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Abstract
Background

Few empirical studies have examined how cultural values and social well-being affect depression amongst
victims of elder abuse. This study thus incorporates the cultural context into a stress-and-coping model to
explore how �lial piety in�uences the dynamic associations between elder abuse, multi-dimensional social
well-being, and depression among older adults in China.

Methods

The participants were 7,700 older adults (aged 60 years or older) enrolled in the 2018 China Longitudinal
Aging Social Survey, a national population-based study of older adults. Moderated mediation models were
applied to test the mediating effects of multidimensional social well-being (social isolation, loneliness, social
network, and social participation) and the moderating effect of �lial piety. All mediation and moderated
mediation effects were estimated using SPSS.26.

Results

Different dimensions of social well-being have a partial mediating effect on the association between elder
abuse and depression. Traditional attitudes towards �lial piety exacerbated the effects of elder abuse on
depression by increasing social isolation and loneliness, but they also reversed some negative effects by
improving the social network.

Conclusions

Certain sociodemographic factors are associated with greater risk of depression for victims of elder abuse.
Our �ndings suggest that �lial discrepancy and stigma from elder abuse might in�uence not only older
adults’ feelings of loneliness and social isolation but also their social participation and social network; this
will further deteriorate their depressive symptoms in late life. These results should be considered when
developing culturally sensitive identi�cation, prevention, and intervention services for older adults.

Background
Elder abuse is a traumatic life event experienced in old age, and it is increasingly being recognized as an
important public health and human rights issue with negative effects on families and the society at large [1,
2]. Elder abuse encompasses physical, psychological, emotional, sexual, and �nancial/material exploitation
or intentional or unintentional neglect [3]. The impacts of elder abuse are detrimental, and studies have
showed that older adults subjected to abuse had greater risks of depression [3, 4], premature morbidity, and
mortality [5] as well as worse physical and psychological well-being [6]. However, little is known regarding the
complex psychosocial mechanisms that increase the levels of depression among older adults who have
experienced elder abuse. To develop effective elder abuse prevention and intervention programs for the
rapidly growing ageing population, it is crucial to enhance our understanding of the connections between
elder abuse, social well-being, depression, and the factors contributing to depression.
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Social well-being is an essential component of health. According to the World Health Organization [2], health
is a condition of total physical, mental, and social well-being and not simply the absence of illness or
physical impairment. Social well-being is a multi-attribute concept that depends upon a complex connection
of the social network, social participation, social isolation, and loneliness. While old age does lead older
adults to have less social participation, a smaller social network, and emotional distress such as through
loneliness and depression [7], elder abuse is a stressful life event that leads to even more pronounced and
long-lasting psychological distress. Evidence suggests that elder abuse is also associated with older adults’
social well-being [8, 9, 10], which particularly warrants attention given that social well-being of the victims of
elder abuse could be of crucial importance to the development of future intervention programs.

Partly due to the cultural emphasis on virtues of �lial piety, elder abuse is an under-explored phenomenon in
Chinese societies despite a growing public interest in this topic across countries. Nevertheless, a growing
number of recent studies have found that elder abuse is common among older Chinese adults. For example,
Li and Wang. [11] found that 7% of older people aged above 65 years have been victims of elder abuse
based on the 2010 ‘The Third Wave of Chinese Women Social Status Survey’. A 2019 study surveyed a
sample of 1,684 older adults aged 60 and above in a rural area of China and found that the prevalence of
elder abuse was 25.1%. This study also found the most common types of elder abuse as psychological
abuse (19.5%) and �nancial abuse (16.2%) [12].

The literature presents divergent views on the effects of �lial piety on social well-being and depression
among Chinese victims of elder abuse, with different scholars offering competing theories and
interpretations. Based on an analysis of 164 Chinese older adults, Cheng and Chan [13] found that the level
of respect children show towards their parents is the most important factor in determining how older adults
feel about their relationship with their children and their psychological well-being. Their result corresponds
with the systematic literature review of Wu et al. [14], who demonstrated that older people’s perception of
their children’s �lial piety is correlated with a reduction in their depression. Moreover, Yan [15] found that �lial
piety is a passive factor and barrier that may prohibit victims from admitting their abusive experiences and
seeking help. However, many scholars arrived at different conclusions. For example, Tam and Neysmith
found that Chinese older adults may have low tolerance towards elder abuse and disrespectful behaviours.
As Confucian cultures emphasize that the younger generation should be respectful and provide care to the
older generation, �lial piety may promote family cohesion and mutual support, which can serve as a buffer
against elder abuse[16]. These �ndings suggest that additional research is needed to fully understand the
correlations between elder abuse and �lial piety.

This study uses a nationally representative sample of people aged 60 and over from the ‘2018 China
Longitudinal Aging Social Survey’ (CLASS). It extends prior research by elaborating on the dynamic effects
of �lial piety and multi-dimensions of social well-being on the association between elder abuse and
depression among Chinese older adults. Accordingly, it pursues the following research questions: (1) How,
and to what extent, are attitudes towards �lial piety associated with elder abuse and depression among
Chinese older adults? (2) How, and to what extent, are different aspects of social well-being (i.e. social
network, social isolation, loneliness, and social participation) correlated to elder abuse and depression? (3)
Do attitudes towards �lial piety affect the links among elder abuse, different aspects of social well-being,
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and depression? To the best of our knowledge, this is the �rst attempt to identify the relationships among
elder abuse, multi-dimensions of social well-being, and depression among Chinese older adults using the
latest nationally representative data.

Literature Review

Different dimensions of social well-being as mediators
Currently, the literature has no generally accepted de�nition of social well-being. Nevertheless, scholars agree
that, to be healthy in terms of social well-being, it is necessary to have good and functional relationships
with others, receive su�cient social support, experience minimal stress or tension in social situations,
engage in some form of social activity or involvement, be included and accepted within one's society, have a
reliable and effective social network, and possibly have the freedom to express one’s sexuality as desired
[17]. 

For example, according to Ivankina and Ivanova [18], social well-being re�ects individuals’ general
satisfaction with the environment, activities in which they are involved, and their possessions. Rowe and
Kahn [19] provided a de�nition of social well-being as ‘active involvement in life’. This means maintaining
personal connections and participating in either paid or unpaid activities that contribute to the production of
goods or services with economic value. According to Waite [17], social well-being may include adequate and
well-functioning social relationships, adequate social support, minimal or no interpersonal tension, some
social participation, social inclusion in one’s society, and strong and well-functioning social networks. Having
a diverse and supportive social network is linked to low levels of depression, increased life satisfaction, and
even lower rates of mortality. 

Several theoretical and conceptual models, and a sizable body of research, have identi�ed the signi�cance
of ‘social well-being’. For example, the biopsychosocial [20], successful aging [19], and interactive
biopsychosocial [21] models examine different dimensions of social well-being through theoretical and
conceptual analysis. The social network, social participation, social inclusion, and loneliness are the most
important and frequently assessed components of social well-being [17].

Social isolation has been a central concern in the research on health, but indicators of isolation vary widely
both across and within disciplines in myriad ways.  As a candidate indicator of both poor social well-being
and depression, social isolation has been de�ned at its most basic level as a lack of meaningful contact with
a person’s community, family, and friends or a lack of integration with their social network
[22,23,24,25]. Existing research con�rmed that socially isolated individuals tend to have a higher likelihood
of living alone, being unmarried, having a limited social circle, participating in fewer groups, having fewer
friends, and having infrequent social interactions compared to those who are not socially isolated [7]. Thus,
social isolation can increase the likelihood of unfavourable events by limiting the availability of assistance
and care.

Loneliness and social isolation are two important components of social well-being that are frequently used
interchangeably. Rather than being identical, they are more like siblings with similar traits [26]. Loneliness, as
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a subjective assessment of one’s social relationships, is often characterized by a lack of companionship,
lack of friends, and feelings of exclusion.  Loneliness is a major source of stress, and the existing literature
has proved that chronic loneliness can cause signi�cant stress, leading to higher likelihood of depression,
cognitive decline, hypertension, stroke, and cardiovascular disease [23,24,27]. The UCLA Loneliness Scale
[28] and Three-item Loneliness Scale [29] are used frequently to measure loneliness.

Individuals’ social network plays a vital role in promoting social well-being as it provides them with a sense
of belonging, emotional support, and opportunities for social interaction. Social networks are de�ned and
measured using various methods. Inspired by the Social Network Index and Social Network Scale, Nicholson
et al. [30] developed an instrument to examine older adults’ social networks. This scale has three items: (1)
number of monthly face-to-face interactions with family, friends, and neighbours; (2) connections with others
through phone, e-mail, the internet, or video chat; and (3) number of individuals with whom they have a close
connection. A large body of research has demonstrated the health risks associated with having a small
social network [31,32], infrequent social contact [33], and lack of social network diversity [34]. According to
Antonucci et al. [35], social networks, particularly relationships with family members, are essential in helping
older individuals cope with chronic conditions and reducing their feelings of depression.

Social participation is not only an important aspect of well-being and quality of life but also a key element in
the preventions of loneliness. This is because older adults become reliant on community resources and
planned activities for meaningful social interactions and engagement. Social participation involves
participating in organized group activities, such as religious services, clubs, sports teams, volunteer activities,
or community organizations. This can create weak connections that facilitate both the provision and receipt
of support. Social participation is also linked to lower or higher levels of depression, depending on the type
of organization in which one participates [36]. Sociologists have also identi�ed social participation as a
protective factor that can reduce older adults’ negative psychological health symptoms, including depression
[37] and cognitive impairment [38]. For example, Chiao et al. [39] found that participating actively in social
groups can signi�cantly decrease the likelihood of depression in older women from Taiwan. Low
participation in social activities, particularly volunteering and religious attendance, can be a potential threat
to health.

The four aspects of social well-being (i.e. social network, social isolation, loneliness, social participation) are
inter-connected concepts that complement each other. A strong social network and participation in social
activities can help prevent social isolation and loneliness; in contrast, experiencing social isolation and
loneliness can reduce social participation and physical activity as well as impair mental health and
cognition. Thus, there is great variety and complexity in older adults’ social worlds, which can scarcely be
captured by only one or two measures, and so previous studies do not provide a clear understanding of how
different aspects of social well-being interact or independently affect later-life depression. Therefore, it is
important to understand the mechanisms through which aspects of social well-being may present
depression risks for, particularly, victims of elder abuse. 

Filial piety as moderator
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Filial piety is rooted in Confucian philosophy and generally refers to  ‘a set of norms, values and practices
regarding how children should behave toward their parents’ [40]. Filial piety emphasizes that adult children
must care for, respect, and �nancially support their parents and show obedience [13,41]. It is a combination
of children’s special social attitudes and social behaviour towards their parents [42]. According to prior
research, traditional attitudes towards �lial piety and un�lial piety are the two extremes of consent, while
modern �lial piety tends to deal with intergenerational issues from the viewpoint of expediency, that is,
through the practice of �lial piety in various ways.

Filial piety has long been recognized as a potential protective factor against elder abuse [13]. Traditional
attitudes towards �lial piety are found to relate to high tolerance of abuse, reluctance to seek help, and
mistrust towards third-party intervention; this is because accepting their victimization before others means
acknowledging that their adult children do not ful�l their �lial obligations, which will cause a signi�cant loss
of face [13,43,44]. According to Yan [15],  concepts such as ‘family and social harmony’, ‘blood is thicker than
water’, ‘face issues’, and ‘not hanging dirty laundry out in public’ are recurrent themes among victims of elder
abuse who are reluctant to seek help. Other researchers have arrived at divergent conclusions, Chen et al. [45]
and Hwu et al. [46] reported that within a social context that emphasizes order and respect for older people,
individuals with traditional attitudes towards �lial piety are more likely to develop stronger social networks
with families and peers, obtain more instrumental support from older adults, and reduce interpersonal
con�icts. Filial piety also implies a stable psychological trait that buffers against the changing environment
and psychological damage caused by poor family relationships [14]. 

Few prior studies focused on the relationship between �lial piety and older adults’ social well-being. Due to
variations in measurement methods, different scholars have different views on how �lial piety affects the
social well-being of older people. Makhtar and Samsudin [47] found that high �lial piety expectations were
associated with low-level loneliness  among older people in  Malaysia. Ren et al. [50] discussed the impact of
�lial piety and generativity on the well-being and loneliness of older adults in China and Denmark. They
suggested that �lial piety and generativity affect older adults’ social and emotional well-being positively,
while loneliness affects them negatively.

In the �eld of geriatric depression, the effects of �lial piety on older adults were inconsistent. Li and Dong
[49] found that the expectation of �lial piety was negatively correlated with depressive symptoms, but there
were differences between different expectation categories. For example, the depressed group tended to have
high economic expectations, while the non-depressed group had high expectations for respect. Another
possible explanation why �lial piety protects against depression is related to its interpersonal function. 

Motivated by such existing research and theoretical frameworks of the stress-and-coping model for ageing,
we believe it is necessary to include �lial piety in the theoretical framework to understand the complex
effects of social well-being.

The present study and hypotheses
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Incorporating the cultural context into the stress-and-coping model [50], this study aims to address the
aforementioned gaps by testing the following hypotheses: 

Hypothesis 1 (mediation): Different aspects of social well-being (i.e. social network, social isolation,
loneliness, social participation) (partially) mediate the relationship between elder abuse and depression.

Hypothesis 2 (moderation): The positive relationship between elder abuse and depression is moderated by
�lial piety. Speci�cally, this relationship is stronger among individuals with traditional �lial piety.

Hypothesis 3 (moderation): The association among elder abuse, different aspects of social well-being, and
depression is moderated by �lial piety.

In the process of ageing, health and functional declines are the primary stressor, while elder abuse
experience is the secondary stressor—also called the ‘external stressor’. The different aspects of social well-
being, as mediators, become both consequences and coping strategies. Older adults’ attitudes towards �lial
piety constitute the cultural context; however, whether these attitudes play a buffering or deteriorating role is
yet unknown (see Figures 1 and 2).

[Insert Figures 1 and 2 here]

Methods

Sample and procedure
This study used a nationally representative sample of people aged 60 and over from the 2018 CLASS
conducted by the Center for China Survey and Data of Renmin University of China. The survey is conducted
with a continuous national probability sample representing the living conditions, attitudes, intergenerational
relationships, and socioeconomic and health statuses of older people. This survey used a multi-stage
sampling method. County-level units (counties, county‐level cities, and districts) within provinces were
selected as primary sampling units. Villages (cun) in rural areas and neighbourhoods (shequ or juweihui) in
urban areas were selected as secondary sampling units. From 2014 to 2018, the CLASS conducted three
survey waves in a total of 476 village/neighbourhood committees and 30 provinces/autonomous
regions/municipalities. The 2018 wave of CLASS was selected because only this wave contained scales on
elder abuse experiences and attitudes towards �lial piety. The 2018 CLASS included 11,419 participants. We
excluded participants who had missing data on the scales of depression, abuse experience, social
participation, social isolation, social network, loneliness, and �lial piety. We also deleted samples with
missing values on relevant covariates. The �nal data included 7,700 participants (see Fig. 3).

[Insert Fig. 3 here]

Measures
Independent variable: elder abuse. Elder abuse was measured by the Chinese version of a modi�ed Hwalek–
Sengstock Elder Abuse Screening Test [51], which measured the occurrence of physical abuse, physical
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neglect, psychological abuse, psychological neglect, material abuse, and violation of personal rights.
Participants answered either ‘yes’ (coded as 1) or ‘no’ (coded as 0) to seven questions. The Cronbach’s alpha
for the total scale was 0.91, indicating favourable internal consistency. Table S1 in Supplementary Materials
presents more details about the Chinese version of the H-S/EAST.

Dependent variable: depression. Depression was assessed using an abbreviated nine-item Center for
Epidemiological Studies Depression Scale (CES-D), which includes three items assessing positive feelings,
two items assessing negative emotions, two items assessing somatic symptoms, and two items assessing
the sense of marginalization. CES-D is reliable and valid for detecting depressive symptoms among Chinese
older people [52]. For the current study, each item had a score of either 1 (rarely or none of the time), 2 (some
of the time), or 3 (most of the time). By reversing the coding of the positive effect items, a higher mean score
indicated higher level of depression. In this study, the internal Cronbach alpha for the nine items was 0.85.

Mediators: multi-dimensions of social well-being. Social isolation. Eight items were used to measure the
social isolation of older adults, including four items assessing positive feelings and four assessing negative
feelings (see Table S2). Participants were asked about the degree to which they agree or disagree (1 = 
completely disagree, 2 = disagree, 3 = fair, 4 = agree, and 5 = completely agree). By reversing the coding of the
positive effect items, a higher average score indicated a higher level of social isolation. The Cronbach’s alpha
for these items was 0.893 in this study.

Loneliness. Loneliness was measured by the Three-item Loneliness Scale [29], which previous studies have
proven to have good reliability in the Chinese social context [53]. Total score of the three items was used to
assess the level of loneliness. A higher score indicated higher-level loneliness. In this study, Cronbach’s alpha
for loneliness was 0.77.

Social network. Six items were used to measure the size of the older adults’ social network (see Table S3).
Participants rated each question into one of six categories: none, 1, 2, 3–4, 5–8, and 9 and above, with the
total score ranging from 0 to 40. The social network’s size was constructed by summing the unweighted
points from these questions. A higher score indicated a larger social network.

Social participation. Seven items were used to measure the older adults’ level of social participation,
including community security patrols participation, help provided to other older adults, environmental
protection, dispute resolution, conversation with others for psychological advice, provision of professional
volunteer services, and care of another family’s children. Participants were asked whether they participated in
the above activities in the last year. Each item had �ve options (1 = never participate, 2 = several times a year,
3 = at least once a month, 4 = at least once a week, and 5 = almost daily), We added these items and
averaged them to represent the level of social participation. The greater the value, the greater the social
participation.

Moderator: �lial piety. Attitudes towards �lial piety was measured using an abbreviated eight-item Filial Piety
Scale [54], which considers different dimensions of �lial piety, including reciprocal �lial piety, authoritarian
�lial piety, egalitarian parent-child relationship, and spiritual �lial piety. For the current study, each item had a
score from 1 = strongly agree to 5 = strongly disagree, with the total score ranging from 0 to 40. After
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reversing the coding, a higher score indicated a traditional attitude towards �lial piety in this study. The
internal Cronbach’s alpha for the eight items was 0.87.

Control variables
The study collected several sociodemographic characteristics of participants, including age (continuous
variable), gender (1 = men), educational attainment (1 = above high school), marital status (1 = married),
residence area (1 = urban), living arrangement (1 = live alone), work status (1 = employed), and personal
income (continuous variable). We also included a series of variables to measure the primary stressor,
including the older adults’ physical and psychological health status, including their activities of daily living
(continuous variable), instrumental activities of daily living (continuous variable), number of chronic
diseases (continuous variable), and cognitive function (continuous variable), based on the Chinese version
of the Mini-Mental State Examination screening test (see Table S2).

Data analysis
Four interlinked steps were taken to evaluate how elder abuse, older people’s attitude towards �lial piety, and
social isolation in�uenced the depression of older people. First, each scale’s validity and reliability were
measured. Second, Pearson correlation matrices were used to clarify the associations between the study’s
variables. Third, an integrated moderated mediation model (Model 59) [55], which investigates how elder
abuse, older people’s attitude towards �lial piety, and depression predict social isolation of older people, was
examined. Fourth, simple slope tests were used to determine whether the relationship between depression
and social isolation varied for participants scoring one standard deviation (SD) above and below the mean
scores of �lial piety.

Results

Characteristics of the participants
Demographic information was analysed using descriptive statistics, including frequency distribution and
means, as shown in Table 1. There were 48.74% women and 50.82% men between the ages of 60 and 109
years (M = 71.97, SD = 7.07). Most participants lived with family members, one-fourth were out of work, and
7.01% had experienced elder abuse. The mean scores of depression and �lial piety were 1.76 (SD = 0.29) and
4.00 (SD = 0.57), respectively. Based on the t-test results (see Table 1), participants with high-level depression
tended to be older, female, and widowed/separated/single; have lower education attainment and worsened
physical health and cognitive functions; live in rural areas; be out of work; and have relatively poor economic
status and (higher-level social isolation, higher-level loneliness, smaller social network, and less social
participation; p < 0.001).
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Table 1
Descriptive statistics of the study variables

Variable Total Experience higher
depression

Experience lower
depression

p-
value

(n = 
6,184)

(n = 3,140) (n = 3,044)

Age (range: 60–109) 71.97
(7.07)

72.84 (7.26) 71.03 (6.75) 0.00

Gender (%)        

Women 48.74 50.06 47.31 0.09

Men 50.82 49.94 52.69

Education level (%)        

Above high school 12.06 8.92 15.43 0.00

Blow high school 87.94 91.08 84.57

Marital status (%)        

Married 70.45 65.17 76.13 0.00

Widowed/separated/single 29.55 34.83 23.87

Residence (%)        

Urban 52.09 48.84 55.59 0.00

Rural 47.91 51.16 44.41

Living arrangement (%)        

Live alone 11.45 13.83 8.90 0.00

Live with family members 88.55 86.17 91.10

Working status (%)        

Unemployed 77.30 76.39 78.27 0.00

Employed 22.70 23.61 21.73

Personal income (ln_year) 8.18
(1.39)

7.97 (1.39) 8.40 (1.35) 0.00

ADL 10.33
(1.34)

10.44 (1.60) 10.21(0.99) 0.00

IADL 8.67
(1.83)

8.86(2.08) 8.47(1.50) 0.00

Note: ADL: activities of daily living; IADL: instrumental activities of daily living.
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Variable Total Experience higher
depression

Experience lower
depression

p-
value

(n = 
6,184)

(n = 3,140) (n = 3,044)

Chronic diseases 1.63
(1.50)

1.84 (1.58) 1.42(1.39) 0.00

Cognitive function 13.64
(2.88)

13.37 (3.09) 13.93(2.59) 0.00

Elderly abuse (%)        

Abused 7.01 8.65 5.24 0.00

Not abused 92.99 91.35 94.76

Filial piety (range: 1–5) 4.00
(0.57)

3.92 (0.58) 4.09(0.56) 0.00

Depression (range: 1–3) 1.76
(0.29)

     

Social adaptation (range:
1–5)

3.09
(0.50)

2.98 (0.44) 3.21(0.54) 0.00

Loneliness (range: 1–3) 1.47
(0.52)

1.69 (0.53) 1.23(0.38) 0.00

Social network (range: 0–
5)

2.30
(0.88)

2.24 (0.86) 2.38(0.91) 0.00

Social participation (range:
0–5)

0.34
(0.62)

0.32 (0.61) 0.36(0.63) 0.00

Note: ADL: activities of daily living; IADL: instrumental activities of daily living.

[Insert Table 1 here]

Correlation of study variables
The bivariate correlations for all variables are shown in Table 2. The results showed that elder abuse was
positively and signi�cantly correlated with depression (r = 0.0923, p < 0.01), social isolation (r = 0.0455, p < 
0.01), loneliness (r = 0.0993, p < 0.01), and social participation (r = 0.0894, p < 0.01) but negatively and
signi�cantly correlated with the social network (r=-0.0221, p < 0.05) and �lial piety (r=-0.0509, p < 0.01).
Depression was negatively correlated with the social network (r=-0.1559, p < 0.01), social participation
(r=-0.0623, p < 0.01), and �lial piety (r=-0.2052, p < 0.01) and positively correlated with social isolation (r = 
0.2463, p < 0.01) and loneliness (r = 0.4383, p < 0.01). In addition, �lial piety was positively correlated with the
social network (r = 0.0737, p < 0.01) and social participation (r = 0.1944, p < 0.01) and negatively correlated
with social isolation (r=-0.0470, p < 0.01) and loneliness (r=-0.2946, p < 0.01).
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Table 2
Correlation matrix of the study variables

    1 2 3 4 5 6 7

1 Elder abuse 1            

2 Depression 0.0923*** 1          

3 Social
isolation

0.0455*** 0.2463*** 1        

4 Loneliness 0.0993*** 0.4383*** 0.1115*** 1      

5 Social
network

-0.0221** -0.1559*** 0.0400*** -0.1113*** 1    

6 Social
participation

0.0894*** -0.0623*** 0.0010 -0.0631*** -0.0286*** 1  

7 Filial piety -0.0509*** -0.2025*** -0.0470*** -0.2526*** 0.0737*** 0.1944*** 1

[Insert Table 2 here]

Mediation analysis
For the third step of the statistical analysis, we conducted a mediation analysis to assess whether social
isolation, loneliness, social network, and social participation mediate the relationship between elder abuse
and depression. Mediation analyses were conducted using Model 4 [55]. At the same time, the moderate
variable and other control variables were included.

As Table 3 shows, elder abuse was positively associated with social isolation (B = 0.0841, [0.0433, 0.1248]),
loneliness (B = 0.1593, [0.1173, 0.2014]), and social participation (B = 0.1922, [0.1409, 0.2434]). No
signi�cant association between elder abuse and social network was found. Social isolation (B = 0.1669,
[0.1529, 0.1808]), loneliness (B = 0.2589, [0.2462, 0.2716]), and social network (B=-0.037, [-0.0447, -0.0292])
were signi�cantly associated with depression. However, there was no signi�cant association between social
participation and depression.
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Table 3
Summary of regression model testing the mediating effects of social isolation on depression

  Variable Path B SE LLCI ULCI

Mediator of social
isolation

Total
effect

Abuse-Depression 0.0884 0.0134 0.0621 0.1146

Direct
effect

Abuse-social isolation 0.0841 0.0208 0.0433 0.1248

Social isolation-
depression

0.1669 0.0071 0.1529 0.1808

Abuse-depression 0.0744 0.0129 0.049 0.0997

Indirect
effect

Abuse-social isolation-
depression

0.014 0.004 0.0064 0.022

Mediator of
loneliness

Total
effect

Abuse-depression 0.0884 0.0134 0.0621 0.1146

Direct
effect

Abuse-loneliness 0.1593 0.0214 0.1173 0.2014

Loneliness-depression 0.2589 0.0065 0.2462 0.2716

Abuse-depression 0.0471 0.0122 0.0232 0.0711

Indirect
effect

Abuse-loneliness-
depression

0.0413 0.006 0.0294 0.0531

Mediator of the
social network

Total
effect

Abuse-depression 0.0884 0.0134 0.0621 0.1146

Direct
effect

Abuse-social network -0.0013 0.0383 -0.0764 0.0739

social network-
depression

-0.037 0.004 -0.0447 -0.0292

Abuse-depression 0.0883 0.0133 0.0622 0.1145

Indirect
effect

Abuse-social network-
depression

0 0.0015 -0.0029 0.0029

Mediator of social
participation

Total
effect

Abuse-depression 0.0884 0.0134 0.0621 0.1146

Direct
effect

Abuse-social
participation

0.1922 0.0261 0.1409 0.2434

Social participation-
depression

-0.0045 0.0058 -0.0159 0.007

Abuse-depression 0.0893 0.0134 0.0629 0.1156

Indirect
effect

Abuse-social
participation-depression

-0.0009 0.0012 -0.0033 0.0014

Note: SE: standard error; LLCI: lower limit con�dence interval; ULCI: upper limit con�dence interval.
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Additionally, our results revealed a signi�cant indirect effect of elder abuse on depression through social
isolation and loneliness. The indirect effect was 0.014 and 0.0413, respectively. Thus, Hypothesis 1 was
partially supported. Basic three stepwise regression models with control variables are shown in Tables S5–
S8 in the Supplementary Materials.

[Insert Table 3 here]

Moderated mediation analysis
The fourth step was evaluating the moderating function of �lial piety—through the social network, social
isolation, social participation, and loneliness—on the indirect effects between elder abuse and depression. To
test the role of �lial piety in these relationships, moderated mediation analyses were conducted. As Table 4
shows, �lial piety was negatively associated with depression. When the mediators were social isolation,
loneliness, social network, and social participation successively, the signi�cant coe�cients were − 0.1232,
-0.0831, -0.137 and − 0.1421, respectively. However, the interaction between elder abuse and �lial piety was
positively associated with depression. The signi�cant coe�cients were 0.0671, 0.0584, 0.1237, and 0.0832,
respectively. Thus, Hypothesis 2 was completely veri�ed.
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Table 4
Testing the moderated mediating effect of abuse on depression by social isolation and �lial piety

Interaction M Y

B SE LLCI ULCI B SE LLCI ULCI

  Social isolation Depression

Abuse 0.1061 0.0211 0.0648 0.1474 0.0827 0.0132 0.0569 0.1085

Social isolation         0.1682 0.0072 0.1542 0.1822

Filial piety (FP) -0.1059 0.0095 -0.1246 -0.0872 -0.1232 0.006 -0.135 -0.1115

Abuse*FP 0.2244 0.0381 0.1496 0.2991 0.0671 0.0238 0.0203 0.1138

SI*FP         -0.037 0.0123 -0.0612 -0.0129

  Loneliness Depression

Abuse 0.1686 0.0218 0.1259 0.2113 0.0502 0.0124 0.0259 0.0745

Loneliness         0.2648 0.0065 0.252 0.2776

FP -0.2262 0.0099 -0.2456 -0.2069 -0.0831 0.0058 -0.0944 -0.0718

Abuse*FP 0.0948 0.0394 0.0175 0.1721 0.0584 0.0225 0.0143 0.1026

Loneliness*FP         0.0691 0.0106 0.0483 0.09

  Social network Depression

Abuse 0.0269 0.0389 -0.0494 0.1032 0.0976 0.0135 0.0711 0.1241

Social network         -0.0381 0.004 -0.0458 -0.0303

FP 0.088 0.0176 0.0534 0.1226 -0.137 0.0061 -0.149 -0.125

Abuse*FP 0.2866 0.0704 0.1485 0.4247 0.1237 0.0246 0.0755 0.172

SN*FP         0.0284 0.007 0.0147 0.0421

  Social participation Depression

Abuse 0.1842 0.0266 0.1321 0.2362 0.0989 0.0136 0.0722 0.1256

Social
participation

        -0.0015 0.0059 -0.013 0.01

FP 0.0145 0.012 -0.0091 0.0381 -0.1421 0.0062 -0.1542 -0.1301

Abuse*FP -0.0817 0.0481 -0.176 0.0125 0.0832 0.0248 0.0346 0.1319

SP*FP         0.0471 0.0094 0.0286 0.0656

Note: N = 7,700. SE: standard error. Model 59 for the mediator of social adaptation. Model 8 for the
mediator of loneliness. Model 15 for mediator of social participation.



Page 16/29

[Insert Table 4 here]

Moreover, the interaction between elder abuse and �lial piety was positively associated with social isolation
(B = 0.2244, [0.1496, 0.2991]), loneliness (B = 0.0948, [0.0175, 0.1721]), and social network (B = 0.2866,
[0.1485 0.4247]), while there was no signi�cant association between the above interaction and social
participation. The interaction between social well-being and �lial piety was signi�cantly associated with
depression. The effect of social isolation (B=-0.037, [-0.0612, -0.0129]) was negative, while the effects of
loneliness (B = 0.0691, [0.0483, 0.09]), social network (B = 0.0284, [0.0147, 0.0421]), and social participation
(B = 0.0471, [0.0286, 0.0656]) were positive. Thus, Hypothesis 3 was partially veri�ed. Figure 4 illustrates the
effect of the moderators on each path.

To facilitate comprehension, we plotted a simple slope in Fig. 5 and tested the conditional indirect effects in
Table 5. In general, participants with traditional �lial piety were more depressed upon experiencing elder
abuse (Fig. 5a) and felt more socially isolated (Fig. 5b) compared with participants with modern �lial piety.
Moreover, participants with traditional �lial piety were lonelier but had a larger social network than
participants with modern �lial piety (Figs. 5c and 5d). When we focused on the path between social well-
being and depression, we found that participants with traditional �lial piety were less depressed than
participants with modern �lial piety when experiencing high social isolation (Fig. 5e). However, participants
with traditional �lial piety were more depressed when experiencing high level of loneliness (Fig. 5f), large
social network (Fig. 5g), and high social participation (Fig. 5e) compared with participants with modern �lial
piety.
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Table 5
Conditional indirect effects of elder abuse on depression.

Filial piety B BootSE BootLLCI BootULCI

Social isolation

-1-SD -0.0044 0.005 -0.0142 0.0053

Mean 0.0178 0.0042 0.0097 0.0261

-1 + SD 0.0346 0.0061 0.023 0.047

Loneliness

-1-SD 0.0256 0.0073 0.0111 0.0396

Mean 0.0447 0.006 0.0326 0.0561

-1 + SD 0.068 0.0112 0.0461 0.0893

Social network

-1-SD 0.0075 0.0028 0.0023 0.0132

Mean -0.001 0.0016 -0.0043 0.002

-1 + SD -0.0042 0.002 -0.0087 -0.0009

Social participation

-1-SD -0.0066 0.0021 -0.0112 -0.0029

Mean -0.0003 0.0011 -0.0025 0.0019

-1 + SD 0.0035 0.002 0.0003 0.0084

Note: SE: standard error; SD: standard deviation; LLCI: lower limit con�dence interval; ULCI: upper limit
con�dence interval.

Table 5 shows the mediating effects of the bootstrap method at different levels of moderated variables.
When �lial piety is traditional, the effect of elder abuse on depression through social isolation (B = 0.0346,
[0.023, 0.047]), loneliness (B = 0.068 [0.0461, 0.0893]), and social participation (B = 0.0035, [0.0003, 0.0084])
is signi�cantly enhanced. However, the effect of elder abuse on depression was signi�cantly reduced
through the social network and showed a negative correlation (B=-0.0042, [-0.0087, -0.0009]).

[Insert Fig. 4 here]

Discussion
This study is the �rst to consider how and to what extent different dimensions of social well-being (i.e. social
network, social isolation, loneliness, and social participation) are correlated with elder abuse and depression.
It also examined how the relationship between elder abuse and depression among Chinese older adults is
mediated by the multi-dimensions of social well-being, and how these associations may vary as a function
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of older adults’ attitudes towards �lial piety. This study incorporated the cultural context into the stress-and-
coping model and used the 2018 CLASS data. Accordingly, it obtained four main results: First, consistent
with the literature [4,56], victims of elder abuse are more likely to feel depressed compared with older adults
who have not experienced elder abuse. Second, �lial piety is not a protective factor for depression among
victims of elder abuse. Instead, it exacerbates the effect of elder abuse on depression, and older adults with
traditional �lial piety are more likely to feel depressed after suffering from elder abuse. Third, social isolation
and loneliness have a mediating effect on the association between elder abuse and depression. Fourth, �lial
piety has a moderating effect on the links among elder abuse, different aspects of social well-being, and
depression.

Filial piety exacerbates depression
In contrast to earlier �ndings [15], the cultural value of �lial piety does not protect Chinese older adults from
elder abuse. Instead, �lial piety exacerbates the association between elder abuse and depression. The �lial
discrepancy arising from elder abuse exaggerated the negative effect of elder abuse on depression in late
life. This is because  the mismatch between older adults’ expectations and their children’s behaviour violates
the  essential �lial obligation. In addition, our �ndings veri�ed the effect of �lial piety on the psychosocial
pathway of elder abuse and depression: victims of elder abuse with traditional �lial piety were more likely to
feel isolated and lonely, and this further contributed to their depression. A possible explanation is that since
elder abuse is a signi�cant violation of traditional �lial obligations, older adults with traditional �lial piety
may prefer to ‘eat bitterness’ and not complain to outsiders [15]. This is because  disclosing their family’s
disfunction brings shame to the family and ancestors, and existence of elder abuse indicates that older
adults have lost their traditional authoritative status. The loss of such authoritative status may exacerbate
feelings of worthlessness and hopelessness among older adults, leading to signi�cant social isolation and
increased loneliness, which further increases depression.

Various aspects of social well-being as coping strategies
operate differently
Various dimensions of social well-being have different mediating effects on the association between elder
abuse and depression. Our �ndings suggest that, when not considering older adults’ attitudes towards �lial
piety, social isolation and loneliness are important mediators for the relationship between elder abuse and
depression. This indicates that victims of elder abuse are more likely to feel isolated and lonely than older
adults who have never experienced elder abuse, as their isolated and lonely status will exaggerate their
depressive symptoms. However, when older adults’ attitudes towards �lial piety were considered, one
unanticipated �nding was that the social network and social participation are signi�cant mediators.
Speci�cally, victims of elder abuse with traditional �lial piety and a larger social network are less likely to feel
depressed compared to those with a small social network. In addition, victims of elder abuse with traditional
�lial piety tend to have more social participation, but social participation does not alleviate their depressive
symptoms. 



Page 19/29

Our �ndings further support the association between the social network and reduced depression. Victims of
elder abuse with a larger social network are less likely to feel depressed, as their social network provides
them not only access to instrumental resources but also emotional support. However, the �ndings do not
support previous research on the presumption of social participation and depression (e.g. [36,37]). There are
several possible explanations for the negative associations between social participation and depression
among victims of elder abuse with traditional �lial piety. One explanation is that to avoid a sense of
worthlessness, victims of elder abuse may increase their social engagement when participating in various
social activities. However, too much social activity becomes a stress factor, leading older people to become
overwhelmed because of the concern about ‘losing face’, which further escalates their depressive symptoms.

Coping is ‘a set of concrete responses to a stressful situation or event that are intended to resolve the
problem or reduce distress’ [57]. As mediators of elder abuse and depression, loneliness and social isolation
are both consequences and ineffective emotion-focused coping mechanisms for victims of elder abuse.
They do not address the root cause of the problem but can exacerbate the negative effects of elder abuse.
Social isolation also prevent older adults from receiving the support and resources they need to address the
abuse they are experiencing. Without a support network, they may be less likely to report the abuse or seek
help from others, which can allow the abuse to continue. On the other hand, the social network and social
participation are effective problem-focused coping strategies. This is because having a supportive social
network can help victims of elder abuse feel less isolated as well as receive practical help and emotional
support. Social participation can help victims of elder abuse to not only develop new relationships and
support networks but also feel a sense of belonging and purpose, which can in turn improve their mental
health and well-being (see Figure S1 in Supplementary Materials).

Limitations and future directions
This study provides new insights into the complex and different roles that social well-being and �lial piety
appear to play in the relationship between elder abuse and depression among Chinese older adults. However,
these results should be interpreted cautiously as there are several limitations to this study that are worth
mentioning. 

First, while our research presented a theoretical causal model to explain the identi�ed effects, it is important
to acknowledge that alternative interpretations are also possible. The effects’ directionality remains di�cult
to verify, and further longitudinal research is necessary to clarify these relationships. Second, one novelty of
this study lies in measuring the various dimensions of social well-being and exploring how they are
connected to older adults’ depression. Thus, variations in measurements may contribute signi�cantly to the
differences observed in different studies’ �ndings. Despite these limitations, this study provides valuable
data on how �lial piety and multi-dimensions of social well-being in�uence the emotional well-being of
victims of elder abuse.

Conclusions
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Drawing from the existing empirical research and the well-established stress-and-coping model, this study
puts forth a comprehensive framework of elder abuse as an important stressful life event. It also highlights
�lial piety and various dimensions of social well-being as factors that potentially moderate or mediate the
association between elder abuse and depression for Chinese older adults. To our knowledge, this is the �rst
study that sheds light on the how �lial piety exacerbates the depression of victims of elder abuse through
various dimensions of social well-being. Our analyses demonstrated that �lial piety as a cultural value might
become a catalyst of severe depression among Chinese victims of elder abuse. The �lial discrepancy and
stigma resulting from elder abuse might in�uence not only older adults’ feelings of loneliness and social
isolation but also their social participation and social network, which will further deteriorate depressive
symptoms in later life.

These �ndings have important implications for service provision and intervention design for older adults: (1)
It is important to adapt a culturally sensitive multifaceted approach that involves prevention, detection,
education, improved access to social services and legal protections, and addressing of cultural attitudes and
beliefs that may contribute to the depression of older people. (2) By acknowledging that social well-being is
also a coping strategy, it is essential to tap into the social network resources and involve community
members to prevent and address the issues of elder abuse, as they can play a critical role in identifying and
reporting incidents of abuse. Additionally, community participation is particularly relevant in buffering and as
a coping strategy against depression in late life. (3) To improve older adults’ mobility and activity
engagement, healthcare professionals, non-pro�ts, private businesses, local communities, and state
agencies should work together to develop sound community development and social work intervention
mechanisms that re�ect the needs of the ageing population.

Abbreviations
ADL: activities of daily living

CES-D: Center for Epidemiological Studies Depression Scale

CLASS: China Longitudinal Aging Social Survey 

H-S/EAST: Hwalek–Sengstock Elder Abuse Screening Test

IADL: instrumental activities of daily living

LLCI: lower limit con�dence interval

SD: standard deviation

SE: standard error

ULCI: upper limit con�dence interval

Declarations



Page 21/29

Ethics approval and consent to participate: Ethical approval for collecting data on human subjects was
received at Renming University by their institutional review board (IRB). This approval is updated annually.
All subjects gave their informed consent for inclusion before they participated in the survey. We con�rm that
all methods were carried out in accordance with relevant guidelines and regulations.

Consent for publication: Not applicable.

Availability of data and materials: The data that support the �ndings of this study are available from the
o�cial website of China Longitudinal Aging Social Survey.

Competing interests: The authors declare no potential con�icts of interest with respect to the research,
authorship, or publication of this article.

Funding: Not applicable.

Authors' contributions: All authors worked collectively to develop the theoretical framework and
interpretation of the results. SX signi�cantly contributed to statistical analysis plan and conducted statistical
analyses. YZ substantially contributed to the manuscript drafting. All authors critically reviewed and revised
the manuscript draft and approved the �nal version for submission.

Acknowledgements: Data analysed in this paper were collected by the research project “China Longitudinal
Aging Social Survey (CLASS),” sponsored by Renmin University of China. The CLASS research project was
conducted by the Institute of Gerontology and National Survey Research Center of Renmin University. The
authors acknowledge the assistance of the institutes and individuals aforementioned in providing data. The
views expressed in this paper are the authors’ own.

References
1. Ho CS, Wong SY, Chiu MM, Ho RC. Global prevalence of elder abuse: a metaanalysis and meta-

regression. East Asian Arch Psychiatry. 2017;27:43–55.

2. World Health Organization. Constitution of the World Health Organization. World Health Organization;
n.d.. https://www.who.int/about/governance/constitution. Accessed 27 Mar 2023.

3. Vilar-Compte M, Giraldo-Rodríguez L, Ochoa-Laginas A, Gaitan-Rossi P. Association between depression
and elder abuse and the mediation of social support: a cross-sectional study of elder females in Mexico
City. J Aging Health. 2018;30:559–83. 10.1177/0898264316686432.

4. Paek MS, Lee MJ, Shin YS. Elder mistreatment as a risk factor for depression and suicidal ideation in
Korean older adults. Int J Environ Res Public Health. 2022;19:11165. 10.3390/ijerph191811165.

5. Dong XQ, Simon MA, Beck TT, Farran C, McCann JJ, De Leon CM, Laumann E, Evans DA. Elder abuse
and mortality: the role of psychological and social wellbeing. Gerontology. 2011;57(6):549–58.
10.1159/000321881.

�. Dong X, Chen R, Chang ES, Simon M. Elder abuse and psychological well-being: a systematic review and
implications for research and policy-a mini review. Gerontology. 2013;59:132–42. 10.1159/000341652.



Page 22/29

7. Cornwell EY, Waite LJ. Social disconnectedness, perceived isolation, and health among older adults. J
Health Soc Behav. 2009;50:31–48. 10.1177/002214650905000103.

�. Baker PR, Francis DP, Mohd Hairi NN, Othman S, Choo WY. Interventions for preventing elder abuse:
applying �ndings of a new Cochrane review. Age Ageing. 2017;46:346–8. 10.1093/ageing/afw186.

9. Dong XQ. Elder abuse: Systematic review and implications for practice. J Am Geriatr Soc.
2015;63:1214–38. 10.1111/jgs.13454.

10. Pillemer K, Burnes D, Ri�n C, Lachs MS. Elder abuse: global situation, risk factors, and prevention
strategies. Gerontologist. 2016;56:194–205. 10.1093/geront/gnw004.

11. Li X, Wang J. Hukou-Based Rural–Urban Migration Status and Domestic Violence Against Wives in
China: Implications for Policy and Practice. A�lia; 2022. 10.1177/08861099221106804.

12. Wu L, Chen H, Hu Y, Xiang H, Yu X, Zhang T, Cao Z, Wang Y. Prevalence and associated factors of elder
mistreatment in a rural community in People’s Republic of China: a cross-sectional study. PLoS ONE.
2012;7:e33857. 10.1371/journal.pone.0033857.

13. Cheng ST, Chan AC. Filial piety and psychological well-being in well older Chinese. Gerontol B Psychol
Sci Soc Sci. 2006;61:P262–9. 10.1093/geronb/61.5.P262.

14. Wu MH, Chang SM, Chou FH. Systematic literature review and meta-analysis of �lial piety and
depression in older people. J Transcult Nurs. 2018;29:369–78. 10.1177/1043659617720266.

15. Yan E. Elder abuse and help-seeking behavior in elderly Chinese. J Interpers Violence. 2015;30:2683–
708. 10.1177/0886260514553628.

1�. Tam S, Neysmith S. Disrespect and isolation: elder abuse in Chinese communities. Can J Aging.
2006;25:141–51. 10.1353/cja.2006.0043.

17. Waite LJ. Social well-being and health in the older population: moving beyond social relationships. In:
Hayward MD, Majmundar MK, editors. Future directions for the demography of aging: proceedings of a
workshop. Washington, DC: National Academies Press; 2018. pp. 99–130.

1�. Ivankina L, Ivanova V. Social well-being of elderly people (based on the survey results). SHS Web Conf.
2016;28:01046. 10.1051/shsconf/20162801046.

19. Rowe JW, Kahn RL. Successful aging. Gerontologist. 1997;37(4):433–40. 10.1093/geront/37.4.433.

20. Engel GL. The need for a new medical model: a challenge for biomedicine. Science. 1977;196:129–36.
10.1126/science.847460.

21. Lindau ST, Laumann EO, Levinson W, Waite LJ. Synthesis of scienti�c disciplines in pursuit of health:
the interactive biopsychosocial model. Perspect Biol Med. 2003;46:74. 10.1353/pbm.2003.0069.

22. Nicholson NR Jr. Social isolation in older adults: an evolutionary concept analysis. J Adv Nurs., Smith
KJ, Victor C. Typologies of loneliness, living alone and social isolation, and their associations with
physical and mental health. Ageing Soc. 2019;39:1709-30.doi:10.1017/S0144686X18000132.

23. Victor C, Scambler S, Bond J, Bowling A. Being alone in later life: loneliness, social isolation and living
alone. Rev Clin Gerontol. 2000;10:407–17. 10.1017/S0959259800104101.

24. Zavaleta D, Samuel K, Mills CT. Measures of social isolation. Soc Indic Res. 2017;131(1):367–91.
10.1007/s11205-016-1252-2.



Page 23/29

25. Courtin E, Knapp M. Social isolation, loneliness and health in old age: a scoping review. Health Soc Care
Community. 2017;25:799–812. 10.1111/hsc.12311.

2�. Hawkley LC, Cacioppo JT. Loneliness matters: a theoretical and empirical review of consequences and
mechanisms. Ann Behav Med. 2010;40:218–27. 10.1007/s12160-010-9210-8.

27. Russell DW. UCLA Loneliness Scale (Version 3): reliability, validity, and factor structure. J Pers Assess.
1996 Feb;66(1):20–40. 10.1207/s15327752jpa6601_2.

2�. Hughes ME, Waite LJ, Hawkley LC, Cacioppo JT. A short scale for measuring loneliness in large surveys:
results from two population-based studies. Res Aging. 2004;26:655–72. 10.1177/0164027504268574.

29. Nicholson NR Jr, Feinn R, Casey EA, Dixon J. Psychometric evaluation of the social isolation scale in
older adults. Gerontologist. 2020;60:e491–501. 10.1093/geront/gnz083.

30. Berkman LF, Syme SL. Social networks, host resistance, and mortality: a nine-year follow-up study of
Alameda County residents. Am J Epidemiol. 2017;185:1070–88. 10.1093/aje/kwx103.

31. Thoits PA. Mechanisms linking social ties and support to physical and mental health. J Health Soc
Behav. 2011;52:145–61. 10.1177/0022146510395592.

32. Shor E, Roelfs DJ. Social contact frequency and all-cause mortality: a meta-analysis and meta-
regression. Soc Sci Med. 2015;128:76–86. 10.1016/j.socscimed.2015.01.010.

33. Barefoot JC, Grønbæk M, Jensen G, Schnohr P, Prescott E. Social network diversity and risks of ischemic
heart disease and total mortality: �ndings from the Copenhagen City Heart Study. Am J Epidemiol.
2005;161:960–7. 10.1093/aje/kwi128.

34. Antonucci TC, Akiyama H, Lansford JE. Negative effects of close social relations. Fam Relat. 1998;379–
84. 10.2307/585268.

35. Kelly ME, Duff H, Kelly S, McHugh Power JE, Brennan S, Lawlor BA, Loughrey DG. The impact of social
activities, social networks, social support and social relationships on the cognitive functioning of
healthy older adults: a systematic review. Syst Rev. 2017;6:1–8. 10.1186/s13643-017-0632-2.

3�. Li C, Jiang S, Li N, Zhang Q. In�uence of social participation on life satisfaction and depression among
Chinese elderly: social support as a mediator. J Community Psychol. 2018;46:345–55.
10.1002/jcop.21944.

37. Cai S. Does social participation improve cognitive abilities of the elderly? J Popul Econ. 2022;35:591–
619. 10.1007/s00148-020-00817-y.

3�. Chiao C, Weng LJ, Botticello AL. Social participation reduces depressive symptoms among older adults:
an 18-year longitudinal analysis in Taiwan. BMC Public Health. 2011;11:1–9. 10.1186/1471-2458-11-
292.

39. Bedford O, Yeh KH. Evolution of the conceptualization of �lial piety in the global context: From skin to
skeleton. Front Psychol. 2021;12:570547. 10.3389/fpsyg.2021.570547.

40. Ng AC, Phillips DR, Lee WK. Persistence and challenges to �lial piety and informal support of older
persons in a modern Chinese society: a case study in Tuen Mun, Hong Kong. J Aging Stud.
2002;16:135–53. 10.1016/S0890-4065(02)00040-3.



Page 24/29

41. Yeh KH, Yang KS. Cognitive structure and development of �lial piety: concepts and measurement. Bull
Inst Ethnol. 1989;56:131–69.

42. Chan KL. Protection of face and avoidance of responsibility: Chinese men's account of violence against
women. J Soc Work Pract. 2009;23:93–108. 10.1080/02650530902723340.

43. Sung KT. Elder respect: exploration of ideals and forms in East Asia. J Aging Stud. 2001;15:13–26.
10.1016/S0890-4065(00)00014-1.

44. Chen et al. (1999)

45. Hwu et al. (1996)

4�. Makhtar A, Samsudin NH. Filial piety expectations and loneliness among older people in Kuantan,
Pahang. Makara J Health Res. 2020;24:9. 10.7454/msk.v24i3.1234.

47. Ren P, Emiliussen J, Christiansen R, Engelsen S, Klausen SH. Filial piety, generativity and older adults’
wellbeing and loneliness in Denmark and China. Appl Res Qual Life. 2022;17:3069–90.
10.1007/s11482-022-10053-z.

4�. Li M, Dong X. The association between �lial piety and depressive symptoms among US Chinese older
adults. Gerontol Geriatr Med. 2018;4:2333721418778167. 10.1177/2333721418778167.

49. Lazarus RS, Folkman S. Stress, appraisal, and coping. New York: Springer; 1984.

50. Hwalek MA, Sengstock MC. Hwalek-Sengstock Elder Abuse Screening Test (H-S/EAST). APA PsycTests.
1986. 10.1037/t04659-000.

51. Silverstein M, Cong Z, Li S. Intergenerational transfers and living arrangements of older people in rural
China: Consequences for psychological well-being. J Gerontol B Psychol Sci Soc Sci. 2006;61:256–66.
10.1093/geronb/61.5.S256.

52. Chen L, Max Alston, and, Guo W. The in�uence of social support on loneliness and depression among
older elderly people in China: Coping styles as mediators. J community Psychol 47 5. 2019;1235–45.
10.1002/jcop.22185.

53. Li TS. The multiple facets of the general meaning of �lial piety. Indig Psychol Res Chin Soc.
2009;32:199–205. 10.6254/2009.32.199.

54. Hayes AF, Montoya AK. A tutorial on testing, visualizing, and probing an interaction involving a
multicategorical variable in linear regression analysis. Commun Methods Meas. 2017;11:1–30.
10.1080/19312458.2016.1271116.

55. Roepke-Buehler SK, Simon M, Dong X. Association between depressive symptoms, multiple dimensions
of depression, and elder abuse: a cross-sectional, population-based analysis of older adults in urban
Chicago. J Aging Health. 2015;27:1003–25. 10.1177/0898264315571106.

5�. Costa PT Jr, McCrae RR. Personality, stress and coping: some lessons from a decade of research. In:
Markides KS, Cooper CL, editors. Aging, stress and health. Hoboken, NJ: John Wiley & Sons; 1989. pp.
269–85.

Figures



Page 25/29

Figure 1

A conceptual model based on the stress-and-coping model.

Note: ADL: activities of daily living; IADL: instrumental activities of daily living.
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Figure 2

Hypothesized schematic model of �lial piety as the moderator in the mediation model of social well-being
and its links with elder abuse and depression (Andrew Hayes’s moderation-mediation model 59) [55]
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Figure 3

Flowchart for the selection of study participants.

Note: CLASS: China Longitudinal Aging Social Survey.

Figure 4

Three moderated mediation models.
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Figure 5

Simple plot of paths a and c’ indicating the relationship between abuse, social well-being, and depression
among different �lial piety levels.
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