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Abstract This study explores minority group status in

relation to change in quality of life (QOL) among three

population groups in Israel—Veteran-Jews, Arab–Israelis,

and immigrants from the Former Soviet Union (FSU)—

controlling for a set of known predictors. The study uses

panel data from two waves (2009/10 and 2013) of the

Israeli component of the Survey of Health, Ageing, and

Retirement in Europe, (N = 1590). A set of Ordinary Least

Squares regressions is used to predict positive QOL change

over the two waves. Interaction terms in a number of

selected areas are considered. The results show that

minority group status (Arab–Israelis and FSU immigrants)

is negatively related to positive QOL change, compared to

the majority group (veteran-Jews). Moreover, being

employed was found to improve QOL for older FSU

immigrants, underscoring the realm of work in the well-

being of this population group. In comparison, it was

exchange with family members that had a positive effect on

QOL change among the Arab–Israelis, emphasizing the

importance of that particular aspect of their lives in older

age. In sum, the results highlight the risk of minority group

status to well-being in late life and confirm the observation

that positive QOL change correlates with characteristically

different factors among different population groups.
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Introduction

Although quality of life (QOL) is an important construct in

gerontological research (George 2010), and a valued policy

goal as well (Deeming 2013; Vaarama 2009), the path to QOL

in older age may vary according to several factors. In the

current study, we examine the extent to which change in QOL

is related to the social and/or cultural contexts in which

people age. We look specifically, in this regard, at the notion

of population group, that is, the ethnic or social status

grouping in which older people are embedded. Such group-

ings shape one’s frame of reference and also facilitate (or

restrain) social interactions and opportunities (Fiori et al.

2008).

We consider, in particular, the construct of ‘‘minority

group’’ status in relation to QOL change. The term refers to

populations that are disempowered and/or otherwise sub-

ject to inequalities within the larger societies in which they

live. Minority group status is often defined by ethnicity, but

may also stem from other social factors that stratify soci-

ety, such as race, national orientation, immigration status,

or poverty (Angel and Angel 2006).

The association between the status of belonging to a

minority population group and quality of late life has been

addressed in the literature to only a limited degree. When

reported, moreover, it is mostly based upon studies from

the United States and the United Kingdom (Dowd and

Bengtson 1978; Moriarty and Butt 2004). The purpose of

the present study, therefore, is to highlight the association

between minority group status and QOL in a different

social context, specifically, the State of Israel. The current
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analysis extends this area of inquiry in an additional way as

well. In the present study, we focus on change in QOL

rather than at a single point in time, in order to capture

more precisely how socioeconomic background and pop-

ulation group relate to this important late-life outcome.

Literature review

QOL, or positive well-being as it is also termed, is a

comprehensive concept which reflects a range of comple-

mentary functional, emotional, interpersonal and material

states that underlie health, happiness, comfort, and security

in late life (Netuveli and Blane 2008). The construct is

defined in different ways in different studies. Some mea-

sures emphasize an objective point of view, while others

are based on subjective appraisals (Lawton et al. 1999;

Netuveli and Blane 2008). Moreover, the respective mea-

surements can range from health and socioeconomic indi-

cators to psychological aspects (Hyde et al. 2003).

In order to base the present study on a stable and con-

sistent analytical framework that is guided by clear con-

ceptual underpinnings, the analysis employs the Higgs

et al. (2003) and Hyde et al. (2003) paradigm of QOL

which stems from need satisfaction theory. The model

reflects four domains of need that are highly relevant in late

life: Control, Autonomy, Self-realization, and Pleasure

(CASP). The various domains range from the most fun-

damental needs to higher level ones. Thus, ‘‘Control is

understood as the ability to actively intervene in ones

environment […] Autonomy is defined as the right of an

individual to be free from the unwanted interference of

others […] Self-realization and pleasure capture the active

and reflexive processes of being human,’’ respectively

(Hyde et al. 2003, 187).

Predictors of QOL in old age

Several domains are related to QOL in older age and these

can be classified according to five main streams: health,

psychological resources, socioeconomic status (SES),

social integration, and social relations and support (George

2010). Health has consistently been found to be an

important correlate of QOL (Pinquart and Sörensen 2000).

Both perceived health and more objective measures, such

as no long-standing illness, are associated with positive

QOL (Bowling et al. 2002). As for psychological resour-

ces, personality traits and characteristics such as optimism

and emotional stability (high adjustment and low neuroti-

cism) are also related (Cheng et al. 2014).

With regard to socioeconomic status, higher SES is

positively associated with QOL and this association is

maintained even after retirement (Blane et al. 2007).

Several indicators of SES, such as parents’ social class,

respondents’ educational and occupational achievements,

car ownership and the financial measures of income, net

worth, and having enough money to make ends meet are

associated with high levels of QOL (Pinquart and Sörensen

2000; Gabriel and Bowling 2004; Knesebeck et al. 2007;

Low and Molzahan 2007; Cheng et al. 2014).

Turning to social integration, the literature shows that

engaging in activities and having a role in society are

positive correlates of QOL (Bowling et al. 2002; Gabriel

and Bowling 2004). For example, volunteering has a pos-

itive association with the well-being of older people

(Morrow-Howell et al. 2003). In addition, social relations

and support correlate with QOL (Pinquart and Sörensen

2000). For instance, emotional support, as measured by the

level of satisfaction from closeness and intimacy in life, is

positively associated with QOL (Gabriel and Bowling

2004; Low and Molzahan 2007). Social support provided

by older people to members of their social network also has

a positive effect on their well-being (Chen and Silverstein

2000; Thomas 2010), although there are some indications

of both positive and negative effects (Liang et al. 2001).

However, frequent contact with family members has a

weak or a non-significant association with well-being

(Pinquart and Sörensen 2000), mainly because the reasons

for the contact may vary considerably.

QOL in old age and minority status

It may be assumed, generally, that well-being is greater

among people who have higher social status, that is, those

who are allocated most of society’s resources (House et al.

1994). Research in the US and the UK has documented the

presence of better QOL among members of the majority

group and lesser QOL among individuals who belong to

racial and ethnic minorities (Bajekal et al. 2004; Barger

et al. 2009). Although minorities in Western countries are

often socioeconomically disadvantaged, however, this does

not always result in lower QOL (Chappell 2007). Studies

suggest, in this respect, that cultural norms and perceptions

about ageing, as well as differing views of the role of older

people in society also impact the perceived needs and

expectations of elders (Olson 2001; Lowenstein and Katz

2015). These, in turn, may possibly neutralize or, at least,

lessen the negative effects of socioeconomic deprivation.

For example, it has been documented that social net-

works have different effects on older people’s QOL in

different social contexts and, hence, should be seen in light

of the norms that prevail in different societies (Litwin

2010). Research suggests, moreover, that some population

groups place greater emphasis on the value of familism,

and this may result in a greater extent of support and care

given to the older members of the group. Nonetheless, due

300 Eur J Ageing (2016) 13:299–309

123



to the fact that some of these population groups are eco-

nomically disadvantaged, it is difficult to disentangle

whether help to older people derives mainly from social

norms or from economic needs and limitations (Chappell

2007). A study in Israel suggests that different health care

service utilization patterns between Arab–Israelis and Jews

may be attributed to differing cultural norms; there is less

use of specialist care and more use of family physicians

among the former (Baron-Epel et al. 2007). A qualitative

analysis of QOL among minority groups in the UK

demonstrated that while there are ‘‘common features across

[…] ethnic groups in the factors that influence quality of

life […] they also suggest variations in these factors’

manifestations and salience between ethnic groups’’ (Gre-

wal et al. 2004, 753–754). Material conditions were found

to rank more highly as predictors of QOL among the white

majority in the UK than among minority groups, while

social networks ranked lower (Bajekal et al. 2004).

QOL change in old age

As noted, QOL is an increasingly frequent outcome of

interest in ageing research. However, much of this line of

inquiry examines selected predictors in relation to QOL at

a given point in time. While there is a growing body of

research that looks at short-term improvement in QOL

in situations of illness or disability (e.g., Shrestha et al.

2015), there are still relatively few works that consider

socioeconomic factors in relation to change in the QOL

outcome. One notable exception is the study by Webb et al.

(2011) who investigated whether change in QOL is

explained by changes in social and economic variables in

addition to health-related factors. Using the first and third

waves of data from the English Longitudinal Study of

Ageing, the investigators found that age and initial QOL

were the strongest predictors of follow-up QOL scores. In

addition, the quality of family relations was related to

positive QOL change as was, to a lesser degree, perceived

financial position. In the current study, we follow the

approach taken by Webb et al. (2011) and consider QOL

change as the key outcome in the analysis. This direction is

further supported by Zaninotto et al. (2009) who maintain

that the use of a change score allows one to infer causal

relations with greater confidence.

The context of Israel

Israel offers an interesting case study of QOL due to its

population’s unique composition, and the differences

between the respective sub-groups (Lowenstein and Katz

2015). The present study focuses on the three major pop-

ulation groups which comprise Israeli society (although

further subdivisions within each of these three groups may

be discerned as well). The majority group is composed of

Hebrew-speaking veteran-Jewish-Israelis, that is, those

who were either born in the area that became the State of

Israel or immigrated to it (except for the recent immigrants

from the Former Soviet Union who are presented next).

Two other population groups may be identified as minority

groups, to varying degrees. The first of these is composed

of Arab–Israelis (Palestinian Arabs who remained in Israel

after the War of Independence, in 1948, and became citi-

zens of the State). They differ from the majority group in

terms of language (Arabic), religion (mostly Muslim,

Christian or Druze) and social integration (as reflected in

separate residential communities and educational systems).

The second population group with potential minority status

is made up of older immigrants from the Former Soviet

Union (FSU) who moved to Israel, after 1989, in the great

exodus from that country [about 900,000 such immigrants

arrived in Israel; some 25 % of whom were aged

55 ? (CBS 2006)]. The older FSU immigrants differ in

terms of language (Russian) and their Soviet orientation,

although most share the religion (Jewish) of the majority

group.

When comparing the veteran-Jewish majority to Arab–

Israelis and to the FSU immigrants, several disparities

emerge in the realms of SES, education, and health (Okun

and Friedlander 2005; Baron-Epel et al. 2010; Na’amnih

et al. 2010). Specifically, older Arab–Israelis and FSU

immigrants experience higher rates of functional limita-

tions compared to the veteran-Jewish population (Osman

and Walsemann 2013) and are at higher risk of health

deterioration over time (Spalter et al. 2014). Research has

also documented a higher prevalence rate of emotional

distress among Arab–Israelis compared to veteran-Jews

(Shemesh et al. 2006), as well as a low level of QOL and a

high level of depression among the FSU immigrants

compared to other immigrants to Israel (Amit and Litwin

2010). Although some of the older immigrants from the

FSU found jobs after their arrival, it often came at the cost

of occupational downgrading compared to their previous

careers (Raijman and Semyonov 1998), and many others

remained unemployed in their new host country (Litwin

and Leshem 2008). Wealth acquired by older persons from

the Arab–Israeli and FSU immigrants groups is lower in

comparison to their counterparts in the veteran-Jewish

group (Semyonov and Lewin-Epstein 2011). Finally, a

differing relation of social network and/or social support

indicators and health outcomes among the population

groups has also been documented. For example, marital

status and frequency of contact with friends and children

were positively related to self-rated health among veteran-

Jews, while frequency of contact with neighbours and

receipt of support from children were better predictors of
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this same outcome among the Arab–Israelis (Litwin

2006a).

Hypotheses

Drawing upon the literature review, the current analysis

addresses two main hypotheses:

H1 Positive QOL change is greater among members of

the majority population group than among members of

minority groups.

H2 The predictors of positive QOL change vary by

population group.

Data and methods

The study draws upon the second and third waves of the

Israeli component of the Survey of Health, Aging and

Retirement in Europe (SHARE-Israel). Collected in

2009–2010 and 2013, respectively, the data provide com-

prehensive information on different aspects of life in a

nationally representative sample of Israelis over the age of

50, including the areas of mental and physical health, SES,

social and family networks and social activities. Informa-

tion on the SHARE Project and the Israeli component of

this survey is available elsewhere (Börsch-Supan et al.

2013; Litwin 2009). All the data used in this study were

collected by means of personal interviews.

Among the 2439 people aged 50 and older who were

interviewed in 2009/10, 144 died before 2013 and another

705 were not re-interviewed for other reasons (57 % of the

dropouts were veteran-Jews, 19 % Arab–Israelis, and 24 %

FSU immigrants). The analytic sample thus comprised

1590 respondents who participated in both waves of the

survey; 1175 veteran-Jews (74 %), 283 FSU immigrants

(18 %), and 132 Arab–Israelis (8 %). We note that the

sample approximates the composition of the 50 ? popu-

lation, which in 2013 was veteran-Jews—69 percent, FSU

immigrants—20 percent, Arab–Israelis—11 percent (CBS

2013). Survey dropouts were slightly younger than the

longitudinal respondents (66.8 vs. 67.8) and also had lower

levels of QOL in 2009/10 (35.7 compared to 36.3). How-

ever, both were similar in relation to mobility limitations

(2.3 vs. 2.0) and number of depressive symptoms (2.8 vs.

2.6, respectively).

Dependent variable

The CASP-19 scale is a theoretically based and multi-di-

mensional indicator of QOL (Hyde et al. 2003). It has

proven to be sensitive to changes over time and, thus,

appropriate for longitudinal study (Zaninotto et al. 2009;

Howel 2012). SHARE uses a 12-item version of the CASP-

19 (Knesebeck et al. 2005), with a score range of 12–48,

where higher values represent greater QOL. Cronbach’s a
for the sample was 0.81 in 2009/10 and 0.78 in 2013. In

cases in which one item of the scale was not completed, the

score was interpolated by dividing the sum score by the

number of completed items and then multiplying that value

by 12, [148 cases were imputed in 2009/10 (9.3 %) and

122 in 2013 (7.7 %)].

The dependent variable in this analysis is QOL change.

It was calculated as the CASP-12 score in 2013 minus the

score in 2009/2010. Thus, a positive score on this contin-

uous measure indicated an improvement in QOL, while a

negative score reflected a decline in QOL. Since the change

score is based on the same question at two points of time, it

may be subject to regression to the mean. Consequently,

we followed the recommendation by Barnett et al. (2005)

and Finkel (1995) and controlled for the baseline measure

of QOL (2009/10) in the multivariate analyses which

considered QOL change as the outcome.

Independent variables

The key independent variable was population group, an

indicator that distinguishes between veteran-Jews, Arab–

Israelis, and FSU immigrants who came to Israel after

1989. This variable was based on the language of the

interview, country of birth, and year of immigration. The

veteran-Jews (the majority group) were defined as the

reference group in the respective analyses.

Other study variables included the basic demographic

attributes of gender and age. In addition, several determi-

nants of QOL were taken into account. Health was mea-

sured by two indicators which cover functional and

subjective aspects of health, respectively. The functional

measure was the number of self-assessed mobility limita-

tions selected by respondents from a 10-item list that

includes such limitations as difficulty kneeling or climbing

one flight of stairs (range = 0–10). The subjective measure

was perceived self-reported health status [range = 1 (ex-

cellent)–5 (poor)]. Insofar as personality traits were not

addressed in the SHARE survey, psychological resources

were addressed by means of the EURO-D, a scale of 12

depressive symptoms, e.g., feeling guilty or feeling irrita-

ble (range = 0–12) (Prince et al. 1999).

SES was tapped by financial status and education. Fi-

nancial status was measured by the question ‘‘Thinking of

your household’s total monthly income, would you say that

your household is able to make ends meet’’ [range = 1

(with great difficulty)–4 (easily)]. Previous research has

found this question to be a robust indicator of financial

capacity in older age (Litwin and Sapir 2009). Education

was classified into three categories, based on the
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International Standard Classification of Education (ISCED-

1997) classification: 1. elementary education or less, 2.

high school education, and 3. further education beyond

high school.

Social integration was tapped by employment status

(retired = 1, employed = 2, unemployed, and disabled or

other = 3), and by engagement in social activity. The latter

reflects activities that were undertaken in the month prior to

the interview, e.g., voluntary or charity work, going to a

club (sport, social, or other kind), and participating in

political or community-related organization. The variable

was dichotomized in the current analysis, with the value of

1 given if the respondent participated in at least one

activity (0 = no activity).

Social relations and support were queried by means of

four variables. The first three included living with a spouse

or a partner (1) or not (0), the number of children (0–17),

and the number of children contacted frequently (on a daily

basis, either by meeting, talking, or living in the same

household; 0–4). (The score of four includes 25 respondents

with more than four children who were contacted daily by at

least four of their children, as SHARE does not provide

contact information for more than four children). The fourth

variable addressed support and measured receiving or giv-

ing financial or practical assistance to a family member or a

friend. This dichotomous measure equals 1 if the respondent

gave or received such assistance, and 0 if not.

Analysis

First, we executed a descriptive analysis of the sample by

population group. Next, predictors of QOL change among

the respondents were examined. Finally, the same model

was re-run adding interaction terms for population groups

and selected predictors of QOL. The predictors in the

analysis are those that reflect disparities between the

respective population groups in Israel. In each such

regression, the effect for the respective category of interest

was calculated by running the regression three times,

changing the base category of the population group each

time, as recommended by Figueiras et al. (1998). All

continuous variables were mean-centred for use in the

interaction terms. Respondents with missing values on one

or more of the measures were excluded. The tables show

both the unstandardized regression coefficients and the

standardized coefficients (betas).

Results

Table 1 presents the descriptive statistics on the sample, by

population group status. It shows that FSU immigrants

were older than Arab–Israelis and veteran-Jews. Mobility

limitations among the veteran-Jewish population were

fewer compared to the other two groups. Nonetheless,

subjective assessment of health was higher among the

Arab–Israelis compared to the veteran-Jews. The latter

reported fewer depressive symptoms compared to their

counterparts in both groups. Arab–Israelis and FSU

immigrants reported difficulty in making ends meet, while

veteran-Jews were able to make ends meet fairly easily, on

average. Moreover, as has been documented in previous

research, FSU immigrants had higher levels of formal

education than their veteran-Jewish and Arab–Israeli

counterparts.

FSU immigrants also had the lowest social integration and

the fewest social ties. Fewer of them participated in any

activity compared to veteran-Jews and Arab–Israelis, and

fewer of them received or gave social or financial help. Arab–

Israelis had the most children and most children with daily

contact, followed by the veteran-Jews. FSU immigrants had

the lowest number of children with whom they maintained

daily contact. Lastly, veteran-Jews had higher baseline QOL

(in 2009/10) compared to the FSU immigrant and Arab–Is-

raeli groups. As for QOL change, all three groups showed

negative change scores, on average, in time 2 (2013).

Model 1 in Table 2 regressed QOL change on the study

variables, controlling for baseline QOL (CASP). The

analysis showed that the minority groups—Arab–Israelis

and FSU immigrants—were both more likely than veteran-

Jews to have a reduction in QOL over time. As for the

other study variables, age, baseline poor self-rated health,

baseline number of mobility limitations, depressive

symptoms and children contacted daily were all negatively

related to positive QOL change. High SES (i.e., good

financial status and high education) were positively related

to QOL change as was engaging in activity.

In the next stages of the regression, interaction terms

were added to examine the associations between popula-

tion group and the specific QOL predictors. Model 2 adds

an interaction term for population group by work status.

The findings show that the employment/population group

interaction was significant for FSU immigrants (b = 3.78,

p\ 0.001) but not for Arab–Israelis (b = -1.61, ns). [The

‘‘other employment status’’ interaction term (disabled,

housewife, etc.) was significant for Arab–Israelis

(b = 2.28, p\ 0.05), but this was not reflected in the main

effect when Arab–Israelis were the reference category (not

shown in table)]. Looking at the main effect of employ-

ment, the table reveals that work was unrelated to QOL

change among veteran-Jews (b = 0.02, ns). Changing the

reference categories and running the same regression

uncovered a significant main effect of employment among

FSU immigrants, but not among Arab–Israelis (b = 3.81,

p\ 0.001 and b = -1.59, ns, respectively, not shown in

table).
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Model 3 explored the effect of the interaction between

population group and number of children contacted on a

daily basis (controlling for number of children). The results

showed no effect. Model 4 considered the interaction of the

exchange of time or money and population group. The

findings show that the exchange/population group interac-

tion was significant for Arab–Israelis (b = 2.51, p\ 0.05)

but not for FSU immigrants (b = -0.98, ns). Examining

the main effect of exchange showed that it was not corre-

lated with QOL change among veteran-Jews (b = 0.15,

ns). Changing the reference categories uncovered a sig-

nificant main effect of exchange among Arab–Israelis, but

not among FSU immigrants (b = 2.66, p\ 0.01, and

b = -0.83, ns, respectively, not shown in table). An

additional analysis that considered only exchange with

family members and not with friends or other acquain-

tances, revealed an even greater effect of the interaction

term for Arab–Israelis (available on request).

Finally, Model 5 presents the results of the interaction

between functional health (mobility limitations) and

population group in relation to QOL change. As may be

seen, the mobility limitation/population group interaction

was significant for Arab–Israelis (b = 0.69, p\ 0.001) but

not for FSU immigrants (b = 0.19, ns). The table also

shows that the main effect of mobility limitation on QOL

change was negative among veteran-Jews (b = -0.35,

p\ 0.01). When the reference groups were changed,

respectively, the regressions showed a positive main effect

of mobility limitation among Arab–Israelis, but not among

FSU immigrants (b = 0.33, p\ 0.05, and b = -0.16, ns,

respectively, not shown in table). Similar results were

obtained when subjective health was entered as the inter-

action variable interest (available upon request).

Discussion

This study explored whether population group, and par-

ticularly minority status, is a significant correlate of change

in quality of life (QOL) in older age. It also considered

Table 1 Descriptive statistics and QOL change by ethnic group, weighted cases

Variables Categories Veteran-Jews

(n = 1175)

Arab-Israelis

(n = 132)

FSU immigrants

(n = 283)

v2/F

Age 67.14 (9.40) 64.11 (7.43) 69.58 (8.64) 29.70***

Gender Female 55.64 % 51.22 % 56.19 % 2.30

Male 44.36 % 48.78 % 43.81 %

Poor SRH health 3.27 (1.15) 3.17 (1.21) 4.05 (0.89) 74.90***

# mobility limitations 1.52 (2.36) 3.47 (2.83) 3.18 (2.90) 86.71***

Depression (EURO-D) 2.30 (2.39) 3.29 (2.95) 3.93 (2.55) 52.31***

Difficulty making ends meet 2.78 (1.01) 1.63 (0.71) 1.91 (0.85) 168.17***

Education Elementary or less 16.84 % 77.13 % 2.10 % 596.55***

HS 50.65 % 22.03 % 12.45 %

More than HS 32.52 % 0.84 % 85.45 %

Any activity No activity 51.71 % 59.60 % 67.69 % 26.91***

Any activity 48.29 % 40.40 % 32.31 %

Employed Retired 40.73 % 14.21 % 61.86 % 206.40***

Employed 39.36 % 21.65 % 26.00 %

Other 19.91 % 64.14 % 12.13 %

Living with spouse partner Living with spouse

or partner

76.29 % 91.69 % 83.01 % 30.09***

Living alone 23.71 % 8.31 % 16.99 %

# of children 3.11 (1.73) 6.46 (3.06) 1.73 (0.72) 509.91***

# children with daily contact 1.88 (1.30) 2.92 (1.09) 1.00 (0.80) 119.20***

Received/gave support No 26.20 % 18.71 % 51.25 % 52.96***

Yes 73.80 % 81.29 % 48.75 %

CASP 37.12 (6.33) 33.44 (5.49) 33.12 (6.02) 60.81***

QOL change -1.11 (5.09) -0.96 (6.42) -1.00 (6.29) 3.08*

Numbers in italics show the F scores

* p\ 0.05, ** p\ 0.01, *** p\ 0.001

Weighting is based on Wave 2 individual calibrated weights provided by SHARE (SHARE 2013). Parentheses denote standard deviation value.

All variables reflect baseline values (wave 2) except QOL change
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Table 2 Multivariate OLS regressions results for changes in QOL

Variables Model 1 Model 2 Model 3 Model 4 Model 5

B b B b B b B b B b

Age (mean-centred) -0.08*** -0.12 -0.06** -0.10 -0.08*** -0.12 -0.08*** -0.11 -0.08*** -0.12

Gender (base = female) -0.22 -0.02 -0.15 -0.01 -0.22 -0.02 -0.24 -0.02 -0.18 -0.02

Poor self-perceived health (mean-

centred)

-0.39* -0.08 -0.39* -0.08 -0.39* -0.08 -0.39* -0.08 -0.41** -0.09

Mobility, arm function, and fine

motor limitations (mean-centred)

-0.16* -0.07 -0.14 -0.07 -0.16 -0.07 -0.16* -0.07 -0.35** -0.16

EURO-D -0.24** -0.11 -0.25** -0.11 -0.24** -0.11 -0.24** -0.11 -0.25** -0.12

Financial status 0.41* 0.08 0.32 0.06 0.41* 0.08 0.42* 0.08 0.39* 0.08

Education (base = elementary education or less)

HS& completed HS 1.01* 0.09 1.07* 0.10 1.00* 0.09 0.93* 0.08 0.98* 0.09

More than HS 1.74*** 0.16 1.71** 0.16 1.73** 0.16 1.67** 0.15 1.62** 0.15

Any activity 0.66* 0.06 0.74* 0.07 0.65* 0.06 0.66* 0.06 0.76** 0.07

Work status (base = retired)

Employed 0.45 0.04 0.02 0.00 0.46 0.04 0.45 0.04 0.37 0.03

Unemployed, disabled and other 0.28 0.02 -0.70 -0.05 0.29 0.02 0.27 0.02 0.16 0.01

Living with spouse or partner -0.39 -0.03 -0.38 -0.03 -0.41 -0.03 -0.39 -0.03 -0.49 -0.03

# of children 0.11 0.04 0.09 0.04 0.11 0.04 0.09 0.04 0.08 0.03

# children with daily contact -0.26* -0.06 -0.22 -0.05 -0.26 -0.06 -0.25* -0.06 -0.24* -0.06

Received/gave support 0.15 0.01 0.17 0.01 0.15 0.01 0.15 0.01 0.06 0.00

Population group (base = veteran-Jews)

Arab-Israelis -1.85** -0.11 -2.69* -0.16 -2.04** -0.12 -3.78*** -0.22 -2.28*** -0.13

FSU immigrants -1.48** -0.11 -2.66*** -0.20 -1.67** -0.12 -0.95 -0.07 -1.34** -0.10

Arab-Israelis X Employed -1.61 -0.04

Arab-Israelis X Unemployed,

disabled and other

2.28* 0.11

FSU immigrants X employed 3.78*** 0.14

FSU immigrants X Unemployed,

disabled and other

2.10 0.06

Arab-Israelis X Children with daily

contact

0.15 0.01

FSU immigrants X Children with

daily contact

-0.24 -0.02

Arab-Israelis X Received/gave

support

2.51* 0.13

FSU immigrants X Received/gave

support

-0.98 -0.06

Arab-Israelis X# of Mobility

limitations

0.69*** 0.13

FSU immigrants X# of Mobility

limitations

0.19 0.05

Constant -3.59*** -3.04*** -3.59*** -3.53*** -3.44***

Observations 1130 1130 1130 1130 1130

Adjusted R-squared 0.29 0.31 0.29 0.30 0.30

* p\ 0.05, ** p\ 0.01, *** p\ 0.001

All variables reflect baseline values (2009/10), except QOL change. CASP score in baseline (2009/10) was controlled in all models
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whether the factors that predict change in late-life QOL

differ by population group. The first study hypothesis

maintained that positive QOL change is greater among

members of the majority group than among respondents

from the minority groups. This assumption was supported.

We should point out that all three groups actually showed a

decline in QOL, on average. However, after controlling for

QOL in 2009/10 and the full set of study variables, the

minority group members showed greater negative QOL

change scores compared to those from the majority group.

This means that the general trend was toward less QOL

over time in all groups, but the reduction was more pro-

nounced among the respondents from the two minority

groups. This finding joins similar results from other

countries and affirms that minority status plays a role in the

assessment of QOL (Bajekal et al. 2004; Grewal et al.

2004; Moriarty and Butt 2004; Barger et al. 2009). In

addition, it highlights the relevance of viewing QOL over

time. Finally, the results underscore that minority status is

not only related to lower initial QOL, but also to greater

decline in this well-being outcome measure.

It should be noted as well that, as described earlier, the

two minority groups addressed in this study are subject to

inequality in the domains of socioeconomic status and

health (Okun and Friedlander 2005; Baron-Epel et al. 2010;

Na’amnih et al. 2010; Osman and Walsemann 2013;

Spalter et al. 2014). Therefore, the results of the present

study follow those from previous studies that suggest that

people in minority groups who are disempowered and

subject to inequality have a lower level of QOL (House

et al. 1994). Moreover, the current analysis expands our

understanding of this association by examining the relation

between these variables over time.

The second hypothesis posited that the specific predic-

tors of change in QOL vary by population group. The

results from the analysis lend support to this hypothesis by

showing three areas in which the predictors differ across

the respective groups. First, the analysis showed that

engaging in work improved QOL among the FSU immi-

grants but had no similar affect for Arab–Israelis or vet-

eran-Jews. Arab–Israelis tend to work in low SES jobs

during their lives (Semyonov and Lewin-Epstein 2011).

Continued employment in such physically demanding work

does not seem to add to their QOL. In contrast, work of any

kind among the FSU immigrants who already suffered

downward mobility in occupational status when immi-

grating to Israel (Raijman and Semyonov 1998) seems to

be preferable to no work at all. This may stem from the

former Soviet norms that emphasize the importance of

participation in the labour force (Litwin and Leshem 2008),

above and beyond the effect of their immediate material

needs.

The second area of note is the realm of social ties with

family members and friends. This domain was found to be

related to QOL change among Arab–Israelis, but not among

the others. Receiving or giving financial or material help,

mostly within the family, lessened the decline in QOL in this

population. This association is in-line with previous findings

on familism and the relationship between family-oriented

networks and well-being among Arab–Israelis (Litwin 1994).

It also lends support to the claim that the family network has

greater importance to older people who reside in more col-

lectivistic traditional societies than to elders who live in indi-

vidualistic Western societies (Litwin 2006b). Interestingly,

however, frequent contact with children was not a predictor of

QOL change among the Arab–Israelis when the exchange

variable was included in the analysis as well. This suggests that

the importance of the family networks lies in the support

provided by the network. It also underscores that frequency of

contact is an ambiguous predictor of QOL change insofar as it

may stem from very different reasons, positive and negative

(Pinquart and Sörensen 2000; George 2010).

The third area in which the population groups differed in

relation to the predictors of QOL change was in the realm

of health. Specifically, mobility limitations were negatively

associated with QOL improvement among veteran-Jews,

but positively correlated among Arab–Israelis. One expla-

nation for this discrepancy could be that a decline in

functional health among older Arab–Israelis is accompa-

nied by greater support and nurturing received from

members of the extended family, most of whom reside

within close geographical proximity. Thus, although lim-

ited mobility may bring discomfort, it also recruits help

from cherished others. Another possible interpretation

could be that poor functional health is seen among Arab–

Israelis as an act of God (Allah), reminding them that they

are not individually responsible for their fate. Such

expression of external locus control when reporting poor

health has been found among elderly Muslims and Hindus

in the UK (Grewal et al. 2004), and might also lie behind

the lack of a negative effect of poor functional health on

QOL change in the Arab–Israeli population.

Moreover, poor self-perceived health had a negative

association with positive QOL change among veteran-

Jews, but not among Arab–Israelis. This finding is in-line

with other studies and suggests that one’s self-perceived

health status is shaped by cultural norms (Baron-Epel et al.

2005). We note, in this regard, that the number of chronic

diseases was higher in the Arab–Israeli population com-

pared to veteran-Jews. Nevertheless, their subjective

assessment of health and its role as part of good QOL was

not negative. Further research on the unique association (or

lack thereof) between health and QOL among older Arab–

Israelis is, indeed, warranted.
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Despite the support for the study hypotheses in the

current analysis, we should nevertheless note a few limi-

tations. First, while the population group classification that

was used is robust and well documented in other studies, a

multicultural society like Israel can be divided into even

more distinct groups. A further differentiated classification

could potentially reveal additional factors by which QOL

differs in different population groups. One such compar-

ison, for example, might focus on veteran-Jews who

immigrated to Israel from Europe and America in relation

to those who immigrated from Asia and Africa. Further

study of this topic is therefore needed.

A second limitation concerns the possibly different

nuances in the translation of the QOL outcome measure—

the CASP-12 scale—from English into three different

languages: Hebrew, Arabic, and Russian. It might be that

delicate differences in wording stand behind some of the

differences that were observed. The SHARE project makes

every effort to avoid such translation effects by utilizing

coordinated online translation, back translation, and

extensive testing. Nevertheless, differences due to transla-

tion may occur. This seems to be a concomitant hazard of

cross-national research.

In conclusion, the present study affirms that minority

group status is a significant correlate of change in late-life

QOL. It also shows that cultural norms and other popula-

tion group differences relate differently to QOL change in

older age. The study makes a contribution, therefore, to the

difficult task of disentangling the complex relations that

exist between socioeconomic disadvantage of minorities,

on the one hand, and the different cultural norms that reign

in different societies, on the other hand. It also highlights

the variety of factors related to better QOL that exists

among older people in different national, social, and cul-

tural settings. Consequently, policies aimed at improving

quality of life among senior citizens should be aware of the

differences in this realm across population groups.
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