons Kot
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uovaéiac (Biordi and Nicholson 2008). ITapopoimg, ot Chen ko Feeley (2014) otnv
avdAvon Tovg mov apopovoe cg €va dOstypo atdpmv nlkiog dveo towv 50 etdv mov
ocvoppeteiyov ommv Apepwavikny Meiémn yioo v Yyela kot ™ Zvvtagloddtnon
TOPUTAPNOOV OTL Ol EPEVVAOUEVOL HE EMOPKN ANYN LRIOSTHPIENG omd  TOVG
ov{hyovc/cuvipodPovg Tovg Plovay younAidtepa emimedo HOVOELNS Kol LYNAOTEPT
evekla. ITo mpodGPATO, N KOWOVIKY ATOUOVOOT] Kol 1] OTOY TOLOTNTO KOWVOVIKOV
OoY£0EMV CLOYETIOTNKOV LE VYNAOTEPN Hovasid, 1 omola eveiye vYNAOTEPO Kivouvo
KATAOAYMG HETOED TV CLUUETEXOVTOV Ave TV 50 eTdv TG IpAavokng Atoypoviknig
Merétng e IMpavong (TILDA) (Santini et al. 2016).

9. Xpnon TPoIATIKOV VTNPECLAOV VYEINS KOl KOWVOVIKI aTopdévoon

H mapodca epyacia perétnoe ) ¢pon TPOANTTIK®V LANPECIOV VYElag o€ oyéon Le
SPOPETIKEG OLOCTAGELS TNG KOWMVIKNG amopovmons oe évteko Evpomaikéc ydpeg
Bacel €vOG avTIIPOCHOTEVTIKOD OEIYHOTOS OTOU®Y TOV GULUUETEIYOV OTN UEAETN
SHARE. Avt\Onkav ovykekpyévol 0Ogikteg ot omoiot  €yovv  TPOCHOTO
xpnowonomBel yoo va mepLyplyouy TOKIAEG TTUYES TNG KOWMVIKNG Amopdvmong
(Zavaleta et al. 2016) mpokeévov va diepevynbel n vEobeon OTL TA KOWOVIKA
OTTOLOVOUEVO ATOpHO Aved TV 65 etov Bo NMtav Aydtepo mhoavd va EKONAGVOLV
TPOCTATEVTIKEG Yoo TNV LYel TOUG OCULUTEPIPOPESG KOl  GUYKEKPIUEVA Vol
YPNOLOTOLOVV HeYGAO aplBpd VINPEGIOV TPOANTTIKNG WTptknG. Emiong, eetdomke
N vroeon OTL SUPOPETIKES OLOCTACELS TNG KOWMVIKNG OMOUOVOGCNS oyeTilovtol

SLOLPOPETIKA LE TN ANYN GUYKEKPIUEVAOV LOPPDV TPOANTTIKADV VINPECIOV VYELNS.

SOUPOVO PE TOV OPIGUO TNG KOWVMVIKNG OTOUOVMOTG oL viobethOnke, Arydtepo amod
10 1/6 tov ocvppeteydviov (19,3%) Ppébnkav va mapovctdlovy TOAAATAOVG
TapAyovTeg KOWOVIKNG amopdvoons. Ilopd 1o yeyovdg Ot dev vmbpyer €vog
TPOTLTOTOMNUEVOG  OEIKTNG EKTIUNONG NG KOWMVIKNG OmOpdvVmOong Kot mopdtt
OTOVTOTOL OCVLVETEWL MG TPOG TN Oempntikn Kol EPELVNTIKY TPOCEYYIOT) TOL
QOVOEVOL, YEYOVOG OV dVoYEPAIVEL TNV AVIANGN GLYKPICIU®V e GAAEC PEAETEG
GUUTEPACUATMOV, TO TOPATAVE® EVPTULO POAVETOL VO GULPMOVEL [LE VT TPONYOVUEVOV
gpeuvarv. [a mapdaderypo, cOUE®VO PE T GLOTNUATIKN avackonnon twv Dickens k
ovv. (2011), o emumolacpog TG KOwwViknG amopdvoons twv Evporaiov péong kot

Tpitng nAkiog kopaiveror peta&d 7,0 ko 17,0%.

[Topdro OV GOUPOVA LLE TO TOPATAVEO EVPNLATO, 1) TAELOYNPIO TOV GUUUETEYOVIMV
Bpédnkav va pnv givorl KOWOVIKG OTOLOVOUEVOL, GE GUUEMOVIO UE TNV TPMOTN HOGC
vdOeon, mopatnpNONKe Eva GLYKEKPIUEVO TPOTVTO OGOV APOPE GTN GYECN HETAED
OEIKTAOV KOWMVIKNG OmOUOVOOoNG Kot ¥PNoNG TPOANTTIKAOV vanpeciov. [l

OLYKEKPIUEVA, HETAED TOV  CLUUETEYOVIOV TOV  TOPOVCINGHV  TOAAUTAOVC
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TOPAYOVTEG KOWWMVIKNG OTOUOVAOONG OOMICTOONKE ONUAVTIKE YOUNAOTEPO CKOp
YPAONG TPOMNTTIKGOV vInpectdv vyeiog. Emiong, ot mepiocdtepor deikteg mov
YPNOLOTOMONKOV Yo TOV TPOGOIOPICUO TNG KOWMOVIKNG OTOUOVOONG (LOPPES
ovuPiowone,  OwKoyevewky]  Kotdotaomn, oplipdg  modidv Kol KOW®VIKN
dOpaCTNPLOTOINGT) OGYETICTNKOV ONUAVTIIKG HE TN XPNON LANPECIOV TPOANTTIKNG
wTpikng. Emmpocbétmg, oe ocuppovia pe ) dgbtepn vndbeon Hog, GUYKEKPIUEVES
TTUYEG TNG KOWMVIKNG omopdveons Ppénkav va oxetiCovior pe onuovtikd
YOUNAOTEPT TOOVOTNTA ANYNS OLUPOPETIKAOV TPOANTTIKMY LINPECLOV.

[To ovykekpyéva, oNUOVTIKE DVYNAGTEPO GUVOAMKO LEGO GKOP YPNONG TPOANTTIKMDV
VINPECLOV JOMGTOONKE PETAED TOV NAUKIOUEVOV aTOH®V TTov {ovcav pe cHVTPOPO
N ovluyo (p=0,001), Twv gpevvodpevev mov Hrav mavipepévol (p=0,004), mov eiyov
TovAdyiotov éva modl (P=0,046) kol avtdv mov STPOVGOV OTOONTOTE LOPPT
KOWoVIKAG  dpactnplomoinong  (p=0,023). Ilopdolo mov avty 1 oxéon Ogv
napatnpinke yww 6Aovg Tovg Ogiktec, oTOGO dStnpndnke O6Gov apopd otV
TOALOTTAY] EUQAVIOT) TOVG, WE TOVG GULUUETEYOVTIEG HE TOAAATAOVS TOPBEYOVTEG
KOWMVIKNG OmOpOVOGONS, G GUYKPLON HE EKEIVOLS YWPIG Kavéva mapdyovta, vo
TaPOLGLALOVY YOUNAOTEPN YPNON TPOANTTIK®V VINpectdV vyeiag (41,8 évavt 37,6,
p-trend=0,046). Emiong, peta&d tov atdouov mov {ovcav pe cdvipoeo 1 ovlvyo
(ORs=0,69; 95% CI 0,52-0,91) kot ekeivmv ympic Kapio, KOWOVIKY dpaotnploroinen
(ORs=0,70; 95% CI 0,54-0,89) mapatnpndnke onuavtikd yopnidtepn mbovotto va
g&yovv emokepOel odovtiorpo. Ot Kowwvikd adpavels ovupetéyovies eiyav
yopnAdtepn mbavotnTa va £xovv epmNOel amd YEVIKO Y10TpO GYETIKA LLE TN PUVGIKN
tovg dpaotnprotnto (ORs=0,71; 95% CI 0,52-0,96) kot va £govv TpayLOTOTOCEL
olypogdookonmnon 1 kolovookonnon (ORs=0,74; 95% CI 0,57-0,96). Emupocfétag,
N mBavétTa AMYNG GLUPOVANG Omd YeEVIKO YOTPO GYETIKG UE TN QULOIKN GoKNOoN
damotmOnke vo eivor yopumiotepn petaéd tov avimovipov atopmv (ORs=0,53; 95%
C10,30-0,93). Eniong, ot epevvmpevol pe omdvia 1 kaboAov emapn e To Toudid Toug
emédelEav pkpotepn mbavotra va Exovv efetactel amd yevikd yTpd Yoo TO
copatikd tovg PBapog (ORs=0,40; 95% CI 0,19-0,85). Xouniodtepn mbovotnta va
&yovv euportaotei yuo ypinn (ORs=1,31; 95% CI 1,04-1,65) 1 va £&yovv kdvet
nactoypapio (ORs=1,39; 95% CI 1,01-1,91) dapdvnke yio ta dropo mov {ovoav
YOPOTA amd T modd Tovs. Téhog, 1 cvuPivwon yopic cvvipogo 1 cdlvyo Ppédnke
va oyetileton pe younAotepn mhoavotnta eE€tacng yoo AavBdvovoa apoppayio oto
kompava (ORs=0,72; 95% CI 0,53-0,98).

Y& ovpewvia pe to TpoavapepBEvia svpruata, Exel mopatnpnoel 6TL o1 YOPIGUEVOL T
Sralevyévol NAIKIOUEVOL GVTPES XPNOLUOTOOVY ALYOTEPEG TPOANTTIKEG VN PECIEC,
oe oyéon pe 1o avtiotoro £yyopo atopa (Morales et al. 2004). Emmpocfétmg, M
mOovOTNTO OVTOTOKPIONG OTN GUVIGTOUEVI] ANYN GLYKEKPIUEVOV TPOANTTIKOV
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QpovTIdwV vYelag €xel oamoTmBel va givor vymAOTEPN HETOED TOV MAIKIOUEVDV
aTOU®V OV dLPlovV e cHVTPOPO, 6€ cUYKPLoN pe To drtopa exeiva mov {ovv pova
(Lau and Kirby 2009). Kat’ avtiotowyia, &xet Bpebel otL o1 yuvaikeg péong nikiog
OV GULUUETEYOLV CLYVA o BpNOKEVTIKEC dpaoctnplotnteg eivor mo mbavo vo
EKTEAOVV U0L GEPA amd TPOANTTIKEG VANPECiec, OmwG pactoypagies, e&étaon
noot®v ko teot IMamavikoddov (Benjamins 2006). IMapopoiog, m ebelovrikn
dpaotnplonoinorn &xel ovoyetiotel Oetikd pe peyoAvtepn ypNON  TPOANTTIKMV
VINPECIOV PETAED TOV aTOU®V péong kot tpitng nhikiag (Kim et al. 2014).

10. Aw@opomomcels PETASD YOPAV KU YEOYPOUPIKOV TEPLOY DV

O emmoAracpds Tov BeTikdv dekT®dV gve€lag S1Epepe ONUAVTIKA HETAED T®MV VIO
LEAETN  YEQYPAPIKAOV TEPOYDV, HE TG YOpes 1Mg Bopewwg Evpommg va
xopoktnpifovior amd v VIaPEN KOADTEPOV OMOTEAEGUATOV GE OAOVG TOVG OEIKTES
OV YPNOLOTOMONKOV MG OVTITPOSOTEVTIKOL TNG VYNNG gveiag Kot va gpeavilovy
peyoALTEPN avoroyios NMAKIOUEVOV OTOU®V HE TOAAATAY TOPOLGIO TOPAYOVTIOV

evetlag.

Y1ig yopeg e Notog Evponng soppmva pe tv toroloyio mov avérntuée o Mauricio
Ferrera (Ferrera 1996) emkpoatei to Aeyouevo «votlo-evpomaikd povtého» (Southern
welfare model) 6cov agopd tic moATIKEC KpdTovg-Tpdvolag. To gvdidkpito avtd
LOVTEAO KOWMVIKNG TOMTIKNG yopoktnpiletor omd avicdTnTeg GTNV KOTAVOUN TOV
KOWOVIKOV ~ TOPOY®V Kot TOLTOXPOVN  YOUNAN  0modoTIKOTNTO Kot
OMOTEAECUATIKOTNTA TOV KOWMVIKOD KPATOVG, TO Omoio (aivetol vo, apkeitor oty
TOPOYN EMOOUATOV Kol oLvia&emv, evd Kuplapyn eivor m  emPapovon ¢
owoyévelag m omoio Aettovpyel e&v moAlolG ®G o Pooikdc @opéag Oeopukng
EVOOUATMOONG, 0ALG KOl ®G 0 KUPLapy0g GTLTOG UNXAVIGUOC KOWVOVIKNG oTNPLENG Kot
QPOVTIONG. X& LOKPO-OIKOVOUKO EMIMEDD, O1 O1POPOTOCELS TOV TAPOVCIALEL TO
VOTIO-EVPOTOIKO HOVTELO KPATOLG TPOVOLNG GE OPOVG KOTOVOUNG TMV KOWMOVIKOV
TOPOV KOl OVIIUETOTIONG TS KOWMVIKNG gumdbsiog Bempodvior 0tL gnelnyodv ev
HEPEL KOl TIG OVIGOTNTEG MOV OVIOVOKADVIOL TOKIAOTPOTMG OTO OMOTEAEGLOTOL
vyeiog Tov avtiotoyywv mAnBvoudv (Sarti et al. 2013). MdAiota, o cveTHUOTO
eonuepiag €yovv Bewpnbel onuovtikol mpocdopiotég ™ vyelog, oAAE Kol ™G
VIopENG KOWMVIK®V aVIGOTHTOV oTnyv vyeio Kabdg @aivetor vo givar kovd vo
SLUUPBAAOVY GTOV TEPLOPIGUO TNG EKTAONG, OAAL KOl TNG EMIOPAONG TNG KOWMVIKNG
Béonc ot dapdpewon tov anoteheoudtov vyeiog (Eikemo et al. 2008).

XV mapovca epyacio, mTopOAO0 OV Ogv EMXEPNONKE 1 OlEPEVYNOT OVICOTTMOV
HeTa&D TV VO UEAETY YOPDV GTO TAOIGLO TV TPOTEWVOUEVMV LOVTEA®Y KOWVMVIKNG
TPOOTAGIOG Kol KOW®VIKNAG moMTikng (wy. Esping- Andersen, Mauricio Ferrera),
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®WOTOCO TOPATNPNONKOY ONUAVTIKEG OLOPOPOTOINCELS OTO OTOTEAEGLLOTO. TG EVEETNG
HETAED TOV TPUOV YEOYPOPIKOV TEPLOYDV Ol omoieg ¢aiveTor vo Ppiokovior o€
avTIoTOYiO LLE QVTEG TTOL £XOVV EPUNVEVTEL PACEL TNG KOTNYOPLOTOINOTG TOV YOPDOV

WG TPOG TIG OLUPOPETIKES TOMTIKES KPATOLG TPOVOLAG TOV VIOOETOVV.

[Tio ovykekpéva, o emmolacHOc Tov 4+ moapaydviov eveElog Ntav dvo PopEg
VYNAGTEPOG oTIG Ypeg T Bopelog Evpmnng (23,2%), oe oyéon pe TG YOPEG TG
Kevtpwng Evpdmng (11,2%) kot tpeig popég vynhoTtePOG, 6€ GVYKPLON LE TIG YDPES
tov Notov (7,2%). IMapépola amotedéouato mopatnpnOnkov 0oV apopd otnv
aVOAOYLO TOV OTOUMV TOV TOPOVCINCAY OTOLGIN TAPAYOVI®OV gvetiag, 1 omoia NTov
EULPAVAS VYNAOTEPN OTIG Ydpeg TS Notiag (19,4%) ko Kevrpwkng Evponng (11,5%)
oe oyéon pe TG Yopes Tov Evponaikod Boppd (5,9%). Ta mapandve aroterécpota
EVIOYOOVV  TEPAUTEP® TNV EMOVEMNUUEVEOS  OlamioTovpevn  dwfabon  ota
amoteAéopato gvegiog kot vyeiog petagd Notov koar Boppd (Mackenbach 2014), n
omoia £xel amodobel 6TV EMKPATNON O1LPOPOTOGEMV LETAED TOV YOPDOV QLTOV GE
OpoOVC  KOWOVIKOV oLVONKAOV  Jofimong Kot ETAPKEWG TOV  LIAPYOVI®V
VYEIOVOIK®V Kot Kowovikadv moAtikev (Aijanseppa et al. 2005). Ilepatépm,
nepinov 10 1/3 twv gpevvopevov ot Aavio (30,0%) mopovoiacav TEPIGGOTEPOVG
and téooeplg mapdyovies eveiog, akoAovBovpevol amd TOVG NAIKIOUEVOLS GTNV
EABetia (28,0%), avaloyia mov damotodnke va givor poig 5,0% omyv Itaiio kot
8,5% ot TlaAlo. AvrtiBeta, mn éMhewyn mopayovieov gveéiog NTOV ONUOVTIKA
VYNAOTEPN OTIG YOPeS ToLv NOTOv, 08 MOc0GTO VyYNAdTEpo ToL 15,0%, evd 1O
avtiotoyo mocootd Nrav 5,0 éwg 15,0% otig meprocdtepeg ydpeg g Kevipikng
Evponng kar Bopetag Evponne kot Aryotepo amd 5,0% ot Aavia kot v EAPetia.
[Mepartépm,  amovosia Topaydviav gvekiog frav vynidtepn oty Iomavia (20,9 %),
mv Itokia (18,8%) kot tnv EALGda (17,7%), evéd domotdOnke yio pio pikpn Hovo
avaroyio nAikiopévav oty EABetia (3,2%), ™ Aavia (4,4%) kot t Zovndia. (6,7%).

Ta mapandve arnotedéopota Bo propovoay vo EpUNVELTOLY PACEL TV EVPMNUATOV
NG VIAPYOVCAS YEPOVIOAOYIKNG £PEVLVAG TA OTOI0 GLVTEIVOLV TPOS TN JAMIGTOON
™G EMKPATNONG EVOS GLYKEKPILEVOL TPOTOHTTOV GTNV KATOVOUY TOV OTOTEAECUATOV
g evediog Ko g vyeiog petaéd tov Evpondikov yopdv mov diémetor ond v
Omapén onuavtikng odOuiong oto amoTeEAEGHOTO OVTA KOl TO 0moio Teivel va efvan
O EVVOIKO Y10 T0 NAMKIOUEVA GTopa 6TIS YdpeS Tov Evpwnaikod Boppd (Fagerstrom
et al. 2007; Komp and Aartsen 2013; Mackenbach 2014). IIpoyevéotepeg peAETES
EYOVV CLUTEPAVEL OTL M TTAPOUTAV® GYECN Vol OMOTEAEGUA TOV SLOPOPOTOGEDV
o1 OBeCIUOTNTA, KOATOVOUN KOl GVIANCT] KOWV®VIKO-OIKOVOMK®Y, VYEOVOLK®V
Kot GAAOV TOp®V HETAED TV TANBuGUOV Tov dtoflovv oTig xdpeg Tov Evpmmaiko
Boppd kot Notov (Aijanseppa et al. 2005), ot omoieg qaiveton 0Tl TOPAUEVOLV KoL

oTig peyarvtepeg nikieg (Huisman et al. 2003). Yrdpyovv, emiong Ko mpds@oteg
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evoeiEelg 0Tt emPapuvtikoi yuo Tnv vyeia mopdyovteg mov oyetiCovtal Le ToV TPOTO
Cong amavtovtor cuyvotepa otic xopeg ™ Notog Evpanng, oe oxéon pe ekeiveg
tov Evponaikod Boppd (Linardakis et al. 2014).

[Tapoéro mov oto vdpyov delyua Evpomaiov atdpov niikiag dveo towv 65 €tdv o
EMMOAIGUOC TNG KOWMVIKNG OmOUOVOONG mopatnpninke oOt1 Mrav  younAog,
ONUOVTIKES dlapopég domotobnkoy peta&d tov vrd pedétn Evpondikov yopov.
Mo va sipoote meptocodTEPO 0KPIPELS, TO TOGOCTO TNG EUPAVIONG TOALUTADV
TapAyOVTIOV KOWVOVIKTG anopoveons nrav mepimov 9,0-22,0% ot Notwa Evpomnn,
og ovykpion pe to 13,0-25,0% peta&d tov nikiopévov atdpev ot Bopewa kot v
Kevtpum Evponn. Emumdéov, n avoroyio Tov nAkiopévov atopmy mov Bpétnkay pe
TEPLOCOTEPOVS OO TEGGEPLS TAPAYOVTEG KOWVMOVIKNG OTOUOVOONG NTAV 1 VYNAOTEPT
otn Zouvndia (25,2%) kot n yopmrotepn oty EALGda (8,8%). Qg ex tovtov, ot
OVTIKEYLEVIKES OLOTACELS TNG KOWMVIKNG OmoUOVMOON g eatveTatr vo eitvar Atydtepo
EUPAVELG ©€ KOwmvieg OmOL ol olKoyevewnkoi Oegopol elvar 1oyvpdtepol, 1
OLYKOATOIKNOT TOV TOOUDV HE TOVG YOVEIG 1 1) SLOOV] GE KOVTIVY] OdoTOoT £ivot N
Kuplapyn popen ovuPioong kot ot dwayeveaxés petafipdoeis eivar avénuéveg, oe
OUYKPLON LE TEPLGGOTEPO UTOUKIOTIKEG KOvmvieg. Ba pmopovoe emiong va vrotebel
0Tt og ywpes Omwg M EAAGda, Omov €va onpovtikd mEPLOPICUEVO TTOGOGTO
NAKIOUEVOV  TopatnpiONKe Vo TOPAUEVEL KOWAOVIKE €vepyd, GOUOMOVO HE TN
GUUUETOYN Of TOPOYMYIKEG KOl KOWMVIKEG Opactnpotnteg, pe efaipeon
OLUUETOYN ©€ OpNoKeLTIKEG EKONADCELS 1 TEAETES, VLWAPYEL avemdpKeEL
OAMNAETIOPAOVIOV KOWOVIK®OV OIKTO®V, YEYOVOS TOV KOOIGTH TOVG MAKI®UEVOLS
TEPLOGOTEPO KEEOPTNUEVOLS» OO TIG OKOYEVELOKES TOVG OYECELS Kol KLPIWG TOLG
decUOVG TOVG pe To Todtd Tovg. Tovtdyxpova, M povoylky owPimorn eaiveror va
EKTILATOL TEPLGGOTEPO GTIS YWPES TOV Boppd, 6mov N cuykatoiknon iocwg akdun Kot
va Bempeitor ®G Ho TPOCHOTIKY «TTO» UETOED TOV OTOU®MV UEYOADTEP®V MAIKIOV
(Dykstra 2009).

INUOVTIKEG OLPOPOTOMGELS OLOMIGTOONKAV GTNV KOTAVOUY] TOV EMUEPOVS OEIKTAOV
NG KOWMVIKNG OMOUOVAOGCTG UETAED TV JPOPETIKAOV YEWYPAPIKAOV Tteploymv. o
TOPAOELY LD, AYOTEPOL EPELVALEVOL OTIC YDPES TG NoTag Evpdnng, oe cvykpion pe
ToV¢ cvvounAikovg tovg otnv Kevipikn ko Bopewo Evponn, dniocav 6tL £pyovtav
o€ EMAPN UE TO TALOE TOVG AyOTEPO Omd o popd To unva 1 moté. Ilponyovueva
gupPNUOTO £YOVV GLVTEIVEL 0TI JOMIGTMOOT OTL 1| CLYVN EMAPT TALOIDOV KoL YOVEDV
givor Myotepo mbavd va cvuPei peta&d tov Bopelogvpomaiov (Tomassini et al.
2004), yeyovoc to omoio kat £xel 0modobel oty emkpotodoo avtidnymn, oAAG Kot TV
atlo mov amodidovv ot nAkiopévol yovelg oto Noto g Evponng wg mpog v
avaykoldTnTo S10THPNCNS GTEVOV SLOYEVEOK®DV GYEGEWMV, Ol OTTOIEG PaivETOL VO Etvat

KOl Ol KUPlOPYES HOPPES KOWMVIKOV OAANAOGUGYETIGEMY TOV OVOTTVCCOVIOL GTO
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nep1fdAlov g Tpitng Kot tétaptng nhkiog otig yopeg avtég (Dykstra 2009). Xtnv
napovoo dlepedvnon, 1N YEWYPOEIKN €yyvTnTa N 1M SLuPioon TV NAKIOUEVOV
YOVE®V HE TO OO TOLG NTAV 7o cvvnOouévn oTig Yopes ™ Notwog Evpaonng,
evpnua 1o omoio PpiokeTol o€ AVTIOTOLYIO LE TPOYEVESTEPES LEAETEC IOV £YOVV OeileL
0Tl T0 NAKlwpéva dtopo oto NoOto elval meplocotepo €E0IKEIOUEVA, OAAG Kol
EMUDKOVV TN CLYKATOIKNGT UE TOL EVAAIKA TTALOLHL TOVG, GE GYECT UE TOV NAIKIOUEVO
mAnBvopd tov Boppd (Iacovou 2002). MdAioTa, 1 GUYKATOIKNG™ 1) OTOl0L GUVICTA Lid
ocuvnOouéEVN Lope1 cupuPimong Yo TV Tapoyn OYEVENKNC OIKOYEVELOKNG OTNPIENG
oTIG Y®PeS ToL NOTOV, EKTOC TOL OTL eivan TOAMTIoUIKE TTpoTIUNTED, BEmpeitat, emiong,
OTL GLUVIOTE TO OMOTEAEGLO CUETPNOIU®V OIKOVOLUK®V TOPAyOVTOV Kol TUPUyOVTIWV
noMtikno» (Berthoud and Iacovou 2004), pe v évvota 6Tt 10 NAMKIOUEVE GTOWNO GTO
Noto ¢ Evpodnng owPiovv  avoueiofmmto o€  CLYKPITIKO OVGUEVECTEPES
OLKOVOLKEG GLVONKES Kol 1) GYETIKN OVETAPKEL TMOV VANPECUDY TOV ETICTLOV
OLGTHWOTOG TTPOVOLNG KaOIoTA 68 TOAAEG mepmT®GELS avaykaio T ofimon Tov
NMKIOUEVOV YOVIOV HE TO TToudld TOVS Yol TNV VTOKATAGTOOT TMV OVTIGTOLY®V
VINPESLOV PpovTidas Kot oTPENG. To avtiBeto @aivetar va 1oydel 6TIG YOPES TOV
Boppd 6mov 1 povayikn| dwefioon tov atdopov kabdg avtd ynpdokovy 16oduvapel
OLCLOOTIKA pe mePLooOTEPT avtovopio kol oaveCaptnoio Kot omoterel v
TPOTWOVUEVT popen Swofiwong. AAAN (o GNUOVTIKY dlapopomtoinor Hetaéld Tov
YOPOV vd peAéTn mapatnpiinke otav egetdotnke N avaioyikn oyéon (ratio) peta&d
evellag Kol KOWMOVIKNG amopdvmons, Le To LYNAOTEPQ ratios Vo OmovVTIOVIOL GTNV
EABetia kor ™ Aavio kot ta younidtepo oty lomavio kot v Itaiio. Avtd to
eopnua. elvol EVOEIKTIKO TOV YEYOVOTOG OTL 1 EUPAVION OETIKOV OmOTEAEGUATOV
evelag etvan emkpatéotepn oy EAPetia kot m Aavio, o oyéon pe Tovg delKTEG NG
KOW®VIKNG amopdévmons, eved avtiBeta omv lomavia kor v Itaiio ot deikteg g
KOWMVIKNG OTOUOVMOONG Qoivetal va eivol To eRQavelg, oe oOyKpon HE TOVG

Tapayovieg evesiag.

Oocov apopd otV Katovoun Tov GKOp NG XPNONG TPOANTTIKAOV VANPECIOV VYEING,
a&loonpelowto NTov T0 HPMNUA GOUPEOVA LLE TO OTOI0 TO GKOP OVTO NTOV CNUOVTIKA
VYNAGTEPO HETAED TOV NAMKIOPEVOV aTOR®Y ot Xovndia (25,2%) kot v Avotpia
(22,5%), evdy qrav poag 8,8% oty EAldda kot 13,3% oto Bédyro. Avtd ioyvoe v
T1G meprocdtepes yopeg g Kevipwne kor Notag Evponng, mapd T onpovtikég
drpopés petald tovg. ‘Eva cvykpioyo mpodtumo dwmotdbnke otav peretnOnkov
TEPULTEP® O1 SLOUPOPEG LETOED TOV OLPOPETIKAOV YOPDOV OGOV 0pOPE GTNV KATOVOUN
TOV GKOP TNG YPNONG TPOANTTIKOV LANPECUDY VYEIOG GE GYECT UE TNV TOAAOTAN
EUGAVIOTN TOPOYOVIMV KOWVOVIKNG OMOUOVMOOTG. AVTO TO TPOTLTIO NTAV TEPIGGOTEPO
EUQAVES OTNV TEPITTMOOT TOV OTOUOV UE TEPIGGOTEPOVS OO TEGGEPLG TAPAYOVTIES
KOWOVIKNG anopdvoong otn FaAlio (49,6), v Avortpia (45,9) kot to Béryo (44,3),
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OOV KOl SLOTIGTAOONKE TO VYNAOTEPO GKOP YPTONS VANPECUDY TPOANTTIKNG LUTPIKNG,
T0 07010 Kot fTay 6YXedOV dVO POPEC peyaAdTEPO o€ Guykplon pue v EALada (26,0).
Ot kowovikd omopovouévolr nAkiopévol ‘EAlnvec mov ocvppeteiyav otn peAémn
Bpénkav va Aapupdvovv onpaviikd Tig AyOTEPEG VANPESIEC TPOANYNG, TAPd TO
yeyovog 0Tl OmmG €xovv OelEel TPONYOOUEVEC EUTMEIPIKES OVOADCELS OV E£XOVLV
Baciobel ota dedopéva g perétng SHARE peta&d tov Evpondikov yopov n
EALGSa mapovcialet éva peydAo emmoAacid aTOU®V Le TOAAATAOVG TOPAYOVTEG TTOV
EVOYOTOLOVVTOL Y10 TV EUEAvIoT poviov voonudatmv (Linardakis et al. 2015).

Téhog, peyaddtepn ntav M avaroyio twv Evporaiov tov Notov mov ooy 0Tt
acOavovtay povo&id tov  mepiocotepo  kapd (12,6%), oe oyéon upe TOLG
ovppetéyovreg g Kevipwng (7,5%) kor Bopewag Evpomng (5,0%). Enpovtikég
dpoponomoelg oamoTOdnKay Otav €etdotnke 0 EMMOAACUOS NG HOVOELAS
LETAED TV SPOPETIKAV YOPDOV. ZOUPOVO LLE TO EVPNLAT TNG TOPOVCHS EPYUGING,
HEYOADTEPN NTOV 1) avoAOYia TOV NAUKIOUEVOY atopmy oty EAAGoa kot v Ttaiio
OV AVEPEPAY TOAD GUY VA alcONUaTa LOVOELAS, GE GYECT LE TOVG EPEVVMOUEVOVS OTIG
vroromes vd perétn yopes. Iho cvykexpéva, 27,8% tov Itaddv koa 26,1% tov
EMvov dnhoocav 61t Blovay acOnuata povalldg tov mepIoeoTePo Kapod TNV
nponyovpevn ePdopdda, eved avtd ioyvoe povo yw to 5,0% tov avtictoyov
mAnBucpov oty EABetia.

[lepartépw, Otov pelenOnke 1 KoTavoUn TOV TOPAYOVI®OV NG eveiog HETAED TV
aTOP®V PE cLYVA aoONpaTo LovaElds 6E EMMESO YWPDV, SUMIGTAOONKAY OTLLOVTIKES
dwpoporomoeilc. ITo cvykekpuéva, ot CLUUETEXOVTEG OV ONAwcay Ott Plwvav
awoOnuata povalldg tov meplocdtepo N Kamowo kopd oty lomoavio emédeiov
onUavTiKd younAotepn avaioyio molhomiov mapayoviov gvetiog (5,0%; 95% Cl
2,5-9,5), o0& 6VYKPIOTN WE TOVG CLUUETEXOVTEG TV VITOAOT®V YWPhV. Emmpochétmg,
OTUOVTIKG YOUNAOTEPOC EMUTOAAGHOG AMYOTEP®V OO dvo ¥povia voonuata (29,9%;
95% CI 23,6-37,1) ka1 puctoroykov dgiktn palag copatog (30,8%; 95% CI 24,5-
37,9) mapatmpndnke petag&d TV povoykdv atopmv oty lomavio, eved avtibeto n
avaAoyio TV gpeuvopevev Tov Bpédnkav pe vynin mowvmra (ong (2,9% 95% Cl
1,3-6,4), pue moAv kaAn ektiunon tov emmédov vyeiog (2,6% 95% Cl 0,7-8,7) ko
VYNAN Kavomoinon and ™ L1 (9,3% 95% CI 5,4-15,4) ftav onuavtikd xauniotepn
omv Itaria. H cusocmpevon napaydviov gvue&iog NTav onuavtikd vynAdtepn HETAED
TOV aTOHOV HE ouyva acOnuata povaéiag oty EAPetia (24,6%; 95% CI 14,6-38,3).
[Tapopoimg, otv EABetia domot®Onke  peyaAdtepn avaioyio LOVOYIKGOV OTOR®Y
pe vynAn mowdtnto {ong, ToAy KoA avTo-aSloAdYN oY TS VYElNG, KavomoinoT and

™ {on kot Atydtepa amd dvo povia, VoG LATO.

Ocov agopd 6t yemypagiky] Kotovoun g povaélds, owbéoiueg €pguves Exovv

emiong emPePardoet v vmapén SPaduiong oto oyeTIKA amroteAéopato HeTalh TV
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xop®v Boppd kot Notov, pe toug Bopelocvpomaiovg va epgovifovv Aydtepo cuyvd
acOnpata povoéidg o oxéon pe ta dropa tov Notov (Jylha and Saarenheimo 2010).
Avtd To amotedéspoto Bo pmropohoaV Vo, EPUNVEVTOVY GTO TAOIGLO TOV AEYOUEVOV
CTOMTICUIKOV TPOGOOKIMVY» Ol 0moieg iomg va AElTovpyovv o¢ emiPopuviikol
TOPAYOVTES Y10, TNV EULPAVIOT ocOnpdtov povaélds. Akpimng egattiag Tov yeyovoTtog
OTL 6TIG Y®PES TOL NOTOL 1] GLYKATOIKNGT LE TO TOWLE N 1 YEOYPAPIKN EYYOTNTA LE
aVTE ATOTEAEL Lol ONUAEVOVGO GKOTILA TNG OLOLYEVEAKNG KOWVMVIKNG CAANAEYYONG Kot
0 NAMKIopéEVe dtopa anodidovv 6’ avtv Wwitepn oia (Zavaleta et al. 2014) ko
TaPOAO TTOV TO. TOCOGTA TNG £ivat Waitepa VYNAA, 1| TPOGIOKIO TOL GLVVPOIVETAL JLE
MV €NTELEN TOV CLVONKOV QVTMOV EVOEYETOL VO ETLPEPEL auGOHNOTA avNnovying Kot
amoyontevong. YmO out) v £vvold, TOAITIGUIKOL TOPAYOVIEG 1GMG VO EVEXOLV
HEYAAN oNMUOcit OTO TMG TO MNAKIOUEVO GTOUN EPUNVEDOLV TNV EKTACT] TOV
OLKOYEVELKMV TOVS GYECEMV KOl TNV TOOTNTO TOV GYECEMV AVTAOV Kot Ba propovcav
va e€nynoovv v mopatnpovuevn dafdduion oty gumepion TG povostig petald
TV Yopav Boppd kot Notov. MdMota otnv mapodcsa pHeAétn,  Heydin tisioynoio
(64,8%) tov gpevvopevav ot Noto Evpomn PBpébnkav va porpalovrar 1o id10
VOIKOKLPLO HE To Todld Ttovg, evd avutd ioyvoe ywoo Atydtepo amd 10 1/3 tov
Bopelogvponaiov coppeteyoviov (28,3%). Iapdro, Aowmdv mov «to pupro dev (el
Hokpd omd to dévtpo» oto voto g Evpdmne» (Isengard 2013), omavtdtor pio
acvpeovio. Tov mpokaAel ovyyvon (Sundstrom et al. 2009), ue v emkpdrnon
acOnuatov va givar mo cvvnbopévn otig ydpovg tov votov (Yang and Victor
2011).

Y76 1o 1910 mpicpa, ot H10poPOTOMGELS OGOV APOPA GTNV EULPAVICT] TOV TOPAYOVTOV
evellag HeTa&d TV HoVa KOV ATOU®OV GE eminedo yopmv Ba puropodoav, emiong, va
EPUNVELTOVV G OPOVE MOMTIGHKAOV OVTIMYEDV Kot aldv ol omoleg emevepyovV
SLPOPETIKA GTNV gUPAvion acOnudtov povalids. Xvykekpiuéva, £xel mpotadel ot
EVOEYOUEVMC TA ATOUO OTIC VOTIEG YWOPES Elvan TePLocdTEPO gvdAmTa o1 Pimon
povoéibg kabmg epeoviCouv yapnAd PBabud avtovopiog kot aveEopmoiog kab’ 6Ao
TOV KUKAO (Mg Tovg, pe amotélecpa vo ennpedloviol TEPIGGOTEPO GLVALCONUATIKA
and TG OMOAEES TOL LEICTOVTOL OVOTOPEVKTO KAOMG YeEPVOOV o€ EMmEdO
KOWOVIKOV POADV Kol GYECEWV, €V OVTIOECEL LE TOVG CLVOUNALKOVG TOVG GTO Poppd
OV EMEVOVOVY TEPIGGOTEPO GTNV OVTOVOUIO TOVS KOl EVOEXOUEVAS 01 GYETILOUEVES
pe ™ yNpovon UETAPOAEG VO ETOPOVLY AYOTEPO EMPOPLVIIKA GTY] CLVULGOMUOTIKY
tovg vyeia (Dykstra 2009). Emmpocbétmg, Bo. umopovoe evdoyo va vrotebei Ot 10
EMIMEDO NG HOVOEIIG ETIPEPEL OLOPOPETIKES EMOPACEL otV €vEEin TOV ATOU®V
petalld Poppd kot vOTOv Kol OTL Ol EMOPAGELS AVTEG €lval UEYOADTEPES Y10, TOVG
NMKIOUEVOVS OTIG VOTIEG YDPES, AaUPdvovTag vmoyn T YeYovog OTL Ol TaPAYOVTES

KWvoOvoL G Hovaélds, OTmE 1 LAIKN OmooTEPNON, 1| OTOYY LYEIO KOl 1] KOWV®OVIKT
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OTOUOVMOCY]  KOTOVEUOVTOL  OOPOPETIKA  HETOEL TOV  OlOPOPETIKMOV  OLTMOV
YEQYPAPIKAOV TEPLOYDV. MAMGTO, To NAMKI®UEVE dTopa 6to vOTo TS Evpmdmng £xovv
ocvotnpatikd Bpedel va Bpiockovial oe Aydtepo guvoikn B€om, 6e OPOLS ATOPPOPNONG

KOW®VIKO-0IKOVOLIK®V Kot Osopikav topwv (Hansen et al. 2015).

11. Ilepropropoi Epevvag

H epunveia tov mapomndveo sopnudtov 0o mpéner va Paciotel ot OBedpnon
OPIOUEVOV TTEPLOPICUMV, OTMG Kol TEPLYpApovTal Tapakdto. [Ipodtov, elval 60cKo 0
va. aviAnBobv cuUTEPACUATO GYETIKA HE TNV oUTOAOYIKY o)éon HeTald NG
KOW®VIKNG dpactnplomoinong Kot tng eveiag eEautiog Tng SLYYPOVIKNG GUONG TOV
amotelecpudTov. [Tapd T0 yeyovog OTL Ol TPONYOVUEVEG UEAETEG TTOL EYOLV EEETACEL
TNV TOPATAVE GYECT TPOOTTIKG £Yovv avayvopicel €va otafepd TPOTLNO TOL
ovvtelvel mpog TN OmicTOON OTL 1 GULUUETOYXN] OE OPUCTNPLOTNTES GLVIGTA
npoyvootikd mopayovta ¢ evefiog (Baker et al. 2005; Glass et al. 2006), n
npoonabeio vo diepevvnOel n artoloyikotnta gyeipel opispéva {ntyuata. I[paotov,
Bo pumopovoe Owooroynuéva vo vrotebel OTL 01 €LEPYETIKEG EMOPACELS NG
KOW®VIKNG 0pacTnplomoinons icmg va eivat amotélecpa avtiotpopng oxéong, e v
évvolo 0Tt M evella evdéyetal va omoteAel mpobmdOeon Yoo Tt SlaTnpnon G
KOW®VIKNG OpaGTNPLOTOINoNG TOV aTOU®V KaODS avtd yepvodv. Oa pmopovoe
emiong va gtvan g€icov mBavd 6tL 10 vo avTipetonilel kKdmolog TpoPfAnpata vysiog
amotelel €umOO0 YL TN GULUUETOYN] TOL GE OPACTNPLOTNTEG KOl KOWMVIKES
OAANAETIOPAGELS, YEYOVOS TTOV LE TN GEPA TOL UTOPEL VO ETPEPEL TEPLOPIGLOVG GTNV
eveio. TOpeova e ta omoteléopata g diepevvnong Tov Richard k cuv. (2008) yia
TNV EKTIUNGCT TOV TPOGIOPICTIKGOV TOpayovIemv e evetlag atopmv davo tov 58
etov M vyelo Ppédnke va oamotehel oveEdpnTo TPOYVOOTIKO TOPAyOVTO TNG
KOW®OVIKNG cuppetoyne. Avtibeta, ot Li kou Ferraro (2006) darictwoav apoifaisg
emdpaocelg petalh €Belovtiopod Kol TVELHOTIKNAG KOl COUOTIKNG LYElog yuo To
NMKUéEve  dtopa, TOPATNPOVINS TOGO UL E€VEPYETIKY, OGO Kot o
CUUTANPOUOTIKY] GYEGT, EVA Y10l TOVS GUUUETEXOVTEG LEONG NALKING dlamIoTAOONKE VoL
GYVEL O UNYXAVICUOG TNG KOWVOVIKNG EMAOYNG, LE TO ATOWO LE AYOTEPO KATOOAMTTIKG
CLUTTOUOTO VO £X0VV LYMAOTEPQ emimeda eBelovTIKNG dpacTnplonoinons. Avtd ta
gupnuoTa, enions, emPePorddnkay amd v mo Tpoéceatn neAéTn tv Johnson k cuv.
(2014) o1 omoiot TOVIGAV OTL TO NAIKIOUEVO GTOUO PE YVOOTIKN avamnpia, 6€ oyéon
HE T ATOpO YOPIC avamnpio GUUUETELYOV 08 MYOTEPES OPAGTNPLOTNTESG, TAPOAO TOV
KOW®OVIKO-OMpoypoikol mapdyovieg Bo pmopovcav emiong va e€nyfioovy t oyxéon
avt]. Q6TdG0 GTNV 1010 LEAETT TA TEPIGGOTEPO JPACSTNHPLO. dTopa NTOV THAVOTEPO VL
avaeEpovy VYNAGTEPT ToldTNTa (NG aVveEEAPTNTO OO TO EMITEDO TNG YVOOTIKNG TOVG
avarnpiag. TTapouoimg, ot Adams k ovv. (2011) otnv Kkpitikny avackdéTNoN NG
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YEPOVTOLOYIKTG PiAoypagiag Yoo TNV KOW@OVIKY dpactnplonoinon kat v gveéia
ooumépovay OTL 1 LILAPYOVCO EPEVVO. GLVTEIVEL GTNV VTOPEN UG CLGYETIONG TTOV
vroKertal o€ €£NYNom, 1000 GE OPOVG KOWMVIKNG E€MAOYNG, OGO KOl KOWWOVIKNAG
artohoyiog. Agdopévov, ot n perdétn SHARE eivor pa dtaypovikn] peAétn, mapéyet
ONUOVTIKES OLVOTOTNTEG YL TN OlEVEPYELDL GLYKPIGE®V HETAED TOV JLOPOPETIKMV
KOHATOV oV Bo pmopodoav va Tapdyovv evOSiEElS Yo GYECELG aUTIOTNTOS UETAED
KOW®VIKNG GUUUETOYNG Kot €LEEING Kol Vo GLUBAAOVY GTNV avayvadpion Tlavov
EMOPACE®MY TOV WUTOPEL Vo EMPEPOVY OTO €Mimedo TNG eveliag aAlayéc otnv
KOWMVIKT Opactnplonoinon tov atouwv. Iloapopoing, mapolo mov m mopovoo
epyacia etval EVOEIKTIKY] CLUYKEKPIUEVMV CLGYETICE®V UETAED TOV EMUEPOVG OEIKTMV
MG KOW®MVIKNG omopdvmong Kol JlopOpPETIK®Y  amoTeAecudtov ¢  evetlag,
OTIOAOYIKEG  OYECES Ogv  Hmopovv  vo.  Olamot®wbodv  eéoatiog  akpifdc Tov
GLYYPOVIKOD YapOuKTNpa TV avorlvcewv. Eniong, aviiotpoeg oyxéoelc umopel eniong
va woybovy pe v évvoln OTL To €mmedo NG €vediog TOV NAKIOUEVOV ATOU®V
evoéyetan va emnpedlel Kot Tovg SfEGIIOVG OIKOYEVELOKOVE KOl KOWVMOVIKOVG TOVG

TOPOLG.

Kot avtictoryia, givor emiong dvokoro va avtAnBodv GuUTEPAGLATO GYETIKA LLE TNV
OTIOAOYIKT) GY€oM MHETAED YPNONG TPOANTTIKMOV LINPECIAOV VYENG KO KOWVOVIKNG
anmopovoons. Oa pumopovce gdAoya va vrotefel Ot 1 €KTOON TOV TPOANTTIKAOV
vINpPESIOV  vyeiog mov mpoociopPdver €va dtopo ocvvoptdtor Gpeco UHE  TIG
TPOYUOTIKEG OVAYKEG VYEOG KOU TIS OTPIKEG OYVAOOCELS, €VO ONMG £XEL Ko
TPONYOLUEVMG LITooTNPLyOel LG ™S avAdEIENG dOPOPOTONCEDY UETAED YOPDV
oto oyetikd omoteléopata (Schoen et al. 2005), 1 vioBétnon cvuneplpopdV vyeiog
nmov oyetiCovtor pe v mwpdAnyn Oo pmopovcoe va eivor cuvagng He GAAOVG
TOPAYOVTESG, TEPO TOV TPOCOTIKAOV YOPAUKTNPICTIKMOV Kol ETAOYDOV, OV oyeTiloviot
TEPLGGOTEPO LE TNV OPYAVOGT, T SouT| Kot 11 S1dfecn TOV avVTIGTO®V VIINPEGLDOV.
H dwypovikomta g perémmc SHARE mapéyst ™ dSvvatdtnro peAAOVTIKNG
JLEPELVNONG TOV OUTIOAOYIKAV GYEGEMV LETOED YPNONG TPOANTTIKAV LINPECIHOV KO

KOW®VIKNG OMOUOVOONG HECH TNG EEETAICTG AVTIGTOLY®V YPOVIKADV AALLYDV.

‘Evog emnpdcBetog mepropiopdg ykertor 6To YeYovog OTL 01 pOAOL TOV EVEYOVTOL GE
KéBe TOMO TOPOYOYIKNG KOU KOW®MVIKNG OpacTNPlonoinons iomg vo  gvEyovv
TOALOLAGTOTEG ETEPOYEVEIS EMOPACEIS GE OLPOPETIKEG EKQAVOELS TNG gve&iag ot
omoieg Ba pmopovoav va aviyveutobv dv KaBe poper dpactnpiotnrog elxe peketnOet
Eexyoprotd. Emiong, mapd 1o yeyovdg 0TI | KOWVOVIKTY OpacTtnplomoinor petpndnke oe
OpoVG CLYVOTNTOG GLUUETOYXNS AouPdvovTag LITOYTN TO EMEENYNUOTIKO TAAIGIO NG
Bewplag dpacTNPOTHTOV KoL TNV avtiAnyn 6Tl ot BeTIKEG EUMEPIEC TOV ATOKTAOVTOL
OO TNV KOW®MVIKY GUUUETOYN] GLVAOOLV LE TN GLYVOTNTA TNG OPOGIMONG G AVTEG,

GAAD YOPOKTNPIOTIKA TOV OPUGTNPLOTHTOV, OTTMOC 1] TOLOTNTA TOL OTOOIOETOL G OVTEC
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amd o it dTopa oL TIG EMTEAOVV 16ME VO AOKOVV EMIOPACT] OTH SAUOPPOCT TNG

evelag.

Ta mopamdveo evoéyetor va 1oYvOVY Kot OGOV APOopE GTNV EKTIUNCT] TNG KOWMVIKNG
OTOLOVMGCNG Y10 TNV OTolo avIANONKaY OEIKTEG 01 OTOI01 AVTOVOKAOVY, GOLO®VO UE
TOL ELPNUOTO TNG VTAPYOLGOS EMIONUIOAOYIKNG KOlU YEPOVIOAOYIKNG EPELVOG,
ONUOVTIKES TTVYES TOV GLVONKAOV dafimong TV NAMKIOUEVEOVY atopny. QoT0c0, Yo
TN GLYKPIGIHOTNTO TOV OTOTEAEGUATOV TNG TOPOVGOS EPEVVOS OTOLTEITOL TPOCOYN
aKpPOG AOY® TNG ACLVETELNG TOV OTOVTATOL LETAED TOV OEIKTMOV KOl TV KAUAK®V
ov €yovv ypnoipomondel amd TaPOUOIEG EPEVVEG YOL TN UETPNON TNG KOWMVIKNG

OTOLOVOOTG.

Emiong, a&iler va onuelwdei 6Tt o mAnbuopog e pekétmg SHARE amoteAeitan amod
dropa mov fovv omnv KowdTNTa, YEYOVOS OV onuaivel OTL To 1OPLUATOTOUUEVA
dropa o omoia £x0VV AyOTEPES EVKOLPIEG KOWVOVIKTG CUUUETOYNG EK TOV TPOYUATOV
amokAgiovTot amd T PEAETY), TEPLOPICUOG O 0T010G UTOPEL VL EXEL MG OMOTELEGLOL TV
VIOTIUNON TOL TPayHoTIKOD peYEBoVG NG Betikng emidpaong TG KOWMVIKNG
dpactnpronoinong ota anoteAécpata g gvesiog. [Hapopoine, oe tétoleg HEAETES
kafiototor dVvokoAo vo peTpnfel kot M TPAYUOTIKY EKTOCT NG KOWMVIKNG
amopdévmong Adym axplBdg Tov yeyovotog OTL Ol GUUUETEYOVTEG Ppiokoviol oe
euvoikn 0éomn e OPOVG KOWVOVIKNG EVOMUATMOONG, UE OTOTEAEGUO TO GTOUO TTOV
dwflovv  ce  OLUVONKESC KOWMVIKNG  OMOUOVOONG  EVOEYOUEVOS v Lo
AVTITPOCHOTEDOVTOL, YEYOVOS OV 16m¢ va eEnyel ev pépet Kot 0 yoUnAd emumoracud
NG KOWMVIKNG amopOvemong mov olamotodnke oty mapovoa depedvnon. To
YeYOVOG OTL M €pevVa T 16MC Vo TAPOLGLALEL Ol GYETIKN TPOKATAANYN TPOG TO
TEPIOCOTEPO KOWMOVIKA EVOOUOTOUEVO UN-10PVUOTOTOUEVO GTOUN EVOEYETOL VO
EMITPENEL TNV EKTIUNONG TNG TPUYUATIKNG EKTACTG NG OXEONS UETAED KOWMVIKNG

amopovmong Kot gvegiag.

‘Eva emmAéov peovéxktnuo mwov Bo pmopovoe va avayvopiobel agopd otnv
EVOEYOLEVT TTpOKATAANYN OV oyeTileTton pe v extipmon g eveiog Pdost avto-
avVaQEPOUEVOV LETPNGEMV, TO OTTOI0 OUMG QOIVETAL VO EVUTTAPYEL OTIC TEPLIGCOTEPES
UEAETEC OV YPNOIUOTOOVV gpyareia mov €dpAlovionl KUPIWG OTIG VTOKEWUEVIKEG
avTIMYELS TV 10wV Tov ocvpuetexdviov. [apopoimg, mn extipnon g ypnong
TPOMTTIKAOV VINPECIOV POGICTNKE GTIC VTO-0VOPOPES TOV EPEVVAOUEVOV, YEYOVOGS
OV EVOEYETAL VOL SIETETOL OO TPOKATAANYT VOPOPAS 1) OVAKANONG, LELOVEKTNLLOL TO
omoio woTOGOo PoaiveTon va elval GOUEVTO G PEAETEC TOL AVIAOVV TETOLOL TUTOV
TANPOPOPIEC YioL TN HETPMON NG XPNONS vanpectdv vyeiog yevikotepa (Allin et al.
2006). Xty mepinmtoon poAoto TG eKTiumong g novaélic, £xet vmootpiydei 6TL M
YPAOM WG epDOTNONG oV {Ntdel gvBEmg amd ta dtopa vo vrodei&ovv OG0 pova
vidOovv, TapOAO TOV YPNGLOTOLEITAL EVPEMS OO GYETIKEG EPEVVES, 10MG v 0OMyel
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otV Lo eKtiunon g povaéldg kabmg ot dvBpomor eppavifovior anpdOvpor va
napadeXToHV 0Tt Pudvouy povaéld akplBag e£ottiog TOV EMKPUTOVCHV KOWVMOVIKMY
avTIAMYe®V mov mpociapfavouy ) povaéld g kowvmvikd averBount (Victor et al.
2000).

TéNog, 0 yeyovOg OTL eV TapaTNPNONKOV CTNUAVTIKESG O1OPOPOTOCELS MG TPOG TOVG
eMUEPOLG deikTeg TG veEiag peta&h TV ATOUMV TNG HEYAADTEPNG NAKLOKNG OUAOG
o€ OYE0N HE TOLG VEOTEPOVG GLUVOUNAKOVLS TOLG, TO ONOI0 E£XEL TMEPLYPOPEL GTN
BpAoypapio ®¢ to Aeyduevo «mopdoolo tng evefiogy, Ba pmopovoe va eivot
amoTEAEG O, TOV Aeyduevov «negativity bias» mov diémel TIG 0VTO-AVAPOPES TMV
ATOU®OV VEOTEPOV NAIKIOKMOV OPAS®OV Kot TNG oYETILONEVNS e TNV NAKia enidpaong
™mc Oestikdmrog (age-related positivity effect), vnd v évvowa 611 T00 GTOMQ
LEYOADTEPOV NAKIOV TEIVOLV VO Kpivouy meptosotepo BeTikd Tig cuvOnKkes g Lomng
T0VG, va pLOUIlovy KAAVTEPA TIG CLVAGOMNUOTIKESG TOVG AVTIOPACELS Kot VO 0modidouV
ueyaAvtepn a&io 6to yeyovog OtL Exovv katopbmaoel va emPidoovy (higher survival
value), mapd TG avtikelevikd Svoyepeic ocvvbnkec mov Puwvovv (Morgan and
Scheibe 2014). EmumpocOétmg, Omwg Mo avoeépOnke mopomdveo, Tto GTopa
LEYOADTEPOV NAKIDV EVOEYOUEVMS EGTIALOVY TTEPIGGOTEPO OTIC BETIKES eumelpieg TG
Cong tovg, £pYovIal OVTILETOTO PE AYOTEPOVG GTPEGGOYOVOLS TOPAYOVTES KOOMC
YEPVOLV Kol TEIVOLV va, avalnTovV Kol VO VOTTUGGOVY OVCIMOEIS KOWVMOVIKES GYECELG
0l OTOlEG AELTOVPYOVV MG OVTIGTAOUIGLLO TOV AEITOVPYIKMOV KOl GAADV TEPLOPICUDV

7oL oVTILETOTICOVV.

12. Topnepaopata- [potaocseig

AopBdavovtag vmoyn To KOpo. EVPNLATE TNG TAPOVGOS EPYACIag YIVETOL AVTIANTTO
OTL 1 SCEAMON Kol EVIGYLOT TNG TOPUYMYIKNG KOl KOWV®OVIKNAG dpacTNPLOmoinong
Kol 1 HElWON TNG KOWOVIKNG OTOUOVAOCNS TOV 0TOR®V KABDG ovTd YEPVOUV omoTeAEl
éva. onuavtikd atpond oty emitevén Betikdv omoteleopudtov gvegiag Kot otnv
gVioYLOT ELVOTKAOV YOl TNV LYElD GLUTEPLPOPDV, OGS ELvaL AVTH TNG TPOGPLYNG GTN
dwbéoun mponmtikn @poviida vyeioc. Emiong, m moapovoa pedétn mapéyet
ONUOVTIKES EVOEIEELS Y10 TO POAO TIOV EVEXOVV GLYKEKPIUEVEG OVGUEVELS OOGTACELG
TOV OIKOYEVELNKOD Kol KOWOVIKOL TEPPAAAOVTIOC TV OTOU®V TOV TPOGdtdlovy
OTNV KOW®VIKT OmOUOVOGN 6T SWUOPPMOOT TOV OETIKOV OTOTEAEGUATOV TNG
eve€lag. EmmpocBétwg, 1o moapdvta omoteAéopota  €ivol  VTOGTNPIKTIKA NG
Aeyouevne dwPfaduong peto&d Boppd kot Notov (North-South Gradient), kobog
TPOGPEPOLY TEPALTEPM OTOLXEIDL TOL oToio @aivetor vo emiPefardvovy v VIapEN
JLPOPOTOCEMY GTNV KATOVOUN TMV OMOTEAECUATOV TNG gvediag, oAAL Kot NG

YPNONG TPOANTTIK®OV LANPESIOV vYeiog petald Tov xopdv Tov Evporaikod Boppd
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kol NoOtov, pe tovg moAiteg g Bopelag Evponng va moapovosidalovv onpovtikd
KOADTEPO, ATOTEAECUATO, GE GYECT UE TOVG GLVOUNATIKOLG Tovg ot NoTwo. Evpdn.
Emiong, damotddnke o011 vadpyet €vo coQEC TOALOTAO HEOVEKTNUO Yo TO
NAKIOUEVE, ATopa ToV Yop®v Tov NOtov, ta omoio gppavifovtal tavtdypova vo
£YOVV TPOGTOPIGEL AyOTEPO YPOVIL EKTOIOEVOTC, VA KATEXOVV XAUNAOTEPO EIGOOT LA

KoL VoL £XOVV AYOTEPEG EVKOUPIEG KOIVOVIKTG OPOGTNPLOTOINGoNG.

ENUOVTIKG NTOV ETIONG TO EVPNUATO GE GYECT LE TNV VTOPEN Slopopomomee®v Ady®
@OAOV Ko NAKiaG. ZuyKekpipéva, damotddnke 6Tt o1 dvopeg eppavifovv KaAlvtepa
amoteAéopoto  €veEiog Kol MYOTEPOLG TOPAYOVTIEG KOWMVIKNG OTOUOVOONG,
CUUUETEYOVV TEPLIOCOTEPO GE KOWMVIKES Opootnpldtreg kot Prdvovv Aydtepo
ouyva asOfpata povaélac. Emiong, peyolvtepn nrov n mbavomta ta dropa Kadog
av&avetor N NAkio TOvg va EUQEOVICOVV TEPIGGATEPOVS TOPBEYOVTES KOWMVIKNG
amopdvmong, va aichdvovtal povasid Tov TEPIecOTEPO KAPO KOl VO YPTGLULOTOLOVV
MyOTEPO GLYVE TPOATTIKEG LVINpPETieg vyeiac. AvtiBeta, n dvodog g nAkiog dev
Bpébnie va cuvadel KT avaykn Le TNV ELPAVIOT AYOTEPOV BETIKMOV OMOTEAEGUATOV
eveklag, pe v mopovcioa moAlamAmv moapaydviov gveslog va unv  dlpEpet
ONUOVTIKA PeTalld TV atdpmv Tpitng Kot T€TapTnS NAKiag, e0pnua mov vrootnpilet
TEPULTEP® TNV EMKPATNON TOL AeyOuevov «mapddoocov g eveklogy. Térog, ta
TapOVTO EVPNLOTO EIVAL VTOGTNPIKTIKA TNG ELPAVIONS CNUAVTIKMV S10POPOTOLGEDV
OTO OMOTEAEGHOTA TNG EVEEING, TNG KOWVOVIKNG OMOUOVAOONG, TG LoVaSLdG, oA Kot
™G XPNONG LINPECUOV VYElNG, AOY® KOWVMOVIKO-OWKOVOUKOD EMMEOOL KOl OC €K
TOUTOV, emPefaidvovv TV VTOPEN CNUOVIIKOV OVICOTHTOV UETOED OTOUMV UE
SLPOPETIKOVG HOPPOTIKOVS KOl OIKOVOUIKoVS mopove. Emopévemg, evioyvovv tnv
KATAVONGT GYETIKA LLE TOVS TTapdyovTes ekeivoug Tov exBétovy ta dtopa o€ Kivouvo
LELOUEVNC EVEETNG KO TEPLOPIGLEVIC YPNONG TPOANTTIKAOV VINPECLOV VYELNG Kol GE
oLVONKEG KOWMVIKTG AMOUOVMONG Kol LoVaELAg.

Ta mapamdve anoteléopota Bo propovsav va AneOovv vToYT amd TOVG GYEONACTEG
TOMTIKY|G Kot OAOVG TOVG EUTAEKOUEVOVS POPEIC GTNV AVATTLEN GTPATNYIKAOV Y10, TV
evioyvuomn TG KOWV®VIKNG OpOCTNPLOTOINGNS TOV NAIKIOUEVEOV ATOU®V Kol TN Heimon
TOV TOPAYOVI®OV KOWMOVIKNG OTOUOVOCNG HE OKOTO TNV TPooymyr g eveliag kot
g vyelag tovg. Eivon daitepa onuaviikd vo kataotel cagéc Ot Ta NAKIOUEVO
dropo dvvavTol Vo EMTEAEGOLV GNUAVIIKEG GULVEICQPOPES, TS Omoieg pmopel va
KOPTAOVETOL OAOKANPN 1M Kowwvio, £pdcov Statnpeitor 1 evepynTiKOTNTA Kol 1
aveCaptnoia tovg. O 1d10g o IMaykodopiog Opyaviopdg Yyeiag éxer tovicer v
avayKodTnTo OVATTUENG €VOC VEOL LTTOOEIYIATOG TO OTO10 Vo TPOGAAUPEVEL TOVG
NMKIOUEVOVS ®G €vePYoVS €Taipovg kol GLUPAAAOVTEG Yoo TNV emitevén piog
KOWOVIOG EVOOUATOONG T®V 0TON®V OA@V Tov nAkliokov opddmv (World Health
Organization 2001).
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H avantuén kalodv Tpaktik®v Tpog v katevduvon g dupivvong tov topayovimv
KOKNG vyelag Kot meplopiopévns evekiag mov va otoyedovv akpipmg ot devpuvon
TOV  KWWNTP®V, ELVKOIPIOV KOl GUVONKOV KOWMVIKNAG OpacTnplonoinong Kot
CUUUETOYNG TOV aTOP®V KOODG auTd yePVOUV  UITOpel Vo amOTEAEGEL TO KAADTEPO
péco peimong g e€dptnong kol g avammpiog Kot LEYIGTOTOINonG Tov SVVOUIKOD
TOVG KOl OVOKOVPLONG TOV POPTIOL TNG PPOVTIONG TOVS TOV GUVETAYETAL 1] Jaimon
TOVG G€ GLVONKES KOWMOVIKNG OMOUOVAOCNS Kot Lova&ldg Yo Tig VINpecieg vyeiog Kot
TIC KOwoViKég vmnpeoies. Emouéveog, m koAd tekunpiopévn vrdbeon g
TPOGTATEVTIKNG Yl TNV &vekio emMOPAONG TOV KOWMVIKOV OYECEMV Kol NG
KOW®VIKNG EVOMUATOONG KOL OVTIGTPOPO TOL KIVOUVOVL TOU QEPEL 1 KOLWVOVIKY|
amopdévmon €xel onuaivovoa PapdTnTo OGOV APOPA OTIS TOMTIKEG, OAAGL KOl TOVG
Oeoovg mov oToYEHOLVY TOGO GTNV TTPOANYN, 660 Kol oTn Oepameio TO®V GLVONKOV

Voo POTNTAG TV ATOU®V KATA TNV TEPI0S0 TNG YNPAVOTC.

Q¢ ek tovTOoL, Ko AauPdvovtag vroéym OtL To. dropo KaODC yepvOLV eKTiBEVTOL
TEPLGGATEPO OE AMMAEEG OV oyetTiovtal akpPmg pe v nAkio kot exnpedlovv
ONUOVTIKA TIG KOWMVIKEG TOVG OYEGELS gival Kploo ot ekdotote mopeuPdoslg va
dto@arilovv 0Tt OAc ta dropa €xovv ion mPOGPACN GE TPOGTATELTIKOVS Yo TNV
vyeia kot v gvegia Toug TOPOLG Kot VoL TPOGOVOTOAILOVTAL TTPOG TNV EEAAEYT TOV

TOPUYOVIWOV TOV TPOKOAAOVV OVIGOTNTES GTNV AVIANCT] T®V TOPOV OVTMV.

Téhog, ta evpiuoTa NG €pyaciog avTAG UTOPOLV VO TAPEXOVV  CTLLOVTIKN
TANPOGOPNGN OVOQOPIKA e TNV LAomoinon mapepufdcemv mov Ba pmopovoav va
00MYNoOVV GE BEATIOGELS OE CLYKEKPIUEVO OmoTEAETHOTO TNG gVEETaG, HEC® aKPIPAOC
™G SLUOPP®MONG GLVONKOV OV EVIGYVOLV TI ANYN TOV OTAPOITNTOV LANPECLOV
TPOMTITIKNG WITPIKNG Kol TN Helwon Tov mopayoviov mov dvoyepaivovy tnv
TPocOLYN ¢’ avtés. [ditepa dGov aPopd GTN YPNON TPOANTTIIK®OV VINPECIDOV
vyelag, M omoio kKo Oewpeitonr éva péco e£€yovcag OYETIKOTNTOG O TPOS TNV
kaBvotépnon N v TPOANY™N TG voonpotntac, TN OTnpnon g Lyelog Kot
LEl®OT TOV VoKDV GE WTPIKT GPOVTIon Kot AdpPavovtog vedyn to yeyovos Ot «o
TEMKOG 6TOY0G NG dNUOctag vyeiog eitvar va avénoet v mepiodo g yHpavong n
omoia va gival ehevBepn and kakn vyeia, avannpio kol e&aptmon» (Donaldson and
Scally 2009, p.417), n avadeién tov mapayoviov mov oyetiCovial pe T ypnon
TPOMTTIKAOV VLANPECIOV N VINPECUDV TPOOYWYNS TNG vysiog mov duvavtol v
KaBvoTtepicovy TN UETAPAON OTN GTOYN VYEID KOL TN AELITOVPYIKN EKMTMOOTN KOl Ol
omoiol vokewtonl oe mapeUPacels eivar Wwaitepng onuaciog omd Tn OKOmE NG

OMUOCIOC VYELNG KOl TV TTOMTIKAOV VYELOG.
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Yovvrono Broypo@iko

H Maoapia Bolikakn yevvnOnke to 1980 oto Hpdxieio Kpnng, sivar mavipepévn kot

€xel dVO KOPES, 5 eTMOV Kot 6 umvov.

Ymovdace oto Tuquo Kowwvikng Atoiknong, oto Anupokpitero Ilovemomiuo
Opdxng and to 1999 éwg 10 2004 Ko oAoKANPWGE TIC oMOVOEC TG Ue Pabuo 8,38
(Alav Koimg) axkorovBmvrag v KatevBvvon g Kowwviking Awoiknong ko
Kowaovikng [Moltikne. Ev cvveyela mapakorobnce kot ohokAnpwoe pe Babud 8,70
(Apwota) to Ilpoypoppo Metomtuylokdv Zmovddv ot «Anuodcio Yyelo kot
Awiknon Ymnmpeoiwdv Yyeiog», 1o omoio orokAnpwoe 1o 2005 pe edikevon ot
«Aoiknon Yanpeowov Yyeiocy, oto Tunua latpikng tov [Havemommpuiov Kprtne. To
2016 mapaxorobOnoce kot OAOKANPwOE emtuy®s pe Pabud 9,70 (Apiota) TO
[pdypappa Madaymywne ko Awdoktikig Endpketog tov Tadaywyikod Tunpatog
Anpotikng Exnaidevong, g Zyoing Emomuov Aywyng tov [Havemotnpiov Kpnme.
Eniong, €yel mapaxorovbnocel oepuvdpia kotdptiong oy Exnaidevon Exmoidevtav
Evniikov, 11 Moabnowokég Avokorieg, Tig Evmabeic Kowvovikég Opddeg, ™
Noocokopelokn Awiknomn, 1t Asgwtovpyia Aopov Kowwovikng Zmpiéng, Tto
Mdapketivyk, v Aviipetomon Kploeov kot ™ Awyeipion tov Ayyovg, v

[Tinpopopikn kot t1g Néeg Teyvoroyies.

Koatd to ddompua 2005 ¢mg 2008 epydotnke yio 600 ypovia ¢ Kowvmvioldyog oto
Kévipo Kowowvikng Ilpdvowog vy Hlkiopévovg-Zoppfovievtikdg  Xtabuog
Owoyévelng kot Bpepovnmiokog Ltafpog yio modid pe e101kEG avaykes. LT cuvEXELD
EPYACTNKE G EMOTNUOVIKOG GUVEPYATNG GE EPELVNTIKA TPOYPALLOTO TOV TUNHOTOg
latpikng tov Tavemotuiov Kprng and to 2009 émog to 2015 (SHARE, ®AAHE,
EXITA «\m).

Méypt onuepa €xel cuppetdoyetl oe €51 OMUOCIEVCELS GE O1eBvn| TePLodikd, Exel o
CUUUETOYN OE GLYYPAPT] KEQUANIOL GE TOHO EAANVIKNG £KOOGNC, [0l GUUUETOYN GE
EMNVIKO TTEPLOSIKO KO EYEL GUUUETOYES GE GLVEOIPLOL MG EIGNYNTPLOL KOl OTLLOGIEVCELG

0€ TPOKTIKG cLVEOPimV.
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Abstract Increasing evidence suggests that different patterns of activity participation
confer several positive well-being outcomes through the later years of life. The aim of the
present study is to examine the likelihood of higher well-being linked with a socially
engaged lifestyle with a view to extending prior research. Data on a nationally represen-
tative sample of adults aged 65 and older from eleven European countries (n = 7025) was
drawn from the first Wave of the Survey of Health, Aging and Retirement in Europe
(SHARE, 2004/5). Socially and productively oriented activities were administered as
salient aspects of activity participation and were rated on frequency of involvement. Well-
being was defined by the clustering of six indicators including life satisfaction, quality of
life, self-rated health, psychological distress, chronic diseases and Body Mass Index
(BMI). The effect of activity participation on the clustering of well-being indicators was
estimated according to complex samples ordinal regression models. The overall pattern
was that of a significantly increased likelihood for frequently active participants to present
multiple presence of positive well-being outcomes (p < 0.05). This held true not only at
the individual level but also across most SHARE countries. Although the findings of the
current analysis cannot identify the direction of causality of the observed effects, they still
lend some support to the reasonable conjecture that old-age activity engagement matters
for individuals’ wellbeing and testify to the suggestion that public health and social care
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interventions should consider the respective potential well-being gains and therefore foster
the facilitation of activities and attachments.

Keywords Older adults - Social activities - Productive activities - Well-being

Abbreviations

SHARE Survey of Health, Ageing and Retirement in Europe

CES-D  Center for Epidemiological Studies of Depression questionnaire
BMI Body Mass Index

1 Introduction

The rising proportion of people thriving into old age over the last several years and the
subsequent policy and practice implications for health and social care systems as concerns
a population expected to present an increasingly older-age structure have brought the
identification of factors which may bear on late-life welfare to the consideration of the
existing research and policy framework of old age (Rechel et al. 2013). Hence, the call for
directing policy concern toward reinforcing activity engagement as a key element of
strategies pointing to the amelioration of older adults’ lives and thus as an additional
perspective on potential fields for well-being initiatives in old age has been dominant.

The main focus of the current study was on elaborating on well-being and activity
engagement among the elderly from eleven European countries by providing a detailed
descriptive account of the respective measures and their socio-demographic and regional
distribution and examining if there is evidence of positive well-being outcomes associated
with different patterns of activity involvement. Specifically, we were concerned with
examining the potential benefits afforded by the frequency of activity performance for
elders’ well-being operationalized as the clustering of six distinct indicators: quality of life,
depressive symptomatology, self-rated health, life satisfaction, chronic diseases and Body
Mass Index (BMI). Social involvement was conceptualized along two dimensions, pro-
ductive activity participation and social activity participation, each encompassing activities
which have been denoted to lie at the core of older people’s activity engagement according
to related research evidence.

Well-being has been delineated as the key objective of public policies targeting older
people drawing on the gain view of aging and the belief that late-life holds far-reaching
opportunities for personal growth and meaningful social engagement. Even though, there is
not an all-embracing conceptual and methodological framework explicitly referring to
well-being and hence the difficulties in defining and measuring it, its multifaceted nature
has been commonly acknowledged and key elements of well-being at older ages to be
assessed have been posited across social gerontology research. According to older adults’
self-evaluations well-being refers essentially to a state of ‘feeling healthy, free from pain
and able to lead a positive life’ (Hoban et al. 2011) (p. 5). In this regard, indicators
featuring the physical, mental and emotional aspects of well-being are substantially rele-
vant for research on elderly well-being. However and despite the fact that the inclusion of
indicators referring to various elements of older adults’ well-being in the empirical analysis
might afford additional insights on those domains of old life that should be mostly aimed at
by activity engagement interventions, the main strand of research so far has been restricted

@ Springer



Activity Participation and Well-Being Among European Adults... 771

to the employment of specific well-being measures not allowing for a comprehensive
assessment. In addition, previous evidence in the field has mainly displayed a single
country interest with the possible effects of activity participation on well-being on a cross-
country perspective being still relatively unexplored.

1.1 Previous Research on Activity Participation and Well-Being

The field of social, mental and behavioral sciences that examines old-age well-being
endeavors to add to the explication of the processes of growing old, with the emphasis
lying on the comprehension and assessment of the different factors and conditions that
account for advanced later-life well-being. Productively and socially oriented activities as
a salient component of successful aging whereby valued outcomes and mutual contribu-
tions with salutary effects are furnished have been corroborated by empirical inquiry as
aspects of everyday later-life that hold an essential role to the maintenance and
enhancement of well-being. The outlined premise that older people contemplate their well-
being more positively when they occupy activity roles within their social settings has been
variously addressed. For instance, McMunn et al. (2009) on their analysis based upon the
second wave of the English Longitudinal Study of Aging (ELSA) investigated the asso-
ciation between participation in activities and well-being as measured by the indicators of
quality of life, life satisfaction and depression. In another study (Wahrendorf and Siegrist
2010) (p. 60) quality of life was addressed as ‘a theoretically grounded indicator of well-
being’ and the link between changes in productive activities and changes in quality of life
was assessed on data derived from the Survey of Health, Ageing and Retirement in Europe
(SHARE). More recently, Gilmour (2012) employed self-perceived health, loneliness and
life satisfaction on his examination of the health and well-being benefits of the number of
frequently undertaken activities for people aged 65 and older who participated in the
Canadian Community Health Survey-Healthy Aging.

On the other hand, old-age activity participation has been variously defined and mea-
sured across diverse theoretical and empirical approaches. Overarching and interchange-
ably constructs which have been given substance in the conceptual advancement of activity
involvement, namely social engagement, active engagement with life, connectedness,
connectivity and embeddedness, have traditionally focused on the measurement of the
performance and retention of purposeful roles integral to activities through which older
people’s access to important flows of psycho-social resources is facilitated. Baum et al.
(2000), drawing data from the Health Development and Social Capital Project detected a
specific participation profile for people aged 70 and over as compared to younger partic-
ipants pertaining to higher levels of community group participation in terms of church
attendance, volunteering and participation in service clubs. In the same study, this pattern
appeared to be cumulative and remain relatively stable among older people over a 4-year
period. Mendes de Leon et al. (2003) assessed social engagement on a summary measure
reflecting the aggregation of a wide range of social and productive activities common at
older populations. Older adults’ activity performance was measured on both overall fre-
quency of participation in 17 different activities and number of activities by distinguishing
six separate domains (family and social, church and charity, home and garden, reflection
and learning, music and drama and sports) by Warr et al. (2004). As well, in Bennett’s
(2005) study, late-life social engagement was determined by the respondents’ involvement
in 20 distinct activity domains entailing either actual social involvement or limited social
interaction. More recently, resting on SHARE data Sirven and Debrand (2012) evaluated
social capital according to participation in five social activities (voluntary/charity work,
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training course, sport/social club, religious organization, and political/community
organization).

A lack of definition and measurement consistency, as well as an overlap of concepts is
therefore apparent, rendering it difficult to compare extant research findings on activity
participation and well-being outcomes. However, the still-emerging evidence base holds
that activity involvement at older ages, measured either on overall activity level or on
divergent respects of particular activity domains, effects a significant contribution to
several aspects of older adults’ well-being lending plausibility to activity theory and its
postulation that people who remain engaged in activities through which social roles are
enacted are afforded with positive outcomes (Rowe and Kahn 1997). In particular, there is
evidence to feature familial and non-familial attachment, religious and group attendance
and participation in volunteer, recreational and leisure pursuits in older adults population
as important indicators of quality of life (Bowling 1995), determinants of life satisfaction
and self-perceived health status (Van Willigen 2000) and predictors of cognitive func-
tioning and physical and mental health and well-being (Everard et al. 2000; Hao 2008;
Morrow-Howell et al. 2003).

The potential mechanisms underlying the age-associated well-being protective prospect
of active engagement with life have been mainly expounded upon physiological, behav-
ioral and psychosocial pathways through which direct and indirect effects are exerted. The
main effects model suggests that through the social support and social integration functions
of social engagement behavioral and physiological benefits are gained regarding the
inducement of salutary health-related behaviors and the enhancement of neuroendocrine
and immune systems functioning (Cohen 2004). Furthermore, several investigations have
consistently supported the stress-buffering hypothesis allowing for the contention that
later-life well-being is positively impacted by social interactions and supportive transac-
tions which reinforce adaptation to stressful events and coping with major life transitions
and thus moderate plausible adverse effects (Musick and Wilson 2003; Unger et al. 1997).
To this vein, another model proposed by Herzog et al. (1998) is supportive of the con-
tention that it is the activation and the maintenance of the agentic self prompted through
social involvement that constitutes the main mechanism via which palpable favorable
implications for well-being are held.

With the above end in view, in our conceptualization of activity involvement both
productive social participation referred to as productive activity participation and collec-
tive and political participation referred to as social activity participation were considered
so that to encompass domains of diverse activity patterns that are prevalent in older
people’s social context and particularly relevant for their well-being. Following Klumb’s
(2004) (p. 121) proposition that productive activities are defined by their ‘outcome utility
rather than the pleasure they afford’ and the position maintained by Baker et al. (2005) that
productive activities serve for the welfare of others, hold a common social element and are
meaningful to individuals undertaking them, the respondents’ contribution to the pro-
duction of societal and personal services and goods in the current study was gauged both in
terms of being occupied in voluntary and charity activities, as well as in family and social
bonds involving informal assistance and caregiving. Thus, according to the definition of
social engagement stated by Glass et al. (2006) (p. 606) as the ‘performance of meaningful
social roles for either leisure or productive activity’, social participation as a salient domain
of activity involvement was measured on four items corresponding to the respondents’
frequency of embeddedness in education and training related groups and religious or other
political and civic associations.

@ Springer



Activity Participation and Well-Being Among European Adults... 773

1.2 The Present Study

Even though previous research has attested to variations in well-being by socio-economic
characteristics, differences among older people have not yet been fully investigated as
concerns diverse aspects of well-being and distinct domains of activity participation. In this
regard, based on a large and nationally representative sample of the 65 and over European
population the current paper sets out firstly to present descriptive data on well-being and
activity participation at an individual and regional level and secondly to address the well-
being benefits presumably conferred by activity participation in order to replicate prior
findings and furnish new cross-nationally comparative evidence to the existing literature by
employing indicators which capture several elements of old-age well-being. In particular,
the specific queries under focus were as follows:

(1) Is productive and social activity participation equally distributed across socio-
structural variables and regional groups?

(2) Is well-being differently determined among genders, age groups and regional
settings?

(3) Do older adults experience positive outcomes across different dimensions of well-
being associated with frequency of engagement in productive and social activities?

(4) Is a similar association pattern held between the two different activity participation
domains and well-being measures?

(5) Are regional variations evidenced in regard to the association of frequent activity
participation and the prevalence of multiple well-being indicators?

2 Methods
2.1 Study Sample

This study employed data from the first wave of the Cross-European Survey of Health,
Ageing and Retirement in Europe (SHARE, http://www.share-project.org) conducted
between 2004/5 in eleven European countries (Austria, Belgium, Denmark, France, Ger-
many, Greece, Italy, Netherlands, Spain, Sweden and Switzerland) and coordinated by the
Munich Center for the Economics of Aging (MEA). SHARE seeks to gain insight into key
features of the ageing process and its challenges addressing multifaceted questions with
reference to quality of life, health and well-being, care needs, health-care use, social and
family networks, social support, wealth and assets. The novelty of this survey lies at the
fact that its multidisciplinary and multinational design facilitates comparative cross-na-
tional research in the European context from a social, economic and health perspective.

The target population of the survey included households which consisted of at least one
person 50 years of age or older, that is people who were born in 1954 or earlier as far as the
first wave of the survey is concerned. Furthermore, the possibly younger counterparts of
the age-eligible respondents were also interviewed. People were excluded if they were not
residing at the sampled address at the time of the survey, were unable to respond to the
procedures owing to physical and mental difficulties or could not speak the respective
national questionnaire language.

The target SHARE population was randomly selected to be nationally representative of
the European community-dwelling middle-aged and over population. Full probability
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sampling was achieved by employing sampling frames pertaining to country-specific
resources resting both on registers administered at a national and regional level, as well as
telephone directories. The respective sampling designs undertaken varied from a simple
selection of households to rather complex multistage procedures, which resulted in an
average weighted response rate ranging from 73.7 % in Spain to 93.3 % in Germany at the
individual level and 38.8 % in Switzerland to 81.0 % in France at the household level. A
more thorough delineation of study design, procedure guidelines and released data has
been published elsewhere (Borsch-Supan et al. 2013).

For the purposes of the current investigation and in order to address activity partici-
pation and its relationship to well-being in the later-life context, the analysis comprised
individuals aged 65 years and older within the SHARE sample, which yielded a study
population of 7025 respondents (3308 males and 3717 females), divided into three age
groups: 65-74, 75-84 and 85+.

2.2 Data Collection

The main survey data collection was implemented by means of a centrally-programmed,
computer-assisted personal interviewing technique (CAPI) based on an automatically
generated questionnaire consisting of 21 modules. Data collection was further supple-
mented by a brief self-administered paper-and-pencil questionnaire (‘drop-off’) which was
handed to the respondents after the completion of the baseline interview.

3 Measures
3.1 Well-Being Indicators

In the current study six distinct indicators were administered to represent different phys-
ical, mental and emotional aspects of older adults’ well-being: quality of life, psycho-
logical distress, self-rated health, life satisfaction, chronic diseases and BMI. High well-
being was equated with reporting high quality of life, indicating absence of depressive
symptomatology, perceiving health status as very good, being very satisfied with life,
suffering from none or one chronic health condition and exhibiting normal BMI.

Satisfaction with life was determined by featuring a single-question indicator which has
been widely applied (Amit and Litwin 2010; Davern et al. 2007) and has been shown to
have acceptable levels of reliability and validity (Pavot and Diener 1993). The rating of life
satisfaction was obtained by querying ‘How satisfied are you with your life in general?’ on
a 1 (very satisfied) to 4 (very dissatisfied) response scale. As regards the usefulness of this
global measure of life satisfaction, the notion posited by Cummins et al. (2003) was
adopted taking into account that the question ‘How satisfied are you with your life as a
whole?’ yields stable interpretations of one’s personal general state of well-being over
time.

Quality of life was measured on CASP-12, which is a shorter version of the original
19-item scale (CASP-19) (Blane et al. 2004; Wiggins et al. 2007), first included in the self-
completion questionnaire of SHARE and found to correlate highly with the original ver-
sion and thus display adequate psychometric properties (Cronbach’s alpha = 0.83)
(Knesebeck et al. 2007). CASP-12 has been acknowledged and utilized as a measure of
assessing quality of life in older people as the result of the fulfilment of four substantial
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dimensions of human needs: control (C), autonomy (A), self-realization (S) and pleasure
(P). Response categories were scored on a four-point scale (often, sometimes, rarely and
never) and the negatively worded items were reversely coded so that the above four
conceptual domains could be drawn. Responses were summed and a total score ranging
from 12 to 48 was generated, with higher scores pointing to the existence of better quality
of life (Cronbach’s alpha = 0.89). A cut-off point of >39, being indicative of high quality
of life, was defined as the reference category.

An abbreviated version of the Center for Epidemiological Studies Depression scale
(CES-D) was administered in order to identify the absence of depressive symptomatology.
The 11-item abridged version of CES-D, as administered in the SHARE questionnaire
which encompasses 11 identical items from the original 20-item index first introduced by
Radloff (1977), has been widely addressed among different populations (Everson-Rose
et al. 2004; Smith 2006) and the elderly (Barry et al. 2008; Kohout et al. 1993). CES-D 11
has also been demonstrated to produce valid and reliable assessments of decreased positive
affect and to correlate at a high level with the 20-item original version of CES-D, with a
Cronbach’s alpha ranging from 0.81 to 0.83 (Gellis 2010; Kohout et al. 1993). Participants
were queried as regards the frequency they had experienced specific depressive symptoms
during the course of the previous 7 days according to four-category response options to
which a value of zero, one, two or three was assigned (0: ‘Almost none of the time’, 1:
‘Some of the time’, 2: ‘Most of the time’, 3: ‘Almost all of the time’). Responses on the
items were summed after reversely coding the four positively stated items which produced
an overall score of depressive symptomatology, ranging from O to 33, with higher values
signifying a greater degree of psychological distress sustained by the respondents over the
past one-week period (Cronbach’s alpha = 0.79). A cut-off of nine or higher was applied
as a threshold indicative of the occurrence of clinically significant depressive symp-
tomatology, as proposed by Steffick (2000) and recently administered to correspond to the
original cut-off point score of 16 in the 20-item measure (Kroemeke and Gruszczynska
2014). In the current analysis a score <9 points denoting the absence of depressive
symptomatology served as the reference category.

Self-assessed health status and chronic health conditions were administered for the
assessment of the respondents’ overall health drawing on relating research evidence sug-
gesting that they have some role to play in the link between different domains of social
engagement and various well-being outcomes at older ages (Crimmins et al. 2002; Glass
et al. 2006; Lampinen et al. 2006).

Self-perceived health was ascertained through a single question phrased in the following
manner: ‘Would you say your health is...” which comprised a response scale of four
options ranging from ‘very good’ to ‘very bad’. This item has been typically incorporated
in the literature to gauge self-reported morbidity among older adults (Breeze et al. 2001)
and has been found to be a valid indicator of general health status (Schnittker and Bacak
2014). For the purposes of the current analysis ‘very good’ self-perceived health status was
defined as the reference category.

Prevalent chronic diseases were estimated on older adults’ self-report on their medical
diagnosis of 11 health conditions (‘Has a doctor ever told you that you had any of the
conditions...”), including myocardial infarction, high blood pressure, or hypertension, high
blood cholesterol, stroke, diabetes or high blood glucose, chronic lung disease, asthma,
arthritis, osteoporosis, cancer, stomach or duodenal/peptic ulcer and portrayed on a show-
card. According to the respondents’ affirmative responses on the presence of chronic health
conditions an indicator of ‘0 or I’ chronic disease was generated and regarded as the
reference category in the analysis.
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BMI was defined in terms of self-reported current height and weight (weight in kilo-
grams dividedby the square of the height in meters). Participants were categorized as
under-weight (<18.5 kg/m?), normal (18.5-24.9 kg/m?), overweight (25.0-29.9 kg/m?) or
obese (>30.0 kg/m?) correspondingly to the cut-off points indicated by the respective
WHO definitions (WHO 2011). The category of ‘normal weight’ BMI was selected as the
reference category.

The prevalence of the clustering of the above well-being indicators was estimated by
assigning a score of 0 (absence) and 1 (presence) for each individual well-being indicator,
according to their reference categories. A total clustering score was subsequently obtained
by adding up the resulted binary variables, standing for the number of the indicators that
were present for each respondent and ranging from 0 to 6, with 0 connoting the absence of
any of the aforementioned well-being indicators and 6 representing the presence of all
well-being indicators. The clustering of 44 well-being indicators was considered to be
indicative of higher well-being and referred to as multiple presence of well-being
indicators.

3.2 Measures of Activity Participation

Activity participation within the last month was determined as productive and social on the
basis of the expected utility outcome, either for the social context or for the individual,
which allowed for the construction of two distinctive activity domains: (a) Productive
activity participation assessed by summing the items: ‘Done voluntary or charity work’,
‘Cared for a sick or disabled adult’ and ‘Provided help to family, friends or neighbours’
and (b) Social activity participation captured from the aggregation of the following items:
‘Attended an educational or training course’, ‘Gone to a sport, social or other kind of club’,
“Taken part in a religious organization (church, synagogue, mosque etc.)’ and ‘Taken part
in a political or community-related organization’. For each of the above activities par-
ticipants were firstly queried as regards their engagement during the course of the previous
month and then were asked to demonstrate the respective frequency of their performance
on a three point scale (1: ‘almost daily’, 2: ‘almost every week’, 3: ‘less often’). For the
purposes of the present analysis, response categories on the above query were further
classified as ‘frequent’, combining respondents stating to participate almost daily or almost
every week and as ‘less frequent’, encompassing participants declaring to participate less
often than almost daily or less often than almost every week. Further, participants who
responded that they were not engaged in any of the activities addressed in the first question
were represented by the category ‘never’. Therefore, frequency of participation in each
activity domain was assessed as follows: ‘frequent’, ‘less frequent’ and ‘never’.

3.3 Additional Measures

Demographic and socio-structural characteristics that have been found to matter for well-
being were taken into account in the analysis in order to define possible relevant covariates.
Demographic information included age, sex and living status. Respondents were classified
into three age groups (65-74, 75-84 and 85+ years old), whereas their living status was
determined according to a categorical variable to differentiate those residing alone from
those living with a partner or spouse. Social background resources were assessed on
educational attainment defined by total years of schooling as indicated by the International
Standard Classification of Education (ISCED) developed by UNESCO (1997) and wealth
measured on self-reported income estimated by reference to an imputed variable reflecting
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the total earnings accrued in the preceding year on the household level from a host of
possible sources, including salaries, pensions, benefits, rents, dividends from shares and
stocks etc. (Borsch-Supan and Jurges 2005). Country-specific quartiles of household
income were computed and utilized to reflect cross-national differences. Countries were
also included in the analysis and were geographically grouped into Southern (Greece, Italy
and Spain), Northern (Denmark and Sweden), and Central (Austria, Belgium, France,
Germany, The Netherlands and Switzerland) to detect possible variations in the prevalence
of well-being indicators and activity involvement and further examine if the hypothesized
effect of activity participation on well-being is consistent among different European
regions.

3.4 Statistical Analysis

Data were analyzed using the SPSS software (IBM SPSS Statistics for Windows, Version
21.0. Armonk, NY: IBM Corp) and Stata/MP 3.1. Weights were applied reflecting non-
responses and stratification design according to the complex sampling design of the study.
Firstly, the well-being and activity participation indicators utilized in the analysis were
analyzed by means of descriptive statistics. More precisely, frequency distributions of the
respondents’ personal characteristics were estimated. Secondly, the prevalence of pro-
ductive and social activity participation and individual well-being indicators and their
clustering were estimated with the corresponding 95 % confidence intervals (95 % Cls). In
addition, the indicators of well-being and their clustering were addressed from an age,
gender and regional perspective. Thirdly, the association between different aspects of well-
being and productive and social activity participation was sought for by employing ordinal
regression analysis controlling for age, gender, living status, income and country regions
which were regarded as covariates. Three ordinal regression models were conducted to
compute adjusted Odds Ratios (ORs) so that to estimate separately the effects of pro-
ductive activities, social activities and productive or/and social activities on clustering
indicators of well-being (as none, 1, 2, 3 and 4+). In the first ordered logit model, we
predicted the effect of productive activities on the clustering of well-being indicators
defining as possible covariates age, gender, education, living status, income and country
regions. In the second model social activities were added, whereas in the third model the
interaction between the aggregation of productive and social activities and well-being
measures was estimated. For regression analysis frequency of activities was used as factor
with ‘never’ serving as the reference category. Test of parallel lines was computed by 2
log-likelihood function and logit was applied as a link function. McKelvey—Zavoina
pseudo R? estimators were 0.078, 0.082 and 0.078 in the three models, respectively.
Weighted means and 95 % CIs of well-being indicators were estimated for each level of
productive and social activity participation frequency by employing analysis of covariance
according to the complex sample general linear model procedure. The aforementioned
variables facilitated as covariates. The association between frequent productive or/and
social activity participation and prevalence of 44 well-being indicators in the eleven
participating European countries, as well as the frequency of lacking clustering well-being
indicators across European regions were graphically illustrated. Moreover and according to
simple linear regression analysis, the prevalence of the accumulation of well-being indi-
cators in each country was associated with frequent productive or/and social activity
participation.
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4 Results

The descriptive data for socio-demographic variables and activity participation domains
are summarized in Table 1. The average age of the study population was 73.1 years
(s.d. = 6.3) and the age distribution was such that 63.0 % of the sample was 65-74 years,
31.5 % was 75-84 years and 5.4 % was 85+ years old, with males representing the 47.1 %
of the respondents. The participants’ mean time in formal education was 9 years
(s.d. = 4.5) and the majority of the sample (67.0 %) reported living with a partner or
spouse. As for frequency distributions of the two distinct activity domains, social activity
participation was most engaged in by the respondents, since it concerned 32.6 % of the
sample declaring to have participated frequently or less frequently in social activities
during the course of the month preceding the study, as compared to the respective pro-
portion of respondents regarding productive activity participation (28.1 %). Additionally,
respondents exhibited higher prevalence on frequent involvement (almost daily or almost
every week) both in productive (19.9 %) and social (23.8 %) activities, as compared to the
proportion with regard to the less frequent participation (less often than almost daily or less
often than every week) (8.2 and 8.8 %, respectively). When activity level was measured on
the aggregation of the two distinct engagement dimensions, more than one-third of the
respondents (36.4 %) indicated being frequent active participants (on a weekly or daily
basis) in at least one of the above mentioned productive and social activities.

Level of productive and social activity participation, measured on frequency, according
to socio-demographic characteristics and European regions is displayed in Table 2.
Prevalence of productive and social activity participation varied significantly according to
age group, with respondents participating the most between the ages of 65-74 both in
productive (19.6%; 95 % CI 17.8-21.4) and social activities (21.1 %; 95 % CI 19.3-23.1),
compared to their older counterparts aged 75-84 (12.1 %; 95 % CI 10.0-14.6 and 17.2 %;
95 % CI 14.8-20.0, respectively). Frequent productive and social activity participation was
more prevalent among males (17.7 %; 95 % CI 15.0-19.1 and 19.1 %; 95 % CI 17.1-21.3,
respectively) than females (15.4 %; 95 % CI 13.7-17.4 and 18.9 %; 95 % CI 16.9-21.1,
respectively), albeit not to a significant level. Moreover, a higher prevalence of frequent
participation in productive or/and social activities was also observed among respondents of
higher educational attainment (36.2 %; 95 % CI 32.7-39.9), as compared to those with less
years of education (27.6 %; 95 % CI 24.6-30.9 and 25.1 %; 95 % CI 22.8-27.6) and
among respondents of higher income (35.9 %; 95 % CI 31.1-41.0), as compared to those
with average (30.8 %; 95 % CI 28.4-33.2) and low income (25.3 %; 95 % CI 22.4-28.4).

Participation rates also varied significantly across country groups, with the prevalence
of frequent productive and social activity participation being reasonably higher among
older adults in the Northern European region (26.7 %; 95 % CI 23.9-29.7 and 27.6 %;
95 % CI 24.7-30.8, respectively) as compared to the other two regions. The above pattern
was retained when activities were considered on the aggregate level, as well. A similar
picture was also drawn when cross-national differences were further examined, with
productive activity participation rates ranging from 29.4 % in France and 28.1 % in
Sweden to 5.9 % in Spain and social activity participation rates ranging from 42.0 % in
Greece and 31.6 % in Denmark to 8.1 % in Italy, revealing a North—South European
gradient, the exception being Greece due to the remarkably high share of the elderly
appearing to be socially active (42.0 %) and France on account of the high share of
productively active participants (results not shown). In general, almost half of respondents
surveyed in Northern European region (43.9 %), one-third in Central European region
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Table 1 Descriptive characteristics of 7025 adults, aged 654 years in the SHARE study (2004/05)

N %

Gender

Males 3308 47.1

Females 3717 529
Age (years)

65-74 4429 63.0

75-84 2214 315

85+ 382 5.4

Total 7025 73.1 + 6.3*
Education (years)

0-7 6975 9.0 £ 4.5 (0, 21)
Living status

Alone 2312 33.0
Income

Low 2205 314
European regions

Northern 1237 17.6

Central 3711 52.8

Southern 2077 29.6
Productive activity participation (in the previous month)

Frequent 1392 19.9

Less frequent 572 8.2

Never 5037 71.9
Social activity participation (in the previous month)

Frequent 1664 23.8

Less frequent 615 8.8

Never 4724 67.5
Productive or/and social activity participation (in the previous month)

Frequent 2552 36.4

Less frequent 795 11.4

Never 3656 522

? Values are mean &= SD (minimum, maximun)

(33.5 %) and one-fifth in Southern European region (22.6 %) reported being frequently
engaged in at least one productive or/and social activity during the month preceding the
survey.

The percentage distribution of the outcome variables of well-being by age, gender and
European region are shown in Table 3. High quality of life (score > 39) was detected for
5.7 % of the respondents as estimated on CASP-12, whereas a low depression score
deploying the <9 cut-off point on CES-D was ascertained for the majority of the sample
(59.7 %). The proportion of the participants rating their general health as ‘very good’ was
8.0 %. More than one-quarter of the sample (28.7 %) stated to be ‘very satisfied’ with their
life, approximately half of the respondents (43.8 %) were diagnosed with none or one
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Table 2 Productive and social activity participation according to socio-demographics and European regions
in 7025 adults, aged 65+ years

Frequent activity participation (almost daily or almost every week)

Productive Social Productive or/and social

weight % (95 %Cls)

Socio-demographics
Gender
Males
Females
Age (years)
65-74
75-84
85+
Education (years)
0-7
8-12
13+
Living status
Alone
With partner/spouse
Household income
Low
Average
High
European regions
Northern
Central
Southern

17.7 (15.0-19.1)
15.4 (13.7-17.4)

19.6 (17.8-21.4)
12.1 (10.0-14.6)
6.2 (3.1-11.9)

12.4 (10.7-14.3)
15.7 (13.4-18.3)
20.5 (17.8-23.5)

12.4 (10.3-14.8)
18.7 (17.1-20.5)

11.5 (9.6-13.7)
17.3 (15.5-19.3)
22.6 (18.6-27.2)

26.7 (23.9-29.7)
20.1 (18.1-22.2)
9.5 (7.8-11.4)

19.1 (17.1-21.3)
18.9 (16.9-21.1)

21.1 (19.3-23.1)
17.2 (14.8-20.0)
9.2 (6.0-13.8)

15.9 (14.1-17.9)
17.3 (14.8-20.0)
23.8 (20.8-27.1)

18.0 (15.6-20.7)
19.7 (18.0-21.5)

17.7 (15.3-20.5)
19.3 (17.4-21.4)
20.9 (16.9-25.4)

27.6 (24.7-30.8)
24.0 (18.9-23.3)
15.2 (13.2-17.3)

29.5 (27.0-32.0)
29.8 (27.4-32.3)

33.6 (31.4-35.9)
25.8 (22.8-29.0)
13.9 (9.4-20.1)

25.1 (22.8-27.6)
27.6 (24.6-30.9)
36.2 (32.7-39.9)

23.6 (23.4-29.5)
32.0 (30.0-34.1)

25.3 (22.4-28.4)
30.8 (28.4-33.2)
35.9 (31.1-41.0)

43.9 (40.5-47.7)
33.5 (31.0-36.1)
22.6 (20.2-25.3)

Cls confidence intervals. Weight percentages and 95 % confidence intervals were estimated according to the
complex sampling design of the study

chronic health condition and 37.4 % were normal weight. Further, comparisons of well-
being indicators disclosed significant differences by gender, with the overall well-being
pattern pertaining to better outcomes for males. More specifically, 69.0 % (95 % CI
66.2-71.7) of males and 52.4 % (95 % CI 31.6-41.8) of females had experienced
depressive symptoms during the previous month below the threshold of <9. Further, males
demonstrated a significantly higher prevalence in terms of their appraisal of their general
health as ‘very good’ (10.0 %; 95 % CI 8.6—11.6) and suffering from none or one chronic
disease (48.4 %; 95 % CI 45.6-51.3), as compared to females (6.4 %; 95 % CI15.3-7.7 and
40.3 %; 95 % CI 37.5-43.1, respectively). Significant differences were also traced in view
of female and male reporting of life satisfaction, with males showing greater prevalence of
being very satisfied (32.1 %; 95 % CI 29.6-34.7) than females (26.2 %; 95 % CI
23.9-28.6). Normal BMI was significantly more common among older females (41.2 %)
than older males (32.6 %) and a slightly higher, albeit not statistically significant, pro-
portion of females (6.0 %) than males (5.4 %) indicated high quality of life.
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Clustering of well-being indicators was less marked at both ends of the spectrum, with
14.4 % of the total sample rendering no positive well-being outcomes, whereas multiple
indicators of well-being (4+) were observed for 10.2 % of the respondents. For the
majority of the sample one or two well-being indicators were present (28.9 and 27.9 %,
respectively). Between genders, according to 95 % ClIs, significant differences were
uncovered on the prevalence of no well-being indicators, with females (17.1 %) being
more likely to be lacking in well-being indicators than males (11.0 %). Nonetheless, the
prevalence of multiple well-being indicators was not found to differ significantly by
gender, albeit it was more evident among males, with the weighted mean score of indi-
cators of well-being being significantly greater for males (2.0 %; 95 % CI 1.9-2.1) than
females (1.7 %; 95 % CI 1.6—1.8) (results not shown in table).

Significant differences were detected concerning the prevalence of well-being indicators
by age group, with an overall clustering pattern being evident across all age groups. More
precisely, the proportion of older people indicating high well-being decreased consistently
with age, yet the differences were more marked between the young-old age group of
participants (65-74 years) and the old-age group (75-84 years). It is noteworthy though
that the proportion of the respondents with positive well-being outcomes remained almost
stable between the 75-84 and the 85+ age group or even increased for the oldest-old
participants of the study (85+). In particular, a higher proportion of the oldest-old reported
high quality of life (5.0 %) and evaluated their health status in the highest category (very
good) (6.0 %) compared to their younger counterparts aged 75-84 years (4.7 and 4.5 %,
respectively), whereas the prevalence of the individuals declaring to be very satisfied with
their life was only slightly higher for the 75-84 age group (28.0 %), when compared to the
85+ years of age group (27.4 %). Reverse was the pattern as regards CES-D implying a
curvilinear relationship between depressive symptomatology and age, with the prevalence
of lower depressive score peaking at the youngest age group and decreasing significantly in
the other two older age groups of participants. Further, although the presence of 4+ well-
being indicators was significantly more common among participants aged 65-74 years
than among those of age 75-84 years, the prevalence of accumulated well-being indicators
among the oldest-old participants of the study did not significantly differ from the younger
age groups.

Prevalence estimates of positive well-being varied considerably across regions, with the
Northern European region ranking significantly the highest in all the indicators reflecting
high well-being, as well as in their clustering. Particularly, the prevalence of 44 well-being
indicators was shown to be more than twice as high (23.2 %; 95 % CI 20.5-26.1) in
Northern countries compared to Central countries (11.2 %, 95 % CI 9.7-12.8) and more
than three times as high compared to Southern ones (7.2 %; 95 % CI 5.8-9.0). Conversely,
as illustrated in Table 3, the Southern European region displayed a significantly higher
prevalence of not presenting any well-being indicators relative to the other regions. Fur-
ther, a specific pattern concerning the prevalence of lacking clustering indicators of well-
being was present among European regions, which exceeded 15 % among older adults in
Southern countries, ranged between 5 and 15 % in Central countries and was less than 5 %
in Northern European countries (Fig. 1). According to a more detailed examination as
regards the absence of any well-being indicators among the eleven participating countries,
the highest prevalence was detected for Spain (20.9 %), Italy (18.8 %) and Greece
(17.7 %), whereas for a small proportion of residents in Switzerland (3.2 %), Denmark
(4.4 %) and Sweden (6.7 %) no well-being indicators were present (results not shown).
Converse was the pattern for the clustering of 4+ well-being indicators whereby
approximately one-third of respondents from Denmark (30 %) displayed multiple well-
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>15%

5-15%

<5%

Fig. 1 Frequency of lacking indicators of well-being across eleven European countries of SHARE study.
Footnote Percentage frequencies and 95 % confidence intervals were estimated according to the complex
sampling design of the study

being indicators followed by their counterparts in Switzerland (28 %), whereas the lowest
prevalence of 4+ well-being indicators was evidenced in Italy (5.0 %) and France (8.5 %)
(results not shown). It is noteworthy though that despite the above referred regional dif-
ferences in the prevalence of well-being outcomes a high proportion of European older
adults stated to be very satisfied with their life and displayed a low depressive symp-
tomatology score. More specifically, nearly half (45.3 %) of older adults in Northern
countries were very satisfied with their life, followed by Central and Southern countries,
whereby more than one-quarter of older individuals were highly satisfied with their life
(29.6 and 25.6 %, respectively). Further, a low depression score was detected for 79.3 % of
Northern older adults, followed closely by 63.6 % of Central and 52.0 % of Southern
European elders.

Table 4 features the prevalence of well-being indicators according to frequency of
participation in productive and social activities. A significantly lower percentage of the
respondents who had not participated in any productive or/and social activities during the
last month reported high quality of life (4.9 %; 95 % CI 3.9-6.0) compared to those who
were frequently involved in activities (7.6 %; 95 % CI 6.0-9.6). Similarly to this finding, a
significantly higher proportion of the individuals who displayed frequent participation in
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any productive or/and social activities displayed a low depressive score (69.2 %; 95 % CI
65.9-72.4), compared to their inactive counterparts (53.8 %; 95 % CI 51.0-56.5). This
pattern was consistent for most well-being indicators and remained after their clustering,
with 4+ indicators of well-being being significantly more prevalent among frequent par-
ticipants than infrequent ones (15.0 %, 95 % CI 12.9-17.4 vs. 7.2 %; 95 % CI 6.1-8.5).
Likewise, a higher proportion of the respondents who indicated suffering from less than
two chronic health conditions was observed among active individuals (47.6 %; 95 % CI
44.2-50.9), compared to those reporting to be inactive (41.8 %; 95 % CI 39.1-44.5).
However, it is notable that the opposite was the case with reference to productive activity
participation when considered separately, with the proportion of individuals demonstrating
self-assessed very good health being higher among older adults engaged in productive
activities less frequently (19.0 %; 95 % CI 13.1-26.7), compared to those being frequently
involved (11.9 %; 95 % CI 9.7-14.5). In addition, a higher proportion of older people
being infrequently productive participants reported being very satisfied with their life
(38.7 %) compared to those with frequent participation (32.9 %). The above picture was
also outlined for psychological distress and chronic diseases and was consistent among
older people displaying an accumulation of well-being indicators.

Finally, the association between social engagement and the clustering indicators of
well-being was estimated through ordinal regression analysis. Results presented in Table 5
demonstrate that the effects of productive (1st model) and social activities (2nd model) on
the clustering of well-being indicators, as well as of productive or/and social activities (3rd
model) were significant. In all three models, respondents of higher age and residing in
Central and Southern European countries had significantly lower odds of indicating
accumulated indicators of well-being, by contrast to highly educated and living with
partner individuals who were more likely to present a greater number of well-being
indicators (p < 0.05). The clustering of well-being indicators (none, 1, 2 and 4+) was
found to correlate at a significant level with frequent participation in productive
(ORs = 1.35, p = 0.007) and social activities (ORs = 1.57, p < 0.001), as well as in
productive or/and social activities (ORs = 1.47, p < 0.001). Further, a higher score of
well-being indicators was evident among older adults participating frequently in produc-
tive or/and social activities in relation to those having not participated in any activities over
the course of the previous month (2.1 vs. 1.7, respectively, p < 0.05) (Fig. 2). The above
pattern also emerged when country-specific differences were considered, with frequency of
activity engagement bearing a significant association with well-being. In particular, a
higher prevalence of 4+ well-being indicators was apparent in countries with a greater
percentage of older adults participating in any productive or/and social activities on a daily
or weekly basis (Fig. 3). This was most striking the case for Denmark and Switzerland, but
not in other countries, such as Greece. The correlation between frequent productive or/and
social activity participation and the percentage of respondents displaying multiple presence
of well-being indicators was 0.050 (p = 0.045).

5 Discussion

The present study considered the potential well-being benefits conferred by leading a
productively and socially engaged lifestyle in the context of later life deriving data from
the first wave of SHARE study and focusing on a representative sample of people aged 65
and over residing in 11 European countries. For our articulation of the concept of activity
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Fig. 2 Mean number (score) of well-being indicators according to productive or/and social activity
participation in 7025 adults, aged 65+ years. Footnote Complex Samples General Linear Model—Analysis
of covariance (gender, age, living status, education, income and regions were used as covariates)
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presence (44) of well-being indicators in each country according to productive or/and social activity
participation
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involvement and its respective domains, a conceptual model was applied distinguishing
between productive and social activity participation. A comprehensive range of involve-
ments that have been documented to be highly prevalent at older ages and are among those
most frequently investigated by disciplinary lenses directed at diverse populations of older
people (Gagliardi et al. 2010; Hilleras et al. 1999) were incorporated in our analysis. To
address the association between frequency of involvement in productive and social
activities and well-being outcomes a holistic appraisal of well-being was modelled by
viewing life satisfaction, quality of life, psychological distress, self-rated health, chronic
diseases and BMI, as indicators that are assumed to tap into different facets of well-being.

5.1 Determinants of Activity Participation

Despite the fact that activity participation is presumed to impede following manifold later-
life transitions and declining individual physical capacities (Bukov et al. 2002), of note is
the finding of the current results that one-third of the respondents aged 65 and older
(36.4 %) participating in the SHARE survey maintained frequent activity participation as
reflected on their almost daily or almost every week embeddedness in at least one type of
the activities quoted previously. Further, the prevalence of the two separate activity
domains differed by age group, unveiling a discernible participation pattern with some
decline occurring with increasing age. Even though a considerable proportion of the oldest-
old participants of the study aged over 85 years (13.9 %) declared to be active on a weekly
or daily basis, social engagement was attenuated with age, with the youngest age group of
participants (65-74 years) participating more frequently in productive and social activities,
compared to their older counterparts, aged 75-84 and over age 85 years. This finding is in
accordance with Mendes de Leon et al. (2003) who also detected evidence for an atten-
uation in social engagement with age on their analysis of a representative sample of older
people aged 65 and older sourced from the New Haven EPESE study. On the contrary,
Warr et al. (2004) examining a sample of Community-living British adults aged 50 and
74 years, did not observe an age-related decrease in the mean level of activity measured on
frequency. Relatedly, although McMunn et al. (2009) afforded empirical evidence for the
notion that social engagement decreases with age, it thus appeared that this only held true
for the age group of participants in their late seventies or eighties.

Further, no significant differences were observed between genders as regards both
activity domains undertaken in the present study, albeit males ranked slightly higher.
Although, productive activity participation was less frequent than social activity partici-
pation, engagement in both productive and social involvements was socially patterned,
with most frequently active older adults being males, with 65-74 years of age, owning
higher socio-structural resources regarding their income and educational attainment, living
with a partner or spouse, indicating positive well-being outcomes and residing in Northern
European countries.

Additionally, although one-third of the sample aged 65 and older declared that they
were frequently engaged in activities, comparing activity involvement rates across SHARE
countries divulged that a regional grouping of the eleven participating countries was
apparent, with the proportion of productively and socially embedded older people being
significantly higher in Northern countries. Further, according to a joint consideration of
productive and social activities approximately half of Northern European adults were
frequently active in at least one type of the respective activities, with this proportion being
twice as low in Southern countries. The above evidence converges in asserting Sirven and
Debrand’s (2012) (p. 1289) conclusion that ‘living in a northern country significantly
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strengthens the chances of taking part in social activities’. It has also been suggested that
high activity participation rates in Northern European region might reflect the substitution
of important roles inherent in familial networks by activity participation, compared to
Southern countries where family networks appear to be stronger (Croezen et al. 2015).

5.2 Well-Being by Socio-Demographic Characteristics

The findings of the current study also seem to point to another age-associated finding, the
so-called “well-being paradox” which holds that there is a positive relationship between
advancing age and older adults’ well-being determined by different relevant indicators
(Ehrlich and Isaacowitz 2002; Gana et al. 2012). More precisely, the prevalence of positive
well-being indicators among participants above the age of 85 years remained comparable
to levels among the old-old individuals aged 75-84 years or even increased for specific
outcomes, such as quality of life, life satisfaction and self-rated health. It might be that, as
earlier research has concluded (Birditt et al. 2005), both daily stressors and reactivity to
them are lessened through the later years of life which might allow for enhanced well-
being.

As for the prevalence of well-being indicators, gender differences were thus essential
with a significantly higher proportion of males yielding positive outcomes on psycho-
logical distress, self-rated health, life satisfaction and chronic diseases and a slightly higher
percentage of females displaying better outcomes regarding their quality of life and BMI.
The above findings are in conjunction with existing research dealing with akin outcomes,
wherein a consistent finding seems to prevail highlighting an overall pattern of a negative
relationship between female gender and later life well-being (Pinquart and Sorensen 2001).
For instance, an earlier study by Barry et al. (2008), drawing upon data from a longitudinal
survey (Precipitating Events Project-PEP) of people aged 70 or older, indicated that during
a 6-year follow-up assessment of depressive symptomatology on the 11-item CES-D scale
depressive symptoms were more prevalent among females compared to males. Generally,
extant epidemiological studies attending to variations in health outcomes by gender across
different nations and populations have evidenced that females are more likely than males to
suffer from a higher level of functional limitations (Arber and Cooper 1999) and greater
physical disability (Murtagh and Hubert 2004), to live longer albeit with more chronic
conditions (Crimmins et al. 2002) and indicate higher rates of poor self-ratings of health
(Benyamini et al. 2003).

Lastly, substantial regional differences on all indicators of well-being emerged rein-
forcing further the well-documented South-North gradient. More specifically, a signifi-
cantly higher proportion of older Northern European adults demonstrated positive well-
being outcomes and thus multiple presence of well-being indicators was considerably more
prevalent in Northern countries compared to Central and Southern European countries.
Towards the same direction, the proportion of older individuals who were found to present
no clustering indicators of well-being was the lowest in the Northern European region and
the highest in the Southern European region followed by the Central region. The above
outcomes could be exemplified by current gerontological literature illustrating the exis-
tence of a specific well-being pattern among European countries, being more favorable for
the Northern European older population (Fagerstrom et al. 2007; Komp and Aartsen 2013).
Earlier research has inferred that this relationship is mostly driven by consistent discrep-
ancies in material and social resources which also seem to persist in old age (Huisman et al.
2003), whereas there is recent evidence supporting that lifestyle related risk factors for
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older people’s health are more prevalent in Southern countries compared to Northern ones
(Linardakis et al. 2014).

5.3 Activity Participation and Well-Being

A higher level of well-being, as reflected on positive self-reports on life satisfaction,
quality of life, depressive symptomatology, self-perceived health status and BMI, appeared
to be prevalent among those respondents embedded more frequently in both activity
participation domains addressed in the current study. Similarly, the prevalence of multiple
well-being indicators was found to be higher among frequent productively or/and socially
active participants. Further, the estimated ORs for the clustering of the well-being indi-
cators were akin to results on both activity engagement domains. In particular, the
respondents’ frequent involvement in productive or/and social activities was linked with a
significantly higher likelihood of displaying an accumulation or greater number of positive
well-being outcomes. This finding is supportive of the notion that well-being in old age is
significantly accounted for by activity participation and accord well with earlier evidence
on social engagement. Indeed, the positive relationship between activity involvement and
well-being has been emphasized by empirical literature documenting that older people who
exhibit a higher level of activity participation are more likely to perceive themselves in
better health (Bennett 2005), report enhanced quality of life and life satisfaction (McMunn
et al. 2009; Warr et al. 2004), experience reduced psychological distress (Glass et al. 2006)
and demonstrate a lower likelihood of obesity (Kamiya et al. 2010). Further, the likelihood
of multiple clustering of well-being indicators was ascertained to be slightly higher for
social (ORs = 1.57) compared to productive activity participation (ORs = 1.35), whereas
the prevalence of respondents exhibiting a clustering of 44+ well-being indicators was
higher among those being less frequently engaged in productive activities (20.5 %; 95 %
CI 14.6-28.1) compared to their more frequently active counterparts (16.7 %; 95 % CI
13.7-20.2). In line with the above findings, evidence across earlier research lends plau-
sibility to the role strain and role enhancement hypotheses reinforcing that productive and
social activities may bear distinct implications attributed to the different role experience
they involve (Rozario et al. 2004). Moreover, it has been connoted that engagement in
productive activities might exert a curvilinear effect on subjective well-being denoting that
through moderate levels of participation more salutary effects might be conferred in
contrary to low and high levels (Klumb 2004). It might also be that the contribution of
specific types of productive activity involvement on well-being outcomes is not equivalent.
More specifically, participation in voluntary or charity work is likely to be the most
advantageous aspect of productive involvement since it embodies social bonds that capture
the most salutary effects of leading an active societal life by virtue of amplifying the
chances for multiple roles, connectedness and companionship. On the contrary, the
dimension of productive engagement concerning the provision of informal help and
caregiving is mainly afforded in the context of compulsory family and kindred ties and thus
may entail the assumption of burdensome, stressful and undesirable roles which bear
adverse effects on health and well-being.

Moreover, the prevalence of multiple positive indicators of well-being was significantly
and positively correlated to frequent activity participation among different European
countries, with the clustering of 4+ well-being indicators being more apparent among most
countries displaying high frequent activity participation rates. The above pattern was
drawn for Denmark, Switzerland, Sweden and the Netherlands, which across the eleven
participating countries demonstrated the highest participation rates and the highest
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prevalence of 4+ well-being indicators simultaneously. Conversely, in Spain and Italy
where frequent activity participation was particularly low the percentage of older indi-
viduals traced with an accumulation of well-being indicators was also among the lowest.
The above pattern concerning the well-being benefits of activity participation did not
emerge for Greece, which might be explained by the high prevalence of social activities
detected for this country due to a respective remarkably high religious attendance rate of
Greek older people, contrary to other forms of social activities. However, further plausible
explanations on the observed difference across European countries could in principle be
facilitated through a more detailed analysis considering each different type of activities
which comprised the two distinct domains of productive and social activity participation
and their respective well-being potential.

5.4 Limitations and Future Directions

The findings of the present study should be viewed upon consideration of a few limitations
which are cited hereinafter. Firstly, inferences about the causal directionality of the linkage
between activity involvement and well-being are difficult to be drawn due to the cross-
sectional nature of the current research. Despite the fact that previous studies prospectively
addressing well-being outcomes and different aspects of social engagement identify a
consistent pattern favoring participation in activities as the predictor (Baker et al. 2005;
Glass et al. 20006), the effort to untangle the causality of the above relationship raises
matters which merit to be further regarded. It could be fairly surmised that the salutary
effects of activity involvement might be due to inverse causality, in that well-being is also
a prerequisite for late-life active engagement. It could also be equally possible that being in
poor health constitutes a deterrent to maintaining activities and social interactions, thereby
incurring additional well-being constraints. Such a relationship held true in Richard et al.’s
(2008) study of the determinants of social participation among people aged 58 years and
older indicating health as an independent predictor of social participation. However, Li and
Ferraro (2006) documented reciprocal effects between volunteering and mental and
physical health for the older group of participants by uncovering both a salutary and
compensatory relationship, whereas for the middle-aged group a social selection mecha-
nism was more prevalent, with less depressed individuals exhibiting higher levels of
volunteering. These findings are confirmed by a most recent study by Johnson et al. (2014)
who pointed out that cognitively impaired older adults in comparison to their cognitively
intact counterparts were involved in fewer activities, although socio-demographic variables
might also explicate this association. However, in the same study more active individuals
were more likely to report higher quality of life irrespective of their level of cognitive
impairment. Similarly, Adams et al. (2011) in their critical review of gerontological lit-
erature on activity participation and well-being concluded that longitudinal and cross-
sectional evidence converge to the existence of an association between engagement and
well-being amenable to explanation both in terms of social selection and social causation
processes, whereas Putnam (2000) (p. 326) on his review of the relevant literature
acknowledged that ‘in none is the importance of social connectedness so well established
as in the case of health and well-being’. Since SHARE is a longitudinal study, it bears a
significant potential for future research and thus comparisons between waves might yield
evidence on the causal association between social engagement and well-being, identify the
effects of changes in activity participation on corresponding changes in well-being out-
comes and unravel the magnitude of these effects over time.
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An additional limitation to the present study lies in the fact that roles integral to each
subtype of productive and social activity participation may exert multifaceted heteroge-
neous influences on different well-being outcomes which might be detected if separately
addressed. Moreover and despite the fact that social engagement was measured in terms of
the frequency of participation drawing on the explanatory framework of activity theory and
the notion that positive experiences are accrued by activity participation contingent upon
frequency of commitment, features intrinsic to activities, such as the quality ascribed to the
them might also be of importance to well-being. A further shortcoming should be
acknowledged regarding the potential bias held by self-reported accounts of well-being,
which is however inherent in most studies utilizing measures based on the respondents’
subjective assessments. Lastly, it should be noted that SHARE population is comprised of
community dwellers, signifying that institutionalized people who may have less oppor-
tunities for social engagement were not targeted. This is one of the constraints that may
have led to the underestimation of the real size of the positive impact of activity partici-
pation on well-being outcomes.

6 Conclusions

In summary, the above limitations pertaining to conceptual and methodological issues
notwithstanding, corresponding to prior research in the context of later-life well-being the
results of the present study offer evidence in support of the hypothesis that well-being is
positively associated with social engagement, adding to the gerontological literature to date
and holding several implications for active aging policies. Those findings could be useful
to inform social and health public planning about the necessity of investing in resources
that make for better well-being and age-specific involvements the elderly can reap benefits
from.
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Social isolation and well-being
among older adults in Europe

OBJECTIVE To examine the distribution of different elements of social isolation
according to background characteristics at the individual and country level,
and investigate whether social isolation is associated with well-being outcomes
among European older adults. METHOD This was a secondary data analysis of
participants aged =65 years (n=5,129), who took part in the first wave of the
Survey of Health, Aging and Retirement in Europe, 2004/5 (SHARE). Well-being
was determined by the clustering of six indicators comprising life satisfac-
tion, quality of life, self-rated health, depressive symptomatology, chronic
diseases and body mass index (BMI). Social isolation was determined using
seven specific aspects of older people’s living conditions. RESULTS Analysis of
covariance showed that a significantly higher mean score of well-being was at-
tested among adults with frequent parent-child contact (p=0.028) and at least
one social or productive involvement (p=0.001). Multiple logistic regression
analysis indicated a significantly lower likelihood of displaying >4 well-being
outcomes among the oldest-old, the retired and socially disengaged and a
higher likelihood for the most highly educated respondents and those involved
in rare or no social support exchanges. Northern Europeans were more likely
to indicate more well-being outcomes and less social isolation indicators than
their southern counterparts. CONCLUSIONS These cross-sectional findings offer
empirical support to the social structure of social isolation and its potentially
adverse effect on specific well-being outcomes in old age. Public health and
social policies are needed to better address the potential well-being implica-
tions of social isolation among European older adults.
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The transition from middle age to older age has been
closely related to social aging due to the occurrence of
several changes at both the individual and the family level.
Firstly, the transition from late adulthood to older age is
marked by the process of changing from labor force par-
ticipation to retirement and is thus possibly accompanied
by the disruption or relinquishment of previous work and
social roles.” Equally important is the trajectory from par-
enthood to the“empty nest” phase, involving the potential
attenuation of kinship interactions and connections.? Other
profound age-associated challenges involve emotional pain
and stress as a result of the death of loved ones and the
subsequent losses in identity and attachments inherent in
enduring family and friendship ties.>* A specific age-related
pattern with regards to the onset and progression of condi-
tions relevant to health decline and compromised physical
functioning is typical of old age and has been consistently
ascertained in gerontology research.’ In this regard, various
psycho-social resources, such as social bonds, supportive

social networks and social engagement, are thought to
make up for the aforementioned negative states and have
been used to determine how successfully people manage
to age and thrive in the later-life setting with respect to
health and well-being.®” It is well established that individu-
als who are socially integrated and strongly attached to
groups and affiliations are more likely to be healthier, live
longer® and report positive well-being outcomes.? Social
relations, assessed by specific elements of social support,
have been documented to mediate the adverse effects of
socio-economic status on subjective health in middle and
older age.” Family and social connectedness have also been
found to hold a central role in older people’s perception of
what “good quality of life” actually constitutes.”’

The objective state whereby a person undergoes a
dearth or deficiency of meaningful social relationships,
referred to as social isolation,’? has been identified by
most psychological and sociological research as a discrete



health and mortality risk factor. Several aspects of social
isolation have been shown to account for the unequally
patterned distribution of health and well-being outcomes in
older adults.”>" In particular, solitary living, a limited family
network, lack of social support, social disengagement and
loneliness have been proposed as potential risk factors for
coronary heart disease,’”” cognitive impairment,’¢ functional
decline,”” depressive symptomatology,’® and low subjective
well-being’ in older age. Less is known, however, about
how the absence of social and family resources pertaining
to social isolation is implicated in the configuration of the
various domains of well-being in older age. Furthermore,
most research to date has focused on single countries or
regions??' rather than examining social isolation and well-
being using cross-nationally comparable data. Additionally,
relevant earlier gerontological and social studies have
measured well-being using single measures or indicators,
such as life satisfaction?? or quality of life.?> There is there-
fore a lack of a robust evidence base on the role of social
isolation in the welfare of older adults.

Drawing on international comparative data on older
community-dwelling adults in eleven European countries,
the present study aimed to (a) conduct a cross-national
appraisal of social isolation in older adults; (b) examine the
association of social isolation with several well-being out-
comes, and (c) determine whether the above hypothesized
associations differ by country of residence. To overcome
earlier barriers to measuring the constructs of interest,?
social isolation was operationalized as an index comprising
both structural and functional features, while well-being
was operationalized as a multifaceted outcome, integrating
distinct physical, emotional and psychological components
of the welfare of older adults.

MATERIAL AND METHOD

Participants and questionnaires

This study utilized data from the first wave of the cross-national
Survey of Health, Ageing and Retirement in Europe (SHARE, http://
www.share-project.org), initially conducted between 2004-2006
in eleven European countries (Denmark, Sweden, Austria, France,
Germany, Switzerland, Belgium, the Netherlands, Spain, Italy and
Greece). The participants were adults aged =50 years, residing in
the community, including their partners irrespective of age. The
multidisciplinary approach of SHARE allowed for the delivery of
athorough account of health, socio-economic, familial and other
domains of the living conditions of European middle-aged and
older adults.?

Nationally representative probability samples were achieved
based on country-specific sampling resources. The sampling de-
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signs varied from stratified-simple, random sampling or multistage
sampling (in countries where national population or regional/
local registers were available), to single or multistage sampling
(in countries where telephone directories were obtained). Sample
weights were also estimated and provided to account for the
complex sample design and counterbalance non-response. Most
of the data collection was carried out by computer assisted per-
sonal interviews (CAPI), further supplemented by “drop-off” self-
completed paper and pencil questionnaires. Details on sampling
procedures, response rates, data collection and questionnaires
are provided elsewhere.? For the purposes of the current study,
analysis focused on individuals aged =65 years, comprising a
sample of 2,366 males and 2,763 females (n=5,129).

Measures

A major premise for identifying older people who endure a state
of social isolation pertains to inquiring into social disconnectedness
and deprivation of social support networks.?” Following a widely-
held definition of social isolation®as “an objective measurable state
of having minimal contact with other people, such as family, friends
or the wider community”, questions on essential structural and
functional attributes, inherent in older people’s objective familial
and social settings, were administered. In particular, the structural
aspect of social isolation was construed using living arrangements,
marital status, number of children and family-related interac-
tions, defined in terms of parent-child contacts and geographical
proximity to offspring. The functional facet of social isolation was
determined by considering social disconnectedness, gauged by
the absence of any kind of social and productive activity involve-
ment, and lack of social exchanges, measured as the occurrence of
rare or no transfers of any form of functional assistance or support
between older parents and their adult offspring.

An index of social isolation was then constructed, with par-
ticipants being assigned one point if they lived unpartnered (not
residing with a partner or spouse), were unmarried, had no children,
did not cohabitate with their offspring (all children residing in a
separate household/building or at a distance more than 1 km away),
declared infrequent parent-child contact (having any kind of contact
either personally, by phone or mail, less than once a month or never
during the past twelve months), exhibited social disengagement
(not having done voluntary or charity work, cared for a sick or dis-
abled adult, provided help to family, friends or neighbors, attended
an educational or training course, gone to a sport, social or other
kind of club, taken part in a religious organization, taken part in a
political ora community-related organization in the last month) and
were involved in infrequent or no social support exchanges (given
and or received any kind of social support less than once a month
or never the last twelve months). The final, total clustering index
ranged from 0 to 7, with older people presenting with 4+ indicators
being considered to experience a higher level of social isolation.

Well-being was operationalized drawing upon the current
conceptual and methodological understanding of well-being,
as outlined above, and building on the idea that “well-being



SOCIAL ISOLATION AND WELL-BEING

constitutes an area of research and practice that has objective and
subjective components, and that social scientists cannot make ra-
tional evaluations of well-being as a state, unless both are taken
into account”*Thus, well-being was construed along six related,
yet distinct, indicators, comprising: Life satisfaction, determined
by a four-rating single question; quality of life, measured on the
Control, Autonomy, Self-realization, Pleasure (CASP-12) scale; psy-
chological distress, using the Center for Epidemiological Studies
of Depression (CES-D 11) questionnaire; self-rated health, defined
by a four-item question; presence of chronic diseases (11 health
conditions); body mass index (BMI), estimated according to the
World Health Organization (WHO) criteria.’® Advanced well-being
was equated with high quality of life (CASP-12 score of =39 points),
absence of psychological distress (CES-D 11 score of <9 points),
very good self-rated health, high satisfaction with life, no or one
chronic health condition and normal BMI (18.5-24.9 kg/m?). The
accumulation of multiple well-being indicators, as indicated by a
clustering score of 4+, was regarded to suggest the presence of
a high level of well-being.

The demographic characteristics of gender and age (years) and
the socio-structural resources of educational attainment (total years
of schooling), household income (gross income in the last year) and
retirement status (not retired/retired) were assessed as potential
determinants of social isolation and well-being. Possible regional
variations in the role of social isolation in the accumulation of
well-being outcomes were examined by classifying the European
regions geographically into northern (Denmark, Sweden), central
(Austria, Belgium, France, Germany, the Netherlands, Switzerland)
and southern (Greece, Italy, Spain).

Statistical analysis

The data were analyzed using the Statistical Package for Social
Sciences (SPSS) software (IBM SPSS Statistics for Windows, version
23.0; IBM Corp, Armonk, NY). Weights were applied, adjusted for
non-response and according to the complex sampling design of the
survey. The prevalence (weighted %) of social isolation indicators
and their clustering (0, 1, 2, 3 or 4+) was examined according to
the participants’ socio-demographic characteristics (gender, age,
education status, household income, retirement status), with the
corresponding 95% confidence intervals (95% Cls), and by country,
with the significance of differences evaluated by Chi-square tests
of independence (p-values determined based on the adjusted-F
statistic). The mean well-being score was estimated according to
the presence and clustering of social isolation indicators (as none,
1,2, 3 and 4+), using analysis of covariance, following the complex
multistage stratification sampling design procedures of the study,
with gender, age (years), education status (years), household
income, retirement status and European region (northern, cen-
tral, southern) as covariates. The weighted prevalence (and 95%
Cls) of each well-being variable for respondents with 4+ social
isolation indicators was estimated at the country level. Multiple
logistic regression analysis was applied for older adults displaying
multiple well-being outcomes (4+), compared with those with

none, 1, 2 or 3 indicators. Two models were performed to compute
adjusted odds ratios (ORs) in order to estimate (a) the role of socio-
demographic characteristics and European regions, and (b) the
aggregate association between socio-demographics, European
regions and social isolation indicators and the accumulation of
well-being outcomes. The test of parallel lines was computed
by the 2 log-likelihood function and logit was applied as a link
function. Nagelkerke pseudo R estimators were 0.076 and 0.101
in the two models, respectively. Simple linear regression analysis
was used to illustrate graphically the well-being (WB) and social
isolation (Sl) ratios (WB:SI ratios) in each European country. This
ratio illustrates the rational relation between well-being and social
isolation indicators, with a ratio of 1.00 or almost 1.00, indicating
similar prevalent levels of well-being and social isolation, and a
ratio of greater than 1.00 denoting a higher occurrence of well-
being outcomes relative to social isolation indicators.

RESULTS

Socio-demographic characteristics

The socio-demographic characteristics of the partici-
pants are presented in table 1. More than half of the partici-

Table 1. Descriptive characteristics of 5,129 adults, aged =65 years in
the SHARE study (2004/05).

Characteristics n %

Gender

Males 2,366 46.1
Females 2,763 539
Age (years)

65-74 3,097 60.3
75-84 1,701 33.2
>85 331 6.5

Meanzstandard deviation (min-max) 73.616.6 (65-99)

Education (years)

0-7 2,202 43.2
8-12 1,629 320
213 1,262 24.8
Meanz+standard deviation (min-max) 9.0+4.5 (0-21)
Retirement status

Retired 4,228 824
Income*

Lower quartile 1,808 353
European regions

Northern 874 171
Central 2,674 52.1
Southern 1,581 30.8

*Income was classified using country-specific quartiles for all participants in the
SHARE survey in 2004/05



pants (53.9%) were females. The mean age was 73.6 years
(SD [standard deviation]: 6.6; range 65 to 99 years). The
majority of participants (75.2%) had received 0-7 years of
education or had attended high school. The vast majority
of participants (82.4%) were in retirement, and over one
third (35.3%) were classified as low-income individuals. The
central European region represented the majority (52.1%)
of the surveyed SHARE population.

Social isolation according to socio-demographic
characteristics and country

Table 2 demonstrates the prevalence of social isola-
tion indicators, and their clustering, according to socio-
demographic characteristics. The majority of participants
(53.5%) lived unpartnered, a characteristic considerably
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higher in females than in males (54.1 vs 27.4%, p<0.001) and
in the oldest age group (86.8%, p<0.001), compared to the
younger age groups (86.8 vs 41.8 vs 64.6%, p<0.001). The
prevalence of older adults living unpartnered was greater
among those with the fewest years of education and the
lowest household income (p=0.001). Being unmarried
and childless was more common among highly educated
individuals and the lowest-income group (p=0.001). Parent-
child geographic distance was more common among
females and retired participants and less prevalent in the
highest household income group. Social disengagement
(no activity participation) was prevalent for the majority
of participants (60.9%), with higher prevalence among the
oldest age group (p=0.002), participants with the lowest
educational attainment and household income (p<0.001)
and retired participants (p=0.045). Infrequently or never

Table 2. Prevalence of social isolation indicators according to socio-demographic characteristics in 5,129 adults, aged =65 years in the SHARE study.

Gender Age (years) Education Household Retirement
status (years) income status
Males Females 65-74 75-84 =285 0-7 8-12 213 Low Average High Not- Retired
Total retired
Social isolation n Weight (%) Weighted (%)
indicators (95% Cls)
Living without 2,296 535 274 54.1* 418 64.6 86.8* 482 39.8 38.1* 68.5 36.7 17.8* 363 46.9*
partner or spouse (51.1-55.8)
Being unmarried 280 55 7.8 9.2 6.9 1.0 33 97 11.7% 125 8.2 44* 102 7.0*
(4.4-6.8)
Childless 659 15.0 17.2 14.7 140 159 186 13.8 14.1 185* 21.1 15.1 10.7* 152 16.5
(13.3-16.9)
Parent-child contact: 92 23 3.0 2.0 2.7 1.3 19 22 30 3.0 2.2 24 24 2.6
Less than once a (1.6-3.3)
month or never
All children 3.435 59.7 47.5 51.2* 600 608 526 48,0 486 513 51.2 51.8 426* 41.0 57.7%
living >1 km (57.3-62.0)
No activity 2.633 60.9 53.0 55.5 553 658 789* 67.0 54.5 44.6* 636 53.5 443* 496 589*%
participation (58.6-63.1)
Social exchange: 3.381 66.3 69.9 62.5% 713 623 48.6* 709 645 63.2* 655 65.6 670 653 66.5
Almost never (63.9-68.6)
Clustering None 71 1.7 5.8 3.8 24 1.0 20 55 6.2 1.2 4.4 9.8 74 2.2
of social (1.2-2.4)
isolation 725 113 193 144 139 50 127 177 190 79 174 264 200 135
indicators
(10.1-12.7)
2 1775 31.2 35.0 31.2 34.2 242 341 319 329 278 345 364 338 32.2
(29.1-33.4)
3 1792 36.8 26.6 33.1 325 416 454 342 307 264 368 303 21.1 258 343
(34.4-39.2)
4+ 752 19.0 134 17.5% 17.0 209 244* 170 142 155* 263 134 6.4* 13.1 17.9*%
(16.9-21.2)

Weight percentages were estimated according to the complex sampling design of the study

Chi-square tests (of independence based on the adjusted F): 'p<0.05
95% Cls: 95% confidence intervals
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being involved in any kind of supportive exchange was
more prevalent in males, participants in the youngest age
group and those with the fewest years of education. Social
isolation, as measured by the clustering of 4+ indicators,
was significantly more prevalent in females, compared to
males (17.5% vs 13.4%, p=0.003), those in the oldest age group,
those with the lowest educational attainment and household
income, as well as participants who were retired.

The prevalence of social isolation indicators, including
also their clustering, by European country, are presented in
table 3. Austria presented the highest prevalence of single-
person households. The highest prevalence of adults who
declared never having married was observed in Sweden
(16.8%), and the lowest in southern Europe (3.3% in Spain
and ltaly and 5.7% in Greece). Germany exhibited the
highest proportion of childless adults (18.6%) and those
maintaining infrequent or no contact with their offspring
(3.7%), while the lowest prevalence of having no offspring
contact was observed in Greece (0.5%). Geographical dis-
tance between participants and their adult children varied
between countries but was generally lower in southern
Europe, and highestin Denmark (72.3%). In contrast, activ-
ity disengagement was highest in two southern European
countries, namely Spain (70.5%) and Italy (68.6%), and low-
est in Switzerland (31.3%). Prevalence of lack of support
and social exchange was also highest in Spain (78.3%).
Clustering of social isolation indicators was highest in
Austria (19.4%) and generally more prevalent in adults
from northern and central European countries (except for
Switzerland, the Netherlands and Belgium). Greece was
the only country where the prevalence of social isolation
(4+ indicators) was lower than 10%.

Well-being outcomes according to social isolation
indicators

The mean well-being scores according to the various
different social isolation indicators and their clustering are
presented in table 4. Participants who lived with a partner
and those who contacted their offspring daily or almost
once a month had significantly higher total well-being
scores, compared to those who lived without a partner (1.90
vs 1.69, p=0.007), and those who reported less frequent
or no parent-child contact (1.80 vs 1.40, p=0.028), respec-
tively. Social engagement was also significantly related to
well-being, with active participants in any kind of social or
productive involvement displaying a considerably higher
mean well-being score than their socially disengaged
counterparts (1.93 vs 1.70, p=0.001). In contrast, those who
exhibited frequent social exchanges had a lower mean

score of well-being than participants who lacked social sup-
port (1.66 vs 1.85, p=0.007). Socially isolated participants,
as measured by the clustering of 4+ indicators, had the
lowest mean well-being score, compared to less isolated
individuals, but this association was weak.

Ancillary analysis of the association between indi-
vidual well-being outcomes and social indicators revealed
that the proportion of participants with a low depression
score (69.2%) (p<0.001) reported very good health (9.9%)
(p<0.001), satisfaction with life (33.2%) (p=0.012), and less
than two chronic conditions (46.1%) and had a normal BMI
(35.2%) (p<0.001) was substantially greater among those
living with a partner, than those living without a partner
or spouse. In addition, a higher proportion of participants
who were socially active, compared with those who were
not, had a low depressive score (p<0.001), very good health
(p<0.001), life satisfaction (p<0.001) and less than two
chronic conditions (p=0.001). Lastly, a significantly higher
proportion of participants who were infrequently or almost
never involved in supportive exchanges (59.8%), compared
with those reporting having provided and or received any
kind of social support at least once a month over the last
year (52.5%), did not report having psychological distress.
A greater proportion of participants who had frequent
exchanges of social support, compared with those with
rare or no support provision or receipt, reported being very
satisfied with their life and having less than two chronic
diseases (29.7% vs 24.1%, p=0.002 and 44.6% vs 38.7%,
p<0.001, respectively).

The associations between socio-demographic vari-
ables, social isolation indicators and the presence of 4+
well-being outcomes, examined via multiple regression
analysis, are presented in table 5. Gender, age, educational
attainment, retirement status and European region were
independent predictors of well-being clustering in both
regression models, with participants of female gender,
higher age, retired and living in the central and southern
Europe being less likely to demonstrate multiple indica-
tors of well-being, relative to males, younger respondents,
non-retired and northern Europeans, respectively. Adults
with more years of schooling had higher odds of present-
ing 4+ well-being indicators in both the first (1.79; 95% Cl:
1.18-2.72) and the second (1.74; 95% Cl: 1.15-2.64) models.
Activity involvement and social engagement were also
predictors of well-being clustering in the second model,
with the likelihood of exhibiting accumulated well-being
outcomes being lower among participants with no activity
involvement (0.51; 95% Cl: 0.38-0.68) and higher among
those who reported being involved in rare or no exchanges
of social support (1.49; 95% Cl: 1.07-2.08).
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Table 4. Mean number of well-being outcomes, according to the presence and clustering of social isolation indicators in the SHARE study.

Well-being outcomes*

Social isolation indicators Weight (%) Mean (standard error) p-value

Living arrangements Living with partner or spouse 46.5 1.90 (0.04)
Living without partner or spouse 53.5 1.69 (0.04) 0.007

Marital status Married, widowed etc. 94.5 1.79(0.03)
Being unmarried 5.5 1.78 (0.12) 0.962

Number of children At least one child 85.0 1.79(0.03)
No children 15.0 1.79 (0.07) 0.981

Contact with children Daily to about once a month 97.6 1.80 (0.03)
Less than once a month or never 24 1.40 (0.15) 0.028

Proximity to children At least one child living in the same house/building 403 1.82(0.04)
All children living >1 km 59.7 177 (0.03) 0329

Activity participation At least one 39.0 1.93 (0.04)
No activity 61.0 1.70(0.03) 0.001

Social exchange Given and or received support at least once a month 337 1.66 (0.05)
Almost never 66.3 1.85(0.03) 0.007

Clustering of social isolation indicators None 1.7 1.94(0.21)

1 11.3 1.89 (0.06)

2 31.3 1.83 (0.04) 0.200"
36.7 1.77 (0.04)
4+ 19.0 1.69 (0.07)

*Well-being outcomes: Life satisfaction; CASP-12: Control, Autonomy, Self-realization and Pleasure questionnaire; CES-D 11: Center for Epidemiological Studies of Depres-

sion questionnaire, Self-rated health, Chronic diseases; BMI: Body mass index

Comparisons were examined using analysis of covariance (according to the complex sample design procedure), with gender, age (years), education status (years), house-
hold income, retirement status and European regions (northern, central, southern), as covariates

** Polynomial (linear) trend

Social isolation and well-being at the regional
and country level

The prevalence of positive well-being outcomes among
participants with 4+ social isolation indicators was highest
in northern Europe, than in the other two European regions
(fig.1). In particular, Switzerland and Denmark exhibited the
highest proportion of socially isolated individuals assessing
their health as being very good, reporting being very satis-
fied with their life and displaying a low depression score.
The highest prevalence of respondents recording high
quality of life was observed among Swiss socially isolated
participants, whereas having less than two chronic condi-
tions and normal BMI were more prevalent in Switzerland
and Sweden, respectively. The mean ratio of well-being
to social isolation indicators (WB:SI ratio) was higher in
Switzerland (1.19) and Denmark (1.11) (fig. 2). In contrast,
participants in southern countries, such as Italy (0.77) and
Spain (0.78), displayed the lowest ratios, indicating that
social isolation was more prevalent than well-being. The

exception was Greece, where the corresponding WB:SI
ratio was 0.97, suggesting an almost equal occurrence
of well-being and social isolation indicators in the Greek
elderly population.

DISCUSSION

This study aimed to examine the association between
social isolation and well-being, taking into account personal
characteristics and country of residence, among nationally
representative samples of European older adults residing
in 11 countries and participating in the SHARE study. The
study made an important contribution to the evidence
base by examining these constructs and their interaction
cross-nationally and by operationalizing the assessment of
the constructs by considering a variety of factors pertain-
ing to social isolation and well-being, including social and
family resources, as well as physical, mental and emotional
indicators, instead of using single measures or indicators
of these constructs.



Table 5. Adjusted odds ratios for presenting 4+ well-being outcomes in relation to socio-demographics and social isolation indicators in 5,129

adults, aged 65+ years in the SHARE study.
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Prognostic factors

4+ clustering indicators of well-being

Adjusted odds ratios (95% Cls)

1st model

2nd model

Gender (females vs males)

Age 65-74 years
75-84
=85

Education status 0-7 years
8-12
213

Retirement status (retired vs not retired)
Household income Low

Average
High
European regions Northern

Central

Southern

Living arrangements (living without partner or spouse vs living with partner or spouse) -

Marital status (being unmarried vs being married, widowed etc.)

Number of children (having no children vs having at least one child)

Parent-child contact (less than once a month or never vs daily to about once a month) -

Proximity to children (all children living >1 km vs at least one child living in the same house/building) -

Activity participation (no activity vs at least one)

Social exchange (almost never vs given and or received support at least once a month) -

P seu dO R Nagelkerke

0.63 (0.46-0.88)

1.00
0.54 (0.39-0.75)
0.51(0.27-0.99)

1.00
1.39(0.90-2.14)
1.79(1.18-2.72)

0.56 (0.38-0.85)

1.00
1.36 (0.96-1.92)
1.46 (0.94-2.28)

1.00
0.33 (0.25-0.44)
0.24(0.16-0.35)

0.66 (0.47-0.93)

1.00
0.60 (0.42-0.85)
0.71(0.35-1.44)

1.00
1.43(0.93-2.19)
1.74 (1.15-2.64)

0.60 (0.40-0.90)

1.00
1.26 (0.88-1.81)
1.27(0.81-2.01)

1.00
0.37 (0.28-0.50)
0.29 (0.19-0.44)

0.88 (0.60-1.30)
- 1.51(0.73-3.14)
- 0.83 (0.48-1.44)
0.46 (0.15-1.41)
0.95 (0.65-1.40)
- 0.51(0.38-0.68)
1.49 (1.07-2.08)

0.076 0.101

95% Cls: 95% confidence intervals

Multiple logistic regression analysis (estimations according to the complex sampling design of the study)

The prevailing premise that social isolation may be
triggered as people grow older through diverse personal
life-course trajectories, which further compound the socio-
economic and emotional disadvantages pertinentin later-
life,23" was supported by the present analysis. The finding
that social isolation increased consistently with age was
similar to that of a recent empirical investigation,? where
the oldest participants were the most socially isolated age
group.The clustering of social isolation indicators differed
markedly amongst the three age groups, with the variations
being more pronounced between the two ends of the age
spectrum, the young-old and the oldest-old individuals.
The group aged >85 years displayed a significantly lower
likelihood of having a greater number of positive well-
being outcomes in both models. Given the fact that living

without a partner or spouse and social disconnectedness
were both significantly more likely to occur among respon-
dents of greater age, this suggests that multiple social and
well-being disadvantages accumulate in the later years of
life. It is, however, difficult to assess whether the positive
link between social isolation and age is the result of a“true
age-effect” or whether other conditions inherent in old age
are involved in this association.*

Significant gender differences were observed concern-
ing the prevalence of most social isolation indicators and
their accumulation, with males generally faring better than
females. Most prominent were the gender differences in
partnership status, with almost twice as many females as
males living unpartnered. This is possibly because women
tend to live longer and thus outlive their partners,’? despite
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Figure 1. Prevalence of 4+ social isolation indicators in 5,129 adults, aged 65+ years, in relation to the presence of well-being outcomes in the
SHARE study.
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Figure 2. Well-being (WB) to social isolation (SI) ratio (WB:Sl ratio) in 5,129 adults, aged 65+ years, in the SHARE study in eleven European countries.

generally displaying fewer financial and educational re-  or being no longer married, and thus living without a
sources and more ill-health conditions.>* Recent evidence  spouse or partner.® Childlessness, which is associated with
shows that social isolation is significantly greater among  the existence of smaller family networks and fewer ties of
women than men as a result of them not having married  kinship,*® was found in the present study to be higher in
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males, though not to a significant degree. This is in agree-
ment with the contention that, due to life-course social
identity roles tied to gender, parenthood is highly valued
by women, representing a social goal expected to be ac-
complished by them.*” Important gender-linked variations
were also observed in the social isolation indicator of lack
of social support exchanges. In agreement with the present
findings, studies have shown that receipt of social support
is much less evident among men* and integration in wider
confidant networks is more prevalent among women.*
These gender differences should be considered when
formulating policies related to social isolation in older age.

In concordance with earlier literature,? low literacy and
limited financial resources were shown to be risk factors for
social isolation in the current study. When social isolation
was operationalized as a composite social disengagement
index, based on the number of social ties or contacts, it
was found that older adults with fewer years of education
and lower income resources had a higher likelihood of
becoming socially isolated. Similarly, low education and
income status, representing social disadvantage, among
adults aged 45-75 years has been positively associated
with social isolation, as estimated by social participation,
partnership status and number of close ties.”

Congruent with earlier research showing mixed results
on the association between social isolation and well-being,
due to the different definitions and measurement methods
of these constructs, the pattern of the association in the
present analysis also varied along the different construct
measures. For example, living status was significantly associ-
ated with most of the indicators of social isolation and their
clustering, with the absence of clinically relevant depression,
very good self-perceived health status, satisfaction with life
and the occurrence of none or one chronic condition be-
ing more prevalent among individuals sharing a partnered
arrangement, than their unpartnered counterparts. Living
alone has recently been demonstrated to be significantly
associated with poor quality of life and serious psychological
distress among adults aged 65 and older.”? Parental status
was also associated with lower psychological distress and
higher life satisfaction, which is in support of the previously
suggested psychological benefits in late life of parenting.*
The strength of the evidence for the role of childlessness
in the accumulation of well-being indicators was however
weak. As previously suggested,* it may be that childless
people successfully adjust to their status through their life
course, and seeking to engage in wider social supportive
networks, whilst childlessness might also have some ben-
efits to confer, such as fewer responsibilities, conflicts and
concerns and hence less psychological and financial strain.

M.VOZIKAKI et al

There was some evidence, albeit, weak, that the older
adults afflicted the most by social isolation (as indicated
by the presence of 4+ isolation indicators) experienced
lower levels of well-being, than those with no social isola-
tion indicators. According to regression analysis, how-
ever, socially and productively active older adults were
considerably more likely to present a greater number of
well-being outcomes, than socially inactive individuals.
This finding confirms the notion that social engagement
matters for the well-being of older adults, as demonstrated
by the Established Populations for Epidemiologic Studies
of the Elderly (EPESE) project,’ which also suggested that
socially disengaged older adults have a higher likelihood
of presenting depressive symptoms.

The finding that social support was negatively as-
sociated with well-being is in contrast to earlier research
supporting the positive effect of social support on several
health and well-being outcomes in older people.*## The
experience of being cared for, however, might also entail
stressful emotions for older adults with related health-
associated needs for social support.*” The negative asso-
ciation observed in the current study might therefore be
due to the extent of the exchange of the specific types of
social support assessed, which could also be linked to the
participants’health status. Another study* also showed that
the receipt of instrumental support was associated with a
greater likelihood of exhibiting poor health self-ratings.
It is possible that the social exchange process might lack
reciprocity in the situation where, because of health con-
ditions, older adults are rendered recipients of assistance
and support, while being unable to compensate for it.#
Subsequently, this kind of unrequited social exchange, in
so far that it is negatively appraised by older adults, may
embody feelings of dependency and incompetence,*’ and
thus trigger psychological distress.”’

Considerable differences were observed in the distri-
bution of indicators of social isolation and their clustering
across countries. Despite the country variations with regards
to individual social isolation indicators, such as frequency
of contact with, and proximity to offspring, activity par-
ticipation and social exchanges, relative consistency was
observed at the regional level. For example, fewer residents
in southern Europe, as compared to both their central and
northern counterparts, reported contacting their offspring
less than once a month or never. This finding agrees with
earlier research showing that frequent parent-child contact
is much less likely to occur among northern Europeans,
compared with their southern peers.>? This could be due
to the stronger family contexts which appear to prevail in
southern European countries, where proximate later inter-
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generational ties are predominant and highly appreciated
by the elderly.** Adult offspring in southern societies are
subjected to strong cultural expectations with regards to
the maintenance of intimate life-course bonds and inter-
action with their parents.** The current study also showed
significantly lower proximity to offspring in the northern
European countries than in Spain, Italy and Greece, which
agrees with earlier findings that older adults are more likely
to co-reside with their adult children in southern than in
northern Europe.”® Co-habitation, which isa common living
arrangement for intergenerational familial care in southern
Europe, apart from being culturally preferable, has also
been attributed to “measurable economic and policy fac-
tors”;* the comparatively worse financial situation of older
people in the south of Europe and the inadequacy of formal
welfare system services partially necessitate parent-child
co-residence. The converse appears to apply in the north
of Europe, where solitary living in the later years of life
means more autonomy and independence and seems to
be the most preferred living arrangement for older people.

Lack of social support exchanges among European older
parents and their children was relatively high; it was least
often observed in Belgium, Denmark and the Netherlands,
whereas, notably, Spain, Italy and Greece ranked among the
highest. This contradicts previous research which has sug-
gested that older people’s living arrangements determine
their intergenerational supportive exchanges,”” implying
that support and care transfers among older parents and
their offspring are most likely to occur in southern Europe,
where cohabitation is more common. Furthermore, north-
ern Europeans were less likely to be socially and produc-
tively inactive than participants in southern Europe, with the
exception of Greece. Similar conclusions have been drawn
by previous research, which has indicated that participation
rates in a wide range of social and productive activities tend
to be much higher in northern Europe.*®

Cross-national differences were observed in the well-
being to social isolation ratio estimated in each European
country, with the highest ratios detected in Switzerland and
Denmark and the lowest in Spain and Italy. This finding sug-
gests that the occurrence of positive well-being outcomes
is more pronounced in Switzerland and Denmark, relative
to the prevalence of social isolation indicators. The opposite
was observed for Spain and Italy, where the indicators of
social isolation were more prevalent than positive well-
being outcomes. Similar results were observed regarding

the accumulation of well-being outcomes, with the likeli-
hood to achieve high well-being, being significantly higher
in northern than in southern European countries. This
further reinforces the consistently depicted north-south
gradient in health and well-being,*? which has been con-
sidered to be contingent on differences in the distribution
of socio-economic and health care resources both within
and between European countries.®

The current research findings are liable to certain limita-
tions which warrant discussion. Firstly, although the present
paper is indicative of specific associations between the
measures under scrutiny, causal inferences cannot be drawn,
due to the cross-sectional nature of the study. Reverse
causation cannot thus be excluded, since it could be fairly
assumed that the well-being of older adults might affect
the amount of their family and social resources. Secondly,
the study is biased towards healthier and more socially
integrated non-institutionalized elderly, while frail, not
community-resident, older people were not investigated.
This might have led to the underestimation of the real
magnitude of the association between social isolation and
well-being. Lastly, the self-reported nature of social isola-
tion and well-being constructs should be considered when
interpreting the results of the present inquiry. Studies that
rely mainly on self-assessment are thought to suffer from
recall errors and reporting bias, due to social desirability
drawbacks, to which social and health research based on
self-reported data is inherently subject.

Despite the aforementioned methodological and con-
ceptual limitations, this study provides important evidence
of the role of the underlying adverse domains of social
environment which pertain to social isolation in the de-
termination of the well-being of European older adults.
The findings provide further evidence of the salient role
the country context plays in elderly people’s well-being,
substantiating the previously demonstrated north-south
gradient in the distribution of health and well-being out-
comes. These findings should be considered by policy
makers and stakeholders involved in the development
of strategies to reduce social isolation, with the aim of
improving well-being in later life. The results of this study
can also support the development of interventions that
could lead to improvements in late-life well-being through
the mitigation of social isolation and the amelioration of
specific facets of the objective family and social conditions
of older adults.
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KolvwVIKOG AmOKAEIOMOG Kal EVEEiA METAEY TWV NAIKIWPEVWY ATORWY oTNV Evpwmn
M. BOZIKAKH," A. TATTIAAAKH,? M. AINAPAAKHZ," A. OINAAHOHY!
"Topéag Kowvwvikng latpikrig, Tunua latpikrig, MNMavemotruio Kpritng, HpdkAglo, EAAGSa, 2Kévtpo Emotnuwyv
Swuatikrg Aywynig, Alatpo@ric & Yyeiag, ZxoAn MNoArtikwv Epsuvwy, MNavemotripto Bristol, Hvwuévo BaoiAsio

Apxeia EAAnviknG latpikric 2017, 34():1-14

TKOMOX E&£taon TNG KATAVOUNG TWV SIAPOPETIKWY TTAPAUETPWY TNG KOIWVWVIKAG ATOpOVWoNnG CUMPWVA HE TA KOL-
VWVIKO-8NUOYPAPIKA XAPAKTNPIOTIKA TWV CUUMETEXOVTWY O€ ATOUIKO eMimedo, aAAA Kal o€ emimedo xwpwv, KaBwg
Katl SlEPeVVNON TNG CUOXETIONG METAEY KOIVWVIKAG ATTOPOVWONG KAl SIA@OPETIKWY ATTOTEAECUATWY €VEEIAG HETAD
TWV NAIKIWPEVWY oTnV Eupwmn. YAIKO-MEG®OAOZX To mapov Seiyua, To omoio cuviotovoav Atopad NAIKIag =65 eTwv
(n=5.129), avtAnBnkKe amoé to mMpwTto KUUA TNG HeEAETNG SHARE (peAéTn yia Tnv vyeia, Tn yripavon Kat tn cuvtalodo-
Tnon otnv Eupwrn, 2004/5). H eveia mpoodlopicTnKe WG N CUYKEVTPWON £€1 SEIKTWV TTOU TTEPIAAMBAVOULV TNV IKaVo-
moinon and t wr, TNV moldTNTA (WG, TNV AUTO-AVAPEPOUEVN VYEIQ, TNV KATAONUITTIKY) CUUTTTWHATOAOYIA, Ta Xpovia
voonuata Kat Tov S€iktn padag cWpaToG. O KOWWVIKOG ATTOKAEICHOG LEAETHONKE O SPOUG ETTTA CUYKEKPIUEVWV EK-
@AVOEWV TwV cLVONKWV SlaBiwong Twv NAIKIWPEVWY aTopwy. AMOTEAEZMATA >0u@wva JE TNV avdiuon cuvdia-
KOpavong BPEBNKE pla onpavtikd upnAotepn BabpoAoyia eveiag peTa&L TWV ATOPWY TTOU EiXAV OUXVN EMA@N HE TA
maid1d Toug (p=0,028) Kal EKEIVWV TA OTTOI0 CUMMETEIXAV TOUAAXIOTOV OE Hid KOIVWVIKA 1 TTapaywylkn Spaoctnptétnta
(p=0,001). EmmpooBeta, n avaAuon TOAAATIARG AOYIOTIKAG TTAOAIVE pOUNONG €8€1EE ONUAVTIKA XapNASTEPN TMIOaVOTNTA
va eppavioouv 4+ amoteAéopata eveiag Ta Mo NAIKIWUEVA ATOMA, Ol GLUVTAEIOUXOL KAL TA KOIVWVIKA AVEVEPYA AToua
Kal UPNASGTEPN TIIOAVATNTA YIA TA TIEPIOCOTEPO HOPPWHEVA ATOUA KAl EKEIVA E OTTAVIEG I KAOOAOUL AVTAANAYEG KOL-
VWVIKNG UTTooTRPLENG. TENOG, ol Bopelol Eupwraiol ATav 1o mBavo va £Xouv TEPIOGOTEPOLG TTAPAYOVTEG eLEEIAC KAl
AlySTEPOUG SEIKTEG KOWVWVIKAG ATTOUOVWONG, OE GXE0N UE TOUG CUVOUNAIKOUG TOoug oTn voTia Evpwrn. EYMIMEPAZ-
MATA Ta mapandvw gupnuata, map’ OAo Tou Ba MPETTEL VA EPUNVEVUTOUV E TIPOCOXN €€ AITIOG TNG CUYXPOVIKNG TOUG
@UONG, WOTOOO TIAPEXOUV EUTTEIPIKN UTTOOTHPLEN OTNV KOIVWVIKF KATAVOUN TNG KOWWVIKAG ATTOROvVWonG Kat Tn Su-
OMEVN EMISPAON TNG KOIWVWVIKNAG ATTOMOVWONG OE CUYKEKPIUMEVA ATTOTENECHATA TNG EVEEIAG OTN YEPOVTIKN NAIKia. Q¢
€K TOUTOV, €ival avdykn ot SNUOCIEG TTOAITIKEG UYEIOG KAl Ol KOIVWVIKEG TIOAITIKEG VA AVTIMETWITIOOUV TTIO EVOENEXWG TIG
EVOEXOUEVEG EMMTWOEIG TOU KOIVWVIKOU ATTOKAEIOHOU 0TNV €VESiA TWV ATOUWV TNG TPITNG Kal TNG TETAPTNG NAIKIAG.
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Abstract

Purpose The current study aims to examine the utilization of
preventive health services in relation to social isolation among
older Europeans adults.

Methods Data on 5,129 adults 65 years of age and older was
obtained from the first wave of the Survey of Health, Ageing
and Retirement in Europe (SHARE, 2004/05). Prevalence of
social isolation indicators (living arrangements, marital status,
number of children, contact with children, proximity to chil-
dren, activity participation, social exchange) was assessed in
relation to preventive health services utilization, which was
ascertained by a 12-item composite score (PHSUs).
Estimations were based on the complex study design.

Results Diverse facets of social isolation were differently as-
sociated to preventive care. Significantly lower mean PHSUs
were found for adults living unpartnered, who were unmar-
ried, had no children and were socially disengaged. A similar
pattern was thus drawn regarding the clustering of social iso-
lation indicators (4+). Considerable variations were detected
across SHARE countries in the distribution of PHSUs among
socially isolated adults.

Conclusion Socially isolated individuals were found to re-
ceive fewer preventive services. This finding confers impor-
tant evidence on the potential factors that affect the use of
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preventive health services among older adults. It is also sug-
gestive of the need to develop public health and social policies
with the aim to alleviate social isolation and as a means to
enhance preventive care uptake in later life.

Keywords Preventive health services - Social isolation -
SHARE study

Introduction

Health and social care systems in Europe and globally are
being confronted with far-reaching challenges due to the pre-
vailing changing patterns of demography and epidemiology.
These patterns are associated with the growth of the elderly
population and the subsequent health and long-term care im-
plications (Cooke and Mannix 2009). In this context, specific
health conditions, which account for a pronounced burden of
ill health and decreased functional status, co-occur. Adults
thriving into advanced age are thus more socially and psycho-
logically vulnerable and specific aspects of their well-being
and quality of life are being adversely impacted (Ferrucci et al.
2008). The age-associated varying pattern of elevated health
and social needs entails a greater reliance on medical and
social care services and hence substantial financial demands
on public expenditure (Iecovich and Biderman 2013).

To this effect, fostering preventive health care has been
viewed as a key strategy towards healthy ageing, through to
the substantial benefits it bears for the maintenance of health
and well-being and the alleviation of the chronic disease bur-
den (Ogden et al. 2012). Although, acute and chronic illnesses
are triggered as people grow older, there are still specific dis-
eases which could be prevented through the systematic uptake
of preventive services (Peng and Jensen 2016). In addition,
preventive health services hold the potential to contribute to
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the prevention and even treatment of chronic diseases through
the provision of relevant guidance and advice. It has therefore
been acknowledged that the receipt of adequate preventive
services offers the possibility to offset the need for in-patient
services such as emergency department visits and hospital
admissions (Kolstad and Kowalski 2012).

It has thus been estimated that, even though only 3% of
healthcare expenditure in the United States is spent on preven-
tion, a percentage of 70% of deaths are associated with prevent-
able diseases (CMMS 2014). Against this background, barriers
leading to older people not receiving optimal preventive care
may be considered as possible disease and mortality risk factors
(Okoro et al. 2005). Therefore, it is important to investigate
family-related and psycho-social resources, which are particu-
larly relevant in late life, and may have some role to play in the
diverging pattern of preventive health services utilization.

Indeed, in view of the attenuation in life commitments and
loss of major familial and work roles on account of age-
associated transitions, older individuals are arguably more sub-
ject to specific, unfavourable, social states pertaining to social
isolation (De Jong Gierveld et al. 2006). A large body of re-
search has pointed to adverse conditions, such as social with-
drawal, loss of important others, lack of independence and in-
sufficient control due to physical changes and impairment, being
more typical of old age (Fees et al. 1999; Victor et al. 2000). It
has thus been maintained that social isolation accrues at older
ages due to the accumulation of the preceding life-course trajec-
tories. Additionally, conditions of social isolation have been
evidenced to account for the unequally patterned distribution
of health and well-being outcomes observed among the elderly
(Courtin and Knapp 2015), albeit they have thus far been treated
as “less-recognized health risks” (Meyer and Schuyler 2011).

Specific aspects of social isolation have also been docu-
mented with regard to the receipt of preventive health services
by older people. For instance, Lau and Kirby (2009) examined
compliance with recommended preventive care in relation to
marital status, and detected a significantly higher likelihood of
obtaining a wide range of preventive services within a pro-
posed timeframe among elderly adults living in a partnered
arrangement compared to their non-partnered peers. Another
study on breast cancer screening, among multi-cultural,
middle-aged women, showed that non-adherence to the re-
spective guidelines was linked to a lower level of social sup-
port (Katapodi et al. 2002). More recently, Beckett et al.
(2015) provided evidence suggesting a lower likelihood of
undertaking influenza and pneumonia immunizations among
adults older than 65 years of age, beneficiaries of Medicare,
and those living in single-person households. In this respect,
symptoms and effects of social isolation should be primarily
addressed “as the most promising way of preventing unsched-
uled admissions” (Themessl-Huber and Hubbard 2006).

Nonetheless, the findings yielded by previous research in
this field have been rather inconclusive, as regards the
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aggregate effect of social isolation on preventive care use
among the elderly. In addition, the majority of empirical re-
search to date has drawn on socio-economic determinants to
explain disparities in preventive health care use (Hoeck et al.
2014). A few more recent studies have also considered
psycho-social factors such as religiosity (Benjamins 2006)
and purpose in life (Kim et al. 2014).

Therefore, social isolation in the later life context has been
the subject of less research, with most studies addressing living
arrangements and partnership status. There seems to be hardly
any evidence relevant to the utilization of preventive services
following a comprehensive appraisal of social isolation. Lastly,
social isolation in relation to the utilization of different health
resources has been mainly addressed from a single-country
perspective, allowing for the argument that further evidence
is required from internationally comparative data.

The current study seeks to build upon the still-emerging
evidence by examining the distribution of preventive health
services utilization according to specific quantitative compo-
nents of social isolation. Based on a large, representative pop-
ulation of European adults 65 years of age and older, compa-
rable data on potential regional variations is also provided.
Following on the preceding literature review, we hypothesised
that social isolation would deter older adults from maintaining
health-seeking behaviour oriented towards preventive care
and that it would affect the utilization of preventive health
services in differing ways. Accordingly, two major hypotheses
were stated and examined: (1) social isolation indicators, as
well as their clustering, will be associated with a lower mean
score of preventive health services utilization; (2) the utiliza-
tion of distinct components of preventive health services will
be differently related to social isolation indicators.

Methods
Study population and sampling

The present study draws on data retrieved from the first wave
of the Survey of Health, Ageing and Retirement in Europe
(SHARE, http://www.share-project.org) which was carried
out in 2004/2005 among 11 northern, central and southern
European countries (Austria, Belgium, Denmark, France,
Germany, Greece, Italy, the Netherlands, Spain, Sweden and
Switzerland). The SHARE sample, as more sharply delineated
by (Borsch-Supan and Brugiavini 2005), comprises national
probability household samples of community-dwelling adults,
aged over 50, and their partners or spouses, regardless of their
age (Fig. 1).

SHARE was modelled closely after and harmonized with
the English Longitudinal Study of Ageing (ELSA) and the
Health and Retirement Study (HRS) and created an interna-
tional network acknowledged by the European Union under
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the coordination of The Mannheim Research Institute for the
Economics of Ageing in Germany at the macro-level, and
universities or research centres at the national level (Borsch-
Supan and Brugiavini 2005).

For the determination of the SHARE study sample, sam-
pling designs were employed ranging from a simple selection
of households to rather complex, multi-stage probability de-
signs according to both registers administered at a national
and regional level and telephone directories. An overall
weighted response rate of about 62% was achieved among
households selected with at least one age-eligible household
member and ranged from 38.8% in Switzerland to 81.0% in
France. At the individual level, though, the average response
rates were higher, ranging from 73.7% in Spain to 93.3% in
Germany. A more extensive account of study design, ethics,
sampling methods, data collection and documentation has
been provided elsewhere (Borsch-Supan et al. 2013). For the
purposes of the current inquiry, analysis was based on 5,129
adults aged 65 years and over within the SHARE sample
(2,366 males and 2,763 females), separated into three different
age groups (65-74, 75-84 and 85+).

Measures
Social isolation

Drawing on previous empirical and theoretical literature we
assume that social isolation is an adverse social state, charac-
terized by solitary living, a limited family network size, infre-
quent parent-child interactions, activity disconnectedness and
lack of social support exchanges. Our definition is thus in
accordance with Zavaleta et al.’s (2014) determination of so-
cial isolation as “the inadequate quality and quantity of social
relations with other people at the different levels where human

interaction takes place (individual, group, community and the
larger social environment)”.

According to the afore-mentioned delineation, social isola-
tion was measured in structural and functional terms. More
precisely, physical separation from significant others, which
corresponds to a structural element of social isolation, as also
posited by Tomaka et al. (2006), was captured in terms of
living arrangements, marital status, number of children and
family-associated relations, defined by parent-child contact
and proximity. Living arrangements were measured by the
question “Do you live with a spouse or partner?/Do you live
alone (without a spouse or partner)?”. Marital status was
defined by the query “What is your marital status?” (I:
‘Married and living together with spouse’, 2: ‘Registered
partnership’, 3: ‘Married, living separated from spouse’, 4:
‘Never married’, 5: ‘Divorced’, 6: ‘Widowed’), so as to differ-
entiate those residing with a partner or spouse from those
living unpartnered. Respondents were also asked to report
the number of their children; those with no natural, fostered,
adopted or stepchildren were determined as childless. Parents’
contact to their most contacted child was assessed through the
question phrased as follows: “During the past 12 months, how
often did you or your husband/wife/partner have contact with
your child, either personally, by phone or mail?” (1: ‘Daily’,
2: ‘Several times a week’, 3: ‘About once a week’, 4: ‘About
every two weeks’, 5: ‘About once a month’, 6: ‘Less than once
a month’ and 7: ‘Never’). Response categories were further
classified in order to distinguish between respondents, stating
communication with their most contacted child daily to about
once a month, and those with contact less than once a month
or never. Older adults’ geographical proximity to their chil-
dren was defined by the distance between residences, accord-
ing to the question: “Where does your child live? (I: ‘In the
same household’, 2: ‘In the same building’, 3: ‘Less than I km
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away’, 4: ‘Between 1 and 5 km away’, 5: ‘Between 5 and
25 km away’, 6: ‘Between 25 and 100 km away’, 7:
‘Between 100 and 500 km away’, 8: ‘More than 500 km away’
and 9: ‘More than 500 km away or in another country’).
Individuals whose children lived at a distance more than
1 km away were differentiated to those who had at least one
child living with them in the same house or building.

No activity participation and lack of supportive exchanges
were considered to represent the functional facet of social iso-
lation and hence the unavailability of adequate supportive so-
cial involvements and connections. Participants were queried
to indicate if they had participated in any activity during the
previous month (1. ‘Done voluntary or charity work’, 2:
‘Cared for a sick or disabled adult’, 3: ‘Provided help to fam-
ily, friends or neighbours’, 4: ‘Attended an educational or
training course’, 5: ‘Gone to a sport, social or other kind of
club’, 6: “Taken part in a religious organization (church, syn-
agogue, mosque etc.)’ and 7: ‘Taken part in a political or
community-related organization’). Individuals who responded
that they had not taken part in any of the activities assessed
were represented by the category ‘no activity’, in comparison
to those who declared being engaged in at least one activity.
Intergenerational supportive exchanges were addressed in
terms of the respondents’ transfers of any kind of support in
the past 12 months (1. ‘Personal care, e.g. dressing, bathing or
showering, eating, getting in or out of bed, using the toilet, 2:
‘Practical household help, e.g. with home repairs, gardening,
transportation, shopping, household chores’, and 3: ‘Help
with paperwork, such as filling out forms, settling financial
or legal matters’). The respective responses (1. ‘Almost daily’,
2: ‘Almost every week’, 3: ‘Almost every month’ and 4: ‘Less
often’) were recoded in order to ascertain older adults who had
given or had been offered support at least once a month, in
relation to those with rare supportive exchanges.

For the purposes of the present inquiry, participants were
assigned a point if they asserted living unpartnered, having
never been married, being childless, getting through to their
most contacted child less than once a month or never, residing
in separate households to all their children, having been in-
volved in no social or productive activities within the previous
month and having infrequently exchanged support over the
course of the last year. A total clustering score of social isola-
tion ranging from 0 to 7 was subsequently yielded by summing
respective responses. A score of 4+ was considered indicative
of greater social isolation and is hereinafter referred to as mul-
tiple presence or accumulation of social isolation indicators.

Preventive health services utilization score (PHSUs)
Data on the utilization of preventive health services was ob-
tained from the self-completed drop-off questionnaire in con-

junction with the baseline questionnaire and according to the
respondents’ self-reports on 12 items. The frequency of a wide
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range of services used was investigated, encompassing visits
to general practitioners (GPs) and dentists, immunizations and
screenings. In particular, participants were asked to indicate
whether they: (1) had had contact with a dentist/ dental hy-
gienist for routine check-ups and/or prevention in the previous
year (‘During the last 12 months, have you seen a dentist or a
dental hygienist?’); (2) had a GP for advice/prevention (‘Do
you have a "GP" (i.e. a doctor you usually turn to for your
common health problems)?’); (3) were assessed by a GP for
physical activity (‘How often does your GP ask how much
physical activity you do?’); (4) received advice for regular
exercise from a GP (‘How often does your GP tell you that
you should get regular exercise?’); (5) were assessed by a GP
for body weight (‘How often does your GP check your
weight?’); (6) were asked by a GP about drug use or prescrip-
tions (‘How often does your GP ask you about any drugs you
take, either over-the-counter or prescribed by another
doctor?’); (7) had had a flu vaccination in the preceding year
(“In the last year, have you had a flu vaccination?’); (8) had
had a mammogram in the preceding 2 years (‘In the last 2
years, have you had a mammogram?’); (9) had ever had a
sigmoidoscopy/colonoscopy (‘Have you ever had a sigmoid-
oscopy or colonoscopy?’); (10) had been tested for hidden
blood in stool in the preceding 10 years (‘In the last 10 years,
have you had a test that detects hidden blood in your stool?’);
(11) had ever been referred by a doctor to a physiotherapy or
exercise program for joint pain (‘Have you ever been sent to
physiotherapy or an exercise program for joint pain?’); (12)
had ever been referred by a doctor to an orthopaedic surgeon
for joint pain (‘Have you ever been sent by a doctor to an
orthopeadic surgeon for the joint pain that you presently
have?’). For the purposes of the analysis, initial responses to
any given item were coded into a binary variable (0 = no/
never, 1 = yes/at some time/every visit). Then all responses
were summed and a composite (cumulative) score was gener-
ated with a range of 0—12 components (PHSUs). Afterwards,
this score was transformed into a 0—100 scale in order to be
comparable to other similar scales. Higher values
corresponded to a greater number of preventive services re-
ceived by the respondents (Linardakis et al. 2015; Fig. 2).

Additional measures

The socio-structural and demographic variables that have
been regarded as relevant in the prediction of services utiliza-
tion (Nelson et al. 2002) and which were adjusted for in the
current analysis comprised gender (male/female), years of age
(65—74, 75—84 and 85+), educational attainment (0—7, 8—12,
13+ years of education), retirement status (retired/not retired)
and income quartiles (low < 25%, average between 25 and
75% and high > 75%). Furthermore, the 11 European coun-
tries were geographically classified into northern (Denmark,
Sweden), central (Austria, Belgium, France, Germany, the
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Netherlands, Switzerland) and southern (Greece, Italy, Spain)
and were also specified as covariates following relevant evi-
dence documenting regionally distributed outcomes in the uti-
lization of health care resources (Hoeck et al. 2014).

Finally, need factors, defined by self-perceived health sta-
tus (very good or good and fair, bad or very bad), chronic
diseases (none, 1 or 2, 3+ conditions) and disease symptoms
(nome, 1 or 2, 3+ symptoms), were also addressed, since they
are well-established predictors of health care use by middle-
aged and older adults (Fernandez-Martinez et al. 2012).

Statistical analysis

Data analyses were conducted with the SPSS software (IBM
SPSS Statistics for Windows, Version 23.0. Armonk, NY:
IBM Corp). Sampling design weights that adjust for non-
response were employed according to the complex multistage
stratification sampling design of the study.

Firstly, social isolation indicators and mean scores of the
utilization of preventive health services, measured on a com-
posite score (PHSUs), were examined by virtue of descriptive
statistics. More precisely, frequency distributions of the par-
ticipants’ demographic and socio-structural attributes were es-
timated. Secondly, in order to test our first hypothesis, mean
PHSUs were calculated according to the presence and cluster-
ing of social isolation indicators (as none, 1, 2, 3 and 4+) by
performing analysis of covariance following the complex
sample design procedure and controlling for gender, age, ed-
ucation, retirement status, income, European regions, self-
rated health status, chronic diseases and symptoms. Thirdly,
so as to test our second hypothesis, multiple logistic regression
analysis was applied, defining as covariates gender, age, edu-
cation, retirement status, income, European regions, self-rated
health status, chronic diseases and symptoms. Possible rela-
tionships between social isolation indicators with the different
components of the utilization of preventive health services
were thus estimated.

Further, in order to detect possible national variations,
weighted prevalence and corresponding confidence intervals
(95% CIs) regarding the occurrence of 4+ social isolation
indicators were estimated. Lastly, the same analysis was ap-
plied to examine the distribution of PHSUs for respondents
with 4+ social isolation indicators in the 11 countries under
investigation.

Results

Descriptive data of the population under survey are displayed in
Table 1. With regard to socio-demographic characteristics, over
half the participants were females (53.9%), belonged to the 65—
74 age group (60.3%) and resided in central Europe (52.1%). A
little less than half the sample had 0-7 years of schooling
(43.2%), whereas more than one third belonged to the lowest
income quartile (35.3%). Relative to health care needs, a sub-
stantial proportion (46.2%) of respondents perceived them-
selves to be in fair, bad or very bad health, with more than
one-fourth of them reporting three or more concurrent morbid-
ities and disease symptoms (29.9 and 27.4% respectively).

In Table 1, findings on the frequency distribution of social
isolation items are also shown. For the majority (55.1%) of
older adults, the prevailing living arrangement status was re-
siding without a spouse or partner. Only 5.5% of the adults
surveyed had never been married, 12.9% were childless and
an even smaller proportion (1.8%) indicated having had con-
tact with their children less often than once a month or not at
all during the past year. A large proportion of the respondents
exhibited infrequent social exchange in the last twelve months
(66.1%), lived separately to their offspring (67.1%) and did
not state any activity involvement during the course of the
previous month (51.5%).

The clustering of social isolation indicators was the least
pronounced at both ends of the spectrum, with an accumula-
tion of indicators being yielded for 19.3% of the participants,
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Table 1  Descriptive characteristics of 5129 adults, aged 65+ years in the SHARE study (2004/05)

n %
Gender Males 2,366 46.1
Females 2,763 53.9
Age, years 65-74 3,097 60.3
75-84 1,701 332
85+ 331 6.5
Mean =+ standard deviation (min-max) 73.6 £ 6.6 (65-99)
Education, years 0-7 2,202 432
8-12 1,629 32.0
13+ 1,262 24.8
Mean =+ standard deviation (min-max) 8.9+4.5(0-21)
Retirement status Retired 4,228 82.4
Income® Lower quartile 1,808 353
European regions Northern 874 17.0
Central 2,674 52.1
Southern 1,581 30.8
Self-rated health Fair, bad or very bad 2,370 46.2
Chronic diseases None 774 15.1
1-2 2,823 55.0
3+ 1,532 29.9
Disease symptoms None 1,300 253
1-2 2,424 473
3+ 1,405 274
Social isolation indicators Living arrangements Living without partner or spouse 2,827 55.1
Marital status Unmarried 280 5.5
Number of children No children 663 12.9
Contact with children Less than once a month or never 92 1.8
Proximity to children All children living >1 km 3,442 67.1
Activity participation No activity 2,640 515
Social exchange Almost never 3,390 66.1

* Income was classified using country-specific quartiles for all participants in the 2004/05 SHARE study

whereas 1.7% of them did not present any indicator. In fact,
the dominant proportion of participants was found with two
(30.4%) or three (37.2%) social isolation indicators, with the
most common being lack of social exchange, followed by
social inactivity and separate parent-child residence (Table 2).
Total mean PHSUs in relation to the presence and cluster-
ing of social isolation indicators are shown in Table 2. A
significantly higher mean PHSUs was found for adults living
as a couple (with a partner or spouse; p = 0.001), who were
married (p = 0.004), had at least one child (p = 0.046) and
maintained some kind of activity involvement (p = 0.023).
This pattern was not drawn along all social isolation indica-
tors, but it was retained after their clustering, whereby relative
to their most socially contented peers for whom no clustering
indicators of social isolation were observed, respondents with
multiple presence of indicators were found to attend signifi-
cantly less preventive care (41.8 vs. 37.6, p-trend = 0.046).

@ Springer

The distribution of the distinct components of the preven-
tive health services utilization according to social isolation in-
dicators is presented in Table 3. Significantly lower odds of
seeing a dentist/dental hygienist were attested for individuals
living without a spouse or partner (ORs = 0.69; 95% CI 0.52—
0.91) and indicating no activity involvement (ORs = 0.70; 95%
CI 0.54-0.89). Adults who were socially inactive also had
lower odds of being assessed by GPs for their physical activity
(ORs = 0.71, 95% CI 0.52-0.96) and having undertaken sig-
moidoscopy or colonoscopy (ORs = 0.74, 95% CI 0.57-0.96).
The likelihood of being advised by a GP on regular exercise
was lower for unmarried older adults (ORs = 0.53, 95% CI
0.30-0.93). Seniors with infrequent or no contact with their
children demonstrated a significantly lower likelihood of being
assessed by a GP for body weight. Older adults living sepa-
rately to their offspring had lower odds of having flu vaccina-
tion (ORs = 1.31, 95% CI 1.04-1.65) or of having a
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Table 2 Mean scores of total Preventive Health Services Utilization (PHSU) score in European adults aged 65+, according to the presence and

clustering of social isolation indicators. SE standard error

Social isolation indicators n Estimated population PHSU score® p-value

n % Mean score (SE)

Living arrangements Living with partner or spouse 2,461 8,423,000 45.6 44.3 (0.6) 0.001
Living without partner or spouse 2,081 10,051,264 54.4 39.8 (0.7)

Marital status Married, widowed etc. 4,297 17,488,840 94.7 42.3(0.4) 0.004
Unmarried 245 985,424 53 33.6(2.3)

Number of children At least one child 3,954 15,690,173 84.9 42.3(0.5) 0.046
No children 588 2,784,091 15.1 36.7 (1.0)

Contact with children Daily to about once a month 4,457 18,028,456 97.6 42.0 (0.4) 0.082
Less than once a month or never 85 445,809 24 349 (3.7)

Proximity to children At least one child living in the same 1,545 7,738,551 41.9 42.1 (0.6) 0.516

house/building

All children living >1 km 2,997 10,735,715 58.1 41.6 (0.6)

Activity participation At least one 2,185 6,972,598 37.7 43.3(0,7) 0.023
No activity 2,357 11,501,668 62.3 40.9 (0.6)

Social exchange Given or received support at least 1,543 620,4824 33.6 42.1(0.8) 0.752

once a month

Almost never 2,999 12,269,441 66.4 41.8 (0.5)

Clustering of social None 65 314,445 1.7 41.8 (2.4) 0.046°

isolation indicators 1 644 2,100,921 11.4 45.0 (1.0)

2 1,567 5,617,710 304 44.8 (0.7)
3 1,587 6,871,698 37.2 40.7 (0.7)
4+ 679 3,569,490 19.3 37.6 (1.2)

Total score ranges from 0 to 100, with a higher score indicating greater use of preventive health services. Overall mean score: 41.9; SE: 0.6

® Polynomial (linear) trend analysis

Comparisons were examined using analysis of covariance (according to the complex sample design procedure), with gender, age (year categories),
education (year categories), retirement status, income, European regions (northern, central, southern), self-rated health, chronic diseases and disease

symptoms as covariates

mammogram (ORs =1.39,95% CI 1.01-1.91). The likelihood
of being tested for hidden blood in stool was lower for
unpartnered respondents (ORs = 0.72, 95% CI 0.53—0.98).

Although social isolation was relatively low in the cur-
rent sample of European adults aged 65 years and over,
significant differences were discernible between the 11
European countries under investigation. To be more pre-
cise, the rate of the multiple presence of social isolation
indicators was approximately 9-22.0% in southern
Europe, relative to 13-25% among older people in north-
ern and central Europe. Moreover, the proportion of adults
being identified with more than 4 indicators of social iso-
lation was the highest in Sweden (25.2%) and the lowest
in Greece (8.8%).

A comparable pattern was also discerned when cross-
national differences were further investigated as regards the
distribution of PHSUs according to the accumulation of social
isolation indicators. Specifically, the mean score of the utili-
zation of preventive health care services among adults pre-
senting 4+ indicators of social isolation ranged from 49.6 in
France to 26.0 in Greece.

Discussion

The current research considered preventive health services
utilization in relation to different facets of social isolation
in the context of later life, across eleven European coun-
tries and based on a large and nationally representative
sample of adults aged 65 and older, derived from the
SHARE study. Drawing on the relevant literature which
points out that no consensus has been reached up to date
as to how exactly social isolation ought to be defined and
thus measured, a comprehensive assessment was facilitat-
ed by determining objective domains of older people’s
family and social conditions. Specific indicators which
have also recently been employed to outline diverse facets
of social isolation (Zavaleta et al. 2016) were examined.
We hypothesised that socially isolated older adults would
be less likely to engage in health-protective behaviours, as
reflected by a lower likelihood of receiving preventive
health care services. It was also hypothesised that different
elements of social isolation would be differently related to
the receipt of preventive services.
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According to our definition of social isolation, less than
one-sixth of the respondents (15.9%) were found to have an
accumulation of social isolation indicators. Despite the absence
of a standard measure of social isolation and the inconsistency
of its conceptualization and determination across a range of
investigations which renders comparisons between different
studies difficult, the already mentioned finding seems to accord
well with prior research evidence. According to Dickens
et al.’s (2011) systematic review, the prevalence of social iso-
lation has been portrayed to range from 7 to 17% among
European adults in their mid and later life.

Although our findings show that the majority within the
present representative population-based sample of older
European adults was not socially isolated, consistent with our
first hypothesis, an overall pattern regarding the association
between social isolation indicators and preventive care
emerged. More particularly, highly isolated adults were featured
to pursue fewer preventive health services compared with their
non-isolated counterparts. Most items addressed so as to deter-
mine social isolation (/iving arrangements, marital status, num-
ber of children, activity participation) demonstrated significant
differences in the estimated mean PHSUs. Additionally, in line
with our second hypothesis, specific features of social isolation
were associated with a significantly lower likelihood of receiv-
ing distinct preventive health services.

The preceding findings are in line with past empirical re-
search on preventive care in relation to concrete features of
social isolation (Beckett et al. 2015)—for instance, separated
or divorced elderly men have been found to obtain fewer pre-
ventive services than their married counterparts (Morales et al.
2004). Furthermore, a higher likelihood of adherence to recom-
mended preventive health care has been documented among
older adults residing with a spouse, as compared to those living
alone (Lau and Kirby 2009). Middle-aged women attending
frequent religious services were more likely to have conducted
a wide array of preventive investigations such as mammograms,
Pap smears, and breast self-examination (Benjamins 20006).
Volunteering was also positively linked to greater use of preven-
tive services such as flu shots, cholesterol tests, mammograms/
x-rays, Pap smears and prostate screening among middle-aged
and older participants of the HRS (Kim et al. 2014).

It therefore seems that older adults with adequate family
and social bonds are reasonably more likely to better acknowl-
edge their health needs and be essentially fostered by network
members to pursue specific services aiming at health protec-
tion (Ashida et al. 2011). Equally importantly, ties of kinship
have been also viewed as salient sources through which infor-
mational and emotional support can be elicited by older peo-
ple (Musa et al. 2009). Therefore, family and social interac-
tions eliminate or offset health literacy and psychological bar-
riers which have been suggested by relevant research to ac-
count for the underutilization of preventive care in later life
(Fernandez et al. 2016; Thorpe et al. 2006).

Regarding regional differences, and congruent with previ-
ous studies (Walker 1993), the general picture leads to the
proposition that social isolation is more prevalent among
northern European adults, relative to their southern and central
counterparts. In the present inquiry, the accumulation of social
isolation indicators comprised 24.0% of northern Europeans,
as compared to 17.3% of central and 16.5% of southern ones.
The significantly highest proportion of 4+ social isolation in-
dicators was detected among Swedish seniors (25.2%) and the
lowest proportion among Greek older adults (8.8%).

The afore-mentioned findings might indicate that in socie-
ties with a familialist attitude, where co-habitation of adult
children with their older parents is the predominant living
arrangement and parent-child intergenerational transfers are
prevailing, social isolation is less pronounced compared to
more individualistic countries. It could thus be presumed that
the fact that Greece, as described by (Vozikaki et al. 2016),
presents a significantly limited share of older adults being
socially and productively engaged, with the exception of reli-
gious attendance, is suggestive of the inadequacy of extant
socially interactive networks, thus rendering Greek older
adults more dependent upon their family relationships. This
might give substance to the findings of the present analysis
according to which a large majority (64.8%) of adults in the
south of Europe were observed to be sharing the same house-
hold with their children, whereas this applied to less than one
third (28.3%) of their northern peers. Solitary living seems to
be highly appreciated in the north of Europe, where, according
to Dykstra (2009), co-habitation might also be seen as a
“defeat”.

As for the distribution of PHSUs by social isolation, it was
noteworthy that the mean score of preventive health services
utilization was ascertained to be considerably higher among
socially isolated older adults in the centre of Europe. This held
true for most countries, despite there being significant differ-
ences among them. This pattern was most striking in the case
of adults with 4+ social isolation indicators in France (49.6),
Austria (45.9) and Belgium (44.3), where the highest scores
regarding the utilization of preventive health services were
outlined and found to be almost twice as high relative to
Greece (26.0). Socially isolated Greek adults were thus found
to receive by far the fewest preventive resources among the
eleven surveyed populations (p < 0.05), despite the fact that
prior research on the SHARE population has evidenced
Greece to present a high prevalence of respondents reporting
poor well-being and multiple chronic diseases (Linardakis
et al. 2015; Vozikaki et al. 2016).

A better insight into possible factors underlying country
variance could be facilitated by future analyses through pro-
viding a more delineated account of each distinct service in-
corporated into the composite score constructed for the assess-
ment of preventive health services utilization. Lastly, signifi-
cant future research could also be devoted to taking into
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consideration the structural, country-specific, features of
healthcare systems which appertain to the availability, deliv-
ery and accessibility to preventive healthcare across Europe.

Strengths and limitations

The interpretation of the current findings, though resting on
data derived from a large-scale study and obtained through
validated questionnaires, is subject to several caveats which
merit attention. Firstly, inferences concerning the causal rela-
tionships between social isolation and the utilization of pre-
ventive health services resources should be cautiously drawn
on account of the cross-national nature of the present analyses.
It could be fairly inferred that the extent of services utilization
is accounted for by actual health care needs and medical di-
agnoses, whereas, as previously postulated and portrayed
through country variations (Schoen et al. 2005), it could be
situational and contextual, rather than pertaining to personal
attributes which might conceivably determine health services
utilization patterns and preventive health-seeking behaviours.
The longitudinal design of the SHARE study confers the po-
tential for future research to unfold causal associations
through examination of changes over time.

Social isolation was measured by several distinct items
which have been the focus of empirical analyses across
social, epidemiology and gerontology literature and have
been identified as particularly pertinent to the context of
older life. Nevertheless, comparability with extant large-
scale surveys should be attempted only upon consideration
of the inconsistency among indexes or scales employed in
order to capture different aspects of social isolation.
Population-based studies might also render it difficult to
assess the real extent of social isolation owing to the fact
that their respondents appear to be generally well-off by
virtue of social integration. As a result, older adults lacking
social isolation indicators might possibly be over-repre-
sented, which may explain the reduced prevalence of social
isolation detected in the current survey. The present re-
search could be complemented by future investigations,
which could reveal possible associations between specific
services and social isolation, and further elucidate particu-
lar patterns of service use among socially isolated people of
older age. Lastly, another limitation possibly lies in the
occurrence of reporting or recall biases which are, however,
inherent in most studies assigning self-reported measures
for the estimation of health services utilization (Allin et al.
2006).

Conclusions

Notwithstanding the afore-mentioned shortcomings main-
ly pertaining to methodological concerns, the current

@ Springer

investigation lends support to the hypothesis that social
isolation has some role to play in the underutilization of
preventive services, and that specific facets of social iso-
lation possibly make for less use of preventive services
among older European adults. It is thus apparent that the
impact of social isolation on health-related outcomes such
as preventive behaviours, among the elderly remains rela-
tively unexplored. It is therefore a challenge of critical
significance to identify those factors of older people’s so-
cial environments which may be associated with a lower
likelihood of obtaining preventive health care services.
Moreover, reinforcement of preventive health care in old
age could also be thought of as a means to further effec-
tively manage the multiple health and social care needs of
older adults and thus reduce the strain placed on public
expenditure. Valtorta and Hanratty (2012; p. 521) main-
tained that “a drive to address loneliness and isolation
could prove to be one of the most cost-effective strategies
that a health system could adopt, and a counter to rising
costs of caring for an ageing population”.

In this regard, the present results add to earlier work in the
field and bears significant public health policy implications as
regards the articulation of potential interventions attempting to
alleviate social isolation as a means to foster essential health
prevention.

ELSA, English Longitudinal Study of Ageing; GP, General
practitioner; HRS, Health Retirement Study; PHSUs,
Preventive Health Services Utilization score; SHARE,
Survey of Health, Ageing and Retirement in Europe
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