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Abstract
Objectives

The objective of the paper was to assess the association between experiencing fear of crime
and/or psychological and/or physical abuse in relation to self-reported physical and
psychological health, using a large representative sample of elderly women and men in
Sweden.
Study design

Cross-sectional national survey
Methods

Data were taken from a nationwide representative public health survey (2006). Men and
women between the ages of 65 and 84 were selected for the analyses in the study, which
comprised 4,386 men and 4,974 women. The response rate for this age group was 59% for
men and 70% for women.
Results

Psychological and physical abuse against elderly women and men produced raised odd ratios
for negative health outcomes, independently of socio-economic status. Strong correlation
between psychological abuse and negative health outcomes was found in both men and
women, while physical abuse showed less significantly raised odds ratios, especially among
women. The men in particular had high odds ratios for suicidal thoughts and even for
attempted suicide in connection with physical and psychological abuse and fear of crime.
Conclusions

The study provides representative results addressing an extensive negative health outcome
panorama caused by fear of crime and exposure to abuse.
Keywords: elderly, abuse, ill health, men, women, population study
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Introduction
Abuse of the elderly is a recent form of violence to come to public attention, but it remains a
largely hidden problem. Abuse of this kind is an important public health and human rights
issue. A WHO (World Health Organization) report on violence and health highlights the
existence of a wide range of activities and manifestations that the elderly may be exposed to
in different social and cultural groups throughout the world1. As one source puts it, ‘The
incidents differ – the burning of a so called witch in Mozambique, the punching of a nursing
home resident in the USA, the violent robbery of a fruit-seller in Brazil – but they share a
common factor: all are examples of abuse against elderly people…’2. Elder abuse is often
defined as any action, or any lack of appropriate action, that causes harm, intentionally or
unintentionally, to an elderly person3. The main types of abuse that have been identified are
physical, psychological or emotional, sexual and financial abuse, and negligence1, 4, 5. There is
a wide range (3-27%) of prevalence of elderly abuse reported in general population studies
from different countries, reflecting true variation in abuse rates across cultures as well as
possibly differences in measurement methods6.
Several studies have reported that severe abuse among women and men declines with age3, 710, 30

. Elderly have a reduced risk of being personally abused, yet they still have a high degree

of fear of crime 11. Crucially for elderly, fear of crime can deter from participating in
everyday activities and potentially decrease personal choices and mobility 12.
Research has confirmed a relation between elderly abuse and ill health in studies concerning,
for instance, domestic violence8, 13 limited populations such as primary care settings14 and
independent living settings15, 16. Physical abuse may have both physical and psychological
consequences16-19. Elderly persons who are victims of psychological abuse are more likely to
experience poor physical health and emotional and/or mental impairment than the non-abused
population20. Not only abuse but a fear of crime is also shown to be associated with poorer
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mental health, limitations in physical functioning and lower quality of life, even if this is less
studied 21, 22.

There are however very few large population-based studies that assess the link between elder
fear of crime, elder abuse and ill health. The aim of the current study is to assess the
association between experiencing a fear of crime and/or psychological and/or physical abuse
in relation to self-reported physical and psychological health, using a large representative
sample of elderly men and women in Sweden.

Method
Data from a nationwide public health survey conducted by the Swedish National Institute of
Public Health in 2006 were analysed. A nationally representative sample of close to 60,000
women and men aged 16-84 had been asked to reply to a questionnaire, called Equal Health?,
sent to them by mail. In this present analysis men and women between the ages of 65-84 were
selected, which comprised 4,974 women and 4,386 men. The response rate for this age group
was 70% for women and 59% for men.
The questionnaire contained 77 questions, 42 of which were about physical and mental health
and use of the health care system, 30 pertained to socioeconomic factors, form of housing,
and work environment, and five dealt with cigarette smoking and use of alcohol. Questions
concerning abuse were included under the heading ‘Security’. A question involving fear of
crime was worded, ‘Has it ever happened that you refrained from going outdoors alone
because you were afraid of being assaulted, robbed or in any way molested during the past 12
months?’. The alternative responses to this question were (1) ‘No’, (2) ‘Yes, sometimes’ and
(3) ‘Yes, often’. To assess psychological abuse, the following two questions were used: ‘Have
you been verbally offended during the past 12 months?’ (with response alternatives [1] ‘No’,
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[2] ‘Yes, sometimes’ and [3] ‘several times’) and ‘Have you been exposed to any threats or
threats of violence that made you scared during the past 12 months?’ (with binary answer
alternatives). Two questions regarding physical abuse were worded as follows: (1) ‘Have you
been exposed to physical violence during the last 12 months?’ and (2) ‘If so, where did it
happen?’; (1) had binary answers while (2) offered several given alternatives. Self-rated
health was assessed using the question, ‘How do you rate your general state of health?’; the
alternative answers were (1) ‘very good’, (2) ‘good’, (3) ‘fair’, (4) ‘poor’ and (5) ‘very poor’.
The responses were then further dichotomized, (1) and (2) as good and (3), (4) and (5) as
poor. This question has high validity in relation to both psychological and physical health23, 24.
To assess mental health, the 12 questions from the General Health Questionnaire (GHQ 12)
were included. The GHQ is one of the most thoroughly tested questionnaires regarding mental
health and is used for screening current general psychological and psychiatric disorders25.
Alcohol use was assessed using the Alcohol Use Disorders Identification Test (AUDIT),
constructed by WHO in 1992 and widely used for adults. The first three questions (AUDIT C)
regarding consumption were used, and different cut-off values for women and men were
chosen to discriminate for hazardous drinking26. For smoking, one question was chosen,
namely, ‘Are you a daily smoker?’.
Questions that were relevant to the age group regarding health and socioeconomic factors
were chosen for the analyses of this study. Most health variables had three response
categories: ‘No’; ‘Yes, some problems’; and ‘Yes, severe problems’. These were
dichotomized into (1) No and Yes, some problems; and (2) Yes, severe problems. A question
about ethnicity was divided into two categories: (1) born in Sweden and/or other Nordic
country (Norway, Denmark, Finland, Iceland) or (2) born in some other country. Civil status
was trichotomized into (1) married or cohabiting or (2) single or (3) widowed. Regarding
education, the answers were trichotomized into: (1) all levels of education less than a total of
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11 years, (2) education of 12 to 14 years and (3) 15 years of education or more. Working
history was dichotomized into (1) manual and (2) non-manual. Economic margin was
evaluated by use of the question, ‘If you suddenly needed 15,000 kronor (approximately
1,500 euro), could you manage to get it in one week?’. A pharmaceutical index was
constructed using the added declared pharmaceuticals, as was a use of health care index, using
added reported visits to various health care facilities.
The statistical analyses were conducted using the SPSS program 17.0. Binary logistic
regression was used to analyse possible associations between abuse and socioeconomic
factors and different health outcomes. Multivariate logistic regression was used to analyse the
association between abuse and health outcomes, controlling for socioeconomic factors and
smoking. The significance level used was <0.05. Prevalence, with a 95% confidence interval,
was used to describe and analyse differences in socioeconomic background (education,
unemployment, financial situation and civil status), smoking, hazardous alcohol use and use
of cannabis, for those exposed to abuse compared with those not exposed. Generally, when
comparing two parameter estimates, the estimates are statistically significant different if the
confidence intervals do not overlap43.
All participants were informed about the study in a cover letter enclosed with the
questionnaire. Answering the questionnaire was judged to be consent to join the study. The
Ethics Committee at the Swedish National Board of Health and Welfare approved the survey.

Results
The sample characteristics and prevalence of exposure to the different forms of abuse are
reported for two age classes, to differentiate between younger elderly (65-74) and older
elderly (75-84). To guarantee a sufficient sample foundation, only one age class, 65-84, was
used for the logistic regression analyses.
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The socioeconomic characteristics of the population are given in Table 1. Irrespective of sex
and age, the majority of the elderly population was born in Sweden, married or cohabiting,
had a shorter form of education and lived in a home of their own. The women more frequently
reported living in a single household (specifically being widowed) and having a lower
educational base, more difficult economic situation and lower percentage of risk consumption
of alcohol than the men.
A higher percentage of women than men also answered that they had refrained from going
outdoors alone because they were afraid of being assaulted, robbed or in some way molested
(fear of crime) (Table 2). Psychological abuse was more prevalent than physical abuse in both
men and women, and both psychological and physical abuse decreased with age. No
substantial difference between the sexes was found in this respect (Table 2). Figure 1
illustrates the overlapping of physical and psychological abuse and the perception of fear of
crime. Fear of crime and psychological abuse overlap considerably in both women (51%) and
men (48%). There is almost no overlapping between physical abuse and psychological abuse
among the women (5.3%), but the men report more concurrent forms of abuse (psychological
and physical abuse in 39%; physical and fear of crime in 15%)(Figure 1).
More than twice as many women reported being exposed to physical abuse in their home
compared to men, while almost all physical abuse in public places (restaurant, nightclub or
the like) was directed against a man (Figure 2). About 50% of both men and women reported
having been abused in other places, which was not further specified in the questionnaire.
Adjusted odds ratios for different health outcomes and use of medical care are given for
women and men in perceiving vs. not perceiving fear of crime and being vs. not being
exposed to psychological and/or physical abuse (Table 3). All the odds ratios have been
adjusted for age, civil status, working history and smoking. In general, a considerable amount
of the odds ratios for both men and women who perceived a fear of crime or reported being
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Table 1. Sample characteristics stratified according to sex and age, percentage (95%
confidence interval)
Characteristics
Women 65-74
Men 65-74 Women 75-84
Men 75-84
n=2973

n=2686

n=2001

n=1700

87 (86-88)

86 (85-87)

89 (88-90)

91 (90-92)

74 (72-76)

90 (89-91)#

47 (45-49)

74 (72-76)#

8.1 (7.1-9.1) #

3.9 (3.2-4.6)

5.9 (4.9-6.9)

5.3 (4.2-6.4)

13 (12-14) #

1.7 (1.2-2.2)

41 (39-43) #

11 (10-12)

79 (78-80) #

67 (65-69)

81# (79-83)

70 (68-72)

10 (9-11)

25 (23-27)#

11 (10-12)

17 (15-19)#

11 (10-12) #

8 (7-9)

8 (7-9)

13 (11-15)#

46 (44-48)

47 (45-49)

54# (52-56)

45 (43-47)

Own house/ apartment

73 (71-75)

76 (74-78)

63 (61-65)

69 (67-71)#

Rental apartment

24 (22-26)

20 (18-22)

32 (30-34) #

25 (23-27)

3.0 (2.4-3.6)

4.0 (3.3-4.7)

5.0 (4.0-6.0)

6.0 (4.9-7.1)

18 (17-19) #

12 (11-13)

18 (16-20) #

10 (9.0-11)

13 (12-14)

12 (11-13)

7 (6.0-8.0)

11 (10-12)#

3.0 (2.4-3.6)

7.0 (6.0-8.0) #

0.1 (0-0.2)

3.0 (2.2-3.8)#

Ethnicity
Born in Nordic country
Civil status
Married/cohabiting
Single
Widowed
Education
Short
Intermediate
Long
Working history
Manual
Accommodation

Other
Insufficient economic margin
Daily smoking
Risk consumption of alcohol

# = Statistically significant different percentage estimate between men and women in the
same age category.
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Table 2. Self-reported prevalence of fear of crime and abuse in the population, stratified by
sex and age, percentage (95% confidence interval)

Characteristics

Women 65-74

Men 65-74

Women 75-84

Men 75-84

n=2973

n=2686

n=2001

n=1700

% (c.i.)

% (c.i.)

% (c.i.)

% (c.i.)

Fear of crime

41 (39-43)#

12 (11-13)

44 (42-46)#

18 (16-20)

Psychological abuse

8.7 (7.7-9.7)

8.9 (7.8-10)

6.4 (5.3-7.5)

5.0 (4.0-6.0)

Physical abuse

1.0 (0.6-1.4)

3.0 (2.4-3.6)#

0.6 (0.3-0.9)

0.2 (0-0.4)

# = Statistically significant different percentage estimate between men and women in the
same age category.

exposed to psychological abuse were significantly raised. Only blood pressure did not show
any raised odds ratios, when comparing men and women who had or had not reported being
exposed to psychological or physical abuse or experienced fear of crime. Regarding physical
abuse, the odd ratios for negative health outcomes were more often significantly raised for the
men than for the women. As expected, anxiety, sleeping problems, stress and psychological
health (GHQ12) stand out as problem areas irrespective of sex and negative exposure. The
odds for suicidal thoughts and attempted suicide were highly increased for men experiencing
fear of crime or psychologically or physically abuse but only for psychological abuse among
the women.
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Table 3. Adjusted odds ratios (OR) and confidence intervals1 for health outcomes adjusted for
age, civil status, work history and smoking for women and men experiencing fear of crime
and/or being psychologically or physically abused during the past 12 months, compared to
non-abused (age 65-84).
Fear of crime

Psychological abuse

Physical abuse

Women

Men

Women

Men

Women

Men

1.1 (1.0-1.1)

1.6 (1.1-2.4)

3.8 (2.7-5.3)

2.2 (1.4-3.4)

1.2 (0.5-2.6)

2.2 (1.2-4.1)

1.1 (0.9-1.3)

1.0 (0.8-1.4)

2.2 (1.7-2.9)

2.1 (1.5-2.9)

2.1 (0.7-5.9)

2.6 (1.7-4.2)

Headache

1.3 (1.1-1.6)

1.7 (1.3-2.4)

1.5 (1.1-2.0)

2.1 (1.4-3.0)

1.5 (0.9-2.4)

1.8 (1.1-3.2)

Incontinence

1.1 (0.9-1.3)

1.2 (0.8-1.6)

1.6 (1.2-2.1)

1.7 (1.2-2.4)

1.8 (1.2-2.9)

2.3 (1.4-3.7)

Stomach problem

1.4 (1.2-1.6)

1.5 (1.1-1.9)

2.0 (1.6-2.6)

1.3 (1.0-1.9)

1.5 (0.9-2.4)

1.1 (0.1-1.7)

Overweight

1.2 (1.1-1.4)

1.5 (1.2-2.0)

1.4 (1.0-1.8)

1.4 (1.0-1.9)

1.3 (0.8-2.1)

1.7 (1.1-2.7)

Diabetes

1.0 (0.8-1.2)

1.2 (0.9-1.7)

1.4 (0.9-2.0)

1.2 (0.8-1.9)

1.5 (0.8-3.1)

1.7 (1.0-2.9)

Allergy

1.2 (1.0-1.5)

1.8 (1.3-2.6)

1.8 (1.4-2.5)

2.2 (1.5-3.3)

1.8 (1.1-3.1)

1.3 (0.7-2.4)

Blood pressure

1.1 (0.9-1.3)

1.3 (0.9-1.7)

0.9 (0.7-1.2)

1.2 (0.9-1.7)

1.2 (0.7-2.0)

1.1 (0.7-1.7)

Anxiety

1.8 (1.2-2.9)

1.9 (0.9-4.0)

6.3 (3.7-11)

10 (5.3-19)

7.4 (3.6-15)

7.1 (3.0-16)

Sleeping problem

1.5 (1.2-2.0)

2.5 (1.6-4.0)

3.0 (2.0-4.3)

3.5 (2.1-5.9)

2.3 (1.4-4.5)

5.1 (2.8-9.3)

Stress

1.6 (1.2-2.3)

3.3 (2.0-5.3)

6.3 (4.2-9.3)

5.7 (3.5-9.5)

3.8 (1.9-7.6)

5.9 (3.1-11)

Ghq12

1.5 (1.2-1.9)

2.2 (1.6-3.1)

5.9 (4.4-7.9)

3.9 (2.7-5.7)

4.0 (2.4-6.7)

3.2 (1.9-5.5)

Suicidal thoughts

1.1 (0.8-1.5)

3.7 (2.3-5.7)

3.5 (2.3-5.2)

7.3 (4.6-11)

1.9 (0.9-4.3)

4.7 (2.4-9.0)

Attempted suicide

1.4 (0.8-2.4)

4.0 (1.8-8.7)

1.1 (0.4-2.8)

5.3 (2.3-12)

1.4 (0.3-6.0)

5.4 (1.8-16)

Pharmaceutical

1.1 (1.0-1.4)

2.0 (1.4-2.7)

2.0 (1.5-2.7)

2.1 (1.4-3.0)

2.1 (1.2-3.4)

3.3 (2.0-5.4)

1.3 (1.0-1.5)

1.6 (1.2-2.1)

2.6 (1.9-3.5)

1.4 (0.9-2.1)

1.8 (1.0-3.1)

1.2 (0.7-2.2)

Poor general
health
Muscular/skeletal
pain (index)

index

Use of
healthcare index

1. Statistically significant OR are bolded
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Discussion
In this study we have shown that psychological and physical abuse against elderly women and
men produced raised odd ratios for negative health outcomes, independently of socioeconomic status. Above all there was a strong correlation between psychological abuse and
negative health outcomes in both men and women, while physical abuse showed less
significantly raised odds ratios among especially the women. Noteworthy as well is that men
had high odds ratios for suicidal thoughts and even for attempted suicide in connection with
both physical and psychological abuse and fear of crime
Two-fifths of the women and one-fifth of the men reported feeling so unsafe outside their
homes that they sometimes refrained from going outside alone. In this study both elderly men
and women reporting perceived fear of crime had higher odds ratios of psychological as well
as physical symptoms, compared to those not experiencing fear of crime. Perceiving fear of
crime was gendered but the associations to ill health were not, except for attempted suicide
and suicidal thoughts which had a stronger association in men. Generally perceiving fear of
crime was strongly associated to ill health in both women and men.
Based on the literature, it is reasonable to expect that those who have been abused have more
health problems, irrespective of age and sex27-30. Very few population-based studies however
have assessed the link between elder abuse and health. Some minor studies have been made
whose findings in general are similar to what we have found in our study14, 31, 32. In ‘The
South Carolina Elder Mistreatment Study’, researchers demonstrated an association between
physical abuse and poor self-rated health, controlling for other predictors. The association
between psychological abuse to self-rated health disappeared when controlling for
confounders32.
In our study, physical abuse was more strongly associated with men’s self-reported ill health.
This may reflect an actual lower association among women between physical abuse and selfreported health, but could as likely be an artefact caused by the low prevalence of physical
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abuse among women. The demonstrated strong association between psychological abuse and
self-rated health in this study resembles the results in one other study31. Indeed being
psychologically abused might be a more potent negative predictor of poor self-rated health,
when comparing to physical abuse. Experienced psychological consequences of abuse could
be a sense of powerlessness, shame at having to admit that the abuse is occurring at the hands
of close family members, fear of retaliation from the abuser or fear of institutionalisation if
the abuse is reported. Such fears might increase the victim’s reluctance to report abuse, often
causing self-imposed isolation and anxiety16-19. Psychological symptoms such as anxiety and
depressive symptoms have also been shown to significantly mediate the effect on health
status33.
Significantly more women than men were afraid of crime, and for both men and women fear
of crime was more frequent than the experience of actual physical and/or psychological abuse
during the past year. Almost half of the women and men who had been exposed to
psychological abuse perceived fear of crime, while only a small percentage (especially among
the women) had been exposed to physical abuse. Expressed feelings of insecurity due to fear
of crime appear to have many underlying causes and to be strongly influenced by beliefs,
attitudes and experiences that seldom have to do with actual crime11, 21, 34, 35. Yet, perceiving
fear of crime in the neighbourhood is associated with increased risk of mobility disability
among the elderly, since they refrain from going outside and taking walks22. Perceptions of
problems in their area (crime, rubbish/litter, traffic, graffiti, for instance) have also been
shown to be predictive of poorer health among older people36. Although perceiving fear of
crime seem to have little connection to victimization, the actual perception and fear of being
exposed to a crime strongly relate to ill health both in women and men. This might suggests
that the experience of fear of crime could lead to poor health through psychosocial
mechanisms like stress and that the mechanisms are shared by both women and men 37.
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However, in men higher odds ratios are noted specifically for suicidal thoughts and suicidal
attempts. Consistent and repeated findings about suicide in elderly confirms that suicide rates
are higher in males than females 38. Overall, research put forward men’s' alignment to
masculine ideals influencing both the connectedness and detachment between older men's
depression and suicide 39.
The study has some shortcomings, with the main one being its design. Retrospective studies
always present several clear shortcomings, but when it comes to the prevalence of abuse and
the association between abuse and ill health, they are to date essentially the only method that
has been used10, 14, 36. Even so, it is also plausible that ill health e.g. depression and anxiety
could lead to a greater perceived experiencing of things as abuse that those who are not
unwell may disregard. Another possible limitation is the wording of the questions about
abuse, which did not include a specification of various forms of exposure to violence or
abuse16-19. Moreover the questions about abuse were restricted to incidents during the past
year; it would have been beneficial, especially when investigating abuse in relation to health,
to be able to control for previous possible abuse. There is a growing body of evidence that
adverse early childhood experiences have a profound lifelong impact such as adverse
childhood events may predispose people to both victimisation and ill health40. On the other
hand, limiting the response time window minimises potential recall bias. A third problem was
that frequency of abuse was not considered in the response alternatives41.
However, the strength of this study compared to earlier studies is the population
representative sample, with both sexes reporting and with a more comprehensive list of
reported psychological and physical symptoms. The men and women answering the questions
about their health did not do so because they had specifically been exposed to abuse, but
because they were answering a questionnaire about their general living conditions. In studies
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where specifically abuse-exposed elderly have been interviewed, there may have been a
greater bias from the situation.
The most important message emerging from this study is that attentiveness should be paid to
abuse in elderly women and men and to the frequent occurrence of fear of crime. Even if
abuse in elderly men and women is not very common, it has a great effect on their health. Our
study indicates that patterns of abuse and their correlation with ill health among women and
men varies, thereby suggesting that different causes, histories and dynamics are at play for
different forms of negative health outcomes. The prevalence of abuse varies throughout life
but not the negative health outcome, and different forms of abuse affect the health of the
victimized, irrespective of age. In a recently published worldwide scan of elderly abuse,
encompassing 53 WHO countries, researchers concluded that various services are available to
detect abuse and prevent older adults from being abused in principle. However, when
identifying the offered services, such as laws, policies, and implementation of knowledge, it
was discovered that little effort went into actual detection and prevention42. It is a great
challenge to all of us working in the social and health sector to be aware of the consequences
of elderly abuse and especially to take action against it.
In summary, this study has provided representative results addressing an extensive negative
health outcome panorama caused by fear of crime and abuse. These patterns of negative
health outcomes were present even when controlling for age, civil status, work history and
smoking in both men and women.
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Table 1. Sample characteristics stratified according to sex and age, percentage (95%
confidence interval)
Characteristics
Women 65-74
Men 65-74 Women 75-84
Men 75-84
n=2973

n=2686

n=2001

n=1700

87 (86-88)

86 (85-87)

89 (88-90)

91 (90-92)

74 (72-76)

90 (89-91)#

47 (45-49)

74 (72-76)#

8.1 (7.1-9.1) #

3.9 (3.2-4.6)

5.9 (4.9-6.9)

5.3 (4.2-6.4)

13 (12-14) #

1.7 (1.2-2.2)

41 (39-43) #

11 (10-12)

79 (78-80) #

67 (65-69)

81# (79-83)

70 (68-72)

10 (9-11)

25 (23-27)#

11 (10-12)

17 (15-19)#

11 (10-12) #

8 (7-9)

8 (7-9)

13 (11-15)#

46 (44-48)

47 (45-49)

54# (52-56)

45 (43-47)

Own house/ apartment

73 (71-75)

76 (74-78)

63 (61-65)

69 (67-71)#

Rental apartment

24 (22-26)

20 (18-22)

32 (30-34) #

25 (23-27)

3.0 (2.4-3.6)

4.0 (3.3-4.7)

5.0 (4.0-6.0)

6.0 (4.9-7.1)

18 (17-19) #

12 (11-13)

18 (16-20) #

10 (9.0-11)

13 (12-14)

12 (11-13)

7 (6.0-8.0)

11 (10-12)#

3.0 (2.4-3.6)

7.0 (6.0-8.0) #

0.1 (0-0.2)

3.0 (2.2-3.8)#

Ethnicity
Born in Nordic country
Civil status
Married/cohabiting
Single
Widowed
Education
Short
Intermediate
Long
Working history
Manual
Accommodation

Other
Insufficient economic margin
Daily smoking
Risk consumption of alcohol

# = Statistically significant different percentage estimate between men and women in the
same age category.
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Table 2. Self-reported prevalence of fear of crime and abuse in the population, stratified by
sex and age, percentage (95% confidence interval)

Characteristics

Women 65-74

Men 65-74

Women 75-84

Men 75-84

n=2973

n=2686

n=2001

n=1700

% (c.i.)

% (c.i.)

% (c.i.)

% (c.i.)

Fear of crime

41 (39-43)#

12 (11-13)

44 (42-46)#

18 (16-20)

Psychological abuse

8.7 (7.7-9.7)

8.9 (7.8-10)

6.4 (5.3-7.5)

5.0 (4.0-6.0)

Physical abuse

1.0 (0.6-1.4)

3.0 (2.4-3.6)#

0.6 (0.3-0.9)

0.2 (0-0.4)

# = Statistically significant different percentage estimate between men and women in the
same age category.
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Women

Men

Fear of crime
Psychological abuse
Physical abuse

Figure 1. A Venn diagram for women and men aged 65-84 years, demonstrating the overlap
of fear of crime, psychological abuse, and physical abuse.
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Table 3. Adjusted odds ratios (OR) and confidence intervals1 for health outcomes adjusted for
age, civil status, work history and smoking for women and men experiencing fear of crime
and/or being psychologically or physically abused during the past 12 months, compared to
non-abused (age 65-84).
Fear of crime

Psychological abuse

Physical abuse

Women

Men

Women

Men

Women

Men

1.1 (1.0-1.1)

1.6 (1.1-2.4)

3.8 (2.7-5.3)

2.2 (1.4-3.4)

1.2 (0.5-2.6)

2.2 (1.2-4.1)

1.1 (0.9-1.3)

1.0 (0.8-1.4)

2.2 (1.7-2.9)

2.1 (1.5-2.9)

2.1 (0.7-5.9)

2.6 (1.7-4.2)

Headache

1.3 (1.1-1.6)

1.7 (1.3-2.4)

1.5 (1.1-2.0)

2.1 (1.4-3.0)

1.5 (0.9-2.4)

1.8 (1.1-3.2)

Incontinence

1.1 (0.9-1.3)

1.2 (0.8-1.6)

1.6 (1.2-2.1)

1.7 (1.2-2.4)

1.8 (1.2-2.9)

2.3 (1.4-3.7)

Stomach problem

1.4 (1.2-1.6)

1.5 (1.1-1.9)

2.0 (1.6-2.6)

1.3 (1.0-1.9)

1.5 (0.9-2.4)

1.1 (0.1-1.7)

Overweight

1.2 (1.1-1.4)

1.5 (1.2-2.0)

1.4 (1.0-1.8)

1.4 (1.0-1.9)

1.3 (0.8-2.1)

1.7 (1.1-2.7)

Diabetes

1.0 (0.8-1.2)

1.2 (0.9-1.7)

1.4 (0.9-2.0)

1.2 (0.8-1.9)

1.5 (0.8-3.1)

1.7 (1.0-2.9)

Allergy

1.2 (1.0-1.5)

1.8 (1.3-2.6)

1.8 (1.4-2.5)

2.2 (1.5-3.3)

1.8 (1.1-3.1)

1.3 (0.7-2.4)

Blood pressure

1.1 (0.9-1.3)

1.3 (0.9-1.7)

0.9 (0.7-1.2)

1.2 (0.9-1.7)

1.2 (0.7-2.0)

1.1 (0.7-1.7)

Anxiety

1.8 (1.2-2.9)

1.9 (0.9-4.0)

6.3 (3.7-11)

10 (5.3-19)

7.4 (3.6-15)

7.1 (3.0-16)

Sleeping problem

1.5 (1.2-2.0)

2.5 (1.6-4.0)

3.0 (2.0-4.3)

3.5 (2.1-5.9)

2.3 (1.4-4.5)

5.1 (2.8-9.3)

Stress

1.6 (1.2-2.3)

3.3 (2.0-5.3)

6.3 (4.2-9.3)

5.7 (3.5-9.5)

3.8 (1.9-7.6)

5.9 (3.1-11)

Ghq12

1.5 (1.2-1.9)

2.2 (1.6-3.1)

5.9 (4.4-7.9)

3.9 (2.7-5.7)

4.0 (2.4-6.7)

3.2 (1.9-5.5)

Suicidal thoughts

1.1 (0.8-1.5)

3.7 (2.3-5.7)

3.5 (2.3-5.2)

7.3 (4.6-11)

1.9 (0.9-4.3)

4.7 (2.4-9.0)

Attempted suicide

1.4 (0.8-2.4)

4.0 (1.8-8.7)

1.1 (0.4-2.8)

5.3 (2.3-12)

1.4 (0.3-6.0)

5.4 (1.8-16)

Pharmaceutical

1.1 (1.0-1.4)

2.0 (1.4-2.7)

2.0 (1.5-2.7)

2.1 (1.4-3.0)

2.1 (1.2-3.4)

3.3 (2.0-5.4)

1.3 (1.0-1.5)

1.6 (1.2-2.1)

2.6 (1.9-3.5)

1.4 (0.9-2.1)

1.8 (1.0-3.1)

1.2 (0.7-2.2)

Poor general
health
Muscular/skeletal
pain (index)

index

Use of
healthcare index

1. Statistically significant OR are bolded
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Place of violence
60

50

Percent

40
Female

30

Male

20

10

0
Work or education

Home

Public place

Other place

Figure 2. Different places of physical abuse exposure for men and women, given in
proportions
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