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This study aimed to investigate the relationship between health anxiety and quality of
life in older adults with chronic illness and to examine the mediating roles of emotion
regulation and perceived social support in this relationship.

Methods and Materials: This cross-sectional descriptive-correlational study was
conducted among 360 older adults aged 60 years and above with at least one physician-
diagnosed chronic illness who were recruited from selected healthcare and community-
based centers in Tehran, Iran, during 2026. Participants completed the Short Health
Anxiety Inventory, World Health Organization Quality of Life-OLD instrument,
Emotion Regulation Questionnaire, and Multidimensional Scale of Perceived Social
Support. Data were analyzed using Pearson correlation coefficients, confirmatory
factor analysis, and structural equation modeling in SPSS and AMOS. Model fit was
evaluated using ¥%df, CFIL, TLI, RMSEA, and SRMR. Indirect effects were tested using
a nonparametric bootstrap procedure with 5,000 resamples and bias-corrected 95%
confidence intervals.

Findings: Health anxiety was negatively associated with quality of life (r = -.58, p <
.001), adaptive emotion regulation (r = -.46, p < .001), and perceived social support (r
=-.39, p <.001). In the structural model, health anxiety negatively predicted quality of
life (B =-.29, p <.001), emotion regulation ( = -.47, p < .001), and perceived social
support ( =-.40, p <.001). Emotion regulation (=.37, p <.001) and perceived social
support (B = .33, p < .001) positively predicted quality of life. The indirect effects
through emotion regulation (B =-.17, 95% CI [-.24, -.12]) and perceived social support
B = -13, 95% CI [-.19, -.08]) were significant. The model explained 58% of the
variance in quality of life.

Conclusion: Health anxiety is associated with poorer quality of life among older adults
with chronic illness both directly and indirectly through reduced adaptive emotion
regulation and lower perceived social support, highlighting the importance of integrated
psychological and social interventions in chronic disease care.

Keywords: Health Anxiety; Quality of Life; Older Adults; Chronic lliness; Emotion
Regulation; Perceived Social Support; Structural Equation Modeling

1. Introduction

Population aging has become one of the most
and
developments of the twenty-first century, accompanied by a

consequential ~ demographic

substantial increase in the prevalence of chronic and
degenerative diseases among older adults. Improvements in
medical care have extended life expectancy, yet longer
survival frequently occurs alongside hypertension, diabetes
mellitus, cardiovascular  disorders,  musculoskeletal
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problems, chronic respiratory conditions, renal disease,
cancer, and other long-term illnesses that require continuous
monitoring and adaptation. Consequently, successful aging
can no longer be evaluated only in terms of survival or
disease control; increasing attention has been directed
toward psychological adjustment, subjective well-being,
functional independence, and quality of life. Quality of life
is a multidimensional construct encompassing physical
health, psychological well-being, autonomy, interpersonal
relationships, social participation, environmental conditions,
and individuals' subjective evaluations of their position in
life (Maggino, 2023). Among older adults, these dimensions
are particularly interdependent because deteriorations in
physical health may influence mobility, independence,
emotional functioning, social engagement, and perceptions
of personal meaning. Studies of older populations have
therefore emphasized that maintaining quality of life
requires attention not only to disease symptoms but also to
psychological and social resources that enable individuals to
adapt to aging-related challenges (Chang, 2023; Obi, 2024;
Ugur & Kabakei, 2025). This issue becomes especially
important among older people with chronic illnesses, for
whom recurrent symptoms, medical appointments,
pharmacological treatments, uncertainty regarding disease
progression, and concerns about disability or mortality may
become enduring features of everyday life.

Chronic illness can affect quality of life through multiple
biological, functional, and psychological pathways. Physical
limitations may reduce an older person's ability to perform
activities of daily living, participate in valued social roles, or
maintain previous levels of independence, while repeated
exposure to symptoms can heighten awareness of bodily
vulnerability. Research among community-dwelling older
adults has shown that physical health status, depression, and
social support are closely associated with quality of life,
indicating that health-related impairment is embedded
within broader psychological and interpersonal processes
rather than functioning as an isolated determinant (Chang,
2023). Similar evidence has emerged from work examining
degenerative diseases and health education, suggesting that
interventions capable of increasing health knowledge and
adaptive self-management may contribute to improved
quality of life in later life (Daniel et al., 2021). Among
patients requiring intensive chronic disease management,
such as individuals receiving hemodialysis, self-care
capacity has also been identified as a major component of
adjustment and disease management (Zhang & Xu, 2021).
Moreover, frailty, impaired mobility, and depressive
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symptoms can reinforce one another in older adults,
potentially producing a cycle in which physical deterioration
leads to emotional distress, reduced activity, and further
reductions in perceived well-being (Yin et al., 2023). The
significance of these relationships is further illustrated by
evidence that recreational engagement, physical activity,
and structured health-promoting activities may help preserve
psychological functioning and quality of life among older
adults (Obi, 2024; Ugur & Kabakci, 2025; Xue et al., 2025).
Accordingly, the psychological interpretation of chronic
illness may be as important as the objective medical burden
itself.

One psychological factor that may be especially
important in this context is health anxiety. Health anxiety
refers to excessive concern about having, developing, or
worsening a serious medical condition, often accompanied
by heightened attention to bodily sensations, threat-focused
interpretation of symptoms, reassurance seeking, and
persistent preoccupation with health. Although a reasonable
level of concern can motivate health-protective behavior,
excessive anxiety may lead individuals to interpret ordinary
or medically explained sensations as indicators of severe
deterioration. For older adults who already live with chronic
disease, the distinction between realistic concern and
maladaptive health anxiety can be particularly complex
because bodily symptoms are genuine and medical
uncertainty is often unavoidable. The emotional
consequences of illness-related concern were especially
visible during the COVID-19 period, when older adults
faced both heightened objective health risks and intensified
anxiety, isolation, and uncertainty (Fazio et al., 2022; Field,
2022; Herdian et al., 2024). Studies conducted during this
period documented meaningful relationships among anxiety,
depression, coping strategies, and quality of life in older
populations (lswatun et al., 2022; Nadzir et al., 2022).
Research on coronavirus-related anxiety among older adults
further indicated that health-related quality of life was
associated with anxiety through psychosocial pathways
involving hope and perceived social support (Manijeh et al.,
2021). These findings support the broader proposition that
health anxiety may adversely influence quality of life not
only through direct emotional distress but also through its
effects on the psychological and social mechanisms used to
cope with illness.

Health anxiety can interfere with quality of life by
narrowing attention toward symptoms, increasing perceived
vulnerability, and reducing participation in activities that
would otherwise support physical and psychological
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functioning. Persistent health-related worry may encourage
avoidance of physical activity, social situations, or
independent functioning because these activities are
perceived as potentially dangerous. At the same time,
excessive monitoring of bodily sensations may strengthen
the salience of discomfort and increase emotional reactivity
to normal fluctuations in health. Positive psychological
functioning has increasingly been recognized as relevant to
adaptation among medically vulnerable populations, with
psychological resilience, positive affective resources, and
health-promoting beliefs associated with more adaptive
responses to illness (Chai, 2023; Wu et al., 2025). Likewise,
systematic evidence regarding exercise and mind-body
practices among older patients with serious illness suggests
that interventions capable of reducing psychological distress
can also contribute to broader improvements in functioning
and well-being (Cui, 2026). These observations are
consistent with transdiagnostic psychological models in
which anxiety, maladaptive interpretations, avoidance, and
emotion-regulation difficulties can operate across different
diagnostic categories and physical conditions (Joaquim et
al., 2023). Thus, examining the psychological processes that
may connect health anxiety to reduced quality of life is
essential for developing more comprehensive models of
adaptation to chronic illness in old age.

Emotion regulation represents one of the most plausible
mechanisms through which health anxiety may influence
quality of life. Emotion regulation refers to the processes
through which individuals monitor, evaluate, modify, and
express emotional responses in accordance with situational
demands and personal goals. Adaptive strategies such as
cognitive reappraisal can alter the meaning assigned to
stressful events and reduce the intensity of negative
emotional reactions, whereas rigid suppression, rumination,
catastrophizing, or other maladaptive strategies may
intensify or prolong distress. In older adults living with
chronic illness, emotion regulation may determine whether
physical symptoms are interpreted as manageable challenges
or overwhelming threats. Evidence from research on aging
suggests that emotional functioning is strongly related to
quality of life, particularly among older patients exposed to
prolonged institutional or medical care (Kim et al., 2022).
Emotional intelligence and the capacity to understand and
manage emotional experiences have similarly been proposed
as important components of healthy aging (Cé, 2025). In
addition, insecure attachment and related emotional
vulnerabilities may contribute to emotional disorders across
the lifespan, including in later adulthood, highlighting the
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importance of underlying emotion-regulatory processes in
psychological adjustment (Bai, 2024). These findings
suggest that older adults who are better able to reinterpret
threatening health information, tolerate emotional
discomfort, and regulate fear responses may experience less
disruption in their daily functioning and quality of life even
when chronic illness remains present.

The mediating role of emotion regulation is further
supported by studies demonstrating that cognitive emotion-
regulation strategies can transmit the effects of
psychological resources on stress and health-related
behavior. Cognitive emotion regulation has been identified
as a mediator between resilience and stress, indicating that
individual psychological resources may affect distress partly
through the ways people cognitively manage difficult
emotional experiences (Ursu & Mairean, 2022). Among
older adults, psychological capital and perceived social
support have likewise been linked to health-promoting
behaviors through cognitive emotion-regulation strategies
(Ahmadboukani et al., 2022). Regulatory emotional self-
efficacy has also been examined in relation to physical
activity, perceived burden, and social isolation among older
adults, further suggesting that individuals' beliefs regarding
their ability to manage emotions are closely intertwined with
behavioral and interpersonal adaptation (Yang et al., 2025).
Broader evidence relating coping responses to quality of life
in older populations also indicates that the ways in which
individuals respond cognitively and behaviorally to stress
may meaningfully shape their subjective well-being (Rosaly
& Parashar, 2021). Consequently, health anxiety may reduce
quality of life partly because persistent threat appraisal
consumes psychological resources, promotes maladaptive
regulatory patterns, and limits the older person's ability to
reinterpret and manage distressing  health-related
experiences effectively.

Perceived social support constitutes a second major
mechanism that may explain variability in quality of life
among chronically ill older adults. Perceived social support
refers to an individual's belief that emotional, informational,
and practical assistance is available from family members,
friends, significant others, and the broader social network
when needed. The subjective perception of support may be
particularly important because the mere presence of other
people does not necessarily guarantee that an older adult
feels understood, valued, protected, or able to seek
assistance. Social relationships can reduce stress by
providing companionship, reassurance, practical help with
illness management, and alternative perspectives on
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threatening  health  experiences. Empirical  studies
consistently indicate that social support is associated with
subjective well-being and quality of life among older adults.
For example, perceived social support and living
arrangements have been related to subjective well-being in
older  populations, with  supportive interpersonal
environments serving as important resources for successful
adaptation (Adriani & Handika, 2023). Social support,
together with gratitude, has also been linked to flourishing
in later life, suggesting that interpersonal resources
contribute not only to reduced distress but also to positive
psychological functioning (Anand et al., 2024). In older
adults with chronic diseases specifically, social support has
been shown to mediate the relationship between depression
and subjective well-being, emphasizing its role as a
psychosocial mechanism linking emotional distress to
broader life evaluation (Li et al., 2025).

The protective role of social support may be particularly
relevant in the context of health anxiety because anxious
individuals may require reassurance, assistance in
interpreting medical information, and emotional support
when confronting uncertainty. At the same time, excessive
health anxiety may itself compromise social functioning by
increasing dependence, reassurance-seeking behavior,
irritability, withdrawal, or perceived burden. Research on
older adults has demonstrated that social isolation can alter
the association between social adaptation and depressive
symptoms, indicating that the quality and availability of
social  relationships  influence the  psychological
consequences of adjustment difficulties (Li et al., 2023).
Studies of family-related mechanisms similarly suggest that
intergenerational relationships, offspring resources, and
family structure can influence health-related quality of life
and subjective well-being in older adults (Jia et al., 2025;
Lijing & Tian-Zi, 2024). Social support has also been
identified as a psychological pathway through which
behavioral or lifestyle factors may influence anxiety
outcomes. For instance, research among older adults living
alone has demonstrated that social support and
psychological capital can function sequentially in the
relationship between Tai Chi participation and death anxiety
(Zhou et al., 2024). These findings underscore that social
resources may buffer perceptions of threat, strengthen
confidence in coping, and reduce the emotional impact of
health-related uncertainty.

The importance of perceived support is amplified by the
social transitions commonly associated with old age.
Retirement, bereavement, reduced mobility, children
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leaving the household, relocation, institutionalization, and
the loss of long-standing social roles can alter both the
quantity and quality of interpersonal contact. Emotional
responses to the empty-nest experience, for example, may
require psychotherapeutic intervention when changes in
family structure generate loneliness or psychological
distress (Guadalupe-Tixi & Santos-Morocho, 2024). More
generally, the COVID-19 pandemic provided a particularly
clear example of how social disconnection can magnify
psychological vulnerability among older people (Field,
2022; Herdian et al.,, 2024). Healthcare environments
themselves may also shape social and psychological
adaptation. Multidimensional approaches to age-friendly
healthcare communities emphasize that health in later life
depends on the integration of medical services with spatial,
social, and environmental resources that support sustained
engagement and functioning (Che et al., 2022). Therefore,
perceived social support should not be viewed merely as an
external resource but as a central component of the older
person's psychological appraisal of safety, belonging, and
coping capacity.

Quality of life in chronic illness is thus likely to emerge
from the interaction of health-related threat perceptions,
emotional self-regulation, and social resources. The
available literature suggests that each of these domains has
independently important associations with well-being, yet
fewer studies have examined them within an integrated
mediation framework. Existing studies have often focused
separately on depression, anxiety, social isolation, physical
activity, resilience, or general psychological well-being
rather than specifically testing whether emotion regulation
and perceived social support explain the relationship
between health anxiety and quality of life among older adults
with chronic disease. Evidence from caregivers of geriatric
populations also demonstrates that psychological well-
being, quality of life, and distress tolerance are
interconnected, reinforcing the broader relevance of
emotional coping capacities within the aging context
(Sridhar &  Kuriakose, 2024). Similarly, positive
psychological interventions and psychological resource
models suggest that well-being can be enhanced by
strengthening adaptive cognitive, emotional, and social
processes rather than focusing exclusively on symptom
reduction (Chai, 2023). The potential contribution of these
mechanisms is especially important because health anxiety
may be relatively modifiable even when the underlying
chronic medical condition cannot be eliminated.
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A further limitation of the existing literature is that much
of the evidence concerning older adults' mental health and
quality of life has been generated under specific contextual
conditions, including institutional  settings, rural
communities, pandemic-related restrictions, and culturally
distinct populations. Quality of life and the meaning of social
support are shaped by cultural expectations regarding family
responsibility, independence, aging, and illness. Therefore,
models developed in one social context cannot automatically
be generalized to older adults living in large urban settings
such as Tehran. Older adults in Tehran may experience
substantial variation in family structure, healthcare access,
living arrangements, socioeconomic resources, and
opportunities for social participation. These contextual
differences may influence both perceived support and the
strategies used to regulate health-related anxiety. Studies
across diverse older populations have demonstrated that
subjective well-being is shaped by complex combinations of
social, emotional, behavioral, and health-related factors
rather than by a single predictor (Adriani & Handika, 2023;
Anand et al., 2024). Moreover, research into healthy aging
increasingly emphasizes integrated models in which
physical health, psychological resources, and interpersonal
functioning are examined simultaneously (Cé, 2025; Xue et
al., 2025). Such an approach is particularly relevant for older
adults with chronic illness because their quality of life is
likely to depend on how effectively they interpret illness-
related threats, regulate emotional responses, mobilize social
resources, and maintain meaningful engagement with daily
life.

Clarifying these mechanisms also has practical
implications. If emotion regulation and perceived social
support mediate the association between health anxiety and
quality of life, interventions need not focus solely on
reducing health-related fears. Psychological programs could
instead combine cognitive restructuring, emotion-regulation
training, distress-tolerance strategies, family education, peer
support, and enhancement of social connectedness.
Transdiagnostic cognitive-behavioral approaches provide a
relevant framework for targeting shared processes across
anxiety and emotional disorders (Joaquim et al., 2023),
while health-promotion models emphasize the importance of
strengthening psychological capital, social support, and
adaptive cognitive regulation to encourage healthier
behavior among older adults (Ahmadboukani et al., 2022).
Physical and mind-body activities may further support
psychological functioning and reduce distress among older
adults with serious medical conditions (Cui, 2026; Zhou et
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al., 2024). Such multidimensional approaches are more
consistent with contemporary models of healthy aging than
interventions  addressing  medical symptoms  or
psychological distress in isolation.

Despite growing evidence concerning social support,
emotional functioning, health-related anxiety, and quality of
life, the specific pathways connecting these constructs
among older adults with chronic illness remain insufficiently
clarified. Previous studies have established associations
between anxiety and quality of life (Iswatun et al., 2022;
Manijeh et al., 2021), between social support and well-being
(Anand et al., 2024; Li et al., 2025), and between emotion-
regulation processes and psychological adjustment
(Ahmadboukani et al., 2022; Ursu & Mairean, 2022);
however, these relationships have rarely been tested
simultaneously in a model in which emotion regulation and
perceived social support operate as parallel mediators
between health anxiety and quality of life. Integrating these
variables may provide a more precise account of why some
older adults maintain relatively satisfactory quality of life
despite chronic illness, whereas others experience
substantial psychological and functional deterioration. Such
knowledge could also inform clinical screening by
identifying modifiable psychological and interpersonal
processes that should be assessed alongside conventional
medical indicators. Given the increasing burden of chronic
disease in aging populations and the growing emphasis on
person-centered rather than disease-centered care,
examining these pathways has both theoretical and applied
significance (Che et al., 2022; Maggino, 2023).

Accordingly, the aim of the present study was to
investigate the relationship between health anxiety and
quality of life in older adults with chronic illness in Tehran
and to determine the mediating roles of emotion regulation
and perceived social support in this relationship.

2.  Methods and Materials
2.1.  Study Design and Participants

This study employed a cross-sectional, descriptive-
correlational design to examine the relationship between
health anxiety and quality of life among older adults with
chronic illness and to determine the mediating roles of
emotion regulation and perceived social support in this
relationship. The statistical population consisted of older
adults with at least one physician-diagnosed chronic illness
who were residing in Tehran, Iran, during 2026 and
receiving outpatient health or supportive services through

KMAN-CPN

KA A -Casnseling & Puvchalgs Sevas

E-ISSN: 3041-9026


https://portal.issn.org/resource/ISSN/3041-9026

KM AN-C PN Heydari

KA S-Casnsrling & Peychalogy Mevas

selected hospitals, comprehensive health centers, geriatric
clinics, and community-based centers for older adults.
Considering the proposed mediation model, the number of
observed variables, the need to obtain stable estimates for
direct and indirect effects, and the possibility of incomplete
questionnaires, a target sample of 360 participants was
initially considered appropriate. A total of 382 older adults
were approached and assessed for eligibility. Of these, 13
individuals  declined participation or discontinued
completion of the questionnaires, and nine questionnaires
were excluded because more than 10% of the items were
unanswered or showed clearly patterned responses.
Consequently, data from exactly 360 participants were
included in the final statistical analyses. Participants were
recruited using a multistage sampling procedure. In the first
stage, Tehran was divided into northern, southern, eastern,
western, and central geographical sectors to increase the
socioeconomic and demographic diversity of the sample.
Several healthcare and community-based centers serving
older adults were then selected from each sector, and eligible
participants were recruited proportionately from the selected
centers. Eligibility criteria included being 60 years of age or
older, residing in Tehran for at least one year, having at least
one chronic physical illness diagnosed by a physician for a
minimum duration of six months, being able to communicate
in Persian, having sufficient cognitive and sensory ability to
understand and answer the questionnaire items, and
providing informed consent to participate. Chronic illnesses
included common long-term medical conditions such as
cardiovascular disease, hypertension, diabetes mellitus,
chronic respiratory disease, musculoskeletal disorders,
chronic kidney disease, and other physician-confirmed
conditions requiring ongoing medical care. Individuals were
excluded if they had a documented diagnosis of a major
neurocognitive disorder, acute psychotic disorder, severe
neurological impairment interfering with questionnaire
completion, an acute medical condition requiring
hospitalization at the time of recruitment, or if they
submitted substantially incomplete questionnaires. Before
data collection, participants received information regarding
the purpose and procedures of the study, voluntary
participation, confidentiality of their responses, and their
right to withdraw at any stage without consequences for the
healthcare or social services they received. Questionnaires
were administered individually in a quiet setting, and trained
research assistants provided standardized clarification when
participants experienced difficulty reading an item, without
interpreting or influencing their responses. For participants
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with minor visual limitations, questionnaire items were read
aloud exactly as written and responses were recorded
according to their stated choices. Completion of the
complete assessment battery required approximately 25-35
minutes. All data were collected anonymously using
numerical identification codes, and no personally
identifiable information was entered into the analytical
dataset.

2.2. Data Collection Tools

Data were collected using a demographic and clinical
information form together with standardized measures of
health anxiety, quality of life, emotion regulation, and
perceived social support. The demographic and clinical
information form was developed for the present study and
collected information on age, sex, marital status, educational
level, living arrangement, employment or retirement status,
duration of chronic illness, number of diagnosed chronic
conditions, and general patterns of medical service use.
Health anxiety was assessed using the Short Health Anxiety
Inventory (SHAI), a widely used self-report instrument
developed to assess concerns and beliefs related to physical
health and the possibility of having or developing a serious
disease. The instrument consists of 18 items, each containing
four statements reflecting increasing levels of health-related
concern and scored from O to 3. The total score is obtained
by summing the item scores, with higher scores indicating
greater health anxiety. The SHAI assesses dimensions such
as excessive attention to bodily sensations, concerns
regarding illness, interpretation of physical symptoms as
indicators of disease, and anticipated negative consequences
of becoming seriously ill. Because the scale focuses
primarily on health-related beliefs and concerns rather than
the objective severity of physical symptoms, it was
considered particularly appropriate for investigating health
anxiety among individuals who already had diagnosed
chronic illnesses.

Quality of life was assessed using the World Health
Organization Quality of Life instrument for older adults
(WHOQOL-OLD). The WHOQOL-OLD is specifically
designed to measure quality of life in later life and consists
of 24 items distributed across six domains: sensory abilities;
autonomy; past, present, and future activities; social
participation; death and dying; and intimacy. Items are rated
on a five-point Likert-type scale, and domain scores can be
calculated separately as well as combined to generate an
overall quality-of-life score. Following the instrument's
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scoring procedure, negatively phrased items were reverse-
scored where required so that higher scores consistently
represented a more favorable quality of life. The use of an
older-adult-specific quality-of-life measure was considered
preferable to relying exclusively on generic physical-health
indicators because the construct examined in the present
study encompassed autonomy, interpersonal relationships,
social participation, perceptions of aging, and satisfaction
with current and anticipated life circumstances.

Emotion regulation was measured using the Emotion
Regulation Questionnaire (ERQ). The ERQ consists of 10
items designed to assess two commonly studied emotion-
regulation strategies: cognitive reappraisal and expressive
suppression. Cognitive reappraisal refers to modifying the
interpretation of an emotionally relevant situation in order to
alter its emotional impact, whereas expressive suppression
reflects attempts to inhibit the outward expression of
emotional responses after they have been generated. The
items are rated on a seven-point Likert scale ranging from
strong disagreement to strong agreement. Six items assess
cognitive reappraisal and four assess expressive suppression.
Subscale scores were calculated in accordance with the
standard scoring procedure, with higher scores indicating
greater use of the corresponding regulation strategy. For the
mediation analyses, emotion regulation was modeled on the
basis of the questionnaire's theoretically defined dimensions,
with adaptive regulation being reflected primarily by greater
cognitive reappraisal and lower reliance on maladaptive
expressive suppression. The two-dimensional structure was
retained rather than treating all ERQ items as indicators of a
unidimensional  construct because reappraisal and
suppression represent conceptually distinct strategies and
may have different associations with psychological well-
being and quality of life.

Perceived social support was measured using the
Multidimensional Scale of Perceived Social Support
(MSPSS). The MSPSS is a 12-item self-report measure
assessing an individual's perception of the availability and
adequacy of support from three major interpersonal sources:
family, friends, and a significant other. Each dimension is
represented by four items, and responses are provided using
a seven-point Likert-type scale. A total perceived social
support score was calculated by averaging or summing
responses across the 12 items according to the standard
scoring procedure, with higher scores indicating stronger
perceived social support. Scores for the family, friends, and
significant-other dimensions were also retained for
descriptive and measurement-model analyses. The MSPSS
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was selected because the present study focused on perceived
rather than objectively received social support; perceived
availability of assistance, emotional closeness, and
interpersonal reassurance may be particularly relevant to
how older adults cope with chronic disease, illness-related
concerns, and limitations in everyday functioning. Prior to
hypothesis testing, the internal consistency of all study
measures was evaluated in the present sample. Cronbach's
alpha and composite reliability coefficients were calculated
for the principal constructs and their relevant
subdimensions, with coefficients of .70 or greater considered
indicative of acceptable internal consistency. The
measurement properties of the constructs were additionally
examined before estimation of the structural mediation
model.

2.3. Data Analysis

Data analysis was conducted using IBM SPSS Statistics
and AMOS. Before testing the hypothesized relationships,
the dataset was screened for completeness, coding errors,
implausible values, univariate and multivariate outliers, and
patterns of missing data. Questionnaires with substantial
missing responses were excluded according to the
predefined criterion, while occasional missing item
responses within otherwise valid questionnaires were
examined before analysis and handled using an appropriate
model-based procedure where necessary. Descriptive
statistics, including frequency, percentage, mean, standard
deviation, minimum, and maximum, were calculated to
describe the demographic and clinical characteristics of the
participants and the distributions of the principal study
variables. The assumptions underlying multivariate analysis
were subsequently evaluated. Univariate normality was
assessed using skewness and kurtosis indices, while
multivariate outliers were evaluated using Mahalanobis
distance. Potential multicollinearity among predictors was
assessed through correlations, tolerance statistics, and
variance inflation factors. Pearson correlation coefficients
were initially calculated to determine the magnitude and
direction of the bivariate associations among health anxiety,
quality of life, emotion regulation, and perceived social
support.

The hypothesized mediation model was evaluated using
structural equation modeling. Before testing the structural
pathways, confirmatory factor analysis was performed to
determine whether the observed indicators adequately
represented the proposed latent constructs. The adequacy of
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the measurement and structural models was evaluated using
multiple goodness-of-fit indices rather than relying
exclusively on the chi-square statistic because chi-square is
sensitive to sample size. Model fit was considered
acceptable when the chi-square to degrees-of-freedom ratio
was below 3, the comparative fit index and Tucker—Lewis
index were approximately .90 or higher, and the root mean
square error of approximation was below .08, with values
closer to .06 indicating better fit. The standardized root mean
square residual was also examined, with values below .08
regarded as acceptable. Standardized factor loadings were
examined to evaluate indicator performance, and reliability
and convergent validity were assessed using Cronbach's
alpha, composite reliability, and average variance extracted
where applicable.

The structural model specified health anxiety as the
primary predictor and quality of life as the outcome variable,
with emotion regulation and perceived social support
entered as mediating variables. Direct paths were estimated
from health anxiety to quality of life, from health anxiety to
each mediator, and from each mediator to quality of life. The
model therefore permitted simultaneous estimation of the
direct association between health anxiety and quality of life
and the indirect associations transmitted through emotion
regulation and perceived social support. Standardized
regression coefficients, standard errors, critical ratios, and
probability values were reported for individual structural
paths. The statistical significance of indirect effects was
assessed using a nonparametric bootstrap procedure with
5,000 resamples and bias-corrected 95% confidence
intervals. An indirect effect was considered statistically
significant when its bootstrap confidence interval did not
include zero. The total effect of health anxiety on quality of
life was decomposed into direct and indirect components to
determine the extent to which emotion regulation and
perceived social support accounted for the association. The
coefficient of determination (R? was calculated for
endogenous variables to indicate the proportion of variance
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explained by the model. Where relevant, age, sex, number of
chronic conditions, and duration of chronic illness were
examined as potential covariates to ensure that the principal
associations were not attributable solely to basic
demographic or disease-related differences. All statistical
tests were two-tailed, and the significance level was set at p
<.05.

3. Findings and Results

The final sample consisted of 360 older adults with at
least one physician-diagnosed chronic illness residing in
Tehran. The mean age of participants was 68.74 years (SD =
6.41), with an age range of 60 to 87 years. Of the
participants, 194 (53.9%) were women and 166 (46.1%)
were men. Regarding marital status, 224 participants
(62.2%) were married, 91 (25.3%) were widowed, 27 (7.5%)
were divorced or separated, and 18 (5.0%) had never
married. In terms of education, 74 participants (20.6%) had
primary education or less, 93 (25.8%) had completed lower
secondary education, 101 (28.1%) had a high-school
diploma, and 92 (25.6%) had an academic degree. A total of
137 participants (38.1%) lived only with their spouse, 101
(28.1%) lived with their spouse and other family members,
72 (20.0%) lived with children or other relatives without a
spouse, and 50 (13.9%) lived alone. The mean duration of
chronic illness was 9.36 years (SD = 6.18). With regard to
multimorbidity, 141 participants (39.2%) reported one
diagnosed chronic condition, 132 (36.7%) reported two
chronic conditions, and 87 (24.2%) reported three or more
conditions. Hypertension was the most frequently reported
condition, followed by diabetes mellitus, cardiovascular
disease, musculoskeletal disorders, and chronic respiratory
disease. Preliminary examination of demographic and
clinical characteristics indicated adequate variability across
the sample, supporting subsequent examination of individual
differences in psychological functioning and quality of life.

Descriptive Statistics, Distributional Characteristics, and Internal Consistency of the Study Variables

Variable Mean SD Minimum Maximum Skewness Kurtosis Cronbach's a
Health anxiety 19.84 7.16 4 43 0.48 -0.21 .89
Quality of life 83.57 14.82 43 116 -0.31 -0.18 91
Cognitive reappraisal 27.68 6.43 10 42 -0.19 -0.47 .86
KMAN-CPN
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Expressive suppression 16.42 5.09 4 28 0.26 -0.39 .79

Overall adaptive emotion regulation 34.91 7.88 14 52 -0.14 -0.32 .88

Perceived social support 54.73 13.17 18 82 -0.37 -0.44 .93

Family support 18.96 4.93 5 28 -0.42 -0.34 .89

Friend support 16.87 5.21 4 28 -0.21 -0.51 .87
Significant-other support 18.90 5.08 4 28 -0.39 -0.28 .90

As shown in Table 1, the participants exhibited
meaningful variability across all principal study variables.
The mean health-anxiety score was 19.84 (SD = 7.16),
indicating substantial individual differences in illness-
related worry, vigilance toward bodily sensations, and
concern regarding the possible consequences of health
deterioration. The mean overall quality-of-life score was
83.57 (SD = 14.82), suggesting that the sample included
older adults with a broad range of perceived functioning and
well-being. For emotion regulation, the mean cognitive-
reappraisal score was 27.68 (SD = 6.43), whereas the mean
expressive-suppression score was 16.42 (SD = 5.09). The
derived adaptive emotion-regulation index had a mean of

Table 2

34.91 (SD = 7.88), indicating considerable variability in
participants' ability to modify emotional responses through
comparatively adaptive regulatory processes. The mean
perceived-social-support score was 54.73 (SD = 13.17), with
family support showing the highest mean among the three
social-support dimensions. Skewness values ranged from -
0.42 to 0.48 and kurtosis values ranged from -0.51 to -0.18,
indicating no serious departure from univariate normality.
Moreover, Cronbach's alpha coefficients ranged from .79 to
.93, demonstrating acceptable to excellent internal
consistency for all scales and subscales. These findings
supported the suitability of the variables for subsequent
correlational and structural-equation analyses.

Pearson Correlations Among Health Anxiety, Quality of Life, Emotion Regulation, and Perceived Social Support

Variable 2 3 4
1. Health anxiety

2. Quality of life - 58*** 1

3. Adaptive emotion regulation - 46*** B1*** 1

4. Perceived social support -.39*** B7*** f2xx* 1

Table 2 presents the zero-order correlations among the
main variables of the study. Health anxiety was significantly
and negatively associated with quality of life (r = -.58, p <
.001), indicating that older adults who reported greater
illness-related worry and health-related threat perceptions
tended to report poorer overall quality of life. Health anxiety
was also negatively correlated with adaptive emotion
regulation (r = -.46, p < .001) and perceived social support
(r = -.39, p < .001), suggesting that greater health anxiety
was associated with lower use of adaptive emotional-
regulation processes and weaker perceptions of available
interpersonal support. In contrast, adaptive emotion

Figure 1

regulation showed a strong positive association with quality
of life (r = .61, p <.001), while perceived social support was
also positively associated with quality of life (r = .57, p <
.001). The two proposed mediators were moderately and
positively correlated with one another (r = .42, p < .001),
indicating that participants with more adaptive emotion-
regulation abilities also tended to perceive greater
availability of social support. None of the intercorrelations
approached a magnitude indicative of problematic
multicollinearity, supporting the simultaneous inclusion of
emotion regulation and perceived social support in the
structural mediation model.

Structural Model of the Relationships Among Health Anxiety, Emotion Regulation, Perceived Social Support, and Quality of Life in Older

Adults With Chronic IlIness

KMAN-CPN

KA A -Casnseling & Puvchalgs Sevas

E-ISSN: 3041-9026


https://portal.issn.org/resource/ISSN/3041-9026

KMAN-CPN

KA S-Casnsrling & Peychalogy Mevas

Heydari

KMAN Counseling & Psychology Nexus 5 (2027) 1-17

Emotion Regulation

R*=022
f= 029 _[ .
Health Anxiety ] Quality of Life
J R =0.58
B= 033"
Perceived Social Support
R*=0.16

The final structural model demonstrated satisfactory
overall fit to the observed data, y*/df =2.24, CFI = .945, TLI
=.936, RMSEA = .059, and SRMR = .049. Health anxiety
explained 22% of the variance in adaptive emotion
regulation (R? = .22) and 16% of the variance in perceived
social support (R? = .16). When health anxiety, adaptive
emotion regulation, and perceived social support were
considered simultaneously, the model explained 58% of the
variance in quality of life (R? = .58), indicating substantial
explanatory capacity for a psychosocial model of quality of
life among chronically ill older adults. The strongest direct
predictor of quality of life was adaptive emotion regulation

.29). Bootstrap analysis confirmed that neither indirect-
effect confidence interval included zero, providing statistical
support for the hypothesized mediating mechanisms. The
pattern of findings therefore indicated that health anxiety
was associated with lower quality of life both directly and
indirectly through diminished adaptive emotion-regulation
capacity and reduced perceptions of available social support.
These results supported the proposed theoretical model and
suggested that the relationship between illness-related
anxiety and quality of life in older adults with chronic
conditions cannot be understood solely as a direct
psychological effect; rather, it is partly transmitted through

(B =.37), followed by perceived social support (p =.33) and intrapersonal emotional processes and interpersonal
the remaining direct negative effect of health anxiety (f = - supportive resources.
Table 3
Measurement Model, Reliability, Convergent Validity, and Model-Fit Indices
Construct Standardized Loading Range Cronbach's o Composite Reliability AVE
Health anxiety .62-.84 .89 91 .53
Quality of life .65-.87 91 .93 .58
Adaptive emotion regulation .64-.86 .88 .90 .55
Perceived social support .71-.91 .93 .94 .66
Fit Index Obtained Value Recommended Criterion
w2ldf 2.18 <3.00
CFI .948 >.90
TLI .939 >.90
RMSEA .057 <.08
SRMR .046 <.08

The results of the confirmatory factor analysis indicated
that the measurement model provided an acceptable
representation of the observed data. Standardized factor
loadings for all indicators were statistically significant at p <
.001 and ranged from .62 to .91 across the four principal
constructs. Health anxiety showed factor loadings ranging
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from .62 to .84, whereas the corresponding ranges were .65
to .87 for quality of life, .64 to .86 for adaptive emotion
regulation, and .71 to .91 for perceived social support.
Composite-reliability values ranged from .90 to .94 and
exceeded the recommended threshold of .70 for all
constructs. Average variance extracted values ranged from
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.53 to .66 and therefore exceeded the conventional criterion
of .50, providing evidence of adequate convergent validity.
The overall measurement model demonstrated satisfactory
goodness of fit, y*/df = 2.18, CFI = .948, TLI = .939,
RMSEA = .057, and SRMR =.046. All indices were within
commonly accepted limits, indicating that the latent
constructs were adequately represented by their observed

Table 4

Direct, Indirect, and Total Effects in the Structural Mediation Model
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indicators and that the measurement properties were
sufficient for testing the hypothesized structural
relationships. Examination of tolerance and variance-
inflation-factor statistics further revealed no evidence of
problematic multicollinearity, with VIF values ranging from
1.24 10 1.69.

Structural Path B SE CR/t p 95% Bootstrap Cl Result

Health anxiety — Quality of life -29 052 587 <.001  [-.39,-.20] Significant

Health anxiety — Adaptive emotion regulation -47  .048  -9.63 <.001 [-.56, -.37] Significant

Health anxiety — Perceived social support -40 .050 -7.89 <.001 [-.49, -.30] Significant

Adaptive emotion regulation — Quality of life .37 .047  7.84 <.001 [.28, .46] Significant
Perceived social support — Quality of life .33 .045  7.29 <.001 [.24, .42] Significant

Health anxiety — Emotion regulation — Quality of life -17 031 — <.001 [-.24,-.12] Significant mediation
Health anxiety — Social support — Quality of life -13  .028 — <.001 [-.19, -.08] Significant mediation
Total indirect effect -30  .041  — <.001 [-.39, -.23] Significant

Total effect of health anxiety on quality of life -59  .047  -1241 <.001 [-.68, -.50] Significant

As reported in Table 4, all hypothesized direct structural
pathways were statistically significant. Health anxiety had a
significant negative direct effect on quality of life ( = -.29,
p < .001), indicating that higher health anxiety remained
independently associated with poorer quality of life even
after accounting for the two mediators. Health anxiety also
significantly predicted lower adaptive emotion regulation (§
=-47, p <.001) and lower perceived social support ( = -
40, p <.001). In turn, adaptive emotion regulation had a
significant positive effect on quality of life (B = .37, p <
.001), while perceived social support also positively
predicted quality of life (B =.33, p <.001). The first specific
indirect pathway, from health anxiety to quality of life
through adaptive emotion regulation, was statistically
significant (B =-.17, 95% bootstrap Cl [-.24, -.12], p <.001).
This finding indicated that part of the adverse association
between health anxiety and quality of life could be explained
by reduced adaptive emotion regulation among individuals
experiencing greater health-related anxiety. The second
specific indirect pathway through perceived social support
was also significant (§ = -.13, 95% bootstrap CI [-.19, -.08],
p < .001), indicating that greater health anxiety was
associated with lower perceived support, which in turn was
associated with reduced quality of life. The combined
indirect effect through the two mediators was B = -.30 (95%
bootstrap CI [-.39, -.23], p < .001), while the total effect of
health anxiety on quality of life was B = -.59 (p < .001).
Because both the direct effect and indirect effects remained
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statistically significant, the results supported partial rather
than complete mediation. Comparison of the specific
indirect coefficients further showed that the mediating effect
through emotion regulation was somewhat stronger than the
pathway through perceived social support.

4. Discussion

The present study examined the relationship between
health anxiety and quality of life among older adults with
chronic illness and tested the mediating roles of emotion
regulation and perceived social support in this relationship.
The findings indicated that health anxiety was significantly
and negatively associated with quality of life, adaptive
emotion regulation, and perceived social support. In
contrast, adaptive emotion regulation and perceived social
support were both positively related to quality of life.
Structural equation modeling further demonstrated that
health anxiety had a significant direct negative effect on
quality of life and significant indirect effects through both
emotion regulation and perceived social support. The
indirect pathway through emotion regulation was somewhat
stronger than the pathway through perceived social support,
although both were statistically significant. Because the
direct effect of health anxiety on quality of life remained
significant after the mediators were introduced, the findings
supported a partial mediation model. Overall, the model
explained 58% of the variance in quality of life, suggesting
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that health anxiety and the two proposed psychosocial
mediators jointly account for a substantial proportion of
individual differences in perceived quality of life among
older adults with chronic illness.

The first major finding was that higher health anxiety was
associated with lower quality of life. This finding is
consistent with previous research showing that anxiety-
related states, psychological distress, and negative health
perceptions are closely linked to reduced well-being among
older adults. Research conducted during the COVID-19
pandemic demonstrated that anxiety and depression were
significantly associated with poorer quality of life in older
populations, particularly when older adults faced
uncertainty, social restriction, and perceived threats to health
(Iswatun et al., 2022; Nadzir et al., 2022). Similarly, a model
of coronavirus anxiety among older adults showed that
anxiety was closely related to health-related quality of life
and that this relationship was shaped by psychological and
social resources (Manijeh et al., 2021). Broader reviews of
older adults during the pandemic also documented
substantial emotional vulnerability, including fear,
loneliness, stress, and health-related concerns that
negatively affected psychological well-being (Fazio et al.,
2022; Field, 2022; Herdian et al., 2024). Although the
present study focused on chronic illness rather than
pandemic-specific anxiety, the underlying mechanism may
be comparable: persistent perception of health-related threat
can restrict attention, increase distress, and interfere with
engagement in daily activities that contribute to quality of
life.

The negative association between health anxiety and
quality of life can also be understood in relation to the
chronic disease context. Older adults with long-term medical
conditions are repeatedly exposed to physical symptoms,
medical examinations, medication regimens, uncertainty
regarding disease progression, and reminders of bodily
vulnerability. When these experiences are interpreted
through a strongly threat-focused cognitive framework,
relatively minor bodily changes may be perceived as
evidence of serious deterioration. Such patterns can increase
vigilance toward symptoms, reinforce reassurance seeking,
and promote avoidance of activity. Over time, this may
reduce independence, social participation, and confidence in
self-management. Previous studies have shown that physical
health status and depression are important determinants of
quality of life among community-dwelling older adults
(Chang, 2023), while frailty and reduced walking ability are
related to depressive symptoms and poorer psychological
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functioning (Yin et al., 2023). Similarly, research on older
adults with degenerative diseases has emphasized the
importance of health education and adaptive disease
management in maintaining quality of life (Daniel et al.,
2021). These findings support the interpretation that the
consequences of chronic illness are shaped not only by
medical severity but also by how older adults cognitively
and emotionally respond to health-related changes.

Another important finding was that health anxiety
significantly predicted poorer adaptive emotion regulation,
and adaptive emotion regulation, in turn, significantly
predicted higher quality of life. The significant indirect
pathway through emotion regulation indicates that part of the
adverse effect of health anxiety on quality of life may
operate through difficulties in managing emotional
responses to illness-related stress. This finding is consistent
with research indicating that cognitive emotion-regulation
strategies play an important role in the psychological
adaptation of individuals exposed to stress. Cognitive
emotion regulation has been shown to mediate the
association between resilience and perceived stress,
demonstrating that psychological resources influence well-
being partly through the way individuals interpret and
regulate emotional experiences (Ursu & Mairean, 2022). In
older adults, cognitive emotion-regulation strategies have
also been identified as mediating mechanisms linking
psychological capital and perceived social support with
health-promoting behaviors (Ahmadboukani et al., 2022).
These findings align closely with the current mediation
model and suggest that emotion regulation constitutes an
important psychological pathway through which health-
related concerns may influence broader functioning.

The positive relationship between adaptive emotion
regulation and quality of life also corresponds with research
emphasizing emotional functioning as a central component
of healthy aging. Studies examining older patients in long-
term care settings have demonstrated that emotional
experiences and emotional well-being are closely associated
with quality of life (Kim et al, 2022). Emotional
intelligence, including the ability to identify, understand,
and regulate emotional states, has likewise been proposed as
an important contributor to healthy aging (Ce, 2025).
Regulatory emotional self-efficacy has been associated with
physical activity, perceived burden, and social isolation
among older adults, highlighting the relevance of confidence
in emotional management for broader psychosocial
adjustment (Yang et al., 2025). In addition, insecure
attachment has been discussed as a factor contributing to
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emotional disorders across the lifespan, including in older
populations, partly because of its relationship with
ineffective emotional regulation (Bai, 2024). Together, these
studies support the present finding that older adults who are
better able to cognitively reappraise distressing situations
and regulate negative emotional reactions are more likely to
maintain a higher quality of life despite chronic illness.

The mediating role of emotion regulation may be
particularly important in health anxiety because health
anxiety is characterized by persistent interpretation of bodily
sensations as threatening. Adaptive reappraisal can
potentially interrupt this process by helping older adults
interpret symptoms in a more balanced and context-sensitive
manner. For example, rather than interpreting fatigue, pain,
or temporary physiological changes as immediate signs of
serious deterioration, individuals with more effective
emotion-regulation capacities may be better able to
distinguish between expected fluctuations in chronic illness
and genuine medical danger. This can reduce catastrophic
thinking and support continued participation in valued
activities. The importance of adaptive psychological
functioning is consistent with research on positive
psychology and resilience among medically vulnerable
populations (Chai, 2023; Wu et al., 2025). Transdiagnostic
cognitive-behavioral  interventions  have  similarly
emphasized the importance of targeting shared processes
such as maladaptive interpretations, avoidance, and
ineffective emotion regulation across different forms of
anxiety and emotional distress (Joaquim et al., 2023).
Therefore, the present findings suggest that emotion
regulation is not merely associated with quality of life but
may help explain how health anxiety is translated into
broader impairment.

The second mediating mechanism identified in the
present study was perceived social support. Health anxiety
significantly predicted lower perceived social support,
whereas perceived social support significantly predicted
better quality of life. The indirect effect of health anxiety on
quality of life through perceived social support was also
statistically significant. This finding is consistent with a
substantial body of evidence demonstrating that social
support is an important determinant of subjective well-being
in older populations. Perceived social support and living
arrangements have been associated with subjective well-
being among older adults, indicating that older people who
experience supportive interpersonal environments are more
likely to report favorable psychological outcomes (Adriani
& Handika, 2023). Social support and gratitude have also
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been linked to flourishing in later life (Anand et al., 2024).
Most directly relevant to the present study, social support has
been shown to mediate the relationship between depression
and subjective well-being among older patients with chronic
diseases (Li et al., 2025). These findings support the current
conclusion that perceived availability of emotional,
practical, and relational support can function as a protective
mechanism in the context of chronic illness.

The negative association between health anxiety and
perceived social support deserves particular attention.
Although anxious older adults may objectively have family
members and other supportive individuals available,
excessive health-related concern may influence how support
is interpreted and used. Persistent reassurance seeking can
strain relationships, while fear of being a burden may
discourage some individuals from communicating their
needs. In other cases, health anxiety may contribute to
withdrawal from social activities, especially if the individual
fears physical deterioration outside the home or believes that
social engagement may interfere with disease management.
Research has shown that social isolation can alter the
relationship between social adaptation and depression,
indicating  that  social  connectedness influences
psychological adjustment in later life (Li et al., 2023).
Likewise, family-related factors and offspring resources
have been linked to older adults' health-related quality of life
and subjective well-being (Jia et al., 2025; Lijing & Tian-Zi,
2024). These findings support the possibility that health
anxiety may impair quality of life partly by weakening the
older person's subjective sense of interpersonal security and
available assistance.

The positive effect of perceived social support on quality
of life is also consistent with research showing that
supportive relationships may reduce fear and strengthen
psychological resources. Among older adults living alone,
social support and psychological capital have been shown to
mediate the relationship between Tai Chi participation and
death anxiety (Zhou et al., 2024). This finding is particularly
relevant because both death anxiety and health anxiety
involve perceptions of physical vulnerability and
uncertainty. Supportive interpersonal relationships may help
older adults contextualize threatening experiences, obtain
accurate health information, access practical assistance, and
maintain meaningful roles. Broader age-friendly healthcare
perspectives similarly emphasize the importance of
integrating medical care with social and environmental
resources that promote participation, autonomy, and
sustained functioning (Che et al., 2022). Accordingly,
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perceived social support appears to function not simply as a
background characteristic but as an active psychosocial
resource capable of modifying the impact of health-related
distress on quality of life.

The finding that emotion regulation exerted a somewhat
stronger mediating effect than perceived social support is
theoretically meaningful. Health anxiety is primarily driven
by internal processes such as catastrophic interpretation,
selective attention to bodily sensations, worry, and
emotional arousal. Therefore, an intrapersonal mechanism
such as emotion regulation may be more proximal to the
immediate experience of health anxiety than an interpersonal
resource such as social support. Older adults who can
effectively regulate fear and reinterpret health-related events
may experience less disruption even in the absence of
exceptionally strong social networks. Nevertheless, the
contribution of social support remained substantial and
independent. This suggests that internal and external coping
resources operate simultaneously rather than competitively.
Emotion regulation may help older adults manage the
internal emotional consequences of chronic illness, whereas
social support provides reassurance, practical assistance,
companionship, and a broader sense of belonging.

The simultaneous significance of both mediators is
consistent with multidimensional models of quality of life
and healthy aging. Quality of life cannot be reduced to
physical health status alone because subjective well-being
depends on psychological interpretation, emotional
functioning, social participation, autonomy, and meaningful
engagement (Maggino, 2023). Research on older adults has
shown that recreational activities can enhance quality of life
by supporting physical, psychological, and social
functioning (Obi, 2024), while gardening and other
meaningful activities may promote engagement, connection,
and well-being in institutionalized older populations (Ugur
& Kabakcei, 2025). Exercise has also been linked to
improved  psychological —outcomes through  both
physiological and psychological mechanisms (Xue et al.,
2025), and systematic evidence indicates that aerobic and
mind-body activities may reduce distress among older
patients with serious illness (Cui, 2026). These findings
reinforce the conclusion that quality of life in later life is
produced through interacting physical, emotional, and social
systems.

The partial rather than complete mediation observed in
the present study indicates that emotion regulation and
perceived social support explain an important but
incomplete portion of the relationship between health
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anxiety and quality of life. Health anxiety retained a
significant direct negative effect even after both mediators
were considered. This suggests that additional mechanisms
are likely involved, including illness severity, functional
disability, pain, sleep disturbance, depression, resilience,
self-efficacy, fear of death, financial strain, access to
healthcare, and social isolation. Previous research has
identified coping strategies as important correlates of quality
of life among older adults (Rosaly & Parashar, 2021), while
distress tolerance and psychological well-being have also
been linked to quality-of-life outcomes in geriatric contexts
(Sridhar & Kuriakose, 2024). These additional variables
may either operate independently or interact with emotion
regulation and social support. The current model should
therefore be understood as a meaningful but not exhaustive
explanation of quality-of-life variability in older adults with
chronic illness.

The substantial proportion of explained variance in
quality of life further supports the relevance of the proposed
psychosocial model. The finding that health anxiety,
emotion regulation, and perceived social support
collectively explained 58% of the variance suggests that
psychological and interpersonal variables can account for a
large proportion of differences in how older adults evaluate
their quality of life despite sharing the common experience
of chronic illness. This is consistent with contemporary
approaches emphasizing person-centered rather than
disease-centered care. Older adults with comparable medical
diagnoses may differ substantially in their daily functioning
and well-being depending on how they interpret illness,
regulate emotional reactions, and perceive available social
resources. Interventions based solely on disease control may
therefore fail to address major determinants of subjective
functioning. Positive psychological approaches, health-
promotion interventions, and transdiagnostic psychological
models provide relevant frameworks for addressing these
broader dimensions (Ahmadboukani et al., 2022; Chali,
2023; Joaquim et al., 2023).

5.  Conclusion

Overall, the present findings suggest that reducing health-
related threat perceptions while strengthening emotional and
interpersonal resources may offer a more comprehensive
pathway for supporting quality of life among older adults
with chronic disease.

The present study has several limitations that should be
considered when interpreting the findings. First, the cross-
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sectional design does not permit definitive causal
conclusions regarding the direction of relationships among
health anxiety, emotion regulation, perceived social support,
and quality of life. Although the structural model was
theoretically specified and statistically supported, reciprocal
relationships are possible; for example, poorer quality of life
may increase health anxiety, and prolonged health anxiety
may alter social perceptions over time. Second, all principal
variables were assessed using self-report instruments, which
may introduce common-method variance, recall bias, social
desirability, and response-style effects. Third, participants
were recruited from healthcare and community-based
settings in Tehran, and therefore the findings may not
generalize to older adults living in rural areas, other Iranian
provinces, long-term residential facilities, or populations
with substantially different cultural and socioeconomic
characteristics. Fourth, the sample included older adults with
heterogeneous chronic diseases, and the effects may differ
according to illness type, severity, number of conditions,
functional impairment, pain, treatment burden, and
prognosis. Finally, although major demographic and clinical
covariates were considered, potentially relevant factors such
as depression, sleep quality, resilience, cognitive
functioning, financial stress, medication burden, and
objective social-network size were not incorporated into the
model.

Future research should employ longitudinal and
prospective designs to clarify the temporal ordering of health
anxiety, emotion regulation, perceived social support, and
quality of life and to determine whether changes in the
proposed mediators predict subsequent improvement or
deterioration in quality of life. Experimental and
intervention studies are also needed to test whether directly
improving emotion-regulation skills or strengthening
perceived social support produces measurable reductions in
the negative consequences of health anxiety. Future models
could compare specific chronic disease groups and examine
whether the structural relationships differ according to
disease severity, multimorbidity, sex, age subgroup,
socioeconomic status, living arrangement, or level of
functional independence. It would also be valuable to
distinguish among specific emotion-regulation strategies
rather than relying only on a general adaptive-regulation
construct and to examine different sources of social support,
including family, friends, significant others, peers with
similar illnesses, and healthcare professionals. Incorporating
objective indicators of physical functioning, healthcare
utilization, social-network characteristics, and longitudinal
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clinical outcomes could further strengthen methodological
rigor. Future studies may also test more complex sequential
or moderated mediation models involving resilience,
depression, self-efficacy, illness perception, loneliness, fear
of death, or psychological capital.

From a practical perspective, the findings suggest that
assessment and care of older adults with chronic illness
should extend beyond physical symptoms and disease
management to include systematic screening for excessive
health anxiety, emaotional-regulation difficulties, and
inadequate  perceived  social support.  Healthcare
professionals working with older adults should be trained to
identify patterns of catastrophic health interpretation,
persistent reassurance seeking, avoidance, and social
withdrawal. Psychological interventions may incorporate
cognitive reappraisal, anxiety-management techniques,
distress-tolerance training, mindfulness-based strategies,
and education about realistic interpretation of chronic
disease symptoms. Family members and caregivers may
benefit from guidance on how to provide supportive
reassurance without reinforcing excessive illness-focused
behavior. Group-based programs, peer-support networks,
community activities, and structured opportunities for social
participation may further strengthen perceived support and
reduce isolation. Integrating geriatric medical care with
psychological and social services could therefore provide a
more comprehensive model of chronic disease management
and may help older adults maintain autonomy, emotional
stability, and a higher quality of life despite ongoing medical
limitations.
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