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Abstract This paper tests the hypothesis that a resilient personality moderates the impact

of ill-health on subjective well-being. A cross-sectional survey drew a random sample of

1,847 people from England, Wales and Scotland aged between 50 and 90. Participants

were interviewed face-to-face in their own homes. This paper examines demographic data,

life satisfaction, psychological resources and ill-health. The direct and moderating effects

were analysed using the method of multiple regression. Significant main effects of resil-

ience and ill-health on life satisfaction were found in all of the age-groups. In three of these

(60–69, 70–79 and 80–90) the addition of the interaction term was associated with a

significant increase in the size of the effect, indicating a resilient self moderated the

negative effect of ill-health on subjective well-being. Resilient resources can be a valuable

mechanism for maintaining well-being and understanding differential resistance to, and

recovery from ill-health in later life.

Keywords Psychological resources � Resilience � Ill-health � Subjective well-being �
Moderator

1 Introduction

Population ageing is emerging as a worldwide trend, reflecting improvements in health

services, education and economic development, increases in life expectancy and falls in
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fertility. In order to successfully accommodate these demographic changes and enable a

fulfilling older age, there is substantial interest within public policy and society as to how

quality of life can be maintained and enhanced in older age, and how people respond to the

various challenges of ageing (Bowling 2004). Drawing on the lifespan developmental

perspective of ageing (decline, change, stability and growth), this paper examines a key

challenge in older age; ill-health, its’ relationship with subjective well-being and the

intervening influence of psychological resources.

The rationale for focussing on this relationship is twofold. First, ageing can be asso-

ciated with losses in a number of life domains (Baltes and Mayer 1999), particularly

biological changes in health status that increase the risk of illness, death or disability

(Office for National Statistics 1999). Although life expectancy has increased and mortality

decreased, there is some debate as to whether there have also been improvements in

morbidity in older age (Office for National Statistics 1999). In the last UK Census, the

proportion reporting their health as ‘not good’ increased with age from 12 to 13% of men

and women aged 50–54 to over 30% of those aged 85 and over (Office for National

Statistics 2005, p. 42). In terms of limiting long standing illness the Census found this to

also increase with age, from 20% of men and women aged 50–54 to over 70% of those

aged 85 and over. Given the prevalence of ill-health it is clear that in developed countries

such as the UK a substantial proportion of people are currently living with chronic

conditions.

Second, it is reasonable to assume that reductions in health status would have a detri-

mental effect on well-being, and indeed there is evidence to support this assumption.

Reductions in physical health, physical functioning and most health problems have been

linked to poor and worsening levels of life satisfaction (Bowling et al. 1993, 1997). At the

other end of the spectrum a recent survey in Scotland found that good health was cited as

most important in having a happy older age in both younger and older respondents

(Scottish Executive 2006).

Yet the evidence can be contradictory; subjective well-being has been found to remain

relatively stable over time (e.g. Bowling et al. 1996). A survey of almost 60,000 adults in

40 nations found that life satisfaction actually increased slightly from the twenties into the

eighties, with little variation in the eldest two decades (Diener and Suh 1998). Other

research has found that the subjective well-being scores of older adults are often in the

same range as those of younger people (Baltes 1993). This disparity in the positive rela-

tionship between increasing age and subjective well-being, despite the increasing influence

of risk factors such as poor health has been termed the ‘well-being paradox’ (Staudinger

2000) or the ‘satisfaction paradox’ (Diener et al. 1999).

There are theoretical perspectives that help explain this paradox and highlight the role

of regulatory mechanisms that are central to the individual. Top-down theory (Diener

1984) predicts that aspects central to the individual’s personality influence the way a

person might react to situations and life changes such as ill-health. Consequently a positive

interpretation could maintain acceptable levels of well-being. In terms of the Stress Process

Model (Pearlin et al. 1981) personality resources could to protect individuals in the face of

adversity and lead to positive adaptive behaviour by moderating or ‘buffering’ the effects

of stressors such as failing health. In the context of the model of selective optimization

with compensation, how individuals can deal with ageing and the age-related tendency for

increased losses and fewer gains are determined by regulatory processes (Baltes 1993).

Consequently the moderating influence of a resilient personality may compensate for

change or adversity. Continuity theory also emphasises the importance of inner resources
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such as the personality/self, goals and coping strategies to maintain satisfaction with life

despite changes in health, functioning and social circumstances (Atchley 1989).

Given the theoretical basis it is reasonable to suggest that psychological resources will

have an important influence on the relationship between some of the key factors associated

with ageing and subjective well-being. Yet it has previously been suggested that little

attention has been given to the potential for psychological attributes to moderate rela-

tionships in older age (Kempen et al. 1999). More recently this absence has been confirmed

in a review of the quality of life literature (Bowling 2004). This review reports that when

psychological variables have been considered for their intervening role, the research has

been largely conducted on either patients with diagnosed mental health problems or college

student research populations. Older populations have been neglected (Bowling 2004, p. 2).

It would then appear that there is a need for research to examine the potential of

intervening psychological mechanisms in a non-clinical population sample of older people.

Understanding these relationships is important, as in the UK there is increasing interest in

well-being from policy and practice. If a resilient personality moderates ill-health, the

development of interventions to enhance resilience could be beneficial to the individual

and society. This paper takes the position that a resilient personality plays a key role in the

relationship between ill-health and subjective well-being, with psychological resources

central to the self enabling psychological resilience.

1.1 What is Psychological Resilience?

In its simplest sense, resilience has been described as being able to recover from or adjust

to misfortune or change. It was derived from observations that although exposed to sub-

stantial stressors and risks, people can still function positively and recover quickly from

set-backs (Rutter 1995). Psychological resilience is thought to be important in late life as a

component of successful psychosocial adjustment (Wagnild and Young 1993).

In terms of measurement, psychological resilience has been referred to as both an

outcome and as part of an internal process. As an outcome it has been measured as a

positive response to a stressful life event. For example Bonanno et al. (2006) defined

psychological resilience as one or no symptoms of post traumatic stress disorder in New

York City residents after the attack on September 11th. However, the conceptualisation of

resilience as the response to a stressful event such as this has a drawback. It does not enable

a deeper understanding of the internal personality characteristics and processes that could

promote psychological resilience.

In considering the inner psychological qualities of resilient individuals Rutter (1987)

emphasises self efficacy, self esteem and a range of problem solving skills. Others describe

resilient individuals as possessing self confidence, curiosity, self-discipline, self-esteem

and control over the environment, intellectual functioning and self-perceptions such as self

efficacy (Beardslee 1989; Masten 1999). In a Spanish study of people aged 75 and over, the

authors suggest that self efficacy played an important role in maintaining psychological

resilience in advanced older age (Navarro et al. 2006). Personal competence and accep-

tance of self and life are two constructs that were developed into a 25 item scale to assess

resilience in older adults (Wagnild and Young 1993). However, limited research has

incorporated this measure, or undertaken any robust psychometric assessment of its factor

structure. It appears then that there are a range of personality resources that are thought to

be indicators of psychological resilience that require further investigation. Within this

framework psychological resilience can be defined as an aspect of personality that acts as a

protective factor against risks and adversities.

Psychological Resilience, Health and Well-Being 765

123



The development of specific literatures around constructs such as self esteem, self

efficacy and control is substantial. Within personality research such constructs are often

examined individually in discrete analyses, and less attention has been given to the pos-

sibility that they might share a common basis (Judge et al. 2002). Whilst acknowledging

that not all specific traits might indicate an overarching construct, these authors state that

‘‘new and existing measures must be evaluated on the basis of a possible common core

when there is reason (on empirical and/or theoretical grounds) to believe that such a

commonality exists’’ (Judge et al. 2002, p. 693).

Given the wider scope for the range of psychological resources that could be considered

indicators of a common core—a resilient self—previous work by the authors of this paper

(Windle et al. 2008) undertook secondary analysis of a large data set (N = 1,847) and

examined the theoretical and subsequent psychometric nature of a number of constructs

available within the data (self esteem, personal efficacy, interpersonal control, socio-

political control, personal competence and self acceptance) in older people. It was

hypothesised that a resilient self could be explained by the contribution of such resources.

In that work, confirmatory factor analysis addressed conceptual overlap between individual

items and reduced the data to find that a common factor (a higher order construct) provided

the best explanation for the relationships between three of these personality resources (self

esteem, interpersonal control, personal competence) which are central to the self. This

theoretical and empirical examination suggested that internal psychological processes

could explain psychological resilience, which in turn may enable positive adaptation to

adversity.

A limitation of this previous work is that the model tested was limited by the constraints

of the data. Although theoretically plausible, it represents just one of many possible

approaches to resilience in older age. But the work took a novel approach to the topic and

attempted rigorous analyses to further the understanding of psychological resilience.

Indeed, it is possible that despite some of the limitations, the model might adequately

capture the essential psychological resources that are important for mental health and well-

being in older age.

This paper examines this position. It expands on this previous work by examining the

influence of this measure of a resilient personality as one of the pathways underpinning

successful adaptation to a stressor, namely ill-health, using the moderating hypothesis (see

Fig. 1). This hypothesis states that a moderator variable is one that influences the direction

and/or strength of the relation between a predictor variable and an outcome variable (Baron

and Kenny 1986). It is hypothesised that the presence of a resilient self in the face of the ill-

health stressor will provide a compensatory mechanism that supports subjective well-

being.

The second part of this hypothesis addresses age differences. Despite the potential

benefits of a resilient self, it has been suggested that the psychological adaptation

Ill-health

Resilience      Life Satisfaction

Ill-health
           x 
Resilience

Fig. 1 Moderator model
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capacities of older people might reach their limits in very old age (Baltes et al. 1999). To

ascertain whether the moderation hypothesis has a differential effect according to age, this

paper will analyse data across four specific age groups (50–59, 60–69, 70–79 and 80–90).

2 Method

2.1 Design

The data were collected in a cross-sectional survey as part of the European Study of

Ageing Well (ESAW) in 2003. Six West European countries participated in the study:

Austria, Italy, Luxembourg, the Netherlands, Sweden and Britain. This paper uses the

British data, which was drawn from people in England, Wales and Scotland aged 50–90.

2.2 Sampling Procedure

The initial target sample for the UK was set at 2000. In order to develop a sample that

represented as equally as possible residents from England, Scotland and Wales the sample

was divided equally between the three countries. Population statistics for each age group

were used to generate a proportionate stratified probability sample of the national popu-

lation aged between 50 and 90. The national sample was controlled across four age groups

(of each 10 year) and sex (combining to eight groups), and for urban/rural distinction. In

each UK country two study sites were chosen reflecting both urban and rural locations. In

order to locate respondents, a door-to-door census was conducted in each of the districts

using post code generated addresses. Interviewers called at the addresses and recorded

whether anyone within the target age range (50–90) lived there. This information was

entered into a database and used to generate a randomly selected sample for subsequent

interviews.

2.3 Data Collection

The questionnaire was administered to respondents by interviewers face-to-face in their

own home. Interviewers were recruited and trained by the research team. The project

funders did not require ethical approval to be obtained. However, this project ensured that

clear ethical and professional conduct guidelines were adopted by all involved. Guidelines

for professional conduct and guidelines for ethical considerations were circulated to the

interviewers prior to the meeting and were reiterated at the training sessions. After training,

interviewers understood the necessity of obtaining consent from interviewees, issues

regarding confidentiality and contact with respondents. The final number of completed

questionnaires was 1853, yielding a total response rate of 49%. A decision was taking by

the project co-ordinator not to record for analysis the reasons for non-response, so an

examination of these factors is not possible. Table 1 shows the demographic profile of the

respondents.

2.4 Measures

The full ESAW questionnaire covered a wide range of areas—social support, health,

activities, psychological factors and material resources. For this analysis, demographic
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information on age, gender, education and marital status was recorded. For the purpose of

the analyses, the age of the respondent was also coded into four age brackets (50–59, 60–

69, 70–79 and 80–90).

2.5 Health

Twenty-six items assessed the presence of chronic disorders. These were taken from the

Older American’s Resources and Services Multidimensional Functional Assessment

Questionnaire (OARS). They were collapsed together giving a score of 0–26 as suggested

in the OARS manual, with the total number of illnesses indicating overall physical health

status. This type of symptoms checklist measure is regularly used as an ‘objective’ indi-

cator of health in surveys and it has been found to correlate well with the results of medical

examinations (Pinquart 2001).

2.6 Outcome Variable

Subjective well-being was examined by the life satisfaction index (Wood et al. 1969). The

scale was developed for use with older populations and different ethnic groups, and is

commonly used to measure well-being in gerontology research. It is a 13 item global measure

of past, present and future states and is considered to be an indication of successful aging.

Respondents were asked whether they agreed or disagreed with each of the items relating to

satisfaction with life. Each item is scored 0, 1 or 2, with the total score ranging from 0 to 26. In

the initial scale development, reliability was found to be 0.79 using a split half reliability

coefficient (Wood et al. 1969). Cronbach’s Alpha in this analysis was .80.

2.7 Resilience

Resilience was examined using a measure developed in other work (Windle et al. 2008). It

consists of 19 items that represent the constructs of self esteem, inter-personal control and

Table 1 Characteristics of the respondents

Variable 50–59
N (%)

60–69
N (%)

70–79
N (%)

80–90
N (%)

Gender

Male 239 (44.7) 292 (43.4) 226 (47.7) 67 (40.6)

Female 296 (55.3) 381 (56.6) 248 (52.3) 98 (59.4)

Marital status

Single 39 (7.3) 57 (8.5) 32 (6.8) 13 (7.9)

Married 406 (75.9) 455 (67.7) 269 (57.0) 70 (42.4)

Widowed 25 (4.7) 100 (14.9) 153 (32.4) 79 (47.9)

Divorced/separated 65 (12.1) 60 (8.9) 18 (3.8) 3 (1.8)

Lives alone 80 (15.3) 164 (25.0) 172 (37.0) 80 (49.1)

Economic situation

Employed full time 200 (39.0) 60 (9.0) 7 (2.0) 3 (2.0)

Employed part time 112 (22.0) 73 (12.0) 18 (4.0) 1 (0.7)

Retired 128 (25.0) 520 (79.0) 443 (95.0) 155 (97.0)
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personal competence (e.g. ‘when I make plans I persevere with them’, ‘I take a positive

attitude towards myself’). Responses were scored on a Likert scale according the extent to

which the participant agreed/disagreed with the statements. The items were collapsed into

their respective factors. These were then standardised a final score calculated. Higher

scores indicate higher levels of resilience. The reliability (Chronbach’s Alpha) is .83.

2.8 Data Analysis

Post stratification weights were computed in order to account for any age and gender

differences between the target and actual sample, and strengthen the representativeness.

The formula for these weights is:

w ¼ pp=ps

where pp is the population proportion, and ps is the sample proportion.

One way ANOVA’s were used to examine age group differences in the continuous

measures. Multiple regression procedures were used to assess moderation. This method is

preferable to ANOVA in this analysis due to the continuous nature of the outcome,

moderator and main predictor variables. The analytical procedure followed the criteria of

Baron and Kenny (1986). To calculate the interaction term for the moderation analysis

continuous variables were firstly centred. Centring puts each variable in deviation form by

subtracting its group mean from each observed score and produces a meaningful 0. It is

also recommended that if variables are centred for the interaction terms, then the rest of the

predictors should also be centred (Cohen et al. 2003). The interaction was computed as the

product of the moderator (resilience) and the predictor variable (ill-health). In the fol-

lowing analyses the moderation hypotheses are supported if the interaction and the increase

in the amount of variance explained (r2) are significant whilst controlling for the main

effects of the predictor, the moderator and control variables (marital status, gender and

education level). To further understand the nature of the interaction the regression equa-

tions are plotted using high or low values (?1 SD or -1 SD) of the predictor variables as

recommended by Cohen et al. (2003).

3 Results

Table 2 presents the descriptive figures for the measures. As age increased there was a

significant increase in the number of illnesses F(3,1839) = 41.30, p \ .001. Post hoc anal-

ysis found that the differences between the 50 and 59 age group with the 60–69, 70–79 and

80–90; and the 60–69 with the 70–79 were significant. The life satisfaction scores differed

across the age groups F(3,1812) = 3.86, p \ 0.01. Post hoc analysis found that this differ-

ence existed between the highest scoring 60–69 age group and the lowest scoring 80–90 age

group, although this difference was small (mean difference = 1.51, p = 0.02). The resil-

ience scores also varied by age F(3,1800) = 6.94, p \ 0.001 again, the 60–69 year olds had

the highest score which was better than the 70–79 age group (mean difference = 1.19,

p = 0.03) and the 80–90 age group (mean difference = 2.51, p \ 0.001).

Table 3 presents the results of the moderation analyses. In all age groups, there are

significant main effects on well-being for resilience and ill-health. A moderating effect of

resilience on the ill-health—well-being link was found in all of the age groups except the

50–59 year olds when the interaction term was entered (model 2). In terms of effect, the
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total amount of variance explained varied for each cohort ranged from the largest amount

(36%) in the 50–59 age group and the smallest (19%) in the 80–90 age group (see Table 3).

With the exception of the 50–59 age group, a significant increase in r2 was found when the

interaction was entered.

Figure 2 demonstrates the nature of the significant interactions. Although higher

resilience moderates the impact of ill-health for these three groups, it is useful to consider

the differing nature of these interactions using terms suggested by Luthar (1993). For the

60–69 age group, the interaction can be described as ‘protective stabilising’; here higher

levels of resilience give stability in well-being despite increases in ill-health. For the 70–79

age group, there is less stability in well-being at higher levels of resilience across low and

high levels of ill-health, although the slopes graph indicates that this could be described as

Table 2 Means, standard deviations and correlations among the variables

Coefficients above the diagonal are for the 50–59 and 70–79, below the diagonal 60–69 and 80–90

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

Variable 50-59  60-69  1 2 3 4 5 6 

 M SD M SD       

1. Gender - - - -  -.03 -.07 -.01 -.01  .03 

2. Married - - - - .11**  .31*** -.06 .15***  .008 

3. Life 
Satisfaction 

17.65 6.56 18.49 5.51 .008 .21***  -30** .49*** .18*** 

4. Illnesses   1.46 1.61   1.94 1.80 .02 -13*** -.28**  -.26** -.16** 

5. Resilience 
 

49.43 7.24 50.45 6.74 -.01 .04 .48*** -23**  . 09* 

6. Education - - - - .13*** .10** .18*** -.12** -.01  

Variable 70-79  80-90  1 2 3 4 5 6 

 M SD M SD       

1. Gender - - - -  . 25*** .001 . 02 .03 .05 

2. Married - - - - .31***  .16*** -.06 .03 .13** 

3. Life 
Satisfaction 

17.99 5.35 16.98 5.50 -.03 . 11  -

26*** 

.46*** .15*** 

4. Illnesses  2.65 2.12  2.64 1.88 .01 -.10 -.23**  -

15*** 

-.10* 

5. Resilience  49.25 6.73 47.93 6.28 -.02 . 02 .49*** -.24**  -.02 

6. Education - - - - .06 .12 .15 -.11 .02  

770 G. Windle et al.

123



T
a

b
le

3
P

re
d

ic
to

rs
o

f
su

b
je

ct
iv

e
w

el
l-

b
ei

n
g

w
it

h
il

l-
h

ea
lt

h
9

re
si

li
en

ce
in

te
ra

ct
io

n

5
0

–
5

9
6

0
–

6
9

7
0

–
7
9

8
0

–
9
0

B
S

E
B

b
B

S
E

B
b

B
S

E
B

b
B

S
E

B
b

G
en

d
er

-
.8

3
.4

0
-

.0
6

-
.0

2
.4

3
-

.0
0

2
-

.3
8

.4
9

-
.0

4
-

.7
1

.8
5

-
.0

6

M
ar

ri
ed

3
.5

7
.4

7
.2

3
*

*
*

1
.9

1
.4

6
.1

6
*
*

1
.5

3
.4

9
.1

4
*
*

.9
0

.7
8

.0
8

E
d

u
ca

ti
o

n
.2

9
.1

2
.0

7
*

.3
3

.1
3

.0
9

*
*

.2
8

.1
7

.0
7

.3
7

.2
6

.1
0

Il
ln

es
se

s
-

.7
6

.1
3

-
.1

8
*

*
*

-
.4

8
.1

3
-

.1
5

*
*

*
-

.5
6

.1
1

-
.2

2
*
*

*
-

.6
8

.2
2

-
.2

3
*

*

R
es

il
ie

n
ce

.3
9

.0
3

.4
3

*
*

*
.3

3
.0

3
.4

0
*
*

*
.2

1
.0

4
.2

7
*
*

*
.3

8
.0

6
.4

3
*

*
*

R
es

il
ie

n
ce

9
il

l-
h

ea
lt

h
-

.0
0

6
.0

1
.0

1
.0

5
.0

1
.1

1
*
*

*
.0

7
.0

2
.1

9
*
*

*
.0

6
.0

3
.2

1
*

A
d

ju
st

ed
R

2
(b

ef
o

re
in

te
ra

ct
io

n
)

.3
6

*
*

*
.2

7
*
*

*
.2

1
*

*
*

.1
7

*
*

*

A
d

ju
st

ed
R

2
(s

ig
.

F
ch

an
g

ed
n

o
te

d
)

.3
6

.2
8

*
*

.2
4

*
*

*
.1

9
*

*
*

*
p
\

.0
0

1
,

*
*

p
\

.0
1

,
*

p
\

.0
5

Psychological Resilience, Health and Well-Being 771

123



Age 60-69 

Low (-1SD) High(+1SD)

Low (-1SD) High(+1SD)

Low (-1SD) High(+1SD)

Chronic Illness

0

5

10

15

20

25

L
if

e 
S

at
is

fa
ct

io
n

Resilience
Low (- 1SD)
High (+1SD)

Age 70-79 

Chronic Illness

0

5

10

15

20

25

L
if

e 
S

at
is

fa
ct

io
n

Resilience
Low (-1SD)
High (+ 1SD)

Age 80-90 

Chronic Illness

0

5

10

15

20

25

L
if

e 
S

at
is

fa
ct

io
n

Resilience
low
high

Fig. 2 Interaction between ill-
health and resilience

772 G. Windle et al.

123



‘protective reactive’. This means that resilience does provide an advantage, but slightly

less so when ill-health is higher. For this age group, lower levels of resilience and higher

ill-health were particularly detrimental to well-being. For the 80–90 age group the inter-

action could also be described as ‘protective reactive’, here the slope for higher resilience

follows the same pattern as in the 70–79 age group. Again, higher resilience provides an

advantage for better well-being, but this is less so when ill-health is high compared to low

ill-health. In contrast to the other two groups, well-being was the same for both lower and

higher levels of ill-health when resilience was low.

4 Discussion

Limited research has examined the intervening effect of psychological constructs in the

pathway to well-being in later life, particularly in non-clinical populations (Bowling 2004).

Using a representative community based sample this research provides an important first

step in the extrapolation of such phenomenon to the rest of the older population. The

examination of psychological resources as a positive personality characteristic that might

improve adaptation has also received limited attention. This paper addresses this gap and

demonstrates how a resilient self can be a valuable mechanism for maintaining well-being

under conditions of poor health in later life. Importantly it shows that for three of the age

groups (60–69, 70–79 and 80–90) the participants had the inner capacity to adaptively deal

with negative changes that are part of their ageing process, supporting the idea of ‘con-

tinuity with challenge’ (Atchley 1999). Diener et al. (1999) suggest that the maintenance of

well-being across the life span demonstrates the ability of the person to adapt positively to

a wide range of conditions, highlighting the role of the individual in achieving a sense of

well-being in older age. It is important to also note the direct effects; in all of the age

groups higher resilience predicted higher well-being, indicating the presence of this pro-

tective factor. On the other hand higher ill-health predicted lower well-being, supporting

the literature for the detrimental threats of ill-health in later life.

Unfortunately, generalising these findings for the age differences is restricted as a key

drawback of this study is that the data are cross sectional, reflecting the design that tends to

dominate ageing research. As such it is possible that the data are affected by a ‘cohort effect’—

that is the variation in characteristics of people of different ages that arise because they are born

at different times and have had different experiences as the environment and society change.

Future plans for longitudinal analyses might offer the method to explore the lifecourse

perspective. Many gerontological researchers argue that a deeper understanding of ageing

cannot be fully realised without longitudinal research, although these also have limitations,

such as cohort confound, repeated testing and selective attrition (e.g. Schaie and Hofer

2001). Nevertheless it should be noted that much social policy is developed on the basis of

cross-sectional research. Likewise, the opportunity to examine differential effects across

such a wide age span, as in this research, is one that does not often arise. Although the

literature suggests that subjective well-being might remain stable in later life, this paper

has examined the psychological resources that might underpin this stability when threa-

tened with ill-health and how these might vary within distinct age groups.

An alternative method of examining the effects of age is through a three-way interac-

tion. However, this would not have enabled the distinct between age group analyses

undertaken in this paper. Rather significance would be restricted to the categories or young

or old, which we do not feel is informative, particularly as it is widely accepted in

gerontology that ageing is not a homogeneous experience.

Psychological Resilience, Health and Well-Being 773

123



It is also worth noting that although the increase in the amount of variance explained

with the interaction term was significant, the proportional increase was very small. In

reviewing effect size, Mclelland and Judd (1993) report that it is well noted that significant

moderation effects are difficult to detect in non-experimental field studies, and that as little

of 1 and 3% differences should be considered important. As the design underpinning this

paper reflects that outlined by Mclelland and Judd (1993) then the small increases in r2

should be considered important.

The impact of the response rate should also be considered. Just over half (51%) of the

people who were initially selected for interview refused to take part. However, it is worth

noting that non-response is a major problem in all large scale surveys such as this. As an

example the European Social Survey set a target response rate of 70% for each partici-

pating country, but their final response rates varied greatly, ranging from 43 to 75%

(Phillpens and Billet 2006).

To address the issue of non-response the results were weighted to take into account any

age and gender differences between the target and actual sample, although clearly we may

be affecting the characteristics that could be potentially different in the non-response

population. On the other hand considerable attempts were made to draw the sample from

diverse geographical areas so as to select respondents with a variety of backgrounds,

thereby increasing its representativeness.

A further comment should be made about the measure of the resilient self used in the

analyses. As acknowledged in our previous paper (Windle et al. 2008) there are likely to be

other factors that could be considered as indicators of psychological resilience, however,

our model was limited by the constraints of the available data. As such it could be

suggested that the model of resilience, although theoretically plausible, represents just one

of many approaches to resilience in older age. Consequently there are a number of theo-

retical issues regarding the conceptualisation of psychological resilience that require fur-

ther investigation. On the other hand, despite the potential shortcomings our work has

taken a novel approach to the topic exploring a theoretical perspective that is important to

understanding the psychological aspects of older age. It has attempted rigorous analyses to

further the understanding of psychological resilience. Indeed, it is possible that despite

some of the limitations, the model might adequately capture the essential psychological

resources that are important for mental health and well-being in older age. This paper has

further demonstrated how such inner capabilities can enable a positive interpretation in

older age.

Despite the limitations of the findings, it is still possible to contribute to current theory

on ageing. The regulatory effect of resilience on well-being found in this research can be

further explained in the framework of the theory of selective optimisation with compen-

sation. This theory of adaptive or successful development—a ‘life span model of psy-

chological development’ (Baltes 1993, p. 590)—aims to explain how individuals can deal

with the move towards an imbalance of losses vs gains by successful adaptation or reg-

ulation of their behaviour. In this framework a resilient self provides the basis for losses

(such as ill health) to be minimised and well-being to be optimised. Psychological

resources are therefore important to the adaptation process. This model also hints at why

there were no interaction effects for the younger age group. For these participants, their

levels of ill-health were the lowest in the study participants and perhaps did not impact on

their well-being to the extent that they needed to draw on their inner resources to deal with

any adverse effects. It would be interesting to apply the same model to a clinical sample of

the same age group to ascertain if a resilient self was important for subjective well-being in

when ill-health is a serious threat.
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On the other hand it is important to consider the possibility that individuals will ‘‘adapt

to adversity even to the point of distorting and denying reality’’ (Coleman 1999, p. 51).

One implication of this is that self report data on well-being—whilst informative—are not

necessarily the best indicators of a life with quality in older age (Smith and Baltes 2002).

To focus purely on subjective aspects of a model can be misleading, as the ‘well-being

paradox’ (remaining satisfied with life whilst objective conditions are poor) although

partially explainable in the context of the role of resilience could lead to an under-esti-

mation of need.

Yet self-reflexivity is regarded as an important aspect of human agency, so the method

of self-report provides the opportunity for people to describe their own behaviours whilst

maintaining a continuous sense of identity (Capara et al. 2003). As at present there is no

accepted, consistent definition of either well-being or quality of life (Scottish Executive

2005), the model of well-being presented here is just one of many approaches to examining

quality of life. However, it reflects some of the key determinants of what might reflect a

good quality of life and reflects the voices of older people themselves.

The results imply that efforts to reduce ill-health and increase resilient resources would

be beneficial to well-being in older age. This has clear policy implications and it is

potentially amenable to influence by Government action. Recent global ageing initiatives

have set out aims for positive ageing, highlighting some of the key areas through which

well-being can be achieved, should there be policies and programmes in place. The UN

Principles for Older People have at their core the themes of independence, participation,

care, self-fulfilment; and dignity. The World Health Organisation (2002) sets out a policy

framework for Active Ageing. It advocates the role that psychological factors can play in

protecting health throughout the life course (p. 49). Nevertheless, despite the potential of

psychological resilience to buffer threats to well-being access to effective treatment and

health services are crucial. This will strongly impact on the duration and severity of ill-

health and its subsequent impact on quality of life (Townsend 2001).

5 Conclusion

The research contributes new ideas to the existing quality of life literature. By conducting

the analyses separately for each age group the distinctions between four age cohorts are

documented and show how for many, a resilient self was a means by which well-being was

maintained. As such it is clear that older people have developed the inner capabilities for a

positive interpretation of older age. Despite the limitations, given the lack of research on

this topic this work presents an important first step in looking at these relationships. Further

research focussing on those individuals with low or high levels of psychological resilience

and examining what factors might contribute to enhancing or reducing it could provide

evidence on how new vulnerabilities or strengths emerge over the life course.
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