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The world breaks everyone, and afterward, some are strong at
the broken places.

(Ernest Hemingway, A Farewell to Arms, 1929)

2.1 Introduction

The need to improve the treatment and management of long-term conditions is one
of the most important challenges facing the NHS [1]. The idea of ‘resilience’ repre-
sents a paradigm shift to a treatment model that promotes positive adaptation, using
an asset-based model of resilience, in the context of long-term health issues [2].

2.2 What Is Resilience?

In 2002, Ganong and Coleman suggested that we have entered the ‘age of resil-
ience’ [3]. Indeed the term appears to have proliferated over the last 10-15 years: a
quick Internet search reveals, for example, psychological resilience, ecosystem
resilience and resilience in relation to peak oil, to the ability of a city to resist a ter-
rorist attack and to a number of organizations dedicated to promoting resilience of
individuals, cities and systems. A search for well-being produces similar, although
perhaps not as prolific, results. Resnick et al. draw attention to the value of resil-
ience as espoused through traditional adages and mythology [4], and, we would
add, through now ubiquitous phrases that have entered popular culture (e.g. ‘Keep
calm and carry on’), that also espouse resilience.

Resnick et al. suggest that the popularity of the concept is due to the prospect that
resilience can be fostered. (In fact, they go one step further and suggest that foster-
ing of resilience can be used for primary prevention of chronic illness in at-risk
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populations.) [4] It is also likely that the proliferation of interest in resilience and
well-being, at least in the developed world, is linked to demographics: larger num-
bers of people living longer, with greater expectations of their health, coupled with
a decrease in public services, makes an emphasis on resilience and well-being very
timely. A critical approach to resilience and well-being, however, means that there
must be caution about blaming victims if they do not exhibit resilience and resisting
the romanticization of resilience:

How can we celebrate an individual’s accomplishments and well-being in adverse situa-
tions without either blaming those whose lives show less cause for celebration, or dropping
the critique of the contextual structures that promote the adversity. [5]

Given this background, the remainder of this chapter aims to provide a brief
overview of resilience and well-being in the context of older people in primary care.

2.3  The‘Disability Paradox’

Many older people with chronic conditions describe themselves as healthy. General
Household Surveys in the UK, for example, have found that although 60 % of those
aged over 65 report some form of chronic illness or disability, less than a quarter
rate their health as poor [6], sometimes referred to as the ‘disability paradox’ [7]. At
the same time, doctors are generally working within a pathogenic paradigm, which
emphasizes burden, disease and decline [8]. This tension has the potential to
adversely influence consultations between doctors and older patients [9].

A salutogenic approach enables these paradoxes to be explored [10]. In the salu-
togenic approach, wellness (absence of morbidity) and illness (presence of morbid-
ity) are seen as a continuum rather than a dichotomy; the focus is on factors that
support health rather than factors that cause disease, and questions such as why
some people manage better than others can be explored. Research adopting this
perspective sometimes uses the idea of people ‘beating the odds’ or ‘punching
above their weight’ (metaphors also used for resilience) [11-13]. Previous studies
exploring why some people do better than others have compared, for example,
healthy and unhealthy ‘agers’ in deprived areas (where no differences were found in
terms of life histories and current circumstances) [ 14] or people whose self-reported
health status differed from that predicted by a model derived from questionnaire
responses [15]. The salutogenic approach thus has great potential for exploring
health in later life [6].

An assumption is often made that resilience contributes to well-being; however,
‘The Wellbeing and Resilience Paradox’ report [16] suggests that this relationship
is not always straightforward. The authors make a useful distinction between well-
being as a complex concept that captures a ‘psychological state at a point in time’
and resilience, while no less complex, as being more dynamic and incorporating
aspects of the past and future. Well-being is strongly related to resilience, and there
is overlap in the factors that influence both, but there are also individuals and
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communities for whom well-being is high but resilience is low. Communities with
high well-being but low resilience tend to have larger numbers of older people. The
authors suggest that the individuals and communities who exhibit this paradox are
particularly vulnerable but perhaps not so easily identifiable as other groups, which
has implications for health care for older people.

24 Definitions and Dimensions of Resilience
and Well-Being

The ‘salutogenic umbrella’ incorporates a number of resilience-related psychologi-
cal and sociological concepts, including resilience and well-being, for example,
hardiness, assets, inner strength and coping [17]. The concept of resilience is
increasingly used in the field of gerontology but lacks consistency in definition and
use [18]. It has had numerous meanings in the literature, but generally refers to a
pattern of functioning indicative of positive adaptation in the context of significant
risk or adversity [19]. But beyond that common understanding, there are different
views on (a) whether resilience is a personality trait or a process, (b) the dimensions
of resilience, (c) the validity of resilience as a concept and its consistency over time
and (d) the relationships of resilience with adaptation and whether it adds some-
thing new in developmental and life course theories [20]. Research into resilience
was originally developed in the domain of developmental psychology, dealing with
childhood and adolescence, and has only recently been extended to other periods of
the lifespan, including old age.

Looking in more detail at the construct of resilience, two dimensions have been
proposed — exposure to adversity and showing signs of positive adaptation to this
adversity [20, 21]. According to this definition, identifying resilience requires two
judgements: is there now or has there been a significant risk of adversity to be
overcome and is the person ‘doing okay’? In many studies, ‘doing okay’ is mea-
sured by assessing mood, well-being or quality of life before and after being
exposed to adversity [22-24]. Maintained or increased psychosocial well-being
and quality of life are indicative that the person is doing okay and is therefore
resilient.

Those with resilient outcomes to adverse situations have been reported to draw
on a broader range of social and individual resources than those with vulnerable
outcomes. As a consequence, these people were better able to maintain continuity
of their previous lives and were more in control and, therefore, more able to trans-
form an adverse event into a benign one [25]. Drawing on previous experiences of
loss and coping to create a sense of oneself as resilient has been found to help
women deal with challenges from current ill-health [26].

Kuh makes a case for studying not only physiological but also social and psycho-
logical resilience alongside frailty in older people, raising the prospect of being able
to be physically frail but psychologically and socially resilient [27]. This suggests
that resilience may offer an appropriate framework for understanding wellness and
well-being in the context of older age and/or chronic conditions. This also comes
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across in Windle’s proposed definition of resilience, developed from a review and
concept analysis:

Resilience is the process of effectively negotiating, adapting to, or managing significant
sources of stress or trauma. Assets and resources within the individual, their life and
environment facilitate this capacity for adaptation and ‘bouncing back’ in the face of
adversity. Across the life course, the experience of resilience will vary. [28]

In this definition, ‘bouncing back’ and adaptation are both seen as part of resil-
ience, which, I would suggest, make it more appropriate to older people. Adaptation
also distinguishes resilience from stoicism, which, although often lauded as a posi-
tive response, has no elements of flexibility, which are key to resilience [29].

However, the notion of bouncing back, at least in the context of older people with
chronic conditions, could also be seen as flawed. Chronic conditions, by definition,
persist and might get worse rather than better, and resilience here may mean that a
person ‘keeps going’ despite the adversity, rather than returning to a pre-adversity
state. Some research uses comparison of measures such as well-being and quality of
life before and after adversity to determine resilience, with the focus on bouncing
back rather than keeping going. It is difficult to measure adversity ‘objectively’, and
people may experience the same adversity differently. This demonstrates the impor-
tance of looking at older people’s own definitions of adversity, well-being and resil-
ience [18]. These are important because they will shape the actions they take, and
have taken, over their lifetime. It is important for healthcare professionals to con-
sider older people’s own definitions of resilience (or perhaps rather ‘keeping going’)
as part of a patient-centred approach.

2.5 Measuring Resilience

The measurement of resilience is problematic: a recent review of resilience scales
found no current ‘gold standard” amongst 15 measures of resilience [30]. This review
reported that a number of scales are in the early stages of development, but all require
further validation work. The authors identify the lack of attention paid to family and
community resources as a major weakness of existing attempts to create a valid mea-
sure of the concept. A further problem, particularly for those wanting to adopt a
salutogenic approach, is that measures for older people often focus on deficits, such
as challenges of living with chronic illness, pain, loss and loneliness [31]. The grow-
ing literature on optimal ageing [32] yields more positive measures, for example,
Wagnild and Young developed a resilience scale measuring positive attributes
(including equanimity, perseverance, self-reliance, existential aloneness and spiritu-
ality/meaningfulness) through interviews with ‘resilient’ individuals [33].

Other examples of measuring resilience include Martens et al., who used ‘mas-
tery’ as a proxy measure, or marker, of resilience [34] and measured it using the
‘Personal Mastery Scale’ [35]. They suggest that having a high level of mastery
helps older people to cope with and adapt to living with a chronic condition. They
also suggest that further longitudinal research is necessary to unravel the long-term
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effects of mastery, income and social support on ‘relatively successful functioning’
in chronically ill patients. Lamond et al. suggest that the CD-RISC is an internally
consistent scale for assessing resilience amongst older women and that greater resil-
ience as assessed by the CD-RISC related positively to key components of success-
ful ageing [36]. The strongest predictors of CD-RISC scores in this study were
higher emotional well-being, optimism, self-rated successful ageing, social engage-
ment and fewer cognitive complaints. Janssen et al. conducted a qualitative study
and suggest that the main sources of strength (‘to improve resilience’) identified
amongst older people were constituted on three domains of analysis; the individual,
interactional and contextual domain and thus proactive interactions need to help
older people build on the positive aspects of their lives [37].

This resonates with Wild et al.’s [18] model (Fig. 2.1) of the different levels of
resilience, including individual, family and community [18].

2.6 Alternatives to Resilience

The salutogenic umbrella can also be referred to as an ‘asset-based approach’ —
identifying the protective factors that create health and well-being and in contrast
with the deficit-based approach described earlier. Resilience can be seen as an asset.
Clearly in health care, a deficit model is necessary to identify need, priorities and so
on, but an asset-based approach would seem more acceptable as a complement to
this deficit-based approach. However, as with resilience, the focus of much research
in this area has been personal factors and cognitive resources, and there is a need to
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extend this further. The scales of resilience (individual, household, family, neigh-
bourhood, community, societal), seen in Fig. 2.1, can also be applied to an asset-
based approach, as can the different domains of resilience, shown in the second
model above, for example, financial, environment, physical, social, psychological,
mobility and so on.

2.7 Thelmportance of Resilience in Context

Wild et al. acknowledge the potential for applying the concept of resilience to older
people, acknowledging as they do that it can incorporate and balance vulnerability
alongside strength across a wide range of contexts [18]. Locating resilience within
these broader contexts removes the focus from individual characteristics and the
associated blame for those who do not ‘achieve resilience’ [18]. The model also
acknowledges that people may be resilient in one area but not in others (Fig. 2.2).

Older people, particularly those with chronic conditions, might not consider
themselves to have a medical condition but simply to be getting older; nevertheless,
they have to face up to changes in their physical abilities and their perception of
themselves. Being ‘resilient’ (in the sense suggested by Wild et al. [18] and Windle
[28] above) means being able to accommodate and adapt to physical changes and
fluctuations in health and well-being in order to sustain what is important in life and
for a valued sense of self.

Windle draws attention to the ‘normal, everyday’ nature of resilience, echoing
Masten’s evocative phrase ‘ordinary magic’ and suggesting that ‘the opportunity for
positive adaptation should be an option for everyone’ [28]. Perfect physical health
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is neither necessary nor sufficient for successful ageing as defined by the older
adults themselves. Their holistic self-appraisal involves strong emphasis on psycho-
logical factors such as resilience, optimism and well-being, along with an absence
of depression.

2.8 Implications of Taking Account of Resilience

Most of the public discourse on population ageing involves dire predictions and
negative stereotypes. This negative view of old age has been contrasted by empirical
research on older adults who continue to function well and are ageing
‘successfully’.

Health and welfare services may be part of the environment of many older peo-
ple, particularly those with chronic conditions, but those who provide care need to
appreciate that a frail body is not indicative that the cared-for person lacks a resilient
sense of self or is not able to draw on other domains or levels to achieve resilience.

Clinicians can help reduce societal ageism through their optimistic approach to
the care of seniors. Treating the frail body should not come at the expense of under-
mining an older person’s sense of self. In order to balance professional perceptions
of an individual’s ‘frailty’ with an individual’s embodied and lived experience, we
suggest that health and social care providers take an individual’s own approach to
managing their condition as the starting point for any support.

Further research on how older adults develop and maintain positive self-
appraisals in the presence of biological decline may also inform similar adaptations
across the lifespan.

29 Suggested Activity

Think about a particular patient using a salutogenic approach and using the models
shown above. Is it possible to identify different levels of resilience that the patient
can draw on/could be helped to draw on, outside of his/herself? Are there other
domains in which the patient is resilient that can be used to support an area of dif-
ficulty? Does the patient have valued activities? How can they be supported to con-
tinue with these? How could any treatment given to a patient be used to support
rather than undermine a positive sense of self? Are there opportunities for fostering
resilience in older people with current high levels of well-being?
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