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14.1  Introduction

The book at hand provides an overview of relevant health and wellbeing concepts 
that are also applicable in research on later life. Within the area of research on 
wellbeing an abundance of closely related concepts exist. This chapter comprises of 
a subjective review of the literature in order to clarify the internal relationships of 
these concepts and to account for their similarities and differences. Generally, the 
concepts show the same intellectual content and are similarly used regardless of the 
stage of the life cycle in focus. However, with increasing age some aspects tend to 
become more and others less emphasised, an issue that is further elaborated on prior 
to the concluding discussion.

14.2  Theories of Wellbeing

Primarily, the concept of wellbeing can be approached from the perspective of ‘lev-
el of living’, which solely refers to the material dimension and does not take into 
account the subjective experience of resources. However, wellbeing can further be 
conceptualised according to theories about resources or theories about needs. On-
tologically and epistemologically this refers to the question of whose definition of 
wellbeing do we use and on the other hand on whose observations should we rely 
for research on wellbeing. From an ontological perspective, completely subjective 
research on wellbeing is hard to justify, i.e. research where the definition of the 
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concept is solely made by the person(s) being studied. A number of arguments in 
favour of this restriction can be given but particularly the difficulty to carry out 
comparative studies should be mentioned, since necessarily we do not know how 
the various subjective definitions differ. Moreover, in ontologically subjective re-
search on wellbeing, a manic period of a bipolar disorder or the usually pleasantly 
perceived state of becoming drunk, as examples, would have to be classified as 
states of wellbeing, although any practical knowledge resolutely indicates that they 
tend to take another shape, often quite quickly, and might even be reversed. So it 
can be concluded that at least to some extent the concept has also to be objectively 
and not merely subjectively defined before any kind of adequate research can be 
carried out (Karisto 1984).

Let us take a look at the situation from an epistemological perspective. Should 
wellbeing be reported by the person being studied or should a more objective ap-
proach be taken? Here, no clear answer can be formed and it can be cautiously 
concluded that both perspectives are needed since wellbeing should, at least to some 
extent, be based on subjective perceptions. On the other hand an individual is not 
always fully aware of external conditions that might influence her/his judgement. 
Hence, we can conclude that subjective evaluations are of utmost importance in re-
search on wellbeing but they alone are not fully sufficient and also other sources of 
data of a more objective character, as e.g. on housing area, may be needed. Finally, 
the subjectivity of the data has to be kept apart from the methodology by which it 
is collected. Use of survey methodology does not necessarily imply that the data is 
subjective in an epistemological sense. We can for instance ask a respondent about 
her/or his income or on the other hand about her or his level of exhaustion. In the 
former case information can be influenced by subjective evaluations but an objec-
tive counterpart can also be found, i.e. the correctness of the data can be checked 
from some other source, whereas in the latter example this is not actually possible 
(Karisto 1984). Also another remark concerning the methodology seems worth-
while. When wellbeing is studied form an epistemologically subjective perspective, 
it is a known fact that respondents tend to report more positively than they would 
do in a totally free and unblocked situation. The phenomenon is called the ‘happi-
ness wall’.

Inclusion of subjectivity into research on wellbeing is embodied in the Quality 
of Life (QoL) approach and comprises, as already referred to above, the two per-
spectives of resources (Johansson 1970) and needs (Maslow 1968), of which the 
latter represents the most subjective orientation. However, even in this measure, 
the criteria for and definition of wellbeing are given by the researchers and not 
the individuals being studied. Although theories about needs have been developed 
gradually and partly independently of theories about resources, it is clear that the 
resource perspective leaves the question of fulfilment of needs unsettled, which 
has stimulated the development of theories about needs. Moreover, the value of 
subjective data is indisputable in contemporary research on wellbeing. There are 
various scales by which QoL is empirically measured, resulting in a number of 
acronyms, for instance, the scale comprising 100 items (WHO-QOL 100, WHO 
1995), or its short version originally developed by the World Health Organization 
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(WHO), which comprises 26 items (WHO-QOL-BREF (2013), www.who.int/sub-
stance_abuse/research_tools/whoqolbref/en/).

In a more narrow sense QoL can solely refer to an individual’s subjective ex-
perience of her or his life without any direct connection to the either resource or 
need-oriented theories on wellbeing mentioned above. Conceptually wellbeing can 
further be divided into a more cognitive dimension called life satisfaction and into 
a more emotional dimension of happiness (Veenhoven 1984). The former concept 
is a general and more persistent evaluation of how life has corresponded to one’s 
expectations and how well one has been able to fulfil one’s anticipations as a whole, 
whereas happiness is understood as a predominantly emotional, intense, and also 
more transient phenomenon. Both of these dimensions can be considered to repre-
sent subjective wellbeing, particularly mental wellbeing.

14.2.1  The Theories of Resources and the Theories of Needs

The central resources comprise (1)Health, (2) Food, (3) Housing, (4) Conditions of 
Growth and Development and Family Relations, (5) Education, (6) Employment 
and Working Conditions, (7) Economic Resources, (8) Political Resources, and (9) 
Leisure time and Recreation (Johansson 1970). According to this perspective well-
being is a state where most of the central resources are at the individual’s disposal.

The central needs can be categorized according to e.g. Maslow (1968) and Al-
lardt (1975) as comprising i. Basic physiological needs, ii. Social needs or needs 
related to interaction with other people, and iii. Needs related to self-realization. 
According to this perspective wellbeing is defined as a state where the central needs 
are met.

Although the two ways of defining wellbeing can show correlations in empirical 
studies they do not necessarily always coincide on an individual level. For example, 
identical level of income can end up in diverging perceptions of the sufficiency of 
it on an individual level. On the other hand, even meeting central needs and thus 
achieving some level of perceived wellbeing does not necessarily imply that all cen-
tral resources are at the individual’s disposal. Von Wright (1986) still distinguishes 
between needs and wants and sees the former ones as enabling personal develop-
ment whereas meeting the latter ones more or less results in repetition of the same 
addictive kind of behaviour without leaving room for any kind of true development.

Nevertheless, if an individual perceives that all of her or his central needs are 
being met, the situation in the long run comes very close to or is identical to high 
QoL. Hence, it could be concluded that wellbeing should empirically be measured 
according to the theories of needs, without consideration to the resource perspec-
tive. However, from the viewpoint of social policy this is not necessarily the case 
since measuring wellbeing solely by level of fulfilment of needs does not reveal 
much about the underlying factors in situations of societal transition. Should one 
for instance find that the number or level of unmet needs within the field of social 
relations have increased several completely different mechanisms can theoretically 
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be responsible for this development. The change can depend on decreasing arenas 
for voluntary social interaction in the housing areas, from a harshening climate in 
society, from increasing competitiveness and diminishing confidence between in-
dividuals, as well as from deficits in the perceived self-worth of senior citizens. If 
wellbeing again is measured according to the theories of resources, the data might 
also be useful in exploring causes or mechanisms behind the changes. For example, 
an increasing share of the population reporting insufficient housing areas might be 
used as guidelines for social policy intervention strategies. Hence, one could say 
that even if assessment of wellbeing would be carried out according to the perspec-
tive of needs, it would be useful to extend the data collection to also include aspects 
of resources.

This conclusion is consistent with later work (Doyal and Gough 1991) that com-
bined aspects of both theories of resources as well as theories of needs. According 
to them resources can only be understood as resources when an individual perceives 
having some kind of control over them. This means that resources can actually be 
understood as resources first after they can be used for the fulfilment of needs. A 
similar aspect is also given by Sen (1980) and Nussbaum (2000) who apply the 
concept of capability. The difference compared to the former perspective by Doyal 
and Gough is that the capability approach is more sensitive to community resources 
and therefore could be seen as more universally applicable in research on global 
wellbeing. In this context it is worth mentioning that a number of indicators of hu-
man wellbeing on a macro-level exist as e.g. the Human Development Index (HDI), 
Happy Planet Index (see reference list) or the Social Progress Index (see reference 
list).

14.3  Social Capital

Social capital is a concept originally introduced by Bourdieu (1972) who distin-
guished between social, economic and cultural capital and made the assumption that 
they can be changed reciprocally when wealthy individuals meet in specific situa-
tions and shape their capital to correspond to their personal needs and expectations. 
More recently, the concept was introduced, with a modified meaning, into research 
on wellbeing. Coleman (1988) regards social capital as a more neutral resource 
that, depending on the actor, can be used for constructive or destructive purposes. 
Putnam again refers to the collective value of all social networks as social capital 
and the inclinations that arise from these networks to do things for each other (Put-
nam 2000). Thus, social capital bears a resemblance to the previously mentioned 
concept of capability (Sen 1980; Nussbaum 2000) in the sense that it can also be un-
derstood as a quality of the community rather than the individual. Empirically, the 
concept of social capital has been widely applied in health-related research. There 
are a number of empirical findings illustrating a positive association between social 
capital and in various ways determined good health (e.g. Kawachi et al. 2008). The 
mechanisms mediating this association are relatively unknown, however, possible 
explanations are discussed in Chaps. 2, 8 and 13.
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14.4  Health

The definition of health by the World Health Organization (www.who.int/about/
definition/en/print.html) as being ‘a state of optimum physical, mental and social 
wellbeing and not merely the absence of disease or infirmity’ brings this broad con-
cept of health close to the state of wellbeing determined according to the theories 
of needs. However, in order to be able to orientate in the myriad of concepts, health 
deserves further clarification.

Health can be categorized to three main dimensions which are (1) biomedical, 
(2) perceived, and (3) sociological or social health (Purola 1971). The first can also 
be called the apparatus-error model. In this model all functions of the body includ-
ing mental processes are likened with functions of a technical machine. A sharply 
delineated boundary between health and illness is assumed to exist and consistently 
with this the health of an individual can be determined by measurements based on 
natural sciences, such as laboratory tests or x-ray examinations. Sometimes a sharp 
boundary can truly be found as in the case when a bone fracture based on x-ray 
imaging can be determined with certainty or excluded. However, mostly such kinds 
of strict boundaries do not exist and they are above all determined by results from a 
number of prospective studies on the increase of the risk of an outcome in relation 
to some preceding risk or protective factor. As simple examples, the normal values 
of blood pressure or total fasting blood cholesterol can be given. The risk factors 
are assumed to be mostly normally distributed and even from a layman’s perspec-
tive it is obvious that a small shift in any direction cannot be decisive for the final 
net health effect.

Perceived health or subjectively rated health (SRH) can also be called psycho-
logical health, but has strictly been kept apart from mental health (Lehtinen 1991). 
The most important practical consequence of this dimension of health is that it 
steers the patients’ urge to take contact with the health care system. So even if 
the general level of patients’ knowledge about health and illness is increasing, the 
perception of new symptoms or a change towards the worse remains the principal 
reason for contacts with doctors or other health professionals. In practical life, how-
ever, irregularities or exceptions to the usual pattern by which help from the health 
care system is sought are encountered. The lack of perception of illness can consti-
tute a hindrance in treatment of certain mental disorders, as for instance in the case 
of the manic period of a bipolar disorder when the patient does not feel motivated 
for any kind of treatment. On the other hand, the threshold for the perception of ill-
ness can also be low, which again can take expression as somatisation disorders in 
which disturbing symptoms occur but tests are unable to help to come to a definite 
medical diagnosis.

The dimension of sociological or social health encompasses functional aspects 
of health. According to Talcott Parsons’ (1952) classical work of medical sociology 
the general anticipation is that the patient, in order to be entitled to the role of the 
sick, is expected to perceive her or his state as an unwanted one and is willing to 
accept treatment and hopes to be cured. In most cases the medical diagnosis alone 
cannot reveal sufficient information about the patient’s capacity for activities of 
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daily living or work. This depends on the fact that the same medical condition as for 
instance the same degree of spondylosis of the spine determined by x-ray imaging 
can end up with greatly diverging functional limitations for two different patients. 
Additionally, the final functional capacity in daily living or work is also based on 
demands from the external environment and hence, no absolute measure is possible. 
For instance, losing a limb can result in totally different outcomes in activities of 
daily living or working capacity depending on the housing characteristics or physi-
cal demands from work. The subjective perception of a functional limitation is also 
called a handicap.

Further, health can be divided into somatic and mental health although, this divi-
sion has also been questioned and is not self-evident. Without taking any definite 
stand in this question it can on a more general basis be said that both somatic as 
well as mental health can be considered to have biomedical, perceived or social 
dimensions (Lehtinen 1991). These dimensions correlate empirically within one 
individual but they also show independent variation and all combinations can the-
oretically be constructed. In a hypothetical situation where all the medical tests 
would be at the disposal of an individual, they could be classified as healthy or ill 
on basis of the test results. An individual may or may have not felt healthy or ill and 
have experienced some kind of functional limitation prior to the announcement of 
the test results. An unobserved cancer in an otherwise healthy individual can, when 
detected in a screening test, be given as an example of poor biomedical health in 
spite of good perceived health and social health before the announcement of the 
test results. Knee arthrosis can gravely impair the perception of health but some 
individuals can in spite of that keep up their normal functional capacity. Finally, 
complete medical recovery from myocardial infarction does not, without supportive 
measures, necessarily imply complete psychological or social recovery. The patient 
might be anxious about recurrence and perceive her/his health or working capacity 
as impaired.

Concomitantly with the development of the medical diagnostic tests, even as-
pects of mental health can gradually be made more and more visible through this 
technique, such as with Magnetic Resonance Imaging (e.g. Sheline et al. 2012). 
This could be characterised as representing the biomedical dimension of mental 
health. As in the case of somatic health, a person can biomedically be in good or 
poor mental health and regardless of this, perceive her health as being unaffected or 
poor (perceived health) or functionally limited or unlimited (social health). In this 
context, it is worth pointing out that perceived good health, regardless of whether 
the somatic or mental one is dealt with, does not necessarily imply a perception of 
life satisfaction or happiness. Here, it seems justified to refer to the definition of 
mental health by Freud with the words ‘Lieben und arbeiten – to love and work’. 
This definition can be interpreted as meaning that a person in good mental health is 
capable of interacting with other people, including formation of a love relationship, 
but is also capable of interacting with the social system she or he lives in and is ca-
pable of productively taking part in activities that the surrounding system perceives 
as useful and hence is called work. However, neither of these forms of interaction 
necessarily implies life satisfaction or happiness, although being successful in them 
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can increase the probability of such kinds of outcomes. Hence, mental health comes 
conceptually close to functional capacity, which likewise does not necessarily im-
ply life satisfaction or happiness.

It is easier to integrate health into the theories of resources than to the theo-
ries of needs. The same does not, however, apply to the concept of social capital. 
Partially the reasons are obvious, since health, as shown earlier, itself constitutes 
a principal resource category, but this is not the only explanation. Health is also 
easier to be interpreted as a resource resembling other forms of resources in that it 
can be strengthened or weakened by external measures. Regardless of this, it is dif-
ficult to understand health as a need of its own or as part of the three central needs 
mentioned earlier, i.e. basic physiological needs, social needs, and needs related to 
self-realisation. It would be doubtful to claim that an independent need of health ex-
isted since health tends to be taken for granted until the possibly arises that it might 
be lost or that it is diminished. However, human beings possibility do not perceive 
a strong general need towards healthiness but mostly only an urge to take care of 
their illnesses or symptoms, should such appear. Health can also be understood as 
a general resource enabling satisfaction of central needs. In contrast, social capital 
again can be integrated into both of the theories on wellbeing without difficulties 
since it can be understood likewise as a resource by means of which social needs or 
needs related to self-realisation can be fulfilled.

14.4.1  Health-Related Quality of Life

Health-related quality of life (HRQoL) studies represent a subgroup within QoL 
research with special focus on the influence of health on this life domain. A number 
of scales for assessing HRQoL have been used, such as the Nottingham Health 
Profile (NHP) and the Sickness Impact Profile (SIP), the Medical Outcomes Short 
Form 36 (MOS SF-36 and its free version RAND 36 (2013), www.rand.org/health/
surveys_tools/mos/mos_core_36item_terms.html), just to mention a few (Anderson 
et al. 1993). Conceptually HRQoL comes very close to or is identical with the broad 
definition of health comprising all three dimensions described above or also wellbe-
ing determined according to the theories of needs. A very large number of empirical 
studies on QoL and HRQoL have now been carried out. The concept of Quality 
Adjusted Life Years (QUALY, e.g. Boyle et al. 1983) makes an attempt to combine 
aspects of HRQoL or QoL and the concomitant quantity of life years gained or lost 
by means of an intervention.

14.4.2  Health, Social Capital and Later Life

With increasing age the pure biomedical dimension of health, i.e. the number of 
chronic illnesses influencing functional capacity and thus perceived health and 
HRQoL tends to increase, which might hamper collection of subjective research 
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data and give more weight to observational methods. Further, with advancing age 
huge differences in all domains of health tend to become apparent as e.g. in the 
case of social health. Some people running marathons continue even after their 
80th birthday while others are forced to leave working life as a result of functional 
limitations before the age of 60. Moreover, along with getting older, the need for 
help provided by external resources is emphasised as the associated internal re-
sources becoming weaker. This is particularly seen in social capital research on 
later life (e.g. Nyqvist et al. 2013. In interpreting this data we should keep in mind 
that when evaluating their own wellbeing and health individuals tend to achieve a 
more comparative perspective, that is, that they would see their own health level as 
reasonably good or bad compared to other people of the same age. Such compara-
tive perspectives can even work when someone’s health is not optimum, when they 
have health-related functional limitations or they suffer from long-term illnesses 
(Ferraro 1980; Jylhä 2009).

14.4.3  Life Management

The concept of life management is also very important to this discussion. Personal 
abilities and readiness to utilise resources is more and more coming into focus. 
According to the theories, personal qualities that differ between individuals enable 
a good or suboptimal use of resources at their disposal. Many of the theories have 
been oriented towards health research (Antonovsky 1987; Kobasa 1979) but also 
more general theories of scientifically high quality have focused on the ability to 
solve the problems of everyday life, i.e. with coping (e.g. Bandura 1977). Generally 
good life management can be understood as a personal resource increasing the indi-
vidual’s probability to gain an experience of wellbeing but this does not necessarily 
follow. A person with good life management might be very motivated to solve her or 
his problems and in the long run gain life satisfaction or happiness but nevertheless 
can be very unsatisfied or unhappy with her or his present situation.

A schematic overview over the concepts according to increasing subjectivity 
on the one hand and an increasing focus on health on the other hand is given in 
Fig. 14.1.

14.5  Discussion

In research on wellbeing a great number of related concepts exist. This chapter is an 
attempt to form an overview over these concepts in order to clarify their internal rela-
tions, which can be used as a framework when reading this volume. Nevertheless, the 
author is aware of the fact that also diverging interpretations and terms can be found.

Later stages of life can be studied from three main perspectives, i.e. disengage-
ment theory (Cumming and Henry 1961), continuity theory (Atchley 1989), and 
activity theory (Havighurst 1961). Wellbeing plays a central role in the latter two 
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whereas in disengagement theory subjective wellbeing decreases with the gradual 
transition from an active phase of life towards disengagement, with the focus on 
level of activity rather than wellbeing. In the two remaining theories, however, ag-
ing is regarded more or less as an extension period to earlier life leaving the indi-
vidual in basically unchanged roles and continuing her/his activities as previously, 
only limited by potential illnesses. The activity theory emphasises that engagement 
in activities can promote subjective wellbeing.

Research on wellbeing as well as health can be categorised according to increas-
ing subjectivity on the one hand and an increasing focus on health-related issues 
on the other. Ontological subjectivity refers to a situation where persons would not 
only be able to rate their wellbeing or health but would also be able to define how 
these concepts should be constructed, i.e. what (s)he would include in her/his evalu-
ations. Most empirical research is only subjective, however, in an epistemological 
sense, i.e. the perceptions and evaluations of the individuals are of central impor-
tance but the definitions of what the concepts of wellbeing or health comprise are 
set by the researchers.

Fig. 14.1  A schematic presentation of the partially overlapping concepts ( dotted lines) of research 
on wellbeing (the bolded terms are group headings)
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The perception of wellbeing or health is strongly dependent on the context. As 
mentioned earlier, with increasing age people tend to gradually apply a more com-
parative perspective in relation to their peers when making evaluations of their own 
situation (Ferraro 1980; Jylhä 2009). Yet the societal context also plays a role. One 
could make the assumption that an environment rich in social capital particularly 
on a community level might improve people’s general experience about safety and 
thus improve their subjective evaluations of their wellbeing or health. All aspects 
of health can be understood as individual resources and thus, are rather easily inte-
grated into resource theories, whereas integrating them into theories based on needs 
is not without complications. As stated previously, health can be understood as an 
independent need and although a strong need towards healthiness in itself might not 
be common, most are motivated to take care of illnesses or symptoms should such 
arise. Health can also be understood as a general resource enabling the fulfilment of 
central needs. The same does not, however, apply to the concept of social capital, 
since social capital can either be seen as a resource on an individual or community 
level or as representing a means by which social needs or needs related to self-
realization can be fulfilled.

All research focused on wellbeing or health, both quantitative as qualitative, and 
especially true longitudinal or time series studies should be capable of more than 
just registering changes. Research should also to be able to identify or at least come 
up with well-grounded hypotheses about background factors that might influence or 
be responsible for these changes. For older people, life-course studies focusing on 
the impact of education, socioeconomic status, the workplace, and social relations 
may be particularly useful in understanding health and wellbeing in later life. Such 
research would inform and validate the planning of social or health policy interven-
tions or at least to achieve a discontinuation of an unfavourable development. On 
the other hand, future social policy interventions cannot rely on merely traditional 
solutions, since problems in industrialised societies do not concentrate on subsis-
tence alone but increasingly also on social marginalization, which cannot be solved 
solely by income transfers. Future challenges for social or health policy interven-
tions include promoting and improving initiatives where senior citizens take part in 
societal activities and thus counteract social exclusion. Finally, it could be said that 
improving the wellbeing of the citizens can never be considered as a solely societal 
matter, since perceived or subjective wellbeing always requires creative individual 
engagement. However, external conditions rather than solely individual choices are 
responsible for a person ending up in a problematic situation or even a life crisis.
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