Qual Life Res (2015) 24:1697-1705
DOI 10.1007/s11136-014-0898-y

CrossMark

@

Relationship between socioeconomic status and quality of life

in older adults: a path analysis

A. Bielderman - M. H. G. de Greef -
W. P. Krijnen - C. P. van der Schans

Accepted: 13 December 2014 /Published online: 20 December 2014
© Springer International Publishing Switzerland 2014

Abstract

Purpose The main objective of this study was to deter-
mine the relationship between quality of life, social func-
tioning, depressive symptoms, self-efficacy, physical
function, and socioeconomic status (SES) in community-
dwelling older adults.

Methods A cross-sectional design was used to examine the
relationships. A sample of 193 community-dwelling older
adults completed the measurements. Structural equation
modeling with full information maximum likelihood in
LISREL was used to evaluate the relationships between the
latent variables (SES, social functioning, depressive symp-
toms, self-efficacy, physical function, and quality of life).
Results The path analysis exhibited significant effects of
SES on physical function, social functioning, depressive
symptoms, and self-efficacy (y = 0.42-0.73), and signifi-
cant effects in regard to social functioning, depressive
symptoms, and self-efficacy on quality of life
(y = 0.27-0.61). There was no direct effect of SES on the
quality of life. The model fit indices demonstrated a rea-
sonable fit (y* = 98.3, df = 48, p < 0.001), matching the
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relative Chi-square criterion and the RMSEA criterion. The
model explained 55.5 % of the variance of quality of life.
Conclusions The path analysis indicated an indirect
effect of SES on the quality of life by social functioning,
depressive symptoms, and self-efficacy in community-
dwelling older adults. Physical function did not have a
direct effect on the quality of life. To improve the quality
of life in older adults, additional focus is required on the
socioeconomic psychosocial differences in the community-
dwelling older population.

Keywords Quality of life - Older adults - Socioeconomic
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Introduction

Due to prolonged life expectancy, retaining a good quality
of life (QoL) at an older age is of increasing importance
and interest. QoL is an important outcome of many studies
in older adults. In these studies, a plethora of definitions is
applied to specify QoL [1-4]. Conceptual and methodo-
logical ambiguity continues on how to define and measure
QoL [1, 3-6]. Furthermore, there is an ongoing and chal-
lenging search to identify determinants of QoL aiming at
determining indicators for improving QoL.

QoL is a subjective and multidimensional construct,
which is affected in a complex manner by the person’s
physical health, psychological state, level of independence,
and social relationships to noticeable characteristics of the
environment [7]. From this perspective, QoL transcends
physical health [8, 9]. This is also applicable to older adults
and superimposes with other concepts such as active,
successful, and healthy aging [4, 10]. Enjoying positive
social relationships, being active and capable of
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participating in meaningful activities, and having no
functional limitations are especially beneficial for QoL at
an older age [4]. Therefore, a need-satisfaction approach
appears most appropriate in order to study QoL in older
adults, as from this perspective, the focus is predominantly
on the perceived satisfaction, expectations, and fulfillment
of the needs of older adults [11, 12].

To improve QoL, gaining a comprehensive understand-
ing of the determinants of QoL is of fundamental signifi-
cance. Socioeconomic status (SES) is an important
determinant of QoL [13, 14]. Both education and income
were determined to be robust predictors of QoL in later life
[13, 15]. In this association, several determinants may act as
intermediate factors such as social and psychological fac-
tors, physical function, and SES. Psychosocial factors
accounted for the majority of the changes in long-term QoL
in older adults [16]. For instance, a lack of perceived social
support, a small social network, and living without a partner
may have a negative impact on the QoL of older persons [16,
17]. Additionally, associations of depressive symptoms and
psychological resources, such as self-efficacy, with QoL
were demonstrated [16, 18]. Moreover, physical function
has been associated with QoL in older adults [19-22].
Increased levels of physical function such as muscular
strength, agility, and aerobic endurance can contribute to the
enhancement of QoL [22-24]. In addition, these determi-
nants of QoL are also associated with SES. SES differences
in self-reported physical function, social network size,
feelings of loneliness, and depression are especially dem-
onstrated [25-34]. Therefore, studies investigating the
relationship between QoL and SES should incorporate the
possibility of direct and indirect effects of other variables
such as social functioning, depressive symptoms, global
self-efficacy, and physical function. Still, only minimal
information is evident regarding the latent factors SES and
QoL in older adults. In regression analysis, such factors
cannot be treated as being latent. For that reason, multivar-
iate analysis techniques, such as structural equation mod-
eling, are statistically adequate methods to examine the
relationship between SES and QoL [35].

The main objective of this study is to determine the
relationship between QoL, social functioning, depressive
symptoms, self-efficacy, physical function, and SES in
community-dwelling older adults.

Methods
Study sample and study design
In 2011 and 2012, a sample of 1,976 older inhabitants of a

mid-sized city, Delfzijl, in the northern part of the Neth-
erlands was invited for participation in the study.
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Participants who were recruited from both socioeconomi-
cally underprivileged and average neighborhoods were
aged 65 years and older, and were not institutionalized.
Candidate participants were excluded when they did not
demonstrate enough mobility to move independently. All
participants were informed about the goal and procedure of
the study and written informed consent was obtained from
the same. The research was performed in compliance with
the Declaration of Helsinki. A total of 193 participants
completed the measurements comprising performance-
based tests and questionnaires. A cross-sectional design
was employed.

Data collection

All participants were invited to participate in the health
measurements. Performance-based physical function was
measured, and questionnaires were assessed. Preceding the
physical function tests, the Physical Activity Readiness
Questionnaire (PAR-Q) was assessed by a physiotherapist to
determine any possible risk of exercising and to guarantee
safety [36]. Additionally, blood pressure was measured with
an electronic sphygmomanometer. When the systolic blood
pressure was >150 mmHg or the diastolic pressure was
>90 mmHg, participants were excluded from participation
in the endurance test in order to guarantee safety. All
physical function tests were individually assessed and
administered by well-trained test leaders. Following the
physical function tests, participants individually filled in all
questionnaires under the supervision of research assistants.

Measures
Participant characteristics

Height and weight of the participants were measured to
calculate the body mass index (BMI). BMI is calculated by
dividing weight (in kilograms) by the square of height (in
meters). Additionally, morbidity was assessed as the total
number of present chronic diseases or disorders. The pre-
sence of 26 common chronic conditions was mapped [37,
38].

Quality of life

We employed the CASP-19 questionnaire to measure the
broad concept of QoL based on a need-satisfaction
approach. CASP-19 is an instrument that is extensively
used to assess the QoL in older adults and comprises 19
items in four domains: control, autonomy, self-realization,
and pleasure [39]. The CASP is developed from a need-
satisfaction approach and measures the degree to which
human needs are fulfilled. The range of the CASP-19 is
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0-57, with the higher scores indicating a better QoL. The
validity and reliability of the CASP has been previously
documented in a population of older persons. In British
older adults, the reliability and validity was satisfactory
(o = 0.55-0.86; r = —0.58), and the CASP-19 mean (SD)
score in the Office for National Statistics Omnibus Survey
in 2008 for people aged 65 years and older was 41.8 (8.1)
[40].

Social functioning

Partner status was measured by recording the presence of a
partner (no or yes).

Loneliness was assessed with the 6-item De Jong Gier-
veld Scale. This 6-item Likert scale is a reliable and valid
instrument for measuring overall, emotional, and social
loneliness in substantial surveys of older adults
(o = 0.70-0.76; congruent validity r = 0.93-0.95) [41].
All items have five response categories. The loneliness
scale scores ranges from 0 (not lonely) to 6 (extremely
lonely).

Social network size was assessed utilizing the 6-item
Lubben Social Network Scale. This 6-item scale is a valid
and reliable scale to assess perceived social support
received by family and friends (o = 0.83; congruent
validity r = 0.68-0.78) [42]. The scores range from O (very
small network) to 30 (extensive network). In a large
European older sample, the mean (SD) score varied from
16.1 (5.5) to 17.9 (5.3) [42].

Social support is assessed with the SSL12-I scale. This
12-item scale has satisfactory psychometric properties to
assess the extent of received social support in an older
population (o = 0.83) [43]. All items have four response
categories. The scores range from 12 (low level of support)
to 48 (high level of support). In a Dutch older population,
the mean (SD) SSL12-I scale was 25.5 (5.0) [43].

Depression

Depression was measured with the Dutch version of the
CES-D questionnaire. The self-report 20-item CES-D scale
is valid and reliable to measure depressive symptoms and
behaviors experienced during the previous week in older
adults (x = 0.79-0.92; r = 0.73-0.83) [44]. The items
have four response categories. CES-D scores range from 0
(no depression) to 60 (high level of depression). In an older
population, the mean (SD) CES-D score was 8.33 (6.84)
[45].

Self-efficacy

Self-efficacy was assessed with the Dutch version of the
16-item General Self-Efficacy Scale [46]. All items

incorporate five response categories. The Dutch version of
the General Self-Efficacy Scale appeared moderately reli-
able to measure generalized expectations of self-efficacy
(o = 0.81) [47]. Scores range from 16 (very high self-

efficacy) to 80 (very low self-efficacy).
Physical function

Physical function was measured with three validated and
standardized performance-based tests.

Leg strength was assessed utilizing the 30-s Sit-To-
Stand Test [48]. The number of complete sit-to-stands in
30 s without using arms was counted.

Aerobic endurance was assessed by using the 2-min step
test [48]. During this test, the participant marched in place
for 2 min while lifting the knees. The total number of times
the knee was lifted was counted.

Dynamic balance was assessed employing the Timed
Up-and-Go Test [49]. The time required to rise from the
chair, walk to a cone, and return to the seat, all as quickly
as possible, was measured. The best score from two trials
was recorded.

For these physical function tests, norm values adjusted
to age and gender were calculated whereby participants
were scored below average, average, or above average
(according to their age and gender).

Socioeconomic status (SES)

Two indicators of SES were used: income and education.
Personal monthly net income was measured with an ordinal
scale consisting of the three categories: <1,100 euro,
1,100-1,600 euro, and >1,600 euro. Three education cat-
egories were distinguished: high (high school, university),
medium (advanced elementary education, occupational
education), and low (primary school).

Statistical analyses
Model specification

Based on a review of the literature, a model of the rela-
tionships between SES, social functioning, depressive
symptoms, self-efficacy, physical function, and QoL was
conceptualized. Figure 1 shows the assumed associations
and directions. We hypothesized direct effects of SES on
QoL [13-15], physical function [33, 34], social functioning
[27-29], depressive symptoms [30, 31], and self-efficacy.
Furthermore, we hypothesized direct effects of physical
function on QoL [19-24], social functioning on QoL [16,
17, 50], depressive symptoms on QoL [16], and self-effi-
cacy on QoL [18]. The variables were modeled as latent
variables exploiting the indicators income and education
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for SES; loneliness, partner status, social network size, and
social support for social functioning; and leg strength,
dynamic balance, and aerobic endurance for physical
function. The latent variables depression, self-efficacy, and
QoL had a single indicator.

All latent variables were scaled by fixation of factor
loadings of observed variables. SES was scaled on the
variable education, social functioning was scaled on lone-
liness, and physical function was scaled on aerobic
endurance. These factor loadings were set equal to 1.00 or
—1.00 in such a manner that higher scores indicate greater
levels of functioning. The error variance of the latent
variables depression, self-efficacy, and QoL was set equal
to 1.00.

Estimation method

Descriptive statistics were employed to summarize subject
characteristics of the study sample. Data were processed
using statistical software SPSS statistics 19 (SPSS Inc.) and
LISREL 9.10 (Scientific Software International, Lincoln-
wood, IL). Structural equation modeling in LISREL was
used to evaluate the fit of the proposed model. PRELIS was
used to compute the correlation matrix for the analyses
using Pearson product moment correlations between con-
tinuous variables, polychoric correlations between ordinal
variables, and polyserial correlations between ordinal and
continuous variables. A correlation < 0.30 was considered
“low,” 0.30-0.60 “moderate,” and >0.60 “high” [51].

The data were analyzed by the full information maxi-
mum likelihood (FIML) estimation, which is recom-
mended as a method to deal with missing data in structural
equation modeling [52, 53]. In the current data, 10.9 % of
education data, 7.8 % of income data, 12.4 % of depres-
sion data, 3.6 % of morbidity and social network data,
3.1 % of partner status data, 2.1 % of loneliness data,
1.6 % of self-efficacy, social support and quality-of-life
data, and 0.5 % of leg strength data were missing. Age,
gender, BMI, dynamic balance, and endurance data were
complete.

Model testing

Structural equation modeling was used to test the rela-
tionships between six latent variables (SES, social func-
tioning, depression, self-efficacy, physical function, and
QoL). The fit of the model was evaluated on the basis of
multiple criteria: (relative) Chi-square, Chi-square p value,
root mean square error of approximation (RMSEA), stan-
dardized root mean square residual (SRMR), and the
comparative fit index (CFI). The model fit is acceptable if
the ratio of Chi-square to the degree of freedom is between
2 and 5 [54, 55]; the Chi-square p value is nonsignificant
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[56]; the RMSEA is <0.07 [57]; the SRMR is <0.08 [58];
and the CFI is >0.90 [59]. RMSEA or SRMR values above
0.10 indicate poor fit [58]. The statistical significance level
was set to 0.05.

Power analysis

Power analysis was executed to determine required sample
size to achieve adequate power to test close fit of the
hypothesized structural model. Minimum sample size is
determined, given the significance level (o = 0.05), the
desired level of power (power = 0.80), degrees of freedom
of the model (d = 48), and the hypothesized values of the
RMSEA [60]. The null hypothesis specifies the hypothe-
sized value of the RMSEA, and in our study, the model fit
is acceptable if the RMSEA is <0.07 [57]. The RMSEA
value under the null hypothesis was set to 0.07 and under
the alternative hypothesis to 0.10. Based on the calcula-
tions specified by MacCallum et al. [60], we calculated a
minimum sample size of 194 participants (ceiled).

Results
Subject characteristics

Data from 193 older adults were employed for the analy-
ses. Table 1 shows the personal and socioeconomic char-
acteristics of the subjects. The ages ranged from 65 to
94 years with a mean (SD) age of 71.6 (4.9) years. Most
participants possessed only a low or medium education
(88 %), and half of the participants (53 %) received a net
month income of <1,600 euro. Highly educated persons
and persons with a higher income level (>1,600 euro) were
slightly older and primarily male compared with the low
educated persons and persons with an income between
1,100 and 1,600 euro. Persons with an income between
1,100 and 1,600 euro reported a higher number of chronic
diseases or disorders than persons with a higher income
(>1,600 euro). The BMI did not vary between the educa-
tion and income levels. The scores of the outcome vari-
ables physical function, social functioning, depression,
self-efficacy, and quality of life are shown in Table 2.

Associations between QoL and the determinants

Pearson product moment, polyserial, and polychoric cor-
relations between all pairs of variables are shown in
Table 3. As expected, SES indicators were moderately
correlated (r = 0.36) just as with the physical function
components (r = 0.23-0.46). Within social functioning
indicators, most indicators were also significantly corre-
lated (r = —0.35 to 0.16); only partner status and social
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Table 1 Characteristics of the participants (n = 193)

Total Educational level Income (personal monthly, net)

Mean £ SD Low Medium High <1,100 euro 1,100-1,600 euro >1,600 euro
N 193 38 113 21 40 55 83
Mean age (years) 71.6 £ 49 725 £ 48 715 £ 45 69.4 + 3.8%* 713 £5.1 73.1 £59 70.4 + 3.6%°
Gender, (% female) 59.1 % 92.1 % 49.6 % 38.1 %*° 82.5 % 72.7 % 37.3 %*¢
Body mass index 28.1 £ 4.1 29.5 £ 45 28.1 £4.2 27.0 £ 4.2 28.1 £5.7 289 £ 3.8 274 £33
Morbidity 23+£20 29+19 21+£19 2.1+£21 23+20 3.0 £ 21 1.8 + 1.9%¢
*p <0.05

A F=335df=2;p=004"F=536;df =2; p<0.01. ¢ > =24.78; df = 2; p < 0.001. ¢ > = 29.36; df = 2; p < 0.001. ° F = 5.32;

df =2, p <0.01

support were not significantly correlated. Education and
income correlated low with all other variables
(r = 0.01-0.28). QoL was minimally correlated with SES
indicators (r = 0.09-0.19); physical function components
(r = 0.07-0.22); social network size (r = 0.27); partner
status (r = 0.23); and social support (r = 0.27). QoL was
moderately correlated with loneliness (r = —0.47),
depression (r = —0.58), and self-efficacy (r = —0.43).
Additionally, loneliness and partner status were moderately
correlated with depression (resp. r = 0.50; r = —0.31);
aerobic endurance was moderately correlated with self-
efficacy (r = —0.30); and depression was moderately
correlated with self-efficacy (r = 0.44).

Structural equation model

Based on the literature, we hypothesized that SES has a
direct and indirect effect on QoL by physical function,
social functioning, and psychological functioning (depres-
sive symptoms and self-efficacy). The path diagram of the
model, including standardized regression coefficients, is
shown in Fig. 1. The model fit indices demonstrated a
reasonable fit (> = 98.3, df = 48, p < 0.001), matching
the relative Chi-square criterion (y*/df < 5) and the
RMSEA criterion (RMSEA < 0.07). The SRMR value was
0.083, indicating mediocre fit (a value between 0.08 and
0.10). The CFI value was lower than the conventional
criteria of 0.90, indicating minimal acceptable fit. The Chi-
square p value criterion was not met. Overall, the model
explained 55.5 % of the variance of QoL.

The model indicates significant effects of SES on
physical function (y = 0.42, p = 0.001), social functioning
(y = 0.73, p < 0.001), depression (y = —0.70, p < 0.001),
and self-efficacy (y = 0.63, p < 0.001). Furthermore,
social functioning, depression, and self-efficacy have a
significant direct effect on QoL (resp. f = 0.61, p = 0.02;
p = —0.51, p =0.001; f = 0.27, p = 0.03), whereas the
effect of physical function on QoL was not significant

Table 2 Descriptive summary of outcome variables (n = 193)

Outcome variable n (%) Mean £+ SD
Physical function
Leg strength

Below average 92 (48)

Average 64 (33)

Above average 36 (19)
Dynamic balance

Below average 36 (19)

Average 61 (31)

Above average 96 (50)
Aerobic endurance

Below average 75 (39)

Average 44 (23)

Above average 74 (38)
Social functioning
Partner status

Single living 41 (22)

Living together 146 (78)
Loneliness 0.8 £1.2
Social network size 16.3 £ 5.0
Social support 327+ 5.7
Depression 5.6 55
Self-efficacy 37.7 £ 8.2
Quality of life 4777 £ 59

SD standard deviation

(f = 0.05, p = 0.57). There was no direct effect of SES on
QoL (f = —0.53, p = 0.24).

The standardized direct, indirect, and total effect of SES,
physical function, social functioning, depression, and self-
efficacy on QoL are presented in Table 4. The results
demonstrated that SES, social functioning, depression, and
self-efficacy had substantial total effects on QoL and that
physical function had only a minimal total effect on QoL.
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Table 3 Correlation matrix of the variables entered into the structural equation model, n = 193

1 2 3 4 5 6 7 8 9 10 11

1 Education®
2 Income® 0.360%
3 Leg strength® 0.011 0.059
4 Dynamic 0.007 0.146 0.227*

balance”
5  Aerobic 0.198* 0.193* 0.447%* 0.456*

endurance”
6  Loneliness® —-0.217* —-0.211* 0.102 —0.141 —0.096
7  Social network 0.136 0.232%* 0.105 0.136 0.232*  —0.350%*

size®
8  Partner status® 0.119 0.242%* 0.103 0.164* 0.150* —0.311%* 0.161*

Social support® —0.206* 0.020 0.008 0.097 0.070  —0.230* 0.294* 0.126

10 Depression* —0.133  —0.245* —0.102 —0.212* —0.236%* 0.501* —0.132 —0.314* —0.093
11 Self-efficacy” —0.284* —0.223* —0.177* —0.178* —0.303* 0.282* —0.165* —0.260* —0.081 0.440%*
12 Quality of life® 0.087 0.189* 0.073 0.221%* 0.185% —0.469* 0.273* 0.232%* 0.266* —0.577* —0.430*

* Significant correlation (p < 0.05)
? Continuous variable
® Ordinal variable

Fig. 1 Path diagram of the
hypothesized model illustrating
the relationship between
socioeconomic status and
quality of life. Presented are the
standardized coefficients.
Nonsignificant path coefficients

Socio-Economic

Physical function

Social Functioning

Quality of

are displayed in gray Status

Table 4 Standardized direct, indirect, and total effects of SES,
physical function, social functioning, depression, and self-efficacy on
quality of life

Variables Quality of life

Direct effect  Indirect effect  Total effect
SES 0.456* 0.987* 1.444%
Physical function 0.419 - 0.419
Social functioning 0.734* - 0.734*
Depression —0.696* - —0.696*
Self-efficacy 0.629* - 0.629*

* Significant effect (p < 0.05)

An alternative theory driven model was tested as a
sensitivity analysis. Inspired by social cognitive theory and
earlier research, effects of self-efficacy and social func-
tioning on physical function were added and estimated in
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Depression

Chi?=98.3; df=48; p<0.001

Self-Efficacy R

the model. This alternative model did not reveal any
new significant indirect effects. The overall fit of this
model was sufficient, but weaker than the hypothesized
model (3> = 95.4, df = 46, p < 0.001; RMSEA = 0.08).
Besides, basic regression analysis was performed to check
if the results were consistent with those from path analysis.
The results of these analyses were similar.

Discussion

In the present study, a path analysis indicates an indirect
effect of SES on QoL by social functioning, depressive
symptoms, and self-efficacy in community-dwelling older
adults. Persons with a more moderate SES reported poorer
social functioning, more frequent depressive symptoms,
lower self-efficacy, and, as a consequence, a less fulfilled
QoL. Surprisingly, physical function had neither a direct or
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indirect effect on QoL. The model has a reasonable overall
fit and explained 55.5 % of the QoL variance.

An association between SES and QoL is often presup-
posed; however, it has not been intensively studied whether
the relationship is direct or indirect. The majority of pre-
vious studies examined separate bivariate relationships
between indicators of SES, such as income or education,
and measures of QoL [4, 14, 15]. The current multivariate
analysis afforded the opportunity to evaluate both direct
and indirect relationships utilizing path analysis. Our ana-
lysis revealed only indirect effects of SES on QoL by social
functioning, depressive symptoms, and self-efficacy. Our
results imply that SES does not directly affect QoL.
Nonetheless, SES does influence a person’s social and
psychological functioning and consequently influences a
person’s QoL. Several studies questioned the size of the
direct relationship between SES and QoL. This relationship
appeared to be relatively minimal for people habituating in
developed countries. In a number of review studies, it was
reported that measures of SES explain only 2-3 % of the
variance in individual subjective well-being [15, 61]. It is
suggested that once basic needs are fulfilled, such as having
food, shelter, and clothing, income is of negligible rele-
vance [61]. In our multivariate model, we discovered more
substantial relationships. According to our model, 20.8 %
of the variance in QoL was explained by SES, social
functioning, depressive symptoms, and self-efficacy.

Physical function is not related to QoL in our study
sample. This is not in accordance with correlational studies
that actually ascertained relationships between measures of
physical function and feelings of well-being or QoL [20,
22-24]. A plausible explanation for the variance between
our results and other studies may be that our study popu-
lation was relatively (physically) healthy. Our study pop-
ulation experienced a considerable range in physical
function from below to above standard. All participants
were community-dwelling older adults, independent of
help or care from others, and reporting no or only minor
problems with daily living. As supported by several stud-
ies, we expect that physical function will only influence the
QoL if activities of daily living are impaired. In nursing
home residents, being physically mobile was mentioned as
a prerequisite for independence and mentioned as a deter-
minant of QoL [62]. Additionally, a study of Garatachea
et al. [20] demonstrated that there were diminished feelings
of subjective well-being for dependent, less physically
active subjects compared with those who were independent
and less physically active.

According to our analyses, poor social functioning,
reporting depressive symptoms, and experiencing minimal
self-efficacy contribute to a less fulfilled QoL. The amount
of social functioning and depressive symptoms are, more-
over, described as direct determinants of QoL [16, 17].

However, self-efficacy is often specified to have an indirect
influence on QoL through determinants of QoL, e.g.,
physical activity [63]. Self-efficacy is defined as the eval-
uation and the conviction in one’s individual abilities to
achieve particular goals [64]. Most studies examined self-
efficacy beliefs in the capacity of executing specific health
behaviors such as performing physical exercises or
employing a healthy diet. Alternatively, we measured
global self-efficacy in our study sample whereby global
self-efficacy was determined to be a direct determinant of
QoL and not merely having an indirect influence on QoL
through indicators of physical and psychosocial health. It
appears that persons who believe that individual actions are
responsible for successful achievements are generally
inclined to adopt beneficial health behavior that may con-
tribute to an enhanced QoL [64]. Some concepts of self-
efficacy are associated with concepts of QoL from a need-
satisfaction perspective. It is possible that the extent to
which people succeed in achieving their goals may be
associated with the degree in which human needs are sat-
isfied. It is also plausible that persons who succeed in easily
achieving their goals, more often fulfill their needs and
subsequently experience an improved QoL.

When we compare our results to models that explain
socioeconomic health differences, we can determine certain
resemblances, for example, explanations provided in the
reserve capacity model indicate similarities. This model
suggests that those persons with a low SES have a more
moderate bank of psychosocial resources and, conse-
quently, are more inclined to develop inferior physical
health [65]. Findings supporting this framework are in
accordance with our results. We also ascertained an indirect
relationship between SES and QoL through psychosocial
determinants. We contend that this framework may also be
applied to explain socioeconomic differences in QoL.

A number of methodological issues may be relevant
while interpreting our results. First, we employed a cross-
sectional study design. Therefore, we concentrated on the
current situation and did not investigate determinants of
change in QoL. To establish whether the proposed rela-
tionships maintain over a period of time and to specify the
direction of cause and effect, longitudinal randomized
controlled trials in more substantial study samples will be
required. Second, the mean age of participants with a low
SES was significantly higher compared with participants
with a high SES. However, this difference in mean age was
only 3 years. Therefore, we presuppose that this difference
is not clinically relevant and would not have influenced our
findings. Additionally, we noticed a somewhat skewed
gender distribution in relationship to the SES. In our study
sample, as well as in the general population of older adults,
older females are more often less educated and receive less
income than older males. Third, all study participants live
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in a developed economy meeting their basic needs such as
having food, shelter, clothing, sanitation, education, and
healthcare. We may expect that income has a greater effect
on the well-being of persons living in underdeveloped
economies [61]. Therefore, in order to draw conclusions
about the relationship between SES and QoL in older
adults living in underdeveloped countries, our study should
be replicated in other districts and countries.

The results that are presented indicate potential deter-
minants to address in order to ultimately enhance QoL in
both (relative) low- and high-SES older adults. Longitudi-
nal analyses are required to determine whether the proposed
relationships maintain over a period of time. To improve
QoL in older adults, we need an increased focus on the
socioeconomic psychosocial differences and subsequently
develop tailored interventions to improve psychosocial
functioning in the community-dwelling older population.
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