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Abstract
Purpose  The aims of this study were: (1) to analyze age differences in health-related quality of life (HRQoL) between the 
young old (aged 65–84) and the oldest old (aged 85 and over), and (2) to investigate three types of predictors: (a) physical 
health [Basic Activities of Daily Living (BADL), Instrumental Activities of Daily Living, comorbidity, use of medication], (b) 
global cognitive ability and (c) psychosocial factors, specifically personality traits, social support and emotional functioning 
(positive and negative affect and life satisfaction), which may influence the HRQoL of both the young old and the oldest old.
Method  A cross-sectional study was conducted with 257 healthy community-dwelling elderly people. HRQoL was assessed 
using the SF-36 Health Survey. Functional and health status, global cognitive ability and psychosocial variables were also 
assessed.
Results  Age differences were found in HRQoL, with the oldest old scoring lower for this variable. Multiple stepwise hier-
archical linear regression analyses revealed that, in relation to the physical health component, use of medication, BADL and 
positive affect had the greatest influence among the young old (65–84), whereas among the oldest old, neuroticism and the 
BADL were the most influential factors. As regards the mental health component, neuroticism, use of medication and posi-
tive affect were the main predictor variables among the young old, while neuroticism and negative affect had the greatest 
influence among the oldest old group.
Conclusion  The oldest old had a poorer HRQoL in both dimensions measured (physical and mental). There appear to be 
differences between the determinants of HRQoL for young old and oldest old adults, suggesting that these associations 
change with age.

Keywords  Age differences · Young old · Oldest old · HRQoL

Health-related quality of life (HRQoL) is defined as “the 
extent to which physical dysfunction, pain, and distress 
result in limitations of people’s everyday behaviors, social 
activities, and psychological well-being” [1]. Maintain-
ing a good HRQoL is especially important in older adults, 

who frequently experience poor functional health and are 
more vulnerable to negative health outcomes. Studies con-
ducted with older adults have concluded that age is associ-
ated with a lower level of HRQoL [2, 3]. Specifically, the 
oldest old consider themselves to have a “poorer” HRQoL 
than younger elderly people due to an increase of physical 
health problems and limitations in their functional health 
[4]. Previous studies have identified certain predictor vari-
ables of HRQoL among both the young old and the oldest 
old, although it is true that the number of studies focusing 
on this latter age group is much lower. Below, we outline 
the key findings reported to date for each age group: young 
old and oldest old.

Cross-sectional and longitudinal studies have identi-
fied several factors that seem to have a detrimental effect 
on HRQoL in young older adults: being older and being a 
woman are considered to be risk factors for a lower HRQoL 
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[5, 6], and higher levels of functional limitations [7], low 
socio-economic status [5], the presence of depressive symp-
toms [8–10], low social support [6, 11] and increased social 
isolation (living alone) [10, 12] have also been identified as 
determinants of a poorer HRQoL in this age group. How-
ever, most of these studies were carried out only with young 
older adults, and there is a need for further research into 
the factors associated with HRQoL at a more advanced age. 
Only a few studies have outlined the possible factors affect-
ing HRQoL among the oldest old. The results of a Span-
ish research project indicate that gender (being a women), 
being pre frail, having heart failure and having a high social 
risk score were predictive factors of a poorer HRQoL in 
a 3-year follow-up study, whereas higher functional sta-
tus and nutrition scores appeared to predict an enhanced 
HRQoL [13]. Among the oldest old, it has also been found 
that economic situation and social welfare predict QoL and 
self-reported health [14]. Other studies with this age group 
have associated factors such as increased use of medica-
tion and increased number of chronic illnesses with a poorer 
HRQoL [15] and body fat percentage was also associated 
with lower HRQoL and depression among nonagenarians 
[16]. In a study exploring the predictive factors of qual-
ity of life in different oldest old cohorts, Brett et al. [17] 
found that depressive symptoms and low-emotional stabil-
ity levels (personality trait) were variables with a higher 
predictive power for QoL. Nevertheless, the results found 
for other personality traits (conscientiousness, extraversion, 
openness and agreeableness) were inconclusive. In another 
study by Brett et al. [18], which aimed to analyze predictors 
of change in QoL across 11 years, the authors compared 
the results of the same cohort at ages 79 and 90 years. The 
results revealed a significant decrease in most dimensions of 
QoL among nonagenarians. Furthermore, QoL at age 79 was 
the variable with the greatest predictor power for QoL at age 
90, and lower physical QoL was related to depression and 
functional ability, whereas psychological QoL was associ-
ated with anxiety. Finally, correlational studies concluded 
that lower HRQoL was associated with increased risk of 
depression, increased use of medication, increased number 
of chronic diseases and more problems with the Instrumental 
Activities of Daily Living (IADL) among the oldest old in 
Sweden [19].

Although there are few references regarding which vari-
ables have the greatest predictive power among people over 
and under the age of 85, the findings outlined above seem to 
indicate differences in the determinants of HRQoL between 
young old and oldest old adults, thus suggesting that these 
associations change with age. Nevertheless, the studies men-
tioned above have certain limitations. Gouveia et al. [10] 
and Hong [15] are the only authors who compare different 
age groups (60–69 and 70–79, and 65–69, 70–74, 75–79, 
80–84 and above 85, respectively), with all the other studies 

focusing on a single one (either the young old or the oldest 
old). Furthermore, unlike sociodemographic variables and 
those linked to medical condition, psychosocial variables 
have received relatively little attention in the current litera-
ture. In short, more studies are required, which focus jointly 
on health, cognitive functioning and psychosocial variables 
in both age groups (under and over the age of 85).

To contribute to a deeper understanding of these issues, 
our main aims were: (1) to analyze age differences in 
HRQoL between the young old (aged 65–84) and the oldest 
old (aged 85 and over), and (2) to investigate three types of 
predictors: (a) physical health (BADL, IADL, comorbid-
ity, use of medication), (b) global cognitive ability and (c) 
psychosocial factors, specifically, personality traits, social 
support and emotional functioning (positive and negative 
affect and life satisfaction), which may influence the HRQoL 
of both the young old and the oldest old.

Method

Participants

This cross-sectional study was carried out with 257 commu-
nity-dwelling older adults from Spain, aged between 65 and 
104. The sample was divided into two age groups: 65–84 
(n = 155), and 85–104 years old (n = 102). The inclusion 
criteria for participating in the study where: (a) being over 
65 years of age; (b) not being dependent in activities of daily 
living (ADL); (c) not needing round-the-clock care; and (d) 
not having a mood disorder or an age-related neurodegen-
erative disease. Several screening measurement tools were 
applied during the selection process. The Barthel Index and 
the Lawton Instrumental Activities of Daily Living (IADL) 
Scale were used to measure ADL, the Goldberg Anxiety and 
Depression Scale was used to screen for mood and anxiety 
disorders, and finally, the Mini-Mental State Examination 
was used to screen for cognitive impairment. A summary 
of the population details of the sample group is provided 
in Table 1.

Measures

Outcome variable

HRQoL was evaluated using the SF-36 Health Survey [20, 
21], a set of eight multi-item scales designed to measure 
eight different dimensions: social functioning (SF), physical 
functioning (PF), bodily pain (BP), role physical (RP), role 
emotional (RE), mental health (MH), vitality (VT) and gen-
eral health (GH). The scores obtained for all items are coded 
and amalgamated into a single scale ranging from 0 (poor 
health) to 100 (optimal health). By summing the scores, two 
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major components can be obtained: (1) the physical compo-
nent summary (PCS), composed of PF, RP, BP and GH; and 
(2) the mental component summary (MCS) made up of VT, 
SF, RE and MH.

Predictor variables

Physical health: the basic activities of daily living (BADLs) 
were assessed with the Spanish version of the Barthel Index 
[BI; 22, 23]. This scale consists of ten items that measure a 
person’s daily functioning, particularly the ADL and mobil-
ity. Items focus on activities such as feeding, grooming, 
bathing, dressing, toilet use, bladder control, bowel control, 
ambulation, chair transfers and stair climbing. Items are 
rated in terms of whether individuals can perform activi-
ties independently, with some assistance, or are dependent 
(scored as 10, 5 or 0). The total score ranges from 0 to 100, 

with lower scores representing greater dependency. Inde-
pendent living skills were measured by means of the Span-
ish validated version of the Lawton Instrumental Activities 
of Daily Living Scale [IADL; 24, 25]. This scale measures 
eight domains of function, including areas such as cook-
ing, shopping and managing finances, with scores ranging 
between 0 (low function) and 8 (high function). This pre-
dictor variable (physical health) was also assessed using 
the Age-adjusted Charlson Comorbidity Index [AACI; 26], 
which weights and scores 19 comorbid conditions (such 
as, for example, cerebrovascular disease, chronic pulmo-
nary disease and myocardial infarction). Extra points are 
awarded for age (for each decade over the age of 40, with a 
maximum of 4). We also registered the level of medication 
intake among respondents.

Cognitive health: this variable was assessed using the 
Mini Examen Cognoscitivo [MEC; 27], which is the adapted 
and validated Spanish version of the Mini-Mental State 
Examination (MMSE), originally developed by Folstein 
et al. [28]. This instrument is a simple measure made up 
of 24 items which analyze the following cognitive areas: 
orientation, concentration, attention, recall, calculation and 
language. The maximum overall score that can be obtained 
is 35 points.

Psychosocial factors: the Spanish version of the NEO Five 
Factor Inventory [NEO-FFI; 29, 30] was used to evaluate 
personality traits. This instrument is the short form of the 
NEO PI-R and consists of 60 items, 12 for each of the 5 fac-
tors: conscientiousness, agreeableness, neuroticism, extra-
version and openness to experience. Items are assessed using 
a Likert-type scale, with scores ranging from 1 (strongly 
disagree) to 5 (strongly agree). Social support was assessed 
by means of the Functional Social Support Questionnaire 
[DUKE-UNK-11; 31], a validated Spanish-language scale 
comprising 11 items measuring total support, affective or 
emotional support (e.g. demonstrations of empathy and 
affection) and confidential support (e.g. whether or not 
an individual has someone with whom to communicate). 
Responses are given on a Likert-type scale from 1 (much 
less than I would like) to 5 (as much as I would like). Emo-
tional functioning was assessed with the Spanish version of 
the Positive and Negative Affect Scale [PANAS; 32, 33], an 
instrument comprising two mood scales (with ten items per 
scale) developed to enable brief assessments of both positive 
and negative affect. Participants use a five-point scale rang-
ing from 1 (very slightly or not at all) to 5 (very much) to 
rate the degree to which they have felt each emotion during 
the specified period. Finally, life satisfaction was measured 
using the Spanish version of the Life Satisfaction Scale [34, 
35], on which respondents are asked to rate the extent to 
which they agree or disagree with each of the five items. 
Answers are given on a seven-point scale ranging from 7 
(strongly agree) to 1 (strongly disagree).

Table 1   Population characteristics (N = 257)

Parameter 65–84 years 
old (n = 155)

85–104 years 
old (n = 102)

N (%) N (%)

Gender
 Female 90 (58.1) 90 (60.8)
 Men 65 (41.9) 12 (39.2)

Marital status
 Widowed 27.1 64.7
 Married 57.4 12.7
 Single 8.4 17.6
 Divorced 7.1 5

Education
 Illiterate 0 6.9
 Basic literacy skills 13 21.6
 Primary education 53.3 55.9
 Secondary education 11 5.8
 Higher education 15.6 8.8
 Vocational training 7.1 1

Other members of the household
 Lives alone 27.3 21.7
 Spouse 57.3 16.3
 Sons/daughters 14.2 41.3
 Nieces/nephews/sister .6 12
 Carer .6 8.7

Occupation
 Administration or services 31 30.4
 Homemaker 22 20.6
 Professional 16.1 20.6
 Farmer 3.2 14.7
 Manual laborer 8.4 5.9
 Technician or middle management 10.3 3.9
 Business person or executive 9 3.9
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Procedure

To recruit participants for the young old sample (under 
85s) we contacted the governing boards of social centers 
located in towns near the city of San Sebastián. To recruit 
participants aged 85 and over, particularly centenarians, we 
contacted geriatric social workers from several different 
municipalities in the province of Gipuzkoa. Following initial 
telephone conversations with social workers or members of 
the governing boards, we then contacted participants them-
selves and arranged an interview if they expressed an interest 
in participating. We first explained the aim of the study and 
then informed participants that their collaboration would be 
strictly voluntary, anonymous and confidential. After this 
step, participants were asked to give their informed consent 
and were given the choice of being interviewed in their own 
homes or at our offices. Those who were able to travel were 
asked to come to our offices at the Matia Instituto Geron-
tológico in San Sebastián, Spain. However, all of the old-
est old (85+) participants chose to conduct the interview 
at home due to poor health or lack of transportation. Next, 
after basic background details such as age, education level, 
occupation, marital status and cohabitation were obtained, 
interviews were held with participants. These interviews 
were conducted by experienced psychologists who were 
tasked with completing a series of questionnaires measur-
ing the variables described above: HRQoL, physical health, 
cognitive functioning and psychosocial factors.

Statistical analyses

The data collected were analyzed using the SPSS 21.0 statis-
tical package program. Independent t samples were used to 
compare the mean scores of the two age groups. Moreover, 
the Cohen’s d effect sizes were calculated from the t tests to 
determine the practical significance of the results. Bivariate 

analyses were conducted using the Pearson correlation coef-
ficient to assess the strength of the associations between all 
study variables. Variables which, in the bivariate analyses, 
were associated with HRQoL in each age group were entered 
into a multiple stepwise hierarchical linear regression model 
determined by the strength of their association with the 
outcome variable. The critical value for significance in all 
analyses was set at p < 0.05.

Results

The means and standard deviations for HRQoL by age 
groups (young old vs. oldest old) are presented in Table 2. 
The oldest old age group was found to score significantly 
lower than the young old age group both in the physical 
component summary of HRQoL (p < 0.001, d = .76) and in 
some of the dimensions belonging to this component (physi-
cal functioning and general health, p < 0.001, d = 1.42 and 
.48, respectively). The effect size of the physical component 
summary and general health was medium, whereas that of 
physical functioning was large. Significantly, lower scores 
were also observed among the oldest old in the mental com-
ponent summary (p < 0.001, d = .57) of HRQoL and in two 
of the domains belonging to this component (vitality and 
mental health p < 0.05, d = .76 and .29, respectively). The 
effect size of the mental component summary was medium, 
that of vitality was large and that of mental health was small.

As shown in Table 3, among the 65–84 age group, the 
bivariate analyses revealed that the physical component 
summary was significantly and positively correlated with 
BADL and IADL, conscientiousness and positive affect, 
and was negatively associated with comorbidity, use of 
medication and neuroticism. Regarding the mental com-
ponent summary, a significant positive relationship was 
observed with extraversion, conscientiousness, social 

Table 2   Descriptive statistics 
and age-related (young old 
vs. oldest old) differences in 
HRQoL

Young old 
(65–84 years old)
M ± SD (n = 155)

Oldest old (85–
104 years old)
M ± SD (n = 102)

p d

Age (years) 74.15 ± 5.92 92.53 ± 5.91
PF: physical functioning 79.77 ± 24.97 37.78 ± 32.43 < .001 1.42
RP: role physical 88.39 ± 21.86 87.94 ± 22.14 0.874 0.02
BP: bodily pain 78.79 ± 23.09 78.34 ± 25.32 0.885 0.01
GH: general health 66.56 ± 16.39 59.39 ± 14.00 < .001 0.48
PCS: physical component summary 78.38 ± 16.28 65.86 ± 16.62 < .001 0.76
VT: vitality 70.94 ± 21.68 52.08 ± 26.86 < .001 0.76
SF: social functioning 96.19 ± 13.88 92.42 ± 18.71 0.088 0.02
RE: role emotional 91.13 ± 19.09 92.59 ± 17.45 0.538 0.08
MH: mental health 79.03 ± 17.81 73.74 ± 18.08 0.023 0.29
MCS: mental component summary 81.20 ± 11.94 74.12 ± 12.93 < .001 0.57
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support, positive affect and life satisfaction. Moreover 
the mental component summary was negatively associ-
ated with comorbidity, use of medication, neuroticism 
and negative affect in the same age group.

Among the oldest old, the physical component sum-
mary was significantly and positively correlated with 
BADL and IADL, cognitive functioning, conscientious-
ness and life satisfaction, and was negatively associ-
ated with comorbidity, neuroticism and negative affect 
(Table 4). As regards, the mental component summary, a 
significant positive relationship was found between this 
variable, extraversion and conscientiousness. Moreover, 
this same variable was negatively associated with neuroti-
cism and negative affect in the oldest age group.

Having identified a number of significant associations, 
we then conducted a multiple stepwise hierarchical lin-
ear regression analysis. Three types of predictors were 
entered in the analysis: (1) physical health (BADL, IADL, 
comorbidity, use of medication), (2) global cognitive abil-
ity and (3) psychosocial factors, specifically, personality 
traits, social support and emotional functioning (positive 
and negative affect and life satisfaction). The outcome 
variables were: the PCS and the MCS of HRQoL.

Among the younger age group (from 65 to 84 years 
old), the variable found to best predict the PCS of HRQoL 
was use of medication, which explained 25.8% of the 
variance (Table 5). Although they also entered into the 
equation, BADL and positive affect were found to be less 
powerful predictors of the PCS of HRQoL (explaining 
10.9% and 2.9% of the variance, respectively). Together, 
these three variables explained 39.6% of the variance.

Among the oldest old, the variables found to best pre-
dict the PCS of HRQoL were the personality trait neuroti-
cism, which explained 26.6% of the variance (Table 5), 
and BADL, which explained 12.3% of the variance. The 
total percentage of variance explained by these two vari-
ables was 38.9%.

As regards, the MCS of HRQoL, in the younger age 
group the variable found to be the best predictor was 
neuroticism (16.1%). Although they also entered into the 
equation, BADL and positive affect were found to be less 
powerful predictors of the MCS of HRQoL (explaining 
10.7% and 5.4% of the variance, respectively). Together, 
these three variables explained 32.2% of the variance.

Among the oldest old, neuroticism was also found to 
predict this outcome variable, explaining 24.4% of the 
variance. To a much lesser extent (only 3%), the variance 
was also explained by negative affect. Together, these two 
variables explained 27.4% of the variance. The results are 
presented in Table 6.

Discussion

The results indicate significant differences in HRQoL 
between those aged 65–84 and those aged 85 and over. 
As expected, the oldest old (those aged 85 and over) were 
found to have a lower level of HRQoL than their younger 
counterparts in both dimensions measured (physical and 
mental). This result is consistent with those reported 
by previous studies which identify age as a predictor of 
HRQoL, with levels dropping as individuals grow older 
[4, 5].

As regards to predictor variables, the results indicate 
that they are different for each group. In the younger age 
group, objective health (specifically the use of medication) 
was found to be the variable which best predicted the PCS 
of HRQoL (25.8%), although BADL and positive affect 
were also found to have some predictive power (10.9% and 
2.9%, respectively).

Among the young old, results suggest that maintaining 
optimum levels of basic functional capacity and health 
is very important to ensuring satisfactory aging among 
this age group, since a decrease in physical health (either 
due to an increase in the number of medicines taken or to 
reduced functional capacity) was found to have a negative 
effect on participants’ perception of the physical compo-
nent of their HRQoL. As Rowe and Kahn [36] pointed 
out, variables such as low likelihood of disease, active 
engagement and high cognitive/physical functional capac-
ity are all key factors in successful aging, at least among 
the young old since, as explained below, among the oldest 
old the situation is different. Thus, when young old peo-
ple perceive a reduction in these abilities, this results in a 
poorer perception of the physical component of HRQoL. 
This does not tend to happen, however, among the old-
est old. The adults in this age group have become accus-
tomed to constraints in the activities of daily living, and 
have often learned to live also with chronic illness, which 
they see as an intrinsic part of growing old. The oldest 
old generally experience more complex health problems, 
with some authors referring to these individuals as “sick 
survivors” [37]. This is perhaps why the use of medica-
tion does not predict the physical dimension of HRQoL 
in this age group, with personality, and more specifically, 
neuroticism, being the variable with the greatest predictive 
power. It has been argued that acceptance among the oldest 
old of chronic conditions in the physical dimension does 
not in itself necessarily indicate a higher level of emo-
tional vulnerability or a worse psychological state. Thus, 
although there is a close link between more advanced 
age and both functional deterioration and physiological 
change, among the oldest old at least, it may be that there 
is no positive correlation between the psychological and 
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social aspects of aging and the physiological changes that 
take place throughout the life cycle [38]. Reaching very 
old age in optimum condition poses a series of impor-
tant challenges, in which resilience and adaptive fitness 
are crucial for maintaining positive well-being [39, 40]. 
Indeed, among the oldest old, personality may be a vital 
factor for developing the positive attitude required, with 
the lowest levels of both physical and mental HRQoL 
being perceived by those individuals with strong neurotic 
tendencies. This is not surprising given the mental health 
implications of neurotic tendencies (which have also been 
found to predict the mental component of HRQoL among 
young old adults). Prior research has found that neurotic 
people report more functional limitations and steeper 
declines in physical functioning [41, 42], less energy and 
increased risk of frailty in old age [43, 44]. The associa-
tion between neurotic traits and poorer perception of the 
physical and mental components of HRQoL among the 
oldest old, but also between neuroticism and the mental 
health component among the young old, may reflect a life-
time of health-damaging behaviors associated with this 
trait, such as smoking and physical inactivity [45], as well 
as increased negative affect [46].

In both age groups, the BADL were found to explain the 
physical component of HRQoL (alongside other variables). 
In this, our results are consistent with those reported by pre-
vious studies, which found that functional capacity is one of 
the determining factors of HRQoL in both the young old and 
the oldest old [7, 13]. In other words, among the young old, 
those who take more medication, have less basic functional 
capacity and lower levels of positive affect have a poorer 
perception of their physical health. In the group of the oldest 
old, neurotic traits and less functional capacity were found 
to predict the physical component of HRQoL.

The association between positive and negative affect 
and HRQoL is also worth mentioning. Among the young 
old, positive affect was found to explain 12.9% of the vari-
ance in relation to the physical component, and 5.4% of 
the variance in relation to the mental component. Among 
the oldest old, negative affect only explained 3% of the 
variance in relation to the mental component. To the 
best of our knowledge, only a few studies have focused 
on the association between positive and negative affect 
and HRQoL [47]. According to our results, the role of 
positive affect is significant, particularly among the 
young old and in relation to the physical dimension. In 

Table 5   Stepwise hierarchical 
linear regression to PCS of 
HRQoL among the young old 
and the oldest old

*F(3, 151) = 33.96, p < .001, R2= 0.39
**F(2,91) = 29.93, p < .001, R2 = 0.38

B Standard error β R2 t p

Young old (from 65 to 84 years old)
 Use of medication − 2.48 0.46 − 0.36 0.25 − 5.30 < .001
 Basic activities of daily living (BADL) 0.86 0.17 0.33 0.36 4.91 < .001
 Positive affect 0.45 0.16 0.18 0.39 2.83 < .001
 (Constant)* − 12.44 17.92 − 0.69 0.488

Oldest old (from 85 to 104 years old)
 Neuroticism − 0.98 0.19 − 0.42 0.26 − 5.56 < .001
 Basic activities of daily living (BADL) 0.21 0.04 0.37 0.38 4.16 < .001
 (Constant)** 70.44 6.14 6.70 < .001

Table 6   Stepwise hierarchical 
linear regression to MCS of 
HRQoL among the young old 
and the oldest old

*F(3,151) = 24.85, p < .001, R2= 0.32
**F(2, 94) = 18.72, p < .001, R2 = 0.27

B Standard error β R2 t p

Young old (from 65 to 84 years old)
 Neuroticism − 0.47 0.10 − 0.31 0.16 − 4.63 < .001
 Use of medication − 1.40 0.35 − 0.28 0.26 − 3.98 < .001
 Positive affect 0.43 0.12 0.24 0.32 3.56 < .001
 (Constant)* 80.90 4.45 18.15 < .001

Oldest old (from 85 to 104 years old)
 Neuroticism − 0.79 0.18 − 0.42 0.24 − 4.43 < .001
 Negative affect − 0.65 0.29 − 0.22 0.27 − 2.20 0.030
 (Constant)** 99.28 4.50 22.01 < .001
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this sense, previous studies have highlighted the protective 
role played by positive emotions in relation to illness and 
death [48, 49]. Our results support the design of inter-
vention programs targeted at fostering positive emotions 
and ensuring the effective management of distress and 
anxiety (a common problem among those with neurotic 
tendencies), in order to help older adults to enjoy a better 
HRQoL.

Finally, we would like to highlight the importance of 
medication intake as a predictor of the physical component 
of HRQoL among the young old. Most studies exploring 
the relationship between medication and quality of life 
have done so from the perspective of adherence. How-
ever, more recently, some authors have highlighted the 
importance of medication intake as a predictor variable 
of (among other aspects) HRQoL among the young old 
(mean age 74.72 years) [50]. The number of medicines 
taken was the medication-related variable that had the 
most robust association with HRQoL. Our results coin-
cide with this finding, since among the young old adults 
in our study, this variable was the most powerful predictor 
of the physical component of HRQoL, and the second-
most powerful predictor (after neuroticism) of the mental 
component. The implications of these results are similar 
to those outlined above, since the paradigm of active aging 
in this age group is directly linked to good health. Higher 
medication intake among older adults implies a greater 
number of diseases and, consequently, a poorer HRQoL.

The study has certain limitations that should be borne 
in mind. First, it is a cross-sectional rather than longitu-
dinal study, and second, the sample group did not include 
any young old or oldest old adults with cognitive impair-
ment or in a state of ADL dependence. In other words, it 
comprised only individuals who were aging satisfactorily. 
Despite this being necessary for both the aim of the study 
and to enable participants to complete the assessment 
instruments used, future research may wish to expand the 
sample to include a more representative range of people in 
this age group, although it would be particularly interest-
ing to have a broader sample of oldest old people, since 
this is an age group that is expected to increase over com-
ing years. Another limitation that should be mentioned 
refers to how the medication taken by participants on 
a daily basis was recorded (number of medications per 
day). This general information was used for the subsequent 
analyses and may have influenced the results, since no 
specific weight was given to the type of medication, only 
the number of pills taken daily.

Despite these limitations, however, we believe that one 
of the strengths of this study was the inclusion of two 
groups of individuals, aged under and over 85. Moreo-
ver, the inclusion of psychosocial variables, which have 

received very little attention to date, is another novel con-
tribution made by the study.

In sum, the results of this study indicate the existence 
of age-related differences in HRQoL between those aged 
under and over 85, with the older age group having a 
poorer perception of their physical and mental health. In 
relation to the predictor variables for the two age groups 
analyzed, the results indicate age-related differences in 
the determinants of HRQoL, thereby suggesting that the 
associations change with age. We can, therefore, conclude 
that among the young old, objective health (use of medica-
tion) and the personality trait neuroticism, as well as (to 
a lesser extent) BADL and emotional functioning (posi-
tive affect), are the variables with the greatest predictive 
power for HRQoL. Among the oldest old, neuroticism was 
the variable with the greatest predictive power, followed 
(to a much lesser extent) by emotional functioning (nega-
tive effect) and BADL. Our findings highlight the fact 
that, in addition to some variables that have previously 
been identified as being related to HRQoL (medication 
intake and BADL), there are also other, less-studied, psy-
chosocial ones (personality trait neuroticism and affect) 
which predict HRQoL, regardless of age. This suggests 
that researchers and clinicians should take into account 
the differences which exist in HRQoL between those aged 
under and those aged over 85, as well as the variables 
which predict them. In relation to prevention and interven-
tion programs, special attention should be paid to those 
individuals with high levels of neuroticism, and specific 
programs should be developed to help them cope better 
with negative emotions, which are generally more preva-
lent among those with neurotic traits. By enhancing these 
skills we can help these individuals develop a better per-
ception of their HRQoL during old age. Moreover, the 
findings suggest that home and community intervention 
programs should be developed to promote elderly peo-
ple’s basic functional capacity, and that health profession-
als should monitor their pharmacological treatments more 
closely (especially among the young old) in order to pro-
mote health and, therefore, HRQoL among this age group.
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