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We dedicate this book to the GSA 2008 
annual meeting researchers who took 
resilience seriously, to those who have been 
studying resilience, and to the wonderful 
older adults who have led the way and 
taught us all what it truly means to be 
resilient.
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Foreword

Gerontology has advanced far beyond the problem-focused approach prevalent in 
the past decades. Now, scholars are increasingly interested in uncovering the 
strengths of older individuals and the benefits they contribute to society. From the 
medical sciences that stress health practices to prevent or slow the onset of disabil-
ity to the behavioral sciences that demonstrate the value of positive thinking and 
close relationships, evidence of a balanced approach to understanding aging is 
widespread. Resilience in Aging: Concepts, Research, and Outcomes, situated in 
this multifaceted context of contemporary aging scholarship, presents a compre-
hensive set of theory and research on resilience in old age. Chapters on health, ill-
ness, and physiological aspects of aging; personality, motivation, and other 
psychological dimensions; culture and ethnicity; work and civic engagement; spiri-
tuality and the environment; and care settings and community interventions all offer 
important insights about many ways that older adults can achieve and display resil-
ience, the benefits of being resilient for aging well, and steps community service 
providers can take to foster resilience in the older population. This volume is a key 
resource for gerontologists, researchers and students of aging, and professionals 
who work with and on behalf of older adults.

Blacksburg, VA Rosemary Blieszner, PhD 
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Preface

Like every book, this book has a story behind the making. First and foremost kudos 
for every moment you enjoy reading this book should go to Janice Stern, our 
Springer editor. Janice initially pursued me with the idea of a book about resilience 
in older adults, similar to a book that Springer had published about children. The 
Handbook of Resilience in Children. She contacted me around the time I was living 
and breathing resilience as I was recovering from microfracture surgery on my knee 
and was unhappily non-weight bearing on my left lower extremity for 2 months. 
That and my own research in the area of motivation of older adults inspired me to 
seize this opportunity. Simultaneously, the Gerontological Society of America 
(GSA) was planning the 61st annual scientific meeting with the theme set at 
“Resilience in an Aging Society: Risks and Opportunities.” As the Health Section 
Chair for the GSA that year (2008), I was part of the conference planning commit-
tee and had the opportunity to learn about the many sessions highlighting and 
addressing resilience in older adults. Fascinated with the wide array of presenta-
tions focused on different areas of resilience, I gathered the names of individuals to 
contact post presentation to invite them to turn their presentations into chapters for 
us to have and to hold. In addition, I asked the 2008 GSA President, Lisa Gwyther, 
and the 2008 Behavioral Science Section Chair, Karen Roberto, to join me as coedi-
tors of the book. Together we divided and conquered and share with you more than 
you could ever want to know about resilience in older adults, and what we believe 
is the true key to successful aging.
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Resilience has been defined as a dynamic process of maintaining positive adaptation 
and effective coping strategies in the face of adversity (Luthar et al. 2000). Although 
most scholars and members of the general public have an intuitive understanding of 
resilience, ambiguities in definition, measurement, and application contribute to scien-
tific criticism regarding the usefulness of resilience as a theoretical construct (Kaplan 
1999; Tolan 1996). Previous reviews have addressed ambiguities and limitations of the 
research literature with a focus on children and adolescents facing adversity (Luthar 
et al. 2000). These authors call for greater research attention on resilience at different 
points in human development. This chapter focuses on the definition, ambiguity, and 
application of the construct of resilience across the adult lifespan as it relates to 
successful aging (see Chap. 2). Other chapters throughout this book focus on various 
domains of resilience including genetic, physical, and personality (see Chaps. 3 and 6), 
emotional (see Chap. 5), creative (see Chap. 7), and spiritual (see Chap. 11). Our goal 
in this initial chapter is to describe and define resilience as it relates to older adults and 
to operationalize this construct across various domains. In so doing, we expand the 
critical review provided by Luthar et al. (2000) to adult development and aging. 
Additionally, we address three controversies evident in our review of the literature on 
the construct of resilience within adult development and aging.

Definitions and Controversies Regarding Resilience and Aging

Resilience and Resiliency

One of the primary criticisms regarding literature on resilience is a lack of clarity in 
the definition, specifically confusion between resilience as a dynamic process and 
resiliency, or ego-resiliency, as an individual characteristic or trait (Luthar et al. 2000). 

R.S. Allen (*) 
The University of Alabama, Tuscaloosa, AL, USA 
e-mail: rsallen@ua.edu

Chapter 1
Resilience: Definitions, Ambiguities,  
and Applications

Rebecca S. Allen, Philip P. Haley, Grant M. Harris, Stevie N. Fowler,  
and Roopwinder Pruthi 
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The most common definition of resilience is a dynamic process of adaptation to adversity 
(Luthar et al. 2000). Langer (2004) pointed out that everyday discussions among older 
adults often focus on deficits, such as their risk for encountering challenges associated 
with aging including chronic illness, caregiving, encountering ageist stereotypes and 
potential loss of roles, and the death of loved ones. Middle aged and older adults, 
however, have life experiences that result in significant strengths and capabilities 
allowing for successful coping with the multiple adversities they may encounter.

In contrast, Wagnild and Young (1993) define “resilience” as an individual differ-
ence, characteristic, or ability to successfully cope with change or misfortune. In 
their definition, resilient individuals are self-confident and know their own strengths 
and limitations. Although they regain equilibrium after a period of adversity or 
change, they do not necessarily regain their previous level of performance or func-
tioning. Wagnild and Young have developed a psychometrically sound resilience 
scale that is available online at (http://www.resiliencescale.com/). The scale was 
developed through interviews with resilient individuals. Five themes of resilience 
emerge through factor analysis of this scale: equanimity, perseverance, self-reliance, 
existential aloneness, and spirituality/meaningfulness. Equanimity involves main-
taining a balanced perspective on life. Perseverance means continuing to strive and 
cope in spite of adversity. Self-reliance encompasses belief in one’s abilities. 
Existential aloneness involves reveling in one’s own uniqueness and the belief in 
the continuity of the self across time. In Wagnild and Young’s (1993) measure, 
spirituality and meaning play an important role in resilience through enabling the 
individual to draw conclusions as to why events occur and embrace the need for 
change, flexibility, and growth.

In this chapter, we operationalize “resilience” as encompassing the developmental 
process of being mindful of and prioritizing those behaviors, thoughts, and feelings 
that facilitate contentment within a specific developmental, physical, emotional, 
and spiritual context. We follow Luthar et al. (2000) approach of using more 
specific terms to describe the interplay of personal characteristics with the process 
of resilience, described below in the discussion of the second controversy within 
the resilience literature. However, we follow Richardson’s (2002) approach and 
expand the definition of resilience to coping processes in the face of everyday life 
struggles as well as significant adverse events.

Terminology and Individual Difference Characteristics/Third 
Variable Problems

A second controversy in the resilience literature involves the role of covariates or 
moderator variables in understanding the impact of resilience on the person’s adaptive 
capacity. Luthar et al. (2000) emphasize clarity in distinguishing the main effect of 
resilience on competence levels within specific risk conditions. The resilience pro-
cess itself simply shows a main effect on competence or skill, but the interplay of 
the resilience process and individual difference characteristics produces interac-
tions. In other words, those who engage in resilience processes perform at greater 

http://www.resiliencescale.com/
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levels of competence than those who do not engage in these processes, regardless of 
the level of risk associated with the protective or vulnerable characteristic. Luthar 
et al. (2000) strongly encourage the use of more specific terminology to distinguish 
the discussion of moderator variables that may interact with resilience to produce 
different patterns with varying levels of competence or skill.

For example, protective-stabilizing attributes interact with resilience to decrease 
the decline in competence that comes with increased risk. An example of a protective-
stabilizing attribute might be openness to learning new caregiving skills, as among 
dementia caregivers. Individuals in this at-risk group have been shown to use inter-
vention strategies to maintain their well-being in the face of the deteriorating cognitive 
status of their care recipient (Belle et al. 2006; Pinquart and Sorensen 2003). 
Resilience is demonstrated when caregivers using intervention strategies do not 
display decreased caregiving competence across time in comparison with caregivers 
without the benefit of skills training interventions who are in the usual care or minimal 
support condition.

In the case of protective-enhancing attributes, the competence of individuals 
who engage in resilient practices is actually enhanced at levels of high risk. An 
example from the dementia caregiving literature might be cognitive appraisals that 
identify positive aspects of caregiving and the impact this process has on caregivers’ 
response to intervention (Hilgeman et al. 2007). The influence of protective but-
reactive attributes shows that, at high risk levels, the individual’s competence is 
diminished but still greater than the competence of individuals who do not engage 
in resilient processes. An example of this might be the responsiveness of recently 
diagnosed terminally ill individuals or those undergoing palliative care to psycho-
social interventions designed to improve emotional and spiritual outcomes in the 
face of declining physical function (Allen et al. 2008; Chochinov et al. 2005).

Thus, resilience, as opposed to resiliency, is seen as a dynamic process and not 
a static trait (Luthar et al. 2000). Therefore, it is important to examine the process 
by which a burdensome and adverse situation may lead to positive adaptations, 
emotions, and outcomes within particular domains. Ai and Park (2005) maintain 
that the positive psychology trend entering mainstream scientific inquiry, with its 
focus on positive outcomes including protection, growth, and resilience, provides a 
counterbalance to the traditional, predominantly negative outcome focus. Within 
this framework, a more complete understanding of the human experience of adver-
sity emerges. Consideration of the concept of adversity leads us to the third major 
controversy in the resilience literature.

Must Adversity Be Present or Are Daily Life Disruptions Enough 
to Produce and Detect the Resilience Process?

Inasmuch as resilience is the surmounting of adversity, there must be adversity 
present for the process of resilience to take place (Doll and Lyon 1998). However, 
the meaning of a particular adverse event to the individual experiencing it can differ 
markedly from that held by the resilience researcher (Bartlett 1994; Gordon and 
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Song 1994; Luthar et al. 2000). The types of adversities faced in older adulthood 
are different than in other age groups. These adversities include everyday occur-
rences such as chronic illness and loss of role or of important relationships due to 
the death of loved ones in addition to more catastrophically adverse events such as 
dementia or the diagnosis of a terminal illness.

Richardson (2002) broadens the definition of resilience to encompass developmental 
adaptation in the face of disruptive events encountered in everyday life. Two postulates 
underlie Richardson’s resilience meta-theory: (1) the source for actuating resilience 
comes from one’s ecosystem, and (2) resilience is a capacity every person possesses. 
Richardson defines resilience as the motivational force within everyone that drives 
them to pursue wisdom, self-actualization, and altruism and to be in harmony with a 
spiritual source of strength within a period of biopsychospiritual homeostasis. This 
process of adaptation affords positive physical, mental, and spiritual outcomes.

Richardson further describes a process of reintegration to life disruptions that 
can be growth producing. Multiple positive and disruptive life events may be 
occurring simultaneously. This produces increasing opportunities for Richardson’s 
“dynamic reintegration,” illustrative of the process of resilience. However, indi-
viduals may choose for various reasons to turn down opportunities for growth and 
to avoid actively responding to life disruptions. Richardson states, “Without resil-
ient reintegration in the face of disruptions, life prompts will continue to disrupt 
because people have not acquired resilient qualities” (p. 312).

Due to the specific life circumstances characteristic of adult development and 
aging, it makes sense to the current authors to expand the construct of resilience to 
adaptation processes associated with normative developmental change. Lamond 
et al. (2009) would agree with this expanded definition, as they posited a greater 
role for the resilience process in successful aging due to older adults’ propensity to 
view their lives and health as satisfactory despite age-related disease and disability. 
Not all aging individuals, however, adapt to the aging process gracefully. Only 
some individuals embrace generative opportunities and actively engage in the chal-
lenges of older adulthood.

Having discussed three major controversies within the resilience literature, the rest 
of this chapter will attempt to provide operational definitions of the resilience process 
for domains of functioning covered within other chapters of this book. Specifically, 
we will address operational definitions of resilience in physiological (see Chaps. 3 
and 6), emotional (see Chap. 5), and spiritual (see Chap. 11) domains.

Domains Within Which Resilience Operates

Physiological Resilience

Physiological resilience has been defined as “the capacity to maintain adequate 
function and structure at molecular and cellular levels by adapting or changing to 
specific challenges” (Franco et al. 2009). In physiology, the concept of allostasis 
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refers to the maintenance of stability through change (Sterling and Eyer 1988; 
McEwen 2003). Physiological systems that involve glucocorticoids (e.g. cortisol; 
Sapolsky et al. 2000), adrenaline, and cytokines can produce physiological changes 
which are adaptive in the short run but maladaptive in the long run if these processes 
are not turned off. Allostatic load is the condition in which tissues can become 
damaged by chronic hormonal activation (McEwen 1998). Thus, preserving physi-
cal homeostasis to insure that the individual remains healthy and outside the realm 
of disease becomes more challenging across the older adult lifespan as physiologi-
cal, environmental, social, emotional, and spiritual threats and individual responses 
to these threats accumulate. Therefore, within the physiological realm, the defini-
tion of the resilience process must include a developmental component of attempt-
ing to maintain adaptive functioning commensurate with one’s definition of quality 
of life despite increasing functional limitation and chronic illness.

Societal factors such as socioeconomic privilege contribute to health disparities 
in physiological resilience (Pampel and Rogers 2004). Over the life course, members 
of high socioeconomic status groups develop greater resistance to disease because 
they enjoy better medical care, nutrition, and comfortable and safe living conditions 
in their neighborhoods. By contrast, members of lower socioeconomic groups face 
more assaults on health over the life course that can decrease the body’s ability to 
fight off disease or to recover from it once ill. These disadvantaged environmental 
conditions lead to greater incidence of conditions such as high blood pressure, high 
cholesterol, and a weakened immune system. Conditions such as these are due to 
cumulative assaults on the body, secondary to chronically stressful conditions and 
inadequate health care.

Adequate definition and measurement of the process of resilience across the 
adult lifespan is key to identifying factors and individual attributes that promote 
successful aging in the physiological realm. The catechol-O-methyl transferase 
gene appears to be part of an interface that moderates physiological and emotional 
stress responses (Drolet et al. 2001; Craig 2002; Ribeiro et al. 2005), potentially 
suggesting a vulnerability to stress-related disorders such as Major Depressive 
Disorder (Jabbi et al. 2007). The physiological process of sleep has also taken on 
increasing importance as a mechanism by which some of the detrimental effects of 
physical and emotional stress can be undone. Restorative anabolic forces such as 
sleep counteract the forces that drain physiological reserves that shore up the indi-
vidual against physiological assault. Age-related changes and potential deficits in 
sleep quantity or quality have consequences for learning, physiological functioning, 
health, and well-being (Lichstein et al. 2004).

There is ample support for the notion of developmental differences in the 
definition of resilience within the physiological realm. Notably, negative physical 
and mental health practices do not visibly induce morbidities at a young age. 
Hawkley et al. (2005) note that the marshaling of physiological resources and asso-
ciated restorative processes can, across time, facilitate adaptive physiological 
responding to future physiological threats. In fact, episodic physical stressors may 
confer benefits in the absence of chronic physiological stressors (Boyce et al. 
1995). For example, children in supportive environments may become “inoculated” 
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against subsequent stressors due to supportive parenting history and environmental 
circumstance along with successful resolution to confrontations with physiological 
stressors and challenges (Boyce et al. 1995; Bugental 2005; Dienstbier 1989).

Adequate protection against external stressors, or individual differences in 
positive preventive health practices and adaptive coping, facilitate physiological 
resilience. Maintaining a physically and mentally active lifestyle, following a 
healthy diet, not smoking, avoiding excessive use of alcohol, establishing healthy 
sleep patterns, and using adaptive coping strategies for psychological distress 
contribute largely to individual differences in physiological resilience (Hawkley 
et al. 2005; Cacioppo et al. 2003). We turn now to a discussion of these factors.

Social Support and Resilience and Their Impact 
on Physical Processes

Loneliness contributes to and accelerates age-related decreases in physiological 
resilience through its influence on health behaviors, stress exposure, psychological 
stress responses and associated physiological responses, and restorative processes 
that replenish physiological reserves and fortify against future stress. Hawkley 
et al. (2007) have shown that loneliness interacts with age such that systolic blood 
pressure was higher by 0.85mmHg per standard deviation of loneliness for each 
additional year of age, suggesting that loneliness accelerates typical age-related 
reductions in physiological resilience. Moreover, feelings of helplessness and threat 
were greater among lonely individuals than among nonlonely individuals.

Other physiological risk factors present themselves more frequently among 
lonely individuals, accelerating the rate of decline in physiological reserves. 
Impairments in hypothalamic-pituitary-adrenocortical regulation across the adult 
years could play a particularly important role in the development of glucocorticoid 
insensitivity, a compromising of the normal feedback mechanism in which 
 increasing levels of cortisol turn off the release of yet more cortisol, and impairments 
in the regulation of inflammatory processes. Apart from the direct influence of 
these physiological risks there are emotional stressors and burdens that befall 
individuals across the adult lifespan. These burdens and stressors do not occur 
solely among older adults but are particularly prevalent in this group (e.g. caregiving, 
chronic illness, loss due to death). The effects of these risks on older adults are 
sizeable and lead us to a discussion of the importance of the stress process and 
emotion regulation, or the process of emotional resilience.

Emotional Resilience

In Richardson’s (2002) meta-theory of the resilience process, resilience is a moti-
vating force and intuitive process by which individuals rely on an innate moral 
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framework that facilitates energy and the experience of control and freedom. When 
someone is living outside their moral code, negative affect saps energy and the 
experience of control and freedom. To get a deeper understanding of emotional 
resilience, the stress and coping process must be examined.

The Stress and Coping Process

As Pearlin and Skaff (1996) note, successful adaptation to late life involves experi-
encing mastery within domains over which one can exert control and yielding 
mastery within domains where control is more difficult. Lazarus and Folkman’s 
(1984) transactional model of the stress process and Folkman’s (1997) revised 
model are useful frameworks that attempt to explain how an adverse event or ongo-
ing situation may lead to various psychological outcomes. The original model 
stated that if a situation is appraised as burdensome a problem- or emotion-focused 
coping strategy would be used to deal with the negative appraisal. The coping strat-
egy chosen leads to either a favorable resolution, no resolution (e.g. the problem 
persists without change), or an unfavorable resolution. Favorable resolutions lead 
to positive emotions and no resolution or unfavorable resolutions lead to emotional 
distress. If an unfavorable resolution is met with the resultant experience of distress, 
then the coping process is repeated. A state of chronic stress arises if the process 
repeatedly ends with unfavorable emotional outcomes.

Lazarus and Folkman’s (1984) original model did not account for the impact 
of positive emotions in the stress and coping process. The revision of the 
model was prompted by the observation that caregivers of loved ones with AIDS 
were experiencing positive emotions independent of the distress associated with 
end-of-life caregiving (Folkman 1997). Thus, positive emotions may result from 
what seemingly is a situation with no resolution (e.g. the death of a loved one cannot 
be prevented). Folkman’s revised model proposes that people facing an unfavorable 
resolution or no resolution to a problem may engage in meaning-based coping.

The Revised Stress and Coping Model

In Folkman’s (1997) stress process model, “meaning-based coping” mediates the 
impact of negative event outcomes (e.g. unfavorable resolution or no resolution to 
a problem) on resulting emotions. Meaning-based coping includes positive reap-
praisal, revised goals, positive events or activities, and religious/spiritual beliefs. It 
serves as a resilient process of reducing the impact of negative life events such as 
illness and disability and leads to the experience of positive emotions.

Folkman (2008) reviewed the empirical research support for meaning-based 
coping as distinct from other forms of coping. She found that the evidence supports 
meaning-based coping as a distinct coping strategy because it is primarily associated 
with the creation of positive emotions rather than the direct regulation of distress. 
Thus, Folkman’s model suggests that meaning-based coping sustains the coping 
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process as a consequence of the creation of positive emotional outcomes. The 
attainment of positive emotions can be seen as a buffer/mediator between the 
stresses of an adverse event and the experience of negative emotions. Folkman 
(2009) reviewed the evolution of stress and coping theory and emphasized the chal-
lenges inherent in the scientific study of a dynamic, multilevel, recursive system 
anchored in the appraisal process of the individual in context. Clearly, ongoing 
longitudinal studies are needed to fully explore the nature of emotional resilience 
as it relates to stress and coping across the adult lifespan.

Spiritual/Religious Resilience

The spiritual/religious resilience process represents one aspect of meaning-
based coping that leads to positive outcomes in adverse situations. One of the 
means of coping with and adapting to adversity is reliance on religion and spiri-
tuality. A substantial proportion of people in stressful situations use religion to 
cope with their hardships (Pargament 1997; Roff et al. 2004). Among older 
adults and individuals self-identifying as members of minority groups, religion 
is cited more frequently than any other form of coping (Koenig 1998). Spirituality 
and religion play an important role for older adults in adapting positively to 
negative situations, resulting in the process of spiritual/religious resilience.

Spiritual/religious resilience is a process in which a person uses spiritual and/or 
religious beliefs and behaviors as a means of coping in the face of adversity. The 
end-state of the process is a positive or peaceful emotional outcome. This domain 
of resilience stands in contrast to physiological resilience in which the goal is more 
“protective but reactive” (e.g. diminishment of negative outcomes) rather than 
“protective enhancing” (e.g. the attribute produces growth in interaction with the 
resilience process). As in Folkman’s (2008) review, the production of positive 
emotional states is a positive event outcome in itself that also facilitates the ongoing 
coping process and may result in the decrease of negative event outcomes. To enact 
spiritual/religious resilience, one must use a spiritual or religious coping strategy 
and this coping strategy must lead to a positive emotional outcome. It is not suffi-
cient to define spiritual/religious resilience as being comprised solely of the use of 
coping or as the experience of positive emotional outcomes during a negative situ-
ation. Spiritual/religious resilience can be described as the use of a spiritual/religious 
coping strategy, the resultant experience of positive emotional outcomes, and the 
consequential abatement of negative emotions.

Religion has been highlighted as one of the primary means of coping for 
caregivers (Caregiving in the U.S. 2004). Research suggests substantial associations 
between religious and spiritual variables and mental health outcomes (Koenig 
1997). Pargament’s (1997) review indicated that religious coping plays an important 
part in the prediction of well-being and that the variance attributed to religious coping 
extends beyond the effects of nonreligious coping. Pargament et al. (1998) 
suggest that religious coping cannot be fractured into constituent nonreligious parts. 
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There seems to be something unique about the coping aspect of spiritual/religious 
resilience that is not solely the sum of other coping strategies (e.g. emotion-focused 
or problem-solving coping). In addition, Pargament et al. (1998) suggests that 
measures of religious coping are stronger predictors of psychological outcomes of 
stressful situations than generic measures of religiosity. The associations of religious 
coping with indicators of well-being have been shown even when controlling for 
sociodemographic variables, global religious measures, and nonreligious coping 
measures (Pargament et al. 2000).

Pargament et al. (2000) outlined specific means of coping that tap into the func-
tions of religion. Of interest are the religious coping styles that operate as a means 
of gaining control. Collaborative coping is seeking control over a stressful situation 
through a partnership with God in solving problems (Pargament et al. 2000). 
Responsibility for attaining control is held jointly; the person is not seen as a 
passive recipient of control (Pargament et al. 1988). Self-directed religious coping 
is seeking control directly through personal initiative rather than help from God 
(Pargament et al. 2000). This style of coping reflects a view of an abandoning God 
or of a general lack of interest or belief in God (Phillips et al. 2004) and is associ-
ated with a sense of personal responsibility to solving problems.

Pargament et al.’s (1988) original conceptualization of religious coping styles to 
gain control contained three strategies: the two previously mentioned and a defer-
ring strategy in which someone waits to receive control through the active efforts 
of God. This deferring style has since been fractured into passive deferral and active 
surrender (Pargament et al. 2000). Passive deferral represents coping by waiting for 
God to control the situation. Active surrender is an active giving up of control to 
God. People using this method do not passively wait for God to solve their prob-
lems but take actions to relinquish their will to God’s rule (Wong-McDonald and 
Gorsuch 2000). In surrender and deferral coping, God is considered the mechanism 
by which control is attained as opposed to a collaborative self-God partnership or 
a self-driven attempt in which the acts of the self, either with God or without, are 
thought to be directly associated with the attainment of control. Pargament and 
colleagues have developed a measure of religious coping that may be useful in the 
measurement of spiritual/religious resilience.

A Lifespan Perspective: The Developmental 
Progression of Resilience

In this chapter, we have adapted the operational definition of the resilience process 
within physiological, emotional, and spiritual domains to encompass developmental 
changes in response to adversity and to the challenges of daily life. In other words, 
we define resilience manifested in various domains as the process of being mindful 
of and prioritizing those behaviors, thoughts, and feelings that facilitate content-
ment within a specific developmental, physical, emotional, and spiritual context. 
We described three controversies in the resilience literature pertaining to adult 
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development and aging, including whether resilience is a trait or a process, how to 
describe the influence of individual differences or third variables as they interact 
with the resilience process to produce varying patterns of skill or competence, and 
whether resilience is only identifiable as a result of coping with adversity or 
whether one can display and detect resilience in response to everyday stressors.

Luthar et al. (2000) discuss the developmental progression of resilience, such 
that new vulnerabilities and strengths emerge with changing life circumstances. 
Perhaps, the activities, behaviors, and specific choices indicative of the resilience 
process may be more easily detected in middle and later life because younger adults 
have not acquired enough life experiences from which to draw information that 
may result in successful coping and positive outcomes. Successfully aging adults 
may engage in periodic life review and reminiscence as pathways, or active coping 
strategies, leading toward resilience. Such activities remind individuals that there 
can be joy in sorrow and that meaning can be found in adversity. One application 
of the scientific literature on the resilience process may be to identify interventions 
such as life review or reminiscence that tap into the resilience process to facilitate 
successful aging.

Conclusions and Directions for Future Research

Several theories of adult development target creation and maintenance of identity 
as a key aspect of healthy living, starting in adolescence or emerging adulthood 
(Arnett 2000) and continuing throughout the adult lifespan (Erikson 1950; Erikson 
and Erikson 1997; McAdams 2001; McAdams and Pals 2006). We believe resil-
ience should be viewed as a developmental process that changes and evolves as we 
age. It would be interesting to examine the relationship between resilience and 
generativity (Erikson 1950; Erikson and Erikson 1997; McAdams 2001; McAdams 
and Pals 2006). Erikson’s (1950) seventh stage of psychosocial development, gen-
erativity versus stagnation posits that, “dramatizing the dependence of children on 
adults often blinds us to the dependence of the older generation on the younger one. 
Mature man needs to be needed and maturity needs guidance from what has been 
produced and must be taken care of” (pp. 266–267). Perhaps research on the resil-
ience process may show differential engagement in generative acts. What is it that 
motivates some older adults to seek opportunities to be generative and to share the 
wisdom of a lifetime with those closest to them? Might resilience be a part of this 
process? What impact do generative activities have on the individual and the indi-
vidual’s family and friends?

Another important area yet to be explored is whether or not resilience may mani-
fest differently within different racial/ethnic and cultural contexts (Becker and 
Newsom 2005). Resilience may require different measurement strategies among 
different groups. For example, African Americans generally use all forms of reli-
gious/spiritual coping more frequently than Caucasians. Becker and Newsom posit 
that the resilient philosophy of African Americans emanates from the struggle 



111 Resilience: Definitions, Ambiguities, and Applications 

toward freedom and the current impact of racism within the United States. The 
impact of the process of resilience in coping with the negative personal and societal 
effects of stereotyping would be another fascinating avenue of future research.

In this chapter, we reviewed specific domains in which the resilience process 
operates: physiological, emotional, and spiritual/religious. Specific suggestions for 
research paths in the areas of physiological resilience include physical and cognitive 
activity and training interventions to increase physiological potential (Tepe and 
Lukey 2008). Within the area of emotional resilience, Folkman (2009) has 
suggested a focus on the multidimensional nature of the stress and coping process, 
which can only meaningfully be studied longitudinally. Regarding spiritual/
religious resilience, future research might examine how religious/spiritual coping 
methods differ in the resilience process at different ages. Some coping methods 
may be less effective at creating meaning, attaining positive outcomes, and conse-
quently lowering negative emotional outcomes at different points in the adult 
lifespan. We believe that longitudinal examination of the resilience process holds 
promise for guiding research and promoting successful aging.
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Last weekend, Albert celebrated his 78th birthday with his children, grandchildren, and a 
few of his closest friends. Two of his granddaughters presented a moving tribute to Albert 
and his lifelong friend Patricia, who was also in attendance. Patricia was beloved by 
Albert’s grandchildren; they were planning a big party for Patricia’s 80th birthday next 
year. The tribute of photos and videos set to Albert’s and Patricia’s favorite songs showed 
the striking differences in the challenges and successes Albert and Patricia had experienced 
over their years as friends.

Albert was born in a poor farming community. His father raised Albert and his younger 
brother on a farm after the death of Albert’s mother. Together, the three raised the crops 
that sustained the family. A few photos and some pencil drawings Albert created as a young 
boy showed the ups and downs of farm life from year to year; from bumper crops to years 
of drought. The boys attended school when they could. Albert finished the 11th grade, then 
enlisted in the Army. His enlistment photo showed a young boy who was proud to serve 
his country and excited to find a more consistent way of life.

Patricia was raised in a small farming community near Albert’s farm and was in school 
with Albert for the years he attended. Patricia’s mother had inherited a large fortune from 
her parents, and her father was a writer for several newspapers across the state. The family 
enjoyed living in the rural area, and travelled extensively when Patricia and her siblings 
were on break from school.

In the summer after their 11th grade year Albert and Patricia took a road trip in Patricia’s 
new car. It was a chance to show Albert part of the country before he reported for duty. 
A horrible car accident on a country road hundreds of miles from home changed the teen-
agers’ lives forever. Albert nearly lost his left leg, but after months in various hospitals far 
from home he found himself back on the farm. He was forever thankful to Patricia’s family 
for the visits and support while he was so far from home in hospitals. It was during his long 
hospital stays that he met his wife, a young nurse. However, the photos of his early 20s and 
throughout his life showed his continuous need for walking aids – a cane, walker, and now 
a wheelchair. He was discharged from the Army because of the injury even before be began 
serving. He always told his grandchildren “this bad leg is the best thing that ever happened 
to me because it brought me your beautiful Grandmother!”
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Patricia was also injured severely in the accident. She remembers almost nothing of her 
6 months in the hospital. Her family brought in specialists from around the country, and 
she was able to recover fully from her injuries. However, she never forgave herself for the 
car accident that damaged her friend’s leg. She saw the accident as her burden to carry, 
despite Albert’s efforts to console her.

Now ages 78 and almost 80, Albert and Patricia were living full but very different lives. 
Both had married young. Albert lost his family’s farm after several years of drought and had 
to find new work. Patricia followed in her father’s footsteps as a newspaper writer. She lost 
her job due to cutbacks at the paper a few years after Albert lost his job. She decided to spend 
her time volunteering at a local charity rather than moving away for a new job. Both friends 
lost their spouses about 10 years ago. Albert relied heavily on Patricia’s support and the kind-
ness of his family to help him grieve. He found new hobbies after his wife’s death and is 
enjoying new friendships. Patricia saw her husband’s death as punishment for the accident 
she felt she had caused so many years ago. Since his death she has been more solitary.

Recently Albert and Patricia were dealing with declining health. Albert saw this as an 
opportunity to teach Patricia the things he had learned throughout his life about dealing 
with illness and changing abilities. They were becoming closer than ever – attending 
chronic disease self-management workshops and cooking healthy meals together. 
Patricia’s daughter was thrilled to see how recent videos showed her Mother smiling and 
enjoying life. Secretly, the party attendees wondered whether the most recent photos 
showed a budding romance between Albert and Patricia. They were both greeting their 
newest health challenges as opportunities for a new take on life, and there certainly 
seemed to be a lot of dancing lately!

The stories of Albert and Patricia are examples of typical older adults in America who 
have met the challenges of their lives in a variety of ways using their personal and 
social resources. Older adults like our examples are living longer, yet there is great 
debate whether extended life expectancies translate into more quality years. Diversity 
within the aging population is widely recognized (Federal Interagency Forum on 
Aging-Related Statistics 2008), and scientists are diligently working to identify con-
cepts to help us understand the aging processes and the experiences of older adults in 
a rapidly aging society. Among the factors contributing to the diversity seen in aging 
trajectories are patterns of responses to challenges experienced throughout the lifespan. 
In this chapter, we discuss the concepts of successful aging and resilience using the 
experiences of our fictitious characters, Albert and Patricia. First, we describe successful 
aging and the contribution of resilience to the process of successful aging. Second, we 
give examples of public health and health care interventions that may enhance resil-
ience in ways that promote healthy aging among older adults.

Successful Aging

Successful aging requires adaptation to multifaceted challenges that maximize an 
individual’s capacity to reach his/her own goals (Baltes and Baltes 1980, 1990; 
Heckhausen and Schultz 1993; Jopp and Smith 2006). Adaptation occurs throughout 
the lifespan and can be described as active aging, defined by the World Health 
Organization as “the process of optimizing opportunities for health, participation 
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and security in order to enhance quality of life as people age” (WHO 2002, p. 12). 
When the result of adaptation leaves one ideally positioned to reach his or her 
goals, we call that type of adaptation successful aging.

The concept of successful aging emerged in the late 1980s and early 1990s as a 
departure from the loss-focused geriatric and gerontological research that preceded 
the concept. In their groundbreaking 1987 article Human Aging: Usual and 
Successful, Rowe and Kahn argued that the cognitive and physiological losses 
documented in the literature as age-related changes were mischaracterizations of 
the natural aging process. “We believe that the role of aging per se in these losses 
has often been overstated and that a major component of many age-associated 
declines can be explained in terms of lifestyle, habits, diet, and an array of psycho-
social factors extrinsic to the aging process” (p. 143).

Rowe and Kahn (1987) portrayed normal aging as a continuum that spanned 
from “usual” to “successful.” The variability in performance differences between 
younger adults and older adults without pathological conditions fell along this 
continuum. In other words, older adults as a group may not perform as well as 
younger adults as a group; however, within the older adult group, one could identify 
individuals who showed little or no performance difference when compared to 
younger adults. Performance that was similar to that of the younger group was 
considered evidence of successful aging. Examples of such atypically high perfor-
mance were cited in the areas of carbohydrate metabolism, osteoporosis, and cogni-
tive function. The paper set the stage for multidisciplinary explorations of what it 
means to age successfully.

Soon after Rowe and Kahn paper, several conceptual frameworks and theoretical 
models were introduced across disciplines to describe a continuum within normal 
(“nonpathological”) aging from what was “usual” to what was particularly “suc-
cessful” aging. For example, Baltes and Baltes introduced the Selection, Optimization 
and Compensation Framework (SOC framework), which posits that adaptation to 
challenges in older age involves systematic reallocation of resources to pursue new 
goals, maintain functioning, and regain functioning (Baltes and Smith 2003; 
Heckhausen et al. 1989). When SOC processes are not effective or efficient, they 
can be maladaptive. The goal, therefore, is to engage the three processes in ways 
that lead to desired outcomes or “efficacious functioning” (Baltes and Carstensen 
1996). Innumerable models of successful aging are now in use, most of which 
include the following themes (Inui and Frankel 1991; von Faber et al. 2001; Young 
et al. 2009):

 1. Successful aging happens across the lifespan.
 2. Successful aging incorporates many domains, including but not limited to health, 

social, biological, and psychological domains.
 3. Successful aging occurs in response to challenges.
 4. Successful aging is defined uniquely for each individual to the degree that indi-

vidual goals and preferences differ.
 5. Capacity for successful aging is partially under one’s control (e.g. through new 

learning) and partially predetermined (e.g. genetic predisposition).
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As science more fully describes changes that occur over the lifespan, successful 
aging has become a construct that fits well into our expanding understanding of the 
aging process. In 2003, Inui described successful aging as “dynamic equilibrium,” 
and argued that the study of successful aging should integrate a multidisciplinary 
biopsychological approach. The dynamic equilibrium he described involved capacity 
in multiple domains to function well as the circumstances of one’s life changed. 
Functioning well, for Inui, means performing in domains on which an individual 
places high value. Despite certain trait-like determinants of one’s capacity to adapt, 
he emphasized the role of the individual in defining what it meant to be successful. 
Functioning well in a domain that a person assigns little value is not the goal; rather, 
one who is aging successfully is adapting in ways that promote optimal functioning 
in domains he or she values most. Domains of functioning may be physiological, 
psychological, or sociological; ailing health and limited physical function do not 
preclude successful aging (Young et al. 2009).

In Fig. 2.1, we offer a hypothetical schematic of an individual’s performance in 
three domains. Domain-specific performance varies over time and can be catego-
rized in some cases as successful and as usual or abnormal/pathological in others. 
This figure represents what Patricia’s performance might look like following her 
husband’s death. She had always functioned fairly well physically. Psychologically 
she had to grieve her husband’s death, but found some relief from the grief she car-
ried over her car accident with Albert. Unfortunately, Patricia pulled away from 
others following her husband’s death.

For the most part, theoretical descriptions of successful aging match older adults’ 
perceptions of the concept as it is represented in the literature. Older adults define 
successful aging as an ongoing multidimensional process that is distinct from 
chronological age (Reichstadt et al. 2007). They report that successful aging requires 
having a positive attitude, coping with change, accepting limitations that cannot be 
overcome, being secure and stable long term (e.g. social support, knowing one 
would be taken care of in declining health), practicing spiritual beliefs and receiving 

Fig. 2.1 An individual’s performance in physical, psychological, and social domains varies in the 
degree to which successful aging is achieved over time
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spiritual blessing, and staying engaged both socially and cognitively (Laditka et al. 
2009; Reichstadt et al. 2007). Older adults place high value on maintaining basic 
physical functioning, being free of major life-threatening disease, engaging in social 
and recreational activities, and feeling independent (Laditka et al. 2009; von Faber 
et al. 2001). In the United States, staying cognitively alert and having a good memory 
is among the most highly valued successes among older adults (Laditka et al. 2009; 
Sharkey et al. 2009). In interviews, older adults distinguish between successes 
within (e.g. investments in social contacts) and outside of (e.g. physical health) their 
control (von Faber et al. 2001). While cognitive health is highly valued, older adults 
differ in the degree to which they believe that healthy behavior and other factors 
under their control can promote cognitive health or prevent the onset of cognitive 
impairment (Logsdon et al. 2009; Wilcox et al. 2009).

Successful Aging and Resilience

How one goes about aging successfully is not fully understood; however, a number 
of individual characteristics and personality traits have been proposed to contribute 
to the success with which one adapts to challenges. In addition, the environment in 
which one ages strongly influences one’s ability to adapt to challenges. For example, 
in Chap. 3 of this volume, Rosowsky considers personality disorders in the context 
of older age. She points out that the degree to which traits are maladaptive depends 
in part on the environments in which they are expressed.

Figure 2.2 sets the stage for how we think about the possibility for resilience in 
the face of given challenges over the course of the lifespan. Challenges faced at 
different points – Albert’s and Patricia’s car accident, for example – are labeled at 
the bottom of the figure. Each challenge impacts domains of functioning to different 
degrees, represented in the bar graphs. For example, a car accident with associated 
injury in adolescence may heavily challenge an individual’s physical domain when 
compared to the loss of employment or spouse in mid-life or older adulthood. 
Conversely, psychological and social domains may be heavily and disproportion-
ately challenged with the death of a spouse in older adulthood. Individuals possess 
or have access to a wide range of resources with which to meet a challenge. 
Examples of these resources are represented in pie graphs at the top of the figure. 
The availability of resources likely changes over time. Here we have represented a 
growing reserve of resources over the lifespan. Absolute “amount” of resources and 
types of resources available do not grow linearly across the lifespan – individuals 
experience differing resources at different times.

For example, we know that Albert had fewer financial resources than Patricia to 
draw on at the time of their car accident, but Albert may have had more self-efficacy 
for overcoming challenges and other resources than Patricia had developed at that 
time. When these two individuals faced job loss, the loss of their spouses, and now 
new illnesses, the composition of their available resources also likely differed. 
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When available resources are sufficient to meet the demands of a new challenge, 
there is the possibility for resilience.

As the authors note in chapters throughout this book, resilience has been defined 
in a number of ways and as both a process and a personality trait. The concept of 
resilience has evolved over time as new applications and evidence have emerged. 
Initial studies of resilience were limited to childhood; now resilience is applied 
across the lifespan. In fact, Felten and Hall (2001) have described what they call 
“resilience in women older than 85” as a distinct concept. They posit that unique 
experiences of the oldest old women represent unique challenges and that there is 
great intragroup variability in how particular health stressors are appraised.

Resilience has been described as “bouncing back,” “rebounding after a loss,” 
and “reintegration.” What is unique about resilience relative to similar concepts 
(e.g. hardiness) is that resilience is associated with positive growth in addition to 
overcoming a specific challenge (Earvolino-Ramirez 2007). In other words, 
through resilience one not only adapts but is also better off, healthier, or has grown 
after adapting. In our opening example, Albert’s positive appraisals of the experiences 
following his car accident are examples of resilient responses to the circumstance. 
Patricia’s ongoing guilt is an example of a response that is not resilient; she carries 
her guilt with her throughout her life.

Fig. 2.2 Resilience is possible when one can draw on the appropriate resources to meet the 
demands of a given challenge
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The improvement in the face of challenge that characterizes resilience is particularly 
relevant to successful aging as defined by Rowe and Kahn (1987) because it 
explains how one might move beyond usual aging toward the positive extreme of 
the aging continuum, which they defined as “successful.” We argue that resilience 
is what distinguishes usual responses to everyday stressors and major life events 
from those that are particularly adaptive or exemplary. Resilience is tied to chal-
lenges rather than individuals. For example, Patricia in our example seems to be 
meeting the onset of new chronic illnesses with resilience even though she has not 
met other life challenges with resilience.

Psychosocial Factors Associated with Resilience

A number of psychosocial factors have been associated with the emergence of 
resilience in the face of challenges, including emotional support from others, a 
sense of personal worthiness, self-efficacy, trust in others, hope for the future, coping 
by putting things into perspective or appraising things positively, a sense of humor, 
and having a sense of purpose or self-determination (Earvolino-Ramirez 2007; 
Garnefski et al. 2008; Thornton and Perez 2006). These predictors or prerequisite 
conditions (the exact role and necessity has not been fully defined) appear through-
out studies of resilience across all ages and are potential targets of intervention 
when aiming to promote successful aging.

One example of particularly adaptive and exemplary response to adversity is 
posttraumatic growth following major life events such as heart attack, cancer, 
violence, or natural disaster (Garnefski et al. 2008; Thornton and Perez 2006). It is 
noteworthy that resilience can occur over time, with positive adaptation revealed 
after a period of what initially appears to be maladaptive. Resilience can also fade 
over time, with negative consequences of trauma emerging after years of successful 
coping (King et al. 2007). Kleim and Ehlers (2009) conducted two studies of the 
relationship between posttraumatic growth and psychopathology among adult sur-
vivors of physical or sexual assault. In the two studies, approximately 60% of par-
ticipants reported some degree of growth 6 months after the assault. Higher growth 
scores were associated with greater posttraumatic stress disorder (PTSD) and/or 
more severe depressive symptoms; however, the relationships between growth and/
or negative symptomotology were curvilinear in both studies. Highest and lowest 
levels of posttraumatic growth were found when PTSD and/or depressive symp-
toms were lowest. The greatest posttraumatic growth was observed for participants 
who reported being more religious and for non-Caucasian participants. The find-
ings exemplify the complexity of human reactions to challenges. One important 
contribution of the field of successful aging to the field of resilience may therefore 
be the definition of “success” as at least partially self-defined. Perhaps, in the con-
text of successful aging, the degree to which a resilient response achieves gains 
depends largely on whether growth is in domains that are most highly valued by the 
person facing particular challenges.
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Lens Metaphor: Successful Aging Through Resilience

In Fig. 2.1, we depict how functioning varies across domains during usual day-to-
day experiences. Figure 2.2 illustrated the differences in domains challenged based 
on adverse life events and possible resources needed for resilience. In Fig. 2.3, we 
show a schematic of what we call the “lens” through which challenges are experi-
enced. We think of each person’s unique resources and perspective on life as a lens 
through which challenges “pass” The predictors and prerequisite conditions for 
resilience occur to varying degrees in each person’s unique lens, which is framed by 
one’s history and within particular social and environmental contexts (e.g. finances, 
supportive physical environments). For example, the event of our characters’ car 
accident passed through their very different lenses and produced very different 
results. Albert’s family didn’t have the money to travel to see him or bring in special-
ists to direct his treatment. The result was lasting damage to his leg, but a positive 
experience in what was gained during the challenge. Perhaps the ups and downs of 
his childhood helped prepare him for this particular challenge in young adulthood. 
Patricia, on the other hand, had the advantage of support from her family and spe-
cialists to guide her care. Physically she recovered well, but she was plagued by the 
guilt of the situation for years. Patricia may have been resilient in the physical 
domain, but psychologically, she was less resilient to the car accident. Individuals 
may be aging successfully in some domains but not others.

In Fig. 2.4, we introduce the concept of one’s unique lens at a time when a major 
challenge – in this case, a major debilitating event like Albert’s leg injury after the 
car accident – presents itself. After experiencing that event through a unique lens, 
functioning in various domains may or may not change. Improvements from before 
to after the event represent resilience in response to personal loss. Figure 2.4 shows 
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Fig. 2.3 A variety of personal factors interact to create a “lens” through which one experiences 
and adapts to challenges
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an improvement in the social domain, perhaps due to strengthened relationships 
with friends and family during a time of great need. Unlike functioning in the social 
domain, Fig. 2.4 depicts a dramatic decline in physical domain functioning follow-
ing the event relative to the physical functioning before the event. This sharp 
decline may or may not have been preventable; in this case, the initial result is 
maladaptive.

Possibilities for Promoting Resilience and Successful Aging  
in Older Adult Health

To some degree, resilience and those conditions that make resilience possible are 
mutable and therefore lend themselves to interventions that have potential to pro-
mote successful aging. In this section we give examples of interventions that can 
be used to address day-to-day functioning (“everyday interventions”) and interven-
tions that may help moderate the effects of particular challenges. We have chosen 
examples that speak to the health of older adults as a population and interventions 
that are best targeted to individuals. Examples come from the fields of public health 
and health care.

Everyday interventions. A variety of interventions are available to promote 
successful aging in the context of challenges posed by what Rowe and Kahn (1987) 
might have labeled “usual aging.” For example, the Active for Life® initiative 
disseminated two evidence-based physical activity programs for older adults into 
community settings for the promotion of older adult health (Wilcox et al. 2008). 
Initiatives like Active for Life® rely on behavioral processes to increase physical 
activity through goal setting, problem solving, and feedback. Improvements in 
overall health status, combined with reductions in perceived stress in everyday life, 
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have the potential to (a) improve one’s readiness for adapting to physiological 
challenges like the exposure to an influenza infection or (b) prevent challenges like 
the exacerbation of existing health conditions. As a result of these programs, participants 
have reported getting a “new lease on life” as evidenced by delaying or offsetting of 
age-related health conditions such as progressive heart disease or diabetes.

The A Matter of Balance program (Healy 2008; Tennstedt 1998) is an example of 
a fall prevention intervention that is widely disseminated and extensively evaluated. 
Falls are a challenge that is associated with a downward spiral of health and well-
being. Fear of falling often facilitates behaviors that actually increase the likelihood 
of falling (e.g. reductions in physical activity, depressive symptomatology, limitations 
in daily activities). The evidence-based A Matter of Balance activity program is 
intended to diminish the fear of falling and increase physical activity by targeting 
attitudes and behaviors associated with a predisposition for falls. Participation in the 
program leads to improved self-efficacy for preventing and managing falls, decreased 
disruption of daily activities, and improvements in measures of mental health (Ory 
et al. 2009). Each of these factors is associated with greater likelihood of avoiding 
future falls or improved managements of the consequences of injurious falls.

There are many opportunities to promote resilience and successful aging in 
primary care settings such as medical clinics, even in the absence of specific health 
problems. In the case of geriatric health services, promoting successful aging 
means that health care is person-centered, focused on quality of care, and aims to 
improve quality of life rather than cure disease (Kane 2003). Individual practitio-
ners can foster resilience to usual age-related deficits during routine health care 
encounters by helping older patients select medical devices that are simple to use, 
encouraging use of organizational tools for medication adherence, providing 
instructions in well-organized text, encouraging patients to intentionally incorporate 
behaviors such as glucose monitoring into existing routines, and encouraging par-
ticipation in decision-making by giving clear choices and adequate time to consider 
options (Brown and Park 2003).

Health care systems can also deliver care to address the multiple domains of 
functioning that define successful aging and address patient’ goals. The patient-
centered medical home is a model of care that has been endorsed by a number of 
leading medical professional organizations (Kellerman and Kirk 2007). Among the 
principles of care that make this model particularly appropriate for promoting suc-
cessful aging are establishing a long-term patient–physician relationship, focusing 
on the whole patient rather than a specific health condition, and actively involving 
the patient and his or her goals. There is evidence that medical homes contribute to 
improved health behaviors, health care quality, patient satisfaction, and health out-
comes (Rosenthal 2008). Models of care management to support the health of 
persons with chronic illness incorporate similar patient-centered principles and 
may also encourage successful aging and/or resilience in the face of everyday chal-
lenges posed by chronic illness (Dorr et al. 2008; Wolff et al. 2009). Additional 
assessments of these patient-centered models of care will reveal the degree to which 
they promote aspects of successful aging and resilience.
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Interventions in response to specific challenges. When challenges do occur, 
timely interventions can promote resilient responses. The relationships between 
physiological and psychological responses to challenges or stressors are inextricable. 
To some degree, resilience is “hard-wired.” For example, as the brain ages, areas of 
the brain lose volume and dopaminergic receptors, connections among neurons 
become less efficient, and white matter integrity is degraded (Jessberger and Gage 
2008; Park and Reuter-Lorenz 2009). However, additional changes occur in the 
brain that are hypothesized to partially compensate for the age-related cognitive 
decline that may be caused by loss of brain structure and functioning. There is 
evidence that neurogenesis occurs in areas important for cognitive functioning 
(Jessberger and Gage 2008; Lee and Son 2009). When cognitive function is affected 
by deterioration in some areas of the brain, other areas may be recruited to help 
compensate for loss in function. Park and Reuter-Lorenz (2009) propose that 
certain healthy behaviors like exercise, engaging in stimulating cognitive activity 
like learning new things, and targeted training can enhance the ability for compen-
satory activity and therefore enhance one’s cognitive function.

Our knowledge of brain plasticity is growing rapidly. For now, there is evidence that 
human capacity for resilience exists across the lifespan in multiple domains, including 
the domains of our physiological and physical make-up in addition to domains such as 
personality, coping style or coping skills, psychological health, and social functioning 
(Garnefski et al. 2008; Young et al. 2009). Exactly how resilience might look at the 
level of brain anatomy or function is still unknown, but the complexity of our reactions 
to challenges as we age cannot be overstated. Interventions for major neurological 
events like stroke currently tap into the brain’s natural resilience to help persons regain 
some of the physical functioning that is sometimes lost after a stroke (Langhorne et al. 
2009). New interventions for other neurological events are likely to emerge as the 
complexities of our brain’s natural resilience are revealed.

In addition to intervening at the level of individual persons, system-level 
interventions are available to support resilience and successful aging. For older 
adults, most of whom are living with one or more chronic illnesses (e.g. Avendano 
et al. 2009; Thorpe and Howard 2006), the challenges of transitioning from 
the hospital back home further complicate disease management for a period of 
time. It is important that patients and their caregivers play an active role throughout 
hospital-to-home transitions (Snow et al. 2009). When transitions are unsuccessful, 
serious events such as adverse drug reactions and falls can and often do occur 
(Tsilimingras and Bates 2008). Health care interventions that are initiated at the 
time of hospital-to-home transitions can help older adults transition home safely 
and prevent complications that lead to additional hospitalizations. Most interventions 
for hospital-to-home transitions call for nurses or nonclinical coaches to make 
in-person visits and/or telephone calls to provide supportive care and/or clinical 
guidance and to empower patients to perform necessary self-care tasks (Coleman 
et al. 2006; Harrison et al. 2002; Naylor et al. 1999). These interventions have been 
shown to improve health-related quality of life and reduce rates of rehospitalization 
for older adults (Coleman et al. 2004; Harrison et al. 2002; Naylor et al. 1999).
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Family caregiver interventions and chronic disease self-management programs 
like those our characters Albert and Patricia attended are designed for longer term 
challenges. Interventions that provide skills training and ongoing peer or profes-
sional support for persons facing illnesses (e.g. diabetes or heart disease) and those 
facing the stressors involved in caring for a loved one bring about measurable 
improvements in health behaviors, health-related outcomes, and health care utiliza-
tion (Chodosh et al. 2005; Warsi et al. 2004). In addition to teaching what one needs 
to know to meet daily challenges, education and skills training boost motivation 
and self-efficacy for carrying out recommended tasks (Bodenheimer et al. 2006; 
Chodosh et al. 2005; Lorig and Holman 2003). As a whole, family caregiver inter-
ventions can improve general well-being, depression, and caregiving burden (Belle 
et al. 2006; Knight et al. 1993; Mittelman et al. 1995, 2004; Sorensen et al. 2002; 
Toseland et al. 1989).

Conclusion

Resilience is an extraordinary and positive response to a challenge or stressor. Rather 
than merely “getting through” a hard time, the resilient response is one that adapts 
so well to the challenge that functioning in one or more domain is better after adapting 
than before the challenge occurred. When the growth produced by resilience leaves 
one functioning better than expected in a domain that he or she deems important, 
resilience can produce successful aging. Quantitative evidence and the qualitative 
reports of older adults point to a number of individual characteristics that set the 
stage for resilient responses. As we have seen in the example of Albert and Patricia, 
physical, psychological, social, and environmental characteristics show promise to 
either facilitate or impede such adaptive responses. These characteristics are appro-
priate targets for public health and health care interventions that aim to foster optimal 
functioning in domains that are highly valued by persons of any age.
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This entire volume is dedicated to understanding what is meant by the concept of 
resilience and how it applies to old age. This chapter focuses on that group of older 
adults who have struggled with life all their life and who are especially poorly 
equipped to meet the challenges of aging. They are in many ways the antithesis 
of resilient individuals. They are addressed in the clinical literature as having a 
personality disorder.

The chapter begins with an overview of what is meant by “personality disorder” 
and how it is diagnosed according to the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-IV-TR). This is followed by a discussion of the aging of 
personality disorders including a description of what can be expected to change and 
perhaps more relevantly what can be expected to remain the same throughout the 
course of sentient life. The next section discusses the functions of resilience and 
challenges to resilience for those with personality disorders. This leads to the final 
section on implications for treatment.

What Do We Mean by “Personality Disorder?”

Personality defines us as individuals. It encompasses the ways we typically think, 
feel, and behave. It enables us to identify those whom we know and to reasonably 
predict how they might be expected to behave under given circumstances. There is 
comfort in this predictability. Conversely, it is disquieting when someone presents 
in a way that is markedly different from his or her usual way of being. We count on 
a level of constancy of presented or manifested self in relationships with others, 
especially in intimate relationships. The reciprocal of manifest self is internal self-
constancy. This refers to the individual’s customary inner experiences of thought, 
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affectivity, and impulse regulation, which then give rise to behavior. A major press 
throughout life is to “feel like me.” This press or drive commands behavior, even if 
this is not useful or adaptive.

Personality is in the main impressively stable (Costa and McCrae 1988) but not 
immutable. Some people do evidence significant change in some personality 
domains over time (Valliant 2002; Small et al. 2003). For all, over the life course, 
the personality is required to interface with different challenges and expectations so 
that even stability embraces degrees of freedom, or flexibility, in order to remain 
recognizably “stable.” There is thus requisite change in constancy. The personality 
is ever involved in the complex process of adaptation. This incorporates the 
processes of assimilation and accommodation (Kegan 1982). Assimilation refers to 
what the individual brings in to his evolving self from the experience, and accom-
modation to what he brings to the experience from his present self. Both of these 
functions are in the service of “being the same.” These processes depend upon 
intrapsychic flexibility, ability to regulate emotions, a repertoire of responses, and 
access to external resources, including those of others with whom one is in relation-
ship. These requirements are precisely those that are most challenging to individuals 
with personality disorders who, de facto, are rigid (versus flexible); have problems 
with affect regulation; are limited to a narrow repertoire of affective, cognitive, and 
behavioral responses; and have a history marked by complex and dysfunctional 
relationships (Segal et al. 2006).

The DSM IV-TR requires for a diagnosis of personality disorder that the clinical 
presentation includes several key elements: A pattern of inner experience and behav-
ior that deviates significantly from what is expected within the individual’s culture; 
that the pattern is inflexible and pervasive; that the pattern is stable and identifiable 
in adolescence or by early adulthood; and that the pattern leads to the experience of 
significant distress or to impairment in important areas of functioning. There appear 
to be fundamental conceptual problems in how we choose to understand, and thus 
clinically identify, personality disorders. The DSM approach respects a categorical 
model, wherein the individual either does or does not meet criteria for the diagnosis 
of a personality disorder. A dimensional perspective appears to have greater rele-
vance with respect to clinical utility, perhaps most especially when applied to older 
adults, and is anticipated to be reflected in the upcoming DSM-V (Svrakic et al. 
2008). Empirical studies strongly support a dimensional as opposed to a categorical 
perspective. This perspective posits that there is nothing inherently pathological 
about the personality traits manifested by the individual and that the traits them-
selves do not distinguish between the normal and the pathological personality, but 
rather that the disorder reflects an extreme presentation of normal personality func-
tion (Jang et al. 2006). However, even this dimensional perspective does not pre-
cisely get at what a personality disorder is. Extreme traits do not per se define the 
disorder (Wakefield 2008), but what does define it is how these traits interfere with 
impaired social or goal-focused functioning or provoke the experience of distress. 
The functional relevance of the disorder depends on the roles of adjudicator and 
referents, and how these relate to the core concept of dysfunction. In addition to the 
personality traits, cognitive structures and processes need also to be considered 
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(Livesley and Jang 2000). There is no clear discontinuity between normal and abnor-
mal personality traits. Neither are personality traits per se adaptive or maladaptive. 
If the traits are judged to be adaptive, they define a personality style. If they are 
maladaptive, they define a personality disorder. Much of the distinction reflects what 
is being asked of the personality, where it is being asked to address this, and who is 
evaluating whether the response/behavior is adaptive or maladaptive. This speaks in 
part to tolerance and acceptability of individual differences. Svrakic et al. (2008) 
make a compelling case for the term “personality disorder” to be changed to “disor-
ders of adaptation,” which describes what it is they actually are and offers a potential 
benefit of destigmatizing the diagnosis.

Regardless of the model used, a key concept appears to be the presentation of a 
maladaptive or inappropriate “pattern.” The personality traits taken together comprise 
the pattern or trait template. While each trait can be viewed as lying along a continuum 
depicting dimensions of normal, putatively owned by all, it is the pattern and how it 
is applied which becomes identified as pathology. There are other systems of classi-
fication, for example, “structural classification” based on a psychodynamic formula-
tion of personality organization, “protypal classification” (combining the categorical 
and dimensional classifications), and “relational classification” (including interper-
sonal and systemic models) (Magnavita 2004). Considered thought about personality 
disorders has fueled passion and controversy. “No other area in the study of psycho-
pathology is fraught with more controversy than the personality disorders” (Millon 
and Davis 1996, 485). Personality disorder experts in the main are not satisfied with 
the current DSM classification system and marked changes in the DSM-V are recom-
mended (Balsis et al. in press) and anticipated (Tackett et al. 2008; Widiger and Lowe 
2008; Bernstein et al. 2007; Svrakic et al. 2008).

The DSM IV-TR presents ten specific disorders included in Axis II and these are 
each dependent upon specific diagnostic criteria. The ten personality disorders are 
organized into three clusters based upon common themes. Cluster A, “odd and 
eccentric,” includes the paranoid, schizoid, and schizotypal personality disorders. 
Cluster B, “dramatic and erratic,” includes the antisocial, borderline, histrionic, and 
narcissistic personality disorders. Cluster C, “anxious and fearful,” includes the 
avoidant, dependent, and obsessive compulsive personality disorders. It is inferred 
that the specific personality disorders within each cluster share not only common 
themes and etiology, but also that the clusters are significantly distinct from one 
another, thus establishing valid and reliable diagnostic boundaries.

That the classification system affects the assessment of personality disorders is self-
evident. Following this logic, assessment identifies cases, providing what we know of 
the incidence and prevalence of personality disorders. The prevalence of personality 
disorders in old age is reported as 2.8–13% in the community, 5–33% among mental 
health out-patients, and 7–61.5% among inpatients (VanAlphen et al. 2006; Ames and 
Molinari 1994; Cohen et al. 1994). The broad ranges clearly reflect the challenges to 
case identification. It is apparent that the current diagnostic criteria in the DSM and 
ICD do not adequately capture the ways that personality disorders present in old age 
or reflect how this “shows up” in response to the challenges facing older adults and 
within the venues in which they are diagnosed (Rosowsky and Gurian 1992).
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Personality Disorders in Older Age

What is the effect of aging on personality disorders? We know by definition that 
personality disorders cannot appear de novo in old age. When it appears that they 
do, this generally implicates that another process, for example, organic brain 
disease, is behind the appearance of dramatic changes in personality functioning. 
An alternative explanation is that we have not taken an adequate, long enough or 
deep enough, clinical history, as it is the history that will reveal a pattern. It is not 
unusual for the major manifestations of personality disorder to become relatively 
quiescent in mid-life, only to re-emerge in older age, exacerbated by the many 
stage-related challenges or by co-morbid medical illnesses (Segal et al. 2006). To 
complicate the diagnostic picture, there is impressive co-morbidity for personality 
disorders with Axis I disorders at all ages. Zweig and Agronin (2006) present 
co-morbidity as one of several major challenges to making the diagnosis of 
personality disorder in old age. For example, the Cluster C personality disorders are 
notably associated with depression in old age (Schneider et al. 1992). Other 
challenges include differentiating it from personality change due to a medical con-
dition or reaction to medications, or from an underlying organic process, or from 
regressive behaviors developed in reaction to changes in the environment, or to 
physical illnesses that have become chronic. There is some anecdotal and empirical 
support for the more florid symptoms of Cluster B personality disorders to “burn 
out” with age (Stevenson et al. 2003). In their study of people diagnosed with 
borderline personality disorder, Stevenson et al. (2003) found that what did appear 
to “burn out” was their impulsivity. The other symptom categories (interpersonal 
difficulties, cognitive disturbance, affective disturbance) appeared to remain rela-
tively untouched by age. It needs to be noted, however, that their oldest subject was 
52. In a recent study of people diagnosed with borderline personality disorder (in 
their 30s and 40s), overall improvement as a function of age was not found. At the 
other extreme, personality disorder has been shown to be markedly associated with 
suicide in older adults (Harwood et al. 2001).

It is beyond the scope of this chapter to discuss the genesis of personality disor-
ders. This is a complex topic including psychological, biological, and sociological 
contributions, including a very strong influence by genetic effects, perhaps more 
than for almost any Axis I disorder (Torgersen et al. 2000; Lautenschlager and 
Forstl 2007). Often, there has been the experience of trauma in childhood (Goodman 
et al. 2003; Shea et al. 2000) that can cause or worsen psychological vulnerabilities 
of the victim. There are those who are more vulnerable and those who are more 
protected. Those who are more privileged have advantages that accrue over the life 
course which color the aging process and support resilience, enabling thriving in 
later life (Collins and Smyer 2005; Schooler and Caplan 2009). Conversely, those 
who have struggled throughout life often continue to struggle.

Bernice Neugarten, a matriarch in the field of personality and aging, wrote “As 
individuals age they become increasingly like themselves…the personality struc-
ture stands more clearly revealed in an old than in a younger person”(Neugarten 
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1964, 198). She was referring to “ordered” personalities, but might this hold true 
for “disordered” personalities as well?

Are personality disorders more “clearly revealed?” Do they become worse in old 
age? Do they get better? Or, in terms of degree of pathology or PDism, do they 
remain fairly constant? The empirical literature responding to these questions is 
sparse and equivocal. It has been reported that with age there occurs a reduction in 
extraversion and in conscientiousness along with an increase in harm avoidance 
(Lautenschlager and Förstl 2007). The more dramatic manifestations of the Cluster 
B psychopathologies are reported to decrease (Lautenschlager and Förstl 2007), as 
do schizotypal characteristics, whereas the schizoid and obsessive-compulsive char-
acteristics may become more evident (Engels et al. 2003; Coolidge and Merwin 
1992). While clinical lore holds that the more florid symptoms of Cluster B 
personality disorders remit, or quiet, with age, some researchers have suggested 
otherwise, that personality disorders can worsen with age, including those in Cluster 
B (Rosowsky and Gurian 1992; Segal et al. 2001); however, the specific expression 
may morph into more “age-appropriate” expressions, thus denying a diagnosis 
according to the DSM (Rosowsky and Gurian 1992). For example, a risk-taking 
behavior in young adulthood could be driving fast on motorcycles without wearing 
a helmet. In old age, a risk-taking behavior could be smoking cigarettes while 
attached to an oxygen canister as a treatment for obstructive pulmonary disease.

The themes of the disorders, or at least the personality disorder clusters, also 
appear to be robust. For those in Cluster A, the central themes are “distant and 
arelational.” For these types of individuals, there is a paucity of relationships in 
their social field which is perceived by them as being ego-syntonic. They do not 
yearn for connection, which distinguishes them from the avoidant personality 
disordered individual in Cluster C. For those in Cluster B, the themes are “erratic 
and chaotic.” They dearly need others, indeed often have trouble tolerating being 
alone, but their history is marked by stormy relationships, especially intimate 
relationships. Cluster C themes are “dependent and needy” requiring excessive help 
in making decisions, reassurance, and direction. While their history may be rela-
tional, these relationships are typically difficult due to their overdependence on and 
clingy neediness of others.

Overall, while stability trumps change, it appears that the more “mature” personality 
disorders (the ones in Cluster A and obsessive-compulsive personality disorder in 
Cluster C) remain the most stable. The “immature” personality disorders [Cluster B 
personality disorders, other than antisocial personality disorder, and passive-aggressive 
personality disorder (removed from Cluster C in DSM IV and assigned to the 
Appendix awaiting further consideration)], in contrast, do appear to moderate some-
what by mid-adulthood, consistent with a “maturation hypothesis” (Tyrer 1998).

The DSM does not adequately reflect the ways clinicians identify personality 
disorders, especially in older adults. The DSM system was derived mostly from 
observations of younger adults. What is needed to make a formal diagnosis depends 
on a strong clinical interview, the establishment of a detailed history, including 
reports from multiple informants who knew the person at different stages of their 
life (to help identify a pattern), as well as a dimensional assessment of personality 
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and a measure of functional impairment. As yet we do not have a valid instrument 
to adequately capture the geriatric presentation of personality pathology. We also 
do not have a clear gold standard for making the diagnosis of personality disorder 
in old age. In addition, there is resistance by clinicians to assign a diagnosis of 
personality disorder (Hillman et al. 1997). Even so, these individuals remain clini-
cally recognizable.

Personality Disorders: Enduring Characteristics

There persists, unfortunately, reluctance on the part of clinicians to want to work with 
older adults, this despite the increasing need and established efficacy of treatment 
(Smyer et al. 1990; Joska and Fisher 2005; Rosowsky 2005). Adding to this general 
reluctance, those individuals with personality disorders are notorious for being espe-
cially difficult to work with, live with, and be with. In Groves’ classic article, “Taking 
care of the hateful patient” (Groves 1978), he describes several types of patients 
whom physicians dread seeing. These stereotypes include “dependent clingers,” 
“entitled demanders,” “manipulative help-rejecters,” and “self-destructive deniers.” It 
is an easy reach to apply DSM personality disorder diagnoses to these types.

There are certain features of personality disorders that appear to remain essen-
tially the same throughout sentient life. These “robust features” are what allow us 
to continue to recognize the disorders even where the more prototypical presenta-
tions may be altered. Before Axis II was created (DSM-III 1980), a core pattern was 
succinctly described by Bergmann (1978), which included the individuals’ life 
histories, their interaction with and relationship to others, and their attitude to their 
current problems and challenges. This pattern remains relevant and at the heart of 
personality disorders at any age. What is of special significance is the effect these 
“disordered personalities” has on others. This is one of the central and most robust 
features of personality disorders throughout life. Their powerful and generally 
negative effect on others with whom they are in close relationship is pathognomonic 
of the psychopathology (Segal et al. 2006).

Other robust features are the core vulnerabilities of those with personality disor-
ders. These include fear of fusion or abandonment, labile or inappropriate affect or 
affective dyscontrol (Kessler and Staudinger 2009), and a tendency to idealize or 
devalue others in relation to the self. Affective control is generally greater in old 
age (Magai and Passman 1997); there appears to be a natural limiting of arousal in 
the service of energy conservation and reflecting survivorship of life. Those with 
personality disorders, however, continue to struggle with affect modulation. The 
elderly individual with a personality disorder remains highly vulnerable and reac-
tive to stress and distress (Glaser et al. 2007).

Their core vulnerabilities provide a diathesis to distress and are responded to 
by reliance on a repertoire of primitive defenses, such as denial, projection, reac-
tion formation, and acting out. This is in contrast to the utilization of more 
mature defenses in the repertoire of resilient individuals (Simeon et al. 2007). 
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Individuals with personality disorders infrequently employ the loftiest defenses, 
for example, humor and altruism. Additionally (and a real challenge to psycho-
therapy), they have great difficulty with self-reflection, the ability to look back 
at their own behaviors and see a pattern (Yates et al. 2003). To be self-reflective 
and take one’s self as object leaves the individual with a personality disorder 
open to becoming flooded with anxiety. It may be safer not to look back and see 
a pattern. Rather, for them, each unique event leads to new distress for which 
they assume little direct responsibility. This is especially difficult in old age as 
we recognize a universal tendency to reminisce in the service of self-continuity 
(and perhaps the development of wisdom). For those in Cluster B, who often 
suffer from a lifelong identify disturbance, this process of reminiscence (frequently 
encouraged in therapy) often serves to increase their despair.

Their cognitions are also often distorted and are not immune from being affected 
by the synergistic effects of age-related cognitive changes. Analysis of these 
distorted cognitions is likely to revel that they serve, albeit in a maladaptive way, 
either during periods of instability or following them, the individual’s attempt to 
achieve a new balance in order to regain psychological equilibrium. The healthy, 
resilient, individual is able to put his energies into growing from experiences, subtly 
changing, as he copes with, endures and survives (self intact) the stress (or press for 
change). The individual with a personality disorder (i.e. the nonresilient individual), 
in contrast, will put his energies into resisting change, doing whatever it takes to 
avoid being changed by experience. As a clinician, I get concerned when an older 
adult announces to me at age 80, let’s say, “I am exactly the same person I was at 
age thirty.” I have to wonder what he has been doing the last 50 years! To support 
self-continuity, the press to “feel like me” is lifelong and exerts a powerful resis-
tance to change, even where change is adaptive and healthy, and not to change is 
maladaptive and leads to distress.

Concept of Maladaptiveness

Evolutionary psychologists invite us to consider that traits or trait patterns 
presenting as maladaptive may have been, at some point in time, cultivated for 
being adaptive. In consideration of “evolutionary stable strategies” (Segal et al. 
2006, 211), these traits can be understood to have enabled individuals to elevate 
their position in the status hierarchy and thus their reproductive status. These same 
principles considered at the macro level can also be considered at the micro level. 
For example, the excessively emotional pattern often displayed by Cluster B 
individuals can serve to access resources that would protect, or even elevate, their 
status in a given hierarchy. Consider, for example, the elderly Cluster C individual 
receiving rehabilitation services at home who keeps meticulous records of every 
therapy session, does the program precisely as ordered and exactly at the preferred 
time and interval. In another context, say a rehabilitation facility, his insistence on 
this degree of precision would likely lower his status.
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Of essential consideration is that the notion of maladaptiveness, or adaptiveness, 
is not an independent construct solely dependent on the individual. Whether a core 
trait or trait pattern is adaptive or maladaptive depends on factors outside the indi-
vidual, including referents and adjudicators. Svrakic et al. (2008) in suggesting that 
the clinical category “disorders of adaptation” replace “personality disorders” notes 
that the “disorder” is not wholly subscribable to the individual, but rather the 
context, or environment, plays a role in the expressed behavior being adaptive or not. 
In addition, there is the need of “someone” to identify and label (adjudicate) the 
behavior as adaptive or maladaptive, and this is cohort, stage, and context informed 
as well as what the individual presents. This concept has been described as a model 
of “goodness of fit” between the “personality” and tasks (what is being asked of it), 
and contexts (where) [see a full discussion in Segal et al. (2006)]. Following this 
concept, core personality traits that were once adaptive now, in old age, may be 
maladaptive or, conversely, that were once maladaptive may now be adaptive.

While well-being and happiness have been shown to be quite stable in old age 
(Collins and Smyer 2005), and most adults, quite wonderfully, adapt well to the 
challenges of late life, those with personality disorders do not. Commonly occur-
ring stressors, for example, include the need to rely on strangers for care (whether 
this be temporary or permanent), to relocate to a new environment (whether this be 
“elected” or “mandated”), to experience the loss of social supports (whether by 
death, relocation, or lack of access), and loss of power and control. The experience 
of stress reflects to a significant degree, how the stressor is perceived and appraised 
as to how well the individual anticipate he can cope with it (Rossi et al. 2007). 
Specific personality disorders can be expected to have more trouble with some 
stressors than with others. For example, “reliance on strangers for care” is espe-
cially onerous to the individual with schizoid, paranoid, schizotypal, or avoidant 
personality disorder. The key is that the particular challenge, or accrual of chal-
lenges, overwhelms their ability to cope, exceeding the resources, internal and 
external, that they can bring to bear.

Table 3.1 presents several challenges often faced by older adults and how certain 
core personality traits and trait patterns can be expected to be adaptive or maladaptive.

Extraversion: A moderate degree of extraversion in old age appears to be optimal. 
Too much and the usual aloneness that accompanies old age is experienced as lone-
liness, as stressful, and often intolerable. Too little and the requisite ability to relate 
to others is compromised. The talents of many in Cluster B in terms of extraversion 
can be used adaptively to engage others to help; a charming, colorful interactional 
style can be used as a highly adaptive coping style. Introversion marks the opposite 
end of the trait continuum.

Dependence: While dependence is often less valued during the industrious mid-
life years, it appears to increase in value, and is often actually quite adaptive, in 
old age. Autonomy, dependency, and reciprocity all relate to resilience, especially 
in older age. What is most adaptive is that the individual be able to tolerate a 
reasonable degree of dependence, where appropriate, and to be able to reciprocate, 
thus converting the dependent relationship into one of mutual interdependence. 
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Some individuals with personality disorder (notably Cluster A) cannot relate to 
others and engage them to help. Some (notably Cluster C) are overly dependent 
and prone to regress in terms of functional ability when they become even more 
dependent on others (this is not unusual to observe following admission to a nurs-
ing home). Some individuals with Cluster B personality disorders, most notably 
borderline personality disorder, have extreme difficulty tolerating the closeness 
that comes with needing others and depending on them, often rejecting the person 
and pushing them too far away, only to be dissatisfied with that option too.

Narcissism: Healthy narcissism is critical to maintaining a sense of self-continuity, 
especially when, as in old age so much conspires to challenge this. However, 
extreme narcissistic traits and the manifest behaviors are off-putting and come to 
deny the care and caring of others. It is not the healthy narcissism, which, in the 
service of shoring up the battered ego, is problematic. Rather it is that the person 
goes about securing the necessary nutrients to shore up the self in a way that is 
practically guaranteed to have the opposite effect. In contrast, the resilient indi-
vidual would be able to shift approaches in order to secure what he needs from 
another individual or from systems of care. The individual with a personality dis-
order continues to do the same maladaptive song and dance, only doing it louder 
and stronger when it does not have the desired effect.

Conscientiousness: This refers to achievement- or goal-direction and organization. 
It is manifested through self-discipline, self-control, and perseverance versus lais-
sez-faire behavior and impulsivity. In the extreme, this pattern describes the classic 
workaholic. In moderation (or a bit more), it is often highly adaptive. (Consider 
trying to get through graduate school without being high in conscientiousness.) 
However, also consider what might happen when an older highly conscientious 
individual comes to need to rely on others who may not be as conscientious? How 
does she secure the requisite level of care to meet her own conscientiousness needs? 
The way this is done, and the result of this, comes to define whether her efforts are 
adaptive or maladaptive.

Openness: This refers to the individual’s receptiveness to new ideas, experiences, 
and approaches. This receptivity is applied to creating ways to address challenges 
in novel but appropriate ways (aka adaptive). The individual with a personality 

Table 3.1 Table of frequent challenges in old age and adaptive/maladaptive core personality traits

Challenge/demand Adaptive trait(s) Maladaptive trait(s)

Relocation to new 
environment

Openness, conscientiousness Extraversion, 
introversion

Required changes in self-care Conscientiousness Dramatic/histrionic
Reliance on strangers for care Dramatic/histrionic extraversion Dependent, arelational 

(Cluster A), avoidant
Lessening of control/power Dependent Narcissistic
More time spent alone Introversion, conscientiousness Extraversion, narcissistic, 

borderline, histrionic
Loss of support Cluster A Clusters B and C
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disorder embraces a very narrow repertoire of responses, cognitively, affectively 
and behaviorally; stereotypically a “Johnny-one-note.” If the response “fits” in 
terms of the challenge and context of the challenge it is adaptive, if not then it is 
maladaptive. The old adage “a little goes a long way” can be applied to personality 
traits. It is the extreme traits (Svrakic et al. 2008) or inappropriately applied traits 
that come to define what is maladaptive.

Resilience: Features and Challenges

This entire volume is devoted to a review of what we know about resilience in old 
age and what questions are raised. Many academicians have addressed, in work 
theoretically and empirically based, the concept of resilience in old age (Bergeman 
and Wallace 1999; Staudinger and Fleeson 1996; Windle et al. 2008). There have 
emerged significant, creative and well-considered differences of course, but there 
does appear an apparent consensus as well and that is this: the resilient older adult 
is able tolerate the vicissitudes of aging, defray the overhead of growing old, better 
than others, from whom these extract far greater cost. Those with personality 
disorders pay the most dearly.

We recognize that there are biological, psychological, and social contributions 
to resilience whether these are considered as a style of adaptation (Yates et al. 
2003), explanatory processes, competencies or outcomes, and that resilience is 
often defined by how it is operationalized (Svrakic et al. 2008; Leipold and Werner 
2009). The concept of psychological resilience suggests that resilience directly 
reflects a pattern of personality traits, which are mainly stable (Asendorpf and van 
Aken 1999; Weed et al. 2006; Windle et al. 2008). Most define resilience as the 
ability to bounce back and recover after a major stress or negative life event 
(Tugade et al. 2004; Windle et al. 2008; Smith et al. 2008; Rossi et al. 2007). The 
aspects within a whole construction of resilience, assessed by measures developed 
to do so, include many “items” relating to personality traits (Smith et al. 2008; 
Bartone et al. 1989). Often considered, for example, are self-efficacy, self-esteem, 
self-confidence, self-discipline, self-control, and self-acceptance (Rutter 1987; 
Masten 1999; Ryff and Singer 1996). A common substrate or core appears to be a 
gestalt incorporating personal competence, self-esteem, and interpersonal control 
(Windle et al. 2008); in older age, resilient individuals have access to psychological 
resources, which allow and enable these. As we have discussed, those with a per-
sonality disorder are among the least resilient, the least hardy, the least able to 
handle the challenges of aging.

Resilience in older adults may be different than in younger adults, and not only 
because of differences in what is being asked of the individual. Lamond et al. 
(2008) studied predictors of resilience in older women using the Connor–Davidson 
Resilience Scale (CD-RISC) and reported somewhat different findings than those 
previously reported for younger adults using this scale. For both populations, the 
CD-RISC scores were positively correlated with task-focused coping strategies and 
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negatively with emotion-focused coping. However, with older women the scores 
were also associated with tolerance for negative affect and adaptability, the lack of 
which are hallmarks of personality disorders. Kessler and Staudinger (2009) found 
that negative arousal decreased from middle age to older age and that older subjects 
evidenced advantage in perceived affect regulation.

Three Major Functions of Resilience (and How These Relate 
to Personality Disorders)

Aging is accompanied by many losses: health, financial security, functional 
abilities, roles, and relationships. Psychologically healthy older adults manage 
these losses well (Collins and Smyer 2005). In contrast, older adults with personality 
disorders do not manage losses well. For example, loss of personal control can be 
expected to be especially difficult for those in Cluster B who also may have extreme 
difficulty tolerating negative affect. Those personality disorders marked by chronic 
anger, hostility, and suspiciousness evidence impaired physical resilience (Smith 
2006) as well as impaired psychological resilience.

Personality has been clearly shown to relate to exposure and reactivity to 
stressors (Stawski et al. 2008). As noted, individuals with personality disorders are 
inherently more vulnerable to stress than are other individuals. As such, their 
reserves of resources (internal and external) for coping are tapped more frequently 
and more extensively. In contrast, the resilient individual is able to (1) avoid avoid-
able stressors, (2) cope with stressors that are not avoidable, and (3) equilibrate or 
“bounce back” from stressors that have been experienced.

Avoidance

The ability to avoid stressors is less frequently discussed as an aspect of resilience 
in the literature than is coping or re-equilibrating, but it may have special relevance 
to the individual with a personality disorder. Consider that the core of these disor-
ders is vulnerability of the self. Therefore, all aspects that resilience depends upon 
will be vulnerable. This essential vulnerability is what is measured by the 
Neuroticism (N) factor of the Big Five (McCrae and Costa 1990); a high N is a 
marker of a vulnerable personality. Consider also that self-efficacy, self-esteem, 
self-confidence, self-discipline, self-control, self-acceptance, all depend upon a 
reasonably intact and integrated self. Some types of personality disorder are known 
for not only avoiding stress where possible, but rather their lives reflect a history of 
having courted stress and chaos. The borderline personality disorder quickly comes 
to mind, but also consider the individual with avoidant personality disorder. She or 
he has suffered distress by being arelational while yearning for relationality, 
thereby increasing the experience of stress (this is in contrast to the individual in 
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Cluster A for whom the arelational experience is ego-syntonic). In a discussion of 
the mechanisms of association between personality and physical health, one of the 
models proposed by Smith (2006) is the “transactional stress moderation model” 
which posits that personality influences, not only reactions to stresses, but also 
exposure to stresses “through decisions to enter or avoid situations, unintentional 
evocation of responses from other persons, and intentional impacts on others” 
(p. 225). Those with personality disorders cannot save themselves nor can they stay 
away from deep and troubled waters.

Coping

There are also protective resources that serve to mediate between the stressor and 
what is done to regulate the stress, including both internal and external resources 
(Pearlin and Skaff 1995). With age, such protective resources become ever more 
important (Rossi et al. 2007). One such internal source of mediation is the way in 
which the individual is prone to appraise stressors (Rossi et al. 2007), whether these 
are as challenges, hassles, or threats. Nonresilient responses to stressors have been 
demonstrated to describe more severe stressors than those demonstrating resilient 
responses (Hildon et al. 2008). The way the individual responds reflects the individ-
ual’s prior history with coping in general, coping with like events, a felt sense of 
current vulnerability (which can be impacted by current health status), as well as what 
resources he believes he can bring to meet the demand. This is consistent with the 
“interactional stress moderation model” (Smith 2006), which suggests that personality 
influences both the appraisal of and coping responses to stressful experiences.

Resources the resilient individual brings to dealing with the challenge rely upon 
their internal and external resources (Hildon et al. 2008). Some ways of coping are 
strictly cognitive, for example, constructing a narrative that allows them to revisit 
and reconstruct previous experiences in ways that can guide and support their ability 
to deal with current ones. While well-being is generally stable in old age, self-esteem 
has been shown to be more variable (Collins and Smyer 2005). A more highly devel-
oped cognitive structure can be important in the maintenance of support of self-
esteem. In addition, keeping up with one’s usual social activities and continuing 
one’s social roles can be useful. Facing challenges, individuals often rely on ongoing 
relationships, including spiritual relationships; being able to lean on others for guid-
ance and strength during times of adversity and stress. The individual with a personality 
disorder will likely have an impoverished, chaotic, and conflicted social network, 
people unavailable or unwilling to be relied upon to help.

Re-equilibration (“Bouncing Back” and “Re-centering”)

Recovery from stress involves a self-regulation process which incorporates the 
abilities to control emotions and to “choose” (volition, motivation, cognition) 
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(Beckmann and Kellmann 2004) to re-center after the event has been experienced. 
It also incorporates the (now past) experience in such a way as to reinforce self-
continuity and a sense of survivorship. These processes, culminating in the integra-
tion of the experience or re-centering, depend in large measure upon the individual’s 
abilities to reflect, observe a pattern, take this pattern as object for evaluation, and 
acknowledge one’s role in it. Being able to do so further defines the resilient indi-
vidual. This also defines where the individual with a personality disorder is likely 
to fail. In their consideration of the concept of resilience as a critical aspect of a 
conceptual bridge between coping and development, Leipold and Werner (2009) 
suggest that the process of coping, coming through life experiences, contributes to 
the individual’s development even without outward manifestations of change; the 
individual has arrived at a new centered state.

Clinical Utility: Implications for Treatment

Personality disorders do not in the main “go away” in old age. They continue to 
affect treatment, albeit while the disorder is often left unaddressed in a treatment 
plan. This omission is likely to result in significant challenges to the treatment, 
compromising its efficacy or outright dooming it to failure (Devanand et al. 2000). 
Those with personality disorders in general have difficulty creating a therapeutic 
alliance, are prone to terminate treatment prematurely, and are less compliant with 
treatment protocols than are those without personality disorder.

In addition, the individual with a personality disorder functions “as if” in accor-
dance with certain rules which contribute to making any treatment in the service 
of change very difficult. These putative rules operate to direct or govern his 
thoughts, feelings, and behaviors. One rule is that the personality traits are, even 
when causing or contributing to his distress, ego-syntonic. To him, whether or not 
they are  maladaptive is not the issue. Rather, the issue is to maintain his center “as 
is.” This is the press for “feel like me-ness,” and, even if frankly counter-produc-
tive, he will do what needs to be done to get the response he needs (from others, 
from the system, the environment) in order to restore or reinforce this position. 
This “rule” is behind a question I’ve often heard in consultation: “If he knows this 
makes people so angry at him, why does he continue to do it?” He continues to “do 
it” because the response he gets confirms his center and, to him, “feels like me.” 
In addition, he has limited flexibility to shift his responses, a limited repertoire of 
responses to call upon, and limited ability to accommodate and integrate what 
change that does occur. He is, the elderly individual with a personality disorder, 
nonresilient.

Another “rule” is that the press for change is externalized, characterized by the 
perception: “I’m not the problem. The problem is out there.” Yet another rule is that 
what problems, issues, or stressors occur are, each one, unique; there is no pattern 
to the individual’s involvement in them. She feels that what she does is the only 
right response possible, so is closed to the possibility of change. And finally, 
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personality disorder respects a rule of an illusion of uniqueness. This defines a 
major distinction between the Axis I and I disorder. Personality disorders are not 
experienced by the individual as episodic or adventitious, as is the case with other 
clinical conditions. Rather, they are the individuals, and this includes how they are 
reacted to. As noted earlier in the chapter, the effect (and thus responses to the 
effect) they have on others is a central and robust feature of personality disorder 
throughout life (Segal et al. 2006).

How might this concept of personality disorders behaving “as if” rule-governed 
guide or inform treatment? Are there ways in which resilience might be trained or 
enhanced? To begin, the requirements for treatment or intervention would need to 
respect these rules. In addition, as consistent with any offer of treatment with older 
adults, what is offered needs to be clearly relevant to what the individual comes to 
treatment for, to respect the individual’s self-resources (time, money, energy), to 
appear doable, and to predict a positive effort/benefit balance.

Treatment involving the older individual with a lifelong personality disorder 
may in addition have special goals.

Relief of symptoms: A study by assessed the congruence between dyads of expe-
rienced mental health clinicians and their older adult patients with personality 
disorders regarding the symptoms presented and distress caused by these symp-
toms. They found that the patients reported greater distress from their symptoms 
than what was attributed to them by their clinicians. Above all, any treatment 
offered must first address the relief of symptoms experienced by the patient. 
While pharmacological treatment is not designed to address the personality disor-
der itself, it is often a reasonable first line of treatment to address manifest symp-
toms and relieve distress from frequent co-morbid conditions, primarily anxiety 
and mood disorders but also transient psychosis, agitation, and impulsivity. 
Psychological treatment, in addition, has the goal of helping the individual 
accommodate what change is necessary and helping him to adjust to a new reality 
without (to the extent possible) forcing upon him a new, unrecognizable sense of 
self. The ideal intervention, of course, would be effortless, seamless, and invisi-
ble. Alas!

While it would be cruel (and perhaps unethical) to compel an individual to see 
the pattern that is his personality has lead to his misery, how he has been respon-
sible for this, and how this pattern has caused misery and pain throughout his life, 
it is a goal of treatment to give the individual tools to reduce “excess misery” in the 
future. Consider this in terms of the functions of resilience discussed.

Avoidance: Can she be led to see “trouble down the road”? Can she be helped to 
use past experiences to think about/talk about how she could be able to see this? 
Can she brainstorm ways she might be able to avoid trouble? This approach does 
not require that she shift her attribution of the source of the trouble, or force owner-
ship of it, but it focuses rather on empowering her ability to have some control over 
the situation; that trouble often just does not “happen.” If she can see it she might 
be able to avoid it, even if she attributes the cause to being “out there.”
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Coping: The vicissitudes of aging are legend; some “troubles” cannot be avoided. 
A guided review of how he has coped in the past is a good place to begin. The next 
step could be identifying what has worked and what has not worked. A more 
refined next step could be identifying what has worked for specific challenges, in 
specific contexts, etc. A psychoeducational piece can be helpful by setting out a 
smorgasbord of coping options; identifying which ones have been considered and 
tried before and which have not. A skill-building piece can follow this nicely. The 
therapy has now served to expand the repertoire of coping/responding to stressors. 
For example, for those with affective dyscontrol, the role play can be used to inten-
sify the affect while simple behavioral techniques for stress reduction can be used 
to reduce the affect.

It is beyond the scope of this chapter to discuss specific psychotherapies, but 
the use of the therapeutic encounter as a microcosm of the real world of the patient 
has special relevance for the patient with a personality disorder. The clinician’s 
response to the patient, in psychoanalytic parlance the countertransference, is, as 
has been noted, a core and robust feature of the disorder. This can be used to 
understand the patient’s experience of the world and the world’s experience of the 
patient. This helps illuminate what is maladaptive. The countertransferential 
response can be positive or negative. For example, feelings of heightened protec-
tiveness are often in response to someone with a dependent personality disorder. 
Feelings of intimidation or conversely of omnipotence can be in reaction to the 
individual with a narcissistic personality disorder. A response of extreme frustra-
tion, a feeling of being manipulated, might be in response to the borderline char-
acter. The essential point is that the reaction is not just ambient noise in the 
treatment but rather can be used to understand the phenomenology of the patient 
and guide the treatment.

There are certain recommendations, which can be made whatever specific 
psychotherapy is used. The therapy should be focused, directive, active, coopera-
tive, engaging, supportive, and encouraging of self-efficacy and responsibility. The 
common goals are to address the specific (here and now) problem(s), improve 
essential interpersonal relations (those relevant to the problem), limit maladaptive 
responses, expand the response repertoire, and coach the selection of responses to 
improve the probability of their being adaptive.

Re-centering: This phase or function incorporates a number of aspects including 
reviewing the experience (“What occurred?”); reviewing the response (“What did 
you think? Feel? Do?”); and evaluating the response (“What happened?” “Did it 
work for you? Did you get what you needed or wanted?”). If “yes,” then the next 
phase is to reinforce the response as under her control and as adaptive. If “no,” then 
the next phase is to generate alternative responses, which might have been more 
adaptive. The goal of the final phase is to help the patient integrate and assimilate 
the experience, achieving a new center. This defines the processes of “working 
through” and effecting closure. An ideal outcome would be that the individual 
comes to trust that, as life continues on, one can change and remain the same.
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Conclusion

There are numerous challenges inherent to growing older, to becoming old. It is the 
resilient individual who can survive what are often frank assaults on one’s integrity 
and sense of self. The individual with a lifelong personality disorder is less equipped 
to handle life at any stage, but perhaps especially in old age which is a stage defined 
by having inexorably run out of time to do it over again. For all of us our personalities 
are ego-syntonic, and actually may define this. For the individual whose way of 
being in the world has repeatedly caused distress and impaired successful functioning 
in important life spheres, it is still ego-syntonic. Adaptive or maladaptive, there is a 
fierce press to remain our essential selves throughout life. It is hard to change. It 
becomes even more difficult to change with advanced age. For those who are histori-
cally change aversive, those whom we recognize as being more rigid than flexible, 
the need for change, indeed multiple changes, in late life can be experienced as 
intolerable. In addition, for those with a lifelong personality disorder, their relation-
ships with others are often the source and focus of their distress. At a time in life 
when the ability to secure and tolerate mutual interdependence becomes the coin of 
the realm, they are impoverished. Limited external resources mirror their limited 
internal resources.

Old age is also a time in life marked by uncertainty, both concrete and existen-
tial. Uncertainty itself is a handmaiden of old age, and for the individual with a 
personality disorder, uncertainties are experienced as distress and pain.

As we understand personality disorders, we recognize that they reflect biological 
irregularities, and are shaped by the environment, life experiences, and the process of 
aging. The particular interaction of innate and external factors conspires to lead to mal-
adaptive manifestations of the personality traits, be they affective, cognitive, or behavioral. 
These then contribute to impaired functioning and the experience of distress.

Changes with advancing age include biological changes, and the accrual of chal-
lenges and losses, including the loss of roles and relationships, which had, earlier, in 
life, served to contain, mediate, and attenuate the expressions of the psychopathology. 
The synergistic effect of aging and a personality disorder serves organically to inten-
sify the rigidity of the affects, cognitions, and behaviors even as the lifelong press for 
self-continuity goes on (Hooker 2000).

What is adaptive in old age is the ability to achieve a balance between maintaining 
one’s antonymous functional integrity, where reasonably able, and effecting mutual 
independence with others, where reasonably necessary. It is of course at this junc-
ture of interpersonal relationships where the older adult with a personality disorder 
can be expected to have the greatest difficulty.

Resilience in old age can continue to be operationalized as the ability to avoid 
avoidable stressors, cope with those that cannot be avoided, and be able to bounce 
back to a prior level of functioning but with a new, more evolved center of self. 
A resilient old dog can learn new tricks and be able to use them adaptively. In old age, 
resilience often means calling in all of one’s chips to shore up overly challenged 
internal resources. The good news, as the research informs us, is that psychologically 
healthy older adults, even in advanced old age, are able to fare remarkably well.



473 Resilience and Personality Disorders in Older Age 

References

American Psychiatric Association (APA). (1980). Diagnostic and statistical manual of mental 
disorders (3rd ed.). Washington, DC: American Psychiatric Association.

Ames, A., & Molinari, V. (1994) Prevalence of personality disorder in community-living elderly. 
Journal of Geriatric Psychiatry and Neurology, 7, 189–194.

Asendorph, J., & van Aken, M. (1999) Resilient, overcontrolled, and undercontrolled personality 
prototypes in childhood: Replicabilty, predictive power, and the trait-type issue. Journal of 
Personality and Social Psychology, 77, 815–832.

Balsis, S., Segal, D., & Donahue, C. (in press) Revising the personality disorder criteria for 
DSM-V: Considering the later life context. American Journal of Orthopsychiatry.

Bartone, P., Ursano, R., Wright, K., & Ingraham, L. (1989) The impact of a military air disaster 
on the health of assistance workers: A prospective study. Journal of Nervous and Mental 
Disease, 177, 317–327.

Beckmann, J., & Kellmann, M. (2004) Self-regulation and recovery: Approaching an understanding 
of the process of recovery from stress. Psychological Reports, 95, 1135–1153.

Bergeman, C., & Wallace, K. (1999) Resiliency in later life. In T. Whitman, T. Merluzzi, & R. 
White (Eds.), Life-span perspectives on heath and Illness (pp. 207–223). Mahwah, 
NJ: Lawrence Erlbaum Associates.

Bernstein, D., Iscan, C., & Maser, J. (2007) Opinions of personality disorder experts regarding the 
DSM-IV personality disorders classification system. Journal of Personality Disorders, 21(5), 
536–551.

Cohen, B., Nestadt, G., Samuels, J., Romanoski, A., McHugh, P., & Rabins, P. (1994) Personality 
disorder in later life: A community study. British Journal of Psychiatry, 165, 493–499.

Collins, A., & Smyer, M. (2005) The resilience of self-esteem in late adulthood. Journal of Aging 
and Health, 17(4), 471–489.

Coolidge, F., & Merwin, M. (1992) Reliability and validity of the Coolidge Axis II Inventory: A 
new inventory for the assessment of personality disorders. Journal of Personality Assessment, 
59, 223–238.

Costa, P., & McCrae, R. (1988) Personality in adulthood: A 6-year longitudinal study of self-
reports and spouse ratings on the NEO personality inventory. Journal of Personality and 
Social Psychology, 54(5), 853–863.

Devanand, D., Turret, N., Moody, B., Fitzsimmons, L., Peyser, S., Mickle, K., et al. (2000) 
Personality disorders in elderly patients with dysthymic disorders. American Journal of 
Geriatric Psychiatry, 8, 188–195.

Engels, G., Duijsens, I., Haringsma, R., & van Putten, R. (2003) Personality disorders in the 
elderly compared to four younger age groups: A cross-sectional study of community residents 
and mental heath patients. Journal of Personality Disorders, 17(5), 447–459.

Glaser, J., Van Os, J., Mengehers, R., & Myin-Germeys, I. (2007) A momentary assessment study 
of the reported emotional phenotype associated with borderline personality disorder. 
Psychological Medicine, 38(9), 1231–1239.

Goodman, M., Weiss, D., Koenigsberg, H., Kotlyarevsky, V., Neu, A., Mitropoulou, V., et al. 
(2003) The role of childhood trauma in differences in affective instability in those with person-
ality disorders. CNS Spectrums, 8(10), 763–770.

Groves, J. (1978) Taking care of the hateful patient. New England Journal of Medicine, 298(16), 
883–887.

Harwood, D., Hawton, K., Hope, T., & Jacoby, R. (2001) Psychiatric disorder and personality 
factors associated with suicide in older people: A descriptive and case-control study. 
International Journal of Geriatric Psychiatry, 16(2), 155–165.

Hildon, Z., Smith, G., Netaveli, G., & Blane, D. (2008) Understanding adversity and resilience at 
older ages. Sociology of Health and Illness, 30(5), 726–740.

Hillman, J., Stricker, G., & Zweig, R. (1997) Clinical psychologists’ judgments of older adult 
patients with character pathology: Implications for practice. Professional Psychology: 
Research and Practice, 28(2), 179–183.



48 E. Rosowsky

Hooker, K. (2000) New directions for research in personality and aging: A comprehensive model 
for linking levels, structures and processes. Paper presented at the Annual Meeting of the 
Gerontological Society of America, Washington, DC.

Jang, K., Taylor, S., & Livesley, W.J. (2006) The University of British Columbia twin project: 
Personality is something and personality does something. Twin Research and Human Genetics, 
9(6), 739–742.

Joska, J., & Fisher, A. (2005) The assessment of need for mental health services. Social Psychiatry 
and Psychiatric Epidemiology, 40, 529–539.

Kegan, R. (1982) The evolving self. Cambridge, MA: Harvard University Press.
Kessler, E.M., & Staudinger, U. (2009) Affective experience in adulthood and old-age: The 

role of affective arousal and perceived affect regulation. Psychology and Aging, 24(2), 
349–362.

Lamond, A., Depp, C., Allison, M., Langer, R., Reichstadt, J., Moore, D., et al. (2008) 
Measurement and predictors of resilience among community-dwelling older women. Journal 
of Psychiatric Research, 43(2), 148–154.

Lautenschlager, N., & Förstl, H. (2007) Personality change in old age. Current Opinions in 
Psychiatry, 20, 62–66.

Leipold, B., & Werner, G. (2009) Resilience: A conceptual bridge between coping and develop-
ment. European Psychologist, 14(1), 44–50.

Magai, C., & Passman, V. (1997) The interpersonal basis of emotional behavior and emotion regulation 
in adulthood. Annual Review of Geriatrics and Gerontology, 17, 104–137.

Magnavita, J. (2004) Classification, prevalence, and etiology of personality disorders: Related 
issues and controversy. In J. Magnavita (Ed.), Handbook of personality disorders: Theory and 
practice (pp. 3–23). Hoboken, NJ: Wiley.

Masten, A. (1999) Resilience comes of age: Reflections on the past and outlook for the next gen-
eration of research. In M. Glantz & L. Jeanette (Eds.), Resilience and development: Positive 
life adaptations. Longitudinal research in the social and behavioral sciences (pp. 281–296). 
Dordrecht, Netherlands: Kluwer-Academic.

McCrae, R., & Costa, P. (1990) Personality in adulthood. New York: Guilford.
Neugarten, B. (1964) Personality in middle and late life: Empirical studies. Oxford: Atherton 

Press.
Pearlin, L., & Skaff, M. (1995) Stressors and adaptation in late life. In M. Gatz (Ed.), Emerging 

issues in mental health and aging (pp. 97–123). Washington, DC: American Psychological 
Association.

Rosowsky, E. (2005) Ageism and professional training in aging: Who will be there to help? 
Generations, 29, 55–58.

Rosowsky, E., & Gurian, B. (1992) Impact of borderline personality disorder in late life on 
systems of care. Hospital and Community Psychiatry, 43, 386–389.

Rossi, N., Bisconti, T., & Bergeman, C. (2007) The role of dispositional resilience in regaining 
life satisfaction after the loss of a spouse. Death Studies, 31, 863–883.

Rutter, M. (1987) Psychosocial resilience and protective mechanisms. American Journal of 
Orthopsychiatry, 57(3), 316–331.

Ryff, C., & Singer B. (1996) Psychological well-being: Meaning, measurement and implications 
for psychotherapy research. Psychotherapy and Psychosomatics, 65, 14–23.

Schneider, L., Zemansky, M., Berden, M., & Sloane, R. (1992) Personality in recovered depressed 
elderly. International Psychiatry, 4, 177–185.

Schooler, C., & Caplan, L. (2009) How those who have, thrive: Mechanisms underlying the well-
being of the advantaged in later life. In H. Bosworth & C. Hertzog (Eds.), Aging and cognition: 
Research methodologies and empirical advances (pp. 121–141). Washington, DC: APA.

Segal, D., Hook, J., & Coolidge, F. (2001) Personality dysfunction, coping style and clinical 
symptoms in younger and older adults. Journal of Clinical Geropsychology, 7, 201–212.

Shea, M., Zlotnick, C., Dolan, R., Warshaw, M., Phillips, K., Brown et al. (2000) Personality dis-
orders, history of trauma, and posttraumatic stress disorder in subjects with anxiety disorders. 
Comprehensive Psychiatry, 41(5), 315–325.



493 Resilience and Personality Disorders in Older Age 

Simeon, D., Yehuda, R., Cunill, R., Knutelska, M., Putnam, F., & Smith, L. (2007) Factors associated 
with resilience in healthy adults. Psychoneuroendocrinology, 32(8–10), 1149–1152.

Small, B., Hertzog, C., Hultsch, D., & Dixon, R. (2003) Stability and change in adult personality 
over 6 years: Findings from the Victoria Longitudinal Study. Journal of Gerontology: 
Psychological Sciences, 58B(3), 166–176.

Smith, T. (2006) Personality as risk and resilience in physical health. Current Directions in 
Psychological Science, 15(5), 222–231.

Smith, B., Dalen, J., Wiggins, K., Tooley, E., Christopher, P., & Bernard, J. (2008) The brief 
resilience scale: assessing the ability to bounce back. International Journal of Behavioral 
Medicine, 15(3), 194–200.

Smyer, M., Zarit, S., & Qualls, S. (1990) Psychological intervention with the aging individual. In 
J. Birren & K. Schaie (Eds.), Handbook of the psychology of aging, 3rd ed. (pp. 373–40). San 
Diego, CA: Academic.

Staudinger, U., & Fleeson, W. (1996) Self and personality in old and very old age: A sample case 
of resilience? Development and Psychopathology, 8(4), 867–885.

Stawski, R., Sliwinski, M., Almeida, D., & Smyth, J. (2008) Reported exposure and emotional 
reactivity to daily stressors: The roles of adult age and global perceived stress. Psychology and 
Aging, 23(1), 52–61.

Stevenson, J., Meares, R., & Comerford, A. (2003) Diminished impulsivity in older patients with 
borderline personality disorder. American Journal of Psychiatry, 160, 165–166.

Svanborg, P., Gustavsson, P., Mattila-Evenden, M., & Asberg, M. (1999) Assessment of maladap-
tiveness: A core issue in the diagnosing of personality disorders. Journal of Personality 
Disorders, 13(3), 241–256.

Svrakic, D., Lecic-Toseviski, D., & Divac-Janovic, M. (2008) DSM Axis II: Personality disorders 
or adaptation disorders? Current Opinion in Psychiatry, 22, 111–117.

Tackett, J., Quilty, L., Sellbom, M., Rector, N., & Bagby, M. (2008) Additional evidence for a 
quantitative hierarchical model of mood and anxiety disorders for DSM-V: The context of 
personality structure. Journal of Abnormal Psychology, 4, 812–825.

Torgersen, S., Lygren, S., Quien, P., Ingunh, S., Onstad, S., Evardsen, J., et al. (2000) A twin study 
of personality disorders. Comprehensive Psychiatry, 41, 416–425.

Tyrer, P. (1998) Feedback for the personality disordered. Journal of Forensic Psychiatry, 9, 1–4.
Tugade, M., Fredrickson, B., & Barrett, L. (2004) Psychological resilience and positive emotional 

granularity: examining the benefits of positive emotions on coping and health. Journal of 
Personality, 77(6), 1161–1190.

Valliant, G. (2002) Aging well. Boston: Little, Brown.
Van Alphen, S., Engelen, G., Kuin, Y., & Derksen, J. (2006) The relevance of a geriatric sub-

classification of personality disorders in the DSM-V. International Journal of Geriatric 
Psychiatry, 21, 205–209.

Wakefield, J. (2008) The perils of dimensionalization: Challenges in distinguishing negative traits 
from personality disorders. Psychiatric Clinics of North America, 31(3), 379–393.

Wallace, K., Bisconti, T., & Bergeman, C. (2001) The mediational effect of hardiness on social 
support and optimal outcomes in later life. Basic and Applied Social Psychology, 23, 
267–279.

Weed, K., Keough, D., & Borkowski, P. (2006) Stability of resilience in children of adolescent 
mothers. Journal of Applied Developmental Psychology, 27, 60–77.

Widiger, T., & Lowe, J. (2008) A dimensional model of personality disorder: Proposal for DSM-
V. Psychiatric Clinics of North America, 31(3), 363–378.

Windle, G., Markland, D., & Woods, R. (2008) Examination of a theoretical model of psychological 
resilience in older age. Aging & Mental Health, 12(3), 285–292.

Yates, T , Egeland, B., & Sroufe, L. (2003) Rethinking resilience: A developmental process perspective. 
In S. Luthar (Ed.), Resilience and vulnerability: Adaptation in the context of childhood adversities 
(pp. 243–266). New York: Cambridge University Press.

Zautra, A., Finch, J., Reich, J., & Guarnaccia, C. (1991) Predicting the everyday life events of 
older adults. Journal of Personality, 59(3): 507–538.



50 E. Rosowsky

Zivian, M., Larsen, W., Knox, J., Gekoski, W., & Hatchette, V. (1992) Psychotherapy for the 
elderly: Psychotherapists’ preferences. Psychotherapy: Theory, Research, Practice, Training, 
29(2), 668–674.

Zweig, R., & Agronin, M. (2006) Personality disorders in late life. In M. Agronin & G Maletta 
(Eds.), Principles and practice of geriatric psychiatry, (pp. 449–446). Philadelphia: Lippincott, 
Williams & Wilkins.



51

Introduction

As the field of gerontology has become better established and developed more 
historical perspective and interdisciplinary depth, we can note a progression in 
thinking about concepts and theories of aging, what the experience of getting older 
means, and how it can be shaped as a process (e.g. Bengtson et al. 2008). Conceptual 
theses generate antitheses resulting in syntheses and new directions for research. So 
it is with the development of the concept of resilience with respect to older adults. 
Just as early research characterizing “normal” aging led to the excitement and 
enthusiasm surrounding the concept of “successful” aging, so, too, has this latter 
concept given way to the more recent concept of “resilience” in aging.

Similarly, conceptualizing the concept itself has presented unique potentials and 
pitfalls, as has been examined in the earlier chapters in this handbook. Is resilience 
a personality trait, a process, or both? Is it a single trait or actually part of a larger 
constellation of related personal characteristics? Does it remain constant or change 
over time? Seeking answers to these questions is both complicated and facilitated by 
the use of different disciplines and research methodologies to study the concept of 
resilience. This research effort has recently generated statements about the pressing 
need to deconstruct the essence of resilience and “interrogate the social, cultural, and 
economic dimensions that shape it” (Becker and Newsom 2005, 221).

As mentioned, in this context it is interesting to note how the early and subse-
quent articulation of the concept of “successful aging” (Rowe and Kahn 1987, 
1997) gave way to criticism of its highly individualistic biases and disregard of the 
broader social, economic, political, and environmental dimensions and determi-
nants of health in old age (Holstein and Minkler 2003). Some researchers now 
suggest that resilience might be a preferable concept to the more well-established 
one of successful aging, because it represents a more reasonable and attainable goal 
for most older adults (Hildon et al. 2010). The biopsychosocial approach to research 
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on successful aging suggested by Inui (2003) includes studies of resilience and 
generativity.

Additionally, factors that influence or are, in turn, affected by resilience are also 
subjects for study and research. For example, what is the relationship between 
resilience and psychological well-being, physical health, social support, and eco-
nomic resources? Additionally, how is our interpretation of resilience shaped by our 
understanding of factors both internal and external to the individual, as studied by 
different research traditions in gerontology (e.g. qualitative vs. quantitative)? It has 
been said that, “we don’t see things as they are; we see things as we are” [Anaïs 
Nin, as cited in Baldwin (2000, xii)], and so it is with the concept of resilience and 
its interrelated facets.

The purpose of this chapter is to provide a framework for sorting out these 
complex and sometimes conflicting relationships, in a way that both broadens and 
deepens our understanding of the factors associated with resilience and its impor-
tance for older adults. In particular, we employ an interdisciplinary approach, 
highlighting the important contributions that different fields of study make to an 
understanding of the facts, factors, and facets surrounding this emerging concept. 
If, as suggested above, “we see things as we are,” then differing views and perspec-
tives are needed to assemble a complete and accurate understanding of any multi-
faceted and multidimensional concept.

Developing a Metaphor

Thinking metaphorically can be helpful in furthering our understanding of, and 
insights into, complex and complicated concepts. A metaphorical representation 
can provide new avenues of understanding to guide both research and application. 
Metaphor-based approaches may be particularly useful in gerontology, shedding 
new light on interdisciplinary correlations and connections (Kenyon et al. 1991).

Buffers of Old Age

Early research on resilience as a general concept suggested that it be thought of as 
a “buffer” between adversity and negative outcomes (Rutter 1987), a term that had 
already been used previously in epidemiological research in gerontology to inter-
pret some significant health-related outcomes from the involuntary relocation of 
older adults in the community (Kasl et al. 1980; Ostfeld 1985). In this research, the 
“buffers of old age” included such external factors as social support (having a child 
living within a 50-mile radius) and internal factors as life meaning (having a sense 
of oneself as a religious person).

The concept of “buffers of old age” has reappeared again more recently in the 
gerontological literature (e.g. Wagnild 2003; Wagnild and Young 1993; Windle 
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et al. 2008) to describe protective factors that seem to mediate between stressful or 
adverse events and consequent behaviors or protective responses. This concept may 
be considered to capture both “intrinsic” factors, such as personality traits of flex-
ibility, and “extrinsic” elements, such as social support. In terms based on Bourdieu’s 
(1986) capital framework, resilience includes elements of both human capital (i.e. 
resources within the person) and social capital (e.g. social networks and support) 
that can be used to convert resources into adaptive responses (Harris 2008; Netuveli 
et al. 2008).

Resilience Repertoire

The metaphor we would like to propose in this chapter as a framework for exploring 
factors related to resilience in older adults is that of a “resilience repertoire,” i.e. a 
supply of skills and resources that can be used to moderate “the bad things that 
happen” in the lives of older adults to reduce or blunt the negative consequences of 
those events, or even in some cases to lead to positive growth and development 
(Hardy et al. 2002). Individuals may have a variety of factors or elements in their 
repertoire and use them in differing ways at different times and in varying circum-
stances. There is thus a contextual and dynamic aspect to resilience over time and 
across an individual’s lifespan (Kinsel 2005).

In addition, there can be cumulative or additive effects involved, such as when 
adverse events or challenges become compounded or chronic and create a greater 
element of risk for negative outcomes (Hildon et al. 2008). As Netuveli et al. (2008) 
suggest, “The resilient [are] ordinary people, without superpowers, as indicated by 
the fact that as adversities add up the probability of resilience decreases; resilience 
does not imply invulnerability” (p. 990).

Finally, there is a dimension to resilience suggesting that one’s repertoire is a 
part of their life story or personal narrative, a theme of growing importance and 
relevance in gerontology generally (Birren et al. 1996; Kenyon et al. 2001, 2010). 
In this instance, the meaning assigned by individuals to life events and adversity, 
and how this meaning is incorporated into their ongoing development of self-
identity to maintain constancy and continuity across their lifespan, can itself 
become a resource in the face of life’s adversity (Collins and Smyer 2005; Hildon 
et al. 2010). As Windle et al. (2008) point out in the area of psychological resil-
ience, such divergent theorists of aging as Erikson et al. (1986) and Kaufman 
(1986) both underscore the importance of the continuing development of the self 
across the life span and the emergence of life themes and wisdom as a key compo-
nent of resilience in old age.

Meaning in life has been identified as an important dimension of resilience 
among adults and older adults in several studies. For example, Heisel and Flett 
(2008) identified perceived meaning in life as a factor related to resilience, and 
found that it explained significant variation in suicide ideation over and above 
physical and mental health problems. Having meaning and meaningful relationships 
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was identified as a theme in an exploratory study of resilience among adults who 
have experienced mental illness (Edward et al. 2009). Meaning-making was also 
found to be essential to resilience in Greene and Graham’s (2009) study of Nazi 
Holocaust survivors, and in Gosselink and Myllykangas’ (2007) research on older 
women living with HIV/AIDS. Overcoming loneliness through maintaining 
connections to others was found to be key to resilience for older widowers after the 
death of their spouses (Crummy 2002). Taken together, these studies support the 
earlier work by Burbank (1992) that meaning in life – especially meaning in rela-
tionships with others, spirituality, and activities – is key to health and resilience.

Research on the related and earlier concept of “stamina” by Colerick (1985) 
reinforces the importance of understanding an older individual’s life history and 
how adversity has been addressed previously and incorporated into current 
experience. In this research, stamina is characterized by five different dimen-
sions, based on the analysis of extensive interview data: (1) capacity for growth, 
(2) personal insight, (3) life perspective, (4) likelihood of functional breakdown, 
and (5) general competence. Both good physical health over the entire life history 
and greater levels of educational attainment were related to higher stamina. These 
findings are significant, because they emphasize the need for a life course per-
spective on resilience and suggest the possibility of a resilience “trajectory” in 
old age based on previous experiences of coping with challenges in one’s life. 
Cumulatively, these life experiences may enrich and enhance one’s repertoire for 
dealing with continued adversity as one grows older and faces the likelihood of 
increasing losses associated with advancing age.

These aspects of the “resilience repertoire” can be used as a conceptual frame-
work for understanding the factors linked by research to an understanding of the 
adaptive responses to adversity that may help to protect adults from some of the 
losses and challenges of growing older.

Stressors and Adversities

Perhaps not unexpectedly, the research on resilience seems to emphasize the 
responses by older adults to life events more than the specific, in-depth understanding 
of the dimensions of these events themselves. This may not be surprising, given the 
fact that research on stress has suggested that it is not so much the event itself that 
may be stressful, as the meaning or significance of the event to the individual and the 
larger context in which it occurs (Hardy et al. 2002; Masuda and Holmes 1978).

Ryff et al. (1998) have suggested that resilience in later life be focused on the 
potential of older adults to maintain their mental health in the face of threat or risk. 
Some gerontological research has specifically been directed toward determining the 
types of adversities that can be expected with increasing age and that therefore 
may serve as the basis for stressors. For example, Hildon et al. (2008) suggest that 
“adversity [centers] on limited circumstances and opportunities brought about 
by physical, mental, or social losses” (p. 737), which are most often related to 
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the death or illness of a loved one, one’s own poor health, or circumstances in 
retirement. They also propose a temporal dimension to understanding adversity, 
and recommend capturing changes in these domains over multiple years and based 
on deteriorating health, increased stress, and worsening life circumstances. There 
is some suggestion that resilience may be more prevalent among the old–old than 
among young–old adults (Mehta et al. 2008; Seplaki et al. 2006).

In this research in particular, health issues play a central role. For example, 
Netuveli et al. (2005, 2006) have reported that poor or declining health reduces the 
quality of life of older adults, particularly when it results in physical impairment or 
functional limitation. Hildon et al. (2010) extend this insight by demonstrating that 
the experience of adversity is magnified by the more limiting effects of health prob-
lems, such as impacts on activities of daily living (ADL). In addition, they may be 
less easily managed and be experienced as problems that have become compounded 
and gotten worse over time.

Hardy et al.’s (2002) research specifically assessed stressful life events among 
community-dwelling older adults, and it was found that among their subjects 18% 
identified a personal illness or injury, 42% the death of a family member or friend, 
23% the illness or injury of a family member or friend, and 17% a nonmedical event 
over the previous 5 years. The last category included such events as victimization 
and changing residence, as well as events affecting another family member (such 
as divorce or the unemployment of a child). A significant finding from this research 
is that medical and nonmedical events may be of equal importance in their impact 
on the lives of older adults.

More recent research by Hildon et al. (2010) defined the adversities examined 
as “being limited by ill health or (in the past 5 years) deteriorating health, having 
more stress, changing life circumstances, being worse off financially, and experi-
encing a negative or difficult event such as bereavement” (p. 39). Importantly, they 
also suggested that negative life events, including both bereavement and retirement, 
may be acute or chronic. For example, the death of a spouse can continue to inter-
fere with the daily routine of the survivor, serving as a constant and ongoing 
reminder of the loss. In their research, they found that 34.5% of respondents had 
experienced worse health, 33.3% more stress, 23% worse life circumstances, 40.8% 
limiting illness, 19.5% worse finances, and 71.3% had had a negative life event in 
the past 5 years.

Enriching these results and insights into the circumstances of adversity are studies 
focusing on specific types of stressors. For example, the experience of illness has 
been explored in the context of dementia (Harris 2008) and serious chronic condi-
tions (Becker and Newsom 2005). Importantly, the latter study added the dimension 
of ethnicity to the need for a complete understanding of the role of a life course 
perspective within the broader cultural, social, and economic context of adversity, 
a theme also captured in other research (e.g. Felten 2000). Still other studies have 
gone into more depth in exploring the circumstances surrounding adversity in 
bereavement and widowhood (e.g. Bonanno et al. 2004).

The collective importance of these studies is that they draw attention to ques-
tions about the nature or types of stressors, the possibility of additive or cumulative 
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effects of adversity, and its duration and whether it is acute or chronic. Each of 
these aspects may create very different and challenging experiences for older 
adults, depending on their total set of life circumstances and resources for coping.

Specific Components of the Resilience Repertoire

The focus of this discussion will not include the personality- or trait-related factors 
in one’s resilience repertoire, as these are topics considered by other authors in this 
book. Rather, this chapter focuses on those elements related to the two broad 
categories of health and social and economic factors that can be characterized as 
part of the individual’s personal supply of resources for coping with adversity.

Health Resources

There are five aspects of health that are relevant to a discussion of resilience: 
(1) health status, (2) health promotion, (3) physical activity, (4) nutrition, and (5) 
medication compliance and personal medicine.

Health Status

Older adults are sometimes quoted as saying, “if you have your health in old age, 
you have everything,” based on the insight that good health is a major instrumental 
resource in achieving other important life goals and outcomes. Poor health and 
resultant functional limitations can, indeed, become a barrier and a challenge in 
reaching a whole host of other objectives in one’s life as an older adult.

Consequently, in much of the current resilience research, (poor) health tends to 
be addressed more as a factor in causing adversity than as a response to it. An 
exception is the early research on stamina by Colerick (1985), suggesting that high 
levels of self-reported physical health that extend back over one’s life history are 
correlated with increased levels of stamina in old age. A “life pattern” of self-
perceived good health seems to equip an individual with important resources for 
facing some of the potential challenges of growing older.

Additional studies extend this insight by suggesting that it is not so much the 
level of health status or absence of health problems, but rather how health is defined 
and viewed by the individual that is important. This finding is consistent with the 
now widely recognized phenomenon that older adults “overestimate” their self-
reported health compared to “objective” measures of their health status. Even under 
these circumstances, however, there does not seem to be a clear-cut correlation 
between resilience and self-reported or perceived health.
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For example, Nygren et al. (2005) found that there was no correlation between 
scores on a variety of psychological measures of resilience, sense of coherence, 
purpose in life, and self-transcendence in relation to perceived physical health. In 
contrast, Hardy et al. (2004) determined that good to excellent self-rated health was 
associated with high resilience. Interestingly, in their study Hildon et al. (2008) 
found that participants with resilient outcomes rarely talked about health-related 
limitations and did not dwell on them.

In summary, it seems not to be the case in every instance that health status consti-
tutes a major resource in an older adult’s resilience repertoire; rather, it is the way 
in which health problems are viewed and given meaning by the individual that is 
important. More research is certainly needed here to clarify apparent opposite find-
ings and to shed more light on the role that health plays as a component of the 
resilience repertoire.

Health Promotion

A focus not found in the previous research literature on resilience, yet one having 
increasing importance for the future in terms of reducing the prevalence of chronic 
disease and functional impairment, is that of health promotion with older adults 
and its interrelationship with reducing risk and increasing resilience (Smith et al. 
2004). This topic draws on a life course perspective, suggesting the importance of 
a long history of established healthy behaviors, a point emphasized earlier in the 
literature on stamina (Colerick 1985). An emphasis on health promotion is based 
on the assumption that appropriately designed interventions can improve or main-
tain health status and thereby enhance resilience in older adults (Luthar and 
Cicchetti 2000).

For example, pilot research by Clark et al. (2009) suggests that interventions 
may be successfully developed for older adults to maintain key elements of healthy 
lifestyle – such as exercise and diet – and thereby buffer them from “going off 
track” in these behaviors in response to a range of setbacks associated with aging. 
Anchored in the concepts and methods of selective optimization with compensation 
(Schulz and Heckhausen 1996) and goal-setting (Gebhardt and Maes 2001), such 
interventions may promote and support the internal processes used by individuals 
to acquire or maintain healthy behaviors (Prochaska et al. 1992; Prochaska and 
Velicer 1997).

Initial findings from this intervention research suggest that there may be 
different types of trajectories of maintaining positive behavioral patterns in the face 
of risks for “going off track” (followed by their relative proportions in the partici-
pant pool): (1) those older adults readily maintaining behaviors (50%), (2) those 
benefiting from guidance in coping with adversity (25%), (3) those stymied by 
adversity (15%), and (4) those with low motivation to maintain behaviors or partici-
pate in the intervention (10%). Identifying those vulnerable individuals for whom 
resilience to adverse events might be strengthened has important implications for 
targeting future interventions.
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Physical Activity

A geriatrician colleague of the authors talks to his patients about the importance of 
their “making daily deposits into their exercise account” to build up their physical 
reserve capacity upon which to draw if they become sick or hospitalized – much 
like financial deposits in a bank account provide needed resources in an economic 
downturn. This expression captures the importance of physical activity in one’s 
resilience repertoire.

A lifetime of regular physical activity strengthens a broad range of physiological 
systems in older adults, which influence health and well-being, chronic disease 
development, and functional capacity. Regular physical activity provides many 
health benefits, including reduced coronary risk, higher bone density, greater 
muscle mass, lower risk of falls, less body fat, and slower development of disability 
in old age (American College of Sports Medicine 2009). Research also suggests 
that physical activity levels are associated with cognitive resilience, including faster 
reaction times, improved psychological well-being, and reduced risk of cognitive 
decline and dementia (Hogan 2005).

With regard to the effects of acute care, hospital stays impose a degree of immo-
bility on patients, often resulting in functional decline that begins as early as the 
second day (Hirsh et al. 1990). In a study of over 1,200 community-dwelling older 
adults hospitalized for acute illnesses, 31% experienced a decline in their ability to 
perform ADL between preadmission and time of hospital discharge (Sager et al. 
1996). During hospitalization, those with the greatest loss in ADL are most likely 
to be admitted to a nursing home (Rudberg et al. 1999). Individuals who are physi-
cally active have higher levels of functional ability and may be better able to tolerate 
a hospital stay with no loss in the ability to perform ADL.

Indeed, research findings suggest that “prehabilitation,” a program to enhance 
functional exercise capacity in older adults before surgery to minimize postopera-
tive morbidity, is feasible (Carli and Zavorsky 2005). Moreover, other research 
indicates that walking more than four hours per week is associated with a signifi-
cantly reduced risk of hospitalization for cardiovascular disease in older men and 
women, allowing individuals to avoid the negative functional outcomes of hospital 
stays (LaCroix et al. 1996).

Physical activity also contributes to resilience via psychosocial pathways. It is 
associated with improvements in psychological health and well-being, including 
reduced levels of perceived stress and a lower risk of depression and anxiety 
(American College of Sports Medicine 2009; Starkweather 2007; Taylor-Piliae 
et al. 2005). Social support may also play an important role in improvements in 
overall well-being. In one study, improved social relations were related to increased 
satisfaction with life and reductions in loneliness in sedentary older adults who 
participated in an exercise program (McAuley et al. 2000). In another study of 
community-dwelling older adults by Talsma (1995), physical function, psychological 
function, and well-being were all supported as dimensions of resilience. Physical 
activity, aerobic exercise, and community involvement were significantly related to 
resilience and moderated the effects of chronic conditions on resilience.
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Finally, the relationship between physical activity and self-efficacy is also well 
established. In a literature review, McAuley and Katula (1998) concluded that most 
exercise intervention studies in older adults result in improvements in both self-
efficacy for physical activity and physical fitness. Self-efficacy contributes to the 
maintenance of physical activity and physical function, particularly in those who 
are at risk for functional decline, allowing them to carry out basic self-care activi-
ties when their ability to do so is challenged (Mendes de Leon et al. 1996).

Nutrition

Healthful dietary and activity patterns have been associated with a reduction in 
mortality among the elderly as well as a reduction in the rate of cognitive decline 
(Feart et al. 2009; Knoops et al. 2004; Mitrou et al. 2007). Dietary patterns char-
acterized by consumption of a variety of such nutrient-dense foods as fruits and 
vegetables appear to be most protective. This pattern could be conceptualized as 
building up a “nutritional bank account.” The 2005 Dietary Guidelines for 
Americans (USDHHS/USDA 2005) recommend that older adults select a variety 
of nutrient-dense foods. On the other hand, inadequate dietary intake (protein-
energy undernutrition) can lead to a loss of muscle mass with a negative effect on 
the performance of ADL (Sharkey et al. 2004) as well as an increased risk of mor-
tality (Mahan and Escott-Stump 2008). Age-related loss of taste sensitivity 
(Shaffer and Tepper 1994), depression, lack of access to food, social isolation, and 
bereavement are other factors associated with inadequate intake (Mahan and 
Escott-Stump 2008). Simple interventions such as providing an additional meal or 
a companion at meals have been effective in increasing intake in homebound older 
adults (Locher et al. 2005).

Another factor is the presence of chronic diseases leading to dietary restrictions 
often related to inadequate dietary guidance provided by health care providers 
(Shatenstein 2008). The dietary pattern associated with inadequate intake is one of 
low dietary variety and limited consumption of nutrient-dense foods (Roberts et al. 
2005). Although there has been little research focusing on nutrition-related resil-
ience in older adults, a qualitative study by Greaney and colleagues found that 
disruption in routine, illness, and loss were cited as reasons for relapse. Those who 
were resilient cited determination and willpower as important in returning to 
healthful eating patterns (Greaney et al. 2004).

Medication Compliance and Personal Medicine

For older adults, the analysis of medications taken to manage chronic illnesses can 
serve as a proxy measure of complex and overlapping medical conditions that 
threaten independence. Adherence to complex medication regimens is presumed to 
be all-important to managing a person’s chronic conditions, causing recovery or 
stabilization from disease symptoms and helping to promote well-being. However, 
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an approach to a patient with a chronic illness that focuses on sickness alone will 
oftentimes miss adaptive strategies that individuals use to maintain good health.

The adaptive steps individuals take to maintain health and well-being have been 
referred to as “personal medicine” (Deegan 2005). Personal medicine includes 
activity that gives meaning and purpose to one’s life, such as participating in 
hobbies, helping others, and performing one’s work and family role. Personal medi-
cine is also a self-care strategy when individuals perform activities, such as exercise 
or socializing, that they recognize help them to feel better.

The concept of personal medicine also includes noncompliance to medication 
when the person believes that the medication interferes with life activities that are 
meaningful. For instance, a medication used to treat hypertension that causes 
dizziness and impairs mobility so that an individual can no longer complete a 
meaningful activity in his or her life may not be accepted. Medication nonadherence, 
as a coping skill and a component of self-efficacy, is an important example of 
resilience in adults. Unfortunately, the concept of individual nonadherence to medi-
cations that is consistent with health promotion is not well developed or well studied. 
Health care providers must try to incorporate a person’s treatment and health goals 
into the medical care plan. Understanding activities that individuals value, as well 
as self-initiated interventions that people use to control disease and disease symp-
toms, will identify important outcomes of treatment.

Social and Economic Resources

There are three aspects of social and economic resources that are relevant to a dis-
cussion of resilience: (1) social support, (2) activities, and (3) finances.

Social Support

Social support has emerged consistently as a major component of resilience. The 
term “social capital” has been used to describe the resources involving social support 
and networks that can be employed to buffer older adults from adversity (Netuveli 
et al. 2008). For example, these same researchers found that, “The only variable that 
was consistently related to resilience was social support, measured in terms of hav-
ing people who can be trusted and who will offer help, comfort, and appreciation, 
especially in a crisis” (p. 989). Importantly, it appeared that support before and dur-
ing adversity, rather than after and in response to it, was the important factor. Earlier 
research on stamina has also highlighted the importance of support available from 
close family members, such as spouses and confidants (Colerick 1985).

The specific element of personal relationships as a factor in social support has 
also been highlighted. Hildon et al. (2008) suggest that a key factor in weathering 
life events is the recognition of the availability of help and those who can be relied 
on for it. In their study both resilient and nonresilient groups, in fact, relied on 
family, friends, and neighbors for socializing and sometimes practical support. 
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The key difference between the groups was related to the nature of the impacts of 
the loss of a loved one or the consequences of health problems.

In addition to relationships, integration into the community, suggesting 
placement of the older adult within a web of supportive relationships, has emerged 
as an important variable. In the research by Hildon et al. (2010), a good sense of 
community was related to “having a lot of friendly neighbors,” “people looking out 
for each other,” “a good community spirit,” and “having a good mix of people.” 
Community integration was also captured through involvement in paid employ-
ment, voluntary work, or community organizations. Expanding on the theme of 
webs and networks, Netuveli et al. (2008) state that, “resilience is to be found in 
the warp and woof of family and civic society” (p. 990), suggesting through a 
weaving metaphor the importance for resilience of an integrated and interwoven set 
of relationships that make up the very fabric of a community.

Activities

In addition to social support, the concept of activities in which older adults may be 
engaged seems relevant to resilient responses to adversity. For example, using 
activities diaries, Hildon et al. (2008) found that study participants with resilient 
outcomes reported nearly twice as much involvement in leisure or household activi-
ties that took place alone than those in the vulnerable outcome group. In related 
research on successful aging, a higher level of daily activity (e.g. reading, listening 
to the radio, and visiting with family) was associated with greater self-reported 
levels of successful aging (Montross et al. 2006), and ultimately with increased 
happiness, better functioning, and lower mortality (Menec 2003).

Finances

Hildon et al. (2010) specifically studied the role that financial or economic 
resources (including home ownership) might play in moderating adversity or 
enhancing quality of life among older adults. Somewhat paradoxically, their 
research determined that worsening financial circumstances were not significantly 
related to negative changes in quality of life in their older adult cohort, nor were 
adequate or more than adequate financial resources considered a protective factor 
in facing adversity. Their conclusion was that “insufficient income may not be as 
threatening and indeed sufficient income may not be as protective as other, perhaps 
less tangible, circumstances” (p. 9), such as social support.

Discussion and Conclusions

It is clear that the concept of resilience is multifaceted and multidimensional, a 
dynamic relationship between, on the one hand, stressors and adversities in the 
environment and, on the other, responses and reactions to them from an older 
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adult. In understanding this complex interplay of factors and forces, it is essential 
that we approach the topic of resilience from an integrative and interdisciplinary 
perspective, much as the field of gerontology in general deals with the issues of 
aging.

Research on the stress and adversity side of the equation includes consideration 
of health and mental health status and maintenance, and includes losses and 
changes in these factors over time. In particular, impacts creating impairment and 
functional limitation in ADL are important. Additionally, such losses as those asso-
ciated with bereavement and relocation represent nonmedical factors that may be 
as important as those related to health. In all these stressors, it is essential that we 
consider the broader social, cultural, and economic contexts represented by gender, 
ethnicity, and class. Additive or cumulative effects over time, as well as acute vs. 
chronic conditions, are also aspects that must be taken into account. Finally, resil-
ience has temporal and developmental aspects, and depends on the individual’s 
interpretation of his or her life situation, experience, and resources.

On the other side of the resilience equation, the metaphor of resilience “repertoire” 
has been suggested as a way to understand the supply of skills and resources that can 
be used to moderate the impacts of stressors and adversities on the individual, and 
even lead to positive growth and development. The emergence of the meaning of life 
events for the individual, set against the backdrop of their own personal story or nar-
rative that gives life continuity and meaning, is especially relevant here. In this 
regard, the skills and resources in one’s repertoire are organized, selected, and 
wielded in unique ways that depend on the individual’s values and themes that give 
his or her life integrity and meaning in a very personal way.

As an element in the resilience repertoire, health status may be important as a 
factor filtered through the individual’s perception, but the research on its impor-
tance seems to be mixed in understanding its relationship to resilience. However, a 
life course perspective on healthy behaviors and health promotion does seem to be 
relevant to reducing risk and increasing resilience, suggesting a way of examining 
the concept through a life trajectory approach introducing the possibility of inter-
vention to change its slope and even direction. In particular, physical activity and 
nutrition have a strong research base of evidence linking these two health behaviors 
to the development of a “reserve account” upon which the individual may draw 
when such health-related events as illness or hospitalization occur. In addition, the 
concept of “personal medicine” as an extension of individual health behavior cap-
tures elements of activities that give one’s life meaning and purpose, linked to 
self-efficacy and self-care, in support of feeling well.

Finally, there is a substantial and well-documented literature on the importance 
of social support for an individual’s ability to weather life’s crises. Turning to 
friends, family, neighbors, and others during such times has consistently been 
shown to provide critical resources for an older adult in coping with life’s adversi-
ties. In a larger sense, being part of a community, of a web of supportive relation-
ships, is the essential ingredient in support. Having meaningful activities on a daily 
basis, whether pursued alone or with others, is another facet of the psychosocial 
factors related to resilience.
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In conclusion, investing in one’s human and social capital may be seen as a 
critical element in supporting an individual’s ability to weather life’s crises and to 
cope with adversities. An understanding of the different factors that go into one’s 
resilience repertoire can suggest areas for potential interventions to support and 
enhance it. In this sense, examining the facts, factors, and facets of resilience in 
older adults can lead to designing ways to develop and enhance it to promote an 
individual’s quality of life into old age – a worthy goal, indeed!
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Aging successfully has been held as a goal for older adults (Bowling 2007), yet late 
life brings its share of troubles that do not always lend themselves to this ideal 
(Harris 2008). For many elders, simply maintaining stability despite loss is the 
more achievable aim. Resilience in late life can be conceptualized as the mainte-
nance of physical and psychological health in the face of risk or threats (Mehta 
et al. 2008). The study of resilience originally developed from the literature on 
psychopathology (Staudinger et al. 1995), and has grown to incorporate a diverse 
literature base that includes positive psychology, adult development, and stress and 
coping. The process of aging itself can lead to development of adaptive coping 
mechanisms and wisdom, allowing one to meet the demands of later life with 
strength (Foster 1997). Resilience may well be possible for all older adults, including 
those with cognitive or emotional impairments.

Factors Affecting Psychological Resilience

In contrast to the focus on personality variables such as hardiness that may make 
one resilient (Funk 1992), often known as the “first wave” of resilience theory, or 
to the processes that result in resilience after a loss or threat (“second wave”), later 
researchers began asking by presuming that given the right context of interpersonal 
and social variables, resiliency is more likely to occur, the third wave of resiliency 
inquiry (Richardson 2002). In a review of the literature on the first two waves, 
Jacelon (1997) described the traits associated with resilience in adulthood including 
self-reliance as well as equanimity and outlined a possible two-step path to the 
process of resilience: disruption and reintegration. The third wave of research poses 
the question of what is innate that drives resilience to occur, perhaps a more exis-
tential line of inquiry than the preceding waves, incorporating theories from such 
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diverse disciplines as physics, Eastern medicine, and psychoneuroimmunology 
(Richardson 2002). The application of these waves of research to late-life develop-
ment is varied. Leipold and Greve (2009) argue that the debate between resilience 
as a trait or a process is ultimately circular, and resilience should instead be seen as 
part of a broader model of coping and development. They have proposed a model 
attempting to incorporate resilience as the activation of coping processes success-
fully utilized across time to maintain stability or growth. These coping processes 
may include assimilation and accommodation which foster stability and growth.

There is a debate in the resilience literature as to whether the term “resilience” 
implies simply a recovery to stability, or if it may also include the concept of 
growth or evolution following a disruptive event, termed “adversarial growth” 
(Richardson 2002; Linley and Joseph 2005; Bonanno 2005). Resiliency itself 
implies that there is something to overcome or bounce back from, though previous 
methodology has not always identified what older adults are resilient to, besides 
late life itself. Using a stratified subsample of a longitudinal study (Boyd Orr cohort 
aged 62–82 years), Hildon et al. (2009) captured acute and chronic effects of various 
adverse events, including bereavement, deteriorating health, and financial woes. 
The effect of multiple adversities was also investigated, as most individuals in reality 
do not confront just one difficulty at a time. In this study, resilience was operation-
alized by having a better than average quality of life. Results suggested that while 
those who were resilient had experienced adversity, they also displayed use of 
resources. Psychological resilience was correlated with an adaptive coping style, 
marked by problem-solving and learning from experience. Those with less resil-
ience (termed vulnerable) tended to use an avoidant style of coping. Access to 
social support (with emphasis on useful and meaningful assistance) was also an 
important component of resilience.

In a companion study utilizing both quantitative and qualitative data from focus 
groups of the Boyd Orr cohort, specific means of coping were elicited from partici-
pants in their own words (Hildon et al. 2008). Adversity was correlated with rigid, 
inflexible ways of coping. Resilient focus group members also emphasized a sense 
of stability that (along with social support and positive coping skills) resulted in 
their being able to weather problems over time. Researchers recommended that 
interventions to promote resilience be made on both an individual level (engaging 
in reminiscence or life review therapy to provide a sense of meaning and coherence 
in the face of adversity) and a community level (improving access to social supports 
to alleviate burden).

Self-Esteem

The maintenance of self-esteem into later-life may shore up individuals against 
adversity. Two waves of data from a larger study (Collins and Smyer 2005) were 
used to explore the trajectory of self-esteem across time (a 3-year period), in 
the context of typical stresses of late life (e.g. financial burden). Participants were 
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over 60, with an average of a tenth grade education. They completed measures of 
self-esteem, values, and loss. Results indicated little deterioration in self-esteem 
across time, even in the face of loss. Further, when individuals experienced a loss 
in a domain tied to their sense of self, such a blow did not diminish their self-
esteem; despite identifying oneself as a healthy person, having later illness did not 
result in a substantial shift in self-esteem. Older adults in this study were seen as 
able to absorb the losses of later life and maintain a stable self.

A theory of psychological resilience in older people was recently proposed to 
incorporate a variety of related constructs including self-esteem and control (Judge 
et al. 2002; Windle et al. 2008). Utilizing a stratified localized (to the UK) sample 
from a larger European study of adult wellbeing, researchers obtained data on 1,853 
adults aged 50–90. Self-report measures of resilience, self-control, and self-esteem 
were administered to participants. While the model that was derived was suggestive 
of a common factor relating to self-esteem, competence, and self-control, the con-
struct of resilience itself was not fully validated in this study. Researchers suggested 
that there may be a number of theoretical models of psychological resilience in late 
life, and suggested that further research into the presentation of these constructs in 
late life is needed.

Social Support

Social support has often been correlated with resilience (Hildon et al. 2009; Maddi 
et al. 2006). Other studies have found that resilience and emotional support (but not 
instrumental support) yield higher quality of life for older adults (Netuveli and 
Blane 2008). In a study of older HIV-positive New Yorkers, Poindexter and Shippy 
(2008) identified unique social support networks contributing to the resilience of 
their members. Researchers conducted focus groups with five informal support 
networks comprised of mostly HIV-positive individuals. Despite their avenues for 
social support shrinking due to fear and stigma, these individuals were able to real-
locate their resources and replenish their support networks via the HIV-positive 
resources in their community. Participants indicated that the loss of a group mem-
ber to illness or death provided an opportunity for members to strengthen their 
bonds of support.

Socioemotional selectivity theory – in which older adults sensitized to their own 
mortality select to maintain only those relationships which they find emotionally 
supportive – has found empirical support in the literature (Adams et al. 2004; 
Charles and Carstensen 2009). This theory holds that as time passes, older adults 
aware of fewer resources and greater demands prioritize emotional connections that 
are worthwhile to them and shed those that are not. Thus, it may be that older adults 
do not find new relationships as emotionally satisfying as longer-standing ones. 
Further, it provides evidence that older adults are able to regulate their emotions 
and social networks to allow for the best possible outcome for themselves; they are 
able to prioritize needs in a way that preserves the self.
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Spirituality

In addition to social support, other factors have been identified that promote 
resilience against mental strain and distress including hardiness and religiousness, 
and their overlap, spirituality (Maddi et al. 2006). Spirituality entails a search for 
meaning in the universe, a view that the world is larger than oneself, irrespective of 
the adherence to a specific doctrine. An investigation of hardiness, religiousness, 
and spirituality concluded that these qualities allowed individuals to cope with life 
stresses and provided protection against depression and stress (Maddi et al. 2006). 
Positive aspects of spirituality may serve to restore a sense of control following 
illness and foster adaptation to chronic illness and disability (Crowther et al. 2002). 
Spirituality was linked to resilience in cancer survivors; though these individuals 
are more at risk of developing depression and anxiety, their levels of spirituality and 
personal growth improved post-cancer recovery (Costanzo et al. 2009). Older 
cancer survivors also indicated an improved outlook on self and society.

Positive Emotions

Reacting with positive emotions in times of crisis may be a way to diminish stress 
response and cope more effectively (Davis et al. 2007). Further, the experience of 
positive emotions may provide a protective effect against threats to the ego. The 
broaden-and-build theory set forth by Fredrickson (1998) postulates that as humans 
have evolved, positive emotions have assisted with adaptation to stressful situa-
tions. Specifically, while negative responses to stress (e.g. fight or flight response) 
are inherently limited, employing positive emotions during stressful times allows 
for a wider variety of responses. In a series of studies, Tugade and Fredrickson 
(2004) found that employing positive emotions in times of stress correlated with a 
return to baseline of physiological arousal, supporting a mind–body connection. 
Similarly, coping was found to be improved when individuals were instructed to 
see stressful situations as a challenge they could grow from rather than a threat to 
harm them. This cognitive reframing may be a way to improve resiliency. The third 
portion of the study provided evidence for a link between positive emotions and 
positive appraisal of a situation. Across studies, support was found for the broaden-
and-build theory, indicating that those with greater resilience were more likely to 
experience positive emotions and utilize them to cope with stress.

Cohn et al. (2009) utilized Fredrickson’s broaden-and-build theory to test how 
happiness relates to resilience. In this study, ego resilience and life satisfaction were 
measured before and after participants tracked their daily emotions for a month. 
Those who experienced more frequent positive emotions were also those with more 
growth in resilience and improved life satisfaction. Negative emotional experiences 
were not directly related to resilience or life satisfaction, or with the experience of 
positive emotions. Experiencing frequent pleasant emotions was theorized to 
improve resiliency, and those who were more resilient were thought to be more 
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likely to feel positive emotions. Positive emotions have also been thought to lead to 
greater spirituality (Saroglou et al. 2008) and improved health (Fredrickson and 
Levenson 1998).

To better determine how positive affective experiences buffer against stress, 
researchers have proposed that emotional memory plays a role in how individuals 
react to negative events. Emotional memories are powerful and are easily triggered, 
so might be recruited to assist in cognitive processing of a stressor. Philippe et al. 
(2009) examined the relationship between these memories and how people reacted 
to sadness and anxiety. They hypothesized that more resilient responses would 
entail activation of positive emotional memory networks. Psychological resilience 
against sadness and anxiety was found to be associated with positive emotional 
experiences. From these findings, researchers speculated that people might deal 
with a difficult event by accessing positive emotional memories, which can help 
them to cope in the moment and later process the experience more positively. Given 
the lifetime of pleasant emotional experiences upon which older adults can draw, 
the applicability of this research to late life has promise.

Perceived affect regulation has recently been suspected to be an aspect of resil-
ience in old age. The emotional experience of older adults is important in determining 
how they navigate life’s challenges. Positive and negative emotions can differ in the 
amount of energy invested in expressing them. For example, low-arousal positive 
emotions include feeling serene and at ease. In contrast, euphoria and delight are 
high-arousal positive emotions. Similarly, low-arousal negative emotions (e.g. leth-
argy) can be contrasted with high-arousal negative emotions (e.g. annoyance). Older 
adults have been found to differ both in the strength and direction of their affective 
experiences in comparison to younger adults. Kessler and Staudinger (2009) inves-
tigated how older adults perceive the effort they put forth in expressing positive and 
negative emotions, known as “affective arousal.” When compared with younger and 
middle-aged adults across four quadrants of emotional expression (arousal × valence), 
older adults more frequently displayed positive, low-arousal emotions, remaining 
fairly unruffled by the losses and changes experienced in late life. Elders also dis-
played fewer negative emotions of either high or low arousal, suggesting that they 
appeared to take the developmental challenges of the later years in stride. These 
findings also suggest that older adults may be better able to regulate their emotions 
over time, and that this improved regulation (whether due to neurophysiology or 
personal experience) allows them to better adapt to negative life events.

In a review of the literature on depression and aging (Karel 1997), helplessness 
was identified as a factor that contributes to depression, and despite the many losses 
of late life, older adults do not demonstrate a diminished sense of control. Further, 
they display strengths such as more nuanced understanding of emotion, better ability 
to regulate that emotion, and are more likely to accept circumstances as being out 
of their personal control. These developmental processes may be similar to 
Erikson’s view of achieving wisdom and gerotranscendence (a shift in perspective 
from the personal and rational to the cosmic and spiritual accompanied by an 
increase in life satisfaction) as the last stages of ego development (Erikson 1998). 
The ninth stage has been empirically tested in the literature, suggesting the potential 
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for continued psychosocial growth across the end of the lifespan (Brown and Lowis 
2003). Transcendence and resilience were examined in a community-dwelling 
sample of the oldest old (85+), along with other existential aspects of aging: sense 
of coherence and purpose in life (Nygren et al. 2005). Significant correlations were 
found among the four constructs, and higher levels corresponded to better mental 
health (but were unrelated to physical health, suggesting that for this cohort, health 
issues do not directly bear on existential concerns and wellbeing). The oldest old 
were found to have greater levels of resilience and sense of coherence than have 
been reported for younger samples.

Although the oldest old are potentially the most resilient of all, an age limit on 
psychological resilience has been questioned (Baltes and Smith 2003). In a study 
of centenarians, found evidence against this assumption. Using data from the 
Heidelberg Centenarian Study, they completed face-to-face interviews with 91 
centenarians who had been participants in the longitudinal study. They assessed 
participants’ functional health and cognitive status as well as self-ratings of happi-
ness. Centenarians in this study displayed happiness at or greater than younger- or 
middle-aged adults, though many areas of their functioning were compromised. 
Factors predicting happiness included social support, extraversion, optimism, and 
self-efficacy, which were potent even at very late life. For this group of mostly 
female centenarians (89%), having had job training negatively correlated with hap-
piness, which may be due to other factors (e.g. those with job training were less 
likely to have had families). Happiness was not correlated with health status. 
Researchers suggested that centenarians may have accepted the inevitable declines 
in functioning and health and instead find happiness for reasons other than physical 
abilities.

Empirical Measures of Resilience

Resilience measures have primarily been developed with children and adolescents, 
as this has been the primary population for resilience work over the years (Ahern 
et al. 2006). Most commonly used has been the Resilience Scale (Wagnild and 
Young 1993; Jacelon 1997), a 25-item scale that has been used with a variety of age 
groups, and was originally normed on a sample of 810 older women (Ahern et al. 
2006; Windle et al. 2008). The scale was conceptualized on five components of 
resilience: equanimity, self-reliance, existential aloneness, perseverance and mean-
ingfulness (Wagnild and Young 1993). Further factor analysis has yielded personal 
competence and acceptance of self and life as constructs captured by the scale 
(Ahern et al. 2006). This scale has subsequently been used with other elderly 
samples (Lamet et al. 2009; Nygren et al. 2005).

The Connor–Davidson Resilience Scale (CD-RISC), also a 25-item instrument, 
has yielded good validity and reliability across community, primary care, and 
psychiatric populations (Connor and Davidson 2003; Ahern et al. 2006). The scale 
has been utilized with older adults and reflects characteristics of resilience such as 
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optimism (Montross et al. 2006). Analysis found factors comprising resilience for 
a group of community-dwelling older women included: personal control and goal 
orientation, adaptation and tolerance for negative affect, leadership and trust in 
instincts, and spiritual coping (Lamond et al. 2008). As the relative strength of the 
factors in this sample differed from that of younger samples, researchers proposed 
that resilience for older women may be a different psychological process than it is 
for younger people. Alternately, it may be that older woman utilize (or have avail-
able) different resources than younger people do to face the particular developmen-
tal challenges of late life. They further suggested that while many of the elements 
of resilience (e.g. optimism) are associated with successful aging, it is not only 
those aging successfully who can be resilient. There is evidence for a correlation 
between successful aging and resilience but how the two may impact each other 
remains to be determined (Wagnild 2003).

In a study examining resilience in community-dwelling elders, Hardy et al. 
(2004) developed a 14-item scale to detect factors that allowed elders to maintain 
stability after a stressful life event. They asked older adults to rate how stressful a 
specific life event was, and to identify how the event impacted their lives. Events 
rated included their own health concerns, the illness or death of a family member 
or friend, or a non-medical life event. The scale used was derived from a larger 
health questionnaire based on Rowe and Kahn’s construct of resilience (Rowe and 
Kahn 1997). For older adults, results indicated that the more stressful the life event, 
the lower their resilience. This measure has subsequently been utilized to examine 
resilience to late-life disability.

Caregiving

Because of its demanding nature, caregiving has been conceptualized as a “career” 
(Haley et al. 2008), encompassing many stressors including emotional, financial, 
and physical. Often, caregivers of those with dementia or other chronic illness and 
disability are elders themselves (Schulz et al. 2003; Garand et al. 2005). Caregiving 
for a person with a fatal illness or disability can take a toll on physical and mental 
health (Flaskerud and Lee 2001). In a study on patients with amyotrophic lateral 
sclerosis (ALS) and their caregivers, a blend of qualitative interviews and self-
report measures was administered to determine the prevalence of depression among 
patients and caregivers, how closely symptoms were tied to disease course, and any 
correlations between caregiver and patient level of distress (Rabkin et al. 2000). 
Results indicated a high correlation between depressive symptoms in caregivers 
and patients. Both groups evidenced positive coping mechanisms. For caregivers, 
those with higher burden also were more likely to see positive meaning in their 
caregiving experience.

Racial differences in resilience to caregiver stress have been examined, with 
social support being identified as a protective factor. A longitudinal study of 
African-American and White dementia caregivers measured levels of social support, 
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life satisfaction, and depressive symptoms across 5 years (Clay et al. 2008). On a 
self-rated measure of social support, the African-American caregivers reported a 
higher level of satisfaction with their level of social support than what their White 
counterparts reported, and in turn White caregivers reported higher levels of depres-
sive symptoms than what the African-American caregivers reported. Both groups 
reported that, across time, they had fewer supportive individuals to rely on. 
Satisfaction with social support was found to correlate with life satisfaction and 
possibly protect against depressive symptoms. Researchers suggested that caregivers’ 
coping could be improved by targeting interventions to improve their satisfaction 
with social support.

Gaugler et al. (2007) examined resilience throughout the course and end of the 
caregiving career, here operationalized as perceived emotional burden in the context 
of caregiving demands. High levels of resilience are thus associated with low burden 
despite high demands, also conceptualized as “stress resistance.” The sample 
included nearly 2,000 caregivers from the Medicare Alzheimer’s Disease 
Demonstration Evaluation (MADDE) study, which was a randomized trial of case 
management for dementia caregivers. Among the factors indentified to correlate 
with resilience include longer duration of caregiving role and access to available 
resources (such as respite or home care). An important finding of this study was 
that higher caregiver resilience was correlated with less frequent institutionaliza-
tion; those who displayed better coping and support were able to keep their loved 
one at home for a longer period of time. Authors suggested that future research on 
caregiving incorporate resilience as a variable for identifying appropriate interven-
tion, rather than a one size fits all approach to providing support.

Bereavement

The course of caregiving in dementia or chronic illness often leads to the death of 
the individual being cared for, and caregivers have been shown to experience grief 
symptoms prior to and after the death of their loved ones (Schulz et al. 2003; 
Bonanno et al. 2004). People handle the death of their loved ones in different ways; 
the emotions felt after such a loss can vary across individuals. Conventional wisdom 
has held that the optimal way of coping with grief is to process the loss in a timely 
manner, lest suppressed negative emotions overwhelm the grieving individual 
(Bonanno & Field 2001). That assumption has been challenged by recent research, 
suggesting that losses can be dealt with in a healthy manner without significant 
turmoil. There is a significant empirical evidence for resiliency following the loss of 
a loved one (Rossi et al. 2007; Bonanno et al. 2002; Ott et al. 2007). Researchers 
have consistently found that older adults are capable of responding resiliently to a 
loss, and do so fairly commonly, with many empirical studies approaching a rate of 
50% among subjects (Bonanno 2004).

Bonanno et al. (2004) identified five trajectories of coping in bereaved older 
widows (normal grief, resiliency, chronic grief, chronic depression, and depressed-
improved). Normal or common grief refers to the brief episode of depressive symptoms, 
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distress, and disruption in normal functioning that are typically thought of as the 
normative response to a loss. This response also known as “recovery” (Ott et al. 
2007) differs from the resilient response to loss and also from chronic grief which 
occurs in 10–20% of individuals (Bonanno et al. 2002). Chronic grievers began 
with a non-depressed presentation prior to the death of their loved ones and exhib-
ited similar levels of functional impairment as the common grief group did, though 
their functioning did not return to baseline after 18 months. The group of individuals 
who have depression prior to a loss can remain depressed following the loss 
(chronic depression), but also have potential to recover to non-pathological levels 
of functioning 6–18 months after the loss of their loved one (depressed-improved). 
Relief of caregiver burden, which had likely been a chronic stressor, may account 
for this improvement. This group was found to be similar to the resilient group in 
terms of exhibiting a minimal grief response (Bonanno et al. 2002), suggesting that 
there may be more than one pathway to resilience (Bonanno 2004). A minimal grief 
response has in the past been thought to be pathological.

Resilience has been shown to play a significant role in adjustment to widow-
hood. Rossi et al. (2007) identified “dispositional resilience” as a protective factor 
in helping older women to cope with the stress of widowhood. Dispositional resil-
ience is analogous to hardiness, which is a personality characteristic that can 
enhance resilience (Maddi 2005). In study, dispositional resilience was comprised 
of three personal characteristics: control (believing one has power over outcomes), 
commitment (maintaining connection with others), and challenge (approaching 
obstacles and learning from experience). Those high on dispositional resilience 
were found to perceive the stress of widowhood differently than those who were 
less resilient, and in turn had a higher degree of life satisfaction. Researchers also 
suggested that resilient individuals might perceive and cope with stress more effec-
tively by drawing on social support, feeling more empowered, and directly con-
fronting their stressors.

Sense of control and social support were also identified as correlating to resil-
ience in another study of older widowed persons (Ott et al. 2007). In this study, 
37% of participants fell into the resilient group, while approximately 50% were in 
the normal grieving group and the remaining individuals were identified as chronic 
grievers. Researchers suggested that relying on social support may have helped the 
resilient individuals to maintain their stability and sense of personal control following 
the death of a spouse, change in role status, and other losses associated with 
widowhood.

The complex feelings that one faces after a loss may include the buffering effect 
of positive emotions. Utilizing daily diaries to track emotional constellations of the 
recently widowed, Ong et al. (2004) identified that the greater the number of 
positive emotions experienced by widows, the less potent were levels of stress and 
depressive symptoms. In addition, the use of humor was found to be a possible 
resilient coping style; those who utilized it were better able to capitalize on positive 
emotions and keep depression from taking hold.

Interventions that target coping across pre- and post-loss time periods (both 
caregiver and bereavement interventions) have been examined. In a study of 
caregivers whose spouses had Alzheimer’s disease, support interventions were 
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administered both before and after the death of their spouses (Haley et al. 2008). 
When compared to usual care controls, a pattern of resilience was found to be more 
common in those who received enhanced counseling and support (60% resilient 
with intervention, 42.9% resilient without intervention). This study lends support to 
resiliency being a common response in the face of chronic stress and loss, and 
indicates that interventions can be undertaken to further enhance such resiliency 
before and after loss.

Depression

In considering the myriad losses older adults confront, it is presumed that they may 
be at greater risk of depression. Health and functional declines are more common 
in late life contributing to greater vulnerability for depressive symptoms (Karel 
1997; Lyness et al. 2006), though old age in and of itself does not cause depression 
(Rothermund and Brandtstädter 2003). Depression is characterized by cognitive 
symptoms (sadness, apathy, anhedonia) and somatic symptoms (sleep disturbance, 
weight gain or loss). Physical health symptoms such as sleep quality can have an 
impact on psychological resilience (Motivala et al. 2006). Depressed older adults 
have been found to display a greater number of somatic symptoms than cognitive 
symptoms when compared to depressed younger adults, though this may be con-
founded by the increase in physical health problems in late life (Balsis and Cully 
2008; Karel 1997).

In older adults, fewer depressive symptoms correlate with higher resilience 
(Hardy et al. 2004). Depressive symptoms (e.g. withdrawal, loss of motivation) 
may interfere with resilient processes in individuals, particularly as resources 
diminish in later life. In a cohort-sequential study, Rothermund and Brandtstädter 
(2003) compared six cohorts (representing age groups from 54 to 77) over 8 years 
on measures of depression, health status and impairment, socioeconomic resources, 
coping styles, and time perspectives (such as future-orientation and feelings of 
obsolescence). They found that depressive symptoms in the younger cohorts 
remained relatively stable over time. Above a certain age (~70), depressive symp-
toms increase and resiliency, while still present, tends to diminish. The researchers 
correlate this phase change with the average life expectancy of their participants, 
suggesting that older adults may cease viewing stressors as normal parts of aging 
and begin anticipating end-of-life.

Further evidence of age-related changes in resilience to depression was found by 
Mehta et al. (2008). Presuming that physical disability and apathy might interfere with 
resilience in depressed older adults (and that interference would increase at later ages), 
they compared young–old (<80) and old–old (>80) patients visiting community-
dwelling geriatric clinics on measures of depression, disability, apathy, and resilience. 
Their results also corroborated resilience’s waning protective effects on depression in 
later life. Researchers suggested that the old–old may have fewer external resources 
on which to draw to help them cope with stressors and declines. Internal resources may 
also be compromised; at later ages, apathy also appeared to drive depression.
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Depression in older adults can lead to suicidal ideation (Karel 1997; 
Alexopoulos et al. 2009). Identifying resilience in those at risk for suicide may 
support prevention efforts. McLaren et al. (2007) hypothesized that sense of 
belonging (feeling valued by others and part of a community) was a protective 
factor buffering against suicidality in depression. To investigate this, they asked 
351 retired Australians to complete depression, suicide, and belongingness mea-
sures. They compared results with four resiliency models: (1) compensatory 
model (depression will increase risk of suicidality while sense of belongingness 
will decrease that risk), (2) risk-protective model (as sense of belongingness 
increases, depression will have less effect on suicidality), (3) challenge model 
(only high levels of depression will have an effect on suicidality, at lesser levels 
of depression people will activate their resources), (4) protective–protective model 
(the greater the number of protective factors such as sense of belonging, the less 
suicidality would be present. Although these models have been studied with chil-
dren and adolescents, they have not often been applied to older adults (Fergus and 
Zimmerman 2005; McLaren et al. 2007). As expected, sense of belonging was 
found to be a protective factor against suicidal ideation, whereas depression was a 
risk factor. These factors lent support to the risk-protective model; the more people 
feel accepted and valued, the less likely they are to be affected by depression and 
suicidal ideation. High levels of depression corresponded with a spike in suicidal 
ideation, which supported the challenge model. For women, the compensatory 
model was also supported; depressed women who felt part of a group were less 
likely to display suicidal ideation. For men, being seen as vital to the community 
removes depression as risk factor for suicidal ideation. Researchers emphasized 
that helping older adults feel part of a community may help alleviate depression 
and suicidal ideation, but cautioned that mere proximity to others is insufficient.

This caveat was supported by Adams et al. (2004) in a study of older adults living 
independently in retirement communities. The benefit of living in such communities 
as opposed to say single-family homes in the community is the built-in network of 
resources, activities, and nearby peers. Despite these available resources, loneliness 
was still prevalent in these communities. Loneliness was found to be an independent 
risk factor for depression, corresponding with having had a recent loss, narrower 
social network, and less frequent visits from friends. Although depression may 
preclude individuals from accessing available social resources (due to apathy, fatigue, 
or withdrawal), loneliness can be more easily treated. Researchers suggest that psy-
chosocial interventions to help older adults connect with others within the community 
may prevent mental health problems secondary to loneliness and depression.

Schizophrenia

Compared to elders without severe mental illness, individuals aging with 
schizophrenia typically have additional barriers to overcome including: being more 
likely to be institutionalized (Andrews et al. 2009; Manderscheid et al. 2009), 
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experiencing stigma and the emotional effects of living with the illness (Seeman 
2005), exhibiting greater incidence of comorbid depression (Diwan et al. 2007), 
receiving less aggressive medical care (Vahia et al. 2008), and coping with the side-
effects of long-term antipsychotic use (Karim et al. 2005; Berry and Barrowclough 
2009). Insight into symptoms and a stubborn, determined personality style are 
qualities of those who may be more likely to improve over time (Torrey 2005). 
Symptom remission is a realistic goal for older adults with schizophrenia (Bankole 
et al. 2008), but remission of symptoms alone may not lead to successful aging 
(Cohen et al. 2009).

Investigations into psychological resilience in older adults with schizophrenia 
are few (Berry and Barrowclough 2009). In a review of the course of the disease 
across time, identified several factors promoting recovery in schizophrenia, includ-
ing neural plasticity, engaging in a variety of treatment modalities, and an optimis-
tic outlook, bolstered by positive appraisals from others. Across time, social 
functioning may be restored and allow for the social support that promote resilience 
in elders with schizophrenia (Karim et al. 2005). These findings are contrary to the 
long-held view of schizophrenia being chronic and deteriorating. Argues that 
assumptions and predictions regarding outcomes for older adults with schizophre-
nia are inadequate, citing data from several longitudinal studies which revealed 
significant recovery in many functional areas for these patients. Interventions 
which focus on building coping skills and treatment adherence can help those with 
schizophrenia weather transitory stressors (Yanos and Moos 2007). Specific coping 
strategies that have been correlated with age include refocusing attention from 
unwanted thoughts and acceptance of symptoms.

Trauma

Adapting to the losses associated with later life is an expected part of the aging 
process. Coping with sudden and severe trauma by contrast may not result in the 
same levels of resilience that have been demonstrated by bereavement researchers 
(Litz 2005), but others have argued that resilience is a common human response 
to both significant loss and significant trauma (Bonanno 2004; Kelley 2005). 
Frequent indicators of resilience, specifically religiousness, hardiness, positive 
emotional experiences, and social support, have also been found to be protective 
factors for those who have been exposed to trauma (Bonanno 2004; Maddi 2005; 
Nemeroff et al. 2006). In contrast, predictors of PTSD include poor social support, 
limited education, and history of mental health problems (Bonanno 2004). Litz 
(2005) suggested that in addition to the absence of psychopathology as an out-
come measure following trauma, researchers and clinicians should also consider 
functional resilience, the ability to retain day-to-day functional abilities with little 
disruption.
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Trauma and Neurobiology

The way in which people cope with a stressful event varies, based not only on 
personal characteristics and situational factors, but also on unique physiological 
responses. Researchers are hopeful that a broadened understanding of psychobiology 
will allow us to anticipate how people react to traumatic events and prevent or 
alleviate PTSD symptoms when they occur (Charney 2004). Physical correlates such 
as hippocampal volume have been found to correlate with specific risk and resilience 
factors for PTSD. Yehuda et al. (2007) examined the brain imaging, neuropsycho-
logical testing, and neuroendocrine assessment on two groups of veterans with and 
without chronic PTSD, and found that a smaller left hippocampus, a part of the brain 
associated with memory, was correlated with earlier onset of PTSD. Individuals who 
developed PTSD following a single traumatic incident had smaller left hippocampal 
structures than those who developed PTSD only after multiple traumatic events. 
Interestingly, no overall differences in hippocampal volume were found between the 
groups of aging veterans with and without PTSD. Researchers hypothesized that 
these veterans may have reached a point in development where age-related atrophy 
masked any former differences in hippocampal volume.

Early Trauma Exposure and Late-Life Resilience

The interplay between long-standing trauma, stressors experienced in late life, and 
resilience is complex. In a study comparing Holocaust survivors to non-Holocaust 
surviving older adults in the wake of 9/11, Holocaust survivors exhibited a higher 
number of post-traumatic symptoms than did their counterparts (Lamet et al. 2009). 
Of note, they also displayed higher levels of resilience, suggesting a nonlinear rela-
tionship between distress and coping. Older adults may be resilient in some ways but 
not in others. In this study, despite being more likely to experience post-traumatic 
symptoms after 9/11, Holocaust survivors continued to function well in other areas 
of their lives and had greater resilience than the comparison group. One limitation 
of this study was that this group of Holocaust survivors may have evidenced the 
same level of symptoms prior to 9/11; findings may simply have reflected the life-
course of these survivors in comparison to non-survivors. Unfortunately, non-
American Holocaust survivors were not utilized as a second comparison group so 
that the specific trauma of 9/11 on the American survivors could have been examined.

The effects of trauma such as combat exposure experienced decades earlier can 
result in resiliency later in life. Elder and Clipp (1989) proposed a model of 
resilience and risk in aging combat veterans. They demonstrated that the experience 
of participating in combat produces positive and negative results. Later-life emer-
gence of traumatic symptoms may be a result of an experience similar to what was 
experienced in combat. For example, the loss of independence through long-term 
care placement may evoke feelings of helplessness and fear. They utilized a cohort 
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of WWII and Korean veterans who had been enrolled in three longitudinal studies 
undertaken at the Institute of Human Development at the University of California, 
Berkeley. At the time of the study, the sample was primarily in their 60s, though 
data points were also taken from participants pre- and post-service, and mid-life 
(40s). Veterans were rated on severity of combat exposure (with variables such as 
exposure to the dead or wounded). They were asked to share their beliefs about how 
their experience in the military impacted their lives for the better and/or worse. 
Researchers then examined how these perspectives impacted on the functioning of 
these veterans from the age of 55 onward, at the time of the study. Those veterans 
who were exposed to heavier combat were found to be higher on resilient charac-
teristics such as assertiveness. When compared to pre-war levels, ego resilience 
appeared to be developed in those exposed to heavy combat during and after their 
war-time experiences. Ego-resilience was not a protection against PTSD. Even 
those veterans experiencing post-traumatic symptoms were seen as having com-
mensurate ego resilience to those without PTSD symptoms. However, those with 
lower levels of resilience in adolescence were more likely to have emotional and 
behavioral problems that endured to later life. Elder and Clipp called for further 
longitudinal research into the late effects of trauma exposure in combat veterans.

On the basis of Elder and Clipp’s model of resilience in aging veterans, Aldwin 
et al. (1994) examined how combat affected older adults positively and negatively. 
As part of a longitudinal aging study, they obtained data on 1,287 veterans of 
primarily WWII and the Korean War, aged 43–91, administering a measure of 
combat exposure, cognitive appraisal of military service, and scales of PTSD and 
depression. With regard to resiliency, those who had positive appraisals of their 
stress and military experience were less likely to be experiencing PTSD symptoms. 
Many respondents indicated that despite the stresses of combat, their time in the 
service yielded improved self-esteem, coping, and character development.

Studies of resilience in Vietnam veterans have suggested that hardiness and 
social support were correlated with resilience to PTSD (King et al. 1999). This 
broad research included 1,200 male and 432 female veterans from the National 
Veterans Readjustment Study. Using structural equation modeling, they examined 
the relationship between pre-war risk factors, stressors during war, post-war 
resilience and recovery variables, and PTSD for both men and women. They found 
that for both genders, hardiness and functional social support mitigated PTSD 
symptoms. Yet as veterans were subjected to greater stress during and after the war, 
hardiness and functional social support lost their potency, and fewer coping 
resources were available to access.

Late-Onset Stress Symptomatology

In investigating the course of trauma across the life course, clinical researchers 
within the Department of Veterans Affairs have encountered the emergence of symp-
toms in aging combat veterans who had not previously exhibited significant psycho-
pathology (Davison et al. 2006; King et al. 2007). This phenomenon has been 
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termed “late-onset stress symptomatology,” or LOSS, and encapsulates intrusive 
thoughts and feelings related to the combat experience (Davison et al. 2006). These 
symptoms emerge in concert with the typical challenges of aging, often with retire-
ment, change in health status, or loss of a spouse. LOSS is not necessarily associated 
with functional decline, and has been considered a normative developmental response 
not a “disorder” per se (King et al. 2007), in contrast to delayed-onset PTSD which 
can emerge at midlife and onward (Solomon and Mikulincer 2006). In a study of 
older combat veterans from several conflicts (WWII, Korea, Vietnam), researchers 
developing a scale to assess LOSS symptoms found that veterans exhibited resilient 
characteristics inversely proportional to severity of trauma related symptoms (King 
et al. 2007). Those exhibiting higher measured LOSS symptoms displayed lower 
social support, life satisfaction, and sense of personal mastery and higher stressors, 
pessimism, and negative affect. Resiliency may play a role in helping these veterans 
cope with combat-related thoughts and feelings that emerge in the course of life 
review or in reappraisal following a disruptive life event. Appraising participation in 
combat as an adversity that was overcome may help veterans to confront future chal-
lenges with a sense of self-efficacy (Davison et al. 2006). Older veterans may thus 
navigate the usual stressors of aging with a more complex set of challenges but also 
a unique constellation of personal resources. Researchers have proposed that these 
veterans may benefit from interventions such as psychoeducation to shore up their 
strengths, rather than engaging in a more intensive trauma-focused therapy that may 
not suitably address their developmental needs (Davison et al. 2006).

Dementia

Psychological resilience in those with cognitive decline is just beginning to be 
considered in the literature, as the assumption that diminished cognition necessarily 
negates resilience is changed (Jopp and Rott 2006). A recent editorial by the editors 
of the journal Dementia have argued that studies of dementia should also encompass 
resiliency, successful aging, and strengths exhibited by those living with the disease 
(Harris and Keady 2008). This person-centered approach has been advocated to 
counter the Rowe and Kahn’s model of successful aging which may exclude those 
with functional declines and disabilities (Rowe and Kahn 1997; Harris 2008). The 
spirit of that model argued by Kahn (2002) may still serve older adults with cogni-
tive impairment, such that they successfully age by doing what they can to maintain 
or improve their abilities.

To open up this line of research more fully, Harris completed a qualitative study 
of older adults with early stage dementia (Harris 2008). A portion of the open-
ended interviews she utilized asked participants’ thoughts on resilience. She pre-
sented two case studies, eliciting themes of protection (positive self-concept and 
religious beliefs) and vulnerability (health concerns and social isolation). While 
these cases are certainly not representative, the framework utilized in this study 
may assist clinicians in conceptualizing the experiences of those with cognitive 
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impairment. Further, Harris suggests a resilience perspective allows for being 
inclusive of the experiences of all older adults.

Another avenue to explore resilience in the context of cognitive decline and 
psychological health was recently proposed by Forstmeier and Maercker (2008). 
They identified the concept of “motivational reserve,” motivational abilities that 
have been theorized to provide protection against cognitive decline. These processes 
include making a decision quickly, preparing to act, and following through with the 
action, along with self-efficacy, the belief that one can decide on a behavior and see 
it through. Motivational processes are used in nearly every aspect of life, though 
like any skill set, some individuals utilize these skills more successfully than others 
do. Researchers have hypothesized that those who use these skills more effectively 
throughout the life span develop better neural networks and compensatory mecha-
nisms that may protect against cognitive decline. Further, they questioned whether 
having better motivational abilities (and in turn better cognitive abilities) might also 
be better off psychologically.

To test these theories, Forstmeier and Maercker extrapolated motivational 
abilities from archival occupational data. Cognitive tests included premorbid esti-
mate of intelligence. Those instruments measures along with scales of self-efficacy 
and activation regulation yielded comprehensive picture of motivation, cognition, 
and psychological wellbeing across time. Subjects in this study were aged 60–94, 
living independently or in nursing homes. Results indicated that motivational 
abilities at midlife (as assessed by subjects’ primary occupation) were predictive of 
cognitive and psychological status in late life. Assuming a good fit between subjects’ 
occupations and their decision-making and motivational skills, feeling effective and 
capable in the workplace (where good decisions and task follow-through are valued) 
may predict later cognitive status and psychological health. Conversely, apathy 
around one’s decisions and goals is a negative predictor, and may increase the risk 
of late life cognitive dysfunction. The model of motivational reserve shows promise 
in bridging psychological wellness and cognitive ability in late life.

Conclusion

One topic that might be further investigated is whether societal attitudes prevent or 
inhibit resilience in older adults. The stigma of older adults as feeble, frail, and 
vulnerable has historically been perpetuated. When social work students were 
asked to imagine how resilient older adults would be in trying situations, they rated 
older adults as being less resilient than they themselves would be at that age in the 
same circumstances (Kane 2008). These students rated themselves as more likely 
to recover from trauma, more able to work through negative emotions, and less 
willing to be seen as a victim of circumstance.

The same shift in perspective may be true for older adults. Elders’ perceptions 
of themselves and other peers were measured after they were shown negative ste-
reotypes of aging (Pinquart 2002). Following exposure to these stereotypes, older 
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adults tended to rate their peers more poorly than they had prior to receiving 
negative information. Yet, their self-perceptions actually improved. Consistent with 
resiliency theory, these older adults modified their beliefs about themselves in com-
parison with what their perceptions about other elders (e.g. “Maybe I’m not doing 
so badly after all, compared with other people”). This mechanism can be seen as a 
protective factor; older adults reject negative information about aging rather than 
allowing it to harm their self-perceptions. Later research has suggested that a diag-
nosis of cognitive impairment or dementia may negate this process and render older 
adults more vulnerable to negative stereotypes of aging and exacerbate functional 
declines (Scholl and Sabat 2008).

One definition offered for resilience is surpassing what is expected in spite of 
great odds (Netuveli and Blane 2008). What constitutes such adversity is subjective 
and unique to each individual (Van Vliet 2008). The potential for resilience may be 
in the eye of the beholder, as it ultimately falls on each individual to react to life’s 
challenges, drawing upon available resources to cope as best they are able.
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In aging studies, resilience is often used to suggest an ability to recover from stressors 
and the relative degree of resilience depends on the stressor in question. Individuals 
may have adequate physiologic reserves to recover from moderate stressors yet lack 
sufficient resilience to recover from severe stressors. We have examined the recovery 
process from the relatively significant physiologic stressor of hip fracture. Following 
a hip fracture, there is a sudden loss of physical function (as measured by ability to 
walk independently and walking speed) followed by a period of recovery that can 
continue for a year or more depending on the area of function examined. The trauma 
of hip fracture and subsequent surgical repair may result in an oxidative stress and 
inflammatory response that, if excessive, can result in a detrimental effect on muscle 
strength and function. Antioxidant vitamins, vitamin D, and the statin class of medica-
tions and exercise may exert a beneficial effect, in part through a favorable modification 
of the post-traumatic inflammatory response.

In its most common usage, the term resilience refers to an ability to recover from 
change. In aging studies, resilience is often used to suggest an ability to recover from 
stressors. Using this definition it is possible to conceptualize resilience as the oppo-
site of the geriatric syndrome of frailty. Frailty has increasingly been described as a 
biologic syndrome of, decreased reserve and resistance to stressors, resulting from 
cumulative declines across multiple physiologic systems, and causing vulnerability 
to adverse outcomes. Although there has been an extensive amount of research that 
has been recently conducted into the frailty syndrome, significantly less research has 
been directed toward the concept of resiliency. In contrast to frailty, resilience 
represents a state of, adequate reserve and resistance to stressors.

The relative degree of resilience obviously depends on the stressor in question. 
Individuals may have adequate reserves to recover from moderate stressors yet lack 
sufficient resilience to recover from severe stressors. Given the demographic trends 
in this aging population, older adults will, with increasing frequency, continue to 
encounter severe stressors (i.e. myocardial infarction, stroke, hip fracture, surgeries) 
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that will challenge their physiologic reserve. We have examined the recovery process 
from the relatively significant physiologic stressor of hip fracture.

Because hip fracture is an acute traumatic and disabling condition that affects 
older adults, it is a good model for the examination of the physiologic processes 
that might influence resilience.

Following a hip fracture, there is a sudden loss of physical function (as measured 
by ability to walk independently and walking speed) followed by a period of recovery 
that can continue for a year or more depending on the area of function examined 
(Magaziner et al. 1990, 2000). By the end of a year, half of those who were able 
to walk independently before their fracture are not able to walk independently 
(Magaziner et al. 1990, 2000), which translates into an excess loss of function of 
about 25% when compared to loss in similar persons who do not have a hip fracture 
(Magaziner et al. 2003). In elders post-hip-fracture, the average one-year mortality is 
18–33 percent (Magaziner et al. 1997). The duration of recovery and the period of 
increased mortality risk extend beyond that required for fracture healing, implying 
that the hip fracture event may trigger other adverse physiologic consequences.

In the following sections, we outline some aspects of the physiologic responses 
to the trauma of hip fracture that may explain the propensity for the adverse conse-
quences of physiologic stress is older adults. We then discuss how possible modi-
fiers of this response might influence resilience in older adults.

Inflammatory Response in Older Adults

Inflammatory cytokines are intercellular signaling molecules that mediate various 
aspects of cell function. They are essential for the coordination of the inflammatory 
response and immune function. Aging is associated with increased levels of circu-
lating inflammatory cytokines (Bruunsgaard et al. 1999; Wei et al. 1992). These 
chronic, low-grade increases are typically two to four times the normal level of 
young adults, which, although well below the levels seen during acute infections 
(Krabbe et al. 2004), may have adverse effects. In studies of older adults, higher 
serum levels of markers of chronic inflammation have been associated with 
sarcopenia, decreased strength, functional loss and the frailty syndrome (Cappola 
et al. 2003b; Cesari et al. 2004b; Cohen et al. 1997; Ferrucci et al. 1999; Payette 
et al. 2003; Reuben et al. 2002; Walston et al. 2002).

Frailty and Resilience

Elders who are frail have decreased resilience to physiologic stressors. The frailty 
syndrome has been defined as a biologic syndrome of decreased reserve and resis-
tance to stressors, resulting from cumulative declines across multiple physiologic 
systems, and causing vulnerability to adverse outcomes in elders (Fried et al. 2001).
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There is evidence to suggest that older adults, and in particular frail older adults, 
may respond differently to inflammatory stimuli compared to younger adults or 
non-frail older adults. Peripheral blood mononuclear cells (PBMC) taken from frail 
elderly subjects had a higher IL-6 production after lipopolysaccharide (LPS) stimu-
lation than those from non-frail elders (Leng et al. 2004), and elders are believed to 
also have a prolonged response following an inflammatory stimulus with slower 
normalization of cytokine levels compared to younger adults (Bruunsgaard et al. 
1999; Krabbe et al. 2001). Following abdominal surgery, older adults have been 
reported to have both an increased and delayed interleukin-6 (IL-6) response, com-
pared to younger patients (Kudoh et al. 2001).

Older adults who suffer hip fractures are often frail, and following the trauma of 
hip fracture and subsequent surgical repair, inflammatory cytokines have been 
found to be elevated up to one year post-fracture (Miller et al. 2006). These levels 
are higher than published values in disabled older women who have not suffered a 
hip fracture (Cappola et al. 2003a).

An inflammatory reaction following an acute medical event or traumatic event 
such as hip fracture is a reflection of the normal physiologic response to the initial 
insult. However, in some older adults, for example frail older adults, this response 
may be prolonged and become detrimental to recovery. The inflammatory response 
may therefore be a physiologic factor that influences the resilience of older adults 
to these physiologic stressors, and may explain the decreased resilience to physio-
logic stressors that may be seen in frail elders.

Effect of Inflammation on Muscle

Remote inflammatory processes, such as cancer, congestive heart failure (CHF), 
arthritis, and chronic obstructive pulmonary disease (COPD), have been observed 
to be associated with muscle catabolism and loss of muscle function that have been 
attributed to circulating cytokines (Gosker et al. 2003; Reid and Li 2001; Vescovo 
et al. 2000). Inflammation can contribute to muscle weakness by two main mecha-
nisms: accelerated protein loss and contractile dysfunction (Reid and Li 2001). 
Inflammatory cytokines have long been associated with catabolic states (Beutler 
et al. 1985). This effect is believed to result from nitrogen loss and catabolism of 
muscle protein, which is strongly linked to tumor necrosis factor alpha (TNF-a). In 
addition, the inflammatory response can also suppress trophic hormone production 
and activity, for example insulin-like growth factor 1 (IGF-1), which similarly 
results in decreased muscle mass (Barbieri et al. 2002; Cappola et al. 2003b; De 
Benedetti et al. 1997; Fernandez-Celemin et al. 2002; Fernandez-Celemin and 
Thissen 2001).

Muscle weakness, however, has also been found to occur without overt loss of 
muscle protein (Budgett 1998) suggesting that inflammation may result in changes 
intrinsic to the muscle itself. In fact, inflammatory cytokines have been associated 
with altered contractile protein composition and contractile dysfunction in 
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laboratory animals and humans (Li et al. 2000; Vescovo et al. 2000). In addition to 
the catabolic effect of chronic inflammatory states (Beutler et al. 1985; Kotler 
2000), TNF-a is believed to depress contractile force at the myofilament level, by 
a mechanism mediated by reactive oxygen species (ROS) and nitric oxide (NO) 
derivative generation (Reid et al. 2002).

In adults undergoing elective hip arthroplasty, peak IL-6 levels shortly after 
surgery were associated with time to recovery of walking (Hall et al. 2001). In hip 
fracture patients, serum levels of inflammatory markers were adversely associated 
with function, as individuals with higher serum inflammatory cytokine levels were 
observed to have worse performance on tests of lower extremity function in the year 
post-fracture than those with lower serum levels (Miller et al. 2006). If cytokine 
levels do in fact rise and remain high in some individuals following exposure to 
physiologic stressors, then this may result in similar consequences on muscle mass 
and function as seen in other chronic inflammatory conditions.

Oxidative Stress

Dating back to the 1950s, it has been suggested that oxidative damage, caused by 
free radicals, might be associated with the age-related functional decline and the 
development of frailty seen in older adults (De La Fuente 2002). Free radicals have 
been described as “any species capable of independent existence that contains one 
or more unpaired electrons” (Halliwell and Gutteridge 1999). Due to the unstable 
nature of these free radicals, biologic systems can be placed in a state of disequi-
librium resulting in oxidative damage (Aust et al. 1985; Sevenian and Hochstein 
1985). It has been theorized that oxidative damage may be, in large part, responsible 
for the sarcopenia (loss of muscle mass and strength) and resultant functional 
decline seen with typical aging (Fano et al. 2001). These sarcopenic changes are 
thought to be due to oxidative damage to DNA, proteins, and lipids that increases 
in human skeletal muscle (Semba et al. 2007b).

Early in the course of surgery an increase in ROS and a decrease in plasma anti-
oxidant levels have been measured, suggesting that oxidative stress is one of the 
early responses to surgical stress (Clermont et al. 2002; Luyten et al. 2005). ROSs 
are important mediators and regulators of the inflammatory response, and are 
important to the intercellular messaging systems of nuclear factor Kappa B 
(NF-kB). Relatively low concentrations of hydrogen peroxide or a moderate 
oxidative shift in thiol-disulfide redox status have been shown to enhance NF-kB 
activation in various cell types. Expression of the inflammatory TNF-a is commonly 
induced by NF-kB and is accordingly increased under oxidative conditions (Dröge 
2002). And NF-kB itself has been strongly implicated in pathological processes 
involved in muscle wasting (Cai et al. 2004).

In response to oxidative damage, the body has a natural antioxidant defense 
system that counters the rate of oxidation (Maxwell 1995; Clarkson and Thompson 
2000). If the antioxidant system does not function properly in response to the 
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oxidative damage caused by the proliferation of free radicals, then DNA damage 
and an acceleration of functional decline are likely consequences (Cesari et al. 
2004a). Therefore, it is critically important that antioxidant levels are properly 
maintained among older adults to deal with the severe stressors that occur.

Potential Modifiers of Physiologic Resilience

Antioxidant Vitamins

Inflammation and oxidative stress are believed to play a significant role in many 
age-associated conditions such as sarcopenia, decreased strength, functional loss, 
and the frailty syndrome (Cappola et al. 2003b; Cesari et al. 2004b; Cohen et al. 
1997; Ferrucci et al. 1999; Payette et al. 2003; Reuben et al. 2002; Semba et al. 
2007a; Walston et al. 2002). Given the importance of ROS in the processes of 
inflammation and muscle wasting (Cai et al. 2004; Dröge 2002), there has been 
significant attention paid to the role of antioxidant vitamins in retarding these pro-
cesses. Of these, vitamin E and the carotenoids are among the best studied. Vitamin E 
is a term that encompasses a group of potent, lipid-soluble, chain-breaking antioxi-
dants that include four tocopherols and four tocotrienols (Brigelius-Flohe 1999). The 
carotenoids (a-carotene, b-carotene, b-cryptoxanthin, lutein, zeaxanthin, and lyco-
pene) occur in a wide variety of fruits and vegetables. They are best known for their 
pro-vitamin A activity but in addition they are believed to be efficient scavengers of 
free radicals (Di Mascio et al. 1989). Selenium is an essential element and adequate 
selenium intake is required for optimal activity of key antioxidant enzymes, includ-
ing glutathione peroxidases and thioredoxin reductases (Rayman 2000).

Because of their anti-oxidant effects, vitamin E, the carotenoids, and selenium have 
been extensively studied for their potentially preventive effects in chronic diseases 
believed to have an oxidative stress component such as cardiovascular diseases, ath-
erosclerosis, and cancer (Navas-Acien et al. 2008; Rimm et al. 1993; Stampfer et al. 
1993; Voutilainen et al. 2006). In studies of older adults, higher levels of both the 
tocopherols, carotenoids, and selenium have been associated with decreased frailty, 
increased muscle strength, and reduced disability (Bartali et al. 2008, 2006; Lauretani 
et al. 2007; Michelon et al. 2006; Semba et al. 2006; Semba et al. 2007b, 2007c).

In contrast to these observational studies, results from interventional studies with 
antioxidant vitamins have been less favorable. These studies have shown either no 
benefit or a risk of harm with the administration of supplemental antioxidant vita-
mins (Miller et al. 2005; Vivekananthan et al. 2003; Voutilainen et al. 2006). Many 
theories have been proposed for this disconnect between observational and interven-
tional studies. One obvious explanation is that the serum markers of antioxidant 
vitamins may be markers of healthy lifestyle factors aside from diet that may result 
in the benefit seen in observational studies (Lichtenstein 2009). Another explanation 
is that the majority of intervention studies have relied on supplementation with 
single compounds, ignoring the complexity of whole food intake. For example, most 
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carotenoid interventional studies have used high-dose b-carotene as the agent of 
supplementation, whereas intake of foods rich in carotenoids may also contain lyco-
pene, a-carotene, lutein, zeaxanthin, and b-crytoxanthin (Voutilainen et al. 2006).

It is believed that in vivo the carotenoids exhibit their antioxidant properties in 
different locations in cellular structures, based upon their chemical composition. 
b-Carotene is a highly lipophilic structure and so would be located primarily deep 
within the interior of cell membranes, whereas zeaxanthin also has polar compo-
nents and can span the cell membrane. Due to its lipophilicity, b-carotene would not 
be as effective a scavenger of water soluble peroxyl radicals, whereas zeaxanthin 
would (El-Agamey et al. 2004). It has been postulated that the carotenoids therefore 
act in concert to scavenge free radicals across cellular structures; again suggesting 
that supplementation cannot easily replicate the complexity of whole food intake.

Also, b-carotene is believed to have paradoxical pro-oxidant effects at high 
serum concentrations, and this pro-oxidant effect has been suggested as a potential 
explanation for the observed negative effects in intervention studies that have 
typically utilized high-dose b-carotene. The water soluble vitamin C is believed to 
inhibit the pro-oxidant effects of high concentrations of b-carotene. Because smoking 
generates a high burden of oxidizing radicals, and smokers are typically deficient 
in vitamin C, this has been suggested as one explanation for the observation that 
smokers have fared particularly poorly in studies on b-carotene supplementation 
(El-Agamey et al. 2004).

Similarly, interventional studies using vitamin E have primarily used a-tocopherol 
as the agent of supplementation. Here too this may ignore the complexity of whole-
food intake. A recent study has suggested a mechanism by which that unbalanced 
intake of a-tocopherol may be harmful, as it can result in a depletion of two other 
forms of vitamin E, g-tocopherol, and d-tocopherol; both powerful antioxidants 
(Huang and Appel 2003).

In response to a more potent inflammatory stimulus, the role of inflammatory 
markers and free radicals is even more pronounced. Key to the pathogenesis of 
sepsis and the systemic inflammatory response syndrome (SIRS) is the production 
of free radicals and inflammatory cytokines (Berger and Chiolero 2007). In an 
effort to minimize the devastating effects of sepsis, numerous immunotherapeutic 
approaches have been attempted, with little success (Nasraway 2003). It has been 
suggested that the immune dysregulation and organ dysfunction that is seen in the 
sepsis syndrome may be too complex to be significantly modified by therapies 
directed at single molecules, such as the anti-TNF-a antibodies (Abraham 1999).

Plasma concentrations of antioxidant vitamins have been found to be depressed 
during critical illness and sepsis, and supplementation with selenium, vitamin E, and 
carotenoids appears to offer some protection from the effects of sepsis and SIRS in 
observational studies and in small human or animal intervention studies (Sakr et al. 
2007; Berger and Chiolero 2007). The first randomized trial of enteral pharmaconu-
trition in sepsis has recently been published. This study demonstrated that the 
administration of nutritional supplementation, including vitamins C, E, b-carotene, 
and selenium, early in the course of sepsis, resulted in a significantly faster recovery 
of organ function compared to controls (Beale et al. 2008). Although it is premature 
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to draw strong conclusions from a single study, it may be that this more holistic 
approach to nutritional therapy be of benefit. In contrast to sepsis, the levels of 
inflammatory cytokine elevations that have been observed following hip fracture or 
in post-operative patients are generally lower, and so may not require aggressive 
immunotherapy. For example, after cardiac surgery where serum levels of vitamin E 
have been observed to decrease shortly after surgery (Luyten et al. 2005), pre-
operative supplementation was found to offer some protective effects in one small 
study (Yau et al. 1994).

Vitamin D

The importance of vitamin D in the maintenance of calcium homeostasis is well 
known. Vitamin D is now believed to also have important effects related to muscle 
strength and function, via both a direct influence and through its regulation of para-
thyroid hormone (PTH) levels (Bischoff-Ferrari et al. 2004b; Visser et al. 2003). 
Vitamin D deficiency may result in decreased muscle strength from both an 
increase in muscle protein degradation as well as altered contractile properties of 
muscle (Rodman and Baker 1978; Wassner et al. 1983). The vitamin D receptor 
(VDR) is present on skeletal muscle (Simpson et al. 1985), and muscle protein 
synthesis is initiated by the binding of 1,25-dihydroxyvitamin D3 [1,25 (OH)

2
 D3] 

to its nuclear receptor with subsequent gene transcription. The influence of 1,25 
(OH)

2
 D3 on calcium homeostasis in skeletal muscle is believed to influence the 

contractile properties of muscle cells via both a VDR-mediated genomic pathway 
and a non-genomic rapid mechanism involving membrane effects of 1,25 (OH)

2
 D3 

(Boland et al. 1995).
Vitamin D has also been studied for its immunomodulatory effects. The VDR, 

through which the majority of the biologic effects of vitamin D are mediated, has 
been identified in almost every tissue in the body including most cells of the 
immune system (Holick 2005; van Etten and Mathieu 2005). 1,25 (OH)

2
D3 has 

been shown to inhibit the maturation of dendritic cells (DC) in vitro as well as the 
secretion by DCs and other antigen-presenting cells of the immuno-stimulatory 
cytokine IL-12. Since IL-12 stimulates the development of CD4+ T-helper 1 cells 
(Th-1) and inhibits the development of CD4+ T-helper 2 cells, this results in a shift 
away from a relatively pro-inflammatory Th1 profile (Ex: IL-1, TNF-a, IL-17, 
1L-18, IFN-g) and toward a relatively anti-inflammatory Th2 type (Ex: IL-4, IL-10, 
IL-13) (van Etten and Mathieu 2005). In addition, the transcription of several key 
Th-1 cytokines such as IFN-g and IL-2 is also inhibited by vitamin D (van Etten 
and Mathieu 2005). Vitamin D deficiency has been associated with an increased 
risk of Th-1 cytokine-mediated autoimmune diseases such as inflammatory bowel 
disease, rheumatoid arthritis, systemic lupus erythematosis, multiple sclerosis, and 
type 1 diabetes mellitus (Peterlik and Cross 2005). Furthermore, although vitamin 
D attenuates the antigen-presenting function of monocytes and macrophages, 
the chemotactic and phagocytic function of these cells is enhanced by exposure 
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to 1,25 (OH)
2
 D

3
, suggesting an immune-modulating effect rather than merely an 

immunosuppressive one.
Unfortunately, vitamin D deficiency is common in older adults, especially 

among several groups of minority elders (Yetley 2008). We have found that the 
serum level of 25 (OH) D measured shortly after hip fracture is associated with IL-6 
response post-fracture, with subjects deficient in vitamin D at the time of the 
fracture displaying higher serum levels of IL-6 at all follow-up time points in the 
year post-fracture. Vitamin D deficiency itself has also been associated with worse 
function post-hip fracture (LeBoff et al. 2008).

Vitamin D deficiency has been associated with functional decline, sarcopenia, 
and the frailty syndrome with studies indicating that vitamin D deficiency increases 
risk for decreased muscle strength, sarcopenia, falls, and frailty (Bischoff-Ferrari 
et al. 2004a; Puts et al. 2005; Visser et al. 2003), many of the same outcomes are 
associated with chronic inflammatory processes in elders. Whether the relative pro-
inflammatory state that is conferred by vitamin D deficiency may explain, in part, 
the adverse effect of this deficiency is not known. Furthermore, if vitamin D 
deficiency is associated with frailty, then this deficiency may explain, in part, the 
increased cytokine response and the decreased functional resiliency to stressors in 
frail elders (Leng et al. 2004). If individuals who are deficient in vitamin D at the 
time of the fracture respond with a greater inflammatory response than those with 
sufficient levels following hip fracture surgery, then this would suggest that vitamin 
D may offer some protective effects from a detrimental inflammatory response 
following the inflammatory stimulus of hip fracture and surgical repair.

Exercise

Physical activity and exercise have also been associated with elevations in anti-
inflammatory cytokines and cytokine inhibitors as well as lower levels of pro-
inflammatory cytokines (Abramson and Vaccarino 2002; Colbert et al. 2004; Okita 
et al. 2004; Ostrowski et al. 1999, 2000; Wannamethee et al. 2002). In response to 
exercise, IL-6 is typically the first cytokine to appear, followed by interleukin-1 
receptor antagonist (IL-1ra) and interleukin-10 (IL-10). The rise in IL-6 levels 
occurs shortly after initiation of exercise, peaking at approximately 3–4 hours after 
exercise termination, returning to baseline levels 24–48 hours post-exercise (Toft 
et al. 2002). Both IL-10 and IL-1ra have anti-inflammatory effects, while the effects 
of IL-6 are more complex, in this context it is believed to exert an inhibitory effect 
on TNF-a and IL-1b.

There is evidence that exercise may have prolonged anti-inflammatory effects 
and may result in blunting of the response to inflammatory stimuli. In healthy 
subjects, the performance of a cycling exercise at 75% of their VO

2
 max had a 

blunted TNF-a response to an endotoxin bolus (Starkie et al. 2003). This suggests 
that exercise might also offer some protection against chronic systemic low-grade 
inflammation resulting from external stimuli. We have found that a low-intensity 
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generalized exercise program can reduce levels of soluble TNF-a receptor 1 
(sTNF-a R1) in the year after hip fracture.

The effect of exercise on resistance to oxidative stress is more complex, as 
exercise itself can generate oxygen-free radicals. Low levels of exercise-induced 
oxidative stress are believed to result in increased expression and synthesis of anti-
oxidant enzymes, through a mechanism involving NF-kB as several important 
antioxidant enzymes contain NF-kB binding sites in their promoter region (Ji 2002; 
Gomez-Cabrera et al. 2008). In studies of older adults, physical activity has been 
found to be associated with an increased level of the intrinsic anti-oxidant enzyme 
glutathione peroxidase, but with a decreased level of carotenoids, perhaps as a 
result of consumption following the oxidative stress of exercise (Rousseau et al. 
2006; Karolkiewicz et al. 2003).

In a randomized study, preoperative exercise was found to reduce the duration 
of stay at hospital and ICU stay in patients awaiting coronary artery bypass grafting 
surgery (Arthur et al. 2000). Cardio-pulmonary bypass results in the significant 
generation of free radicals and oxidative stress (Clermont et al. 2002). Whether the 
observed beneficial effects of pre-operative exercise may be due to a favorable 
attenuation of the oxidative stress and inflammatory responses following surgery is 
not known.

Statins

Key to the pathogenesis of sepsis and the SIRS is the production of free radicals 
and inflammatory cytokines (Berger and Chiolero 2007). 3-Hydroxy-methyl-
glutaryl-COA reductase inhibitors (statins) are a class of medications that have 
been shown in observational studies to improve survival in sepsis (Almog et al. 
2004). Statins have important anti-inflammatory effects; however statins do not 
target individual inflammatory mediators, but instead may reduce the overall 
magnitude of the systemic response (Ando et al. 2000; Terblanche et al. 2006, 
2007). This broad action is believed to be an important distinguishing feature in the 
modulation of the host response to septic insults. A recent study estimated that 
between 1999 and 2004 over 24% of men over 50 and women over 60 had taken 
statins (Spatz et al. 2009), but whether these agents might favorably alter the 
inflammatory response in those who are exposed to acute stressors is unknown.

Conclusion

The physiologic response to stressors in older adults is complex, and tremendous 
variability exits in the ability of older adults to recover from physiologic stress. The 
oxidative stress and inflammatory response may suggest potential explanations for 
this variability. Early observational and experimental data suggest that modifiers of 
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the inflammatory response and antioxidant vitamins may favorably impact 
resilience in older adults to physiologic stress. The disappointing results from anti-
oxidant intervention trials, however, would argue for caution before advocating for 
the widespread use of these agents in older adults. Instead, diets rich in foods that 
contain anti-oxidants, the maintenance of adequate vitamin D levels, and physical 
activity are likely to be the most beneficial for the enhancement of physiologic 
resilience in elders.
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Over 5 million persons aged 71 and older (22.2%) have some form of cognitive 
impairment without dementia that can adversely affect memory and other execu-
tive functional capacities (Plassman 2008). This prevalence level and the additional 
5 million with Alzheimer’s disease, coupled with the burgeoning older population 
that will double in another 10 years, call for more creative approaches to helping 
these persons and their caregivers become more resilient in coping with the 
marked changes in their lives. The arts may be a helpful adjunct to traditional 
health care practices for those persons who now and will have dementia. This 
chapter follows from the Humanities and Arts Symposium presented at the 
Gerontological Society of America’s 62nd Annual Scientific Meeting in Atlanta, 
GA in November 2009. The authors explore how using various art forms help 
persons with dementia and their caregivers cope with those circumstances.

Neuropsychologist Michelle Braun begins with an explication of how the plas-
ticity of the brain and the arts complement neurobiology, allowing persons with 
dementia to have a better quality of life. Anne Basting follows with  a first-person 
account of her experience using creative engagement to work with older persons 
with dementia and to teach her students what this means for them and their future 
patients. This leads to geriatrician Jerald Winakur, who uses the literary device of 
narrative medicine with his patients, telling the reader how his father’s art and the 
course of his father’s dementia of the Alzheimer’s type influenced his life. 
Francesca Rosenberg describes how the “Meet Me at MoMA” program uses great 
works of art to evoke emotional memory among persons with Alzheimer’s disease. 
And Susan McFadden concludes with the interesting cases of Leo and Mrs. G. who 
are persons with dementia whose engagement in the arts has helped them become 
more resilient. In the discussion, the range of artistic expression is tied to ideas for 
clinical practice to improve the quality of lives of persons with dementia and of 
those who care for them.
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Michelle Braun’s “The Science of Artistic Engagement”

As with many scientific advances, our understanding of the value of artistic 
engagement for individuals with dementia began with poignant clinical observa-
tions. For many years, clinicians and caregivers reported that individuals with 
Alzheimer’s disease seemed to respond positively to artistic engagement, as 
evidenced by behavioral changes including increased smiling and interaction, 
improved moods, and decreased agitation (Hanneman 2006; Stewart 2004). Over 
the past several years, a growing body of converging research has supported these 
observations, suggesting that artistic engagement is an important tool for improving 
quality of life, diminishing problem behaviors, and even improving some aspects 
of cognitive functioning in individuals with dementia. Interestingly, the benefits of 
artistic engagement do not appear to be isolated to certain types of artistic activities, 
and presently include varied techniques such as drawing, music, and dance. 
Although there are many other art forms yet to be studied and much more to learn 
about those that have been studied, this fresh field of scientific inquiry has started 
to provide important clues for guiding the care and maximizing the quality of life 
for individuals with dementia. To date, most research has focused on groups of 
individuals with dementia or case studies of individuals with dementia (usually 
artists), with findings suggesting important links between symptomatic improve-
ment and artistic engagement, and providing rich hypotheses about underlying neu-
robiological mechanisms.

Artistic Engagement Helps Manage Symptoms

Clinicians and caregivers have long been interested in minimizing the agitation and 
depression that can accompany dementia and have been encouraged by recent evi-
dence that these symptoms can be minimized with artistic engagement. The impact 
of music is perhaps the best studied art form in this regard, as it has been consis-
tently linked with reductions in agitation. For example, in a study comparing nor-
mal controls to patients with dementia, Cho et al. (2009) showed that patients 
assigned to a music-intervention group versus care-as-usual group exhibited a signifi-
cant decrease in depression and agitation. Another study showed significantly 
reduced agitation in patients with dementia who were exposed to music of their 
preference and to simulated family presence with average reductions in problem 
behaviors to 50% of the baseline rate (Garland et al. 2007). In an innovative study 
combining the use of endocrinological measurements, behavioral evaluations, and 
functional assessments, dementia patients receiving 16 sessions of music therapy 
demonstrated significantly decreased irritability, significant improvement on the 
“language” subscale of the Mini-Mental Status Examination, and a significant 
decrease in salivary chormogranin A (CgA) levels, a measure of stress and sympa-
thetic nervous system activity (Suzuki et al. 2004). Such multi-modal assessment 
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of outcome variables provides fruitful considerations for future studies that seek to 
expand upon traditional methods of behavioral assessment and examine links 
between physiological, cognitive, and behavioral variables.

Other studies have evaluated the impact of dance and wall art. In one study 
examining the outcome from nine weekly sessions of “Dance and Movement 
Therapy,” dementia patients exhibited slight improvement in self-care abilities and 
improved performance on a cognitive measure of global planning and visuospatial 
ability (Clock Drawing), although no difference in memory or behavioral symptoms 
between the groups was evident (Hokkamen et al. 2008). Another study examined 
door testing behavior on a nursing home unit (a frequent source of agitation and 
distress for patients), and found significant reductions in door testing behaviors 
when the doors were disguised with a wall mural (Kincaid and Peacock 2003). In 
sum, findings from these studies and several others indicate that exposure to various 
forms of art results in improvement of behavioral symptoms and, in some cases, 
mild improvement in non-memory aspects of cognitive functioning (e.g. global 
planning, language).

Neurobiological Underpinnings of Artistic Engagement

By examining changes in artwork as a function of dementia subtype and/or stage, 
hypotheses about neurobiological changes have been developed. Most studies show 
an increase in abstraction in the artwork of patients with advancing Alzheimer’s 
disease (Lev-Wiesel and Hirshenzon-Segev 2003), and decreased precision and 
color scheme (Crutch and Rossor 2006), all of which have been attributed to 
increased neuronal degeneration due to disease progression. Although few studies 
have examined how the artwork of patients with different subtypes of dementia 
might differ, a recent case-controlled study provides some evidence of a link 
between subtypes of dementia and different artistic changes (Rankin et al. 2007). 
In examining 49 patients with different subtypes of dementia [Alzheimer’s disease 
(AD), semantic dementia (SD), frontotemporal dementia (FTD)] and normal 
controls, an interesting dissociation between subtypes of dementia and artistic style 
was noted: individuals with FTD created more bizarre art (presumably due to 
greater degeneration of frontal lobe areas), as did individuals with SD (the temporal 
lobe variant of FTD), while individuals with AD used a more muted color palette 
(attributed to potential deficits in visual association and decreased ability to recog-
nize common objects). This study reflects a growing attempt to link dementia 
subtypes to specific features of artwork, and may help us to better understand the 
pathology of dementia and how we might compensate for it.

In addition to group studies, case studies have been utilized to drive speculation 
about the connections between artwork and neurobiological mechanisms. In 
contrast to the results of group studies discussed above, several case studies have 
depicted artists with preserved creativity into the later stages of dementia. For 
example, the artwork of well-known artist William de Kooning, as analyzed by 
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Espinel (2007), was judged to be generally consistent over the course of his 
dementia, even in the later stages of the disease. Espinel postulated a framework to 
explain this phenomenon – “Creating in the Midst of Dementia” – suggesting that 
the well-known deficit in semantic memory that characterizes AD may be offset by 
preserved functioning in three other memory systems (working, procedural, 
episodic), allowing continued consistency in the creation of artwork. Preserved 
drawing and creativity into the late stages of dementia was also demonstrated in the 
work of artist Danae Chambers (Fornazzari 2005). Although it is unclear why some 
studies show reduced artistic abilities in advancing AD and other studies show little 
to no change, some of this may be explained by the artist’s prior experience (i.e. the 
well-learned abilities of experienced artists may be more resistant to neurodegen-
eration than the artwork of individuals with dementia who were not prior artists). 
Another important consideration in evaluating these findings is the lack of stan-
dardized criteria in judging the abstract nature of artwork (Crutch and Rossor 2006) 
which may complicate comparison of findings across studies.

It is also interesting to note an association between de novo artistic behavior 
and neurological conditions including FTD, epilepsy, subarachnoid brain hemor-
rhage, and Parkinson’s disease (Pollak and Lythgoe 2007). Such research pro-
vides converging support that brain mechanisms are involved in artistic 
production. In comparison to the wealth of studies examining drawing in demen-
tia, there are no known studies analyzing the neurobiological mechanisms of 
musical appreciation. In individuals without neurological compromise, activation 
in the emotional processing areas of the brain (limbic system structures) and 
right-hemisphere cortical areas is noted, although it is unclear if this association 
holds true in individuals with dementia. It is hoped that future studies will examine 
musical appreciation in individuals with dementia in order to elucidate specific 
neurobiological underpinnings and help inform future compensatory strategies 
and perhaps even therapies.

Becoming Artists Ourselves: Creating Research 
to Answer a Growing Need

While the work reviewed here provides us with empirically based hypotheses about 
why individuals with dementia appear to benefit from artistic engagement, and 
suggests underlying neurobiological mechanisms, we are only beginning to under-
stand the scientific relationship between artistic engagement and dementia. Given 
that the number of individuals with AD in the United States is expected to increase 
by more than 50% by 2030 (from 5.1 million to 7.7 million; Alzheimer’s 
Association 2009), and given that there are few if any other treatments available 
that can improve quality of life and behavioral symptoms as consistently as artistic 
engagement, continued creative research into the link between art and dementia is 
more important than ever.
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Anne Davis Basting’s Reflections on “Creative Resilience: Using 
the Arts to Strengthen Response to Aging and Stress”

I have been working in the applied arts with people in the mid-to-late stages of 
dementia for 15 years. Opening emotional and symbolic communication to people 
whom rational language has failed is a powerful experience, one that has given me 
great appreciation for the resiliency of people for whom much of the world is consid-
ered beyond growth and learning. At the moment, the core challenge in demonstrating 
the resilience of older adults with disabilities is the attitudes of their care providers. 
The assumption that growth, expression, skill building, even learning is not possible 
among older adults with physical and cognitive disabilities stultifies efforts to 
research and explore the benefits of arts and community development programs.

I approach this work as an artist and scholar of the humanities teaching students 
of all ages and abilities to develop and hone their skills in creative expression and 
shaping the world around them. In my case, “students” include my traditionally aged 
college students enrolled in my service-learning courses, people with memory loss 
living in congregate care settings, and the staff/family who partner in their care.

Research shows us that creative engagement can improve the quality of life of 
elders. There is another body of research on the environmental impact of art, like 
walking by art in the hallways or piping age-appropriate music into facility speaker 
systems. But my interest is in engagement-creativity that is used to simultaneously 
build a sense of self and community, not just in a given facility, but bridging that 
facility with the larger, outside world.

I recently organized and held a Think Tank at the Center on Age & Community 
in which we wrestled with the question of how to “radically transform activities” in 
long-term care to more fully reflect what we know from research – that the power 
of activities comes from creative expression, social interaction, and both skill and 
community building.

Several ideas emerged from the Think Tank. Activities need to morph into 
creative engagement projects that have meaning and purpose for a variety of 
participants connected to the older adult, including grandchildren, children, friends, 
paid care partners, and the general public. They need to allow for individual expres-
sion. They need to approach and depict the elder as a person, not a disease (or an 
accumulation of conditions). They need to build toward a product or event that can 
be invested in and shared with pride.

The Think Tank we held in May 2009 featured cutting edge media makers and 
artists, artists and writers working in community-building, leaders in long-term 
care, older adults, caregivers, and even a high school student who worked in a nurs-
ing home. We broke into small groups that blended artists with those working in 
long-term care in the hopes that the innovative thinking in each group would spur 
out-of-the-box ideas. In one exercise, I presented the small groups with a list of 10 
activities suggested for people with dementia. The list included things such as “toss 
a ball,” “collect baseball cards,” and “make lemonade.” I asked the groups to 
“enchant” the activity – to add a layer of mystery and meaning. The results were 
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consistently inventive and playful, enabling us to see a model for projects that open 
opportunities for one-on-one engagement, intra-facility groups, and extra-facility 
groups.

An example of such a creative project is “The Communal Table” (Fig. 7.1). Building 
off an activity suggestion to “sort silverware,” the Think Tank group designed a series 
of activities around a larger project – to share in a meal that reflects the unique char-
acter of a given group. They suggested that the group:

 1. choose a reason to celebrate together with a meal;
 2. design the menu;
 3. perhaps grow some food for the meal;
 4. make some of the food for the meal;
 5. design and make invitations for the meal;
 6. create a guest list;
 7. set the table;
 8. create decorations;
 9. create a “welcoming” ritual for the guests;
 10. figure out what to ask guests to bring;
 11. discuss celebrations they might have had in their family, or wish they would 

have had;
 12. hold the meal;
 13. document the meal with photos, video;
 14. possibly live webcast the meal to another care facility as a way to “share” the 

meal more broadly;
 15. clear the table;
 16. work together to put away decorations and silverware (sort silverware);
 17. write and share stories about “fantasy” meals you would like to have (fantasy 

dinner guests).

The model for the Communal Table project looked like this:

Fig. 7.1 The model for the Communal Table project
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Research on the impact of creative engagement and its contribution to and 
support of resilience in older adults is limited. Studies tend to be small, not use 
control groups, and test only one side of the engagement – the older adults. The 
crucial component of these programs is that they build relationships and com-
munity. They increase the social connectivity of people whom the medical frame-
work of institutional care sees not as people, but as an accumulation of diseases 
and losses.

A recent study on the TimeSlips storytelling method expanded the inquiry to 
look at the quality and quantity of engagement between staff and residents in nursing 
homes, as well as attitude changes among staff. Another research study (forthcoming) 
looked at the impact of the Storycorps Memory Loss Initiative on people with 
dementia and the family/friend who interviews them. These relational (dyad or 
triad) studies can start to capture the effect of creative engagement on the resiliency 
of older adults with physical and cognitive disabilities.

Jerald Winakur’s Reflections on “His Father  
and the Impact of Art”

When I was a child I remember crawling into my father’s lap, a pencil and a note-
book in my hands. “Draw a dog, Daddy,” I might say. Or a bird, or a tree. And he 
did. A few deft strokes and there it was. I thought it was magic, those figures coming 
to life on the paper through my father’s hand. I have never been able to do this. 
Whatever the magic is, it is not in me.

My father spent his life working 6-day weeks in a dreary shop opened by his 
own father who then had the bad luck to die when my dad was only seven. His 
mother, an illiterate immigrant caught with her family of six children in the desper-
ate circumstances of the Depression, had no choice but to take each child in turn 
out of school and put them to work in the store. At age 16, and 6 months shy of 
high school graduation, my father’s turn came. And, aside from 5 years spent in the 
Army Air Corps photographing ground damage after the bombers made their runs, 
the shop became his life.

An old wooden easel gathered dust in a corner of our basement. During the years 
I grew up in that house, I never saw him put brush to canvas.

When I was a teenager, I worked with him after school and on Saturdays. We 
were driving home together one night after a long, busy day. He said, “You know, 
when I was in junior high – about your age – I had an art teacher who took an inter-
est in me. He sent me home with a note for my mother. She beat me before I could 
read it to her. I guess she must have thought I’d gotten into some kind of trouble. 
She didn’t need any more trouble. Anyway, when she finally let me read her the 
note, it said that this teacher wanted me to go to the Maryland Institute of Art. He’d 
make sure I got in and that it wouldn’t cost anything…” I was moved in some way 
I didn’t understand then. My voice caught. “So what did Granny say?” “Nothing,” 
he said. “She tore up the note and walked away.”
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My father died of Alzheimer’s disease 3 years ago. He was 87 years old. He had 
been going downhill for 7 years; I, his son the geriatrician, helped to keep him at 
home until the end. One might think I had some special insight into his disease, that 
somehow I could make it better, slow it down, figure out something. Who else, if 
not someone like me? But I muddled through like the rest of us do.

In a twist of fate, my father began painting again. His business was destroyed in 
one night during the civil unrest that occurred in Baltimore in the aftermath of the 
assassination of Dr. Martin Luther King. That left my father, with no other skills or 
education, unemployed at the age of 50. He careened into a deep depression, 
worked a series of dead-end jobs. My mother began a new career as a receptionist 
in a doctor’s office – my office to be specific – where she worked for the next 30 
years.

One day, the old easel appeared in a clearing in the garage. My father set up a 
series of bright lights, a table on which to place his study objects. He started going 
to the library almost every day and taught himself art history, coming home and 
talking to my mother about the lives of Renoir and Monet, Picasso, and Rousseau.

Paintings began to flow from his studio: the roses and irises from his garden, 
portraits of his family members done from memory and with the help of old 
photographs. His work encompassed every phase of modern art from the 
Impressionists through the Cubists and Abstract Expressionists. He would spend 
hours in the museum, studying how each artist applied the paint to the canvas. He 
experimented with sand and straw, watercolors, and pastels.

I began to hang his works in my medical office, which gave him immense 
pleasure. My patients would exclaim over them, offer to buy them. My father occa-
sionally gave one away, but he could not bring himself to sell any. “I’m just a piker,” 
he said. “I don’t know what I’m doing.”

Once I entered one of his oils in a local contest without his knowledge and took 
him to the gallery where all the works were to be hung after judging. There was his 
painting, “Wild Wren,” a white and gold ribbon hanging from the frame. He had 
won the competition and I never saw him more ebullient than on that day.

This went on for over 20 years. His health began to fail. He had a couple of 
heart attacks and then prostate cancer. His production slowed but he kept painting. 
I began to notice that the works were changing, the perspective dimming, the faces 
on the portraits less realistic.

And then he painted no more. I would talk to him about it, trying to cajole him 
back into his studio. He would shrug his shoulders and say, “I just don’t know what 
to paint anymore.” Not long after, I realized he could no longer sign his name.

At age 80, during a hospitalization for heart failure, he developed delerium. He 
was never the same after that, and although I took him home and my family cared for 
him over the next 7 years, his decline was inexorable. When I visited, even during the 
worst times of his paranoia and belligerency, if I pulled out one of his old art books, 
sat down next to him, the book opened across our laps, and began to turn the pages, 
he would become engrossed. “Oh, I’ve always loved that one!” he would say.

My father is gone now. I have spent the last few years thinking about his life. He 
had all the risk factors for developing a dementing illness: a harsh childhood, 
the lack of educational achievement, severe blows to his self-esteem, bouts of 
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depression, vascular disease, etc. His father died young, his mother by a series of 
strokes, his brother while still in his 50s and his sisters with cancer.

I cursed the disease that stole my father’s selfhood; I was brought to my knees 
on the day he could no longer remember my name. But he was in his mid-80s by 
then, and with all nature and nurture arrayed against him, I have to conclude that 
he was, in the end, saved by his art. The magic served him well.

Francesca Rosenberg’s “Creative Resilience: Using the Art  
at MoMA to Strengthen Response to Aging and Stress”

Alzheimer’s disease is a progressive illness that impacts not only memory, thinking, 
and behavior but also affects work, lifelong hobbies, and/or one’s social life. 
Alzheimer’s disease also adversely affects caregivers who often experience depres-
sion, increased anxiety, stress, and have less time to tend to their own lives. Since 
there is no available cure in sight, people with dementia and caregivers are looking 
for a way to help manage the disease. The Museum of Modern Art has found that 
looking at all kinds of visual art – paintings, sculpture, drawings, photographs, and 
prints – can positively impact both caregivers and care recipients.

Being one of the first museums in the country to offer programs to make its 
collection and special exhibitions accessible to people with Alzheimer’s disease 
and their caregivers, in 2006 the Museum of Modern Art launched Meet Me at 
MoMA. This monthly program features interactive tours of the Museum’s renowned 
collection of modern art and its special exhibitions for individuals in the early and 
middle stages of the disease, along with their family members and caregivers. Meet 
Me at MoMA gives those living with the degenerative disease an expressive outlet 
and forum for dialogue through guided tours and discussion in the Museum’s 
galleries during non-public hours. Specially trained Museum educators engage 
participants during a tour of four or five artworks, including works by such modern 
masters as Henri Matisse, Pablo Picasso, Jackson Pollock, and Andy Warhol, 
related to a theme and presented in a predetermined sequence. Each tour lasts 
roughly one and a half hours, with about 15–20min spent at each artwork. Several 
discussion questions are posed to engage participants in observing, describing, 
interpreting, and connecting to the works and to each other. Historical points about 
the artworks are conveyed throughout the tour, and smaller group discussions are 
also often used to spark further interaction among participants.

Why Art?

While no one has attempted to scientifically prove why art is an effective tool, 
MoMA’s ideas include these:

Art looking as well as art making provides mental stimulation and learning •	
possibilities as well as an outlet to spark expression and creative interpretation. 
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Preliminary research suggests that these kinds of activities might offer benefits 
to people with dementia.
Art can tap into one’s long-term and emotional memories – feelings he or she •	
have had before relating to events and people in their lives.
Looking at art puts patient and caregiver on level playing field – both can engage •	
with the work at various levels and feel validated and empowered.
Art can be a tool for communication thereby enabling human and social connec-•	
tion and understanding between patient and caregiver, and between patients and 
other patients and caregivers and other caregivers.
Art offers the means to make connections between individual experience and the •	
world at large.

NYU Center of Excellence for Brain Aging and Dementia 
Evaluation Study of  Meet Me at MoMA

This initiative was funded through a generous grant from MetLife Foundation, 
enabling the Museum to produce resources, including a publication and a website, 
designed to equip museum professionals, care organizations, and individual fami-
lies with methods for making art accessible to people living with early and middle-
stage Alzheimer’s disease.

Although anecdotal evidence exists, very little research has been conducted 
on the effects of the visual arts on brain function and mood. Thus, the NYU 
Center of Excellence for Brain Aging and Dementia (CEBAD) conducted a for-
mal evaluative study that (1) assessed whether programs such as  Meet Me at 
MoMA positively impact people with early-stage Alzheimer’s, and (2) examined 
benefits for caregivers. The study was carried out over the course of 9 months 
by (1) Mary Mittelman, Dr.P.H., Director of the Psychosocial Research and 
Support Program of the CEBA&D and Research Professor in the Department of 
Psychiatry at the NYU School of Medicine and (2) Cynthia Epstein, LCSW, 
Social Worker and CEBA&D Clinical Investigator. The overall aim of this 
research project was to evaluate the impact of the Meet Me at MoMA program 
on quality-of-life outcomes for persons with dementia and their family caregivers. 
It was hypothesized that people with early stage dementia and their family care-
giver would report: (1) decreased social isolation; (2) enhanced self-esteem; (3) 
fewer symptoms of depression; (4) improved mood; and (5) enhanced quality of 
life.

Thirty-seven dyads (74 individuals) in total were enrolled as study participants. 
To be eligible for inclusion in the study, one member of the dyad had to have a 
diagnosis of early-stage Alzheimer’s disease or related dementia, have been 
accompanied by a family member, and have been attending the Meet Me at MoMA 
program for the first time.
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The format of the study was as follows: prior to the start of a regularly scheduled 
monthly session of ,Meet Me at MoMA, participants completed an intake question-
naire, had lunch, and rated their mood before and after the session using a visual 
assessment scale. During the session, trained MoMA and NYU staff observed pre-
viously identified participants with Alzheimer’s noting mood, level of engagement, 
and other behavior using a form tested for inter-rater reliability. After the session, 
members of the study were provided with a take-home questionnaire to be returned 
by mail. Study participants returned to MoMA 1 week later to complete a follow-up 
questionnaire (identical to the intake questionnaire), had lunch, and talked with 
MoMA educators informally about art.

Study Results in Brief

Findings were these:

•	 The importance of the educator. Beyond doubt, it is the style and approach of 
the educators – which is never overtly didactic or condescending, but rather 
warm and interactive – and the interaction with them that participants single out 
as being of exceptional importance to them. The way in which they involve the 
participants with dementia and elicit their comments, which are then met with 
genuine interest and appreciation, rekindles feelings of self-worth.

•	 Intellectual stimulation. Having the opportunity to learn, to be intellectually 
stimulated, to experience great art together was felt to be a “blessing.”

•	 Shared experiences. The family members that participated in the project 
expressed profound gratitude that the person they care about had the opportunity 
to have this special experience and, just as important, that they shared it with 
their care recipient. For married couples, the opportunity to share an activity that 
was of interest to both partners validated their identity as a couple. Sons and 
daughters also expressed their pleasure in taking part in an activity with their 
parent in which both could be relaxed and engaged.

•	 Social interaction. For so many couples in which one has dementia, what were 
once “normal” social interactions become events fraught with strain and shame. 
While they did remark that the program was inherently a socializing activity, 
many participants expressed the wish that the program could be extended to 
include more social interaction after the gallery tour.

•	 Accepting environment. The educators, together with the entire MoMA staff, 
create a sense of safety and convey feelings of regard for the participants. The 
value placed on the person at least temporarily removes the stigma of Alzheimer’s 
disease so that participants can enjoy the MoMA experience. It is possible that 
the extraordinary attention that was lavished on study participants may have 
heightened their feelings of being welcome and important, but this also serves 
to point out how much people with dementia feel the loss of status and nurture 
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in the community and how much they appreciate the efforts made on their 
behalf. The wish to continue to attend as a couple, where the limitations of the 
ill spouse would not affect the experience for the well, makes this kind of 
program particularly valuable.

•	 Emotional carryover. For both the persons with dementia and their caregivers 
there were positive changes to mood both directly after the program and in the 
days following the Museum visit. Caregivers reported fewer emotional prob-
lems, and all but one person with dementia reported elevated mood.

•	 Program extension. Almost all caregivers planned to return to the Museum for 
future programs, which is a testament to their positive experiences. The Meet 
Me at MoMA program also served as a catalyst, inciting new conversation in the 
days to follow.

Conclusion

Participants were very grateful for the  Meet Me at MoMA program. As they began 
to know each other from repeated visits, the desire for more socializing became 
clear. The setting itself sends the message to the person with dementia that he or 
she continues to be a person of value, and those participants for whom it was a 
familiar place can now return with their self-esteem safe and even nurtured. 
Considering the small sample of participants, findings from this study were sugges-
tive of the potential of the Meet Me at MoMA program to improve the lives of 
people with dementia and their caregivers. The investigators recommend a longer 
term study with larger numbers of participants to corroborate initial findings. For 
more information about the study or making art accessible to people with 
Alzheimer’s and other dementias, visit http://www.moma.org/learn/programs/
alzheimers or send an e-mail to alzheimersproject@moma.org.

Susan McFadden’s “Resilience and Creative Engagement: 
The Role of Relationships” 1

Psychologists and other social scientists borrowed the idea of “resilience” from the 
physical sciences. Resilient materials revert to their original forms after being 
stretched, bent, or twisted. Resilient people can “bounce back” when life circum-
stances stretch, bend, and twist them; resilient older adults are often described as 
aging successfully.

1This section is adapted from the following paper: McFadden, S. H., & Basting, A. D. (2010). 
Healthy aging persons and their brains: promoting resilience through creative engagement. 
Clinics in Geriatric Medicine, 26, 149–162. doi:10.1016/j.cger.2009.11.004.

http://www.moma.org/learn/programs/alzheimers
http://www.moma.org/learn/programs/alzheimers
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Although much research currently examines predictors of individuals’ resilience, 
health outcomes of resilience, and interventions to support and improve resilient 
responses to life challenges, we rarely hear about persons living with dementia as 
having a “bounce back” capacity. Because gerontology’s focus on “successful 
aging” seems to exclude these persons, Harris (2008) has argued that we need to start 
paying attention to resilience among elders with dementia. They “bounce back” by 
employing various coping strategies, showing positive emotions, accepting change, 
and acting in ways that reveal a sense of life meaning (McFadden et al. 2001).

Creative engagement, through story-telling, painting, song-writing, dance, and 
other art forms, enables people with dementia to communicate their resilience to 
others. According to a leading researcher on resilience, creative activities reveal the 
“capacity for positive emotions and generative activities” (Bonnano 2005, p. 136) 
following loss or trauma.

Individuals living with dementia know plenty about loss and the trauma of 
forgetfulness, and yet if they live within a supportive community designed to meet 
their needs appropriately, they can thrive and flourish. When given the opportunity 
to create something, they get the satisfaction of working toward a goal and feeling 
a sense of purpose and pride in their achievement. These are characteristics of 
persons who are creative (Lindauer 2003) and resilient (Connor and Davidson 
2003) – persons like Leo and Mrs. G. Leo lives with advanced dementia and 
Mrs. G. is in the early stages of memory loss. They show us how to draw lines of 
connection among research and scholarship on late life resilience, creativity, and the 
significance of social acceptance and support for persons living with dementia.

The Interesting Cases of Leo and Mrs. G

Leo has lived in a county-run nursing home for several years. His dementia has 
progressed to the point where he utters very few words. Nevertheless, Leo was selected 
to participate in an artist-led program that enabled a group of about ten residents to 
make and paint clay pots, take photographs using Polaroid cameras, paint on canvas, 
draw with colored pencils, assemble a mosaic, and do the preparatory work that resulted 
in brightly colored fused glass objects. Each time the group met, someone pushed Leo’s 
wheelchair into the room and up to the table holding the art. Leo soon showed his capac-
ity for concentration and meticulous attention to detail. For example, when working 
with mosaics, he used a small paintbrush to swab on the glue, and then turned it around 
so he could use the other end to push the mosaic piece into position. Occasionally, he 
looked up from his work and smiled at the group. About halfway through the 10-week 
program, the person in charge of activities at the facility commented that Leo was start-
ing to look forward to the arts group. She inferred this from his facial expressions when 
she said things such as “tomorrow the arts group meets.” Also around this time, Leo’s 
wife died. He missed a couple of arts group gatherings and the staff respected his wishes 
not to participate. He returned on the day of the glass fusing project, and again showed 
intense concentration, carefully working with his pieces of glass.



118 R.E. Roush et al.

Is Leo resilient? We can only know by observing him, for he is not capable of 
completing a survey or responding to interview question such as the ones Harris 
posed in her research on resilience in persons with dementia. Harris’s (2008) 
assertion that the notion of “successful aging” needs to be replaced with a focus on 
resilience was based on interviews with persons living with the early stages of 
memory loss, people who could answer her questions like Mrs. G. did:

I’m very productive at the moment, so I am going with it. I do [silk] flower floral arrange-
ments for weddings. I am very creative. With silk flowers, I can always have them on hand 
and keep a prototype. I keep it so I can refer to it because I won’t be able to remember how 
I did that. These things come from my mind. It’s my creation. (p. 56)

Leo and Mrs. G. exercised control through their creative activities – activities that 
also strengthened their connections to others. Leo knew just where he wanted to 
place the mosaic and glass pieces; Mrs. G. had control over the silk flower arrange-
ments. Leo’s creativity occurred in a group setting, and required the support and 
guidance of an artist, volunteers, and staff members. At the end of each session, 
each person showed what had been made and received applause and cheers from 
the others. Mrs. G. made her flower arrangements for the happy occasions of wed-
dings and presumably she got satisfaction from their appreciation of her work.

Like any person who lives to old age, Leo and Mrs. G. have known their share 
of loss and trauma. Both have been diagnosed with dementia, and it is likely that 
their brains and vascular systems show the cumulative effects of meeting the chal-
lenges of human life. Does this mean they failed at aging, that instead of “aging 
well” they are “aging ill”? After all, Leo needs considerable assistance from others 
for most activities of daily life. As reported by, Mrs. G. has “very bad asthma and 
emphysema and a few years earlier had cancer surgery” (p. 3). She was forced to 
retire early because of the dementia diagnosis and she gets little help from her sons 
and 12 siblings. On the other hand, Leo lives in a progressive facility dedicated to 
supporting personhood in all residents and Mrs. G. has a loving husband, a support 
network in her community, and an understanding physician. Within the constraints 
of their lives, both show resilience. One might even say that within these con-
straints, they are flourishing and their creative expressions are but one example of 
the lived-experience of the “paradox of well-being” (Mroczek and Kolarz 1998) we 
see in so many older persons.

Discussion

What this writer (RER) took away from his co-authors’ pieces was this: each of 
them has a body of experience in how persons with dementia respond to heightened 
senses evoked by seeing the graceful dancer’s leap in  Swan Lake, hearing the next 
Pavarotti hit Puccini’s high note in  Madama Butterfly, the pure joy of sitting before 
Renoir’s  Luncheon of the Boating Party at The Phillips Collection wondering what 
all those people were saying to each other on that sunny afternoon down the Seine, 
or being enraptured by a Richard Burton alone on a stage standing behind a lectern 
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reciting line after line of Shakespeare’s prose to a hushed, mesmerized audience. 
These and other artistic experiences like an Ansel Adams exhibit of his timeless and 
wonderful photographs of the beauty of nature are meaningful and important in that 
his photographic art reminds us of the need to preserve the splendor of wilderness. 
And when one gazes upon an exhibit of exquisite quilt art designed and hand-made 
by little known creative persons from rural areas, we are also reminded that art is 
everywhere and that the old adage, “beauty is in the eye of the beholder,” is true.

If only we were able to capture and repeat those visual, auditory, and emotional 
stimuli to effect the outcomes across all persons with dementia that we see in some. 
Can the present day technology of fMRI or some future imaging process help us do 
that by “enjoying” the “art” of seeing one’s own the brain light up that, in turn, 
lessens anxiety and depression and slows the rate of cognitive decline? It is to the 
neurobiologists and biogerontologists that we leave that question.

Like everything else in the clinician’s array of treatment choices, more research 
needs to be targeted on how one chooses an art form as the independent variable 
and measures the hypothesized change on the dependent one (Roush et al. 2001). 
Until that happens, we should continue to expose persons with and without demen-
tia to the wonderful world of the creative arts for their own and our enjoyment. 
Perhaps other “Sarah’s,” like the frail elderly lady about whom Hart (1992) wrote 
will have better times in their latter days. When taught about art and philosophy at 
the nursing home where she lived in Washington, DC, Sarah, a retired nurse thought 
to have dementia, “came out of her foggy tunnel.” She loved Matisse and attended 
an exhibition of his works, exclaiming upon having seen the 11-foot high Large 
Composition with Masks, “This has been one of the best days of my life.” She died 
peacefully in her sleep that night. In an interesting sidebar, Matisse painted that 
magnificent piece in the last year of his 85-year-long life.

This chapter is for the caregivers of all the Mr. Winakur’s, Leo’s, Mrs. G’s, and 
Sarah’s of the world. When we work with them and their countless counterparts 
across the land, we should document what we do via the arts, always asking ques-
tions about what seemed to work and why. And as we all are marching inexorably 
toward our own old ages, keep in mind Goethe’s maxim: “Science and Art belong 
to the whole World and the barriers of nationality vanish before them.”
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Introduction

In Australia, as in most other industrialized economies, there is growing concern 
about the work capacity of older workers and their retention in the workforce against 
a background of population aging and efforts to prolong working lives. It is widely 
recognized that working later will be promoted by equipping industry and workers 
with instruments that can gauge working potential. Although policy makers in most 
industrialized nations now consider an extension of working lives as the basis of 
sustaining welfare systems and offsetting decline in the number of young labor 
market entrants, globalization and the competition this fosters present as a strong 
countervailing force for both government and employers. Certain groups, including 
older workers with few or outdated skills, and those with declining health may be 
particularly affected by job insecurity and long-term unemployment. Reconciling 
these seemingly countervailing tensions is a problem now facing a number of indus-
trialized economies. A resilient older worker whose skills and capabilities can easily 
adjust as the requirements of the market shift would help maintain labor productivity 
growth even as populations age (Hagemann and Nicoletti 1989).

A potentially useful concept when considering the fit between personal capabili-
ties and changing job demands is Work Ability, which originated in Finland and is 
now widely used in Europe (Ilmarinen and Rantanen 1999). Work ability concerns 
how well an individual’s capabilities, health, and well-being match job demands. 
However, the degree to which individual workers will rate their work ability level as 
high or low will depend upon their employment context. This includes the wider 
social culture, industrial and labor market situation, workplace conditions, employer 
practices, and, of course, their occupation and other personal characteristics. Figure 8.1 
demonstrates the various elements of work ability. In considering the status of older 
workers, it is apparent from the research literature that many interrelated factors 
determine their relationship with the labor market (Taylor et al. 2000). The emerging 
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consensus is that tackling the issue of the ongoing employment of older workers 
requires multifaceted and integrated workplace strategies (Walker 1999).

Finnish studies indicate that at an individual level, the factors that predict work 
ability include health, functional capacities, competences, and attitudes. Work and 
workplace also influence work ability through factors including the physical, 
technological, mental, and social demands of work, work community and management, 
organizational culture, and work environment. A third level of factors consists of 
aspects or characteristics of the wider society such as employment, education and exit 
policies, social and health services, and other preventive measures such as prevention 
of age discrimination (Ilmarinen 2001). Tuomi et al. (2001) found that the main predic-
tors of work ability were work demands and the environment, followed by work 
organization and the work community. Professional competence and lifestyle factors 
have been found to be weaker predictors. Good predictors of high work ability are the 
use of knowledge and work experience. Strong predictors of low work ability are poor 
work postures, work climate, an increase in mental workload, uninspiring work, and 
a lack of satisfaction with working time arrangements. Good perceived work ability 
is associated with high self-assessments in terms of work quality and productivity.

The concept of work ability promotion is based on four different actions: 
 (1) adjustments to the physical work environment, (2) adjustments to the psychoso-
cial work environment, (3) health and lifestyle promotion, and (4) updating skills. 
The first two activities are focused on work content and work environment, and the 
latter two on individuals. Research has indicated that (1) reducing repetitive move-
ments, (2) increased satisfaction with supervisors, and (3) an increase in vigorous 
physicalexercise during leisure time are predictors of improved work ability among 

Fig. 8.1 The Work Ability House (Source: Finnish Institute of Occupational Health)
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men and women aged 51–62 years in physical, mixed, and mentally demanding 
work (Ilmarinen and Rantanen 1999; Ilmarinen 2001).

The promotion of work ability has been found to reduce the incidence of work 
disability and the likelihood of premature retirement and absenteeism; increase produc-
tivity and competence among the workforce; improve the public image of a company; 
and improve quality of life and well-being among workers themselves, effects which 
appear to carry over into retirement (Ilmarinen and Rantanen 1999; Tuomi et al. 2001).

The “Redesigning Work for an Ageing Society” (RWAS) project, supported by an 
Australian Research Council grant, examined the utility of the work ability construct 
in Australia. Drawing on this study, this chapter explores the measurement of work 
ability based on a new diverse sample, and examines how work ability may moderate 
the influence of job demands on critical outcome measures: job satisfaction, personally 
meaningful work, and job insecurity. Furthermore, the potential value of work ability 
promotion in terms of facilitating resilience of older workers and the sustainability of 
labor supply over the long term as populations age is demonstrated.

Project Description

The participants in this project were from across Australia, with a majority working 
in various locations in the state of Victoria. Sampling was undertaken in four case 
study organizations: a small national university, two international freight terminals of 
an international airline, a national manufacturing company, and the roadside assis-
tance division of a motoring organization. Within these organizations, respondents 
were drawn from different levels, from entry level to management levels. Although 
response rates varied across case organizations, the survey had an approximate overall 
response rate of 40%, yielding a total sample of 1,687 respondents. The manufacturing 
company and the national university made up the vast majority of the sample, repre-
senting 53 and 39%, respectively. Males were slightly overrepresented (males, n = 919; 
females, n = 713; unanswered, n = 55). The average age of respondents was 45 years, 
with a range of 21–75 years. Occupational group was categorized according to the 
ANZCO (Australian Bureau of Statistics 2006) coding guidelines. In a very general 
amalgamation of this coding, 72% of the sample reported their job as white collar and 
27% reported their occupation to involve manual work.

It is important to note some details of the configuration of the sample, particu-
larly the gender specificity of certain organizations. As shown in Table 8.1, most of 
the females in the sample are from the university. It is possible that these female 
workers are different from the smaller groups in the manufacturing firm or freight 
terminals. Also shown in Table 8.1 are similarities in the average age of respon-
dents from the different organizations.

Questions have been raised regarding the validity of the Work Ability Index 
(WAI) as a measure of work ability based on prior work when used with Australian 
respondents (Healy et al. 2007; Oakman 2007; Parker et al. 2006; Palermo et al. 
2009). This motivated the development of a new measure labeled the Work Ability 
Survey (WAS). The Work Ability Survey (WAS) was developed to be used in this 
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project. This measure is based on the most recently developed conceptual model of 
work ability from the Finnish Institute of Occupational Health, presented graphi-
cally in Fig. 8.1. Included in this measure are two overall scales reflecting personal 
and organizational components of work ability, which are the combination of 
subscales capturing the following factors:

Work ability

Organizational capacity Personal capacity
Control of work methods Intrinsic work benefits
Control of work time Extrinsic work 

benefits
Learning opportunities Work schedule
Trust Home–work balance
Respect Work–home balance
Career development support Physical health
Supervisor consultation Mental health
Everyday discrimination Job insecurity
Training

The relationship between individuals’ level of work ability, the demands of their 
work, and their resilience in working life has an easily grasped, intuitive link. The 
core of the work ability concept captures how the individuals’ resources, the design 
of their work, and the physical and psychosocial environment at work are matched 

Table 8.1 Firm- and gender-specific sample sizes

Organization
Sample 
size

Average 
age of 
respondent

Gendered 
sample 
size Work type Percentage

Manufacturing 
firm

896 42.89 Male 619 White collar  55
Manual work  42

Female 253 White collar  91
Manual work  9

Roadside 
assistance

 59 49.88 Male  59 White collar  –
Manual work 100

Female  0 White collar  –
Manual work  –

National 
university

656 48.11 Male 187 White collar  84
Manual work  15

Female 440 White collar  92
Manual work  8

Air freight 
terminals

 76 44.84 Male  54 White collar  51
Manual work  48

Female  20 White collar  91
Manual work  8
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to job demands. The notion of providing tools, resources, and supportive frameworks 
which assist a worker to respond to and meet changing environmental demands, be 
they in their place of work or external, may be viewed as engendering resilience. 
In this case, the different types of demands encountered in one’s working life rep-
resent stressors. The personal and organizational capacity components of the pres-
ent conceptualization of work ability define areas where protective measures 
against the stressors or risk factors presented in the demands of working life may 
be initiated. Supporting individual work ability can be viewed as providing protec-
tion from the potential negative effect of demands that exceed personal capacity, for 
instance the potentially adverse effects of changing production methods may be 
countered by adequate training in new skills while adequate health and safety poli-
cies may reduce the incidence of absence due to sickness or injury. The extent of 
resilience to stressors or adversity can be determined through the extent of positive 
outcomes or the absence of negative outcomes despite the adversity present.  
In order to explore this, work-related psychosocial factors were used to determine: 
(1) the influence of different types of stressors (work demands) on job satisfaction, 
job insecurity, and level of personal meaning of work and (2) how different levels 
of work ability (protective factor) affect the influence of work demands (stressor) 
in terms of job satisfaction, job insecurity, and level of personally meaningful work 
(positive and negative outcomes related to stressor).

In addition to the WAS and measurement of work demands, three measures of 
work-related psychosocial factors were used to demonstrate the potential for improving 
the resilience of a workforce through improving work ability. These were job satisfac-
tion, personally meaningful work, and job insecurity. The factor structure of these 
measures and the measures of work demands are presented in Appendix 8.1. The 
measure of job satisfaction used was a single item scored on a five-point Likert-type 
response scale. Personally meaningful work and job satisfaction were measured using 
the existing subscales adapted from the Copenhagen Psychosocial Questionnaire 
(Kristensen and Borg 2003). The measure of job insecurity was developed and piloted 
for use in the case study organizations. The items that make up these subscales were 
scored on a five-point Likert-type response scale. The personally meaningful work 
measure consisted of five items, while that of job insecurity consisted of four items, 
and larger scores on all these scales indicated greater job satisfaction, job insecurity, 
and meaningfulness of individuals’ work. Statistical analysis indicates that WAS 
scores decrease as the demands of an individual’s work increase, except in the case 
of cognitive demands, where an increase in WAS scores by 1.5 points is predicted for 
every one-point increase in the cognitive demands while controlling for the other 
variables in the equation. There was also a significant relationship between WAS 
scores and the outcome measures as presented in Table8.2. Specifically, WAS scores 
explained 6% of the variance in job insecurity, 29% of job satisfaction, and 16% of 
personally meaningful work. The predictive regression models based on measures of 
work demands explained 7, 10, and 18% of the variance in job insecurity, job satis-
faction, and personally meaningful work, respectively, and when WAS scores were 
introduced, the variance explained became 11, 31, and 19%, respectively.
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Taking each of these work-related psychosocial factors individually, their 
relationship with work demands and work ability is elucidated. Notably higher 
scores on the job design, task demand, and emotional demand scales predicted 
higher levels of job insecurity. Countercurrent to this, higher levels of work pace and 
cognitive demands predicted lower levels of job insecurity. When respondents’ WAS 
scores were introduced into the model, the job design and the task demand measures 
showed partial mediation. The work pace measure remained unchanged, and the 
emotional demand and cognitive demand measures showed full mediation. These 
results suggest that a high pace of work buffers against job insecurity at any level of 
work ability. Also, work ability level influences the relationship between problems 
with the design of a job or the work environment and the difficulty of the tasks in 
respondents’ work and job insecurity. Interestingly, WAS score mediated fully the 
increase in job insecurity observed with higher emotional and cognitive demands.

The predictive regression model of job satisfaction included four measures of 
work demands as significant contributors to the model. Notably, higher scores on 
the job design, and excess workload scales predicted higher levels of job satisfac-
tion. Countercurrent to this, higher levels of emotional demands and cognitive 
demands predicted lower levels of job satisfaction. When respondents’ WAS score 
was introduced into the model, the job design measure showed partial mediation. 
The emotional demand, excess workload, and cognitive demand measures showed 
full mediation. Work ability level influences the relationship between problems 
with the design of a job or the work environment in respondents’ work and job 
satisfaction. Interestingly, WAS score mediated fully the increase in job satisfaction 
associated with increased excess workload scale scores and the reduced job satis-
faction associated with increased emotional and cognitive demands.

The predictive regression model of personally meaningful work included six 
measures of work demands as significant contributors to the model. Notably, higher 
scores on the cognitive demand, work pace, and emotional demand scales predicted 
higher levels of personally meaningful work. Countercurrent to this, higher levels of 
job design, excess workload, and task demands predicted lower levels of personally 
meaningful work. When respondents’ WAS score was introduced into the model, 
the emotional demand, job design, cognitive demand, and work pace measures 
showed partial mediation. The job design and the task demand measures showed 
full mediation. These results suggest that work ability level influences the relation-
ship between problems with the design of a job or the work environment, the cognitive 

Table 8.2 Linear regression showing the relationship between WAS scores and the outcome 
measures

B Std error Beta t Sig.

Job satisfaction (Constant) 4.752 0.123 38.622 0
WAS 0.023 0.001 0.539 23.422 0

Meaningful work (Constant) 7.178 0.728 9.857 0
WAS 0.092 0.006 0.397 15.844 0

Job insecurity (Constant) 12.492 0.518 24.139 0
Organizational 

capacity
–0.045 0.005 –0.257 –9.734 0
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demands, emotional demands and the work pace in respondents’ work, and the 
level of personal meaning in work perceived by respondents. Interestingly, WAS 
score mediated fully the increase in personally meaningful work associated with 
reduced excess workload and task demand scale scores. The full tabulated output 
from these analyses is presented in Appendix 8.2.

Concluding Remarks

Taking the above results as a whole, interesting inferences can be drawn regarding 
the influence of the demands of individuals’ work, their level of work ability, and 
work-related psychosocial factors. The first interesting facet of the project is the 
nuanced relationship between different types of work demands and job satisfaction, 
job insecurity, and personally meaningful work. It was evident in each of the predic-
tive models based on work demand variables that increases in some types of work 
demands were related to increases in job satisfaction and personally meaningful 
work and reductions in job insecurity, while increases in other types of work 
demands showed the inverse relationship. It is suggested that this is a critical aspect 
of this analysis. The configuration of the types of work demands that showed a dif-
ferentiated influence on the various outcome measures demonstrates that some 
work demands may actually promote greater job satisfaction, more meaning in 
individual’s work and less job insecurity. If the conceptual content of the outcome 
measures and the work demand measures is considered, it appears logical that the 
analysis demonstrated the particular directionality of the relationship between these 
measures of work demands and psychosocial factors related to work.

The next notable aspect of this analysis is the manner in which work ability off-
sets the influence of work demand measures on the outcome variables, demonstrat-
ing the potential gains offered through the promotion of work ability. It was evident 
that work ability offsets both the positive and negative influence of various types of 
work demands on work-related psychosocial factors. If organizational and personal 
capacities are of sufficient magnitude, the importance of job demands is mitigated, 
partially or completely, in terms of job satisfaction, personally meaningful work, and 
job insecurity. This is of particular practical significance. In the pursuit of greater 
productivity, workplace interventions can usefully focus on enabling and improving 
personal and organizational capacities, as work ability is conceptualized here, that 
promote worker resilience and potentially moderate the demands of a given job.

The results of the analysis reported in this chapter are in line with previous work 
ability research. A large body of work in Europe has shown that long-term and 
multifaceted interventions have improved and sustained employee work ability. If 
work ability is considered as a protective factor against the influence of the stres-
sors of work demands, its promotion offers a potentially useful approach to main-
taining resilience as workers age. Through collaboration between government, 
management, and employee groups, work ability promotion can be used to improve 
both individual and organizational components of work ability. The complex inter-
relation of protective and risk factors that are key to resilience and which may 
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prohibit the clear planning and implementation of workplace interventions aimed 
at supporting older workers may be circumvented through the application of the 
work ability concept and the body of work relating to its promotion. With debate 
increasing about the steps that will be necessary to respond adequately to the vast 
array of issues that will manifest as the populations of the industrialized nations 
age, in particular that of maintaining a sustainable supply of labor, issues of main-
taining resilience over a working life will inevitably come to the fore. Work ability 
provides a lens through which to view the responses that will be required.

Appendix 8.1 Items and factor structure of measures used  
in the linear regression analysis

Job design

To what extent does your job involve 
repetitive movements?

0.417

To what extent does your job involve awkward 
positions?

0.812

To what extent does your job involve working 
beyond physical capacity?

0.548

To what extent does your job involve poor 
work stations?

0.493

Work pace Excess workload

Is your workload unevenly 
distributed so it piles up?

–0.773

Do you work at a high pace  
throughout the day?

0.763

Do you have enough time for your 
work tasks?

0.672

Do you have to work very fast? 0.794
Do you get behind with your work? –0.794
Is it necessary to keep working at a 

high pace?
0.854

Cognitive 
demands Task demands

Do you have to keep your eyes on lots 
of things while you work?

0.547

Does your work demand that you come  
up with new ideas?

0.734

Does your work require you to make 
difficult decisions?

0.802

Do you need to meet precise quality 
standards?

0.512

Do you carry out monotonous tasks? 0.516
Do you carry out complex tasks? 0.714
Does your work require you to shuffle 

priorities?
0.598
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Appendix 8.2 Tabulated output showing the statistical evidence  
of work ability moderating the influence of work demands  
on work-related psychosocial factors

Meaningful work

Do you feel that the work you do is important? 0.781
Is your work meaningful to you? 0.908
Do you feel motivated and involved in your work? 0.868
Do you feel that the problems at your place of work are yours 

too?
0.506

Do you feel that your place of work is of great personal 
importance?

0.731

Emotional demands

Does your work put you in emotionally 
disturbing situations?

0.725

Do you have to relate to other people’s personal 
problems in your work?

0.74

Do you get emotionally engaged in your work? 0.626

Job insecurity

Becoming unemployed? 0.739
New technology making you redundant? 0.73
Finding it difficult to find another job if you became 

unemployed?
0.681

Being transferred to another job against your will? 0.609

Linear regression for a work demands predictive model of WAS scores
Unstandardized coefficients Standardized coefficients

B Std error Beta t Sig.

(Constant) 157.52 3.47 45.396 0
Job design –1.595 0.171 –0.273 –9.303 0
Excess workload –0.965 0.348 –0.077 –2.772 0.006
Work pace –1.025 0.231 –0.135 –4.438 0
Cognitive demands 1.502 0.185 0.255 8.132 0
Task demands –0.953 0.218 –0.128 –4.369 0
Emotional demands –1.21 0.206 –0.175 –5.863 0
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Predictive regression model for job insecurity based on work demand variables

Job insecurity

Unstandardized 
coefficients

Standardized 
coefficients

B Std error Beta t Sig. Raw correlation

(Constant) 5.344 0.571 9.353 0
Job design 0.178 0.035 0.153 5.129 0 0.22
Work pace –0.11 0.045 –0.073 –2.414 0.016 0.002
Cognitive demands –0.124 0.037 –0.106 –3.338 0.001 –0.06
Task demands 0.192 0.045 0.128 4.269 0 0.203
Emotional demands 0.127 0.042 0.092 3.02 0.003 0.07

Predictive regression model for job satisfaction based on work demand variables

Job satisfaction

Unstandardized 
coefficients

Standardized  
coefficients

B Std error Beta t Sig.
Raw 
correlation

(Constant) 0.979 0.13 7.536 0
Job design 0.069 0.006 0.276 11.079 0 0.307
Excess workload 0.041 0.014 0.077 2.918 0.004 0.134
Cognitive demands –0.022 0.007 –0.09 –3.068 0.002 0.016
Emotional demands 0.032 0.009 0.108 3.711 0 0.141

Predictive regression model for job insecurity based on work demands and WAS score

Job insecurity

Unstandardized 
coefficients

Standardized  
coefficients

B Std error Beta t Sig.
Partial 
correlations

(Constant) 9.225 1.017 9.075 0
Job design 0.117 0.037 0.103 3.13 0.002 0.088
Work pace –0.154 0.049 –0.104 –3.13 0.002 –0.088
Cognitive demands –0.07 0.041 –0.061 –1.716 0.086 –0.048
Task demands 0.16 0.047 0.11 3.438 0.001 0.097
Emotional demands 0.086 0.044 0.064 1.955 0.051 0.055
Organizational  

capacity
–0.032 0.005 –0.179 –5.892 0 –0.164
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Predictive regression model for personally meaningful work based on work demands and 
WAS score

Meaningful work

Unstandardized 
coefficients

Standardized 
coefficients

B Std error Beta t Sig.
Partial 
correlation

(Constant) 1.195 1.24 0.964 0.335
Job design –0.202 0.039 –0.149 –5.171 0 –0.145
Excess workload –0.116 0.077 –0.04 –1.517 0.13 –0.043
Cognitive demands 0.3 0.042 0.22 7.177 0 0.199
Emotional demands 0.268 0.046 0.167 5.808 0 0.162
Work pace 0.249 0.051 0.142 4.858 0 0.136
Task demands –0.066 0.048 –0.038 –1.367 0.172 –0.039
WAS 0.09 0.006 0.391 14.548 0 0.381

Predictive regression model for job satisfaction based on work demands and WAS score

Job satisfaction

Unstandardized 
coefficients

Standardized  
coefficients

B Std error Beta t Sig.
Partial 
correlation

(Constant) 4.161 0.208 20.038 0
Job design 0.03 0.006 0.121 4.717 0 0.13
Excess workload 0.018 0.014 0.034 1.339 0.181 0.037
Cognitive demands –0.002 0.007 –0.009 –0.305 0.761 –0.008
Emotional demands –0.003 0.008 –0.011 –0.375 0.708 –0.01
WAS –0.021 0.001 –0.495 –19.009 0 –0.468

Predictive regression model for personally meaningful work based on work demands

Meaningful work

Unstandardized 
coefficients

Standardized  
coefficients

B Std error Beta t Sig.
Raw 
correlation

(Constant) 15.592 0.748 20.851 0
Job design –0.334 0.038 –0.251 –8.886 0 –0.212
Excess workload –0.227 0.075 –0.08 –3.009 0.003 0.039
Cognitive demands 0.414 0.04 0.31 10.228 0 0.339
Emotional demands 0.158 0.046 0.099 3.45 0.001 0.205
Work pace 0.16 0.05 0.092 3.174 0.002 0.14
Task demands –0.149 0.049 –0.087 –3.056 0.002 –0.088
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This chapter shows that comprehensive research on resilience and aging would 
benefit from an examination and inclusion of cultural and ethnic perspectives 
relevant to older people. It shows the heterogeneity in resilience of older people as 
well as the cultural and ethnic perspectives in what older people will need addressed 
to be resilient in their lives. It also reveals that the older individual within a cultural 
or ethnic group is not a common stereotype, but still much their own person. Health 
and human service providers who interact with an older person must adjust their 
responses to that individual by taking into consideration the person’s level of resil-
ience, culture and ethnicity. More research in cultural and ethno-gerontology is 
required in order to better understand the diverse aging population and their current 
resilience and future needs. Forthcoming research on resilience and aging would 
benefit from a comprehensive and systematic approach by navigating the multi-
dimensional perspectives of resilience at the individual, community, and cultural 
levels for intervention.

Resilience and Aging

The scientific community has begun to recognize resilience as a central component of 
success in later life. Although there is no consensus definition, resilience or the ability 
to recover from adversity and stress in life is a key factor of aging successfully. While 
resilience is often differentiated from coping and adaptation, how and why it is realized 
by some people and not others is still unclear. Resilience and aging has received inad-
equate attention; while some information is presented here, more research is required 
on the multidimensional perspectives of resilience in older people.

It is possible for older people to prevent or recover from physical decline. In a 
group of 213 people aged 72 and above who were living independently but needed 
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assistance with at least one activity of daily living (such as bathing, dressing or 
going to the bathroom), it was noted that 28% of the participants 85 or younger had 
regained their ability to care for themselves (Gilbert 1999). This suggests that older 
adults have the power to help prevent or forestall the loss of independence with 
regular training and support. This type of behavior further suggests that resilience 
of individuals in later life is possible, but is often related to the individual and  
his/her willingness to recover.

A comprehensive review of the literature on resilience summarized key concepts 
and definitions as well as biological and psychosocial factors (Lavretsky and Irwin 
2007). Treatment approaches to promote resilience, and implications for future 
research and interventions were discussed. The authors (Lavretsky and Irwin 2007, 
p. 309) indicated that “Successful aging is associated with a positive psychological 
outlook in later years, general well-being, and happiness… With global aging on 
the rise, many nations are developing and implementing healthy aging policies to 
promote quality and years of healthy life.”

The processes and circumstances that create vulnerability among older people 
residing in Europe were examined by Grundy (2006). Vulnerability occurs when the 
balance between reserve capacity and environmental challenge falls below a level 
that ensures a reasonable quality and quantity of life. Vulnerable older people were 
defined as those whose reserve capacity falls below the threshold needed to cope 
successfully with the challenges that they face in life. The most vulnerable elderly 
are those who are lacking in autonomy, income, and social relationships. Preventive 
and compensatory interventions have been shown to be effective in preserving and/
or restoring the reserve capacity and reducing the vulnerability of older people.

Grundy (2006) proposed various interventions to minimize vulnerability and increase 
resiliency; these interventions included promotion of healthy lifestyles and coping 
skills, strong family and social relationships, savings and assets; environmental 
improvements to reduce the risk of falls, social and policing programs to reduce street 
crime, influenza immunization programs; access to good acute care and rehabilitation, 
psychological and social work services, long-term assistance, and income support.

Although most interventions in Europe have evolved randomly and have not been 
thoroughly evaluated; some interventions have been shown to be effective in preserving 
or restoring the reserve capacity and reducing the vulnerability of older people. Grundy 
(2006) was careful to point out that more research is needed to learn about what is most 
effective in reducing vulnerability in different subsets of elderly individuals. Despite 
heterogeneity in age, there may be cultural and other differences in what each age 
cohort might need. In Europe, there are such diverse populations that understanding 
these differences are crucial. The same is certainly true here in the United States.

For example, in a recent study involving data from over 1,000 women related to 
the Women’s Health Initiative, researchers aimed to understand how resilience might 
change over the lifespan. Research results indicated that resilience appeared to relate 
to other healthy aging determinants, and the way one ages (within a cultural and/or 
other context) may change the way that resilience is expressed (Vahia 2008).

Bauman et al. (2001) examined resilience in the oldest-old. The authors reviewed 
three separate studies. One was a qualitative study of resilience in 18 women aged 
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72–98 years conducted by Neary (1997) who identified common strategies the 
older participants used to get through difficult times. These strategies were similar 
to the processes in the selective optimization with compensation model discussed 
by Baltes and Baltes (1990). Personal traits common to the resilient older women 
in this study included flexibility, tolerance, independence, determination, and prag-
matism (Neary 1997). These traits are similar to those identified in the LaFerriere 
and Hamel-Bissell (1994) study.

The second study was conducted by Felten (2000) who examined seven women, 
representing a variety of ethnic groups, who had had serious physical impairments from 
which they had recovered. These older women displayed the traits of determination, 
previous experience with hardship, knowledge of available services, strong cultural and 
religious values, family support, self-care activities, and care giving for others.

The third study was conducted by Talsma (1995) who studied 5,279 people from 
the Netherlands with a mean age of 69.6 years. Three dimensions of resilience were 
identified including physical functioning, psychological functioning, and well-
being. The conclusion was that resilient older people have high levels of physical 
functioning, are willing to take initiative and to develop behaviors, believe they 
have control over their current life and are generally satisfied with their lives. The 
Netherlands is a more homogenous society than the United States; hence, the appli-
cability of this latter study to the diverse elderly residing in the United States has 
not yet been established.

Hawkley et al. (2005) summarized that resiliency is impacted partly by genetics 
but is also influenced by individual responses to stress. These differences include 
frequency of exposure to stress, nature and intensity of psychological and physiological 
reactions to stress, and the efficacy of restorative and preventative measures to stress. 
The authors explained the net impact of human frailties and strengths on physiological 
resilience and health during the aging process. They summarized how people might 
be genetically influenced by physiology, but that people have astonishing capacities 
to minimize or contain the long-term costs of stress, thereby maintaining a resilient 
physiology and helping them ensure a long and healthy life. This capacity comes 
from choices that limit exposure to stress, adapting coping strategies, and sleep and 
exercise patterns. Aging is inevitable, but limiting stress can considerably slow down 
the degradation of the body limiting even one’s need to be resilient.

Fry (1997, p. 150) concluded that “Older people are people… Older people are 
people who have been here longer than others.” In summary, it is apparent that resilient 
older people have shared and will hopefully continue to share similar circumstances and 
experiences that promote their security and/or decrease their vulnerability as they age.

Cultural Perspectives on Aging

Five issues have been noted, from a cultural perspective, to promote security or delineate 
increased vulnerability for older people. These include: (1) material factors, (2) health 
factors, (3) social linkages, (4) cultural values, especially those of independence,  
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and (5) cultural change (Fry 1997). Resilience is not examined specifically, but cross-
cultural perspectives that impact an individual and how each may confront aging have 
been explored. Specifically, it was noted that growing older is not a uniformly “good” or 
“bad” practice; rather studies must look at culture, life experience, and local circum-
stance to demonstrate people’s responses to aging.

Older people’s experience and relationship to aging must not be separated from 
their earlier life stages. Younger life cannot be “divorced” from the stages of later 
life because that stage in life impacts later stages in life. The author explained that 
to understand someone’s reaction to later life the overall picture of their individual 
experience must be examined.

Fry (1997, pp. 146–150) reflected that “Culture gives meaning to life. Values 
define what is good and what is bad. Aging has its valences… Independence is a 
dominant value orientation in American culture.” However, the differences we see 
in other cultures are major differences in productive organization, family structures, 
political centralization, stratification, and worldviews.

Gunnestad (2006) examined resilience in a cross-cultural perspective with a study 
about: (1) protective factors, (2) different ways of creating resilience, (3) resilience 
and vulnerability from culture, and (4) minority and majority cultures, biculturalism 
and resilience. Although this discussion is not specific to older people, it examines 
cultural, familial, and social issues which both aid and hinder the development of 
resilience in children. The author outlined protective factors and processes which help 
to create resilience. These protective factors include: (1) Network factors (external 
support), (2) Abilities and Skills (internal support), and (3) Meaning, Values, and 
Faith (existential support).

According to Gunnestad (2006, pp. 2–3), “Network factors” include external 
support from family, friends, neighbors, teachers, etc. “Abilities” include internal 
support such as physical and mental strength, temperament and emotional stability, 
intellect and appearance. “Skills” include communication skills, social and emo-
tional skills. “Meaning, Values, and Faith” include existential support such as per-
ception of values and attitudes. The author pointed out that culture is contained in 
all three protective factors, and that these protective factors are interrelated. Culture 
affects the way we form external support and network systems. Culture decides 
what abilities and skills are appreciated. And, culture is an integral part of meaning, 
values and faith.

Gunnestad (2006, p. 3) described the need to create resilience. Resilience is created 
when the protective factors initiate certain processes in the individual. Identified  
different ways of creating resilience: (1) building a positive self-image;  
(2) reducing the effect of risk factors and (3) breaking a negative cycle and opening 
up new opportunities.

The author examined resilience and vulnerability in different cultures: (1) Latino 
youth; (2) North American Indian First Nation; and (3) South African youth. The 
author illustrates how the culture over a long period of time has developed ways of 
behavior that generate resilience within that setting. Culture can be said to be a way 
of living facing the challenges in a certain environment with both extrinsic and 
intrinsic factors (Gunnestad 2006, p. 10).
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Gunnestad (2006, p. 17) studied minority and majority cultures, biculturalism, 
and resilience. Culture relates to the meaning of life of a group of people, it relates 
to how they live and work (skills), what they hold as right and important for them 
(values) and it also goes with faith and religion. Culture is a vital part of the iden-
tity. Identity is a central part of our personality; it may be seen as the core.

From the perspective of resilience, it can be seen that if you take the culture from 
a people, you take their identity, and hence their strength – the resilience factors. If 
people are stripped of what gives them strength, they become vulnerable, because 
they do not automatically gain those cultural strengths that the majority culture has 
acquired over generations.

Stutman et al. (2002) report on resilience among immigrants and people from 
minority cultures. Immigrants and people from minority cultures who master the 
rules and norms of their new culture without abandoning their own language, values 
and social support seem more resilient than those who just keep their own culture and 
cannot acclimate to their new culture or those who become highly acculturated.

Cultural Differences in the Expression of Resilience

Katzko et al. (1998) examined the self-concept of the elderly in a cross-cultural 
comparison. A sample of elderly Spanish participants (n = 83) and elderly Dutch 
participants (n = 74) were compared to gain an idea of the cross-cultural content of 
self-concept. The research required participants to provide information through the 
use of the SELE-Instrument. The SELE Instrument is a sentence completion test 
with a set number of stem questions. The test determines whether the statements 
made by participants are either motivational or dispositional statements. Motivational 
statements are beliefs or perceptions while the dispositional statements are self-
evaluations of the physical and mental self. The SELE-Instrument maintains specific 
procedures and coding methods to examine the differences and similarities of the 
responses between the elderly Dutch and Spanish participants.

Katzko et al. (1998) analyzed and discussed the research results; they acknowl-
edged that the most striking differences were questions related to the “Family” and 
“Activities” categories. It appears that the elderly participants are looking for new 
ways to continue to lead meaningful lives after previous goals related to family, 
marriage, and career are met. In terms of Planning, it appeared that the elderly 
Spanish participants were more concerned about “Family” while the elderly Dutch 
participants were more concerned about “Activities.” In terms of Possible, it 
appeared that the elderly Spanish participants were more concerned about “Family, 
Habitation and Helping” while the elderly Dutch participants were more concerned 
about “Autonomy and Activities.”

Questions related to “future possibilities” (personal expectations and goals of the 
participants) also exposed differences in personal desires between the two cultures. 
Additional responses to various questions exposed the differing goals, plans, and 
desires of the two cultures. Overall, the results of the study indicated that in both 
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cultures, the elderly participants maintain a “still-healthy” image of themselves and 
often look for opportunities with which to fill their day-to-day existence with mean-
ingful activities.

Katzko et al. (1998) examined the self-concept of the elderly Dutch participants 
to elderly Spanish participants. They looked at what made these groups age well. 
They found that each cultural group chose to fill their time differently; the elderly 
Spanish participants spent more time with family while the elderly Dutch partici-
pants spent more time on activities. However, either way, finding fulfillment in their 
choice was crucial in being content and satisfied as they aged.

Lewis (2008) defined “culture as a shared, learned, symbolic system of values, 
belief, and attitudes that shapes and influences perception and behavior – an abstract 
‘mental blueprint’ or ‘mental code’.”  Defined “resilience as the strengths that people 
and systems demonstrate that enable them to rise above adversity” and described 
ways to build resilience. According to, “cultural resilience refers to a culture’s capacity 
to maintain and develop cultural identify and critical cultural knowledge and  
practices.” Defined “community resilience as the ability of a community to establish, 
maintain, or regain an expected or satisfactory level of community capacity in the 
face of adversity and positive challenge.” Lewis (2008) summarizes the role of 
Alaskan elders in the cultural resilience of Native communities.

Cultural Resilience

Lewis (2008) comments on cultural resilience, examining the obstacles that specific 
societies face in establishing and maintaining their various traditions and social 
norms. He explores resilience and cultural resilience within the elderly community 
and defines the typical roles of elders (i.e., grandfather, mentor). “Cultural Identity” 
is an important topic since the elderly relies upon it to maintain status within their 
community. It is a social support system that allows them to share their culture with 
younger generations.

Lewis focuses upon maintaining a community’s level of resiliency, highlighting 
the peoples of Native Alaska to provide examples of how a specific culture main-
tains its identity. Examples he includes are the Alaskan natives’ effort to speak and 
teach their native language and share traditional stories. Lewis also points out issues 
such as Alaska’s reliance on imported goods and out-migration of youth, as variables 
which decrease that community’s resiliency. Lewis turns to issues of the elder com-
munity within the Alaskan Native people and remarks upon the challenges they face 
such as: younger generations moving away and leaving elders to support themselves. 
Tensions between personal and communal resilience address the elders’ desire to 
maintain independence while maintaining a valuable and useful identity within their 
culture. Lewis concludes his presentation by emphasizing that the issue of resilience 
sparks innovative efforts within a specific culture to maintain its identity.
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Culture and Aging

Moody (1998) cites the differences among cultures in regards to aging. He describes 
how different cultures view, and tend to, elders in geriatric medical care. His article 
features a case study of a family who is taking care of their aged Chinese family 
member who is still currently a citizen of China, but is residing in the United States. 
The family is tending to their elder family member and making medical decisions 
on her behalf. The scenario is the Chinese elder complains of increasing pain and 
the family takes her to the hospital. The family learns that the elder family member 
in fact has cancer. The family asks the doctor not to tell the Chinese elder that she 
has cancer and opts for herbal remedies instead of traditional remedies such as 
radiation. The family is adamant about their decision citing their cultural values, but 
this leaves the healthcare team shocked about the family’s decision and in disagree-
ment with their choices.

Moody (1998) portrays the increasing complexity of “ethnic ethics” in the medi-
cal community in relationship to the aging population. The idea of “ethnic ethics” 
rests on the idea that as elders of different cultures age, there are different practices 
that varying cultures abide by. Moody depicts some of the most common arguments 
that arise when discussing differences in cultural medical care. First, there is the 
argument that rights and values are relative to the culture in which are expressing 
them. Some cultures value familial solidarity in later age; whereas other cultures, 
like the United States, value individualism and independence. Others believe that 
certain rights are universal and should not be questioned among cultures. Some 
believe that the argument of the “right thing to do” must be looked at on an indi-
vidual basis and not in larger context. These viewpoints set the stage for the 
complexity of different cultures within the American healthcare system.

Moody (1998) also describes a study by the Fan Fox and Samuels Foundation. 
This study brought together different elders of different ethnicities and surveyed 
them about their views on aging. Although many of the predicted different 
responses occurred, there were also many similar statements across different cul-
tures. Some ideas that were similar among cultures included: shared belief of fatal-
ism, reluctance to communicate with healthcare professionals, and the belief that 
healthcare professionals did not want their opinion in relationship to care. The 
study predicted they would find differences among cultures, but were not prepared 
for the similarities they found.

It is clear that there are cultural differences that medical professional should be 
aware of and consider when having to provide care. In fact, future medical care 
might include the need to “negotiate differences” or to understand differences of 
cultures and look for ways to incorporate compromises between cultures. Despite 
a family’s wish to use an alternative or less scientific intervention, doctors should 
still work hard to try and educate the family about the benefits of tested medicine. 
In summary, no matter the ethnic group, they all share “a concern for the dignity 
of elders.”



140 D. Yee-Melichar

Resilience Across Ethnic Groups

Consedine et al. (2004) explain that there are a variety of ways that older adults 
employ in adapting to the changes that aging brings. The authors explain that 
as individual’s age, they come to resemble each other less, rather than more. What 
is known is that older adults engage in a diverse range of self-care efforts and 
different attempts to anticipate future difficulties related to aging.

Consedine et al. (2004) considered socioemotional adaptation among individuals 
from six ethnic groups: African Americans, Jamaicans, Trinidadians, Bajians, 
US-born Whites, and Immigrant Europeans, predominantly Russians and Ukrainians 
from the former Soviet Union. The study examined a sample of 1,118 community-
dwelling older adults from Brooklyn, New York based on data from the Household 
Income and Race Summary Tape File 3A of the 1990 Census files. The mean age 
of the sample was 73.8 years. Data were collected during face-to-face interviews 
that lasted about one and a half hours in the respondent’s home or in a location of 
their choice such as a church or senior center.

Consedine et al. (2004) used the following measures to look at ethnic constraints 
on later life adaptation: Demographics, Resiliency, Quality of Social Networks, 
Stress, Trait Emotions (Negative vs. Positive), Emotion inhibition, Religiosity, and 
Interpersonal conflict. For the purposes of the study, resiliency was defined as func-
tionality relative to health impairment. Data were analyzed and results were 
reported. Consedine et al. (2004, pp. 124–125) concluded that “later life is associated 
with both gains and losses; aging brings with it a variety of challenges in coping 
with losses in physical, social, and economic realm.”

The data also suggested that resilient members of African descent (African 
Americans, Jamaicans, Trinidadians, and Bajians) were more likely to manifest 
patterns of adaptation characterized by religious beliefs, while resilient US-born 
Europeans and immigrant Europeans were more likely to benefit as a result of 
a nonreligious social connectedness. Social networks, religion, emotions, and emotion 
regulation are among the key proximal components underlying ethnic difference in 
later life adaptation.

Aging and Culture

Holzberg (1982) described how little is written about the cultural factors that 
differentially affect the aging individual or social group. She explained that most 
contemporary literature focuses on the biological, psychological, and sociological 
factors of aging, but not on the cultural perspectives of aging. The author gave details 
on some of the anthropological perspectives to ethnicity and aging. First she explained 
that “cultural patterning of the human life cycle” is an effort to demonstrate how 
dominant societal values may structure, facilitate, or hinder individual and group 
adjustments to aging. Through understanding these patterns, one can better under-
stand the diverse ways individual’s age separate from the overall age group.
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It is important not to place all “old” in group such as AARP or NCSC, but rather 
look at elders more closely. Holzberg (1982) criticized research as often placing 
minority elderly in the category of impoverished or attributing them with unem-
ployment, low levels of education, and high dropout rates. She explained that it 
does impact the aging experience, but cannot be the only thing that is viewed as 
important. She gave specific examples of ethnicities including Asians, Native 
Americans, and Indians and how each group ages differently. Holzberg (1982) 
explained that understanding the nature of cultural experiences can aid us in our 
search for explanations of why certain people age differently from others.

Woehrer (1978) has said “The fact that people of different cultural backgrounds 
put their social worlds together differently means that their needs and resources as 
well as the ways in which they use the services available to them will vary.” 
Holzberg (1982) concludes with a call for more research in cultural and ethnic 
gerontology in order to better understand the diverse elder populations and their 
current and future needs.

Nandan (2007) examined three “waves” of Asian Indian Elderly (AIE) immi-
grants. The author asserted policy makers and helping professionals have lumped the 
Asian Indian Elderly (AIE) immigrants with other Asian groups without considering 
the specific needs and unique perspectives of this population. The author detailed the 
time periods and numbers in which Asian Indian Elderly immigrated to the United 
States. Tracing the Asian Exclusion Acts of the early twentieth century, Nandan 
(2007) stated that the Asian Indian Elderly immigrants did not make much of an 
impact on the country’s population demographics until well after the US repealed 
these laws. Therefore, the biggest immigration stages took place in the mid-1963s, 
during the economic boom in 1970s and mid-1980s, and during the 1990s after the 
“Family Reunification Act of 1990” was passed. Nandan noted that most of these 
Asian Indian Elderly are aged 55 and over, and therefore have specific needs based 
upon the circumstances surrounding their particular time of immigration.

Nandan (2007) described the differences in present experiences, legal status, 
reasons for marriage, adaption and challenges, and pre-immigration culture and 
values, of each wave of immigrants. The author noted that unlike the second and 
third wave immigrants, first wave immigrants may not as often visit family mem-
bers in India because much of their family has already migrated to the US or other 
countries. Also, the support and community life in India is vastly different from the 
time they left, and therefore they do not recognize their native homeland. On the 
contrary, second wave immigrants do visit their native India to see family and 
friends, and seem to hold closer ties with their native culture as they are more often 
settled in rural areas in the USA (unlike the first wave immigrants who migrated to 
large cities for work). In addition, the second wave of Asian Indian Elderly seems 
to have retained specific cultural and religious customs of their native homeland, 
fueling their desire to make visits.

Nandan (2007) remarked upon the loneliness and alienation experienced by 
third wave immigrants, coupled with the financial and medical burden of caring for 
their elderly parents. These burdens are compounded by their parents’ (immigrants 
as well) status as “permanent residents” rather than citizens, which makes them 
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inapplicable from benefiting from most public services. In some situations, children 
may send their elderly parents back to India in order to give them better care.

The author discussed the proper approach a “helping professional” should take 
in regards to Asian Indian Elderly, stating that those “competent” persons will keep 
in mind the specific cultural change, age group, and migration experience during 
the past 50 years of Asian Indians, rather than grouping their research and goals 
within the larger Asian Immigrant group. Nandan (2007) has 11 propositions in 
which helping professionals should engage with Asian Indian immigrants based 
upon the different time in which each group came to America, including the age 
group in which they now belong.

For example, the first wave of AIE immigrants should be viewed very similarly 
to United States-born citizens. They are familiar with American values, and often 
have retired with substantial financial security. Second wave AIE immigrants are in 
their 50s with college/marriageable age children and, more often than first wave 
immigrants, come from a variety of countries: India, Kenya, South Africa, along 
with Guyanese cultures and might have adapted faster to American custom than 
those who directly migrated from India. Many of the third wave immigrants may not 
be legal citizens, coming after the reunification clause of the American immigration 
policy. Nandan (2007) concludes that helping professionals must receive ongoing 
training to adequately address the specific differences within the three waves of 
Asian Indian Elderly immigrants in addition to not grouping this specific culture 
within the larger group of Asian Immigrants.

Nandan (2007) described the increase of Asian Indian Elderly Americans since the 
mid-1960s. The author discussed the three distinct waves of immigration since 1960 
and what services and or resources each may need as they age. Recently in the 2000 
US Census, Asian Indians ranked fourth highest with regard to number of immi-
grants over the age of 55. The author explained that the country is experiencing a 
“browning” and “graying” of America. Since the needs and experiences of three 
waves of AIE immigrants are different because of the time, age, and stage in life of 
their migration to the U.S., their needs will be different.

Example of Impact of Culture on Resilience

Yin (2006) described how elderly white men are most afflicted by high suicide 
rates. Overall, in the U.S. population, there are 11 suicide deaths per 100,000; however, 
white males commit suicide three times the existing national average, and are eight 
times more likely to kill themselves than women of the same age group.

The author described the high suicide rates of elderly white males and why they 
seem to be at substantially greater risk for suicide than females. Some researchers 
claim that the lack of resilience in males is from weak coping abilities. For example, 
men are accustomed to asserting their will and taking charge; however, later in life, 
as they age, men have unrealistic expectations and are less likely to ask help from 
others, making aging more isolating. Also, the author explained how much of the 
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research around male suicide explains an elderly person’s act of suicide as “tragic 
but rational,” making it seem normal and acceptable.

The author explained that women have lower suicide rates because of their existing 
physical and role changes they experience through life making them more apt to 
accept change when it happens in later life. Further, women also tend to build more 
robust social networks with family and friends which is necessary for resilience. 
Suicide is found to be less common in those with strong social networks. In addition, 
race might affect resilience in males. Researchers noted that the lower suicide rates 
in male Hispanics and non-Hispanic whites might be because of “familism” or their 
increased emphasis on close relationship with extended kinship. The author indi-
cates that lower suicide rates in older male African Americans might be due to more 
connectedness to social institutions such as family, church, and social-support 
systems. Researchers found in interviews that African American Pastors in the south 
viewed suicide as a “white thing,” and furthered this by saying that their community 
had developed a culture of resilience in which suicide was counter to the black expe-
rience. The author explained that culture, tradition, and family connections seem 
to lower suicide rates because of increased resilience.

Yin (2006) described why there are such obstacles in detecting depression in the 
elderly. The author explains that in later life depression can manifest into fatigue and 
or other physical systems, making the diagnosis of depression much more difficult. 
The author also explains that there is the persisting public view that suicide in the 
elderly is less tragic and more acceptable than in youth, even viewed as part of 
the natural aging process. Finally, the author concludes with whatever the reasons 
are that treating depression in later life is treatable and should be treated as aggres-
sively in later life as in youth. The elders are an important and critical part of society 
and need to be treated that way.

Yin (2006) included a graph that shows suicide by age and sex (which shows 
elderly white men having a significantly higher number of suicides). The next chart 
shows male death rates for suicide by race, Hispanic origin and age. It shows how 
White males have the highest number of suicides per 100,000 later in old age. Some 
researchers argue that elderly white males lack the resilience and coping mechanisms 
that make white women and older black people less prone to suicide. Researchers 
show that Hispanic males might have a significantly smaller percentage of suicides 
because of the cultural emphasis on close relationships with extended kinship. The 
author concluded that social institutions such as family, church, and social support 
systems might serve to protect against things that may influence suicide. The author 
showed how resilience is probably stronger in culturally rich minorities.

Next Steps in the Area of Cultural Impact on Resilience

This chapter shows that comprehensive research on resilience and aging would 
benefit from an examination and inclusion of cultural perspectives and ethnic varia-
tions relevant to the sample population of older people. Information on resilience 
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and aging indicate that the elderly have the power to help prevent or forestall the 
loss of independence with regular training and support; successful aging is associ-
ated with a positive psychological outlook; some interventions have been shown to 
be effective in preserving or restoring the reserve capacity and reducing the vulner-
ability of older people; and the way one ages may change the way that resilience is 
expressed.

Research on resilience in aging and cultural perspectives reveal that studies must 
look at culture, life experience, and local circumstance to demonstrate people’s 
responses to aging; culture affects the way we form external support and network 
systems, decides what abilities and skills are appreciated, and is an integral part of 
meaning, values and faith; culture over time has developed ways of behavior that 
generate resilience within that setting; immigrants and people from minority cultures 
seem more resilient than those who cannot acclimate to their new culture or those 
who become highly acculturated; differences in goals exist between cultures yet 
cultures look for opportunities with which to fill their existence with meaningful 
activities; need for individual resilience as well as cultural resilience and community 
resilience and need for ethnic ethics in cultural medical care to address differences 
and similarities in cultural perspective.

Studies on resilience in aging and ethnic variations suggest that as individuals 
age, they come to resemble each other less; social networks, religion, emotions, and 
emotion regulation are among the key components underlying ethnic difference in 
later life adaptation; little is written about the cultural factors that differentially 
affect the aging individual or social group; understanding the nature of cultural 
experiences can aid us in our search for explanations for why certain people age 
differently from others; culture, tradition, and family connections seem to lower 
suicide rates because of increased resilience; and resilience is probably stronger in 
culturally rich minorities.

This review of the literature shows the heterogeneity in resilience of older people 
as well as the cultural and ethnic perspectives in what older people will need addressed 
to be resilient in their lives. It also reveals that the older individual within a cultural or 
ethnic group is not a common stereotype, but still much their own person.

A “strengths perspective for social work practice” indicates that “people have 
untapped, undetermined reservoirs of mental, physical, emotional, social and spiritual 
abilities that can be expressed. The presence of this capacity for continued growth and 
heightened well-being means that people must be accorded the respect that this power 
deserves. The capacity acknowledges both the being and the becoming aspects of 
life.” (Weick et al. 1989, p. 352).

Health and human service providers who interact with an older person must 
adjust their responses to that individual by taking into consideration the person’s 
level of resilience, culture and ethnicity. More research in cultural and ethno-
gerontology is needed in order to better understand the diverse aging population 
and their current resilience and future needs. Forthcoming research on resilience 
and aging would benefit from a comprehensive and systematic approach by navi-
gating the multidimensional perspectives of resilience at the individual, community, 
and cultural levels for intervention.
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Introduction

Civic engagement among older adults is gaining attention in both the popular and 
academic press. As the health and education of aging Americans continue to 
increase, so does the opportunity to engage this growing population in civic activities 
aimed at improving communities. At the same time, this engagement has the poten-
tial to promote the health and resiliency of older adults. Evidence suggests that 
volunteering improves health, mental health, and socialization, and is protective in 
the face of loss and other challenges of later life. Thus, it has a place in the discus-
sion of resilience as defined in this book, the ability to achieve, retain, or regain a 
level of physical or emotional health after illness or loss. In this chapter, we review 
the current status of volunteering among older adults in the United States, and we 
highlight over two decades of research demonstrating the positive association 
between volunteering and wellbeing of older adults. We then consider the relation-
ship of volunteering to resilience. We review current policies and programs that 
promote volunteering, and finally, we address challenges to wider participation 
among the older population.

Definitions and Current Status of Volunteering  
Among Older Adults

There is no standard definition of “civic engagement” in the literature, although 
many have been offered (see Definitions of Civic Engagement, GSA, http://www.
civicengagement.org). Definitions include varying activities undertaken by indi-
viduals, but a common theme is that these activities have public consequence for 
communities and the polity (Christiano 1996). Two spheres of activity often are 
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included: political and social. “Political engagement” refers to those behaviors that 
influence governmental processes at the local, state, and national levels. “Social 
engagement” refers to actions that connect individuals to others and that relate to 
care or development (Wuthnow 1991). In both spheres, actions are usually volun-
tary and include mutual aid, volunteerism, and civic service. In this chapter, we 
focus on formal volunteering, given the vast potential of the aging population to 
serve communities in these roles. We define volunteering as an activity undertaken 
by an individual that is uncoerced, unpaid (or minimal compensation to offset 
costs), structured by an agency or organization, and directed toward a community 
concern (Cnaan et al. 1996). We include a wide range of volunteer activities, from 
episodic, such as serving a Thanksgiving meal at a homeless shelter, to high commit-
ment, like participating in the Foster Grandparent or Senior Companion programs 
where older adults serve their communities for at least 15 h a week.

Prevalence of Volunteer Engagement

Older Americans have a strong history of volunteering. Many adults engage in service 
well into their retirement years, and volunteer rates do not decline significantly until 
later life when health concerns make volunteer engagement more difficult. In 2008, 
61.3 million people volunteered in the United States, representing an overall volunteer 
rate of 27% (Corporation for National and Community Service [CNCS] 2009). The 
volunteer rate among older adults is slightly lower (23.5%), but this rate has increased 
steadily since 1974, in contrast with declining rates of volunteer engagement among 
younger adults in the same time period (CNCS 2009; Foster-Bey et al. 2007).

There are several explanations for the lower rates of volunteering among older 
adults. Younger and middle-aged adults take on volunteer roles related to their 
children’s activities as well as their work roles. Older adults are generally more 
separated from educational and work institutions and are thus less likely to be pre-
sented with volunteer opportunities (Morrow-Howell 2007). Health issues are 
related to declining rates of volunteering for those over the age of 75 (AARP 2003). 
Further, research demonstrates that older adults are less likely than younger and 
middle-aged adults to be asked to volunteer, but if asked, older adults are more 
likely to agree (Independent Sector 2000). Also, once in volunteer roles, older 
adults commit more time, reporting a median of 96 h a year, while the 45–54 age 
group reports 50 h a year, and those 55–64 years report 56 h (U.S. Bureau of 
Labor Statistics 2005). These numbers increase when definitions of “service” are 
expanded to include informal help to others. According to AARP, as many as 68% 
of older Americans report having performed some type of service – formal or 
informal – in 2008 (Koppen 2009). Another estimate comes from the Health and 
Retirement Survey where about 33% of respondents aged 55 years and over 
reported engagement in formal volunteerism, while 52% reported engagement in 
informal volunteerism (Zedlewski and Schaner 2005). Indeed, a full accounting of 
the helping activity of older adults must extend beyond the boundaries of formal 
voluntary activities (Rozario 2007).
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Older adults with more resources – those with more education, income, health, 
and social resources – are more likely to volunteer (Musick and Wilson 2008; Tang 
et al. 2009). Although findings are inconsistent, researchers often document that 
females, whites, and married older adults are more likely to volunteer than their 
male, non-white, and unmarried counterparts (Choi 2003; Peters-Davis et al. 2001). 
Non-Hispanic whites have higher representation among formal volunteers than do 
African Americans: 30.4% compared to 22.1% (U.S. Bureau of Labor Statistics 
2005). Differential rates in volunteering can be attributed to disparities in economic 
and health resources, and competing demands of caregiving and working (Center for 
Health Communication, Harvard School of Public Health 2004; McBride 2007).

Great hope is placed in the rising cohort of older Americans. Baby Boomers tend 
to volunteer in greater numbers than previous generations. This is explained by 
higher levels of education as well as the propensity to have children later in life 
(which keeps them involved in volunteering at educational institutions and child-
related activities into later ages) (Corporation for National and Community Service 
[CNCS] 2007). Baby Boomers may work longer, but there is evidence that employ-
ment, especially part-time employment, is related to volunteering (Morrow-Howell 
2007). In addition, up to two-thirds of older adults not currently engaged in volun-
teer service express a desire to become engaged (National Governors Association 
[NGA] 2008). Clearly, there is tremendous potential for increasing the civic 
engagement of older adults in the future.

Outcomes of Volunteering

Volunteering has been associated with many positive outcomes for older adults 
(CNCS 2007), including reduced mortality (Musick et al. 1999), increased physical 
function (Lum and Lightfoot 2005; Moen et al. 1992), increased levels of self-rated 
health (Morrow-Howell et al. 2003), reduced depressive symptomatology (Musick 
et al. 1999; Musick and Wilson 2003), reduced pain (Arnstein et al. 2002), higher 
self-esteem (Omoto et al. 2000), and greater life satisfaction (Van Willigen 2000). 
The above findings generally were derived from longitudinal surveys, where well-
being outcomes at a subsequent observation period are associated with volunteer 
activities in previous observation periods, controlling for as many confounding 
variables as possible.

More recently, experimental and quasi-experimental studies are emerging. Fried 
et al. (2004) at Johns Hopkins University completed a randomized trial to evaluate 
the effects of participating in the Experience Corps (EC) program, a high commit-
ment volunteer program in which older adults perform service in elementary 
schools. In the study, 149 new recruits to the program were assigned to EC or to a 
waitlist. Compared to the waitlist controls, EC volunteers reported increased physical 
strength and an increase in the number of people they could turn to for help. They 
also showed less decline in walking speed (Fried et al. 2004) and a trend toward 
improved cognitive function (Carlson et al. 2008). EC participants also reported 
being more physically active (Tan et al. 2006). In another study of the health effects 
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of participation in the EC program, EC participants were matched with a compari-
son group from the Health and Retirement Study sample. The two groups were 
equal on health status at baseline and volunteer history; 2 years later, EC partici-
pants reported fewer depressive symptoms and fewer functional limitations, and the 
effect sizes were substantial (Morrow-Howell et al. 2009b).

Role theory has often been used to explain the beneficial effects of volunteering. 
By assuming the role of volunteer, individuals may gain access to resources, social 
contacts, status, and recognition (Moen et al. 1992). Researchers have pointed out 
that, compared to other productive activities (like work or caregiving), volunteering 
is usually more discretionary. The choice involved in volunteering (picking the type 
of volunteer activity, for example) may increase its potential to produce feelings of 
usefulness or personal satisfaction (Musick and Wilson 2003). A study of volun-
teering in Israel suggested that volunteering has positive effects above and beyond 
activities such as physical exercise and hobbies (Shmotkin et al. 2003).

Volunteering may provide unique opportunities for older adults, who report 
more gains in life satisfaction and self-esteem, and more improvement in depressive 
symptoms than do younger volunteers (Omoto et al. 2000; Van Willigen 2000). 
These age differences may be due to the fact that the volunteer experience assumes 
a different meaning among the specific role sets that vary across the life course. 
Midlarsky (1991) suggested that volunteering may substitute for paid work; Moen 
(1995) suggested that it may contribute to social connections that may otherwise 
diminish after retirement. Musick and Wilson (2003, p. 268) suggest that different 
motivations to volunteer between young and older adults might lead to the “elevated” 
significance of this activity among older population; older adults are more intrinsically 
motivated while younger adults are more motivated by extrinsic rewards (i.e., gaining 
work experience, or making social connections).

Volunteering and Resiliency

The literature on the positive effects of volunteering for health, mental health, self-
esteem, social connections, and life satisfaction of older adults suggests that volun-
teering is related to resiliency in several ways. Volunteering increases the potential for 
an adult to be resilient when faced with adversity, and may serve as a coping strategy 
in the recovery process. As summarized by Musick and Wilson (2003), volunteering 
increases the personal and social resources of an individual. It is these resources that 
are part of an individual’s capacity to make a “psycho-social comeback.”

Individuals with fewer personal and social resources may be at greater risk for 
difficulty in recovering from an adverse event. That is, they may be more vulnerable 
and less resilient. These same individuals are those that research suggests may 
benefit most from volunteering (Spring et al. 2007). For example, Musick et al. 
(1999) found that older adults with less social interaction experience a greater pro-
tective effect from volunteering than those with more social interaction. Morrow-
Howell et al. (2003) found that older adults with functional limitations benefit more 
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from volunteering than those who are more functional. Further, lesser educated and 
lower income older adults report more benefits from volunteering than their better 
educated and higher income counterparts, including better health, improved self-
esteem, increased socialization, and greater generativity (Morrow-Howell et al. 
2009a). In sum, it appears that volunteers who are more vulnerable to poorer qual-
ity of life outcomes, especially in the face of loss and other challenges, benefit the 
most from volunteering. Thus, volunteering can be seen as strategy to bolster 
resources to better prepare for loss or crisis.

It has long been suggested that volunteer work may substitute for the loss of 
other roles in later life (Chambre 1987), especially the productive and social roles 
of a workplace. An older adult who volunteers may be less disrupted by the loss of 
another role. Greenfield and Marks (2006) demonstrate that volunteering can pro-
tect older adults with role-identity absences (e.g., partner, employee, parent) with 
regard to purpose in life. In a study of Japanese older adults, volunteering attenu-
ated the negative effect of losing a job for men; and for women, involvement in 
multiple roles, including volunteerism, was related to fewer depressive symptoms 
compared to women involved only in housework (Sugihara et al. 2008).

Finally, volunteering is a specific coping technique that an adult can utilize in 
response to adversity, or as a way to recover after a crisis or loss. Volunteering can 
provide a means to deal with emotional needs or feelings of uselessness, and indi-
viduals report that their volunteer work is therapeutic (Musick and Wilson 2008). 
Regarding the challenge of losing a spouse, Pillemer and Glasgow (2000) suggest 
that the volunteer role may provide meaningful social activity that can facilitate 
adaptation. Li and Ferraro (2007) found that widows who adopted a volunteer role 
after spousal loss were protected against depressive symptoms; those who increased 
volunteer hours after widowhood experienced gains in self-efficacy. Brown et al. (2008) 
studied the effects of helping behavior on recovery from spousal loss and found that 
bereaved individuals who engaged in helping others experienced a more rapid 
decline in depression than those who did not, even after controlling for social sup-
port and health.

Given the potential of volunteering to increase the health and resiliency of the 
aging population, policymakers and program leaders increasingly are interested in 
strategies to maximize the involvement of older adults in volunteer activities. In the 
next section of this chapter, we review policy and program initiatives aimed at 
volunteering and older adults.

Maximizing Participation Through Programs and Policies

Government Programs

The federal government currently supports a variety of volunteer programs targeting 
older adults. Most prominent are the three national Senior Corps programs: the Foster 
Grandparent Program, the Senior Companion Program, and the Retired and Senior 
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Volunteer Program (RSVP). Together, these programs engage over half a million 
older Americans in service to their communities each year (Eisner et al. 2009).

The Foster Grandparent Program is Senior Corps’ oldest program, dating back 
to the War on Poverty initiatives of Lyndon Johnson’s administration in the mid-
1960s (Freedman 1999). The program provides a small stipend to low-income 
adults age 60 and over who serve as mentors, tutors, and caregivers for disadvan-
taged or disabled youth. The Senior Companion program pays a small stipend to 
low-income adults age 60 and over who provide support to frail persons – most of 
them elderly – who require assistance to live independently in their homes or com-
munities. RSVP, the youngest, largest, and most flexible of the three programs, 
promotes the engagement of adults age 55 and over in a diverse range of service 
activities, including organizing neighborhood watch programs, tutoring children, 
building houses, and assisting victims of natural disasters.

Although Senior Corps programs operate through the Corporation for National and 
Community Service (CNCS) – an independent federal agency established in 1993 to 
coordinate federal and state volunteer efforts – additional programs that support service 
and volunteering opportunities for older adults operate through other federal agencies. 
Among these programs are the Senior Community Service Employment Program 
(SCSEP), Service Corps of Retired Executives (SCORE), Troops to Teachers, the 
Senior Environmental Employment Program, and Experience Corps.

SCSEP – established by Congress in Title V of the Older Americans Act of 
1965 and operated through the U.S. Department of Labor – offers low-income 
adults age 55 and over paid volunteer positions through public and non-profit agen-
cies, such as senior centers, governmental agencies, schools, hospitals, and libraries. 
Although SCSEP began as an anti-poverty program rooted in community service, 
its mission has expanded to include work-based training and job placement. The 
U.S. Small Business Administration also provides volunteer opportunities for 
older adults through SCORE – a non-profit organization that encourages working 
and retired executives and business owners to provide free counseling and training 
to aspiring entrepreneurs and small business owners. Like SCORE, Troops to 
Teachers – a program administered by the U.S. Department of Education and 
Department of Defense – is not specifically targeted to older adults, although it 
often enlists the service efforts of older individuals. This program helps eligible 
military personnel begin new careers as teachers in public schools. Through finan-
cial incentives, the program encourages participants to seek placement in high 
poverty area schools. The Senior Environmental Employment Program, adminis-
tered by the Environmental Protection Agency (EPA), provides an opportunity for 
retired and unemployed Americans age 55 and over to remain active using their 
skills in meaningful tasks that support a wide variety of EPA’s environmental pro-
grams. Experience Corps, which began as a national demonstration project under 
the auspices of CNCS in 1995, supports adults age 55 and older who work in teams 
for at least 15 h per week to tutor and mentor elementary school students, help 
teachers in the classroom, and lead after-school enrichment activities. Today, the 
program operates in 23 cities with funding from AmeriCorps (the national service 
program administered by CNCS), state and local public and private funds, private 
foundations, and in-kind donations.
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Non-profit Sector Initiatives

Over approximately the last decade, a number of non-profit organizations have 
spearheaded innovative efforts to advance opportunities for volunteering, employ-
ment, lifelong learning, advocacy, and public service in later life (see “The Civic 
Enterprise” at http://www.civicengagement.org). Although too numerous to list 
here, they include: national networks of retired health care professionals working 
in free clinics (e.g., Volunteers in Medicine); networks of pro bono business con-
sultants for non-profits, schools, and government agencies (e.g., The Taproot 
Foundation); faith-based initiatives to engage older adults in civic work (e.g., 
Shepherd’s Centers, Faith in Action); national campaigns to advance federal and 
state policies to promote older adult civic engagement (e.g., Experience Wave); 
social innovation awards for individuals age 60 or older who have demonstrated 
vision and entrepreneurialism in addressing community and national problems 
(e.g., Civic Ventures’ Purpose Prize); awards for employers and organizations cre-
ating pathways to social impact work in the second half of life (e.g., Civic Ventures’ 
Encore Opportunity Award); clearinghouse-type organizations that facilitate the 
link between older adults and volunteer opportunities (e.g., VolunteerMatch); as 
well as several initiatives to help working or retired adults transition into new 
careers in the public sector (e.g., Partnership for Public Service), non-profit sector 
(e.g., ReServe, The Transition Network, Bridgestar, Executive Service Corps), or 
international service (e.g., Encore! Service Corps International, International 
Senior Lawyers Project). In addition, all three of the major non-profit national pro-
fessional associations in aging – the American Society on Aging (ASA), The 
Gerontological Society of America (GSA) and the National Council on Aging 
(NCOA) – recently have made civic engagement a focus of their programmatic, 
research, and policy efforts.

Political Momentum

Over the past 5 years, political interest in the civic engagement of older Americans 
has increased considerably. Prompted by the research evidence that volunteering is 
good for older adults and that the country could benefit from tapping this pool of 
human capital, politicians have stepped up their efforts to mobilize older adults for 
volunteer work.

In 2005, civic engagement was a focus of the fifth White House Conference on 
Aging (WHCoA). Among the 50 policy recommendations that the delegates voted 
to bring forward to the President and Congress, two were related to civic engage-
ment: the first was a resolution calling for a national strategy to promote meaning-
ful volunteer activities for older Americans; and the second was a resolution calling 
for renewal of the laws that authorize national service programs (O’Neill 2007). 
With regard to civic engagement, one of the delegates’ major policy goals was 
achieved in late 2006 when President Bush signed into law the 5-year reauthorization 
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of the Older Americans Act (H.R. 6197). The law included several areas of expansion, 
building upon ideas and language developed in the WHCoA policy recommenda-
tions. The law included a definition of civic engagement, required that the Assistant 
Secretary for Aging develop a comprehensive strategic plan for engaging older 
adults in meeting critical community needs, and authorized a new program of dem-
onstration, support, and research grants for projects that engage older adults in 
multigenerational and civic engagement activities.

At the state level, new efforts to engage older adults in volunteer work have 
emerged. In 2007, California Governor Schwarzenegger launched the “EnCorps 
Teachers” program, an initiative that recruits skilled soon-to-be-retired employees to 
serve as math and science teachers in public secondary schools. In 2008, California 
and New York were the first two states to create cabinet-level positions for service 
and volunteering, giving volunteers a voice at the highest levels of state govern-
ment. Facing tight budgets, states are experimenting with various incentives to 
increase volunteering by older adults. In 2008, Illinois granted free public transpor-
tation to all senior citizens with the expectation that it would facilitate greater 
access to community volunteer opportunities. In several other states, local districts 
offer residents over age 60 the opportunity to volunteer in schools and earn a mod-
est tax credit against their property taxes (see, for example, Senior Tax Exchange 
Program, http://www.brf.org/partnership/programs/step/geninfo.htm).

The 110th (2008) session of Congress also saw the introduction of several bills 
to expand service opportunities for baby boomers and older adults. In three separate 
bills – the GIVE (Generations Invigorating Volunteerism and Education Act,  
H.R. 5366), the Encore Service Act (S. 3480), and the Serve America Act (S. 3487) 
– members of the U.S. House and Senate laid out their visions for service by 
Americans of all ages. And, at a summit on national service held 2 months prior to 
the November 2008 election, both presidential candidates John McCain and Barack 
Obama committed to signing into law major expansions for the nation’s service 
programs if they were elected (Stengel 2008).

The Edward M. Kennedy Serve America Act

In his first 100 days in the White House, President Barack Obama signed into law the 
Edward M. Kennedy Serve America Act of 2009; the largest expansion of national 
service programs since the Depression-era Civilian Conservation Corps (Public Law 
111-13 [H.R. 1388] 2009). The Act includes several provisions that specifically 
benefit midlife and older adults. The law – in effect as of October 2009 – establishes 
an Encore Fellowship program for individuals age 55 or older to serve in leadership 
or management positions in public and private non-profit organizations for 1 year; it 
targets 10% of AmeriCorps funds for organizations that enroll adults age 55 and 
older; and it creates Silver Scholarships that provide a $1,000 higher education 
award – transferable to children, foster children, and grandchildren – to older volun-
teers who contribute at least 350 h of service per year. The new law also requires that 
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the nation’s 50 State Commissions on National and Community Service complete 
detailed plans to recruit and leverage the resources of the baby boomer generation. 
It also expands service options for older Americans by lowering the age requirement 
for the Foster Grandparent and Senior Companion programs from 60 to 55, and 
increasing hourly stipend eligibility for the programs from 125% of the federal pov-
erty level to 200%.

Evaluation of Program Effectiveness

Another important innovation introduced in the Serve America Act is the establish-
ment of an ongoing, uniform evaluation process for all service programs. Until this 
point, evaluation of effectiveness and outcomes has been relatively inconsistent, 
with periodic studies of program accomplishments but no comprehensive effort to 
evaluate program outcomes longitudinally (see http://www.seniorcorps.gov/about/
role_impact/research.asp for a list of past research on program impacts). In con-
trast, in addition to the ongoing reporting required by Congress, the Serve America 
Act requires regular program evaluations of all national service programs under the 
umbrella of the CNCS, and increases competition in the funding of the Senior 
Corps programs.

Performance measures for use across the various Senior Corps programs will 
help facilitate comparative analysis of program implementation strategies and may 
provide opportunities to further investigate the comparative effects of different 
types of volunteer engagement. Also, the transition to a more evidence-based 
implementation style will enhance the availability and consistency of data about the 
impacts of volunteer engagement on volunteers, service recipients, and communi-
ties. Lastly, the shift to competitive funding, supported by uniform performance 
measures, has the potential to enhance the quality and consistency of these national 
programs that engage older adults in service. Similar means of evaluating the 
impacts of volunteer programs outside of those administered by the CNCS would 
significantly advance efforts to improve program effectiveness while enhancing 
research on how volunteering supports the wellbeing and resilience of individuals 
and communities.

Challenges and Future Directions

Policy Directions

Although the landmark Edward M. Kennedy Serve America Act offers an historic 
opportunity to leverage the experience of older Americans on behalf of their  
communities’ needs, federal programs represent only a small minority of senior volun-
teering. The federal government can encourage more volunteering by helping to remove 
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barriers that older adults face, such as transportation costs, competing caregiving 
demands, and limitations from chronic conditions. Volunteers provide critical driving 
services to those who cannot otherwise conduct personal errands or get to and from 
medical appointments or other activities, yet individuals and non-profit organizations 
carry the cost of liability insurance. Driving services could be expanded if the Good 
Samaritan laws were broadened to include volunteer drivers. In addition, raising the 
charitable mileage deduction from 14 cents per mile to the 58.5 cents per mile that is 
deductible for business driving likely would have a major impact on allowing volunteers 
to serve those who live in places that require driving (Bridgeland et al. 2008). Expanding 
home- and technology-based volunteer opportunities (via telephone or computer) could 
increase access to volunteer roles for older adults with disabilities, transportation limita-
tions, or remote residences (O’Neill 2007).

Policymakers also can make use of rewards and incentives to encourage activities 
that benefit the public. Research suggests that small incentives – such as education 
credits, access to group health insurance, or a modest monthly stipend – might reap 
large benefits by attracting more adults into community service (Bridgeland et al. 
2008). Going forward, policy experts have recommended that the President charge 
a national commission to develop a “blueprint” for tapping the time, energy, and talents 
of millions of older adults to strengthen America’s communities. The commission 
might be tasked to explore how tax, pension, education and retraining, and health-
care policies could be reformed to maximize the involvement of older adults and 
baby boomers in their communities (Gomperts 2007). The commission also might 
highlight existing individual and organizational role models and develop strategies 
for translating the most promising ideas into policy and practice (Freedman 1999).

The corporate sector also can play an important role. Almost 70% of America’s 
volunteers are in the labor force (U.S. Bureau of Labor Statistics 2009). Volunteering 
peaks in mid-life, not retirement. Therefore, the workplace is an ideal location to 
connect with and engage potential volunteers, including retirees. Companies can 
implement or expand corporate volunteer programs for their employees, and offer 
programs for their retirees to stay involved in community service. For example, 
through its Transition to Teaching program, IBM trains some of its most experienced 
employees to become fully accredited teachers in their local communities upon 
leaving the company. Policymakers might offer subsidies, tax credits, and other 
incentives to encourage businesses to create volunteer time policies, such as paid and 
unpaid leave for volunteering (Gerontological Society of America [GSA] 2005).

Recruitment and Outreach

Non-profit and public agencies need volunteer labor at the same time that many 
older adults state they currently are not engaged because they have not been asked 
(Rozario 2007). Clearly, one challenge is bringing together older adults and non-
profit agencies in need of volunteers. Unless older adults are recruited actively, they 
will not likely come forward in large numbers to serve. Currently, organizations 
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make contact with potential volunteers through a variety of channels: electronic and 
written media, local fairs and festivals, and presentations at community events and 
civic organizations (Civic Ventures 2004). Additionally, websites are being devel-
oped that may prove more effective over time as more older adults become comfort-
able with using the Internet to connect with resources (see, for example, http://
www.volunteermatch.com and http://www.allforgood.org). Leaders in the public 
and non-profit sectors could reach out to older adults with national social marketing 
campaigns that would stimulate a new spirit of volunteerism and convey the posi-
tive outcomes of volunteering for older adults. The Obama administration’s launch 
of the Serve.gov initiative to engage Americans of all ages in addressing commu-
nity needs in education, health, energy and the environment, community renewal, 
and safety and security is a promising step in this direction. AARP also is moving 
in this direction with the launch of their Create the Good Facebook page (http://
www.facebook.com/createthegood), which promotes volunteer opportunities around 
the country by posting announcements, pictures, and profiles of middle-aged and 
older adult volunteers.

Yet the recruitment method that seems most effective is the “personal ask.” 
Older adults who are asked to volunteer do so at rates five times higher than those 
who are not asked, and yet, certain subpopulations, like African Americans, are less 
likely than Caucasians to be asked to volunteer (Independent Sector 2000). These 
findings have clear implications for identifying effective methods for recruiting 
volunteers, especially those who may benefit most from engagement but are least 
likely to be recruited. Targeting recruitment to more isolated, lower socioeconomic 
status (SES), and ethnic minority older adults may depend on effective messages 
and messengers who can connect with these adults more personally. Focus group 
studies indicated that key messages to convey to older adults include: sharing expe-
rience, leaving a legacy, having a sense of purpose, and developing meaningful 
relationships; and that African Americans respond more than other populations to 
the urgency of a need to help others in the community (Mark and Waldman 2002). 
Identifying individuals to engage in personal communications and recruitment may 
be difficult, but if health and social service providers, family members, and informal 
community leaders understand the potential benefits of volunteering and know about 
volunteer opportunities in the area, targeted outreach may be feasible.

Inclusion

Concern has been expressed that the current movement toward increasing volunteer 
involvement among older adults is elitist and fails to capture the diversity of 
the older population in terms of ethnicity and SES (Estes and Mahakian 2001; 
Martinson and Minkler 2006). Further, it is possible that the widening gaps in 
health and wealth among boomers may further marginalize certain subgroups of 
older adults (McBride 2007). Common structural barriers to participation include lack 
of knowledge about volunteering opportunity, associated costs of meals, transportation, 
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and supplies; insufficient transportation options, and inadequate volunteer management 
(Caro and Bass 1995; Center for Health Communication, Harvard School of Public 
Health 2004). These barriers exert unequal influence on older adults, and those with 
fewer social and economic resources may not overcome them. McBride (2007) 
points out that volunteering can be inaccessible to older adults who need to earn 
income, provide caregiving, or have certain disabilities – all circumstances that are 
more common among older adults of lower SES.

The lack of inclusion of certain subgroups of older adults is a disservice to com-
munities and to older adults themselves, and could potentially lead to increased 
disparities in health and well-being (Martinez et al. 2006). Thus, inclusion of 
diverse populations in formal volunteering is a priority. Policymakers, program 
leaders, and researchers should consider diversity widely to include ethnicity, edu-
cation, skill levels, and functional ability. As an example, Project Shine (Temple 
University, http://www.projectshine.org/materials/cea) focused on immigrant 
elders, their engagement in civic roles, and how best to maximize their involvement 
in communities. This work emphasized the importance of language and pointed out 
that “volunteering” and “community service” may need to be replaced with more 
culturally appropriate language. Further, policymakers, program leaders, and 
researchers must recognize roles as informal volunteers and caregivers. The report 
concludes that trusted ethnic-based organizations, religious institutions, and infor-
mal social groups can serve as access points for more formal opportunities. Recent 
research on the effects of stipends demonstrates that a minimal amount of compen-
sation (about $290/month for Americorps stipends) facilitates inclusion (McBride 
et al. 2009). Compared to non-stipended volunteers in the Experience Corps pro-
gram, stipended volunteers are more likely to belong to ethnic minority groups and 
to have lower incomes. Also, stipended volunteers report higher perceived benefits 
of participation than non-stipended volunteers. The expansion of stipend programs, 
as discussed above, is a step in the right direction toward increasing inclusion.

Research Needs

This area requires more research to inform program and policy development in 
civic engagement. We have accumulated evidence that volunteering is good for 
older adults, but we lack research to determine what programs and policy initiatives 
will maximize the engagement of older adults in volunteer roles. We still need 
research that seeks to identify: (1) the volunteer behaviors and motivations of the 
baby boomer generation, (2) effective strategies to mobilize baby boomers and 
older adults, (3) best practices for volunteer program structures and design to attract 
and support older volunteers, and (4) extent of inclusion of diverse older adults, not 
only in terms of ethnicity, but also all ranges of education, income, functional abilities. 
At the same time, outcomes research that identifies the economic consequences of 
engaging older adults in civic engagement programs will be critical for building a 
constituency among policymakers and legislators. We also need to develop strategies 
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to support capacity building by non-profit groups to attract and retain older adult 
volunteers. Researchers have observed that most non-profit groups are not prepared 
for the challenge of engaging large numbers of older adults in meaningful volunteer 
roles (Casner-Lotto 2007; Eisner et al. 2009). Older volunteers generally are seen 
in low-skill service positions rather than professional or leadership roles (National 
Council on the Aging [NCOA] 2006). In order to take full advantage of baby boomers’ 
professional skills and experience, non-profit groups should be encouraged to 
invest more resources in volunteer management and recognition, and to create more 
opportunities for highly skilled volunteers to play a role in non-profit operations.

Conclusion

Research suggests that volunteering is a component of resilience in older adults, 
because it supports both physical and mental health while assisting individuals in 
developing networks of social support. Efforts are underway to expand the avail-
ability and diversity of volunteer roles available to older adults, while policymakers 
at the national, state and local levels are seeking ways to facilitate further engage-
ment through infrastructure supports and more effective outreach programs. Further 
research is needed on how civic engagement relates to resilience, how volunteer 
programs can improve inclusion of diverse populations, and how organizations can 
maximize the benefits of their programs for all stakeholders, including the volun-
teers, the organizations, and the larger community. The baby boomer generation 
holds vast potential to leverage their skills, education and experience to solve soci-
ety’s most challenging problems; policies and programs must continue to evolve in 
order to capitalize on this unique opportunity.
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Introduction

Human beings endure a multitude of life events, from daily frustrations to the terror 
of combat. What factors determine whether people flourish or flounder in the face 
of adversity? Traditional approaches to this question have investigated the biological, 
sociological, and psychological. These discoveries have led to a greater understanding 
of the framework of resilience. However, another growing body of research, generated 
by the field of psychology of religion and spirituality, may further inform our 
appreciation of resilience pathways.

In this chapter, we briefly review traditional understanding of resilience and how 
religious and spiritual approaches broaden that perspective. The sections are orga-
nized by life stage (adulthood and aging) and include an overview of how religious 
and spiritual coping can be both a positive source of resilience and potentially lead to 
detrimental outcomes. We provide a summary of these religious resilience pathways 
and offer suggestions for potential spiritual interventions that promote growth and 
elude religious pitfalls at these various stages of life.

Background on Traditional Perspectives of Resilience

There are multiple definitions of resilience (see Masten 1994; Egeland et al. 1993; 
Rutter 1987; Haimes 2009; Knight 2007); however, for this purpose, we describe it 
as the “ability to recover readily from illness, depression, adversity, or the like” 
(Webster’s Dictionary 2003, p. 1638). Researchers in the fields of sociology, psychology, 
and biology have tried to understand and identify the mechanism that underlies this 
“ability” to overcome great odds. Specifically, social status, socioeconomic status 
(Schooler and Caplan 2009), social support (Florian et al. 1995; King et al. 1998), 
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perceived control over one’s life (Schooler and Caplan 2009), high levels of 
self-esteem, problem-solving strategies (Dumont and Provost 1999), intelligence 
(Masten et al. 1999), hardiness (Kobasa 1979), physical health (Schooler and Caplan 
2009), and positive emotions (Cohn et al. 2009) all can bolster recovery in response 
to adverse life events. However, some (Windle et al. 2008) have argued that the 
current models of resiliency do not provide a complete picture. The area of psychology 
of religion might offer additional, essential information for better understanding the 
mechanisms of resilience.

Religion and Spirituality1 as a Unique Feature of Resilience

Historically, theorists in the field of psychology have viewed religion and spirituality 
through a reductionist lens. Specifically, it has been argued that beliefs in the 
divine serve more basic purposes, such as a defense mechanism for anxiety (Freud 
1927), an attachment figure (Kirkpatrick 2005), an object representation (Rizzuto 
1979), a physiological response (D’Aquili and Newberg 1998), or a source of iden-
tity and community (Durkheim 1915). However, others (Frankl 1984; James 1961; 
Pargament 2002; Miller and C’de Baca 2001) have argued that there is something 
unique to one’s relationship with the sacred in religiousness and spirituality and 
thus to its role in resilience.

Religion and spirituality play a distinctive and important role for many individuals. 
National polls in the USA reveal that 93% of people believe in God (Gallop Poll, 
May 2008) and 83% of people acknowledge religion as important to them (Gallop 
Poll, September 2006). Why does religion draw so many to its shores, especially 
when under duress? This is perhaps due to the very nature of religion and spirituality. 
Pargament (1997) posited, “Religion offers a response to the problem of human 
insufficiency” and can complement nonreligious coping through offering solutions 
to “the limits of personal powers” (p. 310). People can look toward the ultimate for 
solace or unique solutions to life problems when pushed beyond their resources. 
Specifically, “The solutions may come in the form of spiritual support when other 
forms of social support are lacking, explanations when no other explanations seem 
convincing, a sense of ultimate control through the sacred when life seems out of 
control, or new objects of significance when old ones are no longer compelling” 
(Pargament 1997, p. 310). Thus, religion and spirituality are drawn upon in ways 
that positively impact the quality of life and resilience across the lifespan.

However, the realm of the sacred or divine may also cause unique distress in 
individuals and lead to negative outcomes throughout the lifespan. Given the central 

1Although many regard the definition of “religion” to reference institutionalized doctrines and 
“spiritual” to mean a personal experience of the divine or sacred, there is debate about the overlapping 
meanings of these terms (see Zinnbauer et al. 1997; Zinnbauer and Pargament 2005) thus we will 
use the terms interchangeably in this review.
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and distinctive place of religion and spirituality in the lives of many people in the 
USA, threats and challenges to this life domain may be particularly problematic. 
Those who wrestle with spiritual struggles may experience a unique form of distress 
due to the profound nature and core relevance of these questions, doubts, and tensions. 
For those who are disenfranchised or struggling with illness or distress, the perception 
of a divine force as punishing or abandoning may imply an ultimate unforgiveability 
or unacceptability of the individual (Pargament et al. 2005b). Doubting whether one 
is accepted or loved by a divine force may highlight existential questions that have 
no apparent answer, which may lead to disorientation or misinterpretation of reli-
gious tenets. Furthermore, believing that God is vengeful, angry, or has no power 
over evil can lead to disillusionment, fear, and distrust, which can shatter one’s 
perspective of God, others, and the world (Pargament et al. 2005b). Thus, spiritual 
struggles can be a unique source of stress.

Powerful as spiritual struggles may be, more often than not people experience 
positive benefits from their faith. Empirical data underscore the notion that religion 
serves a distinct and compelling role in resilience. For instance, multiple studies 
have identified the positive impact of religious forms of coping, even after controlling 
for secular strategies and other demographic factors (Pargament et al. 2005a). One 
such study identified the unique, positive contribution of the domain of the 
transcendent. In the 1995 Detroit Area Study, Ellison and colleagues (2001) found 
that the relationship between religious involvement and psychological distress and 
well-being was not mediated by access to psychological or social resources (e.g., 
social support, self-esteem). They concluded that the salutary effects of religion 
could not be “explained away in terms of social or psychological resources” and 
“may foster distinctive sets of spiritual or psychosocial resources […] that bolster 
or undermine health and well-being” (p. 243).

Another such study by Trenholm et al. (1998) highlights the unique role of spiritual 
struggles in people with panic disorder. Researchers investigated religious conflict, 
state-trait anxiety, rational behavior, illness attitude, and symptoms of panic disorder 
in 60 women who were classified into one of the three groups (panic disorder with 
therapy, panic disorder without therapy, and therapy clients without panic disorder). 
Data revealed that religious conflict (e.g., religious guilt) uniquely predicted panic 
disorder in both groups, even after controlling for irrational thinking, state anxiety, 
abnormal illness behavior, and hypochondriacal beliefs. The researchers conclude that 
the anxiety fueling the panic disorder “goes beyond the concept of an individual who 
becomes frightened by the catastrophizing of body sensations”; but instead encompasses 
perceptions of failing religious ideals, causing feelings of guilt and fears of moral 
transgressions. These two studies provide examples of both sides of the coin of religious 
coping and highlight their individual roles in building or breaking resilience.

As researchers acknowledge the domain of the sacred, some encourage incorpo-
rating spirituality on the road to resilience (Wolin and Wolin 1993; Park and 
Folkman 1997; Farley 2007). We argue that while integrating spiritual models of 
resiliency is an important next step for the field, it is critical to consider both sides 
of the religious experience. To better frame these methods of coping, we provide a 
background of positive religious coping and spiritual struggles.
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Positive Religious Coping

In 1998, Pargament and colleagues introduced a framework for organizing the concept 
of positive and negative religious coping with major life stressors. They define positive 
religious coping as a way of interpreting and responding to life events that reflect a 
secure relationship with the divine, a sense of meaning and purpose in life, benevolent 
religious appraisals, a collaborative approach with the divine to solve problems, and 
searching for spiritual connectedness with others. This approach to coping with life’s 
problems can help people conserve their beliefs in a higher power, help to surrender 
control, and to draw meaning from stressful circumstances (Pargament 2007). This 
profound trust in the divine is best exemplified by the following reflection from 
a woman who suffered paralysis from a terrible car accident. “I know God doesn’t 
screw up. He doesn’t make mistakes. Something very beautiful is going to come out 
of this” (Baker and Gorgas 1990, p. 5A). This quote demonstrates a flexible and open 
style of religious coping, which proves to be a protective factor when dealing with the 
strains of life.

Research has demonstrated that religiousness and spirituality are associated with 
decreased levels of depression (Smith et al. 2004), anxiety (Koenig et al. 1993), 
chronic pain (Kabat-Zinn et al. 1985), and elevated levels of happiness, well-being, 
and life satisfaction (see Koenig et al. 2001 for review), as well as mental and 
physical health (Koenig et al. 2001). Furthermore, in a meta-analysis of 49 studies, 
Ano and Vasconcelles (2005) concluded that positive religious coping was associ-
ated with better psychological adjustment to stress. Thus, having a benevolent 
relationship with the divine appears to provide a protective feature for life’s turbu-
lence. There are times, however, when this relationship can also be threatened.

Spiritual Struggles

When faced with tragedy, fundamental assumptions regarding a benevolent divine 
and notions of a “just world” can be shattered. Specifically, those who search for 
answers and are unable to find any can be hurled into existential crisis. This form 
of negative religious coping, also called spiritual struggles, is defined as “a sign of 
spirituality in tension and in flux” (Pargament et al. 2006, p. 124) and may be 
fueled by the feelings of alienation from or guilt toward God or a higher power 
(Exline et al. 2000). Three types of religious and spiritual struggles have been 
conceptualized and studied: interpersonal, intrapersonal, and divine (Pargament 
et al. 2005c; Exline 2002).

Interpersonal spiritual struggles refer to spiritual conflicts with friends, family, 
and/or religious congregations. In contrast, intrapersonal spiritual struggles are 
marked by personal doubts and questions regarding one’s spirituality, faith tradi-
tion, or life purpose, or conflicts within oneself about morals, beliefs, and practices. 
Lastly, divine spiritual struggles are expressions of conflict, questions, and tension 
in relationship to God, such as feeling abandoned by or angry with the divine. 
These three types of spiritual struggles can have pervasive effects on individual, 
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social, and physical health and well-being (Bryant and Astin 2008; Pargament et al. 
1998a; Exline et al. 2000; Faigin and Pargament 2008). In the same meta-analysis 
reviewing 49 studies by Ano and Vasconcelles (2005), overall spiritual struggles 
were related to poor psychological adjustment to stress.

It is important to note that spiritual struggles do not have to be a sign of weak 
faith or pathology; quite the contrary, they can represent a turning point in life, a 
fleeting state, or an enduring lifetime experience (Pargament 2007). Furthermore, 
despite the consistently negative outcomes related to spiritual struggles, some 
evidence suggests that spiritual struggles can also lead to positive outcomes, such 
as spiritual- and stress-related growth (Exline 2002; Cole et al. 2008; Pargament 
et al. 2006).

Resiliency and Religion

Most people use both positive and negative religious coping throughout their lives 
and, at times, simultaneously. The following review explores some of these resil-
ience factors and their outcomes in adulthood (ages 18–65 years), and in older 
adulthood (65 years and older).

Resiliency in Adulthood

Adulthood is a tenuous time filled with a multitude of transitions and personal 
discoveries, and the exploration and deepening of beliefs and behaviors. This phase 
of life can be filled with monumental growth while also presenting great risk. 
A large fund of data regarding the impact of religious coping highlights both ends 
of this spectrum.

Positive Religious Coping in Adulthood

For those dealing with life struggles and traumas, religious coping can have a 
strong and positive influence. In a meta-analysis of the relationship between reli-
giousness and depression, religiousness was associated with less symptomatology 
(Smith et al. 2004). In multiple studies, positive methods of spiritual coping have 
been tied to improvements in health (Pargament et al. 2004), decreased anxiety, 
greater spiritual health, more positive mood (Wachholtz and Pargament 2005), and 
lower risk of mortality in a sample of chronically ill military veterans (Reynolds 
and Nelson 1981).

Spiritual coping may work through a variety of pathways to serve as a source of 
strength and resilience for adults during times of adversity. Religion can provide a 
global meaning to otherwise uncontrollable or negative life events (Park et al. 2001). 
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In particular, religion can provide a frame of reference to help people control, 
predict, and understand events, as well as enhance self-esteem (Spilka et al. 1997). 
Specifically, in a review of the literature, Pargament and Park (1995) concluded 
that people generally use religious resources to promote self-efficacy and active 
problem-solving rather than helpless dependence and passivity. Further, they 
asserted that people generally make effective use of their religion in dealing with 
difficult circumstances, attributing spiritual meaning to these events to diminish their 
threat. Research suggests that religion and spirituality can promote meaning-making 
and positive emotions, and enhance spiritual social support for adults coping with 
stressful life circumstances.

The power of making meaning can provide a great source of strength in the 
midst of traumatic experiences. Park and Folkman (1997) highlighted that an 
important component of resilience is the belief that one’s life is meaningful and has 
an ultimate purpose; they acknowledge that religion is a pathway to meaning-
making. The power of meaning-making is highlighted by a study of HIV-positive 
individuals who use benefit finding to reappraise events and ascribe global meaning 
to a life situation (Carrico et al. 2006). Benefit finding is the process of finding 
positive outcomes in an otherwise negative experience. In this study, high scores on 
a measure assessing sense of peace, religious behavior, faith in God, and a compas-
sionate view of others was related to positive appraisal of and finding meaning in 
having HIV. Participants identified several benefits they received in the process of 
their HIV diagnosis, such as finding a sense of purpose, learning to accept life’s 
imperfections, and feeling closer to others.

Additionally, positive reappraisal and benefit finding were negatively correlated 
with depressive symptoms. Furthermore, the negative relationship between spiritu-
ality and depressed mood was mediated by positive reappraisal and benefit finding. 
Thus, spirituality is a method of creating meaning in otherwise grave situations, 
which can lead to decreased negative affect. Furthermore, research demonstrates 
that even in arguably the worst of circumstances, such as the tragedy of losing a 
child, people who have the ability to make meaning have greater resilience, which 
decreases the negative impact of the grief of the event (Murphy et al. 2003).

Religious coping can promote positive outlook and diminish negative affect, 
which are both critical components of resiliency (Contrada et al. 2004; Pargament 
et al. 1994). For example, in a sample of heart surgery patients, those with greater 
religious beliefs also ascribed to greater optimism and lower levels of hostility 
(Contrada et al. 2004). Furthermore, in a study of college students’ emotional reac-
tions to the Gulf War, spiritually based coping significantly predicted diminished 
negative emotion, while pleading for divine intervention was related to positive 
affect (Pargament et al. 1994). Positive spiritual coping is strongly linked with more 
positive emotions, which are powerful components of building resiliency.

Lastly, religion can bolster resiliency in adults through enhancing spiritual support 
systems. There are many studies that demonstrate the various ways that religion aids 
in social support (see Pargament and Cummings 2009 for review). Individuals who 
utilize secular support networks (e.g., social clubs, intramural sports, etc.) arguably 
benefit from meeting regularly with others by creating interpersonal bonds. However, 
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research reveals that religious support is unique and can offer notable benefits. 
For example, in a study by Koenig and colleagues (1992), general religious coping 
predicted social support in distressed populations across time. Furthermore, in a study 
of dialysis patients, O’Brien (1982) found that participants who rated their faith 
as important to them also demonstrated lower levels of alienation and higher levels 
of social interaction, with greater quality of those interactions. In another study of 
advanced cancer patients, those who scored higher on positive religious coping also 
exhibited greater perceived support from others (Tarakeshwar et al. 2006). These data 
support the unique impact of religion on forging, perceiving, and sustaining meaningful 
relationships with others.

There are differences in the utilization of religious coping based on demographic 
variables. Historically, religious coping has been found to be more frequent among 
females, older, black, and married people (Ferraro and Koch 1994). Additionally, 
prayer is more frequent in African-Americans than Caucasians, as well as in those 
who are less educated (Bearon and Koenig 1990) and have lower incomes (Gurin 
et al. 1960). Perhaps it is natural for those who are struggling with life situations or 
part of a minority group to draw upon religion as a source of strength when other 
options are limited or appear bleak. Those who are more religious prior to a trau-
matic event seem to express greater religious resilience (Ai et al. 2004, 2005, 2007), 
while those who undergo traumatic experiences can also have stronger, not weaker, 
religious beliefs following the event (Falsetti et al. 2003).

These studies support the notion that when people draw on a religion that rests 
on a benevolent, collaborative view of the divine, their faith can provide them with 
a powerful resource that can lead to enhanced positive emotions, meaning-making, 
and social support networks. However, it is important to explore how other reli-
gious coping methods can hinder one’s growth and grounding during stressful life 
experiences.

Spiritual Struggles in Adulthood

Multiple studies with college students have underscored the prevalence and potency 
of struggling with religious issues in early adulthood. Specifically, in a study of 
112,232 students from 236 colleges within the USA, Astin and colleagues (2004) 
found that approximately 50% of college students experience times of doubt or 
conflict regarding their spirituality or describe themselves as “searching” for better 
understanding of their spiritual/religious beliefs. This prevalence rate for spiritual 
struggles has also been corroborated in two other studies of college students 
(Johnson et al. 2008; Desai 2006).

Spiritual struggles are shown to have wide-reaching potentially harmful effects 
for young adults, including negative psychological outcomes and addictive behaviors. 
For example, in a cross-sectional study, religious strife was associated with higher 
levels of psychological distress, including depression and suicidality, in both clinical 
(54 adults receiving psychotherapy) and nonclinical (200 college students) 
samples regardless of the level of religiousness or comfort received from religion 
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(Exline et al. 2000). Furthermore, spiritual struggles have been connected to more 
severe levels of psychopathological symptoms. In a recent study of a national cross-
sectional sample of people with and without a personal illness, spiritual struggles 
predicted greater levels of phobic anxiety, depression, paranoid ideation, hostility, 
obsessive-compulsiveness, and somatization even after controlling for demographic 
and religious variables (McConnell et al. 2006). These results were corroborated in 
studies linking religious strife to increased negative mood, lower self-esteem 
(Pargament et al. 1998b), anxiety (Kooistra and Pargament 1999), and even panic 
disorder (Trenholm et al. 1998) in adult samples.

Research consistently demonstrates that individuals who reportedly feel unsettled 
about spiritual matters are more apt to engage in substance use or other addictive 
behavior. In the aforementioned Astin and colleagues (2004) study that queried 
112,232 students across the USA, results indicated that students who scored high 
on items measuring religious struggles, such as feelings of distance from God, 
questioning of religious beliefs and feeling unsettled about religious matters, were 
more likely to drink wine or liquor (65% vs. 48%) and beer (55% vs. 42%) than 
those reporting low levels of religious struggles. These findings were substantiated 
in another study investigating whether spiritual struggles were predictive of alcohol 
problems throughout the first 2 years of college. Johnson and colleagues (2008) 
queried 1,515 incoming freshmen during the summer before college (Wave 1), and 
again during the spring of freshman (Wave 2) and sophomore (Wave 3) years 
regarding their religious/spiritual involvement, view of God, and alcohol consump-
tion. Results from this study indicated that higher religious distress predicted a 
greater increase in alcohol problems overall. Lastly, in a recent longitudinal study 
with 90 college freshmen (Faigin and Pargament 2008), results revealed that spiritual 
struggles predicted an increase in gambling, tobacco use, recreational drug use, 
prescription drug use, sex, shopping, food starving, work, exercise, and caffeine 
use. Additionally, specific domains of spiritual struggle (e.g., divine, interpersonal, 
and intrapersonal) were shown to predict change in addictive behavior over time.

These studies highlight how religious strife can render a person vulnerable to 
additional negative coping strategies (e.g., drinking, drug use, other addiction) 
when faced with life’s struggles. This understanding underscores the need for 
increased awareness regarding the style of religious coping so that the deleterious 
outcomes of existential crises can be averted.

Resiliency in Later Years

As our “greatest generation” has entered their eighth and ninth decades of life, there 
are important insights to be gained about their sources of resiliency. These survivors 
have struggled through the Great Depression of the 1930s, WWII in the 1940s, 
threat of nuclear disaster through the 1950s and 1960s, watching their children fight 
and suffer in the Vietnam war of the 1960s and 1970s, terrorist attacks on the USA 
in 2001, the resulting wars in Iraq and Afghanistan their grandchildren are fighting 
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in, and now coping with the loss of financial security in 2008–2010. This generation’s 
children also just entered the category of “senior citizen” at age 65.

Positive Religious Coping in the Elderly

The importance of religion increases with age. According to the Pew Forum on 
Religion and Public Life, 69% of adults 65 years or older cite religion as “very impor-
tant” in their lives, compared with 45% of adults under 30 years of age (N=34,695; 
2008). Research supports that the elderly draw upon their religious beliefs more as 
they face illness and aging (Reed 1987). Religion may serve as a source of grounding 
in the face of adversity. In a study of 338 elderly patients admitted to the hospital, 
when asked an open-ended question regarding their coping resources, over 40% of 
them spontaneously cited religion (Koenig 1998). To understand the nature of their 
relationship with the divine, we look to qualitative research to better explain how 
spirituality and religion serve as a pathway of resilience in old age.

Schwarz and Cottrell (2007) conducted a qualitative study with five elderly adults 
aged 66–88 involved in occupational therapy to help treat a range of illnesses from 
clinical depression to spinal stenosis. The researchers conducted multiple in-depth 
interviews to assess the role of spirituality in rehabilitation and across the lifespan. 
They found multiple themes pointing to the underlying mechanism of spirituality: it 
is pivotal in creating meaning and purpose, coping and positive outlook, providing a 
source of reliance and dependence, consolation and comfort, and hope for recovery 
in the face of adversity across the lifespan.

The poignant responses of these elderly adults illustrate how spirituality enriches 
and supports individuals throughout life. For example, an 87-year-old participant 
indicated the primacy of spirituality as being the “number one thing in life, every-
thing follows after that” (p. 49). Others agreed, indicating that without spirituality, 
life is devoid of meaning and that spirituality is the reason for living and something 
to strive toward. Thus, spirituality can be a fundamental aspect of living, one that 
oftentimes becomes more important as one ages. Another 87-year-old participant 
underscored the need for spiritual coping in later life: “You just have more prob-
lems when you get older and sometimes they do seem quite overwhelming unless 
you feel like you have some help in shouldering them” (p. 50). Another participant 
attributed her lifespan resilience to spirituality, which “pulled me out of many, 
many things that may have disturbed me… [it] is what governs your ability to 
recover or cope with what you have” (p. 50).

Some participants highlighted the role of spirituality to promote a positive out-
look to assist in coping with life’s struggles. “Well, it’s certainly kept me an optimist 
all my life in spite of anything that’s happened […] I think it’s because […] I’ve 
had great faith that things were going to turn out alright and I don’t let myself get 
down” (p. 50). This view is shared by others, “You have a more positive attitude if 
you think you’re going to get that spiritual support, it’s definitely going to help, it’s 
like 50% of the battle” (p. 50). This positive outlook undoubtedly served as an 
anchor of support despite the struggles of life.
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In terms of spiritual coping, participants described their relationship with the 
divine as an unyielding resource for coping and that reliance on God increased 
throughout their lives. One participant stated, “I depend on God a lot by praying, 
asking for help, for guidance, and He’s never forsaken me, He’s right there” (p. 51). 
The divine is viewed as more reliant than people for some; “I’ve always felt that 
there was someone to call on for help. As much as you love your family, they 
cannot always be there for you. They don’t have all of the answers” (p. 51).

This reliance on spirituality also provides consolation and comfort throughout 
life and hopes for recovery during times of illness. “It’s a great comfort to me when 
I have had periods of stress,” stated one 88-year-old participant (p. 51). Others stated 
that “the hope that we have and the reasons why we have the hope is so uplifting, so 
supporting, you carry that with you afterwards” (p. 52). This important study has 
provided an in-depth illustration of the ways that spirituality impacts resiliency 
throughout the lifespan, which is further supported by other empirical data.

Social support is another critical religiously based component of resilience not 
otherwise noted in the above study. For example, in multiple studies, elderly persons 
who rely upon religion as a form of resilience in life have lower rates of depression 
(Koenig et al. 1992; Pressman et al. 1990) and death anxiety (Koenig 1988) than 
their counterparts who do not access religious coping, even after controlling for social 
support, history of depression, and demographic variables (Bosworth et al. 2003).

The beneficial outcomes of positive religious coping are further elucidated in a 
study examining health status of 173 older adults engaged in rehabilitation services 
(Yohannes et al. 2008). Religious attendance was inversely associated with severity 
of illness and intrinsic religiousness was associated with less severe depression and 
older age. Additionally, in a community sample of 836 elderly participants, 
personal religious practices and intrinsic religiousness were associated with greater 
perceived coping efficacy (Koenig et al. 1988).

Spiritual Struggles in Elderly Populations

Less effective forms of coping can be a source of distress, particularly among older 
adults coping with the additional life stressors of illness and aging. For example, in a 
study by Krause and colleagues (1999), they found that although religious doubt is 
present in older adults, its impact on general mental health decreases as people age. 
Building upon this, Galek and colleagues (2007) pinpointed how religious doubt 
affects mental health across the lifespan. As people age, results indicate religious 
doubt is associated with psychopathology, such as depression, hostility, general anxiety, 
obsessive-compulsive, and paranoia symptoms. However, they also found that the 
magnitude of the relationship between spiritual struggles and mental health decreases 
as people age.

In a longitudinal study of 268 medically ill, hospitalized, elderly patients, spiritual 
struggles were shown to be a risk factor for diminished well-being. Pargament and 
colleagues (2004) investigated whether religious coping was predictive of spiritual 
outcome, stress-related growth, quality of life, depressed mood, physical, and cognitive 
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functioning. Over the 2 years of the study, negative religious coping was predictive 
of declines in quality of life, spiritual outcome, Activities of Daily Living (ADLs), 
and an increase in depressed mood (Pargament et al. 2004).

In another set of analyses using the same dataset, mortality during the follow-up 
period was assessed as the major outcome variable for the original set of 596 
participants. Most importantly, results showed that individuals who endorsed feelings 
of being unloved by and alienated from God (“Questioned God’s love for me,” 
“Wondered whether God had abandoned me”), or felt that the devil was involved in 
their illness (“Decided the devil made this happen”) were 20–30% more likely to 
die over the 2-year period, even when controlling for physical and mental health, 
and demographic variables (Pargament et al. 2004). Thus, spiritual struggles clearly 
have implications not only for the quality of life, physical functioning, and spiritual 
outcomes, but also for mortality in a sample of medically ill elderly patients.

Practical Applications

As outlined above, researchers have found that religion and spirituality can play 
distinctive roles in strengthening people as they face traumas, losses, and changes 
in life (Park and Folkman 1997; Pargament and Cummings 2009). However, as we 
have noted, some forms of spirituality can impede resiliency. We, therefore, argue 
that it is critical to understand the nature of one’s spirituality so that interventions 
can specifically target mechanisms for growth, while avoiding pitfalls throughout 
the lifespan. We suggest that the first step for all interventions should involve an 
explicit spiritual coping assessment (see Pargament 2007) to promote more targeted 
approaches for each individual.

Adulthood

Building upon knowledge of resiliency in childhood survivors, researchers have 
developed interventions that adults can apply. Wolin and Wolin (1993) created a 
model of resiliency that includes spiritual components to transform an individual 
from a “victim” to a “survivor.” They identify traits seen in resilient children, which 
include: (1) Insight: exploration of the world in order to create meaning about life 
events; (2) Independence: to transcend self and daily living through participation in 
spiritual experiences; (3) Relationships: that are compassionate, caring, and affirming 
as found in religious communities; (4) Initiative: to reach out to the world to save, 
heal, help, and reconcile to transform the world positively; (5) Creativity: tapping 
into creative power to generate beauty; (6) Humor: as a transformative force to take 
oneself lightly (and from a compassionate God’s perspective) in the face of adversity; 
and (7) Morality that promotes spiritual ethics, integrity, and social justice. Models 
for incorporating these seven components could perhaps bolster a person’s ability 
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to reframe their life experiences, create meaning, and cope effectively with trau-
matic events, even in adulthood.

Additionally, spiritual interventions could be informed by research on the impact 
of styles of religious coping. Specifically, self-directed religious coping, defined as 
pursuing personal action without relying upon the divine to solve problems is 
related to feeling alone and abandoned by God (Pargament et al. 1988). Collaborative 
religious coping reflects a mutual responsibility involving the person and God to 
solve the problem; this style of coping is related to an increase in the feelings of 
control and self-esteem (Pargament et al. 1988). The potency of these methods of 
coping is highlighted by findings from a study of 142 African-American adoles-
cents. This study found that collaborative religious coping was linked to increased 
hope and feelings of having reasons to live, while self-directing religious coping 
was related to an increase in depression, hopelessness, and even suicide attempts 
(Molock et al. 2006). This study underscores the importance of promoting active 
and collaborative styles of religious coping in adults to bolster healing in future 
resilience interventions.

Furthermore, spiritual interventions could be imbued with the tenets of forgive-
ness and spiritual support to promote resilience. In a sample of 101 adult survivors 
of childhood sexual abuse, findings reveal that religious forgiveness coping and 
active surrender coping were related to lower levels of depressed mood, while spiritual 
support and religious forgiveness coping were components in the resolution of 
abuse after controlling for demographic variables, cognitive appraisals, support 
satisfaction, and severity of abuse (Gall 2006).

Some promising efforts to develop interventions in response to these data on the 
styles of religious coping have already been undertaken. For instance, spiritually 
sensitive group interventions have been shown to be effective in decreasing depression 
(Tarakeshwar et al. 2005; Ano 2005), improving spiritual well-being, positive religious 
coping, and images of God (Murray-Swank and Pargament 2005), decreasing stress 
and promoting spiritual development and self-control (Ano 2005), increasing 
private religious practices, daily spiritual experiences, religious coping, decreasing 
drug use (Avants et al. 2005), decreasing overall psychological distress, negative 
religious coping, negative affect related to spiritual struggles, stigmatization related 
to spiritual struggle, and increasing positive affect related to spiritual struggles 
(Gear et al. 2008). These data suggest that spiritual interventions can have far-reaching 
and potent implications for adults coping with spiritual struggles.

Older Years

Spiritually integrative interventions on group and individual levels can also be 
effective for older adults; however, due to the unique life stressors during this stage 
of life, targeted interventions for geriatrics should also be considered.

Specifically, in 2004 Langer provided a framework for tapping into the spiritual 
domain to build resilience in older adults. “By acknowledging older adults’ resiliency 
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and spiritual resources in light of past and present risk factors, care providers can 
focus on capabilities, assets, and positive attributes rather than problems and pathologies” 
(Langer 2004, p. 611). Langer provides a practical framework for conducting 
strengths counseling to promote the application of spiritual resources in resiliency 
(e.g., “Can you identify spiritual resources from which you gain strength and energy 
to overcome some of your stresses/losses?”). The counselor, according to this model, 
is to draw upon a client’s meaning making (or spirituality) to encourage or enhance his 
or her inherent resiliency and thus provide holistic care (see Langer 2004). This 
approach is consistent with research on the resilient feature of meaning-making.

Drawing upon the protective feature and prevalence of religious beliefs in older 
adults, researchers encourage geriatric clinicians to inquire about their patients’ 
religious faith and provide support, particularly when confronted with emotional 
distress (Bosworth et al. 2003). This approach can help to identify negative divine 
reappraisals and better identify strengths to build upon in therapy.

Older adults more often draw upon religious coping strategies as they are faced 
with illness and aging; therefore, special attention to existential crises, concerns 
about the afterlife, feelings of regret or negative reappraisal of self-worth will be 
critical to address for this population. Clinicians may want to focus on working 
through spiritual struggles to promote healing and resilience (see Pargament 2007 
for examples).

Additionally, although there is a paucity of outcome data for spiritually sensitive 
interventions for older adults, there is reason to believe that similar interventions as 
outlined above for younger adults would also be applicable for those who are older 
than 65 years old. Future studies could replicate spiritually sensitive interventions 
designed for younger adults to investigate their efficacy with geriatric adults. This 
generation would likely benefit from targeted interventions designed to promote 
positive religious coping, while diminishing the propensity for spiritual struggles to 
support healing and continued growth throughout the lifespan.

Conclusion

Religion and spirituality are unique and critical resources for coping with the 
struggles of life; however, they can also contribute to distress if there are struggles 
inherent in the method of spiritual coping. Enhancing knowledge of the utilization 
of religion and its impact on resilience could prove promising. Furthermore, clini-
cians could develop targeted interventions to help people work through negative 
methods of spiritual coping while building upon the positive aspects of religious 
beliefs. There are many promising studies demonstrating the effectiveness of spiri-
tually sensitive interventions in adults; however, there is a dearth of research on 
spiritual resiliency interventions with older adults. Future researchers and clinicians 
could focus on developing targeted spiritual interventions for all ages that draw 
upon the themes of religious resilience, thus promoting a holistic approach to building 
resources and enhanced strength in adulthood and aging.
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  Our greatest glory is not in never falling, but in rising every 
time we fall.

Confucius

  It is not the size of the dog in the fight; it is the size of the 
fight in the dog

Mark Twain

 I think I can, I think I can…

The Little Engine that Could

Resilience has been written about and valued since time immemorial. Its value is 
transmitted down generations through adages, mythology, anecdotes, and even 
children’s books. In essence, resilience can be thought of as a process of success-
fully adapting to maintain or regain emotional well-being in the face of adversity. 
It does not mean that distress is not experienced; rather, it is a process through 
which an individual’s thoughts and behaviors overcome distress and optimize posi-
tive outcomes.

Historically, terms such as “hardiness” or “toughness” have also been used to 
allude to this construct. The term “resilience” has gained traction as the emphasis 
has shifted from it being an inherent trait to an ability that can be fostered. Although 
commonly associated with coping with trauma, catastrophic events, or personal 
tragedy, increasing attention is being paid to resilience in response to chronic 
illness. The impetus for this is both the growing number of patients with multiple 
chronic illnesses (Anderson and Horvath 2004), and the recognition that having a 
chronic illness can be stressful to manage (Russell et al. 2005). Stress has been 
shown to impact illness onset and outcomes through deleterious pathophysiological 
changes (Bairey-Merz et al. 2002; Black and Garbutt 2002; Cacioppo et al. 1998; 
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Gold et al. 1988) and behavioral changes (DiMatteo et al. 2000, 2002). However, 
the negative consequences of stress on chronic disease are not inevitable and recent 
studies have highlighted psychosocial factors that can reduce vulnerability to stress 
and prevent both psychological and medical comorbidities (Dimsdale 2008). The 
growing area of resilience aims to capture these factors that may inure chronic ill-
ness patients to negative psychological sequelae.

Factors that Enhance Resilience in Chronic Illness

In the context of patients with existing illness, resilience can be thought of as a 
dynamic process that involves actively coping with experiences of significant adver-
sity (Luthar and Cicchetti 2000). Resilience emerges out of cultural values as well 
as out of situational contexts (e.g., poverty) to evolve over the life course into highly 
specific ways of individuals’ viewing of the world (Becker and Newsom 2005). The 
ingredients that shape resilience undoubtedly differ for different groups of people. 
Nevertheless, certain commonalities appear to transcend the potential variability 
across individuals and cultures. Data on these factors are summarized below.

Personality Traits

After decades of research on personality traits with negative outcomes, research 
linking personality characteristics to resilience in physical health has received 
increasing attention in recent years (Smith and MacKenzie 2006). Personality char-
acteristics that have garnered empirical support include optimism, conscientious-
ness, and health-related hardiness. Optimism can be thought of as a predisposing 
factor towards positive outcomes expectancies (Scheier and Carver 1987). Optimists 
tend to have expectations of positive outcomes, unlike their pessimist counterparts. 
As behavior is often determined by expectancies of outcomes, this model suggests 
that optimists are more likely to attempt to overcome adversity than pessimists. 
Patients who score high on optimism report lower incidence of heart disease, faster 
recovery from cardiac procedures, lower incidence of physical symptoms in HIV/
AIDS, and better coping in women with breast cancer (Carver et al. 1993; 
Kubzansky et al. 2001; Pakenham and Rinaldis 2001; Scheier and Carver 1985; 
Scheier et al. 1989, 1999). Another personality trait that appears related to resil-
ience is conscientiousness, defined as the tendency to act dutifully, aim for achieve-
ment, and show self-discipline (McCrae and John 1992). Less studied than 
optimism, conscientiousness nevertheless is associated with longevity (Friedman 
et al. 1995) and longer survival in the chronically ill (Christensen et al. 2002). The 
mechanism for positive relationship between conscientiousness and outcomes may 
be explained by the fact that individuals high on conscientiousness tend to have 
higher rates of adherence to treatment regimens. Finally, health-related hardiness 
is the personality characteristic that enables individuals to adapt to health problems 
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through control, commitment, and challenge (Pollock 1989). This trait has been 
linked with psychosocial adaptation in diabetes, hypertension, and rheumatoid 
arthritis (Pollock 1986).

Social Support

Perhaps the most widely studied correlate of stress vulnerability is social support. 
The presence of caring and supportive relationships appears to enhance resilience 
and facilitate positive outcomes in patients with a wide variety of chronic condi-
tions, including cardiovascular disease (Lett et al., 2005), depression (Fiske et al. 
2009), diabetes (White et al. 1992), cancer (Koopman et al. 1998), and renal disease 
(Dimond 1979). The mechanisms through which social support operates are likely 
many, but include the presence of emotional support, instrumental support (e.g., 
practical assistance in actual disease management), higher self-efficacy, lack of 
isolation, and perceived sense of control (Lett et al. 2005).

Coping Styles

Coping can be thought of as self-conscious effort towards optimal outcomes. In this 
sense, it is the process through which individuals build or maintain resilience. 
Resilient patients appear to have coping styles characterized by active engagement, 
humor, and non-dependency to drugs and alcohol (Schuckit and Smith 2006; 
Trivedi et al. 2009). In addition, resilient individuals report frequently relying on 
religion to help cope with adversity (Costanzo et al. 2009). Additional coping factors 
associated with resilience include the capacity to make realistic plans and take steps 
to carry them out, a positive view of oneself and confidence in one’s ability, skills 
in communication and problem solving, and the capacity to manage strong feelings 
and impulses (American Psychological Association 2007). Individuals may also 
cope using their social support network and through inherent optimism (Trivedi 
et al. 2008, 2009), highlighting that the various factors determining resilience can 
be interrelated and overlapping.

Resilience as a Tool for Primary Prevention

Primary prevention is the sine qua non of health care. However, only 2–3% of total 
health care spending goes for prevention (Woolf 2009). The remaining health care 
resources are directed toward financing and delivery of medical care with substan-
tially less emphasis on other determinants of health such as behavioral choices, social 
circumstances, and environmental conditions (Schroeder and Fahey 2007). This is 
despite the fact that the Center for Disease Control and Prevention recognizes that 
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“increased focus on prevention is not only critical to preserving older individuals’ 
independence and reducing long-term care needs – it is also critical for helping to 
stem health care costs” (Lang et al. 2006).

Replacing the current emphasis on pathologies and deficits with research exam-
ining how people make the most of their lives would enable us to better understand 
how people persevere despite obstacles. The area of resilience aims to meet pre-
cisely these goals. Resilience offers a framework that recognizes the preponderance 
of positive outcomes in patients with chronic illness and examines their anteced-
ents, such as personality traits, coping styles, and social support. After identifying 
these antecedents, intervention programs can test whether fostering these can build 
resilience in a population at-risk for certain illnesses (Luthar and Cicchetti 2000). 
In this way, resilience offers what research focusing on negative outcomes cannot: 
the promise of primary prevention.

Attention is turning toward resilience to increase the likelihood of maintaining 
good health, aging well, and contributing to the vitality of the community. The 
aging of the population and the increasing prevalence of chronic diseases pose chal-
lenges to the US healthcare system. In 2000, 45% of Medicare beneficiaries aged 
65 years or older had at least one chronic medical condition, and 21% had multiple 
chronic conditions (Anderson and Horvath 2002). Healthcare costs for individuals 
with at least three chronic conditions accounted for 89% of Medicare’s annual 
budget (Anderson and Horvath 2002). There is a growing acknowledgement that 
burden on healthcare can be reduced only if individuals play an active role in their 
own healthcare through disease self-management. Self-management consists of 
activities that promote physical and psychological health; interacting with health-
care providers and adhering to treatment recommendations; monitoring health status 
and making associated care decisions; and managing the impact of the illness on 
physical, psychological and social functioning (Bodenheimer et al. 2002; Bosworth 
et al. 2005). Because resilient patients are more likely to be successful at self-
management, monitoring and fostering resilience can have direct implications for 
disease management.

Current Limitations and Alternate Conceptual Model

A thorough review of the literature suggests that the most common conceptualiza-
tion of resilience is the ability to have positive psychological outcomes when faced 
with adversity (Luthar et al. 2000). Resilience is defined as a collection of protec-
tive factors that mediate the relationship between a stressful event and positive 
outcomes (Brooks 2008; Lavretsky and Irwin 2007). In the current conceptualiza-
tion, resilient individuals may have short-term perturbations of normal functioning, 
but demonstrate an overall trajectory of healthy functioning and the ability to generate 
positive experiences (Bonanno 2004). Resilience thus defined is distinct from 
“recovery,” which involves regaining the equilibrium that existed prior to stress 
(Brooks 2008; Luthar et al. 2000).
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We posit that the current conceptualization may be very narrow for patients with 
chronic illness. First, the current theory of resilience hews very closely with the 
outdated theory that resilience is a stable trait rather than a modifiable process. 
Implicit in the theory that resilience is protective is the assumption that these 
reserves exist and are tested in the face of adversity. If negative outcomes occur, 
then the individual was non-resilient. By this definition, resilience can only be built 
before the adverse event occurs and not after. However, because resilience is a two-
dimensional construct that requires a stressful event to occur, non-resilient indi-
viduals cannot be identified in advance to bolster resilience. Such circular logic 
may be one of the main reasons why resilience has been difficult to assess or 
modify in patients with chronic illness.

Second, the current theory of resilience excludes those who display the tenacity 
to recover after having an initial response of distress. Those who recover are differ-
ent from those who do not in their ability to return to, and maintain, a state of 
equilibrium. This is especially relevant to chronically ill patients where disease 
onset may be defined by an acute event, whether it is a physical event such as a 
myocardial infarction, or being given a diagnosis of a medical condition, such as 
diabetes. It is likely that an individual who is “resilient” in the immediate aftermath 
of a myocardial infarction may experience some distress after going through 
lengthy cardiac rehabilitation. Similarly, an individual may experience significant 
loss of emotional well-being immediately following diagnosis with breast cancer 
but may regain their resiliency while undergoing chemotherapy. In either case, 
distress may be transient and recovery may occur with time, education, active coping, 
and habituation. A dichotomy simply based on initial stress response may fail to 
capture the tenacity of such patients.

Third, the current theory of resilience ignores the potential additive or multipli-
cative effect of stressors endemic to chronic illness. Facing the challenges of dis-
ease management can be harrowing for many patients as they face medical tests, 
polypharmacy treatments, lifestyle changes, functional impairment, and potential 
mortality. Furthermore, chronically ill patients are often diagnosed with several 
chronic conditions and patients who may have a “resilient” response to the initial 
diagnosis may find their psychological reserves taxed when faced with the sequelae 
of a second or third diagnosis. In parallel, the increasing disability may lead directly 
to a reduction in a person’s appraised ability to achieve goals, or that their lack  
of regular engagement in activities leads to decrements in skills and associated lack of 
self-efficacy (Fiske et al. 2009).

To address these limitations, we propose an alternate conceptualization in which 
resilience exists on a spectrum and can be fostered at each stage. In our conceptu-
alization, resilience is not only an inherent invulnerability but also the ability to 
recover from stress. An underlying tenet is that individuals exist in a state of equi-
librium and that resilience is the process through which individuals maintain or 
regain equilibrium over time. Because stress in chronic illness can be additive and 
can change over time, resiliency can exist on a continuum of stress response and 
can increase or decrease over time as well. On one end are individuals who, at the 
given point of assessment, are demonstrating positive psychological well-being and 
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adequate coping. By contrast there are individuals who experience psychological 
distress but may recover. Within this latter group, we propose two sub-categories: 
those that may experience subclinical emotional distress but are able to use their 
own psychosocial resources to recover, and those who experience clinically signifi-
cant distress that may need professional help.

Therefore, resilience can be conceptualized as a three-level construct which we 
term primary, secondary, and tertiary resiliences. These are defined as follows:

 1. Primary resilience: Individuals demonstrating primary resilience do not experi-
ence more than transient loss of emotional well-being in response to an adverse 
event, appear to have sufficient resources to ensure optimal outcomes and not 
likely to experience a specific psychiatric illness.

 2. Secondary resilience: Individuals demonstrating secondary resilience experi-
ence no more than moderate loss of emotional well-being and/or subclinical 
distress after a diagnosis or experiencing a disease, but soon regain equilibrium 
through own coping resources. These coping resources may be a combination of 
personality traits, coping styles, and social resources.

 3. Tertiary resilience: Individuals demonstrating tertiary resilience may experience 
significant loss of emotional well-being when exposed to stress and may develop 
psychiatric symptoms or illness. These individuals regain equilibrium after a 
length of time using own resources and/or with professional intervention.

This conceptualization has practical advantages in the clinical management of 
chronic illness. Recognizing that resilience can change over time can help make 
providers cognizant of monitoring patients’ well-being during treatment. 
Furthermore, the clinical goals of each level of resilience may be different (Table 12.1). 
Chronic illness patients who exhibit primary resilience need no more than usual 
care and monitoring to ensure that they are able to maintain their sense of equilib-
rium. Those who exhibit secondary resilience may need support and reinforcing of 
their previous coping, but largely can regain equilibrium on their own. On the other 
hand, those with tertiary resilience may require professional intervention to prevent 
further deterioration of well-being, followed by efforts to regain equilibrium. When 
equilibrium is regained, efforts need to be made to maintain equilibrium. Defining 

Table 12.1 Clinical goals corresponding to levels of resilience

Level of resilience Clinical goals Methods
Primary resilience Maintain equilibrium • Monitor stress response

• Provide education
• Augment current resources as 

needed
Secondary resilience Regain equilibrium • Reinforce existing coping resources

• Provide self-help resources
• Utilize methods of primary resilience

Tertiary resilience Stop disequilibrium • Professional interventions aimed at 
recovery

• Utilize methods of secondary and 
primary resilience
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clinical goals in this way offers the added advantage of matching limited resources 
to patient needs in the most efficient manner.

Once the clinical goals of each level are achieved, patients become more resilient 
and clinical goals are adjusted accordingly. Imagine a scenario in which a cancer 
patient experiences significant depressive symptoms when undergoing the arduous 
treatments of chemotherapy and radiation. The patient begins seeing a mental health 
professional and is able to inhibit further loss of well-being. Once this is accom-
plished, the treatment may involve regaining equilibrium that existed prior to cancer 
diagnosis and treatment. In other words, patients would be exhibiting secondary 
resilience, where the goals would be to return to the state of equilibrium. Similarly, 
achieving equilibrium would naturally lead to an intervention aimed at maintaining 
equilibrium at which point patients would exhibit primary resilience. Therefore, our 
proposed conceptualization captures the fluid nature of the stress response.

Clinical Management of Resilience

Assessment

An adequate detection and measure of the level of resilience is key to identifying 
the processes that lead from health to frailty and ultimately to the appearance of 
disease (Fried et al. 2005; Walston et al. 2006). Although not commonly used in 
chronic illness, measures that are specific to resilience have been created. Perhaps 
the most widely used is the Post-traumatic Growth Inventory, also available online 
at apa.org (Tedeschi and Calhoun 1996). Typically, however, resilience is assessed 
indirectly, through the assessment of its various correlates, such as quality of life, 
positive affect, optimism, and coping styles. In addition, depression scales have 
been used to determine the absence of negative affect as a marker of resilience. In 
healthcare settings, the interested practitioner may include various self-report mea-
sures to measure these constructs. Table 12.2 provides a brief overview of the com-
monly used measures and the constructs they purport to measure. (For a 
comprehensive review of commonly used psychosocial scales, we suggest referring 
to Measuring Health: A Guide to Rating Scales and Questionnaires (McDowell 
2006) and Measures of Personality and Social Psychological Attitudes (Robinson 
et al. 1991).)

Interventions

Minimizing disruption to the care of persons with chronic disease requires weaving 
a health care safety net resilient to the stress of illness and to the more personalized 
disasters such as job loss or loss of one’s home (DeSalvo and Kertesz 2007). 
Various programs and resources can be accessed by both the patient and healthcare 
providers to improve and maintain resiliency.
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Self-help interventions. Various self-help resources are available to build and 
maintain resilience. The American Psychological Association online help center at 
apahelpcenter.org provides a comprehensive overview along with an assessment 
tool and self-help tips to build and maintain resilience (American Psychological 
Association 2007). The website highlights key factors that can help sustain resil-
ience, including self-efficacy, setting realistic goals and meeting them, communica-
tion and problem-solving skills, and controlling impulsive responses. In addition, 
the resource focuses on resilience as an ongoing process of growth, providing 
guidelines for learning from previous life experiences, and actively facing sources 
of distress (Fig. 12.1).

A key factor in creating, strengthening, and sustaining resilience is the presence 
of caring and supportive social networks. Fostering such relationships both within 
and outside of the family is thought to be critical in maintaining well-being through 
instrumental help, encouragement, and reassurance (Rozanski et al. 2005; White 
et al. 1992). In patients with chronic illness, this can be particularly challenging if 
medical conditions limit mobility and lead to isolation. If patients report difficulty in 
accessing existing social resources or building networks, health care providers can 
help problem-solve with the patients and their families to ensure patients continue to 
derive strength from their social networks. Support groups can be helpful venues for 
building social networks with others experiencing similar stressors. Support groups 

Table 12.2 Measures to assess resilience and its correlates

Construct Scale Items

Coping COPE (Carver et al. 1989) 60 items (15 coping styles)
Depressive  

symptoms
Beck Depression Inventory  

(Beck et al. 1988)
21 items

Quality of life Short Form-36 Health Survey  
(Ware and Sherbourne 1992)

36 items (2 subscales to measure 
mental and  
physical components)

Short Form-12 Health Survey  
(Ware et al. 1996)

12 items (2 subscales to measure 
mental and  
physical components)

Affect Positive and Negative Affect Scale 
(PANAS) (Watson et al. 1988)

20 items (10 positive affect items, 
10 negative affect items)

Dispositional  
optimism

Life Orientation Test-Revised  
(LOT-R) (Scheier and  
Carver 1987; Scheier et al. 1994)

8 items

Resilience Post-traumatic Growth Inventory  
(Tedeschi and Calhoun 1996)

21 items (4 factors: new 
possibilities, relating to others, 
personal strength, spiritual 
change, and appreciation of 
life)

Connor-Davidson Resilience  
Scale (CD-RISC) (Connor  
and Davidson 2003)

25 items

Dispositional Resilience Scale 15 
(DRS15) (Bartone 2007)

15 Items (3 subscales: 
communication,  
challenge, control)
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allow the sharing of information, ideas, emotions, and can foster a sense of 
community to replace the isolation often experienced when faced with adversity.

Finally, books and other publications authored by people who have successfully 
managed adversity can inspire and motivate chronically ill individuals to discover 
strategies that may optimize outcomes.

Clinical Interventions. Programs that aim to improve emotional well-being in 
chronically ill patients are still in their infancy. Perhaps the most widely studied are 
interventions designed using Jon Kabat-Zinn’s Mindfulness Based Stress Reduction 
Program (MBSR). Based on Buddhist practices, mindfulness emphasizes consis-
tent, dispassionate, and non-evaluative moment-to-moment awareness of mental 
activities (Grossman et al. 2004). The MBSR typically involves 2.5-h weekly ses-
sions for 8–10 weeks and an additional single-day “retreat.” A recent meta-analysis 
evaluated both physical and mental well-being outcomes across a variety of studies 
and concluded that across a variety of conditions, mindfulness may enhance coping 
and reduce distress and disability (Grossman et al. 2004). Improvements were seen 
in mental and physical parameters of health. It should be noted that research in this 
area still remains sparse; however, these promising results suggest that interventions 
to promote resiliency can be successful in the chronically ill. Many cities and 
academic institutions offer MBSR programs through trained professionals. In addi-
tion, several online resources are available for those interested in learning more about 
mindfulness based interventions (e.g., http://www.umassmed.edu/cfm/mbsr/).

Improving physical well-being may be especially important in fostering a sense 
of emotional well-being in chronic illness. This is typically achieved through a variety 
of recommended lifestyle changes that may be common across diseases or may be 

1. Make connections. 

2. Avoid seeing crises as insurmountable problems.  

3. Accept that change is a part of living.  

4. Move towards your goals.  

5.   Take decisive action. 

6. Look for opportunities for self discovery.

7. Nurture a positive view of yourself.

8.   Keep things in perspective.

9.   Maintain a hopeful outlook.  

10. Take care of yourself.

(Source: apahelpcenter.org) 

Fig. 12.1 Ten ways to build resilience

http://www.umassmed.edu/cfm/mbsr/
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disease specific. For example, patients with most chronic conditions will be advised 
to increase physical activity, whether it is cardiovascular disease, diabetes, 
depression, and even pain conditions (American Pain Society 2009; Blumenthal 
et al. 2000; Boule et al. 2001; Cobb et al. 2006; Green and Pope 2000; Rejeski et al. 
1992). Besides improving physical health, exercise has been shown to improve posi-
tive effect (Zautra et al. 2008). On the other hand, recommendations may be disease 
specific, such as following the DASH diet for hypertensive patients (Svetkey et al. 
1999) and watching carbohydrate intake in diabetic patients (Diabetes Prevention 
Program Research Group 2002). Meeting these goals can be challenging and may 
lead to a loss of well-being as patients attempt to make changes to their existing 
lifestyles. However, meeting these goals can not only improve physical well-being, 
it may also potentially foster a sense of mastery, improve self-efficacy, and bolster 
resilience. An important caveat is that setting reasonable goals and expectations and 
building on these successes is needed to foster a sense of mastery.

A practical tool that can be utilized by primary care provider and specialists is 
the 5As construct of behavioral counseling. First adopted from tobacco cessation 
programs, the 5As represent the steps that a provider team can go through to assess 
and respond to a given patients’ barriers to effective self-management behavior, 
which might relate to secondary and tertiary resilience issues (Glasgow et al. 2006; 
Goldstein et al. 2004; Whitlock et al. 2002). The 5As are described below, using 
exercise as an example:

•	 Assess: Assess disease knowledge (e.g., exercise is important to controlling 
diabetes), attitudes (e.g., self-efficacy for doing exercise), and preferences (e.g., 
type of exercise preferred). The provider should address barriers to the desired 
behavior (e.g., no safe place to walk).

•	 Advise: Provide personalized advice for maintaining or changing behavior; 
incorporate specific recommendations of behavior change based on personal 
health risks. For example, it may not be helpful to tell a patient who almost never 
walks more than a few hundred steps a day to start running a mile a day. It would 
be more appropriate to advise the patient on how to make gradual increases in 
exercise.

•	 Agree: There is an extensive literature on the usefulness of collaborative goal 
setting in improving chronic illness self-management (Goldstein et al. 2004). 
The provider and patient can discuss realistic goals (e.g., wearing a pedometer 
and increasing the number of steps walked by 300 over the next 2 weeks). 
Training in motivational interviewing, which helps the provider elicit talk of 
change from the patient and respond appropriately, may help the provider in the  
agreeing process.

•	 Assist: Develop an action plan that responds to the patient’s needs and barriers. 
For example, determining where to obtain a pedometer, where to walk, and 
where to record steps should be determined. Further, the relationship between 
the plan and overcoming specific barriers to changes can also be discussed.

•	 Arrange: This step includes specific plans for follow-up to assess the degree of 
goal achievement and provide needed assistance.
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Finally, for complex cases of tertiary resilience, licensed mental health 
professionals such as clinical psychologists, psychiatrists, and trained nurses can 
offer counseling, psychotherapeutic interventions, or medications. This level of 
intervention may be especially important in chronically ill individuals with tertiary 
resilience who may require strategies for preventing further decline, regaining 
equilibrium, and maintaining equilibrium. Psychotherapy and psychotropic medi-
cations has been found to be an effective intervention for a variety of clinical and 
subclinical psychiatric issues, including major depressive disorder, depressive 
symptoms, anxiety, and adjustment disorders. Clinical psychologists effect change 
through focusing on changing harmful cognitions and behaviors to improve coping 
and resilience. Within clinical psychology, various specialties exist to tailor inter-
ventions to specific populations. For example, clinical psychologists who specialize 
in treating patients with medical illnesses may be referred to as health psycholo-
gists. Health psychologists who specialize in cancer often refer to themselves as 
psycho-oncologists; likewise those who specialize in heart disease and pain may be 
known as cardiac psychologists and pain psychologists, respectively.

In addition to individual therapy, patients may be referred to couples or family 
therapists. Couples’ therapists specialize in providing interventions to patients and 
their significant others. Because significant others are often involved in disease 
management, this may be a particularly powerful intervention for some chronic 
illness patients. Family therapists expand the intervention target to include key 
figures of social network, such as children, to bolster individual response. Using a 
variety of techniques, these specialists can help improve patients’ functioning 
within their own social context and optimize positive outcomes.

Organizing Chronic Illness Care to Address Resilience

Healthcare providers cannot be expected to suddenly be able to address issues of 
resilience and support on top of the many other issues that need to be addressed in 
often brief visits. Such changes in care require properly organized healthcare 
organizations. The Wagner Chronic Care Model (CCM) provides a roadmap for 
such a system (Coleman et al. 2009; Wagner 1998; Wagner et al. 2001a, b). The 
CCM postulates that patient outcomes would be enhanced in healthcare systems 
organized for chronic illness management. Specifically, delivery systems that 
provide self-management support (e.g., 5As), are organized around integrated teams 
whose members have specifically described roles (e.g., nurse that does initial assess-
ment and negotiation of self-management goals that are reinforced by a physician), 
utilize tools to support evidence-based guidelines (e.g., reminders to providers, 
discussion of guidelines with patients, etc.), and include clinical information 
systems (e.g., computerized reminders, patient registries, etc.) are more likely to 
have “productive interactions between informed, activated patients and prepared 
proactive practice teams.” Further, these organizations should be connected to com-
munity resources that may help patients reach their goals. For example, improving 
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social support may include a working knowledge of how to refer patients to local 
community centers. Healthcare systems utilizing more elements of the CCM or 
making changes aimed at improving multiple CCM elements have generally expe-
rienced better chronic illness care processes and outcomes (Coleman et al. 2009). 
Healthcare organizations seeking to assess the degree to which patients perceive use 
of techniques suggested by the Chronic Care Model utilized the Patient Assessment 
of Chronic Illness Care (PACIC) (Glasgow et al. 2006, 2004). An expanded version 
of the PACIC also allows organizations to assess the degree to which providers 
practice the 5As of brief patient behavior described above.

Of special importance to addressing issues of resilience, there has been an 
increasing effort to include clinical psychologists, psychiatrists, and other mental 
health professionals in primary care teams. Often co-located in the same office as 
physicians, these professionals can address both issues related to traditional mental 
illness (e.g., providing psychotherapy) or behavioral issues of chronic illness care 
(e.g., providing, brief, targeted counseling) (Frank et al. 2004). Advantages of this 
approach are primary prevention to improve and maintain resilience at the time of 
chronic illness diagnosis and on an ongoing basis; secondary prevention through 
early detection of lower resilience; and tertiary prevention through active interven-
tions and outside referrals where necessary. The integration of mental health into 
traditionally medical settings can assist in developing an ongoing relationship 
between a patient and provider team that addresses the broad range of patient bio-
psychosocial needs and coordinates related services. This notion of integrated primary 
care is congruent with the Chronic Care Model and renewed attempts at the develop-
ment of primary care medical homes which have the goal of developing an ongoing 
relationship between a patient and provider team that addresses the broad range of 
patient biopsychosocial needs and coordinates related services (Reid et al. 2009).

Summary and Discussion

Resilience in chronic illness is an area in much need of empirical evidence and 
much of the current literature derives implicitly from related areas, such as coping 
in chronic illness. The majority of the literature emphasizes resiliency as an inher-
ent invulnerability to stress. We argue that the current definition may be too restric-
tive and ignores the experiences of patients with chronic illness. We propose a 
conceptual model that extends the concept of resilience to individuals who can 
recover from emotional setbacks that are common to chronically ill patients. In this 
model, patients can be characterized as exhibiting primary, secondary, and tertiary 
resilience. Each level of resilience denotes a place on the spectrum of resilience. 
According to this model, appropriate interventions at each stage have the potential 
to move the individual towards primary resilience and positive outcomes. 
Pragmatically, this model allows clinicians to tailor interventions so that limited 
resources are allocated most efficiently.

Resilience can be both built and maintained through the proactive efforts of patients 
using self-help resources. These are available in the forms of books, online resources, 
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and support groups, and healthcare providers are encouraged to acquaint their patients 
with these resources to optimize positive outcomes. In addition, we provide an over-
view of tools that healthcare professionals can use in their practice to assess and 
address primary and secondary resilience in their practices. To address tertiary resil-
ience, it is recommended that patients seek professional help from a mental health 
expert, such as clinical psychologists, psychiatrists, and other professionals. Many 
specialists are available that can provide interventions based on the type of chronic 
illness that patients may suffer and who can involve patients’ own social networks in 
the interventions. Provision of such services requires appropriately organized health-
care systems to address comprehensive biopsychosocial needs of the patients.

Future Directions

The importance of examining resilience in chronic disease is likely to grow with the 
growing prevalence of chronic disease. Studies in the twentieth century have sig-
nificantly expanded our understanding of psychopathology and its impact on 
adverse disease outcomes. The twenty-first century should bring a greater under-
standing of factors that not only buffer against negative outcomes, but also enhance 
recovery from distressed states.

We advance a new conceptualization of resilience as a step towards meeting 
these goals. However, our model needs to be validated and refined through rigorous 
empirical studies before it can gain wider acceptance. The growing impetus to 
integrate mental health services in traditional medical setting should be sustained 
and capitalized upon. Conducting quality research that demonstrates the superiority 
of these models against more traditional medical healthcare delivery systems will 
be a necessary catalyst to important policy changes in healthcare delivery. 
Enhancing resilience through fundamental changes in healthcare research and 
delivery has the potential of preventing disease onset and exacerbation, and improv-
ing the vitality of the growing population of chronic illness patients.
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The word “resilience” comes from the Latin word “salire,” which means to spring up and 
the word “resilire” which means to spring back. Resilience, therefore, refers to the 
capacity to spring back from a physical, emotional, financial, or social challenge. Being 
resilient indicates that the individual has the human ability to adapt in the face of tragedy, 
trauma, adversity, hardship, and ongoing significant life stressors (Newman 2005). 
Resilient individuals tend to manifest adaptive behavior, especially with regard to social 
functioning, morale, and somatic health (Wagnild and Young 1993), and are less likely 
to succumb to illness (Caplan 1990; O’Connell and Mayo 1998). Resilience, as a 
component of the individual’s personality, develops and changes over time through 
ongoing experiences with the physical and social environment (Glantz and Johnson 1999; 
Hegney et al. 2007). Resilience can, therefore, be perceived as a dynamic process that 
is influenced by life events and challenges (Grotberg 2003; Hardy et al. 2002, 2004). 
Increasingly, there is evidence that resilience is related to motivation, specifically the 
motivation to age successfully (Harris 2008) and recover from physical or psychological 
traumatic events (Charmey 2004; Chow et al. 2007; Sanders et al. 2008).

Older women who have successfully recovered from orthopedic or other stressful 
events describe themselves as resilient and determined (Resnick et al. 2005; Travis 
and McAuley 1998) and tend to have better function, mood, and quality of life than 
those who are less resilient (Hardy et al. 2004). Resilience has also been associated 
with adjustments following the diagnosis of dementia (Harris 2008), widowhood 
(Rossi et al. 2007), management of chronic pain (Karoly and Ruehlman 2006), and 
overall adjustment to the stressors associated with aging (Ong et al. 2006).

Types of Resilience

Resilience has been differentiated into health resilience (Sanders et al. 2008), psycho-
logical resilience (Boardman et al. 2008), emotional resilience (Chow et al. 2007), 
and dispositional resilience (Rossi et al. 2007). Health resilience is the capacity to 
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maintain good health in the face of significant adversity. Psychological resilience is 
focused on being able to maintain a positive affect regardless of the situation. 
Emotional resilience is described as the ability to maintain the separation between 
positive and negative emotion in times of stress. Dispositional resilience incorporates 
three personality characteristics including commitment to others, a sense of control 
over outcomes, and a willingness to learn from the current situation. All of these 
different types of resilience reflect being able to maintain a positive attitude and 
endure through any variety of health related, emotional, or social challenges. Moreover, 
it is anticipated that resilience translates across areas of physical and mental health.

Factors that Influence Resilience

Many factors or qualities within individuals have been associated with resilience 
(Table 13.1). These include such things as positive interpersonal relationships, 
incorporating social connectedness with a willingness to extend oneself to others, 
strong internal resources, having an optimistic or positive affect, keeping things in 
perspective, setting goals and taking steps to achieve those goals, high self-esteem, 
high self-efficacy, determination, and spirituality which includes purpose of life, 
religiousness or a belief in a higher power, creativity, humor, and a sense of curiosity 
(Boardman et al. 2008; Bonanno et al. 2007; Hegney et al. 2007; Kinsel 2005; 
Tedeschi and Kilmer 2005).

Positive Interpersonal Relationships

Interpersonal relationships include interactions with a network of family, friends, 
colleagues, and other acquaintances for enjoyment, or to provide psychological or 
physical assistance for in return. Involvement in interpersonal relationships and 
activities, whether receiving or giving the help, serves as a psychological buffer 

Table 13.1 Resilient qualities or traits 
commonly noted in older adults

Positive interpersonal relationships
Strong self-efficacy
Positive self-esteem
A sense of purpose
Spirituality
Ability to use humor
Creativity
Acceptance of changes (physical and mental)
Maintaining a positive attitude
Ability to identify and utilize resources
Self-determination
Optimism
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against stress, anxiety, or depression which commonly occurs with aging. Interpersonal 
activities also help individuals cope with losses, maintain a sense of belonging, and 
strengthen self-esteem and self-efficacy.

Strong Internal Resources: Self-Efficacy, Self-Esteem, 
Determination, Problem Solving

Self-efficacy, which is described in detail below, is the belief in one’s ability to 
organize and execute a course of action to achieve a specific outcome, and is 
thereby relevant to resilience. Different than self-efficacy, self-esteem is reflective 
of one’s appraisal of his or her self-worth. Individuals who have a positive self-
worth, accept and like themselves, and refrain from being “too hard on themselves” 
tend to be resilient and psychologically successful (Byles and Pachana 2006). The 
ability to accept oneself is particularly important in aging due to the many physical 
and mental changes that can occur, as well as the role losses. With age, for example, 
the older individual may note impairments in his or her ability to go up the stairs, 
carry grocery bags, complete a crossword puzzle, or remember how to get to a 
daughter’s home. These changes can be devastating unless one has the resilience 
to accept the change and appreciate what he or she is still able to do. Self-esteem 
need not, however, decline with age despite the commonly experienced physical 
and mental changes that occur such as declines in strength and memory. Rather, 
self-esteem can be strengthened by helping older adults to recall prior successes 
and by exposing them to situations in which they can exceed and excel.

Determination, or hardiness, which may in part be a personality trait, can be 
strengthened by helping the older individual to focus on his or her abilities, current 
opportunities, and use of resources. Determined individuals tend to be more confi-
dent in their ability to cope and to take advantage of the resources, internal and 
external, that help them to adjust, accept, and cope with the challenges encountered 
in life. Strengthening determination and hardiness can be done by helping the indi-
vidual to problem solve and stay focused on the positive rather than the negative – 
the “I can” versus “I can’t” perspective. It is also helpful to remind the older adult 
how he or she handled stressful situations in the past and re-invigorate those prior 
strengths and abilities.

Optimism, Positivism, and Keeping Things in Perspective

Repeatedly it has been noted that focusing on positive outcomes and avoiding a 
focus on negative facts is critical to resilience (Greene and Graham 2009; Harris 
2008). Positive emotions and the use of humor are recommended as a way to help 
eliminate, or cancel out, the impact of negative emotions. Older adults can be helped 
to manage negative emotions and negativism in the face of challenges, and to stay 
focused on positive events and feelings that may be occurring at the same time.
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Spirituality

Spirituality, considered broadly, includes a sense of self and purpose, creativity, 
humor, and a curiosity and willingness to learn and experience new things. With 
regard to resilience spirituality is conceptualized more broadly. Spirituality includes 
establishing a sense of connection to others and a purpose. Spiritual activities that 
are reflective of resilience include such things as marching for world peace, explor-
ing creative endeavors and taking art classes, and trying new activities (e.g, learning 
to play an instrument or speak a foreign language).

Motivation

Motivation, as previously described, is based on an inner urge rather than stimulated 
in response to adversity or challenge. Motivation refers to the need, drive, or desire 
to act in a certain way to achieve a certain end. Motivation is different from compli-
ance in that compliance refers to doing what others want or ask rather than being 
truly motivated and driven by an inner desire. Ideally, health care providers want 
older adults to be motivated to comply with behaviors that are known to be effective 
in preventing disease and disability and improving overall health and quality of life.

Motivation is generally behavior or activity specific. An older adult may be 
motivated to spend the day lying in bed or to engage in physical activity, to learn a 
new language or creative skill, to take a prescribed medication or to skip the medi-
cation. Motivation has been conceptualized as a uni-dimensional concept focused 
on intrinsic personality components as well as a multidimensional concept that is 
influenced by many variables both intrinsic and extrinsic to the individual. The 
extrinsic factors include such things as social interactions with friends, family, and 
health care providers and the environment.

Factors that Influence Motivation

To comprehensively consider the many factors that influence motivation in older 
adults it is helpful to use a model of motivation (Fig. 13.1). As with resilience, these 
factors include traits of the individual as well as external resources that can be used 
to strengthen motivation in any given area. This model is based on social cognitive 
theory as well as empirical findings (Albright et al. 2005; Damush et al. 2005; Netz and 
Raviv 2004; Wilcox et al. 2005). According to social cognitive theory (Bandura 
1997), human motivation and action are regulated by forethought. This cognitive 
control of behavior is based on two types of expectations: (1) self-efficacy expecta-
tions, which are the individuals’ beliefs in their capabilities to perform a course of 
action to attain a desired outcome and (2) outcome expectancies, which are the 
beliefs that a certain consequence will be produced by personal action.



20313 The Relationship Between Resilience and Motivation

Beliefs, both in relationship to outcomes (outcome expectations) and with regard 
to what older adults believe they are capable of doing (self-efficacy expectations), 
have been noted to influence motivation to engage in health promoting behaviors 
(Dohnke et al. 2005; McAuley et al. 2006; Resnick et al. 2008c). The benefits expe-
rienced by the individual such as improvement in blood pressure, ability to walk a 
longer distance without getting short of breath, or the improvement in mood associ-
ated with physical activity or adherence to a medication are critical to motivation in 
older adults. Pleasant or unpleasant physical sensations experienced by older adults 
are particularly relevant to motivation as with age there is a tendency to focus on 
immediate benefits (e.g., feeling good after exercising) associated with a behavior 
rather than remaining motivated to engage in the behavior for a long-term benefit 
(e.g., weight loss, decreased cardiovascular disease). Conversely, pain associated with 
an activity such as walking or climbing the stairs, or the belief that performing these 
activities will result in pain, will decrease the older adults motivation to engage in the 
activity. Alternating these beliefs and/or eliminating the negative sensations associ-
ated with the activity are critical to strengthening motivation and engaging the 
individual in the given activity.

Successful completion of an activity, particularly if this is done without experiencing 
unpleasant sensations, is one of the most effective ways to strengthen older adults’ 
beliefs in their ability to perform the behavior and thereby increase motivation to 
continue to engage in the behavior. Being able, for example, to walk for 30 min or 
complete a dance class will increase the likelihood that the individual will return to 
the class another time and continue to engage in the activity.

New
 Activities

Physical
Sensation

Goals

Environment

Social
Support 

Individual
Care

Success! 

Benefits
Physical

Emotional  

Motivation
RESILIENCE

Fig. 13.1 A model of motivation and the relationship between resilience and motivation
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Enhancing Motivation

Individualized care and demonstrating caring has an important influence on the 
older adults’ motivation to perform a given activity. Individualized care includes 
recognizing individual differences and needs, using kindness and humor, empowering 
older adults to take an active part in their care, providing gentle verbal persuasion 
to perform an activity, positive reinforcement after performing (Resnick et al. 
2006b, 2008a; Wilcox et al. 2005), and knowing when to confront the individual 
about his or her harmful health behaviors (e.g., not taking prophylactic medication 
or engaging in regular activity). An essential component of individualized care is 
letting the individual know exactly what it is recommended. This may be simple 
written instructions about what exercise program to engage in or what medication 
to take, why it is important, and exactly how the activity should be done or the 
medication should be taken. At each care interaction, it is critical to re-evaluate how 
the individual is doing with the behavior of interest. Checking with the individual 
and re-evaluating progress demonstrates that the provider cares about whether or 
not the activity is performed. Individualized care may initially be effective because 
the older adult simply wants to reciprocate for the care given to him or her by doing 
what the health care provider or family member requests (e.g., doing a certain exer-
cise). Once the behavior is initiated, however, it is likely that the older individual 
will experience the benefit(s) associated with the behavior and thus continue to 
adhere for reasons beyond initial reciprocity for care received.

Social support networks including family, friends, peers, and health care providers are 
important determinants of behavior (Jackson 2006; Kim and Sobal 2004; Thrasher et al. 
2004). Repeatedly, motivation to exercise, for example, has been found to be influenced 
by the social milieu of the individual and/or the care setting. Social interactions can alter 
recovery trajectories by disrupting the progression of functional limitations to disability. 
The influence of any member of the individual’s social network, however, can have a 
positive or negative influence depending on his/her philosophy and beliefs related to 
activity of interest. Social supports can directly serve as powerful external motivators 
by (1) providing encouragement; (2) helping the older adult feel cared for and cared 
about; and (3) helping to establish goals such as regaining self-care abilities, and being 
able to return home alone. Social supports can also indirectly impact motivation by 
strengthening the individual’s beliefs in his or her ability to participate in rehabilitation 
activities, for example, or engaging in a regular exercise program.

The environment can also influence motivation. Environments that offer opportunities 
for physical activity (e.g., parks or wide open clutter free hallways), access to staircases, 
or heart healthy food options can increase motivation to adhere to the recommended 
activity (Booth et al. 2000). The ability to develop personal goals and evaluate one’s 
performance toward that goal can influence motivation to engage in a given behavior 
(Bandura 1997). Articulated goals give older adults something to work toward, and 
help motivate them to adhere to a specific health promoting activity. Short-term 
goals provide the older individual with exactly what he or she should do on a daily 
basis (e.g., walk for 20 min; do ten sit to stands). Long-term goals focus on what 
the individual wants to achieve such as being able to ambulate without an assistive 
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device, being able to care for oneself, being able to walk to the grocery store, or to 
go on a trip. Goals are most effective when they are (1) related to a specific behavior; 
(2) challenging, but realistically attainable; and (3) achievable in the near future 
(Bandura 1997).

Exposure to new and different activities, such as Tai Chi classes or creative art 
classes, tends to motivate older adults to adhere to these classes and be willing to 
expand and try additional new activities (Resnick et al. 2005). Lastly, the individual’s 
personality and self-determination have an important influence on motivation. 
Older adults report that it is their own personality, that is, determination, and their 
own firm resolutions and adherence to those resolutions, that motivates them to 
perform specific tasks (King et al. 1992).

Relationship Between Motivation and Resilience

Similarities Between Motivation and Resilience

There are some similar factors that are associated with both resilience and motiva-
tion such as determination, self-efficacy, being open and willing to experience new 
things, and social supports. The capacity to be resilient and/or motivated is present 
in everyone and choices are made in the face of routine and challenging situations 
to be motivated and/or resilient. Motivation related to engaging in physical activi-
ties is high in some people while others are highly motivated to sit in a chair or lie 
in a bed. Conversely, some older adults are motivated to take classes in a senior 
center while others refuse to even consider this and are motivated to sit daily and 
watch television alone. Some individuals are resilient with regard to physical chal-
lenges but cannot cope with challenges associated with finances or cognitive 
changes. Both resilience and motivation can be strengthened through appropriate 
interventions and exposure to life experiences. Strengthening factors that influence 
motivation and resilience such as self-efficacy, self-esteem, positive relationships 
with others, sense of purpose, and learning to keep things in perspective are all 
ways in which older adults can strengthen motivation and resilience (Bandura 1997; 
Newman 2005; Tedeschi and Kilmer 2005). Thus, there are traits and characteris-
tics of individuals associated with resilience and motivation as well as external 
factors that can impact resilience and motivation as individuals respond to chal-
lenges or activities within their lives.

Differences Between Motivation and Resilience

Resilience, unlike motivation, relies on the individual experiencing a life challenge 
or some type of adversity. These challenges may be developmental challenges such 
as those associated with normal aging (e.g., vision changes), or they maybe social 
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and/or economic challenges such as those experienced by the loss of employment, 
the loss of a spouse, or a move into an assisted living facility. Conversely, motiva-
tion is not dependent on an adverse event or challenge; rather motivation is a necessary 
component for all activity. Routine personal care activities such as bathing and 
dressing require motivation, as do making plans to have dinner with a friend or play 
cards. Resilience would be required, however, when the individual is faced with 
bathing and dressing challenges following a wrist fracture. It is only when an activity 
does not occur that questions are raised as to the level of motivation of the individual.
Resilience is a process of coping with stressors, adversity, change, or opportunity. The 
individual is forced to pass through stages of biopsychospiritual homeostasis (i.e., 
adaptation physically, mentally, and spiritually to a set of circumstances), disruption, 
and finally reintegration. Resilience, or successful reintegration, involves coping with 
the adversity such that there is personal growth, an increase in knowledge and self-
understanding, and an increased strength of his or her resilient qualities. Unfortunately, 
resilient reintegration does not always occur. Some individuals may recover from a 
challenge with a permanent loss, such as the loss of function due to a stroke. These 
individuals may give up hope of recovery and may not return to a state of optimal 
homeostasis. There is also the possibility that dysfunctional reintegration will occur 
and the individual might resort to use of alcohol or other destructive behaviors, 
become depressed, and isolate him or herself as a way to cope with the challenge.

Interaction of Motivation and Resilience

The current work in resilience theory and understanding of this concept is focused 
on the individuals’ response to challenges and the use of resilience. It is believed 
that all individuals have the innate ability to return to homeostasis successfully and 
to transform, change, and grow, regardless of age (Werner and Smith 1992). The 
individual must summon the motivation, in the face of adversity, to be resilient. 
Thus, motivation may be present independent of resilience, but resilience depends 
on the individual being motivated to successfully reintegrate. Resilient reintegration 
requires increased energy, or motivation, for resilience to successfully occur.

Empirical Evidence of the Relationship Between  
Motivation and Resilience

Prior research has repeatedly demonstrated that resilience, or the factors that are 
reflective of resilience such as vitality and extraversion, were predictive of the 
factors that are generally conceptualized as indicative of motivation such as self-
efficacy, physical activity, and active coping (Engel et al. 2004; Fredrickson 2001; 
Ingledew et al. 2004). Moreover, there is evidence that motivation serves as a 
mediator for resilience in older adults. As part of the KNEE study (Wright et al. 
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2008), a longitudinal intervention study aimed at reducing levels of pain and 
disability in a sample of community dwelling older adults with knee osteoarthritis, 
participants completed a comprehensive baseline survey including multiple 
psychosocial measures such as negative and positive affect, self-efficacy, and 
health status, as well as reports of physical activity. The sample included 275 older 
adults with degenerative joint disease. Resilience was conceptualized in this study 
as positive affect, vitality, and extraversion. Motivation was conceptualized as self-
efficacy and measured using the arthritis self-efficacy scale which addresses 
self-efficacy for function, pain management, and the ability to control other arthritis 
symptoms. The relationship between resilience, motivation, and physical activity 
was tested using structural equation modeling. As hypothesized, resilience was 
mediated by self-efficacy and thus resilience was indirectly related to function 
through self-efficacy.

In a study that included 163 older adults living in a continuing care retirement 
community, the mediating effects of motivation on resilience and the impact of 
motivation and resilience on physical activity were also tested (Resnick and 
D’Adamo manuscript submitted). Data were collected for this study as part of an 
annual health promotion survey and residents completed interviews that included 
measures of physical activity (Dipietro et al. 1993), self-efficacy related to physical 
activity (Resnick and Jenkins 2000), and the 14-item Resilience Scale (Wagnild 
2009). As demonstrated in the KNEE study, the relationship between resilience and 
physical activity was mediated by self-efficacy (Resnick and D’Adamo manuscript 
submitted).

These studies provide some empirical support for the premise that resiliency is 
present in everyone but when faced with a challenge, at least a physical or func-
tional challenge, motivation is needed so that physical recovery or predetermined 
goals (e.g., being able to walk a certain distance) can be achieved. Both resiliency 
and motivation are necessary for optimal recovery to occur. Understanding the 
similarities and differences between these two concepts and their relationships 
provides important background for the development of appropriate interventions to 
innervate resilience and strengthen motivation and thereby improve recovery across 
a variety of clinical situations.

Practical Applications of Resilience

Assessment of Resilience

Increasingly resilience is believed to be a human ability that can be developed over 
time. Older adults, by virtue of surviving through decades of life experiences, tend 
to be resilient (Nygren et al. 2005). These individuals have lived through losses 
including physical changes such as declines in vision, hearing, or physical abilities, 
social losses such as loss of parents, siblings, spouses, and in some cases children, 
and role-related losses. Although they may not have been successfully resilient in 
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all of these experiences, they have accrued some positive experiences in which they 
were resilient and motivated and thus recovered from the challenge experienced. 
Thus, when working with older adults it is particularly helpful to explore prior chal-
lenges and establish strengths with regard to recovery that suggest resilience and 
motivation.

Talking with individuals about past experiences may be the most comprehensive 
way to establish prior evidence of resilience. However, the stories provided may be 
difficult to interpret. As an alternative to a qualitative assessment of resilience, 
scales reflecting individual correlates of resilience such as self-efficacy, coping, 
optimism, vitality, or self-esteem can be utilized. Table 13.2 provides examples of 

Table 13.2 Measures of resilience used among older adults

Measure Description

The 25- and 14-item 
Resilience Scale 
(Wagnild and 
Young 1993)

The 25- and 14-item Resilience Scale was developed as a 
general measure of resilience for adults across the lifespan. 
Initially, the measure included 25 items reflecting five 
interrelated components that constitute resilience: Equanimity 
reflecting the ability to “go with the flow”; perseverance or 
determination; self-reliance reflecting a belief in one’s ability 
to manage; meaningfulness or a belief that life has meaning; 
and existential aloneness or a sense of uniqueness. Participants 
respond by either agreeing or disagreeing with the statements 
on a scale of 1 (disagree) to 7 (agree). The responses are 
summed and a higher score reflects stronger resilience. Prior 
research has demonstrated evidence of internal consistency 
(alpha coefficient of 0.91), test–retest reliability, and construct 
validity of the measure based on a significant correlation 
between resilience and life satisfaction, morale, and depression 
when used with older adults (Wagnild and Young 1993)

The Resilience Scale  
(Hardy et al. 2004)

To complete the resilience scale participants identify the most 
stressful life event they experienced in the past 5 years and 
respond to a series of nine questions about their response to 
that event. There was evidence of internal consistency with an 
alpha coefficient of 0.70, and test–retest r eliability with an 
intraclass correlation of coefficient of 0.57. Validity was based 
on a significant correlation between resilience and having few 
depressive symptoms, and good to excellent self-rate(d?) health 
(Hardy et al. 2004).

Dispositional Resilience 
Scale (DRS) (Rossi 
et al. 2007; Friborg 
et al. 1997)

The DRS is a 45-item questionnaire that includes 15 commitment, 
15 control, and 15 challenge items. There is a 4-point scale 
response used to rate participant agreement with items 
ranging from 1 (completely true) to 4 (not at all true). A total 
dispositional resilience score is created based on responses.  
The original DRS was modified to be appropriate for older adults 
(Rossi et al. 2007). There was evidence of internal consistency 
with an alpha of 0.83, and validity based on a statistically 
significant relationship between sense of coherence and Hopkins 
symptom checklist, and a statistically significant difference in 
Dispositional Resilience among patients and healthy volunteers 
(Friborg et al. 1997)
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some of the more commonly used measures reflective of resilience. In addition, 
there are several measures that address different aspects of resilience including 
dispositional resilience, physical resilience, psychological resilience, or a measure 
of general resilience. These measures can be completed during a clinical assess-
ment of a patient to gain insight as to the strength of his or her resilience.

Interventions to Strengthen Resilience

Interventions to stimulate and build resilience are focused in three areas: (1) devel-
oping disposition attributes of the individual such as vigor, optimism, and physical 
robustness; (2) improving socialization practices; and (3) strengthening self-
efficacy, self-esteem, and motivation through interpersonal interactions as well as 
experiences.

These three areas are not necessarily mutually exclusive and the interventions 
that can strengthen physical robustness may improve socialization practices and 
strengthen self-efficacy. For example, encouraging an older adult to participate in 
a dance class because he or she enjoys dance and has previously excelled in this 
activity may also increase socialization and strengthen self-efficacy and self-
esteem.

It is important not to oversimplify interventions to strengthen resilience or 
ignore the larger context in which the individual lives. For example, recommending 
participation in a dance class for an individual who lives in a community in which 
such activity is considered frivolous or an insufficient source of physical activity 
may result in decreasing self-esteem and can have a negative impact on resilience. 
Thus, multifaceted approaches to optimizing resilience are needed. Risk-oriented 
strategies should be considered with all interventions to help assure that older 
adults are not exposed to experiences that might decrease resilience. Environmental 
interventions such as chairs, beds, and toilets that facilitate successful transfers are 
needed to assure that resilience is not undermined. Social networking systems that 
help disseminate opportunities for successful activities and increase reach to older 
adults are likewise important and useful interventions to consider when trying to 
strengthen resilience. The Strength-Focused and Meaning-Oriented Approach to 
Resilience and Transformation (SMART) Intervention (Chan et al. 2006) is another 
example of a multifaceted approach to strengthen resilience in response to trauma 
that incorporated Eastern spiritual teaching, physical techniques such as yoga, and 
psycho-education that promoted meaning reconstruction.

Interventions to Strengthen Motivation

Motivation is necessary for resilience to be activated following a challenge. Although 
it may be difficult to motivate older adults to engage in certain activities (e.g., exercise, 
medication adherence), there is evidence to support that interventions, particularly 
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those based on the theory of self-efficacy, are effective (King et al. 2007; Resnick 
et al. 2007, 2008b). Likewise, effective interventions include those that are guided 
by a social ecological model (Fleury and Lee 2006; Gregson et al. 2003) which 
considers intrapersonal, interpersonal, environmental factors and policy.

Table 13.3 describes specific interventions that can be used to motivate older 
adults to engage in specific activities. First and foremost, it is critical to establish 
whose motives are being addressed in the motivational interaction. If goals are 
established without the input of the older individual it is not likely he or she will be 
willing to participate in the activities needed to achieve the goal. For individuals 
who are cognitively impaired and cannot articulate goals, it is useful to review old 
records and speak with families, friends, and caregivers who have known the indi-
vidual previously. Goals can then be developed based on their prior life and accom-
plishments (Galik et al. 2008). Further it is important that the goals established be 
realistic and achievable so as to assure feelings of success.

Demonstrations of caring on the part of the interventionist are central to motivat-
ing older adults. Care can be demonstrated by behaviors and activities perceived by 
the individual as expressions of love, attention, concern, respect, and support 
(Boynton and Boynton 2005; Resnick et al. 2005). Another important aspect of 
caring is setting some guidelines or limits with regard to behaviors. This does not 
relate to punishment or threats. Rather, it is focused on being firm and informing 
the individual of the activity they need to do and why they need to do it. For 
example, an older individual may need to get up and walk to the bathroom to pre-
vent skin breakdown, optimize continence, and regain strength and function.

Examining the setting in which behaviors are expected to occur is also important 
to motivation. Simple interventions such as eliminating background noise and 
speaking slow, low, and loud can help with the communication that is needed 
between an older adult and the interventionist. Altering the physical environment 
so that the older individual can perform successfully is an important first step in 
motivation. Continued alteration in the environment maybe needed, however, to 
assure that physically the individual is challenged in such a way as to optimize 
function and provide the ongoing goals for motivation. For example, initially moti-
vating an older adult to be independent with toileting might mean putting a com-
mode chair right by the bedside. Once successful, the distance between the bed and 
commode could be extended with an ultimate goal being to walk all the way to the 
bathroom.

Addressing outcome expectations associated with an activity, particularly the 
immediate unpleasant sensation that may be occurring is critical to motivation in 
older adults. Sensations such as fear of falling or fear of exacerbating underlying 
medical problems, pain, and shortness of breath or fatigue associated with an activity 
are likely to decrease motivation to engage in the activity. Interventions to over-
come these sensations such as graded activity or graded exposure treatments (Jong 
et al. 2005; George et al. 2008) have been shown to increase individuals’ willing-
ness to persist with an exercise program. Graded activity starts by finding out how 
much activity the individual can do before the unpleasant sensation occurs (e.g., pain 
or fear). The training starts at that level of exercise or activity. The individual is 
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Table 13.3 Interventions to strengthen motivation

Focus of intervention Examples of intervention techniques

Beliefs Interventions to strengthen efficacy beliefs are as follows: 
1. Verbal encouragement of capability to perform 
2. Expose older adult to role models (similar to others who 

successfully perform the activity) 
3. Decrease unpleasant sensations associated with the 

activity 
4. Encourage actual performance/practice of the activity 
5. Educate about the benefits of the behavior and reinforce 

and underline those benefits 
6. Teach realistic beliefs 
7. Relate behavior to outcomes (e.g., exercise reduces 

blood pressure and causes weight loss)
Elimination of unpleasant  

sensations (e.g., pain, fear)
1. Facilitate appropriate use of pain medications to relieve 

discomfort 
2. Use alternative measures such as heat/ice to relieve pain 

associated with the activity 
3. Cognitive behavioral therapy: 

(a) Explore thoughts and feelings related to sensations 
(b) Help patient develop a more realistic attitude to the 

pain, that is, pain will not cause further bone damage 
(c) Relaxation and distraction techniques 

(d) Graded exposure to overcome fear of falling

Individualized care 1. Demonstrating kindness and caring to the patient 
2. Use of humor 
3. Positive reinforcement following a desired behavior 
4. Recognition of individual needs and differences such as 

setting a rest period or providing a favorite snack 
5. Clearly and simply write out/inform patient of what 

activity is recommended
Social supports 1. Evaluate the presence and adequacy of social network 

2. Teach significant other(s) to verbally encourage/
reinforce the desired behavior 

3. Use social supports as a source of goal identification
Goal identification 1. Develop appropriate realistic goals with the older adult 

2. Set goals that can be met in a short time frame (daily or 
weekly) as well as a long range goal to work toward 

3. Set goals that are challenging but attainable 
4. Set goals that are clear and specific 
5. Identify and use rewards that have meaning to the 

individual
Successful performance 1. Review prior times challenges overcome and skills and 

techniques utilized 
2. Expose the individual to activities in which he or she 

can be successful 
3. Continue to build challenges into the activity so that 

new successes can be incorporated
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guided in a way that will help build tolerance to the unpleasant sensation by slowly 
increasing duration, intensity, and frequency of the exercise or activity that was 
noted to cause the pain or the fear. In contrast, graded exposure treatment involves 
presenting the individual with anxiety-producing material (e.g., having him or her 
engage in an activity that causes pain) for a long enough time to decrease the inten-
sity of their emotional reaction. Ultimately, the feared situation no longer results in 
the individual becoming anxious or avoiding the activity.

Managing Apathy

Apathy or a lack of interest, concern, or emotion has been conceptualized as the 
opposite of motivation (Marin 1991). Although not pervasive among all older 
adults, apathy is common particularly among those with dementia and depression 
(Marin 1991). Interventions include the use of pharmacological agents including 
amantadine, amphetamine, bromocriptine, bupropion, methylphenidate, and selegi-
line (Marin et al. 1995), cholinesterase inhibitors (Whyte et al. 2008), and selective 
serontonic reuptake inhibitors (Padala et al. 2007), and focus on structure and 
stimulation such that the individual is encouraged to engage in activities that he or 
she can easily do successfully. It may be necessary to persistently encourage and 
actually accompany the apathetic individual to an activity and provide one-on-one 
encouragement to keep them engaged.

Conclusion

Resilience and motivation are related but separate concepts and together serve as 
keys to successful aging. Resilience emphasizes the older individual’s capacity to 
respond to a challenge or adversity and motivation provides the impetus to engage 
in the behaviors needed to recover. A focus on resilience and motivation is an 
innovative way to optimize aging and buffer many physical and psychosocial 
losses. Helping older adults sustain their resilient characteristics and implement-
ing motivational intervention in times of physical, emotional, social, or economic 
crises can result in helping the individual through the challenging situation and 
facilitating personal growth beyond the immediate event through the posttraumatic 
or postchallenge period.
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Introduction

Resilience, a psychological construct, has been defined differently in extant 
 theoretical writings. Luthar et al. (2000) characterized resilience as a dynamic pro-
cess encompassing positive adaptation within the context of significant adversity. 
Lamond et al. (2009) stated that resilience connoted the ability to adapt positively 
to adversity, or in other words, the ability to bounce back from negative events by 
using positive emotions to cope (Tugade et al. 2004). The former definition viewed 
resilience as a dynamic process, whereas the latter regarded it as a personality trait. 
In this paper, we adopt the second definition.

As researchers and clinicians have become more interested in resilience in 
recent decades, there is an increasing need for high quality measures of this con-
struct. Wagnild and Young (1993) proposed the 25-item Resilience Scale (RS), 
representing two factors of resilience: personal competence and acceptance of self 
and life. More recently, Friborg et al. (2003) developed the 45-item Resilience 
Scale for Adults (RSA). It aimed to measure the presence of protective resources 
that promote adult resilience such as personal competence, social competence, 
family coherence, social support, and personal structure. Connor and Davidson 
(2003) have developed the 25-item Connor–Davidson Resilience Scale (CD-RISC). 
In contrast to the RSA, the CD-RISC focused on qualifying resilience itself, and 
covered five dimensions of resilience including personal competence, tolerance of 
negative affect and stress-related growth, acceptance of changes, personal control 
and spiritual orientation. Although particular measurement of resilience for the 
elderly has not received sufficient attention yet, the RS and the CD-RISC have 
both been verified to be appropriate for use among older people (Wagnild 2003; 
Lamond et al. 2009).
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A growing focus on healthy aging and the availability of validated resilience 
scale tools have prompted researchers to investigate the role of resilience in health 
and survival in a multidisciplinary framework. Resilience scores were demon-
strated to be positively correlated with mental health and physical functioning of 
the elderly (Wagnild 2003; Hardy et al. 2002), as well as with self-rated successful 
aging (Lamond et al. 2009). Other studies explored how resilience ameliorated the 
negative effect of adverse events such as loss of a loved one on health and well-being. 
Windle et al. (2008) discovered that psychological resilience moderated the negative 
effect of chronic illness on subjective well-being among the elderly aged 60+. 
Reker (2008) tentatively applied the latent construct approach and structural equa-
tion modeling, and found that resilience, either partially or fully, mediated the 
impact of stress on subjective well-being and physical health of the elderly.

Furthermore, several researchers have been engaged in exploring the mechanism 
through which resilience exerted a positive impact on survival and health. One pos-
sible channel was that resilient elderly were more likely to experience positive 
emotions (Masten 2001; Ong et al. 2006), and positive emotions were found to 
promote health and longevity (Levy et al. 2002; Giltay et al. 2004).

However, several limitations confined the development of research on resilience 
in aging. Above all, most of the prior studies were based on small samples, with 
especially limited numbers of oldest-old subjects, which restricted the estimation 
efficiency. Wagnild (2003) evaluated the Resilience Scale in a sample of 43 older 
adults and Nygren et al. (2005) reexamined the same scale in a sample of 125 
Swedish oldest-old aged 85 years and older. Reker’s work (2008) was based on a 
sample of 146 older adults. Lamond et al. (2009) made use of a larger sample of 
1,395 community-dwelling elderly aged between 60 and 91 years old; but, all of the 
subjects were women, which hindered the generalization of the results among the 
whole population. Windle et al. (2008) utilized a random sample of 1,847 people 
aged between 50 and 90 from rural and urban areas in England, Wales, and Scotland. 
In both these studies, the people older than 90 years were not included, even though 
the fast aging of the elderly population called for more attention to the oldest-old.

Second, many studies were cross-sectional (Hardy et al. 2002; Windle et al. 2008; 
Lamond et al. 2009), and the few longitudinal designs were conducted to test the 
psychometric properties of resilience scales such as test–retest correlations (Friborg 
et al. 2003). Thus, they can only justify the correlation between resilience and cur-
rent physical/psychological health. Whether resilience is associated with long-term 
health benefits, especially mortality risk, is not yet explored. A notable exception is 
the study by Surtees et al. (2006). They applied partial correlation analysis to show 
that a slower capacity to adapt to the consequences of adverse experience was asso-
ciated with increased mortality after adjustment for age and sex. However, the 
authors did not control for initial health status and socio-economic characteristics of 
the elderly, which may confound the impacts of resilience on survival.

This chapter made use of the 2002–2005 Chinese Longitudinal Healthy 
Longevity Survey (CLHLS) dataset, covering 16,064 Chinese elderly aged 65 and 
older. The CLHLS was initiated to meet the needs of scientific research on the 
oldest-old (older than 80 years) in the 1998 baseline survey, and further expanded 
to also cover the young-old aged 65–79 years in the 2002 and 2005 survey. 
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The purpose of our study is to explore the impact of total resilience scores as well 
as each resilience indicator on the mortality risks of Chinese elderly.

Our research is unique in two aspects. First, the longitudinal survey has investi-
gated the elderly with a sufficiently large proportion of oldest-old individuals, and 
also collected more information on demographic and socio-economic characteris-
tics and health status of this population. This provided us with a good opportunity 
to separate the effect of resilience on survival from other confounding effects, and 
to produce more efficient estimates. Second, we addressed resilience and survival 
in a developing country, China, whereas almost all previous studies on this topic 
dealt with developed countries. It was realized that resilience factors vary among 
different developmental and environmental contexts (Fraser et al. 2004), and it is 
worth examining the resilience scale and its impact on longevity in China.

Data

The data used in this paper were from the Chinese Longitudinal Healthy Longevity 
Survey (CLHLS). This survey was carried out in 1998, 2000, 2002, 2005, and 
2008–2009 in randomly selected half of the countries/cities in 22 Chinese prov-
inces, covering 85% of the total population in China (Zeng et al. 2008). The 1998 
baseline and the 2000 follow-up wave interviewed the oldest-old aged 80 and older 
only; since the 2002 wave, younger elderly aged 65–79 were also included in the 
sample. Gu and Zeng (2004) have conducted a careful evaluation (such as reliabil-
ity coefficients and factor analysis) and shown that the data quality of this survey 
was reasonably good.

This study was based on the 2002–2005 longitudinal sample to explore the 
impact of resilience on survival among the elderly aged 65+ over a 3-year interval. 
Those who survived to be interviewed in the 2005 survey were considered as cen-
sored. We excluded elderly individuals who were lost to follow-up in the 2005 
survey and individuals who had missing information on the year of death or the 
month of death. We further dropped the cases that had incomplete information on 
ethnicity, marital status, education, and activities of daily living (ADL). The final 
sample size of the valid cases used in this study was 13,800 elderly, consisting of 
5,686 men (41.20%) and 8,114 women (58.80%).

Measurements

Resilience

Indicators of resilience in this paper were derived based on the framework of the 
Connor–Davidson Resilience Scale (CD-RISC, Connor and Davidson 2003). 
CD-RISC was a 25-item scale involving personal competence, tolerance of negative 
affect and stress-related growth, acceptance of changes, personal control and spiritual 
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orientation. Of the total 25 items, we used 7 available items to measure resilience 
(Table 14.1). There are three reasons why we only have 7 items. First reason was 
cultural relevance, namely, only a few Chinese elderly are Christians, thus items 
such as “sometime fate or God can help” in CD-RISC were not suitable. Second, 
our research objects were people aged above 65, so items like “you work to attain 
your goals” and “prefer to take the lead in problem solving” were not suitable. 
Third, the CLHLS is study focusing on various factors which may affect healthy 
longevity rather than a special study focusing on psychology, and thus we cannot 
include too many items in the questionnaire. We asked respondents whether the 
statements fit with them (denoted as 1) or not (denoted as 0). Thus, total resilience 
scores ranged from 0 to 7, with higher scores reflecting greater resilience.

The rate of missing values on item 1, item 2, item 3, item 4, and item 7 was 
10.84, 10.17, 10.21, 10.31, and 10.91%, respectively. Items 5 and 6 had complete 
information. We found that those interviewees with a missing value for the vari-
ables mostly had poor mental health and physical capacity. Thus, we did not con-
duct imputation for each of these variables, and instead treated the group with a 
missing value as a separate category of “missing” (Zeng et al. 2007).

Socio-Demographic Variables

As shown in Table 14.2, age, race (Han or minority), current residence (urban or 
rural), primary occupation before age 60 (non-manual job or manual job), education 
(literate or illiterate), and marital status (currently married or not) were included as 
socio-demographic controls.

Health Status

As the follow-up mortality risk was highly correlated with the initial health status, 
we controlled for two dimensions of health status in 2002: physical capacity and 
mental well-being. Physical capacity was measured by ADL, consisting of six 
items such as eating, dressing, indoor transferring, using toilet, bathing, and conti-
nence. Following the studies by Guralnik et al. (1994) and Zeng et al. (2007), if the 
elderly can complete all six activities without others’ assistance, he/she was classi-
fied as “ADL independent”; if the elderly needed help in at least one activity, he/she 
was classified as “ADL dependent.”

Mental well-being was measured by the Mini-Mental State Examination (MMSE) 
questionnaire, which was adapted to Chinese cultural context. The questionnaire 
included 24 items regarding orientation, registration, attention, calculation, recall, 
and language, with a total score ranging from 0 to 30. The same cutoffs as the 
MMSE international standard were used to define a total score of 24 and above as 
“normal mental health” and a score below 24 as “impaired mental health.”
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Methods

We calculated the Pearson correlation coefficients between individual items and the 
total score of the resilience scale, and evaluated the internal consistency of the 
resilience scale using Cronbach’s alpha statistic. Principal component analysis 
(PCA) with varimax rotation was conducted to assess the factor composition of the 
resilience scale among Chinese elderly. Principle component analysis, a common 
form of factor analysis, aimed to transform these seven possibly correlated items 
into a smaller number of uncorrelated factors. Varimax rotation was to make the 
PCA results as easy as possible to identify each item with a single factor and thus 
to facilitate the interpretation of factors.

We estimated a Cox proportional hazards regression model controlling for the 
potential confounding factors to explore the association between resilience and 
survival of the elderly. Survival time from the 2002 survey to the time of death (for 

Table 14.2 Descriptive statistics of the potentially confounding 
variables

Confounding variables Number Percent

Socio-demographic characteristics
Mean age 86.40 –
Gender
 Male 5,896 42.72
 Female 7,904 57.28
Race
 Han 12,956 93.88
 Minority 844 6.12
Current residence
 Urban 5,941 43.05
 Rural 7,859 56.95
Education
 Literate 8,637 62.59
 Illiterate 5,163 37.41
Primary occupation before age 60
 Non-manual job 1,110 8.04
 Manual job 12,690 91.96
Marital status
 Currently married 4,081 29.57
 Divorced, widowed, never married 9,719 70.43
Initial health status
Activities of daily living
 Independent 9,697 70.27
 Dependent 4,103 29.73
MMSE
 Good 8,160 59.13
 Impaired 5,640 40.87

Note: Variables are measured at the 2002 interview
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those who died) or to the 2005 survey (for those censored) was measured in years 
(with decimal points).1 In the survival analyses, we included seven resilience indi-
cators and the total score of resilience separately, to examine the impact of each 
individual item as well as the overall impact of resilience. To better understand how 
the impact of resilience on mortality is moderated by other confounding variables, 
we adopted a stepwise method. Model 1 only included seven resilience indicators 
or the total resilience score; Model 2 controlled for socio-demographic variables. 
Model 3 further adjusted for initial physical and mental health.

Results

Sample Characteristics

As shown in Table 14.1, of the 13,800 elderly individuals who had complete infor-
mation on key variables, 33% did not consider that the older they get, the more 
useless they are, and 85% always tended to look on the bright side of things. About 
two thirds did not often feel fearful, anxious, lonely, or isolated. More than 90% 
talked frequently to their family and friends, or turned to them for help when 
needed. 75% of the elderly were in control of their personal affairs.

Table 14.2 presented that the mean age of the participants was 86.4 years (sd = 
11.69). Most of the elderly were Han (93.9%). 43% resided in urban areas. 37.4% 
had at least 1 year of schooling. Only 8% held a non-manual job before age 60. 
Nearly 30% were currently married, and the remaining elderly were widowed. 
70.3% were ADL independent, and about half of the elderly had good mental 
health.

Properties of the Resilience Scale

The mean total score of seven resilience indicators in our sample was 5.43 (sd = 1.28).2 
Item-total correlations (correlations between individual item scores and total 
scores) ranged from r = 0.29 (“when I have problems, I can turn to my family or 
friends for help”) to r = 0.69 (“I do not often feel lonely or isolated”), which was 
considered appropriate (Munro 2005). Because of the small number of items, the 
Chronbach’s a for the scale was 0.478, indicating moderate and acceptable internal 
consistency.

1 For those died: survival time = (year of death-2002) + (month of death − month of the 2002 
survey)/12; For those censored: survival time = (2005–2002) + (month of the 2005 survey − month 
of the 2002 survey).
2 We only considered 11,938 cases with complete information on seven resilience indicators to 
examine the psychometric properties.
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A principal component analysis with varimax rotation was conducted to trans-
form the seven resilience measures into a smaller number of uncorrelated factors. 
This procedure generated three uncorrelated factors with eigenvalues ³1, explaining 
58.4% of the total variance. The factor loadings (the correlation coefficients 
between the items and factors) ranged from 0.38 to 0.93. These factors could be 
interpreted as follows: Factor 1 containing three items reflecting self-approval, 
calmness, and sociability; Factor 2 containing three items corresponding to close 
relationship with family and friends; and Factor 3 including two items related to 
optimism and control of own life (Table 14.3).

Results of Survival Analyses

Impact of Seven Resilience Indicators on Mortality Risk of the Elderly

Tables 14.4 and 14.5 contained hazard ratios of the effects of seven resilience indi-
cators and total resilience scores on mortality at old ages, which were the focus of 
this chapter. Without controlling for any confounding factors, those who didn’t feel 
the older they got, the more useless they became had 22.4% lower mortality risk at 
old ages (Model 1). The effect of this resilience indicator was ameliorated after 
adjusting for socio-demographic characteristics and initial health status (Models 2 
and 3), but remained significant at the p < 0.01 level. Those who had missing values 
on this indicator were faced with significantly higher mortality risks in Model 1. 
However, after controlling for other covariates, there was no significant difference 
in mortality between those with and without missing values.
Having an eye on the bright side of things raised the mortality risk by 14% in Model 1 
but was only marginally significant at the 0.1 level. When the other potentially 

Table 14.3 Factors and factor loading of the seven-item resilience scale

Item Factors and item statements Eigenvalue
Variance 
explained (%)

Factor 
loading

Factor 1: self-approval, calmness, and sociability 1.78 24.7%
1 I don’t feel the older I get, the more useless  

I am
– – 0.65

3 I don’t often feel fearful or anxious – – 0.78
4 I don’t often feel lonely or isolated – – 0.79
Factor 2: close relationship with family and friends 1.30 18.9%
5 I talk frequently to family members or  

friends in daily life
– – 0.78

6 when I have problems, I can turn to my  
family or friends for help

– – 0.81

Factor 3: optimism and control of own life. 1.01 14.8%
2 I always look on the bright side of things – – 0.38
7 I can make my own decisions concerning  

my personal affairs
– – 0.93
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confounding factors were added to the model (Models 2 and 3), the coefficient lost 
its marginal significance. The significant difference in mortality between those with 
and without missing values on this indicator diminished after we controlled for 
other covariates.

Not feeling fearful or anxious significantly reduced the mortality risk by 
6.9–11.3%. Those elderly who did not feel lonely or isolated were also faced with 
6.8–19.3% lower mortality risk. The mortality risks of the elderly with missing 
information on these two indicators were not significantly different from the elderly 
with complete information.

Talking frequently to family members or friends in daily life reduced the 3-year 
mortality risk by 27.8%. When socio-demographic characteristics were added in 
Model 2, the effect shrank to 12% lower mortality risk. After further controlling 
for initial physical and psychological health in Model 3, the effect was no longer 

Table 14.4 Hazard ratios of the effects of seven resilience indicators on mortality risk

Model 1 Model 2 Model 3

Resilience measurements
I don’t feel the older I get, the more useless  

I am (no)
0.776*** 0.849*** 0.894***

 Missing (no) 1.280*** 1.029 0.982
I always look on the bright side of things (no) 1.140* 1.021 1.049
 Missing (no) 1.411*** 1.177 1.145
I do not often feel fearful or anxious (no) 0.920** 0.887*** 0.931**
 Missing (no) 0.970 0.911 0.937
I do not often feel lonely or isolated (no) 0.807*** 0.910*** 0.932**
 Missing (no) 1.195 1.105 1.039
I talk frequently to family members or friends  

in daily life (no)
0.722*** 0.880*** 0.939

When I have problems, I can turn to my family  
or friends for help (no)

0.947 0.914* 0.919

I can make my own decisions concerning my 
personal affairs (no)

0.723*** 0.881*** 0.920**

 Missing (no) 1.519*** 1.185* 1.126
Socio-demographic characteristics
 Age – 1.067*** 1.054***
 Male (female) – 1.298*** 1.378***
 Han (minority) – 1.200*** 1.076
 Urban (rural) – 1.004 0.984
 Literate (illiterate) – 1.026 1.0517
 Non-manual job (manual job) – 0.894* 0.908
 Currently married (divorced, widowed,  

never married)
– 0.759*** 0.759***

Initial health status
 Independent ADL (dependent) – – 0.619***
 Good MMSE (impaired) – – 0.705***

Observation 13,800

Note: *p < 0.1; **p < 0.05; ***p < 0.01
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significant. Turning to family members or friends for help had insignificant effect 
on mortality in Models 1 and 3. Self decision-making reduced the mortality risk 
by 27.7%. When controlling for socio-demographic characteristics and health 
status, those in control of personal affairs were faced with 9.1% lower mortality risk.

Regarding socio-demographic controls, female elderly had significantly lower 
mortality risks, consistent with many prior studies. Race, current residence, and 
education had no significant impact on mortality when the socio-demographic 
characteristics and initial health statuses were controlled for. Marriage was an 
important indicator for longevity. Those who were currently married were faced 
with 24.1% lower mortality risk than those who were divorced, widowed, or never 
married. Good health status, both physical and mental, significantly reduced mor-
tality risk at old ages.

Impact of Total Resilience Scores on Mortality Risk of the Elderly

For those with complete information on seven resilience indicators, we computed 
their total resilience scores. Scores higher or equal to 6 were denoted as 1, reflect-
ing higher resilience; scores lower than 6 were denoted as 0, reflecting lower resil-
ience. For those respondents who had missing values on at least one resilience 
indicator, we treated them as a separate category of “missing” and did not do any 
imputation.

Table 14.5 Hazard ratios of the effects of total resilience scores on mortality risk

Model 1 
(all elders)

Model 2 
(all elders)

Model 3 
(all elders)

Model 4 
(young-old)

Model 5 
(oldest-old)

Total resilience score
 ³6 (<6) 0.647*** 0.772*** 0.845*** 0.800*** 0.870***
 Missing (<6) 2.082*** 1.278*** 1.085** 1.353** 1.107***
Socio-demographic characteristics
 Age – 1.068*** 1.054*** 1.077*** 1.039***
 Male (female) – 1.288*** 1.376*** 1.303*** 1.327***
 Han (minority) – 1.196*** 1.073 0.898 1.117
 Urban (rural) – 0.998 0.980 0.897 0.986
 Literate (illiterate) – 1.024 1.051 1.125 1.032
 Non-manual job  

(manual job)
– 0.889* 0.906 0.921 0.908

 Currently married 
(divorced, widowed, 
or never married)

– 0.757*** 0.757*** 0.823*** 0.803***

Initial health status
 Independent ADL 

(dependent)
– – 0.614*** 0.473*** 0.637***

 Good MMSE  
(impaired)

– – 0.694*** 0.582*** 0.736***

Observations 13,800 13,800 13,800 5,990 7,810

Note: *p < 0.1; **p < 0.05; ***p < 0.01
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In the Cox proportional hazard model without controlling for any covariates, the 
elderly with higher resilience were faced with 35.3% lower mortality risk. Models 2 
and 3 show that part of the effect of resilience was moderated by socio-demographic 
characteristics and initial health status. After adjusting for various covariates includ-
ing the initial health, higher resilience reduced mortality risk at old ages by 15.5% 
(Model 3). In Model 1, the respondents with missing values on total resilience scores 
had about twice higher mortality risks than those with low resilience scores. After 
controlling for other confounding factors, the effect shrank to 8.5–27.8%.

In order to explore the relationship between resilience and survival among the 
oldest-old which was seldom examined in previous research, we further conducted 
survival analyses among the young-old (aged between 65 and 84) and oldest-old (aged 
85 and older) separately (Models 4 and 5). The effect of high resilience on mortality 
was a bit smaller for the oldest-old, but remained significant at the 0.01 level.

The effects of socio-demographic characteristics and initial health status were 
similar to the estimates presented in Table 14.4.

Discussion and Conclusions

The present study was unique as it explored the association between resilience and 
longevity at old ages based on a large panel data with a sufficiently large sub-
sample of the oldest-old in China, a developing country. Exploratory principal 
components analysis indicated that the resilience scale applied to Chinese elderly 
contained three dimensions: self-approval, calmness, and sociability; close relation-
ship with family and friends; and optimism and control of own life. Survival analyses 
showed that most of the resilience indicators had significantly positive impacts on 
longevity of the elderly. Furthermore, we summed these seven resilience indicators 
to construct a total resilience measure. It was demonstrated that after controlling for 
socio-demographic characteristics and initial health status, higher resilience significantly 
reduced the risk of mortality, and the effect of total resilience among the young-old 
was a bit larger than the effect among the oldest-old.

Why was resilience positively associated with survival at old ages in China? 
One possible explanation was that resilience was positively correlated with better 
physical and psychological health, and better health status lowered the mortality 
risk. As shown in our survival analyses, the effect of each resilience indicator as 
well as the effect of total resilience score on the mortality risk substantially shrank 
after variables of initial health status were included in the model. Prior investiga-
tions also lent support to this explanation; for instance, Wagnild (2003) and Lamond 
et al. (2009) indicated that resilience had a positive association with physical and 
cognitive function. Ong et al. (2006) have demonstrated that resilient individuals 
were more likely to hold positive emotions, which promoted both resistance to and 
recovery from stress, and thus probably contributed to better health and longevity. 
However, due to data limitation, we were unable to explore the detailed mecha-
nisms on how resilience worked.
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The findings presented in this paper should be interpreted with caution given the 
limitations of our study. First, as the CLHLS was a demographic survey focusing 
on determinants of healthy longevity such as demographic characteristics, socio-
economic status, life style and health status of the elderly, we did not have as many 
resilience indicators as other psychological surveys. Although the original Connor–
Davidson resilience scale had 25 items, we only analyzed 7 of the items because of 
data limitations. Future research that collects the whole C-D resilience scale could 
improve our understanding of the association between resilience and mortality. 
Second, we only have examined the association between resilience and mortality, 
rather than the causal relationship between them. More detailed data and advanced 
methods such as instrumental analysis are called for to explore the causal 
relationship.

In conclusion, the present study provided evidence to support the conclusion 
that better resilience tended to reduce mortality risk among the young-old and 
oldest-old in a developing country. Thus, policy makers may need to take measures 
to promote resilience. The developed countries have formulated some resilience 
training programs, including organizing group activities, encouraging individual 
expressions and so on (Waite and Richardson 2004). The governments and societies 
in developing countries including China could learn from these matured training 
programs and adapt them to their own social and cultural contexts. These efforts 
would have long-term effects on the well-being and longevity of the elderly.
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This chapter brings together recent innovative uses of multimedia tools to explore 
narratives of people with a diagnosis of dementia. The foundations for this work are 
located in an understanding of the concepts of resilience and well-being and 
the role of narrative-based reminiscence in fostering resilience, especially as 
applied to people with dementia. The work collected here focuses on supporting 
people with a diagnosis, their families, and their communities. We begin with a 
discussion of the conceptual foundations underpinning this research.

Resilience and Well-Being

The concept of resilience has a long history in the study of human development, 
emerging initially from research on child development and arriving more recently 
in the gerontological literature. Although resilience has been described as a 
personal attribute, it has been more recently interpreted as a dynamic process (Ryff 
and Singer 2008). While there are various definitions of this process in the literature 
on aging, central features include the presence of life challenges or adversity, and 
the maintenance or regaining of physical health and psychological well-being.  
It has been argued that the concept of resilience may be preferable to the notion of 
successful aging as a way of emphasizing positive aspects of health (Harris 2008), 
specifically because it can accommodate adversity as central to the process. This 
argument rings true in the case of people with dementia, especially given that 
conceptualizations of dementia and successful aging within current public discourses 
are not entirely compatible; resilience, on the other hand, encourages a focus on 
well-being that reminds us of the possibility of positive outcomes despite dementia 
(Harris 2008). This assertion also encourages a closer examination of the concept 
of well-being, including well-being in the context of dementia across all levels 
of severity.
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We take as our starting-point for this examination the work of Ryff and Singer 
(2008), who base their definitions on theoretical concepts of well-being articulated 
in Aristotle’s descriptions of eudaimonic (versus hedonic) happiness, in the work 
of philosophers such as John Stuart Mill and Bertrand Russell, and also in the work 
of twentieth century humanistic psychologists such as Frankl, Rogers, and Maslow. 
Drawing on these foundations, Ryff and Singer propose six dimensions of well-being 
including: (1) self-acceptance, involving awareness and acceptance of one’s personal 
strengths and weaknesses, (2) positive relations with others, acknowledged as a 
central feature of a positive, well-lived life, (3) personal growth, involving the 
continued development of personal potential, (4) a sense of purpose in life, including 
the search for meaning in adversity, (5) environmental mastery, involving the 
ability to find or create an environment that fits one’s personal needs, including 
the ability to control and manipulate that environment, and (6) and autonomy, 
arguably the most western of all dimensions, which emphasizes qualities such as 
self-determination and independence (Ryff and Singer 2008, pp. 20–23).

In recent years, there has been increasing evidence to support claims that many 
people with dementia continue to live meaningful lives with a sense of purpose, main-
taining a sense of autonomy and environmental mastery, as well as positive relations 
with others, and demonstrating ongoing personal growth. Autobiographical accounts  
of living with dementia (e.g. Henderson and Andrews 1998), as well as the findings of 
predominantly qualitative research studies and the emergence of self-advocacy 
groups (see Harris 2008) all indicate such resilience. Much of this evidence, however, 
focuses on individuals in earlier stages of dementia. Interpretation of what constitutes 
well-being becomes more complex with increasing severity of dementia.

Kitwood (1997) wrote extensively about well-being in people with dementia 
claiming that the inevitable losses associated with dementia cause these individuals 
become increasingly dependent on others to support their well-being, primarily 
through recognition and support of their unique personhood, which incorporates 
their life history, values, and personal preferences. His now-famous definition of 
personhood as “a standing or status that is bestowed upon one human being, by others, 
in the context of relationship and social being” (Kitwood 1997, p. 8) is primarily a 
relational one, and as such it is very consistent with Ryff and Singer’s dimension of 
positive relations with others as a source of well-being. Indeed, Ryff and Singer 
(1998) suggest that while the relative importance of each dimension may be different 
across cultures, this relational dimension of well-being may be the most universal. 
However, Kitwood’s insistence on the importance of others in supporting the well-
being of persons with dementia goes beyond envisioning positive relations with 
others as a single dimension of well-being; instead, he suggests that it is through the 
informed intervention of others, creating a supportive social environment, that the 
person with dementia can realize and demonstrate other dimensions of well-being, 
even into more severe stages of dementia. Although Kitwood’s work has been criti-
cized for lacking sufficient evidence for such claims (Baldwin and Capstick 2007), 
supportive evidence can be found in the work of others, which illustrates, for example, 
the capacity of people with more severe dementia to seek meaning in their circum-
stances or to exploit opportunities for creative work (Sabat 2001).
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Although Kitwood’s work explores a relationally based concept of well-being in 
persons with dementia, it fails to adequately address the issue of well-being in others 
within their social networks; indeed, the concept of relational care arose in part out 
of such criticisms (Baldwin and Capstick 2007; Hellström et al. 2005). Yet, if resilience 
and well-being for persons with dementia are increasingly located in their social 
networks of family, formal carers, and community, the resilience and well-being of 
others within those networks are also of central concern, a point that is addressed in 
a growing body of literature on this topic (Gaugler et al. 2007; Ortiz et al. 1999).

Fostering Resilience Through Narrative

We are narrative beings, with our very selves constituted through the stories told by 
and about us. It is not surprising, then, that narrative has been identified as a therapeutic 
tool to support resilience in those coming to terms with adversity (Caldwell 2005; 
Neimeyer and Levitt 2001). But how can this tool be adapted for those with dementia, 
especially when increasing cognitive losses can fragment the performance of meaning-
ful narratives? The value of drawing on the unique life histories of people with demen-
tia to enhance care practice has been generally acknowledged; most often this has 
involved seeking biographical information from those familiar with the person with 
dementia. More recently, however, there is growing attention to ways in which carers 
can support the person with dementia as teller of his or her own narrative, finding ways 
to understand that narrative, however, fragmented (e.g. Hydén and Örluv 2009; Sabat 
2001). Reminiscence activities are another form of narrative therapy for individuals 
with dementia, with some evidence to support their use. Woods (1994), for instance, 
demonstrated that reminiscence activities offer people who have dementia the oppor-
tunities for more successful social interaction, providing not only positive experiences 
for persons with dementia, but also helping carers for persons with dementia in insti-
tutional settings appreciate the unique experiences and life histories of those persons 
(see also Hagens et al. 2003). Reminiscence activities do not always lead, however, to 
successful interactions (Woods and McKiernan 1995), creating the risk of frustration 
for both persons with dementia and their conversation partners.

In this chapter, we describe three innovative approaches to engaging narrative as 
a therapeutic device; these draw on the foregoing literature, but also broaden the 
scope of exploration to include the role of family, friend, and community relation-
ships in fostering resilience. Each of these three approaches draws on multimedia 
technologies, capitalizing not only on their potential to create new ways of engaging 
in narrative constructions, but also, as Caldwell (2005) suggests, their ability to 
generate legacies for families and communities.

In addition, all three approaches acknowledge the importance of social relationships 
as a source of well-being by seeking ways to foster that well-being both in persons with 
dementia and those caring for them. Finally, each of the three approaches draws in some 
way on narratives that are grounded by a sense of place and community, emphasizing 
narratives as joint constructions that maintain and strengthen relationships.
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Narrative Approaches

Fostering Resilience Within Families by Enhancing Personhood

Resilience requires an inner strength that can come from relationships that are affirming. 
This is especially true for families who struggle to maintain relationships in the face 
of chronic illnesses, such as dementia, that affect cognitive and communicative abili-
ties. As discussed earlier, a key approach to fostering resilience for persons with 
dementia involves supporting and enhancing their personhood. However, because 
personhood is a relational concept that necessitates consideration not only of persons 
with dementia but also those who care for them, it is important to examine shared 
activities that involve both family caregivers and individuals with dementia. Current 
research findings on shared activities suggest that although both parties may work 
together on activities, family caregivers tend to deal with their emotions alone, which 
consequently may hinder their own coping or adaptation (Hellström et al. 2005). 
Therefore, it is critical to examine the ways in which collaborative activities promote 
the sharing of experiences and emotions for both parties.

One example of a collaborative activity that enhanced personhood is StoryCorps’ 
Memory Loss Initiative, which was a national interviewing project in the United States 
that gathered oral histories of individuals with early stage memory loss by encouraging 
participants to focus on emotion-based memories. The goal of the Memory Loss 
Initiative was to support and encourage people with illnesses such as Alzheimer’s dis-
ease, vascular dementia, and mild cognitive impairment (MCI) to share their stories 
with family and friends. Conversations were recorded in a booth that was outfitted with 
equipment for producing a broadcast-quality CD, which was given to participants and 
also archived at the Library of Congress with participants’ permission. Each booth was 
operated by a StoryCorps facilitator who received training on how to communicate with 
individuals with cognitive-communicative impairments. The training focused on 
memory and communication impairments, as well as language-based strategies that 
elicit communication, such as asking questions that were emotion- or experience-
focused instead of questions that focused on specific dates (Kensinger et al. 2004; Small 
and Perry 2005). In cases where storytellers with memory loss did not have a family 
member who could conduct the interview, facilitators completed the interview.

A recent study investigated the impact of StoryCorps’ Memory Loss Initiative 
on storytellers with memory loss and their family members (Savundranayagam 
et al. in press). StoryCorps interviews related to the Memory Loss Initiative  
took place at several sites in three cities (Milwaukee, Chicago, and New York). 
Follow-up telephone interviews were conducted with 42 persons with memory loss, 
along with 27 family members who participated in the StoryCorps interviews. The 
interviews were analyzed using the process of constant comparative analysis to 
identify themes that emerged from the conversations.

Findings revealed that the StoryCorps experience was a meaningful activity that 
offered opportunities for feeling comfort and acceptance, for enjoying precious 
moments with one another, for reflection and engagement in meaningful conversa-
tions, for re-affirming both the selfhood of individuals with memory loss and their 
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relationships with family members, for leaving a legacy for future generations within 
families, and for being part of national history. Given that the purpose of the 
StoryCorps interview was to share stories and life histories, family members tended 
to choose personhood-affirming topics that addressed personal preferences, family 
and intimate relationships, and educational and occupational history. These topics 
were more likely to elicit conversations than questions that tested the individual with 
memory loss because the focus was on emotions surrounding the topics listed above 
(Kensinger et al. 2004). Moreover, the StoryCorps facilitators and family members 
created a positive social environment by perceiving the experience as an opportunity 
to showcase the stories of individuals with memory loss. This was especially appar-
ent in the comments about legacies; if individuals with memory loss did not experi-
ence a positive social environment, they would not have commented on the 
importance of the present moment or on the value of their legacies. Both the choice 
to interview and the act of interviewing acknowledged the worth of the person.

The study findings also illustrated that enhancing personhood, which has most 
often been viewed in terms of the individual with memory loss, is in fact about 
strengthening reciprocity in relationships. Relationships can easily be taken for 
granted, but even more so when disease process and disease management threaten to 
take precedence. By re-affirming and validating the person with memory loss, family 
members were able to value their existing relationship. Unlike collaborative activities 
where the focus is solely on the person with memory loss, an emotion-based oral 
storytelling experience, such as StoryCorps, offers a meaningful way to collectively 
reflect on past memories and begin a personhood-affirming dialogue. This dialogue 
allows family members to share their emotions about caregiving directly with the 
individual suffering from memory loss, instead of processing them alone, which is a 
prevalent caregiver practice (Hellström et al. 2005). This dialogue also allows persons 
with memory loss a chance to share emotions based on family stories.

The StoryCorps approach, which focuses on emotion-based conversations, creates 
new possibilities for family caregivers to foster resilience using personhood-
enhancing conversations. It teaches family members that communication is not 
about answering questions correctly. It is about experiencing shared activities that 
celebrate relationships. In doing so, the relationship identity of both the storyteller 
with memory loss and his or her family member is maintained. StoryCorps’ 
Memory Loss Initiative was a powerful experience that acknowledged the personhood 
of both storytellers with memory loss and their family members (Savundranayagam 
et al. in press); as both parties began to appreciate the present moment in addition 
to past histories, they were actively involved in creating legacies that will impact 
their existing and future relationships.

Fostering Resilience Within Care Settings: Visual Life Stories

Visual Life Stories (VLS) is a photo-based biographical tool designed for a study 
exploring how familiarizing long-term care (LTC) staff with residents’ life stories can 
support personhood and contribute to person-centered dementia care. Kelson’s concept 
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of VLS is based on a definition of life story as a “personal narrative that thematically 
links events” occurring in a person’s lifetime (de Medeiros 2005, p. 6). In her qualita-
tive pilot study conducted in Canada, Kelson (2006) created VLS of two LTC residents 
with dementia. Each was in the form of a 13-minute DVD presentation about the per-
son’s life that had been produced, based on the resident’s personal photographs, 
through guided conversations with the resident and his or her family. This photo-based 
biographical tool was designed to support person-centered care by providing formal 
caregivers and nursing home volunteers with information about the residents’ life 
histories.

Kelson conducted her study in two phases. The first phase involved conversational 
interviews with each resident with dementia and his or her family members. These 
discussions were based on the viewing of their family photographs. As other studies 
have found, the use of visual prompts in this study supported residents’ ability to 
recall and share their life stories. In reflecting on their photographs, resident participants 
frequently added to the familial accounts of the experiences depicted in the photos, 
which included childhood photos, wedding and holiday shots, family celebrations, 
and photos of friends. In the second phase, draft VLS presentations were developed 
and brought back to participants for clarification and approval. Resident responses to 
viewing of their VLS revealed how the presentation allowed them the opportunity 
to re-connect with the emotions embedded in the photographs and to re-visit aspects 
of their past selves. For example, Claire commented: “You’ve taken me, taken me in 
my thoughts, deeply,” “Happy memories, happy memories,” and “I was lost when he 
went, but for the time we were married, we were very happy.” The other resident 
participant, Jack, also reflected on his life, “You forget what a good life you’ve had,” 
and recollected identity: “I like to tinker with machinery.”

Participating family members expressed enjoying the opportunity to view photos 
with their relative, to reminisce, and to re-live family history and shared memories. 
Family members’ participation was integral to VLS production and might be seen 
as a positive vehicle to support family involvement in care by drawing on the exper-
tise that can come from their intimate knowledge of their relative. Interestingly, 
family members also noted how the VLS might have helped smooth their relative’s 
transition into care, which had been difficult for both participants.

Following completion of the VLS, four focus groups involving 26 staff members in 
the two long-term care facilities were conducted. Participants viewed and discussed 
the feasibility and therapeutic value of the VLS. Content analysis of the textual data 
generated in these sessions led to the identification of the following five themes.

Knowing the Resident. The majority of staff expressed the importance of knowing 
the resident in order to provide person-centered care. Staff noted how they learned 
new information about the resident through the VLS, information that represented key 
aspects of the resident’s identity, such as a favorite pastime, family structures, per-
sonal preferences, and other information that impacted the resident in the present.

Comments shared during the focus groups revealed staff insights regarding the 
potential of the VLS to affirm the personhood of residents with dementia. For 
example, one manager commented on the continuity of the resident’s personhood: 
“It [VLS] shows who they were and is a reminder of truly who they still are.” 
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A nurse noted how VLS led to a shift in focus from the resident in the present to the 
resident over time:

If you walked upstairs right now and you see Claire walking by you’ll think of her more as 
the person she used to be instead of the person she is right in front of you and less of the 
dementia and more of her history.

Staff comments revealed their enthusiasm for the potential of the VLS to support 
them in their specific roles within the care team. They discussed the possibility of 
it helping to create a more positive social environment by supporting more effec-
tive, meaningful communication in care, citing examples of both informal and 
formal resident/staff interactions (e.g. meeting a resident in the hall or bathing a 
resident). Moreover, responses indicated an appreciation for the qualitative differ-
ence between visual presentations of residents’ life stories versus facilities’ current 
use of text-based documents (i.e. two-page summaries) left in resident charts. As 
one staff member said, “Pictures tell a lot that’s true.”

They want everybody to know everything on the first day. Staff shared how family 
members often expected them to know a great deal about their relative’s life history, 
beginning at the time of admission. This expectation created a level of stress for 
both staff and family carers, and it led the majority of staff to conclude that families 
would support the addition of the VLS to care delivery.

Effects of Macro-Level Policies. Across all four focus groups, management staff 
referred to changes in healthcare policy that have negatively impacted their ability 
to gather comprehensive, accurate biographical information on residents prior to 
admission. Other changes regarding eligibility for care have resulted in residents 
being admitted at a lower functional level with more significant cognitive chal-
lenges. These policy outcomes serve to highlight the potential role of the VLS to 
assist residents who are increasingly unable to present biographical information to 
formal caregivers without assistance. According to one manager, “…we used to be 
able to get quite reliable information from the resident themselves, now virtually, 
you can’t really…”

Effects of Micro-Level Demands. Staff offered important insights into organiza-
tional level challenges that created barriers to their ability to deliver person-centered 
care. Staff shared their perceptions of increasing workloads, high resident to staff 
ratios, rising care levels, and significant time constraints, captured in one aide’s 
comment that “We’re always racing against the clock.” In the long-term care facili-
ties studied, care aides did not attend care plan meetings where residents’ social 
lives were discussed, nor did they generally have access to the resident charts. This 
meant that front line staff had little alternative but to receive their information about 
residents’ lives from the residents themselves. Given that the resident population is 
increasingly challenged in their ability to communicate, this approach seems prob-
lematic. Care staff felt that a brief accessible tool like the VLS would effectively 
reduce some of these organizational barriers.

In conclusion, this pilot study suggests that the development and sharing of VLS 
support resilience in LTC settings, in large part by allowing staff to see beyond 
the labels of “resident” and “dementia,” interacting instead with the person in light 
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of his or her unique life story. Clearly, staff members want to better understand the 
people they provide care for and VLS represents a possible means to this end. 
Given the receptiveness of staff to the presentation of residents’ histories in a VLS 
format, the potential of this tool to support personhood and well-being amongst 
LTC residents appears to be promising.

Fostering Resilience Through Shared Histories

Social reminiscence (Cohen and Taylor 1998) refers to the activity of recollecting 
and sharing personal memories in a one-to-one or group setting. In dementia care, 
reminiscence is popular as a relatively simple group activity that takes advantage of 
the typically well-preserved long-term memories of older people with dementia as 
their memory for recent events is progressively undermined. Old photographs, arti-
facts, and music are commonly used to prompt recollections among group members 
and provide an enjoyable way for them to pass the time.

Reminiscence also has the potential to facilitate and support communication and 
the development of relationships between people with dementia and those who care 
for them. This may be particularly true when conversational topics are drawn from 
shared histories, relevant in some way to all participants. The extent to which group 
reminiscence activities as compared with individual sessions fulfill this potential 
for building relationships remains, however, an empirical question; it is unusual for 
reminiscence to take place as a one-to-one activity in most dementia care facilities. 
This may be due in part to staffing levels and limited time available for staff to find 
stimuli to support conversation on an individual basis, but it could also be due to 
challenges in maintaining ongoing one-to-one conversation with persons with 
dementia.

The Computer Interactive Reminiscence and Conversation Aid (CIRCA) project 
in Dundee, Scotland, set out to provide an easy-to-use computer system that can 
draw on the shared history of participants to support one-to-one interactions 
between caregivers and people with a diagnosis of dementia (Alm et al. 2004). 
CIRCA contains a database of approximately 600 media files, including digitized 
photos, music, and film clips. It incorporates touch-screen technology, making it 
easy to use both for persons with dementia and their caregivers; either one of the 
conversation partners, who sit together in front of the computer screen, can select 
an item that may prompt a recollection or comment. These responses then form the 
basis of conversation between people with dementia and caregivers as they share 
their stories and experiences.

CIRCA requires no previous computing experience; there is no mouse or key-
board, and no training is required to start using the program. Upon starting CIRCA, 
the users are offered three themes to choose from, such as, for example, Entertainment, 
Recreation, and People and Events. Users make a selection by touching one of the 
three themes appearing on the screen. Within this theme, users are then offered a 
further choice between photographs, videos, or music. A key feature of the program 
is that each time it is opened, media are randomly accessed from the database files 
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so that only a subset of files are available (for example, only three of seven possible 
themes will be available in any one session). This feature ensures greater equality 
between the interactants; neither participant can predetermine what media will be 
accessed.

A second feature of the CIRCA program is that the files draw on generic rather 
than personal media from a time period associated with long-term memories, thus 
highlighting the shared history of a community. The CIRCA program developed in 
Dundee was designed primarily for Dundee seniors, either locally (as in, for example, 
photographs of a typical Dundee street scene from the 1950s) or more globally (as 
in short film clips from mainstream movies such as Casablanca, or popular songs 
from the 1940s such as Siegfried Line). In fact, the program captured the shared 
history of Dundee so well that the local Science Centre has included it as a kiosk 
exhibit intended to promote intergenerational activities for a target audience of 
primary school students who frequently attend with their grandparents.

In a series of studies, the CIRCA system has proved easy to use and provides an 
enjoyable shared activity that can promote well-being both for people with demen-
tia and their caregivers. Analysis of the interactions during CIRCA sessions (as 
compared with interactions during traditional reminiscence sessions) showed that 
for people with dementia, even relatively severe dementia, CIRCA provides the 
opportunity to make choices and engage as an equal partner in a one-to-one conver-
sation with a caregiver. Such opportunities are consistent with dimensions of well-
being including autonomy, environmental mastery, and positive relations.

Evaluation of CIRCA identified three major outcomes for care staff: (1) staff saw 
the people with dementia in a new light; (2) staff re-evaluated their perceptions and 
expectations of their interactions with people with dementia; and (3) using the com-
puter to run one-to-one sessions improved staff feelings of competence as caregivers 
(Astell et al. 2009). CIRCA also provided opportunities for enhanced well-being, for 
both staff members and people with dementia, through improved positive relations.

These findings support the use of social reminiscence as an engaging one-to-one 
activity for people with dementia and caregivers. Both caregivers and people with 
dementia enjoy participating in CIRCA sessions and the evidence suggests that this 
engagement facilitates communication and strengthens relationships. Additionally, 
the findings from the CIRCA project highlight the utility of generic (as opposed to 
personal) materials as prompts for reminiscence in dementia care, as the CIRCA 
contents successfully elicited recollection and sharing of personal memories by 
people with dementia and caregivers.

Discussion

In this chapter, we considered the question of how narrative can be leveraged as a 
tool to support resilience for people affected by dementia, their families, and com-
munities. Through StoryCorps, persons with dementia and their family members 
were supported to engage together in meaningful conversations through which they 
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co-constructed stories from the past, but in so doing they were also sustaining and 
strengthening their relationships in the present and contributing to the collective 
stories of the nation. Visual Life Stories also provided an opportunity for persons 
with dementia and their families to work together toward the construction of a 
personal history narrative, but with the intent of sharing it within a residential com-
munity. By providing a basis for understanding the person with dementia, this tool 
potentially enables better person-centered care, thus supporting well-being and 
quality of life for everyone involved – residents, family members, and care staff 
alike. CIRCA is also designed for use primarily within a care environment, but 
draws more on the narratives of a community than on individual life stories to sup-
port meaningful conversation between persons with dementia and their caregivers.

While each of these tools brings something unique to an overall project, there are 
important similarities to consider as well. The most obvious of these is the fact that 
each one is made possible in part because of the opportunities afforded by digital 
media. The technology itself should not be overlooked for its role in supporting resil-
ience through narrative. There is a very real sense in which history is brought to life 
through the recorded voice, through photographs, film, and music. So much of our 
life’s narrative is beyond language (Baldwin 2009), and with these technologies we 
are better equipped to harness the power of personal stories. With these technologies 
at our disposal, we not only have better ways to elicit and convey narratives, allowing 
us to overcome some of the barriers posed by illness such as dementia, but we also 
have better ways to share these narratives with others, over time and across place.

Of course, just because we can, does it mean that we should? Dawn Brooker was 
very astute in her observation that “filing cabinets in care facilities around the world 
are full of information about people’s lives, but still care staff will not know even 
the rudimentary facts” (Brooker 2004, p. 220). If these sorts of tools are to be just 
one more depository of information that is stored away, never to be used in any 
meaningful way, then why make the effort? By way of answering this question, we 
want to argue that these kinds of tools are different in more than merely technical 
ways. They are not just different ways of getting at and sharing the information, but 
rather they rely on technology that is supporting a different way of engaging around 
these narratives, and it is this question of how we might engage around the narrative 
that makes a difference.

First, these technologies are not offering narrative as a simple strategy to be 
taken up by family members and care providers to help support the person with 
dementia, but rather are offering a way of creating an interactional environment 
(O’Connor et al. 2007) that itself supports the well-being of everyone involved. The 
findings of Kelson’s study regarding how care staff responded to VLS suggest that 
the focus groups were in and of themselves an important part of the tool. The benefit 
was not just in the information conveyed through the VLS, but was also in the 
opportunity to talk about it together as a community of practice who share the goal 
of providing better person-centered care. Similarly, CIRCA is a tool whose primary 
purpose is to create an environment for supporting meaningful interactions between 
people with dementia and their care partners.
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Second, the matter of history is obviously an important thread in all of this work. 
In some way, each of these projects takes on the task of drawing out stories from 
the past. But in each case, it is not just the individual narratives that are important, 
but also the shared histories that have shaped who we are and how we are in the 
world. Engaging around shared histories is made possible in part because of the 
opportunities afforded by the different media. The significance of the technology 
itself should not be overlooked. These digital tools seem to have some way of 
extending the reach of these stories – they are no longer “merely” personal, some 
kind of possession of the individual, but rather are something to which we all 
belong in some way. StoryCorps is perhaps the best example of this, with its goal 
of not only creating stories for families to share, but also bringing together these 
stories of a nation into a collective whole. In different ways, all three projects 
described in this chapter demonstrate how history can be brought into a communal 
space where people can engage with each other, sharing common histories and 
bridging the cultural and generational divides that separate us.

Next Steps

When it comes to technology, questions about next steps are often of the technical 
sort, e.g. “How do we make it better?” But as health and social scientists, our priority 
should be to ask: “What counts as better?” Certainly if we are to consider this ques-
tion from an individual perspective, Ryff and Singer’s framework of resilience may 
provide some important direction. Although these kinds of multimedia-based tools 
have not been subjected to extensive research, there is evidence in these preliminary 
studies to suggest that they may support particular aspects of resilience both for 
people with dementia and those who care for them, sustaining positive relations 
with others, sense of life purpose, and environmental mastery. Further research to 
explore this application of multimedia tools in greater depth would contribute to a 
more nuanced understanding of the relationship between narrative and resilience in 
the context of dementia.

While it is important to consider the benefits of such tools for the individuals 
involved, this early work suggests that we also need to ask questions to help us 
understand the context in which these kinds of technologies emerge and used in 
everyday practice, and about the impact they might have on the broader community. 
For example, how does the socio-political milieu of residential care (or indeed the 
broader healthcare system) affect the potential of these kinds of technologies? 
Kelson’s findings suggest that the need for something like VLS emerges with the 
shifting socio-political climate of residential care that has made it more difficult to 
get to know residents. Is it possible that as healthcare environments become increas-
ingly depersonalized and fast-paced there will be increased pressure to produce 
technologies that support social engagement? This broader contextual view high-
lights the importance of moving beyond the individual level ask how narrative, 
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especially given the opportunities afforded by new technologies, can be leveraged 
to support something we might rightfully call community resilience. These three 
projects have each, in different ways, directed us to consider the idea that communi-
ties can be strengthened to better accommodate the challenges of aging and dementia. 
Further research will be needed to explore how emerging technologies can build on 
ideas of narrative to help create these possibilities.
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The onset of dementia presents many challenges, but people with dementia (PWD) 
and their family members bring an array of coping resources to bear on their situations. 
We now understand that dementia reflects an interplay between biology, individual 
psychology and social context (Kitwood 1997). Personal psychology, supportive rela-
tionships, and contexts can play a crucial role in helping individuals and families 
manage the impact of dementia-related changes on everyday life, confirming the value 
of promoting well-being and quality of life for people with dementia and their family 
members or care partners. This also holds true for people who develop mild cognitive 
impairment (MCI), which in many cases will progress to dementia.

Resilience in the face of late life cognitive impairment can operate on a number of 
levels. A range of psychosocial and lifestyle factors, including lifelong level of cogni-
tive, social and physical activity, and size and complexity of social networks, may delay 
the onset of cognitive disability for some individuals (Fratiglioni et al. 2004; Wilson 
et al. 2002). The cognitive reserve hypothesis suggests that complex mental activity 
over the lifespan builds a capacity that may help individuals compensate for neural 
dysfunction, delaying the onset of difficulties or slowing progression (Stern et al. 
2003). Once cognitive difficulties have developed, a degree of plasticity is still retained, 
and people with dementia or MCI still have some capacity for new learning and behav-
ior change (Fernández-Ballesteros et al. 2003). Experience gained throughout life also 
contributes to the development of psychological resilience in terms of resources for 
coping with challenges and difficulties. People who develop MCI or dementia have a 
personal history and a wealth of life experience which has shaped their capacity for 
coping effectively with the resulting challenges (Kitwood 1997). The nature of relation-
ships with family members and the degree of integration within a supportive social 
network will also influence resilience, as will social circumstances and social context.

Research on the subjective experience of dementia or MCI suggests those affected 
are not passive sufferers, but active agents engaged in finding ways to live with, and 
manage the effects of these conditions (Clare 2003; Lingler et al. 2006). Scholars 
increasingly acknowledge that PWD, despite cognitive losses, have both the capability 
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and desire to participate in interventions. PWD with mild to moderate cognitive loss 
retain a sense of self, are able to participate actively in the intervention process, often 
have a keen awareness of their diagnosis and its implications, and have the ability to 
voice their preferences and choices about care (Downs 1997; Dresser and Whitehouse 
1994; Whitlatch et al. 2005). Improvements in medical technology have led to more 
accurate and early diagnosis of dementia and MCI, providing the opportunity for 
intervention at a time when cognitive loss and the resulting stress are in their earliest 
stages (Whitlatch et al. 2006). In these early stages, psychological and psychosocial 
interventions aim to build resources for coping that will not only provide immediate 
benefits but also continue to support well-being as the condition progresses.

Family members of persons with dementia also face a host of threats and chal-
lenges, and many types of intervention strategies are available to help family members 
cope with the changing nature of their relatives’ dementia. However, interventions that 
target both the family caregiver and his/her relative with dementia as a dyad are still 
relatively rare. This lack of a dyadic focus is not because dyadic strategies have been 
shown to be ineffective, but because dyadic research and intervention design has 
lagged far behind research focusing separately on PWD or family caregivers. Yet the 
early period of dementia provides a unique and timely opportunity for PWD and family 
caregivers to work together to understand the diagnosis and the challenges that may 
develop as a result (Robinson et al. 2005; Whitlatch and Feinberg 2003; Whitlatch 
et al. 2006; Zarit et al. 2004), and to develop effective ways of coping.

Identifying the factors that support or limit resilience and coping provides a 
basis for developing interventions, whether for individuals or for dyads, that can 
help promote coping and adjustment and facilitate management of the condition. 
This chapter presents four examples of innovative approaches to intervention that 
aim to support resilience, coping and adjustment, and ultimately enhance the quality 
of life for people with MCI or early-stage dementia (PWD). Cognitive intervention 
for people with MCI aims to improve memory functioning in everyday situations 
and reduce memory-related disability through a 5-week group program. Support 
groups for people with early-stage dementia aim to help PWD and their families 
cope with the psychological and social changes that the diagnosis brings. Cognitive 
rehabilitation for people with early-stage Alzheimer’s disease focuses on improv-
ing everyday functioning and reducing functional disability by targeting personally 
relevant and meaningful rehabilitation goals in the real-life setting. While primarily 
focused on the PWD, caregivers also participate where available. Early diagnosis 
dyadic intervention focuses on PWD–caregiver dyads, helping them work together 
to explore care values and preferences and the impact of dementia on their relation-
ship, with the goal of reducing stress in both partners over the longer-term.

Cognitive Intervention for People with MCI

The onset of dementia often emerges over several years before clinical diagnosis, 
and MCI refers to that condition in which self-report of cognitive difficulty can 
be confirmed in neuropsychological assessment but fails to reach criteria for a 
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diagnosis of Alzheimer’s disease (AD) (Petersen 2004). Given the increased risk 
of MCI sufferers developing AD, development of cognitive interventions to assist 
this population is important. Several recent randomized trials have investigated 
the benefits of memory training in healthy older adults (e.g. Willis et al. 2006), 
and positive effects have been reported even at a 5-year follow-up (Willis et al. 
2006). However, study of the response of persons with MCI to memory interven-
tion has been very limited, and debate persists regarding whether or not partici-
pants with MCI can benefit from cognitive training (Belleville 2008; Troyer et al. 
2008). Furthermore, although improvements can be achieved on memory tasks in 
a clinic setting, it remains to be demonstrated whether daily functioning is con-
currently improved. This is important as the memory deficits associated with MCI 
are troublesome in everyday life.

Memory of course has several dimensions, and training may address one or 
more of these processes. One promising component for intervention is prospective 
memory which refers to that component of memory that allows us to remember to 
carry out delayed intentions at the appropriate time; for example, remembering to 
prune the roses in early winter or returning a book to a friend when you next see 
her. Many everyday activities rely on prospective memory and complaints amongst 
older adults are most frequently about prospective memory errors (Einstein and 
McDaniel 2005). To comprehensively evaluate cognitive interventions for older 
adults with progressive memory loss, outcome measures that index memory perfor-
mance in everyday activities are a necessary addition to standard clinical tests for 
memory impairment. Prospective memory assessment can provide a useful 
approach to measurement of everyday memory competence.

In a recent study (Kinsella et al. 2009) these arguments were pursued through 
evaluation of an early cognitive intervention for older adults diagnosed with MCI. 
Rather than attempting to change the underlying memory impairment (performance 
on clinical memory tests), the primary aim was to minimize memory disability in 
everyday life (prospective memory errors) by increasing knowledge and use of 
specific strategies to prevent failures of prospective memory. A sample of partici-
pants with MCI were randomly allocated to an intervention group (n = 22) and a 
waiting list control group (n = 22). The intervention consisted of a 5-week memory 
group providing information about memory and memory strategies. Assessments 
were conducted pre- and post-intervention and at 4-month follow-up. Overall, the 
study results were encouraging for the value of early intervention. Participants who 
received intervention demonstrated significant gains in actual performance of 
everyday memory as measured by prospective memory tasks (their memory dis-
ability was reduced). Prospective memory in everyday life depends on a complex 
interaction of planning and attention skills as well as retrieval of the to-be-remembered 
information (Einstein et al. 2005); for example, remembering to ring the plumber 
sometime in the afternoon requires forming a plan of how to remember (linking the 
intention with a plan to ring after lunch) and recalling who it is that you have to ring 
(placing the plumber’s business card by the telephone to remind you that it is the 
plumber and not the hairdresser that needs contacting). Thus, there are multiple 
opportunities for people with MCI to apply cognitive strategies in order to compen-
sate for impairments in memory.
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However, although study participants demonstrated improvement in objective 
performance on prospective memory tasks, this improvement was not replicated in 
the frequency of self-reported memory failures in everyday life, which remained 
relatively unchanged across assessments. This suggests the possibility that although 
participants can improve their performance on prospective memory tasks, this may 
not generalize to actual everyday tasks; and yet, patient testimony did not support 
this interpretation. For example, one participant described having learnt through 
application of strategies how to remember to self-administer her diabetic regime 
reliably so that she no longer required home nursing involvement; another partici-
pant reported his success in developing a mnemonic for remembering the rotation 
schedule for summer watering of his garden sections. An alternative explanation is 
provided by a substantial body of research which reports little relationship between 
self-appraisal and objective memory performance (Johansson et al. 1997; Troyer 
and Rich 2002). It is frequently reported that memory questionnaires are liable to 
be confounded by subjective memory beliefs or negative stereotypes about age-
related memory (Troyer et al. 2008; Troyer and Rich 2002). In other words, there 
can be a time-lag between changing behavior (actual performance in everyday situ-
ations) and capacity for accurate self-appraisal of that change.

As compared with waitlist controls, the intervention group displayed more 
knowledge and actual use of memory strategies immediately following interven-
tion, and the advantage of improved knowledge of memory strategies remained at 
follow-up. Nevertheless, self-report of actual strategy use in everyday activities had 
dissipated by 4-month follow-up, suggesting a need to investigate the use of ongoing 
booster sessions as part of successful cognitive interventions for healthy older 
adults (Willis et al. 2006).

Although prospective memory may provide a useful means for determining 
outcome following cognitive intervention, this approach also presents a method-
ological challenge. A central problem relates to establishing appropriate tasks that 
continue to be ecologically valid and yet reliably assessable. Nevertheless, prospec-
tive memory as an outcome measurement offers a potentially useful approach to 
evaluating everyday memory and response to cognitive intervention.

A Support Group Program for People with Early-Stage 
Dementia

With the advent of sensitive diagnostic procedures, Alzheimer’s disease and other 
dementias are being diagnosed in their earliest stages. Although early diagnosis 
provides opportunities for treatment, decision making, and planning (Gauthier 
2002), it also conveys potentially negative consequences, including both affective 
and interpersonal changes (Phinney 2002). Early-stage support groups for indi-
viduals with dementia have been developed to help these individuals and their 
families cope with the psychological and social changes that the diagnosis brings 
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(Snyder et al. 1994; Yale 1995; Zarit et al. 2004). These groups vary in format, level 
of cognitive impairment of participants, inclusion of family members, and number 
and content of sessions. All groups, however, share a common goal of improving 
quality of life for individuals with dementia and their families.

Prior studies indicate that early-stage support groups are a promising approach 
to early-stage care, but outcomes have been mixed. As is common in any new area 
of clinical research, early studies are limited by small samples, lack of control 
groups, and lack of standardized outcome measures. Each prior study has con-
cluded that randomized controlled trials with objective outcomes assessments are 
needed to evaluate the efficacy of these groups. To address this need for empirical 
investigations of early-stage support groups, the Northwest Research Group on 
Aging at the University of Washington School of Nursing and the Alzheimer’s 
Association Western and Central Washington State Chapter (AAW) collaborated on 
a controlled randomized trial, to evaluate the efficacy of the AAW Chapter’s Early 
Stage Memory Loss Seminar Program (ESML) as compared to a wait list control 
condition (WL).

ESML is a structured support group program developed and used by the AAW 
since 1995, following a written manual developed in collaboration with Lisa 
Snyder, MSW, ACSW. ESML sessions average 90 min in duration, and meet 
weekly for 8–9 weeks. Each session includes both individuals with early-stage 
dementia and a family member or partner, who meet together for part of the session, 
and separately for part of the session. Session topics include: coping with memory 
problems; information on dementia diagnosis, treatment, and research; the impact 
of diagnosis on social and family relationships; legal and financial considerations; 
safety concerns; health issues; and planning for the future. At each session, some 
didactic information is presented, and a trained facilitator leads a discussion of the 
session topic and/or other concerns that participants raise. More details about these 
sessions are provided elsewhere (Logsdon et al. 2006).

WL participants received written educational materials that are routinely pro-
vided by the AAW, and AAW staff provided their typical telephone support and 
information about local referral sources as needed. After their follow-up assessment, 
people randomized to WL were invited to participate in the next available ESML 
seminar within their community.

We randomly assigned 142 dyads (PWD and their family care partners) to 
ESML (n = 96) or WL (n = 46), and assessed outcomes of both the person with 
dementia and the care partner at baseline, post-treatment (2 months), and follow-
up (6 months). Participants were required to: (a) have a diagnosis of dementia;  
(b) have an MMSE score of 18 or higher; (c) be aware of their memory loss and 
able to communicate verbally; (d) be able to participate independently in a group 
setting; (e) have no significant history of severe mental illness that would impede 
their ability to take part; and (f) have a family care partner (husband, wife, or other 
adult family member) who agreed to participate in the study. At baseline, mean age 
of participants was 75 years, and mean MMSE score was 23. Eighty percent of 
care partners (mean age 68 years) were spouses, 14% were adult children, and the 
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rest were other relatives or friends. Primary outcome measures included: overall 
quality of life, depression, perceived stress, self-efficacy, communication between 
participant and care partner, and frequency of and care partner distress concerning 
memory and behavior problems.

Of 142 dyads that began the study, 136 (96%) completed post-treatment assess-
ments and 88% completed 6-month assessments. At baseline, ESML and WL  
participants did not differ significantly on any of the outcome measures, and there 
was no difference in completion rates between the two groups. At both post treat-
ment and 6 months, PWD in the ESML groups had significantly better quality of 
life, social functioning, depression and family communication than PWD in the WL 
control group. There were no significant differences in care partner outcomes 
between ESML and WL groups, although there was a trend for decreased distress 
over PWD memory-related problems in the ESML care partners compared to those 
in the WL condition.

Early-stage dementia support groups are becoming more widespread as indi-
viduals are being diagnosed earlier and are recognizing the need for education, 
support, and sharing of experiences. This randomized controlled clinical trial found 
statistically significant improvement in quality of life, social functioning, depres-
sion, and family communication for participants in the ESML seminars, compared 
to those on the WL. Care partners reported decreased distress about memory-
related behavioral changes.

Although these results are promising, we must acknowledge that they may not 
generalize to everyone. For example, individuals with early onset dementia (age 
35–65 years) face a different set of problems than those with later onset, and may 
not feel they fit into the typical early-stage group. Most of the dyads in these groups 
were married couples, and consequently most care partners who participated in this 
study were spouses. Adult child care partners or dyads with other relationships may 
respond differently to these support groups. Finally, individuals and families with 
different ethnic or cultural backgrounds may also have needs and expectations that 
differ from those of the typical early-stage group participant. Clearly, more research 
is needed. But, in the interim, early-stage support groups offer hope to many par-
ticipants and care partners. We have begun to define and objectively measure inter-
vention benefits, and will undoubtedly learn much more about how these groups 
can best serve individuals and families in the future.

Cognitive Rehabilitation for People with Early-Stage Dementia

Cognitive rehabilitation (CR) involves the person with cognitive impairment, and 
where appropriate family members or other supporters, in working together with 
health professionals to develop ways of living with, managing, by-passing, reducing 
or coming to terms with difficulties resulting from damage or injury to the brain 
(Wilson 1997). CR builds on the person’s strengths, aiming to harness personal 
resourcefulness to address the challenges of living with cognitive impairment.  
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The aim is to promote optimal management of the condition and reduce the level 
of functional disability. In terms of the (World Health Organization 1998) model of 
disability, cognitive rehabilitation focuses on reducing limitations on engaging in 
activity and restrictions on social participation, taking account of the individual’s 
personal and social context.

Individualized rehabilitation approaches targeting relevant and personally mean-
ingful aspects of everyday functioning have produced significant benefits in single-
case and small-group intervention studies (Clare et al. 2000). This evidence has led to 
the development of a program of individual, goal-oriented cognitive rehabilitation for 
people with early-stage AD (Clare 2008). In this program, cognitive rehabilitation 
sessions take place for 60–90 min a week over 8 8 weeks. These 8 eight therapy ses-
sions typically take place in the participant’s own home, to facilitate implementation 
of strategies in the everyday setting. Participants are encouraged to work on goals and 
practice strategies between sessions. The intervention addresses five areas:

 1. Rehabilitation goals. The aim is to identify and work on one or two personal 
rehabilitation goals relevant to the individual’s daily life. A clinometric measure 
such as the Canadian Occupational Performance Measure provides a structured 
approach to eliciting goals and rating current performance and satisfaction with 
performance (Law et al. 2005). Rehabilitation goals relate to areas that are cur-
rently causing difficulty or concern, or reflect areas where the participant would 
like to see improvement. Goals might focus directly on the impact of cognitive 
difficulties in everyday life; for example, participants might aim to improve their 
ability to remember important events during the day or keep track of important 
personal belongings, or to absorb and retain important personally relevant infor-
mation. However, some goals may have a broader focus; for example, the partici-
pant might express a wish to resume previously enjoyed activities, or to take up 
new activities so as to increase social contact. Once goals have been identified at 
the start of therapy, an individual approach to addressing these is designed, using 
evidence-based rehabilitation methods, and implemented over the course of the 
sessions. Work on personal goals forms the central element of the program and 
continues throughout all sessions. This effort to meet specific objectives is sup-
ported by the other components of the program.

 2. Practical strategies. This component involves a review of the participant’s cur-
rent use of memory aids and practical coping strategies, explores whether it 
might be possible to build on these to promote more efficient use, and supports 
the introduction of new aids or strategies where appropriate.

 3. Memory. The therapist introduces techniques for learning new associations and 
information, provides practice in these, identifies the person’s preferred strategy, 
and encourages the wider application of this strategy in everyday life. The kinds 
of learning strategies presented include simple verbal and visual mnemonics, 
semantic elaboration, vanishing cues and forward cueing, and spaced retrieval. 
Face-name association learning is used as an example of the kind of new learning 
or relearning that is relevant for everyday life, with personally relevant stimuli 
such as photographs of family, friends or acquaintances selected for practice 
wherever possible.



252 L. Clare et al.

 4. Attention and concentration. Practice is provided for maintaining attention and 
concentration while processing information, drawing on rehabilitation methods 
devised for people with impairments of executive function.

 5. Stress management. The person’s current ways of coping with stress and anxiety 
are explored, suggestions are made to build on these strategies, and relevant 
practice is provided using simple stress management and relaxation techniques.

 6. The participant’s spouse or other family member or carer is invited to join the 
last 15 min of each session. This part of the session is devoted to reviewing the 
content of the session, agreeing on the home practice to be undertaken in prepa-
ration for the next session, and discussing ways of facilitating progress with the 
personal rehabilitation goals.

In a recently completed randomized controlled trial (RCT) in which CR was com-
pared to Relaxation Therapy (RT) and a no-treatment control condition (NT) (Clare 
et al. submitted for publication), people in the CR group rated their performance, 
and satisfaction with performance, of personal rehabilitation goals significantly 
better following intervention, while the other two groups showed no change. For a 
sub-group of participants who underwent fMRI scanning, these significant gains 
were mirrored in changes in brain activation while carrying out a memory task. 
Similar effects were found in a single-case study of an individual with MCI who 
completed the CR program (Clare et al. 2009). This suggests that perceived 
improvements in behavioral functioning may reflect actual improvement in under-
lying neural plasticity. While this finding is tentative, it appears that CR may pro-
duce benefits at the neural as well as the behavioral level. As far as we can 
determine, this was the first RCT of individual, goal-oriented cognitive rehabilita-
tion for people with dementia, and both behavioral and neuroimaging findings will 
need to be confirmed by future research. The results of the study suggest, however, 
that collaborative interventions of this kind can promote resilience through supporting 
attempts at problem solving and finding creative solutions to everyday difficulties.

Dyadic Interventions

Family members, as well as persons with MCI and early-stage dementia, face a host 
of threats and challenges related to caring for a relative with cognitive losses, and 
many intervention strategies have been documented that aim to help family members 
cope. However, intervention approaches targeting the caregiver/care-recipient dyad 
remain relatively rare. Yet dyadic interventions offer potential benefits to PWD and 
family caregivers by providing a structured environment within which the dyad is 
able to work together to maintain or develop resilience.

The Early Diagnosis Dyadic Intervention (EDDI) program was designed to 
respond to the growing and promising evidence that persons with mild to moder-
ate cognitive impairment are able to communicate their preferences for care reli-
ably, make informed decisions about their care (Clark et al. 2008), and choose a 
person (typically a family member) to make their decisions if they are no longer 
able to do so themselves (Feinberg and Whitlatch 2001; Logsdon et al. 1999). The 
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goals of the EDDI program are to: (a) increase PWD and caregiver understanding 
of each other’s care preferences and values; (b) learn and practice effective com-
munication techniques; (c) understand discrepancies in care preferences and 
expectations; (d) increase the dyad’s knowledge about available services; and (e) 
explore MCI-related relationship issues and emotional significance of the illness 
for both care partners (Whitlatch et al. 2006). The EDDI program evaluation 
found the intervention to be acceptable, feasible, and satisfactory to participants 
and EDDI Counselors (Whitlatch et al. 2006). Moreover, we found evidence indi-
cating that PWD could voice care preferences and engage in discussions that 
helped them consider alternatives to care that did not rely solely on their family 
caregivers (Whitlatch et al. 2006). Unfortunately, these preliminary data did not 
provide clear evidence of the efficacy of EDDI for improving all well-being out-
comes, or indication of whether the positive effects of EDDI can be maintained 
long term.

Based on the findings from the EDDI trial, a revised protocol has been devel-
oped that consists of seven sessions of structured counseling (see Table 16.1) 
conducted by a trained clinician with the critical goal of supporting the dyad “to 
work together to develop a mutual plan for coping with the disease over the long 
haul” (p. 689; Whitlatch et al. 2006). Sessions are designed so that the dyad meets 
with the EDDI Counselor for the entire session (“joint”) or so that each care 
partner (caregiver and PWD) meets with the EDDI Counselor alone and with 
their care partner (“mixed”). A variety of EDDI materials and tools are used to 
enhance the learning and communication experience for both care partners. For 
example, caregivers and PWD have their own “EDDI Notebooks” that provides 
information about the program, appropriate worksheets, and notes from each 
session. Magnet boards with magnetic strips that correspond to a variety of EDDI 
procedures are used so that care partners can manipulate the strips as they make 
changes to their care plans. A variety of worksheets are filled out and revised over 
the course of the seven sessions as the dyad makes decisions about how to plan 
for the future. Together, these materials provide both the structure and flexibility 
to meet the diverse needs of care dyads as they work through the complex, 
demanding, and dynamic challenges associated with early-stage dementia.

The EDDI program offers hope and support for the growing number of persons 
with early-stage dementia and the family members who assist them. The program 
is one of a number of promising dyadic interventions (Logsdon et al. 2006; Zarit 
et al. 2004) that seek to decrease the stress experienced by early-stage families as 
they manage and adapt to their changing roles.

Resilience in a Period of Decline

Resilience is a quality expected in a healthy young person, and, as the other papers 
in this volume suggest, may increasingly be found among older people as well. 
More unexpectedly, the studies presented in this chapter demonstrate that there may 
be continued resilience even as cognitive function begins to decline. These findings 
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Table 16.1 Overview of EDDI sessions

Session Time Description

#1 Understanding  
memory loss (joint)

75 min The EDDI Counselor creates an environment that is 
comfortable, safe, and friendly. The dyad meets 
jointly to address questions they have about 
dementia, learn about memory loss and other 
possible changes, discuss treatment options and 
begin addressing current needs for and ways of 
finding reliable information. Communication 
skills are introduced and will be practiced in 
subsequent sessions

#2 Care values &  
preferences  
(mixed)

90 min CG and PWD meet separately to explore the PWD’s 
care values and preferences for care tasks. 
Discussions provide the foundation for future 
sessions in working out a care plan

#3 Care preferences  
(joint)

75 min The dyad engages in a care planning exercise that 
involves looking at the possible tasks that the 
PWD may need help with in the future and the 
preference for who would provide that help. Once 
the initial plan is constructed, the EDDI Counselor 
leads the dyad through steps in identifying ways 
of decreasing the load on the CG and encourages 
seeking help from other sources that would be 
acceptable to both

#4 Taking care of  
yourself – taking  
care of each other &  
barriers to receiving  
help (mixed)

90 min Building on Sessions 2 and 3, the dyad is introduced 
to the concept of taking care of oneself as a way of 
managing the stresses of a chronic illness. The CG 
and PWD learn the concept of pleasant events and 
discuss strategies for building activities into their 
daily routines as a way of promoting health and 
well-being. PWD discuss how they can participate 
in activities on their own and together with others. 
Barriers to getting help are discussed

#5 Family and friends  
(joint)

75 min Building on previous sessions, particularly the care 
plan exercise and pleasant activities strategy, the 
dyad explores the help and assistance that might 
be available from family in the future. They also 
explore effective ways to communicate with family 
about care-related concerns and changes associated 
with dementia

#6 Community resources 
(mixed)

75 min This session continues the discussion of implementing 
the care plan, by supplementing the help provided 
by the CG and other family members with formal, 
paid help. The dyad will identify strategies for 
finding services and anticipate barriers. PWD 
discuss issues of independence and dependence 
and discuss when it might be appropriate for their 
caregiver to seek the help

#7 Looking to the future 
(joint)

75 min Material will be covered from previous sessions and 
the plans participants have for the future. CGs and 
PWD review and follow-up on the issues that arose 
in previous sessions, and end with a discussion of 
how much they have accomplished since Session 1
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combat the therapeutic nihilism that surrounds cognitive decline and dementia and 
the notion that only medication can make a difference. As the number of people 
with dementia in our population grows, it becomes increasingly important to iden-
tify strategies that may allow people with cognitive deficits to remain independent 
longer and function as well as possible. There has long been evidence that some 
people manage to maintain relatively good levels of functioning even though post-
mortem examinations reveal extensive cognitive impairment (Katzman et al. 1988). 
A better understanding of mechanisms that lead to this kind of resilience in the face 
of a degenerative brain disease can be used to plan interventions that offer substan-
tial improvements in functioning and in quality of life.

Compensation may be a major factor contributing to resilience in these studies. 
Compensatory processes have been hypothesized as a main component of success-
ful aging (e.g. Baltes 1987, 1997; Carstensen et al. 2003; Riediger et al. 2006). 
From this perspective, people draw upon available cognitive and emotional 
resources to enhance those activities and relationships that are most important to 
them. This kind of compensation can be seen in the cognitive training and cogni-
tive rehabilitation studies that we presented. People drew on remaining abilities 
to develop strategies to improve prospective memory or to achieve personally  
meaningful goals.

The finding that improvement in performance of a personally meaningful activity 
led to increased brain activity also raises the possibility of growth in cognitive ability. 
It would be overly optimistic to assume that these types of efforts might substantially 
alter the course of dementia, but some specific gains that have a reasonable duration 
may be possible. Teri et al. (2003) have shown that physical exercise can help people 
with dementia maintain performance of activities of daily living over a 2-year period. 
These effects are more substantial than found with any of the current medications for 
Alzheimer’s disease. Comparable long-term benefits of cognitive interventions may 
be possible, especially when conducted while deficits are still mild.

The ESML and EDDI programs may operate in part through compensation and 
partly through a different mechanism. Resilience may emerge and be sustained 
through the support built with a care partner. The care partner will be able to pro-
vide compensation even when the person with dementia may no longer be able to 
do so. The care partner can draw upon earlier discussions with the person with 
dementia about his/her preferences and values. Dementia sufferers’ improved 
understandings of their own emotional adjustments to cognitive and functional 
decline may also help care partners develop more personalized and effective strate-
gies over the long haul. We now know that it is feasible to carry out frank discus-
sions about the cognitive and emotional impact of dementia and the need to plan 
for future changes. It would be timely to test whether this type of planning has 
beneficial long-term effects.

We should note some potential sources of resilience in early dementia that have 
not been addressed. Technology may provide strategies that are useful for compen-
sating for memory loss. These strategies, however, are likely to be more effective 
if they can be implemented at a time when the person with dementia can still learn 
to use them and incorporate them into everyday routines. Likewise, features of 
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environmental design that may make it possible for people to live at home longer 
need to be implemented early on, rather than put in place as a last ditch effort when 
sustaining the person at home has become precarious.

Another issue is feelings of control. Blazer (2002) has argued that prevention 
programs in later life need to be built around a core component that helps increase 
feelings of self-efficacy. Studies have shown that greater feeling of being in control 
of one’s life is related to continued independence in activities of daily living in very 
old populations (Fauth et al. 2007; Femia et al. 1997). The experience of cognitive 
decline is likely to precipitate feeling loss of control in one’s life. Giving attention 
to increasing self-efficacy and to supporting the decisions made by people with 
dementia can be a critical aspect of interventions.

The resilience evidenced in the studies covered in this chapter provides affirmation 
of the humanity of those people affected by cognitive decline and dementia. Despite 
efforts to educate people about the “personhood” of those affected with dementia, it 
is easy to project our own fears onto the disease process, and to dismiss the requests 
and complaints made by people with dementia (Persson and Wästerfors 2009).  
The studies presented in this chapter demonstrate that people with MCI and dementia 
can actively engage in meaningful discussions about themselves, their goals, their 
emotions and their future. We need to take the opportunity to have these discussions 
while their memory loss is minimal and their ability to engage with us remains strong.
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The field of gerontology takes a multidisciplinary approach to the study of aging and 
issues related to older adults by combining knowledge from the fields of biology, 
medicine, political science, psychology, sociology, social work, and other disciplines. 
The study of religion and spirituality in each of these fields has increased dramatically 
as evidenced by the explosion of high-quality, peer-reviewed articles that have been 
produced within each of these sub-disciplines in the past several years.

Koenig et al. (2001) suggest three reasons for the sudden increase in academic inter-
est in this area. First, though science and psychology have made great advances, religion 
continues to play a large role in the lives of many people, and the social sciences are just 
now beginning to recognize their reticence to address such an important source of 
strength and resilience in people’s lives. Second, due to the burgeoning cost of health 
care, alternatives must be found to fill the gaps in what treatments are actually available 
to people and to complement existing treatments. Third, the face of medicine as a cold, 
uncaring science based on remediation of symptoms is changing to a field in which 
medical professionals actively encourage people to change their lifestyles to include 
more healthy behaviors. The increase in scholarly attention to religion and spirituality 
is also due to the revival of religion as a legitimate political issue, the increase in policies 
concerning faith-based initiatives, the realization among researchers and providers that 
many positive associations exist between religiosity and health and mental health out-
comes, and a growing awareness that religiosity, though difficult to clearly define in a 
manner that all would find acceptable, still can be studied scientifically.

Defining Spiritually and Religion

The two terms, spirituality and religion, are often used interchangeably and, indeed, 
difficulty exists in distinguishing strongly between the two. Spirituality can be 
thought of as a relationship with a transcendent being – God – and refers to the quest 
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to deepen that relationship, to find meaning and purpose, and to make sense of 
complex life experiences. It is usually informed by a historical religious tradition. 
The utility of characterizing spirituality this way is twofold: this conceptualization 
identifies the importance of spirituality in its own right, and also ties spiritual devel-
opment to cultural influences without directly connecting spirituality to any specific 
religious affiliation. This definition recognizes that individuals do not develop spiri-
tuality in a vacuum. Instead, spirituality is based on cultural influences that run 
deeply in individuals, families, and societies.

The term religion can include beliefs, attitudes, knowledge, rituals, personal and 
public behaviors, laws, and social organization. Religion can be understood best, 
however, from a multidimensional point of view than as a single, all-encompassing 
term, because religion is so complex and wide ranging in its manifestations and 
effects. Religion includes patterns of behaviors, ritual practices, membership in 
some form of community, sacred texts, beliefs, values, and attitudes. A review of 
Hill and Hood’s (1999) book, Measures of Religiosity, reveals that the majority 
of scales developed to quantify and compare levels of religiosity include items that 
address behavioral, emotional, and experiential aspects of faith. Furthermore, this 
occurs in the context of social, emotional, and metaphysical experiences. Religion 
can be considered to be very personal or it can be public; it can be a source of 
strength and resilience to individuals, groups, families, or communities.

For the purposes of this chapter, the term religion is defined as an institutional-
ized set of beliefs and behaviors, involving a sense of spirituality that provides 
meaning, direction, values, and support. Religiosity, then, refers to the practice of 
religion and the salience of respondents’ spiritual and religious beliefs in their 
lives. The term religion includes spirituality, unless a specific distinction is 
needed for clarity.

An Aging America

The remarkable increase in academic literature addressing the relationship between 
religion and aging is not surprising when one considers the current and impending 
growth of the population of older adults in the United States and, indeed, the world. For 
example, in 1900 approximately 4% of Americans were over age 65, yet the proportion 
of adults over the age of 65 is currently about 12.3%; by the year 2030 the proportion 
of the US population over age 65 is expected to approach 20% (Administration on 
Aging 2006). African Americans, like other groups, are living longer than ever before, 
and African Americans and Caribbean and African immigrants make up the largest 
group of elders of color in the United States. At the same time, the growth of the popula-
tion of African Americans over the age of 65 during the next half century has a remark-
able trajectory when contrasted with the change in the population of non-Hispanic 
Whites (Administration on Aging 2009). In 2004, the proportion of African Americans 
among the population of those aged 65 and older was 8%. This percentage is projected 
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to increase to 12% by 2050. By comparison, the proportion of non-Hispanic White 
Americans will decrease from 82% to 61% during the same time period.

Importance of Religion and Spirituality to Older Adults

Religion appears to have a greater presence and influence in the lives of the current 
cohort of older adults than in the population in general. In one study of religious 
congregations in the United States, researchers found that 24% of all congregants 
were age 65 or older (Cnaan et al. 2002). Another study that estimated membership 
in mainline Protestant churches found that about 50% of members in these congre-
gations are over age 60 (Brat 2002).

Overall, older people appear more religious than younger people, a trend that is 
true for both Caucasian–Americans and African Americans. The ongoing impor-
tance of religiosity in the lives of older Americans is illustrated by Cutler’s (1976) 
findings based on the General Social Surveys of 1974 and 1975. Cutler found that 
among older adults belonging to voluntary associations, 49% belonged to groups 
affiliated with churches. The next most commonly reported associations were frater-
nal groups, which only claimed volunteer participation by 18% of older adults. More 
recently, the most common form of volunteering by older adults was found to be in 
synagogues and churches, where 53% of those aged 65 and over attended weekly 
(Koenig 1992). Increased health in late life is associated with older adults helping 
others within their religious congregations, but the association appears strongest 
when the people are committed more deeply to their faith (Krause 2009).

Nationally, 59% of Americans over age 18 say that religion is “very important” 
in their daily lives (Carroll 2004), but a breakdown by age group highlights differ-
ences among age cohorts. Only 46% of younger adults aged 18–29 and 65% of 
older adults aged 50–64 rate religion as “very important,” while 73% of those over 
age 65 view religion as “very important” (Gallup and Lindsay 1999; Newport 
2004). Further accentuating the importance of religion for seniors as a socializing 
factor, more than half of the respondents among patients being seen at a geriatric 
assessment clinic reported that at least four out of five of their friendships were with 
people within their religious organizations (Koenig et al. 1988).

While it is unclear if the greater religiosity of older people as compared to younger 
people is a developmental or a cohort effect, Glamser (1988) found support for the 
“stability hypothesis” in a 6-year longitudinal study that indicated little change in 
church activity during the early retirement years. However, those who attended church 
regularly at a younger age seemed to attended church even more after retirement. It 
seems that the more religiosity one displays in early and middle adulthood, the more 
religiosity one will display when older. Though older adults are known to attend reli-
gious services more frequently than their younger counterparts, their attendance tends 
to decline with the onset of age-related disabilities, loss of ability to complete activities 
of daily living independently, reduction in mobility, and loss of driving privileges.
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African American Elders, Religion, and Spirituality

In a review of the literature, Taylor et al. (2004) conclude that African Americans 
display certain general religious characteristics. They suggest most African 
Americans feel the church is a valuable institution, are Protestant Christians 
(over half report that they are Baptist), tend not to participate in denominational 
switching, and have high levels of religious participation that often includes 
attendance at religious services and daily prayer. They also found that gender 
was the most influential factor in determining who among the elderly would 
actively engage in religious attendance. In fact, in Western societies, at all ages, 
females tend to be more religious than males on almost every measure of religi-
osity. In the United States, religion is ranked as “very important” in the lives of 
women 67% of the time and 53% of the time for men (Gallup and Lindsay 
1999). Perhaps, one of the reasons that older adults appear more religious than 
younger adults has to do with the fact that so many more women than men live 
into late life. This is particularly true for African Americans. In 2002, if African 
American men lived to be 65, their life expectancy would become 79.6 years; for 
African American women who reached age 65, life expectancy was 83.0 years 
(Administration on Aging 2006).

African Americans tend to report being more religious/spiritual than Whites, and 
this is even more pronounced for older adults (Taylor et al. 2004). Regardless of age, 
over 90% of Blacks report that they have attended church services as an adult for 
services other than weddings or funerals, and about 70% report regular attendance 
at church services at least a few times per month with close to two-thirds reporting 
that membership in a church. Neighbors et al. (1998) assert that the African 
American minister serves as a primary mental health service provider and gate-
keeper to other mental health resources; however, they caution that little research has 
been done that would validate the efficacy of the services they provide.

Caregiver Strain and Religious Coping

Religious coping has consistently emerged among African American caregivers as 
an important strategy for adapting to the challenges of providing care. It has been 
conceptualized as a resource called upon in times of stress to help people cope with 
and adapt to changing life circumstances. Moreover, religious involvement can be 
a determinant of well-being among African Americans; religiosity has positive 
associations with life satisfaction, happiness, and congruence, and negative associa-
tions with distress. Clearly, religious participation is vital to the lives of Black 
Americans, particularly those in older cohorts (Taylor et al. 2004). Indeed, historical 
and present-day scholarship unmistakably documents the pivotal role of religion 
and religious institutions in the development of Black communities in America and 
their promotion of individual well-being.
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The burdens of caregiving, both physical and emotional, have been studied 
extensively and are well documented. The negative effects of caregiving are of 
particular concern to African American women, as they are more likely than their 
Caucasian counterparts to become caregivers for older adults. According to the 
National Alliance for Caregiving and American Association of Retired Persons 
(2004), African American caregivers usually need to manage multiple tasks and are 
more likely to face financial difficulties.

The experience of caregiving strain varies greatly from one individual to the 
next, and the reasons for strain are many. Although multiple sources of stress exist, 
caregiver burden may be based more on the amount of time spent thinking about 
caregiving tasks and responsibilities than on actual time spent managing the elder’s 
symptoms and providing direct care. This stems from the fact that mental stress is 
often conceptualized as worry, and time spent thinking about caregiving is, in 
effect, worry. Further, it is a self-perpetuating cycle in which excessive thinking 
about a thing becomes difficult to stop. Stress causes worry, which, in turn, leads to 
more stress. When thoughts become overwhelming, these thoughts can be disrup-
tive to an individual’s ability to function effectively and live with serenity.

The National Survey of American Life included a nationally representative 
sample of approximately 4,000 African Americans, 1,500 Black Americans of 
Caribbean descent, and 1,500 non-Hispanic Whites (Taylor et al. 2004). 
Surprisingly, lifetime prevalence rates of dysthymia, major depression, agorapho-
bia, social phobia, panic disorders, and generalized anxiety disorder were found to 
be lowest for African Americans despite the fact that they also scored lowest on 
most other indicators of positive social status and health (Sue and Chu 2003).  
The source of this resilience can be found in the coping styles that are often employed 
by African Americans – namely religious coping. Coping refers to the manner in 
which a person makes sense of or masters stressful life events. Religious coping 
refers to coping methods that are specifically oriented toward the use of religious/
spiritual-based methods such as prayer or talking to a clergy member. Religious 
coping is not the same as other forms of coping in that it is specifically of a reli-
gious or spiritual nature (Fetzer Institute 1999).

When stress is present, people consciously and unconsciously mobilize their 
coping strategies. Most – though clearly not all – older African Americans look to 
their faith and images of God for comfort as a primary way of coping with the stress 
of caregiving. Cognitive appraisal is, in turn, affected by one’s sense of spirituality 
or one’s relationship with God. People commonly say such things as, “God will not 
give you more than you can handle,” or “God has a plan.” When approached from 
this world view, outside stressors are buffered, and the negative effects of life events 
are dampened.

Research suggests that African Americans underutilize psychotherapeutic services 
as a way to cope with emotional problems, and, when compared with Whites, they 
seem less willing to visit community mental health centers, a reluctance stemming 
from a distrust of the medical and scientific system in general, as well as a distrust of 
the White population (Kennedy et al. 2007). Instead, many African American care-
givers turn to clergy in times of distress, and there they find strength and resilience.
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The Role of the Church in African American Communities

The church is known to be a central institution in African American communities 
that generates positive community outcomes on a variety of measures and provides 
many types of support. In African American communities, the church occupies a 
special place that provides spiritual guidance, fellowship, a sense of shared purpose, 
and a political voice. While church attendance among mainstream White American 
churches has declined, membership in African American churches has remained 
steady. Historically, African Americans have been denied access to political partici-
pation and many of the social services that Caucasian Americans have had. For this 
reason, the church developed as a force for political activism and a voice of political 
change, an important provider of human services that might otherwise not be 
provided, and an institution that offered stability in often turbulent times. African 
American churches in inner cities have remained a source of shared community 
for parishioners and continue to provide support to those lacking in influence and 
affluence.

Dating back to slavery, the supportive efforts of churches spurring social, political, 
and economic self-help among congregants have been beneficial to individuals and 
benefits have often expanded into communities. The church was perceived as an 
institution that helped communities to survive, helped to organize resistance and 
promoted social change, and provided a sense of communal identity. In addition, 
when formalized social services were not available, the church often functioned as a 
surrogate family and support system for African Americans by providing concrete 
assistance (e.g. food, clothing, money, education, and job opportunities) and psycho-
social assurance, especially to older adults.

Help Seeking from Clergy

In the United States, clergy of all races are important in the provision of mental 
health services; they serve as gatekeepers as well as providers. Generally, clergy are 
considered to be any religious leaders who are ordained and/or have the mandate of 
those they serve to provide religious/spiritual guidance. Clergy often are congrega-
tional ministers who provide pastoral counseling, though they are not necessarily 
trained specifically as counselors or therapists. By contrast, pastoral counselors and 
chaplains have in-depth training similar to that of clinical social workers. In general, 
clergy are neither certified nor licensed as mental health providers and do not  
normally charge a fee for their counseling services. The training they receive in 
counseling is usually a minor part of their overall training, with the bulk of their 
training focusing on theological issues. Counseling is considered only one element, 
albeit a large one in practice, of the ministry for which they are responsible.

Individuals with serious mental health problems, such as antisocial personality 
disorder, bipolar disorder, major depression, and obsessive compulsive disorder, are 
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just as likely to seek help from religious leaders as they are from other mental 
health professionals; the only problems for which they are significantly more likely 
to seek help from mental health professionals are alcohol abuse, drug abuse, and 
panic disorder (Hohmann and Larson 1993). A 20-year study indicated that about 
40% of Americans sought help from a religious leader when dealing with personal 
problems (Veroff et al. 1981), and of those attending religious services weekly, 
more than 50% considered their primary mental health service provider to be their 
religious leader (Larson et al. 2000). Among 1,200 randomly sampled adults (600 
White and 600 Black) in the Nashville area, 36.9% of African Americans and 
24.2% of Whites used clergy for assistance with emotional problems (Husaini et al. 
1994). Older adults are generally more likely to seek help from a member of the 
clergy than from another source of help (Pickard 2006; Pickard and Guo 2008). 
Furthermore, people who have less support are even more likely to turn to clergy 
for help than those who have other people in their lives to whom they can turn.

The National Survey of Black Americans (NSBA) was a cross-sectional, nation-
ally representative survey of 2,107 adults who identified themselves as Black 
Americans. The original interviews were conducted in 1979–1980, followed by 
three waves of interviews conducted by phone in 1987–1988, 1988–1989, and 
1992. Using NSBA data, Neighbors et al. (1998) found that of all 612 respondents 
seeking help, 29.46% turned first to their church. People who first sought help from 
their churches were less likely to continue seeking help elsewhere than those who 
first sought help from a secular source. Among those who sought assistance from a 
church first, only 29.5% went elsewhere to seek further help. In contrast, 46.4% of 
those first seeking help from a secular source continued to seek help from another 
source. These statistically significant findings suggest that people who initially 
seek help from a church are not likely to continue seeking help elsewhere. They 
also found that among people who sought help from only one source, those who 
relied on clergy were significantly more satisfied with the services they received 
than those who sought help from other sources. Additionally, among people who 
sought help from more than one source, those who sought help from clergy first 
were significantly more satisfied with the services they received than those who 
sought help from another source first. Moreover, people who sought help from 
clergy were significantly more likely to refer someone else to the same source than 
were those who had sought help elsewhere.

Preparation of Clergy for Counseling Older Adults

Clergy often come from theological perspectives that are antithetical to science, and 
social science researchers come from scientific perspectives that insist on carefully 
and thoroughly examining the specifics of clergy-provided mental health services. 
Furthermore, clergy provide their services outside the purview of professional orga-
nizations such as the National Association of Social Workers or the American 
Psychological Association, and they are likely to resist any type of governmental 
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oversight or mandated regulation as a result of secular examination. It is important to 
note, however, that many African American clergy are not full-time paid representa-
tives of their religious bodies. African American clergy are more likely than clergy 
members from other racial and ethnic groups to have other full-time employment 
outside their religious roles. Therefore, they often have less opportunity for training 
and career preparation specific to counseling or working with older adults. While 
outcome studies are scarce, in 11 different studies conducted from 1976 to 1989, 
United States’ and Canadian Jewish, Protestant, and Catholic clergy all reported that 
they needed more training in the skills of counseling, and 50–80% of them indicated 
that their seminary training in pastoral counseling did little to prepare them for the 
demands of providing mental health services to their congregations (Weaver 1995).

The results of a small study by Domino (1990) indicated that American Jewish, 
Protestant, and Catholic clergy (N = 157) had about the same level of knowledge of 
the symptoms of psychological distress as a group of college undergraduates in an 
introductory psychology class. Similar findings have been reported by other 
researchers. One study found that clergy scored significantly lower than professionally 
trained mental health service providers on their ability to assess for suicidal 
ideation (Larson et al. 2000). Through his review of 11 different studies, Weaver 
(1995) highlights the marked lack of counseling skills provided to clergy in their 
typical professional training:

50–80% of clergy considered their seminary training insufficient preparation for •	
actual practice in their ministries for either identification of parishioner needs or 
the types of services being requested (e.g. marital counseling, assisting severely 
mentally ill parishioners).
In a review of studies between 1976 and 1989, the majority of clergy reported a •	
significant need for more training in counseling skills.
As recently as 1981, approximately one half of Protestant seminaries in the •	
United States had no course requirement for counseling.
In a survey of 1,927 United Methodist ministers, one in four reported that they •	
felt the overall quality of mental health services provided by clergy was poor.

Assisting Clergy in Their Efforts

Collaboration between clergy and mental health professionals is needed to optimize 
provision of mental health assistance. Clergy often have long-term relationships 
with older adults and their families. Relationships are at the heart of the helping 
professions, and these particular relationships provide clergy with unique opportu-
nities to detect changes that may hint at the presence of emotional problems.  
In turn, this may increase the likelihood that clergy will be able to connect those in 
need with the most helpful services available. If mental health professionals 
increase their collaborative efforts with clergy, clergy are likely to respond in kind, 
thus leading to better overall care for older adults in need of mental health services. 
This is particularly important considering the impending rise in the numbers of 
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older adults and the lack of qualified mental health professionals trained and available 
to work with them, a problem that is particularly pronounced in rural areas and with 
respect to African American caregivers. Mental health professionals should be 
made aware of the high frequency of requests for assistance with emotional and 
behavioral concerns encountered by clergy and remember to include questions 
regarding the use of clergy in their assessments of client resources.

If social workers, mental health workers, and other geriatric helping professionals 
know that caregivers are turning to clergy for help with emotional problems, it seems a 
worthwhile endeavor to assist clergy and promote collaboration between religious 
and secular service providers. Outreach efforts aimed at African American clergy 
would have a positive, though indirect, impact on the well being of African American 
caregivers. While actively engaging with clergy would not be a small task, there are 
some things that can certainly be accomplished. For example, in recognition of the 
reality that African American caregivers are seeking help from clergy, training 
programs for mental health professionals should include instruction regarding working 
with clergy. Such instruction has been used in the past, and it effectively increased 
the self-report of psychologists in training that they would likely work more closely 
with clergy in the future (Meylink 1988), particularly for co-treatment of clients, 
rather than a more traditional refer and release model.

Conclusions

As the baby boom generation ages, a corresponding need for people in the helping 
professions trained to work with older adults will arise. Unfortunately, the United 
States currently faces an apparent shortage of professionals who are specifically 
trained to work with older adults, and help will probably not be available for every-
one in need. This circumstance is magnified for African American caregivers, a 
group who are more likely to be negatively impacted by their caregiving roles and 
less likely to seek help from professional sources. One way to support these care-
givers and enable them better to care for their loved ones is to provide appropriate 
aging and counseling education to the clergy who serve them. In African American 
communities, churches in general and clergy in particular represent a prominent 
and trusted resource for people in need of assistance with many types of problems. 
Providing greater clergy preparation for counseling older adults could very likely 
become a factor that contributes to greater resilience and, thus, more positive out-
comes for African American caregivers.
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As the growing body of research affirms, resilience in aging is a multidimensional 
concept influenced by demographics, social support and connectedness, health 
status, psychological factors, and material resources. Most, if not all, of these fac-
tors are profoundly shaped by the social, cultural, and physical environments in 
which older adults live. Increasingly these environments are cities. In 2008, for the 
first time in human history, more than half of the world’s population was living in 
cities and towns (UNFPA, undated). In the U.S., 73% of older men and 77% of 
older women live in metropolitan areas (Fried and Barron 2005). These urban envi-
ronments have the potential to promote or inhibit aging resilience among millions 
of older adult residents. This chapter describes the conceptual framework that 
underlies the Age-friendly New York City (AF NYC) initiative – a project that 
seeks to change the urban environment in ways that enhance aging resilience for 
older New Yorkers – and summarizes findings from a year-long assessment about 
the age-friendliness of New York City (NYC), including features of the urban envi-
ronment that promote and restrict aging resilience. We conclude with a discussion 
on how these findings are being used to shape the urban environment in ways that 
can improve the social resilience and active engagement of older adults in NYC.

Background & Conceptual Framework

Since the 1980s, the field of environmental gerontology has emphasized the influ-
ence of environment on aging and the importance of the relationship between the 
person and his or her physical, social and cultural environment (Wahl and Weisman 
2003). As Phillipson (2007, p.330) explains: “The experience of being old… varies 
according to one’s environment. Situation can thus affect aging.” While some have 
argued that environmental gerontology has languished (Wahl and Weisman 2003), 
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most agree that globalization has led to greater variation in the communities and 
environments in which older people live, increasing the importance of environmental 
perspectives for understanding aging resilience (Phillipson 2007). In general, cities 
have not been viewed as environments that cultivate aging resilience. Rather, much 
of the scholarship on urban aging has focused on the risks of urban environments 
to older people, especially those living in impoverished inner-cities (see for example, 
Klinenberg 2002; Newman 2006; Rodwin and Gusmano 2006; Smith et al. 2004). 
Much less attention has been paid to the ways in which cities might foster aging 
resilience and promote healthy aging. Some notable exceptions are Rodwin and 
Gusmano’s (2006) Growing Old in World Cities, which describes the paradox of 
cities as places of both tremendous potential and peril for older people, and Fried 
and Barron’s chapter (2005), which discusses the positive and negative health 
effects of cities on older adults. The AF NYC project is concerned with how we can 
intervene in urban environments to foster and strengthen the resilience of older residents, 
regardless of their income or the neighborhood in which they live. Understanding 
how urban environments, like NYC, might enhance aging resilience is more important 
than ever as the trends of urbanization, population aging and globalization converge 
to produce complex, cosmopolitan cities that are home to millions of older adults.

More than 8.2 million people live in NYC (NYC DOHMH: Bureau of Vital 
Statistics 2007). The number of people over the age of 65 in NYC is projected to 
reach 1.35 million by 2030. By 2030, older people will outnumber school aged 
children in NYC (NYC Department of City Planning 2006). The diversity of New 
York’s older population is also expected to grow as immigrants of all ages continue 
to move into the city (NYC Department of City Planning 2004). New Yorkers come 
from all corners of the globe and speak more than 174 languages. According to 
figures from the 2000 census, 44% (2.9 million) of the adult population is foreign-
born and 46% of the population speaks a language other than English at home 
(NYC Department of City Planning 2004). These trends have placed unprecedented 
demands on the city’s infrastructure and need for planning.

Traditionally in the United States, planning efforts have addressed the chal-
lenges of urban aging by implementing a set of “aging services” targeted to the old 
and infirm – an approach that fails to maximize either the potential of older adults 
or the strengths of the urban environment. The age-friendly cities model, in contrast 
to previous planning approaches, is rooted in the belief that the urban environment 
is a key determinant of active aging. This model challenges planners, policy makers, 
researchers, and residents to view all aspects of urban life through the lens of aging 
and to imagine a city that fosters active aging. Active aging, a concept developed 
by the World Health Organization (WHO) Ageing and Lifecourse Programme 
(WHO 2007, p.5), is “the process of optimizing opportunities for health, participa-
tion and security in order to enhance quality of life as people age.” As shown in 
Fig. 18.1, the ability of individuals to remain active and engaged depends in part on 
their health status and level of functionality. However, external social, environmen-
tal, and economic factors also influence whether or not older people are able to 
remain independent. For example, barrier-free buildings, streets, and transportation 
systems increase the capacity of people with limited mobility to continue to live 
independently, participate in meaningful activities, and maintain important social 
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ties and connections. The goal of the AF NYC project is to transform the urban 
environment in ways that promote active aging, thus fostering social connection, 
social engagement, and participation; all key factors associated with aging 
resilience.

The Age-Friendly New York City Project

The AF NYC project is a direct outgrowth of the WHO’s global age-friendly cities 
program, which produced a Global Age-friendly Cities Guide offering age-friendly 
indicators for eight domains: access to outdoor spaces and buildings, transportation, 
housing, respect and social inclusion, social participation, communication and 
information, civic participation and employment, and community support and 
health services (World Health Organization 2007).

The AF NYC project, which is housed at and staffed by The New York Academy 
of Medicine (NYAM), adopted the Global Age-friendly Cities project as its starting 
place and then adapted it to meet the unique political and social environment of NYC. 
Recognizing that key decisions about the urban environment are made at the munici-
pal level and to avoid producing another report that would sit idle on the shelves of 
policymakers, the NYAM’s first step was for staff to meet with the city’ political lead-
ers. NYAM approached the NYC departments of aging and health, the leadership of 
the city Council, and the Mayor’s Office knowing that to shift the planning paradigm 
for older residents, most, if not all, city agencies would need to be engaged.

Fig. 18.1 Health status and level of functionality
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To acquire a solid commitment from these government leaders, NYAM educated 
them about the new approach and assured them that the project would be a true 
partnership between the public and private sectors. Elected leaders were already 
grappling with how to meet the demands of the city’s growing population of 
older adults, and they recognized that older adults are among their most politi-
cally active and engaged constituents. The city’s executive branch, on the other 
hand, understood that older residents are high users of city services. The age-
friendly cities approach appeals to political leaders because it addresses a real 
key constituent group need in a way that optimizes the strengths of the city. 
Moreover, this paradigm generates recommendations for change that may be 
no-cost or low-cost and can be implemented by a wide range of city constituents 
including businesses, cultural institutions, religious groups, and non-govern-
mental agencies. One guiding principle of the AF NYC project is the belief that 
creating an age-friendly city requires the involvement of all sectors – not just 
government.

Assessing New York’s Age-Friendliness

NYAM undertook a year-long process to assess the current age-friendliness of New 
York with the goal of identifying which features of the urban environment fostered 
active aging and what impeded it. Because NYC is such a large, diverse and com-
plex city, NYAM used a number of assessment activities and methods to collect the 
views of aging experts and older New Yorkers. These included:

Five expert roundtables to discuss current practices and innovative ideas in the •	
areas of business, housing development, civic engagement, transportation and 
outdoor spaces, tenants rights, social services, and health.
Fourteen community forums to gather the experiences, ideas and opinions of •	
older adults and service providers.
A widely disseminated request for information soliciting policy and program-•	
matic ideas.
Focus groups and interviews with under-represented older New Yorkers  •	
(e.g. low income, formerly homeless, and immigrant).
Comprehensive review of the literature.•	
Geographical Information System analysis to map key indicators of age friendli-•	
ness/unfriendliness in relation to where older adults live.

In total, NYAM consulted with more than 1,500 older adults and dozens of 
policy makers, service providers, and researchers. In keeping with the public-pri-
vate framework of the project, each community forum was co-sponsored by one or 
more City Council member(s), and staff representatives from the City Council were 
active partners throughout the assessment. Data from these activities were analyzed 
and published Fall 2008 in Toward and Age-friendly New York City: A Findings 
Report (Finkelstein et al. 2008).
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While NYAM was leading an assessment of the NYC community, the Mayor’s 
Office asked city agencies to assess the “age-friendliness” of each agency and what 
could be done to improve the way they addressed the needs of older residents. This 
marked a breakthrough in conventional thinking as agencies that normally did not 
focus on aging issues examined their services through the lens of aging. After this 
process, each agency generated a list of activities and policy changes that it could 
implement to make NYC more age-friendly.

Overview of Findings

Importance of Place

As Shaw (2004) explains: “People do not just live in houses: They live in and experi-
ence neighborhoods (p. 412).” The meaningfulness of place, including a sense of 
attachment, familiarity and satisfaction, can be an importance source of resilience, 
providing a sense of comfort, belonging and control over one’s space (AARP 2005; 
Oswald and Wahl 2004). One of the central findings of the AF NYC assessment 
involved identification of a prevalent, deep and abiding love for and attachment to 
NYC. Many people reported having lived happily in their neighborhoods and even 
their apartments for 30, 40, 50 years, or even longer. As one focus group participant 
explained about her neighborhood, “I was born here. To me, it’s the center of the Earth 
and to go anywhere else is a step down. Anywhere else I’d be a fish out of water.” 
Attachment to the city was a widely shared experience, but in many ways the rich 
diversity of NYC neighborhoods means that it is a very different city for each person. 
Residents on the Upper West Side spoke enthusiastically about their proximity to 
cultural institutions. Older immigrants in Jackson Heights said they liked living among 
the hustle and bustle of younger immigrant families. Staten Island residents appreci-
ated owning their own homes. Residents of Jamaica, Queens, said they appreciate the 
calmness of their area and rarely travel into the noise and traffic of Manhattan.

Older New Yorkers also recognized that NYC offers particular advantages as 
they age. Many cited the easy access to public transit, the convenience of having 
stores and other amenities in close proximity, the many events, activities and insti-
tutions to enjoy in retirement, and availability of high-quality health care facilities 
as advantages of aging in an urban environment. Several noted that the city allowed 
them to remain independent in ways they could not in other settings. For example, 
some older New Yorkers had moved to the suburbs to live with their grown children 
but disliked having to rely on others to drive them everywhere. In the city, by con-
trast, they were able to walk to business, services, and social activities or take the 
bus and subway to just about anywhere in the five boroughs. The attachment to 
NYC, however, was not just grounded in these practical advantages. Phillipson 
(2007) argues: “some people select locations as a means of ‘announcing’ or ‘reaf-
firming’ their identities (p.329).” Indeed, many who participated in the AF NYC 
assessment made clear that living in NYC and being a New Yorker was absolutely 
central to their sense of self.
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Social Connectedness

Social connectedness and social support have emerged as key predictors of aging 
resilience (Fuller-Iglesias et al. 2008; Hildon et al. 2008; Kinsel 2005). Fuller-
Iglesias et al. (2008) suggest that social relations may be especially important for 
older people as they have fewer resources available to them as they age. According 
to the WHO, inadequate social support is associated with increased mortality, mor-
bidity, and psychological distress and decreased overall health and well being 
(Marmot and Wilkinson 1999; World Health Organization 2003). Belonging to a 
supportive social network makes people feel cared for, loved, esteemed and valued – 
all of which have a powerful protective effect on health (World Health Organization 
2003). The social networks older adults develop, as well as their ability to sustain 
these relationships, are central to their ability to live independently and their con-
tinued integration into the life of the City. The AF NYC assessment uncovered 
several ways in which urban environments challenge some forms of social connec-
tion but foster others.

The older New Yorkers in the AF NYC assessment recognized the centrality of 
their social networks but acknowledged that they had commonly diminished with 
age. Many indicated that few or none of their children lived nearby. A woman from 
the East Harlem forum noted: “Once children get married, they leave the commu-
nity because they want a better life, and there’s nothing for them here.” Several 
participants described watching their social networks disappear as they lost part-
ners, friends, and peers. One focus group member said “That’s the bad part of 
longevity: everybody goes away. It has been very hard watching everyone die.” 
Researchers concur that social networks often decline with age (Moen et al. 1992), 
with both the amount and variety of social interactions decreasing over time (Sauer 
and Coward 1985).

However, not all kinship networks diminish with age, especially in urban envi-
ronments. The AF NYC assessment confirmed previous research findings that large 
numbers of older New Yorkers are the primary caregivers for grandchildren. As 
Newman (2006) points out in her study of African American and Latino older New 
Yorkers, many older adults, especially those living in inner cities, are caring for 
children in their communities. She notes that many of those growing older in New 
York’s poorer neighborhoods today are dealing with the consequences of the 
extreme poverty, infrastructure decline, high rates of crime, and the HIV and crack 
epidemic of the 1970s and 1980s that left many of their children unable to raise the 
next generation. In the AF NYC assessment, many older women, despite health 
conditions, and extreme financial hardship, had taken on primary caretaking 
responsibilities when their children could no longer act as parents for their grand-
children. “If it wasn’t for the older people, the younger people wouldn’t have a 
place to stay,” said one resident of Queens. Another woman put it simply: “Older 
people are the ones who bear the burden. They take care of kids left behind.” 
Unfortunately, this role is not well-acknowledged by social service systems, and 
grandparents often have difficulty accessing benefits and obtaining the legal ser-
vices needed to secure guardianship. While many older adults derive meaning and 



27918 The Age-Friendly New York City Project

satisfaction from their social connections and caregiving role (Waldrop and Weber 
2001), they also associate caregiving with increased stress, depression, and finan-
cial strain (Sands and Goldberg-Glen 2000).

The AF NYC assessment suggests that the city’s booming housing market of 
the 1990s and early 2000s also played a role in changing and disrupting the social 
networks of some older people. Participants expressed alarm at the rise of luxury 
apartment buildings and loss of affordable housing. A community leader in 
Harlem voiced a common frustration: “poor and working-poor people who have 
been in this community for generations are being marginalized. They are tearing 
down their buildings and putting up new apartment complexes that they cannot 
afford.” Some older people felt they could not afford to move away from their 
subsidized apartments to areas where children or relatives might be living, and 
grown children and relatives could not afford to move into (or back to) the neigh-
borhood to be near them. Similarly, some older adults were separated from long-
time friends and neighbors when they were forced out of a neighborhood by high 
rents. These changes directly impacted people’s feelings of security and neighbor-
hood cohesion. A participant at a forum in the South Bronx noted that when she 
sees strangers in the hall she “just hopes they live here” because she’s no longer 
sure who her neighbors are.

The reality of losing friends, family, and neighbors combined with declining 
functionality led some older people to describe fears of being alone, especially in a 
crisis. Many, like this woman from a Chinese-language focus group in Queens, 
expressed feelings of vulnerability: “My biggest fear in life is that I would come 
down with some incurable disease or some crippling disease and I would have to 
fend for myself with no family and just a handful of friends.” Older New Yorkers 
confirm what other researchers, like Klinenberg (2002) have found: social isolation 
is a serious problem and major concern. One woman said, “I know a blind woman 
whose aide leaves at noon, and she’s alone all day and all night.” Several others told 
stories of people dying alone in apartments, people who lived alone, or of older 
adults who were unable to get help for themselves when they fell down. This story 
told by a focus group member was typical: “A friend of mine fell out of bed and it 
took two days for her to get to the phone.”

Despite these stories of social isolation and the acknowledgement that tradi-
tional social networks were diminishing, older New Yorkers reported important and 
varied forms of social connectedness that were facilitated by living in a densely 
populated City. The social networks of older New Yorkers are as varied as any other 
cross-section of New Yorkers – they are opera goers to mahjong players, bingo 
enthusiasts, historians, and activists. Many people, like participants in a forum for 
lesbian, gay, bisexual and transgender (LGBT) older adults, noted that their primary 
identification was not as an older adult; they wanted their social interaction to cen-
ter on their existing communities of affiliation within the LGBT community. 
Several members of the United Hindu Cultural Council Senior Center in Queens 
described how important it was for them to have a designated place where their 
culture and beliefs were specifically supported and recognized. Some older adults 
found connection through religious institutions. One focus group participant put it 
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succinctly: “No children and no family. My friends and my synagogue are my sup-
port.” Others described primary social and support networks based on profession or 
shared interests. A recent report by Columbia University (Jeffri 2007) asserts that 
older artists’ strong relationships with other artists trump their communication with 
partners, family, and children. These finding are consistent with the idea of the 
“changing face of social networks” as non-family become increasingly important 
to aging individuals (Walker and Hiller 2007).

Although changes in some areas have disrupted neighborhood social networks, 
neighbors remain an important source of social connection for many. In fact, some 
housing policies and configurations seemed to nurture important pockets of social 
cohesion. Whether living in public housing, privately owned co-ops, or condo-
minium high-rise buildings, people appreciated and benefited from living in close-
knit, micro-communities. For example, residents in some public housing complexes 
explained that affordable rents or subsidized housing had kept them in the same 
place for decades and allowed them to form close relationships with their neigh-
bors. Many described informal networks of neighbors who regularly checked up on 
and assist older residents. One focus group participant from the Bronx said “When 
I got cancer, my neighbor always checked on me. I loved that. That’s beautiful.”

Housing arrangements as well as the density and diversity of urban populations 
in cities like NYC produce settings with the potential to support and enhance forms 
of social connectedness and resilience even as an individual’s traditional kinship 
networks diminish. This finding is consistent with that of Newman’s (2006) study 
of older African American and Latinos in New York who reported significantly 
higher levels of social integration than a national sample of older adults. Whether 
through shared attachment to place, tight neighborhood networks, or groups based 
on affiliations and interests, older adults living in cities have opportunities to form 
the social connections that are important to aging resilience. As discussed below, 
cities can do much to improve the quality of life of older residents by removing the 
barriers that prevent these connections from flourishing.

Social Engagement & Participation

Social connection is fostered in part by the ability of individuals to engage with and 
actively participate in the life of the city. Most models and theories of successful or 
healthy aging (e.g. Rowe and Kahn 1997, 1998) include engagement in life as a key 
component. Moreover, research has consistently reported a positive relationship 
between activity and life satisfaction (Menec and Chipperfield 1997) and between 
social participation and quality of life (World Health Organization 2007). Increasingly, 
evidence suggests that higher rates of participation in leisure and productive activi-
ties are also associated with good health and that older adults in cities have more 
opportunities for socializing and participation than those in the suburbs (Fried and 
Barron 2005). One important arena of engagement for older adults is civic participa-
tion and volunteerism. Civic participation has been positively associated with better 
physical and mental health in older adults (Fried et al. 2004; Kaskie et al. 2008),  
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and engagement in volunteering has been linked to reduced mortality (Musick 
et al. 1999) and higher levels of well-being (Morrow-Howell et al. 2003).

Putnam (2000) has called this generation of older adults “the long civic genera-
tion,” and in the AF NYC assessment, many people had a rich history of giving to 
the City. Many older adults continued to play critical civic roles – leading campaigns 
and serving on advisory councils, tenant associations, and non-profit boards. 
“Older people carry the community around here. We go to the tenant meetings, the 
PTA, all the meetings,” said one participant. Older New Yorkers recognized that 
staying involved enriched both their communities and their own lives. One older 
person explained: “I’d like to do something that I can be proud of. I don’t mind 
getting old. I just want to be doing something.” Engagement must be meaningful, 
and for older New Yorkers, one clearly meaningful role is participating in activities 
that influence the future of their City. Older adults asked for opportunities to be 
included in all levels of decision-making about their own futures, including continued 
involvement in the AF NYC initiative. Some identified political activism as an 
important social role they discovered late in life. At the forum in the East Tremont 
section of the Bronx, an older woman in a wheelchair said, “two to three years ago 
I took a class at JPAC [the Joint Public Affairs Committee of the Jewish Association 
of Services for the Aged] and it opened up my life. I’m never home now. I’m more 
active than I’ve been in 50 years. I’m an activist.” For others, activism has been a 
life-long commitment. A focus group participant in Harlem said, “Every time we 
think we can relax it never lasts. It’s here we go again!”

Older adults in the AF NYC assessment were also clear that their continued civic 
engagement and participation were made possible by the City’s infrastructure. 
Without the superior transportation system, older adults would have a much more 
difficult time getting to meetings and events, volunteering, or handling their care-
giving responsibilities. At a community forum on the Upper East Side, audience 
members applauded when a participant declared, “This city has the best transporta-
tion system in the country!” Some people explained that they moved back to New 
York from the suburbs and other parts of the country specifically for the public 
transportation because it allowed them to continue to engage in the activities that 
were important to them. The City’s parks, libraries, senior and community centers, 
and cultural institutions also clearly play an important role in helping older New 
Yorkers stay engaged and connected to one another and the life of the City.

Barriers

The AF NYC assessment demonstrates the complex ways which the urban environment 
impacts aging resilience by fostering a meaningful sense of place and familiarity 
and providing opportunities for social connection, engagement, and participation. 
Unfortunately, the urban environment also creates a number of challenges that 
make it difficult for aging resilience to fully flourish. In fact, several researchers 
have suggested the urban environment dampens resilience because of the concen-
tration of poverty, poor housing, and crime in cities (Klinenberg 2002; Newman 
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2006; Phillipson 2007; Sanders et al. 2008). While the AF NYC assessment found 
a number of features of the urban environment that foster resilience, it also found that 
poverty, linguistic isolation, lack of information, and impediments in the built envi-
ronment hinder aging resilience.

New York is ranked the fifth most expensive city in the world in which to live 
(Employment Cities Abroad (ECA) International 2008). The high cost of living in 
NYC is a financial burden for many residents and can increase their risk of living 
in poverty. In 2005, the poverty rate among older New Yorkers was twice the 
national average: 20.3% vs. 9.9% (American Community Survey). However, when 
the definition of poverty is tailored to acknowledge the high cost of living in NYC, 
that figure grows to one in three older New Yorkers (Finkelstein et al. 2008). Older 
adults with incomes below the poverty line can be found in most neighborhoods 
across the five boroughs. In the AF NYC assessment, older New Yorkers cited 
poverty and affordability as the primary challenges to staying in the City as they 
age and to being socially connected and engaged in what the City has to offer. 
Poverty – with its attendant fear of crime, stress, and strains on time – undermines 
connectedness (Phillipson 2007). Moreover, as Klinenberg’s landmark work Heat 
Wave (2002) vividly illustrates, obstacles to social connectedness, including pov-
erty, can lead to social isolation with deadly consequences.

The AF NYC assessment also revealed that linguistic isolation is a barrier to 
social connectedness and participation for many older immigrants, which may 
diminish their aging resilience. In NYC, approximately 27% of older adults speak 
English “less than very well” (Walker and Herbitter 2005). In some neighborhoods, 
linguistic isolation is particularly concentrated. For example, in one census tract of 
Manhattan’s Chinatown, two-thirds of persons age 65 and older are linguistically 
isolated (Gusmano et al. 2008). In cities like New York, immigrant networks and 
enclaves can be important sources of connection and material assistance, and many 
established immigrant communities have ethnic and linguistically appropriate service 
agencies to support older adults. For some, however, linguistic barriers still pose an 
obstacle to accessing critical information and engaging fully in life of the city. At a 
forum in Chinatown, an older woman who speaks only Chinese said: “I’m blind 
because I cannot read documents written in English. I’m deaf because people speak 
to me in English and I don’t understand. And I’m mute because I cannot commu-
nicate with anyone who does not know my language.”

Barriers to accessing information emerged in the AF NYC assessment as a problem 
that extended to adults from all ethnic and linguistic backgrounds. With informa-
tion increasingly dispersed through electronic means, many older adults felt left 
behind, indicating they could not access critical information that would allow them 
to get government benefits, participate in activities, and stay connected to others. 
Some elders expressed anger and frustration at the increasing expectation that 
everyone access information online: “You know what burns me up? When people 
say that they will e-mail me. I don’t have e-mail. I can’t afford a computer.” Barriers 
to computer access include affordability (purchasing a computer, paying fees asso-
ciated with computer training, and costs of ongoing internet service) and lack of 
skills and knowledge. Increasingly, email and online forums, such as Facebook and 
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MySpace, are becoming important sites for social connection and have tremendous 
potential to help older adults stay in touch with families and friends, to engage in 
social and civic activities, and to access needed information (Jones 2009; U.S. 
Department of Commerce 2002). However, many older adults have yet to realize 
this potential. In addition, many older adults are not getting the information they 
need to foster connection, stay engaged, and sustain and build resilience.

The AF NYC assessment also revealed how impediments in the built environ-
ment and inadequacies in transportation can negatively influence aging resilience. 
Social connection and social participation are core features of aging resilience that 
are undermined when older adults cannot negotiate their neighborhoods or the City. 
As mentioned above, in general participants had high praise for the City’s transpor-
tation system and saw it as essential to their ability to remain independent, stay 
connected to others, and participate in activities and services. However, they also 
identified many inaccessible subway stops, gaps in bus service in particular neigh-
borhoods, and the increasing cost of public transit. In addition, many older New 
Yorkers are in difficult housing situations (e.g. walk-ups or over-crowded apart-
ments), struggle to negotiate cluttered and broken sidewalks, and cannot safely 
cross busy intersections.

Intervening in Urban Environments to Build Aging Resilience

In contrast to much of the work that focuses on the risks city life poses to resilience 
among urban elders, the AF NYC project is aimed at building upon the unique fea-
tures of urban life that promote aging resilience. In many ways, NYC is an optimal 
place in which to grow old. In addition to its fine social and health services, public 
transportation system, and array of cultural institutions, NYC harbors tremendous 
potential to enhance aging resilience by providing older adults with a sense of place 
and identity, facilitating a wide array of social connections and networks, and provid-
ing opportunities for meaningful engagement. However, a number of barriers prevent 
many older New Yorkers from accessing all that the City has to offer. A central chal-
lenge of environmental interventions, like the AF NYC project, is to bring the urban 
advantages of the city to all neighborhoods and all residents. It is the work of the AF 
NYC project to spread the urban advantages that foster aging resilience by amelio-
rating barriers and enhancing the capacity of all New Yorkers – regardless of age, 
national origin, income, or physical ability – to live and thrive in the City.

This work has already begun. Following the assessment and the publication of 
the findings, NYAM convened work groups from different sectors to develop con-
crete recommendations for moving forward. These included leaders from civil 
society, health and social services, business, academia and research. Each sector is 
being asked to make specific commitments regarding how their participation will 
make NYC more age-friendly. In August 2009, the Mayor and Speaker of the City 
Council announced the City’s response to the AF NYC findings, which included 59 
new initiatives to make NTC a better place to grow old and the formation of an  
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AF NYC Commission. The Commission is charged with developing a Blueprint for 
an AF NYC and overseeing its implementation. The Commission will include high-
level representatives who have an understanding of the structures, systems, and 
programs that affect the lives of older adults and who can provide leverage for 
meaningful action. The Commission will convene work groups to synthesize evidence, 
design policies and programs, develop indicators of success, engage additional part-
ners, build private/public partnerships, and conduct additional research as needed. 
The AF NYC Commission is conceived as a public-private partnership that will meet 
regularly for four years and will release an annual progress report on what concrete 
steps that have been made towards improving the age-friendliness of New York.

At the same time that progress is being made on city-wide recommendations and 
policy initiatives, local communities will work to transform their neighborhoods. 
Many of the improvements to New York’s age-friendliness will be neighborhood 
changes in the built environment, a re-visioning of neighborhood services, and/or 
community outreach and education campaigns. Community boards, local planning 
groups, business improvement districts, and borough-level decision makers will be 
convened and trained on how to incorporate the perspectives and needs of older 
people in their planning and decision-making. These local community efforts have 
been conceptualized as “Aging Improvement Districts,” where businesses, service 
providers, academic and cultural institutions will join with older residents to iden-
tify the specific issues in their neighborhoods that diminish aging resilience and 
work together to resolve them.

Conclusions

Globalization, urbanization, and population aging are converging trends that have 
ever increasing numbers of older adults living in large, global cities like New York. 
Fortunately, cities can be sources of the social connection and social engagement 
that are vital to aging resilience. For most of the more 1,500 older New Yorkers 
who participated in the AF NYC assessment, NYC is not only home; it is an impor-
tant source of identity and meaning in their lives. It is in and through their connec-
tion to neighborhoods, affinity groups, and the City that they feel better able to face 
the joys and challenges of growing old. Even as their traditional social networks 
shrink, the City provides them rich opportunities for connection with people of all 
ages along a wide array of interests and affiliations. The neighborhood bonds that 
have formed over decades of living in proximity offer the security as well as mate-
rial and emotional support they need in times of trouble. The City has a multitude 
of activities, projects, institutions, and problems that need the experience, skill and 
time older New Yorkers have to offer, and many older New Yorkers want opportuni-
ties to give back to their families, neighborhoods, and city. These exchanges 
between older people and their environment have tremendous potential to build 
connection and engagement in ways that promote aging resilience and active aging, 
while making the City a better place for people of all ages. However, to take advan-
tage of these urban assets that promote aging resilience, cities must make them 
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affordable, accessible, and visible. Most importantly, the urban advantages for 
active aging must be extended to even the most disadvantaged neighborhoods and 
individuals. Rather than starting from scratch to build new models and programs, 
urban environments like New York can be modified to foster aging resilience by:

Helping neighbors connect with and support one another as they age.•	
Creating opportunities for older adults to stay engaged in their communities of •	
affiliation.
Supporting ongoing opportunities for older adults to be engaged in civic city •	
life, particularly to plan for their own needs and communities.
Expanding access to material and emotional support for older adults who are •	
caregivers.
Developing meaningful jobs and opportunities for older adults who want to •	
work or volunteer.
Insuring that housing and the cost of living remain affordable for older adults.•	
Devising new ways of centralizing and disseminating information to older adults •	
from all cultural and linguistic backgrounds.
Helping older adults obtain the skills and tools needed to connect to people and •	
information online.
Fostering strong a city infrastructure to keep neighborhoods free of crime, •	
streets and sidewalks accessible and safe, and transportation systems affordable 
and easy to access.

Cities, such as New York, are not currently doing all that they can to promote the 
resilience of their aging populations. Moreover, there remain profound inequities 
regarding who is able to take advantage of the best that cities have to offer. Urban 
areas have some unique environmental advantages they can exploit to confront the 
pressing demographic challenges before them. Mass transit, population density and 
diversity, existing social networks and affiliations, and access to health care, ser-
vices, and activities promote connection, engagement, and health among older 
adults. Thoughtful and creative planning can transform these urban assets into 
environments that support resilient, active, and healthy aging for all city dwellers.
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Supported by a cultural change movement, resilience in long-term dementia care 
has become increasingly relevant and important. The process of cultural change 
promotes resident-directed care and quality of life, with the care-based relationship 
between the resident and direct care workers emphasized (Foy Whithe-Chu et al. 
2009). Examples of this cultural change include care settings in a homelike envi-
ronment focusing on residents’ autonomy, opportunity for choice, and sustaining a 
sense of self and control. This chapter illustrates characteristics and experiences 
with homelike dementia care setting in the Netherlands and United States.

Although the majority of people with dementia live at home, long-term institu-
tional care is often inevitable as the disease progresses, and is especially likely for 
those without family members available to provide care. Traditionally, long-term 
care for people with dementia was based on a medical-somatic model of care, 
emphasizing illness and treatment of underlying pathology. Basic nursing and medi-
cal care services were emphasized in a protected setting where the resident would 
be safe. Physically long-term care facilities often resemble hospitals, with long 
double-loaded corridors, a nurses’ station and staff uniforms. Their rules and rou-
tines governing daily life permit little individualization. Currently, there is a shift 
toward strength-based and person-centered care for people with dementia living in 
care facilities: care aimed at building on a patient’s personal strengths and supporting 
the overall well-being of the individual (e.g. Foy White-Chu et al. 2009).

Implementation of person-centered care required changes in environmental 
design practices to promote greater autonomy, privacy, personal identity and  
personhood, and socialization (Calkins 2001; Cutler et al. 2007; Zeisel et al. 2003). 
Guiding principles for these environmental changes can be traced back to Lawton’s 
ecological model of a supportive and stimulating care environment (Lawton and 
Nahemow 1973). Additionally, it was suggested that people with dementia thrive 
best in small settings that are similar to homes where they have lived during their 
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lives rather than in complex organizations that are hotel-like or hospital-like, and 
therefore, hard to navigate.

Together, conceptual and environmental design changes have resulted in the 
development of new long-term care settings for older people with dementia: small-scale, 
homelike settings, in which normal daily life is emphasized. These facilities correspond 
with a common and desirable policy trend in many countries towards making insti-
tutional dementia care as homelike as possible and enabling residents as much as 
control over their lives as possible (Moise et al. 2004). Internationally, various 
small-scale, homelike dementia care settings have been established (Verbeek et al. 
2009a). Examples include small-scale living in the Netherlands (te Boekhorst et al. 
2009; Verbeek et al. 2009a), Green Houses® in the United States (Kane et al. 2007), 
group living in Sweden (Annerstedt 1993), residential groups in Germany (Dettbarn-
Reggentin 2005) and group homes in Japan (Funaki et al. 2005).

In this chapter, we discuss types of small-scale, homelike nursing-home settings in 
two countries: the Netherlands and the United States. In the latter, small-house nursing 
homes are emphasized, some of which are known as Green House® settings. After 
presenting descriptive information and research findings about programs, physical 
environments, staffing, and family involvement, we conclude the chapter with some 
general implications for further research, practice, and policy development.

Experiences from the Netherlands

Dutch Nursing Home Care

Dutch nursing home care is delivered mainly through the non-profit sector and 
covered by insurance mandated by the Exceptional Medical Expenses Act. Nursing 
home care is primarily provided for people with chronic somatic (i.e. physical) 
diseases or with progressive dementia; they are cared for within specialized somatic 
or psychgeriatric wards (Schols et al. 2004). Residents in psychogeriatric wards, 
also known as dementia care units, usually live in the nursing home until death.

The majority of nursing home care for people with dementia is provided in  
psychogeriatric wards located within traditional nursing homes. These wards can be 
compared with specialized Alzheimer units in the United States (Schols et al. 2004) 
and normally house around 20–30 residents. Although the environment is adapted 
for people with dementia, the wards often have an institutional character (Verbeek 
et al. 2009b). Institutional features may include long corridors, staff wearing uni-
forms, the nurses’ station, and daily life organized by routines of the nursing home.

Long-term care for older people with dementia is currently in a transformation 
phase in the Netherlands (Schols 2008). Socialization of care has resulted in deinsti-
tutionalization and normalization of long-term dementia care. Values such as pre-
serving residents’ autonomy, offering a familiar and homelike environment, enabling 
residents to continue their own lifestyles and promoting overall well-being hold a 
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prominent place in long-term care. Therefore, dementia care is increasingly orga-
nized in small-scale and homelike settings, also referred to as small-scale living or 
group living (te Boekhorst et al. 2007; Verbeek et al. 2009a). It is estimated that by 
2010, about one-fourth of all psychogeriatric nursing home care will be organized in 
these small-scale settings. The Dutch government stimulates the development of 
these care settings by adjusting policies and financial support.

Small-Scale Living in the Netherlands

Small-scale living promotes domesticity, familiarity, sense of belonging, trust, and 
normality. These values should be equally reflected in both the physical environ-
ment and care giving philosophy. Residents are offered opportunities to perform 
tasks for themselves (increasing autonomy) and have as much control over their 
own lives as possible (increasing empowerment) (Van Audenhove et al. 2003).

Definition of Small-Scale Living. Although small-scale living is rapidly expanding, 
there is debate about its precise definition. Te Boekhorst et al. (2007) used Concept 
Mapping analysis to define small-scale living. Their analyses resulted in six clus-
ters, which reflect the essential elements of small-scale living: (1) a home for life; 
(2) normalization of daily life (activities are centered within household daily life); 
(3) resident autonomy and choice; (4) nursing staff as members of the household; 
(5) the social environment resembles a family; and (6) small-scale living is situated 
in an archetypical house. The emphasis in all clusters is to provide opportunity for 
residents and their family members to sustain a sense of self, preserve identity, and 
exert control over daily life. Normalizing activities of daily life, engaging in mean-
ingful activities, and including nursing staff as members of the household all con-
tribute to the resilience of the residents.

In everyday practice, daily routine in small-scale settings is mainly determined by 
household chores, in which residents are encouraged to participate. In general, domestic 
features such as a kitchen, dining area, bathing room and laundry area are present in all 
small-scale living settings. However, there is a large variety in scale, location, and other 
physical features of small-scale living in the Netherlands.n investigation of physical 
characteristics, of small-scale living in the southern part of the Netherlands (Verbeek 
et al. 2008a) revealed that the majority of small-scale living settings served a small 
number of residents (M = 32 residents). Most small-scale living settings included a 
clustering of units, ranging from three to eight per location, situated within the com-
munity or as part of a larger service facility. A broader service facility might offer, in 
addition to these specialized dementia care units, a home for frail elders, or assisted 
living care for people with psychiatric problems or intellectual disabilities. The majority 
of all care settings are purpose-built. Although stand-alone settings reduce the institu-
tional look of the care setting, they often are difficult to maintain due to financial and 
organizational constraints. All small-scale living care settings used technology support 
– in the Netherlands referred to as “domotica.” The main goals of domotica are mobile 
communication among staff (nursing staff as well as other staff), safety, and increasing 
resident’s well-being, comfort, and ease.
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Nursing staff consist of nursing assistants (NAs), certified nursing assistants 
(CNAs), and registered nurses (RNs). Staff members may also include specialists 
other than nurses, such as social work, and may receive extra trainings such as in 
medication administration. To ensure that daily life is as normal as possible, per-
sonal care is integrated in daily routines. Nursing staff are responsible for personal 
and medical care and performing domestic chores (i.e. cooking, cleaning) and orga-
nize recreational activities (te Boekhorst et al. 2008b). In small-scale living only 
one or two nurses are usually present during the day to manage all tasks. A tradi-
tional psychogeriatric ward requires many more staff members.

The nursing home physician, an officially recognized medical discipline in the 
Netherlands, supports the nursing staff. Consultation is also provided by psycholo-
gists, physiotherapists, dieticians, occupational therapists, and recreational thera-
pists. While physicians are considered central employees of regular psychogeriatric 
wards, all supplemental medical specialists are regarded as visitors to the small-
scale care setting.

Residents

Small-scale living is regarded as an alternative care setting for regular psychogeri-
atric wards in a traditional nursing home, and therefore does not require additional 
admission criteria. All residents require a nursing home level of care, although resi-
dents’ level of cognitive and functional performance may be higher in small-scale 
living (te Boekhorst et al. 2009; Verbeek et al., 2010).

Van Audenhove et al. (2003) argue that small-scale living settings may not be appro-
priate for all residents. Relationships with others (residents, family, and nursing staff) 
are very personal and intimate. Residents who prefer to be alone, or who are sensitive 
about privacy, may not find small-scale living appropriate. In addition, it might not be 
suitable for residents who have extreme behavioral problems (Verbeek et al. 2008a) or 
need to walk around a lot or need a lot of space. Admission decisions need to be made 
very carefully and require experience and knowledge from staff and management.

Findings from the few studies that have assessed the effects of small-scale living 
suggest several resilience-promoting outcomes for residents (de Rooij et al. 2009).  
For example, residents of small-scale living were more socially engaged, have more 
things to do, and enjoy more aspects of the environment than residents living in 
regular psychogeriatric wards (te Boekhorst et al. 2009). In addition, physical 
restraints were used less with residents in small-scale living than with residents of 
psychogeriatric facilities. Declercq (2009) found that residents in small-scale living 
compared to those residing in traditional psychogeriatric wards interacted more 
with nursing staff and residents in advanced stages of dementia and initiated more 
frequent non-verbal communication. However, most studies suffer from method-
ological limitations such as a small sample size and base-line differences between 
residents. Verbeek et al. (2009b) have designed a study to tackle these issues and 
investigate effects on residents, family caregivers and nursing staff.
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Family Caregivers

In small-scale living, family caregivers are a part of the household. They can visit at 
any time, help with daily activities and household chores, join residents for dinner, 
and are actively involved with all residents. To investigate the experiences of family 
caregivers with respect to small-scale living settings, Verbeek et al. (2008a) con-
ducted interviews with family members of residents. Almost all family members 
were very positive about small-scale living. They felt the needs, wishes, and beliefs 
of their residents were very well respected and residents were encouraged to live 
their lives as they were accustomed. Staff members were very involved with both 
residents and family members. This personal attention and compassion was highly 
appreciated. Additionally, family members appreciated their involvement with care 
and the household in the small-scale care setting. All settings were perceived as very 
homelike; the atmosphere and ambience played a crucial role. Collective meal 
preparation was highlighted as a crucial component of this special, homelike envi-
ronment. Other daily activities such as reading the newspaper and playing games 
increased the feeling of being at home. Family members also valued physical char-
acteristics of living rooms, kitchens, and the residents’ private rooms. They also 
appreciated residents being allowed to bring their own furniture and other personal 
belongings into the house. Finally, families found it very important that small-scale 
living had a home-for-life principle. Once admitted, residents should not be trans-
ferred to another care setting, even when the disease progresses because of the 
potential stress and negative outcomes for the residents.

Family caregivers of people with dementia often experience high level of stress. 
Te Boekhorst et al. (2008a) investigated the effects of small-scale living settings on 
three aspects of family caregivers’ psychological distress: burden, psychopathol-
ogy, and competence. No location effects were found: family caregivers in small-
scale living did not experience less psychological distress compared with those in 
traditional nursing homes. These findings conflict with previous research which 
reported group-living care to be more effective in reducing caregiver burden com-
pared with other types of nursing home care (Colvez et al. 2002). However, differ-
ences were identified in how caregivers in small-scale living and traditional nursing 
homes experienced the care delivered and contact with nursing staff (te Boekhorst 
et al. 2009). Family in small-scale living felt that nursing staff had more respect for 
a residents’ perception of the environment, asked more frequently for former habits, 
and appeared less hurried. Additionally, they perceived more personal attention 
from staff as family caregivers.

Staff’s Perspective

Working in a small-scale living setting is very different from employment in a regu-
lar psychogeriatric ward. Small-scale living resembles family life and only 1–2 
nurses manage the household each day. What does this mean for the nursing staff? 
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To investigate this, we interviewed nursing staff and managers working in four 
small-scale living settings in the southern part of the Netherlands (Verbeek et al. 
2008a). Most staff members had deliberately chosen to work in a small-scale living 
setting. Personal contact with residents was the main reason for making this choice. 
They had more time for personal attention in small-scale living than in a regular 
psychogeriatric ward. Additionally, they appreciated the broadening of their tasks 
and the freedom to plan their day, thus promoting creativity among nursing staff.

The nursing staff also indicated that working in small-scale living is physically 
less intensive than the work in a regular psychogeriatric ward. Mentally and psy-
chologically, however, small-scale living is demanding. It can be stressful to work 
and live with demented residents for 8 h a day. Nevertheless, nursing staff say that 
living together with the residents is also very satisfying. They feel a large commit-
ment to their work, which is considered as very important. Residents can return a 
lot as well, for example, when residents react to positive attention.

Management indicated that nursing staff was specifically recruited. Their atti-
tudes and visions of care giving were considered as very important. Treatment and 
direct contact with residents, for which communicative and social skills are essen-
tial, were paramount in small-scale living. Furthermore, staff members need to be 
able to work independently, be flexible, and have good organizational skills.

Te Boekhorst et al. (2008b) investigated differences in nursing staff’s job char-
acteristics in traditional nursing homes and small-scale living and the influence on 
well-being. Their results indicate that professional caregivers in small-scale living 
settings experienced a higher job satisfaction and less burn-out symptoms than 
those working at regular psychogeriatric wards. The nursing staff members were 
less emotionally exhausted, and experienced less depersonalization and an 
increased sense of personal accomplishment. These findings suggest that small-
scale living facilities may have a positive effect on resilience for both nursing staff 
and residents.

Mediating job characteristics, including job autonomy, social support, and job 
demands may help explain these differences (te Boekhorst et al. 2008b). Nursing 
staff in small-scale living experienced more autonomy in their work; they had more 
control and decision authority. Furthermore, they experienced more social support 
from colleagues, although working alone more often. This is explained by a higher 
quality of contacts: the team shares responsibility for the residents’ care and there-
fore interaction revolves around the residents, possibly increasing social support. 
Finally, staff in small-scale living experience less job demands, as measured in 
work and time pressure. Small-scale living is not guided by the routines of the 
organization, but by the needs and wishes of the residents.

Experiences from the United States

With the enactment of Medicare and Medicaid in 1965, nursing homes expanded 
rapidly and became the dominant modality for publicly funded long-term care in 
the United States. Nursing homes are licensed by the states in which they are 
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located and certified to receive federal payments. They are expected to provide a 
broad range of services to a wide range of residents, including rehabilitation, end-
of-life care, and ongoing long-term services for people with physical disabilities, 
cognitive impairment, or both. Considerable variation can be found across states, 
but the model nursing home has about 100 beds and is operated as a proprietary 
organization; most residents live in shared rooms. Although in the 1950s and early 
1960s, elderly persons with Alzheimer’s disease or other dementias often received 
custodial care in geriatric wards of state psychiatric hospitals, financial incentives 
operating since 1965 have led to the virtual elimination of long-stay care in psychi-
atric hospitals. Partly in response to quality problems, nursing homes have become 
strictly regulated; standards have been developed, nursing homes are inspected for 
compliance with those standards, penalties have been affixed, and comparative 
quality information has been made available to the public. Nursing homes have 
been criticized for the quality of their care, their regimentation, and the poor quality 
of life experienced by many residents (Shields 1988). Much of the critique can be 
summarized by the term “bed and body work,” introduced by Gubrium (1975) to 
describe the task-oriented focus of the direct care workers. Three trends have influ-
enced Alzheimer’s care in nursing homes in the United States.

Dementia Special Care Units

Beginning in the 1970s, traditional nursing homes began to establish dementia 
special care units (SCUs). These units were ideally characterized as a defined section 
of the nursing home that is secure and locked and has a physical design suited to 
persons with dementia, staff specially trained in dementia care, specific programs 
designed for people with dementia, and defined admission and discharge criteria 
(Lawton 2001). In practice, by the mid-1990s, almost 25% of nursing homes had 
one or more dementia SCUs. These SCUs varied enormously, however, in their 
goals, target populations, and programs; they also differed in the extent to which 
the special training and programming occurred (see Maslow and Ory 2001). Most 
were not small, but rather home to approximately 40 people, comparable to other 
units. Some were designed to work with people who had few nursing needs, but 
exhibited so-called behavior problems with the plan that unit residents be dis-
charged to a different unit for end-of-life care.

Residential Care and Assisted Living

A second trend in dementia care was that individuals with dementia began to utilize 
alternative residential programs rather than licensed nursing homes. Persons with 
dementia appeared to thrive in small group settings, such as family care homes or 
adult foster homes (Kane et al. 1991), perhaps because the settings were so similar 
to familiar living situations, were small, and easily negotiated because of the size. 
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Residential care settings, freed of the regulatory constraints associated with nursing 
homes, also developed dementia SCUs or dementia-specific settings organized into 
small living units in pods or small connected buildings. Apartment-style assisted 
living settings emerged in the late 1980s and expanded rapidly. Development were 
driven by an ideal of providing older people who needed the nursing-home level of 
care with normal living quarters and a program of services that emphasized indi-
viduality, choice, dignity, privacy, and normal life-style (Wilson 2007). Considerable 
work has been done to summarize accomplishments in assisted living, sometimes 
with special reference to dementia care (Kane et al. 2007; Zimmerman et al. 2001, 
2005). In general, assisted living and other residential settings not licensed as nursing 
homes have become laboratories for new models of care.

Assisted living for old people has also been vigorously critiqued. First, depending 
on state regulations and the preferences operators, residents may be discharged to 
nursing homes when their acuity reaches some specified level (Mead et al. 2005). 
The smallest assisted living settings, including those licensed as adult foster homes 
in some states, are often literally in private home settings, and may be better able 
to retain residents when their health or cognitive conditions deteriorate, but, para-
doxically, they may also have more rules governing the daily lives of residents 
(Eckert et al. 2009). Second, although assisted living settings have often managed 
to provide normal community living conditions, they rarely provide the organized 
health care services needed by so many older people (Kane and Mach 2007). Third, 
those assisted living settings for seniors that live up to the conceptual ideals of 
privacy, individualization, and function-enhancing amenities tend to exclude most 
low-income people and reject subsidization by the Medicaid program (Hernandez 
and Newcomer 2007).

In the last decade, most state governments have moved toward reducing their 
dependence on institutions for all populations needing long-term supportive ser-
vices. There has been some critique, however, that residential care settings in the 
community can easily take on the qualities of institutions. A recent analysis sug-
gested five criteria that could render a setting less institutional and more community 
oriented, namely: smaller scale; more residential physical features; more control, 
choice, and individualization for residents; more ability for residents to integrate 
with the larger community outside the setting, particularly on an individualized 
basis; and control over when and whether the person leaves the setting to go else-
where, including to a more intensive care setting (Kane and Cutler 2009). Some 
analysts speculate that nursing home and residential care sectors will converge.  
If so, the hope is that the best elements of assisted living environments will be 
combined with the greater care capacity of nursing homes (Calkins and Keane 2008).

Culture Change Movement

A third influence on the development of small-scale nursing homes is broadly 
known as the culture change movement (Weiner and Ronch 2003). In general, the 
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culture change movement is directed towards improving everyday life in nursing 
homes in such a way that residents experience more individualized care and have a 
better quality of life. This culture change is initiated through changes in architec-
tural design to create more homelike normal environments and promote better 
functioning; changes in staff training and hierarchical roles based on the belief that 
frontline staff with greater power can offer improved flexibility to residents; and 
changes in programs and policies to minimize routines.

The environmental elements of culture change have often involved creating 
households of 8–10 people and structuring neighborhoods (i.e. clusters of house-
holds); residential kitchens and laundry areas may also be made available to resi-
dents. Private rooms are becoming more prevalent in nursing homes in general, 
partly because of the competition from other settings like residential care and partly 
because of the strong preferences that residents and family show for private rooms 
even for people with dementia (Kane et al. 1998). Some claim that people with 
dementia are calmer with private rooms. When residents have private rooms and 
private in suite bathrooms, some authorities argue that separation of people with 
dementia from those without dementia is less important.

The trend in nursing homes in the United States is towards more management at 
the unit level and replacement of large-scale dining with dining on specific units or 
choices of dining venues in a facility. A related trend is to permanently assign nursing 
staff, especially front-line nursing assistants, to particular units, and even to particular 
residents, for continuity of services.

Small-Scale Living in Nursing Homes in the United States

In the remainder of this section, we discuss just one type of small-scale nursing 
home emerging in the United States, the small-house nursing home, and its trade-
marked prototype, the Green House® setting. It is the most dramatic manifestation 
of small-scale nursing home because entirely separate buildings are used for each 
house, though several small houses can be linked administratively and hold a single 
nursing-home license. With a few exceptions, implementation to date has not been 
specific to dementia care, but many people with dementia have been served in the 
Green Houses and small-house nursing homes.

In 1991, William Thomas founded the Eden Alternative to combat what he 
called the scourges of nursing-home life – loneliness, boredom, and lack of meaning. 
The Eden Alternative envisaged a nursing home full of plants, animals, and chil-
dren, but more importantly a setting with empowered frontline staff, flattened 
hierarchy, flexible routines, and room for spontaneity in residents’ lives (Thomas 
1994, 1996, 1999). Many care settings and state nursing-home trade associations 
became captivated by the ideals and values inherent in the approach.

Thomas came to believe that although the Eden Alternative correctly diagnosed 
a problem with nursing homes, its solution was insufficient, and that a complete 
transformation and de-institutionalization of the nursing home was required.  
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The articulation of the Green House idea began with that insight. The details of the 
model are highlighted in the next section, with more details available elsewhere 
(Rabig et al. 2006).

The Green House®Setting. The Green House, now a trademarked name, is a self-
contained small house that is licensed as a nursing home or part of a nursing home 
and that serves no more than ten nursing-home residents. Self-contained means that 
the Green House should not be linked to any larger facility but be free standing with 
its own mechanical engineering systems, its own doors to the outside, and its own 
core staff. The physical environment includes a large family-style kitchen and dining 
area, and a living room with a fireplace (called the hearth). Meals are prepared in 
that kitchen, which is open to residents, and consumed in the dining area at a large 
family-style table. Each resident has a private room and en suite bathroom with a 
shower, an office/study for staff, a smaller sitting room (called a sunroom or a den), 
a patio, and an area with a whirlpool tub and hair dressing facilities complete the 
original plan. In an initial slogan, the physical setting was to be “warm, smart, and 
green.” The latter referred to vegetation and growth, and “smart” referred to the 
plan that a variety of technologists would be employed to enhance care, function-
ing, and overall quality of life for the elders (the term for residents). The main 
manifestation of technology in the original prototypes was ceiling lifts that enabled 
one person to assist a transfer in and out of bed and from bed to toilet. Another 
mantra for the building was that nothing should be found in the Green House that 
would not be found in a private home. Institutional hallmarks such as medication 
carts were to be abolished. Most medications are, in fact, stored in a lockable wall 
cabinet in each elder’s room.

The Green House transformed care arrangements as well as environmental 
plans. The core staff members of each Green House were the CNAs, who received 
additional training and had markedly expanded roles. Besides fulfilling all the ordi-
nary responsibilities for personal care to meet ADL, IADL, and cognitive needs and 
assisting nurses with routine nursing care, they were charged to develop menus, 
prepare meals, serve meals, perform light housekeeping, and do the residents’ personal 
laundry. They were also deemed resident development specialists who would know 
each elder well, implement plans to meet individual resident needs and fulfill 
personal preferences. In the Green House, this new type of personnel was called a 
Shahbaz (plural Shahbazim), a term suggested to remove all historical baggage 
associated with the designation “nurse’s aide.” In other models, they are sometimes 
called resident assistants or elder assistants. The Shahbazim were responsible for 
the life of the house. All professional staff required by law in nursing homes (e.g. 
nurses and director of nursing, medical director, activities director, social work 
director, dietician, therapists, etc.) were considered a clinical support team who 
visited the residents in the houses to provide direct care and support to Shahbazim. 
In clinical areas where they had legal responsibility (especially nursing), the clinical 
support team members provided direction and oversight to Shahbazim and other-
wise acted as resource persons for the frontline staff. Adapted from work done by 
Yeatts et al. (2004) to establish functional work teams in traditional nursing homes, 
the frontline staff were constituted as self-directed work teams, and were responsible 
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for their own scheduling and problem-solving (Rabig 2009). Rotating roles were 
assigned through the team, including house coordinator, coordinator for food, coor-
dinator for housekeeping, scheduling coordinator, and later, quality of life coordi-
nator. The Shahbazim did not report to nursing staff but to an administrator, known 
as a guide.

The final component of the model was an emphasis on quality of life, individu-
alization of care, and integration with the community. The model envisaged a 
“sage,” or wise community resource-person that would be an additional sounding 
board for Shabazim. Overall, the entire model emphasized quality of life outcomes. 
The Green House was not specifically an intervention designed to change the delivery 
of care, but to facilitate the Green House model some homes have streamlined 
medication regimens and improved communication about health-related changes.

Implementation of the Green House®Setting. The first implementation of the 
Green House was in a 140-bed traditional nursing home within a multilevel retire-
ment community. The sponsor downsized its original setting and relocated 40 
nursing-home residents to 4 Green Houses, which were constructed in a residential 
section of the campus. Two of these Green Houses were occupied by the former 
residents of a locked dementia SCU, and the other two were occupied by residents 
in the general campus, selected from volunteer applicants in order of their length of 
time in the retirement community.

This program was evaluated through a longitudinal study of quasi-experimental 
design that compared resident outcomes with those of two comparison groups – 
residents in the parent nursing home from which the Green House residents came 
and residents from a nursing home in another non-profit retirement campus about 
90 miles away. The investigators hypothesized that Green House residents would 
have better quality of life, based on the 11 domains of quality of life measures 
developed specifically for nursing homes, than the two comparison groups and that 
Green House elders would be more satisfied with their care and would not suffer 
any deterioration of health and functional outcomes as measured by standardized 
quality indicators based on the minimum data set (Kane et al. 2003). All hypotheses 
were confirmed, and in fact some of the quality indicators were statistically signifi-
cantly better for the Green House than the comparison groups, particularly the 
indicator on minimizing decline in physical functioning (Kane et al. 2007).

Family and staff members also benefit from involvement with the Green House. 
For example, family members maintained greater involvement with their relatives 
in the Green Houses and were more satisfied with their relatives’ care than families 
with relatives in the other living facilities (Lum et al. 2008). Compared to the con-
trol groups, the CNA-level staff believed they knew their residents, had more sense 
that they could positively influence outcomes, and had great intrinsic and extrinsic 
job satisfaction.

Since the original implementation of the Green House model, the sponsoring 
nursing home in Tupelo has built additional Green Houses. The two Green Houses 
(Laney House and Page House) that were originally developed as dementia settings 
have retained their identity. Five years after implementation, most of the original 
residents in the houses were still living, though some had lost their ambulatory 
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status or become less verbal. Staff turnover in those houses was also low. Newly 
admitted residents who might have qualified for the dementia SCU because of 
moderately advanced dementia with behavior issues tended to be admitted to those 
original dementia homes. But other Green Houses on the campus also served many 
elders with dementia, and no effort was made to relocate people who deteriorated.

In 2005, the Robert Wood Johnson Foundation funded a large 5-year project for 
rapid replication of Green Houses with the goal of implementing 50 new Green 
House programs and having widespread presence in most states. Counting the 
Mississippi programs, as of July 2009, at least 15 nursing-home Green House proj-
ects are operating in 11 states, and many more are in construction or under develop-
ment. From review of the website, it appears that only one is planned to be a 
dementia-specific Green House.

In addition to the Green House projects, other firms are developing variations on 
the small-house theme that are similar but do not carry the Green House trademark. 
One such program has been developed by the Otterbein Retirement Homes of Ohio, 
a non-profit firm that operates a multi-level retirement campus. Two variations in 
this Otterbein initiative, called Avalon Neighborhoods by Otterbein, are notewor-
thy. First, the small-house nursing homes are situated away from the larger cam-
puses in regular housing areas; and second, the projects designate 1–2 houses for 
post-acute care and short-stay rehabilitation. The long-stay houses tend to have a 
majority of residents with dementia, although they also serve residents without 
dementia. Four 5-house Avalon neighborhoods are already operating, and one of 
this chapter’s authors (Kane) is leading a study particularly devoted to exploring 
lessons for Alzheimer’s care emerging from the Avalon neighborhoods.

Conclusions and Implications

This chapter illustrated small-scale, homelike dementia care settings in the 
Netherlands and the United States, both examples from a cultural change move-
ment in long-term care. The core values of various new models bear a strong 
resemblance to each other, emphasizing normalization of daily life, residents’ 
autonomy and choices, individuality in service provision, and empowerment of 
front-line staff. Upholding these values provide opportunities to promote and 
enhance resilience.

Differences in implementation of small-scale living also exist between countries. 
This may be partially related to disparities in organization of health care services in 
general, and dementia care specifically. Additionally, some differences exist with 
respect to residents and staff. In the Netherlands, the development of small-scale 
living is mainly focused on people with dementia, although settings for other 
groups, such as people with traumatic brain injury or physical disabilities, have been 
created. Developments in the United States have created settings for frail people in 
general. Staffing levels may vary between both countries, although the core values 
of all-round nursing staff – providing personalized care – are similar. These develop-
ments result in certain challenges for clinical practice and future research.
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Clinical Implications

There are several clinical implications for promoting positive growth and resilience 
in small-scale living. First, small-house models have shown “proof of concept”; 
they are operating successfully, they are liked by residents and their families, and 
tend to have waiting lists. Second, extraordinary skill development and empower-
ment has been observed among the CNAs and other nursing staff who work in these 
settings. Third, training of all personnel is essential to implement and sustain the 
model. Obviously the new elder assistant (referred to as the Shahbaz in the Green 
Houses) requires front-end training in a wide variety of topics, including culinary 
skills, managing kitchens laundries, housekeeping to conform to infection control 
standards, and team-building skills. Skills for effective communication with team-
mates, other nursing home personnel, families, and the general public are also 
crucial. Creativity, flexibility, and independence are important qualities for nursing 
staff in fulfilling these tasks.

Activities directors and occupational therapists are required to reinvent them-
selves and their programs because many of the large-group programs of conven-
tional nursing-homes were no longer viable. Furthermore, although the small-house 
settings themselves permit a more normal rhythm of daily activity for each resident, 
activities personnel need to help frontline staff determine ways to take advantage of 
opportunities afforded by the physical settings, small community, and relaxed rou-
tines. New avenues for cooperation and negotiation of roles need to be sought in the 
future. Creative approaches to activities that build on the preferences and biogra-
phies of the residents, particularly those with dementia, are especially needed. 
Although the natural rhythms of the house, including cooking, provide a focus of 
interest, some residents with dementia seem not to have enough to do, and frontline 
care providers need suggestions for how they can trigger meaningful solo activities 
or interactions among residents who have more difficulty initiating activities 
because of cognitive impairment.

Future Research

The small-house and small-scale living models are now operational, and have 
proven their feasibility. Future research – both quantitative and qualitative – is nec-
essary to refine the models. Based on our experiences, we recommend the follow-
ing research areas:

 1. Study of residents’ characteristics and research into which residents reside best 
in small-scale, homelike settings. It is important to study how particular mixes of 
residents based on their physical and cognitive impairment influence the well-
being of everyone in a small house. Additional studies of family members and 
staff, as well as the collective perspectives of all stakeholders also are 
warranted.

 2. Examination of the appropriateness of small-scale living for late-stage dementia 
residents.
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 3. Post-occupancy evaluations to determine which aspects of the physical designs, 
fixtures, and furnishings and social and organizational environment work well 
and what could be improved. Additionally, greater detail and clarification of the 
concept of what constitutes small-scale, homelike settings is needed.

 4. Investigation of the construction and operational costs of small-house nursing 
homes under differing assumptions of spaciousness, amenity level, and staffing.
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Mental health care for a rapidly aging population is now, and will continue to be, a 
significant public health challenge. By the middle of the century, 2050, it is estimated 
that there will be between 11 and16 million persons aged 65 and older with Alzheimer’s 
disease, a significant increase beyond the 5.1 million Americans in that age group with 
Alzheimer’s disease in 2009 (Alzheimer’s Association 2009). The number of persons 
aged 65 and older with other psychiatric disorders will more than double from about 
7 million in 2000 to over 15 million in 2030, about 25% of the older population (Cohen 
and Eisdorfer 2011). Another 10–15% of older adults will experience significant emo-
tional problems associated with the vicissitudes and stressful losses of later life.

Functional effectiveness and vitality are diminished when multiple illnesses, 
chronic conditions, injuries, and/or frailty interfere with physical and mental func-
tioning. Prevalent chronic conditions in the population aged 65 and older include 
arthritis, hypertension, hearing and visual deficits, heart disease, diabetes, cancer, and 
stroke. Furthermore, emotional distress and psychiatric disorders occur in 25–50% of 
older persons with chronic illnesses (Hybels and Pieper 2009). Individually and col-
lectively, these conditions negatively affect quality of life and contribute to functional 
decline, additional years spent in pain and misery, and increased dependency.

Unfortunately, mental health problems are usually not recognized, diagnosed 
accurately, or treated adequately in primary care settings, the de facto mental health 
system for older adults. Unrecognized and untreated, these illnesses decrease an 
individual’s resiliency, diminishing his or her ability to recover and maintain well-
being. Significant mental health problems interfere with cognitive, behavioral, 
emotional, and physical function which in turn may adversely affect an older 
adult’s recognition that a problem exists, desire and/or ability to seek help, use of 
family and social supports, engagement in healthy behaviors, and successful coping 
with personal and life stressors.

A great deal can be done, however, to maximize resilience, functional effective-
ness, and quality of life of older adults if they seek and find accessible services 
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where clinicians are trained to detect, diagnose, and treat psychiatric problems. 
Scholars estimate that one-third of older adults living in the community need mental 
health care but less than 3% are seen in outpatient mental health clinics, psychiatric 
hospitals, general hospitals with psychiatric units, and VA medical centers combined.

Clinical depression is one of the most common psychiatric disorders in older 
people, ranging in severity from mild to severe and life threatening (Heisel and 
Duberstein 2005). Twenty-five to thirty percent of older people living in the com-
munity report mild symptoms, and major depressive disorders occur in 1–9%, rates 
similar to those seen in younger populations (Blazer 2003). Untreated depression 
can be lethal, leading to suicide and homicide-suicide (Cohen and Kim 2007). 
Clinical depression is one of the most common risk factors for suicide, and the 
highest suicide rate occurs among men 65 years and older. Over 80% of suicides 
are men, and their suicide rates increase dramatically with advancing age. Older 
people also have homicide-suicide rates 2–3 times higher than younger persons, 
with over 90% of homicide-suicides perpetrated by men, 70% of whom have 
depression associated with caregiving strain (Cohen et al. 1998; Cohen 2002). 
Suicide rates do not increase with age in older women. Unfortunately, most older 
people do not seek or receive help for their depression, although as many as 70% 
have seen their primary care providers for medical consultation within 4 weeks of 
completing suicide or homicide-suicide.

The Need for Home and Community-Based Psychiatric Services

Traditional outpatient programs have not been responsive to the mental health 
needs of older people living in the community for several reasons, including the 
limited availability of mental health programs, the lack of staff knowledgeable 
about geriatric mental health care, the failure of older people and their family mem-
bers to recognize the presence of mental health problems, the reluctance of older 
people to use services, and the many practical barriers to utilization of services, e.g. 
lack of transportation, impaired physical mobility.

Home and community based programs are needed to reach out to vulnerable 
older people in the community. Those among the old-old (ages 76–84) and oldest-
old (ages 85 and older), especially, are often isolated from family, have limited 
mobility, and/or are homebound. Home-based crisis response teams with intensive 
care management appear to provide effective psychiatric management of mentally 
ill older persons who are homebound, leading to decreased frequency of psychiatric 
hospitalizations, reduced length of hospital stays, and stabilization at home (Dibben 
et al. 2008; Kohn et al. 2002). Unfortunately, few of these programs exist in the 
United States or the United Kingdom (Cooper et al. 2007; Richman et al. 2003).

The available literature describes four types of psychiatric home-based programs: 
crisis teams, mobile mental health teams without psychiatrists, mobile psychiatric 
teams without medical back-up, and multidisciplinary psychiatric mobile teams. 
However, most studies of these models have been descriptive and have not used 
uniform data collection to evaluate their effectiveness (Kohn et al. 2002).
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The objective of this chapter is to provide a description and evaluation of a Geriatric 
Mobile Crisis Response Team (GMCRT) for older persons who were referred for 
mental health problems. Gulf Coast Jewish Family Services, a comprehensive mental 
health program in Florida, has successfully operated a GMCRT in two counties 
(Pinellas and Pasco counties) since 1994. An evaluation of the GMCRT in its first year 
of operation showed the effectiveness of the program in improving overall global 
functioning and reducing depression (Paveza 1996). Gulf Coast Jewish Family 
Services received a state contract to provide a similar program in South Broward 
county beginning in the summer 2005. Since characteristics of community popula-
tions, e.g. cultural diversity, health disparities, age distribution, may affect the opera-
tion of these types of programs, an evaluation was considered necessary for the first 
year to identify the effectiveness of the new program. These factors may be a barrier 
to knowledge about the treatability of mental disorders, willingness to seek help, and 
ability to participate in treatment. The findings from the evaluation will be integrated 
into an overall discussion of resilience maintenance among older adults with mental 
health diagnoses.

Geriatric Mobile Crisis Response Team Program

The GMCRT program, which is conducted in close coordination with Florida State 
Adult Protective Services, receives referrals from the Florida Department of 
Children and Families, social service agencies, home health agencies, law enforce-
ment, aging network care managers, and others who deal with older adults. A very 
small number of clients self-refer. The GMCRT has a professional staff of three 
masters-level, licensed mental health professionals, and a consulting psychiatrist.

The GMCRT provides comprehensive in-home assessment, 24 h in-home crisis 
intervention, crisis intervention counseling, psychiatric evaluation, hospitaliza-
tion when necessary, care planning, linkages with community services, as well as 
follow-up and intensive case management, with the overall goal of responding to 
the mental health needs of older persons and reducing the risk of suicide and self-
injury. Clients who are seen after a referral are asked to sign a treatment consent 
form, and if they accept services, they are given a comprehensive mental status 
evaluation of behavioral and psychological functioning, then, if necessary, are seen 
by a psychiatrist in order to make triage decisions and create a care plan for inter-
vention. Clients who are determined to be a danger to themselves and/or others and 
will not go to a psychiatric facility voluntarily are hospitalized under the state’s 
civil involuntary commitment laws. Clients with Alzheimer’s disease and related 
dementias are referred to local geriatric dementia services.

Evaluation of the Geriatric Mobile Crisis Response Team Program

The objectives of the evaluation were to determine whether the client population 
treated by the Broward County GMCRT would show a reduction in psychiatric 
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symptoms and emotional distress and an improvement in functional effectiveness. 
Although the Florida Department of Children and Families provided funding for 
the clinical team, they did not allocate funds for the evaluation. Therefore, only two 
benchmark measures were included to measure outcome. The University of South 
Florida Institutional Review Board approved the evaluation study, which was based 
on secondary analysis of client admission and discharge data with all personal 
identifiers removed from client forms.

The client database included 42 persons enrolled, treated, and discharged 
between June 2005 and May 2006. No data were provided about the number of 
clients who refused services. The frequency of the diagnostic codes for those who 
accepted services were as follows: 43% with depressive disorders not otherwise 
specified; 43% with adjustment disorders with anxiety, depression, or both; 5% 
with major depressive disorder; and the remaining 9% with either dysthymia, alcohol 
abuse, panic disorder, or generalized anxiety disorder. A total of 10% described 
wanting to harm themselves, 5% wanted to harm themselves and others, and 2% 
wanted to harm another person.

The following client characteristics were included in the analysis: six sociode-
mographic items (age, gender, race, marital status, educational attainment, and 
living arrangement); five health characteristics (presence of developmental disabilities, 
physical disabilities, and ADL impairments as well as whether a client was legally 
blind or legally deaf); two program variables (admission and discharge date); and 
two psychiatric outcome measures.

Client admission and discharge scores on two outcome measures were analyzed 
using a simple pre-test/post-test design to evaluate change in client status and the 
effectiveness of the team intervention: the Brief Psychiatric Rating Scale – BPRS 
(Overall and Gorham 1962) and the Global Assessment of Functioning Scale – 
GAF (APA 2000). Both are rating scales completed by the clinician.

The BPRS measures 24 psychiatric constructs, each rated on a 7-point scale of 
severity ranging from “not present” to “severe.” The domains are somatic concern, 
anxiety, depression, suicidality, guilt, hostility, elevated mood, grandiosity, suspi-
ciousness, hallucinations, unusual thought content, bizarre behavior, self-neglect, 
disorientation, conceptual disorganization blunted affect, emotional withdrawal, 
motor retardation, tension, uncooperativeness, excitement, distractibility, motor 
hyperactivity, and mannerisms and posturing. This instrument can be administered 
rapidly, has strong inter-rater and test–retest reliabilities, and is a validated measure 
of change. The GAF is a 100-point scale which allows clinicians to rate overall psy-
chological and social impairment present in a person due to their psychiatric illness. 
It does not consider physical and environmental impairment. The GAF scores range 
from 1 to 100 and are divided into ten categories. Higher scores indicate a better level 
of overall psychosocial functioning. For example, a person with a score between 1 
and 10 is seen as in persistent danger of hurting themselves or others, while a 
person scoring between 91 and 100 is functioning at a superior level. The GAF is 
included as Axis V in the Diagnostic and Statistical Manual of Mental Disorders 
of the American Psychiatric Association (APA 2000). Several additional measures 
were originally included in the evaluation: the Mini-Mental State Examination 
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(Folstein et al. 1975) and the Geriatric Depression Scale (Yesavage et al. 1983). 
However, staff did not administer them to a sufficient number of clients at admission 
and discharge to permit test–retest comparisons.

Table 20.1 provides demographic information on the 42 clients who were 
enrolled and discharged from the program. Women outnumbered men 4:1, and the 
men were significantly older than the women, an average age of 83 years vs. 76 
years. The client population, both men and women, was largely non-Hispanic 
Caucasian (86%). A higher percentage of men were married compared to women, 
50% vs. 6%, whereas more women were widowed, divorced, or separated than 
men, 91% vs. 50%. The majority of women lived alone (62%), whereas most men 
lived with a spouse or family member (75%). Table 20.2 shows that the sample did 
not include persons with developmental disabilities or those who were legally deaf; 
only one client was legally blind. Most of the clients, both men and women, were 
free of physical disabilities and ADL impairments.

The average duration of treatment for the population was 18 weeks (range 5–42 
weeks), with 22 weeks for men and 18 weeks for women. A total of 70% of clients 

Table 20.1 Socio-demographic characteristics of 42 clients treated by 
the Broward Geriatric Mobile Crisis Response Team

Total Men Women

N 42 8 (19.0%) 34 (81.0%)
Age (Mean & SD) 77.7 ± 9.7 83.0 ± 9.8 76.5 ± 9.4
Race
 White 36 (85.7%) 7 (87.5%) 29 (85.3%)
 Black 4 (9.5%) 0 4 (11.7%)
 Hispanic 1 (2.4%) 1 (12.5%) 0
 Other 1 (2.4%) 0 1 (2.9%)
Marital status
 Married 6 (14.3%) 4 (50.0%) 2 (5.9%)
 Widowed 2 (50.0%) 3 (38.0%) 18 (52.9%)
 Divorced/annulled 14 (33.3%) 1 (12.50%) 13 (38.2%)
 Separated 1 (2.4%) 0 1 (2.9%)
Educational level
 Less than 12 years 9 (21.4%) 4 (50.0%) 5 (14.7%)
 High school degree 15 (35.7%) 1 (12.5%) 14 (41.2%)
 Some college 11 (26.2%) 1 (12.5%) 10 (29.4%)
 College graduate 4 (9.5%) 1 (12.5%) 3 (8.8%)
 Graduate school 3 (7.1%) 1 (12.5%) 2 (5.9%)
Living arrangement
 With spouse 4 (9.5%) 3 (37.5%) 1 (2.9%)
 With child 8 (19.0%) 2 (25.0%) 6 (17.6%)
 With other family 2 (4.7%) 1 (12.5%) 1 (2.9%)
 Alone 22 (52.4%) 1 (12.5%) 21 (61.8%)
 Supportive housing 6 (14.3%) 1 (12.5%) 3 (8.8%)
 Other 1 (2.4%) 0 1 (2.9%)
 Missing 1 (2.4%) 1 (2.9%)
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achieved their goals and were discharged without a diagnostic code. With one 
exception, the remaining clients were discharged with the same diagnostic code 
assigned at admission. An individual diagnosed with depression not otherwise 
specified at admission was diagnosed with dementia not otherwise specified upon 
discharge. Only 5% were institutionalized over the course of treatment. As seen in 
Table 20.3, the client population showed a significant decrease in psychiatric symp-
toms on the BPRS, although the total scores for intake were in the very mild range 
of symptom presentation. There was a significant improvement on the GAF; the 
mean intake score of 56.8 indicated moderate difficulty in functioning whereas the 
mean discharge score of 68.5 indicated mild difficulty in functioning.

Table 20.2 Health characteristics of 42 clients treated by the Broward 
Geriatric Mobile Crisis Response Team

Total (n = 42) Men (n = 8) Women (n = 34)

Developmental 
disabilities

 Yes 0 0 0
 No 42 (100%) 8 (100%) 34 (100%)
Legally deaf
 Yes 0 0 0
 No 42 (100%) 8 (100%) 34 (100%)
Legally blind
Yes 1 (2.4%) 0 1 (2.9%)
No 41 (97.6%) 8 (100%) 33 (97.1%)
Physical disabilities
 Yes 9 (21.4%) 2 (25.0%) 7 (20.6%)
 No 33 (78.6%) 6 (75.0%) 27 (79.4%)
ADL impairments
 Yes 8 (19.0%) 0 8 (23.5%)
 No 33 (78.6%) 8 (100%) 25(73.5%)
 Missing 1 (2.4%) 1 (3.0%)

Table 20.3 Psychiatric status and functional performance of 42 clients 
treated by the Broward Geriatric Mobile Crisis Response Team

Total (n = 42) Men (n = 8) Women (n = 34)

Duration of 
treatment 
(weeks)

18.6 ± 10.0 22.0 ± 13.6 17.8 ± 8.9

BPRS
 Admission 10.3 ± 5.1  6.5 ± 4.9 11.2 ± 4.8
 Discharge 5.0 ± 3.9  3.5 ± 2.9  5.4 ± 4.1

t = 0.34***
GAF
 Admission 56.8 ± 6.0 57.2 ± 5.9 56.7 ± 5.9
 Discharge 68.7 ± 6.9 69.5 ± 5.7 68.5 ± 7.2

t = −15.20***

***p<0.005
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Case Summaries

AK. AK, a 76-year-old divorced woman, was referred by a community case manager 
because she was experiencing anxiety related to her medical conditions, lack of 
resources, and distress about family issues. When AK was evaluated by the team 
social worker, she reported that her biggest fears were of falling and not being able 
to continue to live in her apartment. She was also upset that her brother and sister 
were spreading untrue rumors about her. The social worker concurred that AK’s 
anxiety was related to her physical limitations, not being able to live independently, 
and frustration with a long history of conflict with her siblings who lived in Ohio.

AK had an admitting BPRS score of 14 and a GAF of 50, and she was given a 
DSM-IV diagnosis of 300, Anxiety Not Otherwise Specified. The primary treat-
ment objectives were to address AK’s anxiety and concerns about her health, risk 
of falling, and sibling relationships in counseling and to link her with resources in 
the community to support her living safely at home. AK was given a weekly 1-h 
therapy session to deal with her issues as well as learn relaxation skills and assertive 
communication skills. She requested a female counselor who was provided for her 
therapy. AK was also referred to home health care to evaluate her needs for services, 
durable medical equipment, and physical therapy.

AK had excellent verbal and written skills and was highly motivated to meet her 
goals. She was discharged after 4 weeks with a BPRS of 4 and a GAF of 75. She 
was able to perform her personal care activities safely and independently with the 
use of assistive devices, including a walker and shower chair. AK was able to process 
the long term, chronic issues with her siblings and was able to use more effective 
coping styles to deal with the stress.

DG. DG, an 86-year-old divorced woman, was referred by Adult Protective 
Services (APS) because of a serious depression associated with multiple health 
conditions, relationship problems with her brother, and having been removed from 
her brother’s home to an assisted living facility (ALF). When DG was evaluated by 
the team social worker, she reported that she was unhappy with the staff and the 
living conditions at the ALF, and she wanted a better relationship with her brother. 
DG also indicated that she wanted to hurt herself and had thought about suicide. 
The social worker observed that DG had little insight into her situation and the 
responsibility she had in making any improvements. DG was unwilling to discuss 
a treatment plan, blamed others for her problems, and would not acknowledge her 
role in bringing about the move or what she could do to change her situation.

DG had an admitting BPRS score of 26 and a GAF of 40, and she was given a 
DSM-IV diagnosis of 311, Depressive Disorder Not Otherwise Specified. The primary 
treatment objectives were to help DG understand how her behavior contributed to her 
interpersonal problems and to develop an understanding of how her depression was 
both a cause and a consequence of her conflicts with others. The team social worker 
provided short-term crisis counseling, case management, and tried to work on the 
relationship between DG and her brother. Although DG’s brother agreed to joint ses-
sions, he always cancelled claiming the issues were too stressful. The therapist tried 
to talk with DG to help her accept the impasse in this relationship, but she would not 



312 D. Cohen and B.L. King-Kallimanis

discuss the matter. DG remained unwilling to examine her own behavior and explore 
ways to improve her relationships with others, including the ALF staff. She had a 
MMSE score of 28, so the lack of insight was not due to cognitive impairment.

The therapist was able to work with DG to resolve some of the conflicts with the 
ALF administrator to make the transition easier as well as link DG to APS personnel 
to resolve frequent case management issues during treatment. DG became less 
depressed and more accepting of her living situation as well as the relationship with 
her brother. She was able to make some friends at the ALF, communicate her needs 
and preferences, and have a limited relationship with her brother. However, DG 
reported that her relationship with her brother was still stressful, and although she was 
resigned to living at the ALF, it too was stressful. DG used a walker and was able to 
dress, groom, and feed herself, but she required assistance with money and medication 
management. DG was discharged after 8 weeks with a BPRS of 19, a GAF of 50, and 
a discharge diagnosis which was the same as the admitting diagnosis. She had no 
thoughts of suicide or self-harm. APS was to follow up periodically after discharge.

MD. MD, a 75-year-old man, was referred by his daughter because he seemed 
to be having a recurrence of depression and increasing memory problems. MD had 
been successfully treated for depression in a psychiatric hospital 2 years prior, and 
he had been living independently in his home, with no physical limitations. 
However, his daughter had increasing concerns about his ability to continue to live 
alone and needing to be admitted to an ALF. When DM was evaluated by the team 
social worker, he was very alert, showed some memory loss, and talked about how 
he had enjoyed going to the gym, dancing, playing cards, and fishing. His wife had 
died 10 years prior, and DM had no history of psychiatric problems or substance 
abuse until the year after a heart attack when he developed a psychotic depression 
and admitted himself to the hospital.

DM had an admitting BPRS score of 32 and a GAF score of 65, and he was given a 
DSM-IV diagnosis of 311, Depressive Disorder Not Otherwise Specified. Although his 
score on the MMSE (23) suggested some mild memory impairment, he was not diag-
nosed with dementia at the time of screening. The social worker arranged for a psychi-
atric consultation, and DM was started on an antidepressant that had been beneficial 
during his previous treatment. He was also referred to a memory disorder clinic for an 
evaluation, where it was determined that DM had a vascular dementia The social worker 
conducted a functional evaluation, provided some short-term psychotherapy, and met 
several times with DM and his daughter. The social worker also provided a list of assisted 
living facilities for them to visit, and a month later DM moved into an ALF.

Value of Mobile Crisis Teams for Improving Mental 
Health and Functioning

The results of this descriptive evaluation study should be interpreted with care due to the 
small sample size. However, the results suggest that the mobile crisis response team 
intervention improved psychiatric symptoms and associated disability in this group 
of community-residing elderly with mental illness but with minimal if any cognitive 



31320 A Geriatric Mobile Crisis Response Team

impairment. The GAF score increased significantly, psychiatric conditions were resolved 
in 70% of enrolled clients, and 95% were able to stay in their homes. It cannot be deter-
mined whether this approach leads to better results compared to traditional outpatient 
psychiatric treatment because of the lack of a control group. However, it is likely that 
most of these clients would not have received services outside of the team outreach.

The percentage of clients who refused services is not known for this study, but 
60% of clients referred to the GMCRT in Pinellas County refused services (Paveza 
1996). The client sample in this study did not include persons with dementia, but 
other studies serving cognitively impaired clients as well as those with psychiatric 
problems showed that mobile crisis response teams were effective in decreasing 
psychiatric problems and increasing GAF scores (Kohn et al. 2002). This is an 
important finding because cognitively impaired individuals usually have more func-
tional impairment.

Although the evaluation results suggest the effectiveness of the crisis team, they 
also highlight at least three other issues that need attention and resolution: (1) the 
need to reach out to persons who have more severe psychiatric problems; (2) the 
importance of finding ways to engage persons who otherwise would refuse service; 
and (3) the importance of finding ways to meet the needs of older persons of diverse 
racial and ethnic backgrounds. Other outreach models could be valuable to identify 
these groups and increase the likelihood that they would get needed treatment and 
remain in the community.

One such approach is the gatekeeper model developed by Raschko (1984) to iden-
tify older adults with psychiatric problems and at risk for suicide. The gatekeeper 
program trains community members employed in a number of service organizations, 
such as postal workers, meter readers, and bank tellers, teaching workers to be aware 
of changes in an older persons’ functioning and alert appropriate professionals for 
needed services. The concept focuses on the fact that these employees are the people 
most likely to see the needs and vulnerabilities of older adults and be in the best posi-
tion to take immediate steps to ensure their well-being. This program, which has been 
successfully replicated in all geographical regions, increases the likelihood of case 
detection over time, facilitates relationships with older persons in the community that 
may increase the likelihood of their engaging in services when needed, and provides 
a continuing check on people during and after services.

Home-based services and case management are critical to effectively respond to the 
mental health and functional needs of homebound older persons and maintain them 
in their homes. The lack of available and accessible home-based care is one of the 
best predictors of hospitalization and institutionalization of older persons with mental 
health problems and physical co-morbidities. However, the implementation of 
GMCRTs depends not only upon therapeutic effectiveness but also economic feasi-
bility and the availability of home and community-based services in the community. 
Research with appropriate control groups is needed to determine whether these teams 
successfully treat psychiatric problems and improve functional effectiveness, decrease 
medical and psychiatric hospitalizations, postpone nursing home placement, and 
enhance quality of life in a cost-beneficial way. Even though mobile crisis response 
teams involve costs associated with the intensive case management and range of 
services offered, it is likely that the approach would be cost beneficial since untreated 
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mental health problems in older adults are associated with overutilization of medical 
services and increased health care costs (Speer and Schneider 2003).

Mental Health and Resilience: Bouncing Back from Adversity

Resilience is defined as having good outcomes despite adversity and risk and can 
be described as maintaining the same level of the outcome or bouncing back after 
difficulties or hardships (Masten 2001; Netuveli et al. 2008). Using the latter defini-
tion, the preliminary evidence suggests that GMCRTs can be a resilience-promoting 
intervention. However, although the outcome measures indicated significant 
improvement from treatment, it is not possible too say whether indeed the popula-
tion actually became more resilient as a result of their improved functioning.

Empirical studies of therapeutic interventions, such as mobile crisis outreach 
teams and the gatekeeper program, as well as longitudinal studies of older adults in 
the community should be research priorities. They should include measures of 
resilience and variables known to mediate resilience, including social supports and 
conditions, pre-morbid history of physical and mental functioning, cumulative life 
experiences with adversity, severity of exposure to adversity, self-perceptions, 
sense of control, optimism, coping styles, and limited resources, e.g. poverty 
(Hardy et al. 2004; Hildon et al. 2008, 2009).

The capacity to overcome the excess disability associated with mental health 
problems remains a challenge. Treating depression and other psychiatric problems 
may improve individual functioning but recovery does not necessarily mean that 
the individual has achieved mental health. We need to learn more about what the 
predictors of recovery from psychiatric problems are and to identify specific factors 
that promote mental health after recovery. It is also important to elucidate what 
aspects of resilience mediate an individual’s ability to be compliant with long term 
treatment as well as endure the stress and strain of coping with chronic illnesses, 
including neurodegenerative processes that progressively incapacitate functional 
effectiveness and emotional well being.
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An individual’s capacity to achieve, retain or regain a level of physical or emotional 
health after illness or loss may find support from new technologies for health care 
communication. Twenty-first century technologies also may fulfill additional compo-
nents of resilience related to social functioning, morale, and bodily health – providing 
pleasurable activities and maintenance of contact with the world outside for those 
home or bed bound by illness or disability. Willingness to use technology may involve 
psychological factors such as receptivity, self-efficacy, and motivation, expressed in 
planning or acquisition of technologies for future needs or for future frailty.

Technologies related to health care are telehealth, electronic medical records, and 
telehome care. Technologies supporting independence and psychological resilience 
are safety monitoring and behavioral monitoring. Media applications, such as cell 
phones, the Wii, Facebook, and Twitter, have the potential to enhance and support 
social resilience. Most of these technology applications are based upon the same 
microprocessing chips and wireless, digital applications that have transformed 
worldwide communications – the way most people in the twenty-first century 
receive information, interact with others and carry out many tasks of daily life.

Compared to 1990, the array of technologies available for everyday activities 
has expanded exponentially; then, mass public access to Internet, cell phones, smart 
phones, Facebook, and Twitter were not contemplated. In the United States, access 
to broadband networks soon will be extended nationwide under Congressional 
mandates to the Federal Communications Commission (FCC) that every U.S. home 
have cost-free access to high-speed, broadband Internet service. In European coun-
tries, wide access already exists and there has been extensive governmental support 
for the development of technologies to assist older citizens.
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Age as a Predictor of Technology Use

Research and publications comparing computer and Internet usage of older and 
younger age groups have assessed elderly as resistant to technology (Charness and 
Boot 2009; Melenhorst et al. 2006). However, a 2007 Pew Research Center survey 
found 50% of Americans aged 65 and over had cell phones and that broadband use 
had tripled for these users between 2005 and 2008, the “biggest increase” was 
among those 70–75. The study suggested the aging-in of younger “Boomers” 
would create “access parity” . The 2009 Pew Survey showed that 38% of adults 
65+ (Fox, Jones 2009; Fox, Jones 2009) use the Internet, 26% are home broadband 
users, and 16% access the Internet wirelessly, from computers or handheld devices 
(Raine 2010). The spread of wireless networks, digital phones and TV Internet 
access, should make Internet use “ageless.”

Overcoming Accessibility Barriers

Universal accessibility principles and applications must be incorporated in cutting-
edge technologies. Twenty-first century technology products should not place sig-
nificant demands upon users with sensory, cognitive, and mobility/physical 
disabilities. Many consumers, regardless of age, have disabilities and require 
accommodating technologies. Stevie Wonder, a sight-impaired Motown musician, 
complained to the 2009 Consumer Electronics Show audience that touch screen 
technologies, using icons or keypads without auditory cues, disenfranchise sight-
impaired users (Churchill 2009). Technologies that require voice commands and 
response to synthesized speech may disenfranchise the hearing impaired and those 
with speech difficulties or cognitive impairments. Recently, smart phone providers 
have recognized that mainstream consumers equally welcome large touch-screens, 
icons, and larger keyboards.

Privacy as a Barrier for Older Users

A recent study suggests elderly and younger people have the same concerns about 
privacy when accessing the Internet or using certain technologies (Beach et al. 
2009). This study surveyed older, disabled, and nondisabled adults, age 65 and 
over, and “Baby Boomers,” aged 45–64, to determine the conditions under which 
they would accept or reject the sharing of health information or the use of different 
types of technologies. Significant factors were the length of time required to learn 
use; the level of maintenance required, and whether the technology would improve 
quality of life and independent function in the community. Disabled persons were 
more willing to share personal health related information, if it would help them 
function in daily life, and more accepting of sharing and recording personal 
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 information than those who were not disabled. Most people were willing to share 
this information to family and health care providers and less willing to government 
agencies and insurance companies, particularly driving information. Respondents 
preferred systems that would support, rather than replace, the need for human inter-
actions, particularly with family and other caregivers. The study suggests that care 
must be taken to design systems that are intuitive and user friendly.

A 2007 AARP survey of consumers 65 and over found 93% agreed computers, 
Internet and Personal Emergency Response Systems, are “a good thing,” but most 
had “limited awareness” of technologies for social communication, personal safety, 
health and wellness (Barrett 2008).

Technologies to Assist Resilience with Health Issues

Electronic Personal Health Records

The twenty-first century technology affecting all Americans will be the implemen-
tation of Electronic Medical Records (EMRs) by all health institutions receiving 
Federal funding. The 2009 American Recovery and Reinvestment Act (ARRA) 
required changes in regulations related to privacy and security breach notification 
of the Health Information Privacy and Accountability Act (HIPPA) that have 
impeded widespread U.S. public use of EMRs.
The 2009 Consumer Health and Informatics Conference, a collaboration of Federal 
agencies, explored the role of EMRs and Personal Health Records (PHRs) and how 
health information technologies could be used to implement preventive health 
behaviors to reduce disability and death due to cancer, heart disease, and diabetes 
(http://www.consumerhealthinformatics.org).

Project Health Design, Robert Wood Johnson Foundation (http://www.RWJF.
org), produced examples of “next generation” personal health records that would 
promote resilience in users: (1) a computerized health record for breast cancer 
patients, which provides tools to integrate treatment scheduling, care planning, and 
evaluation of treatment options; (2) a hand held PDA, providing an electronic diary 
for pain and activity management to help patients and caregivers to manage medi-
cations and control chronic pain; (3) a health record that helps people with diabetes 
track self-care, by recording and educating about daily behaviors; and (4) a com-
puterized, voice activated “conversational assistant” to give congestive heart failure 
patients a daily “check-up,” with reference to established treatment guidelines 
(http://www.projecthealthdesign.org).

Widespread use of electronic records will depend upon changes in Federal pro-
grams, principally Medicare, to enable interstate transmission of health information 
and applications and reimburse for telehealth services in urban as well as rural 
areas. These changes will encourage acceptance by health insurers. The New York 
Times (Vance 2009) described the difficulties faced by a woman with amyotrophic 
lateral sclerosis (ALS), who wanted to use an iPhone, with added text-to-speech 

http://www.consumerhealthinformatics.org
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software so that she could carry her communications tool around with her as she 
went about daily activities. However, Medicare will only cover costs for a computer 
with a 2 lb. keyboard and a 6 in. screen with non-speech functions blocked. Since 
the iPhone could be used for non-medical, non-illness related uses: surf the Internet, 
view videos or play games; it could not be approved. A private insurer was quoted 
that if “enough people” requested common devices for medical purposes; the com-
pany would require “evidence-based data” to support payment for such use.

Telehealth

The U.S. Veterans Administration is in the forefront of developing telehealth and 
electronic medical records applications through its own systems. All veterans have 
EMRs. Internet technology is used for daily assessment and adjustment of care for 
frail community resident veterans. Pilot studies demonstrated that in-home therapy 
delivered by interactive video teleconferencing could successfully treat deficits in the 
performance of Activities of Daily Living tasks. Research has proved wireless video-
conferencing to be a feasible way to provide individualized therapy in the home 
(Hoenig et al. 2006). The Miami University Medical Center T-Care Program blends 
care coordination with technology to reduce health care costs, by limiting or prevent-
ing hospitalizations and emergency room visits. An automated, telephone-based, in-
home messaging device provides disease specific education for self-management and 
health care decision-making (http://www.umteleheath.com/projects/Miami-VA).

“Motiva,” a commercial telehealth product of Royal Philips Electronics, uses the 
home television and a broadband Internet connection as an interactive health care 
platform that connects patients with chronic conditions – heart failure, diabetes, and 
pulmonary disease – to their health care providers to monitor vital signs. It provides 
daily feedback on measurements and personalized interactive health education 
content; surveys evaluate comprehension, motivation, and self-efficacy levels of 
patients (http://www.medical.philips.com).

The 2007 AARP survey reported “strong support” for telemedicine, with 75% of 
elderly responders willing to have a cardiologist diagnose or monitor a heart condi-
tion through electronic communications (Barrett 2008). The American Telemedicine 
Association (ATA) has been lobbying for changes in Medicare to cover telehealth 
medical services and remote disease management for the 34 million beneficiaries 
who live in metropolitan areas (http://www.americantelemedicine.org).

Monitoring to Promote Independence and Safety

Falls are a primary cause of injuries that challenge the physical, emotional, and psy-
chological resilience of older people. Detection of falls and safety of individuals living 
alone is the goal of monitoring technologies. Little research has been done on the 
social, psychological, or self-efficacy effects of monitoring (Blaschke et al. 2009).

http://www.umteleheath.com/projects/Miami-VA
http://www.medical.philips.com
http://www.americantelemedicine.org
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With active monitoring, the user may interact in some way with the technology, 
e.g., pressing a button, entering data, or information. Passive monitoring is present 
in the individual’s living environment using wireless sensors to record activity of 
the individual on a relatively continuous basis and send data electronically to a 
central site where it is analyzed by computer to monitor safety and function. With 
Global Positioning Satellite (GPS) technology, wireless digital devices may be 
accessed almost anywhere, indoors, and out. Technologies specifically to assist 
people with dementia and their caregivers focus on safety, security, and social inter-
action. The ASTRID and ENABLE projects in Europe assessed the utility of vari-
ous devices for people with dementia (Astell 2005). The use of tracking and 
surveillance equipment associated with law enforcement has been controversial.

Personal Emergency Response Systems

Andrew S. Dibner, PhD, and Susan Dibner, PhD developed the first monitoring tech-
nology to prevent premature institutionalization of elderly living alone because of 
family fears. The Personal Emergency Response System (PERS), marketed in 1974, 
required users to press a button on a landline telephone to dial the 24-h call center, 
which then contacted emergency services or a family member for assistance. 
Technology progressed to a portable device on a pendant or a bracelet with a tiny radio 
transmitter that sent the signal. With digital technology, alarms are sent wirelessly from 
a receiving box to the call center. Dibner found “positive psychological effects” result-
ing from PERS use, with subscribers reporting “an increased sense of security” and 
“strong anxiety-reducing effects for subscribers and their families” (Dibner 1985).

Lifeline (http://www.lifelinesys.com), now part of Phillips Medical Alert Systems, 
a U.S. subsidiary of Phillips Electronics, is used by an estimated 750,000 people in 
the US and Canada. New York State enacted legislation providing for Medicaid reim-
bursement for patients of certified home health agencies, whose PERS substituted for 
hours of safety monitoring by a personal care worker as part of the plan of care (Hyer 
and Rudnick 1994). At least 35 states now reimburse costs of PERS services under 
Medicaid. Compliance is a major issue, since PERS users must wear the device or 
have it within reach 24/7/365. After a fall, the PERS often would be found hanging 
from the refrigerator door or left on the bedside table. Some elders, who fell, would 
not send an alarm. People with memory impairment could not remember to push the 
button. In 2009, the Food and Drug Administration (FDA) issued an advisory safety 
alert in because people were being choked when PERS on neck chains were entan-
gled in walkers, wheel chairs and bed guardrails (Lade 2009).

Lifeline’s success fostered development of similar devices and services, many 
associated with security alarm services. An off-the-shelf PERS, available from 
electronics stores, can be programmed to send an alarm directly to a family 
 member’s cell phone; however, wireless “dead zones” limit effectiveness.

Most research on PERS has collected data on small numbers of users: character-
istics, false alarms, falls, or alerts for other reasons and cost savings from reduction 
in hospital stays and postponed institutionalization (Edlich and Haines 2009).

http://www.lifelinesys.com
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A mail survey of PERS consumer satisfaction, with 618 clients of Victoria 
Lifeline in Manitoba, Canada and their designated responders, had a 53% response 
rate (Fallis et al. 2007). Most subscribers were satisfied, 79% were very satisfied. 
Men were more likely to use the PERS alarm than women. Sixty-seven percent of 
subscribers summoned emergency help at least once and these users were “signifi-
cantly more satisfied” than those with no emergency use. Subscribers valued the 
“psychological comfort and reassurance of having the service.” Both subscribers 
and responders said PERS provided “an all-important sense of security.” In a study 
involving the home care experience of older widows, eight women, who had PERS 
experience and one of more falls, were asked about having a PERS (Porter 2003). 
Getting help after a fall and feeling safer with the ability contact help were main 
interview responses, also “shock” at hearing the “strange voices” of the PERS 
operators responding to accidental alerts or unexpected visits from responders to 
alerts from PERS operators. Porter concluded: “When the older person has a PERS, 
it might be more of a relief to family members and health care providers than it is 
to the older person.” Dr. Porter is preparing to publish new research that includes 
data on PERS and fear of falling (PorterEJ@missouri.edu).

Twenty-First Century PERS Technologies

A twenty-first century PERS is a hands-free personal emergency response and fall 
prevention system, developed by the Intelligent Assistive Technology and Systems 
Lab (IATSL), University of Toronto (http://www.ot.utoronto.ca/iatsl), with funding 
from the Canadian National Science and Engineering Research Council (NSERC). 
The goal is to free users from the need to wear an alarm-sending device or press a 
button for help. The system links one or more ceiling mounted “vision sensor” units 
containing a non-recording video camera, a microphone, speakers, a voice proces-
sor, and a smoke detector. These send signals to a Central Control Unit that tracks 
a person moving about the home. Data, such as the dimensions of the tracked per-
son’s silhouette and shadows, rather than video photos, are analyzed to detect in 
real-time if there is an emergency such as a fall. The closest sensor unit uses speech 
recognition technology to have a dialogue with the person in distress to determine 
the type of assistance needed. Computer analysis of the dialogue has been devel-
oped to quickly assess the severity of the situation through a series of simple “yes” 
or “no” questions. The user can command a 911 call, speak with an operator or 
place a call to a neighbor or family member. If the user does not respond or the 
system does not understand the user’s responses (e.g., severe injury, stroke, or 
unconsciousness), then the system automatically contacts an emergency response 
centre to summon aid. By responding to voice commands, rather than interpreting 
a fall using an accelerometer or vibration device, this system can respond to differ-
ent types of incapacity (Alex.Mihailidis@utoronto.ca).

Another twenty-first century PERS application for falls, called “myPHD,” incor-
porates passive and active monitoring, software-based data analysis, and web access. 

http://www.ot.utoronto.ca/iatsl
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AFrame Digital, Inc. (http://www.aframedigital.com) developed the myPHD with 
funds from Small Business Innovation Research (SBIR) contracts from the Defense 
Advanced Research Projects Agency (DARPA) and the National Institute on Aging, 
National Institutes of Health (NIH). The myPHD is worn 24-hours a day to monitor 
an individual’s activity, location, and physiological status in real time, indoor and 
outside. The goal is to be able to continuously and non-intrusively monitor individu-
als to prevent falls and the medical complications that follow. The analog watch is 
lightweight, comfortable, and available in an array of colors – attributes based upon 
marketing research with 160 elderly. Caregivers or care managers have a mobile 
touch-screen device to receive alerts and check activity and health data.

AFrame Digital’s research involves collaboration with the Virginia Institute of 
Technology, Locomotion Research Laboratory; the CREATE project at University 
of South Florida, and Florida State University. Studies remotely monitor elderly 
individuals and test external third-party devices that communicate with the AFrame 
system via a wireless Bluetooth gateway, a pulse-oximeter which provides both 
heart rate and blood-oxygen saturation level, a weight scale, a blood-pressure cuff, 
and a user-friendly device for responding to a daily health questionnaire.

Passive Monitoring

Over the past 10 years, research on passive monitoring of the functioning of older 
individuals within their living environments has evolved into products available in 
the marketplace. Some monitoring applications collect information unobtrusively, 
requiring little interaction from the user, summoning assistance on an as-needed 
basis or when data indicates a need for inquiry about the individual’s health or 
wellbeing. “Behavioral monitoring” methods, based upon data recording trends in 
functional behavior, hold promise for moving beyond simple emergency response 
to helping elderly, disabled, and frail individuals to function better in their living 
environments by identifying changes needing preventive intervention to maintain 
independence.

QuietCare (http://www.GEhealthcare.com/AgingInPlace)

The basic concepts and methods used in behavioral monitoring systems were devel-
oped, researched, and patented, principally by David Kutzik, PhD and Anthony 
Glascock, PhD, both of Drexel University and Behavioral Informatics, Inc. 
(Glascock and Kutzik 2009). Their research resulted the QuietCare product that 
uses a simple array of wireless heat and motion sensors, strategically placed in the 
home, to monitor activity in the bedroom, bathroom, living area, use of the refrig-
erator, and access to medication. These sensors send signals periodically to a cen-
tral data center, where data are interpreted by algorithms and related to behavioral 
norms established upon that individual’s functional behavior over time. If the data 

http://www.aframedigital.com
http://www.GEhealthcare.com/AgingInPlace
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indicate an emergency situation, such as unusual lack of activity, the possibility of 
a fall, environmental temperature above or below safe thresholds, a “red” alert is 
sent to a designated caregiver or responder. All the behavioral data are available on 
the Internet, through a secure access site, to care managers approved by the indi-
vidual being monitored. The data array for a single time period is presented as 
green (normal activity), yellow (some departure from normal), or red (emergency 
alert) dots for each monitored activity.

For several years Charles G. Willems, Senior Staff, Zuyd University, Netherlands 
(c.g.m.h.willems@hszuyd.nl), has been conducting pilot research using QuietCare 
technology with clients of a care organization in supportive housing and living 
independently in the community.

The results of the pilots demonstrated that measurement of ADL activities pro-
vide a useful means to organize home care support but would require substantial 
changes in the way care is organized and delivered. A larger study is underway, 
funded by a Netherlands insurance company, to organize care in relation to data 
received from monitoring, particularly the intermediate, “yellow,” alerts that indi-
cate a change from usual patterns of behavior.

WellAWARE™ Systems (http://www.wellawaresystems.com)

The WellAWARE website shows how sensors are arrayed in a typical apartment to 
detect movement, temperature and humidity; a floor vibration sensor detects dis-
abling falls, and bed sensors monitor sleep patterns and quality. Caregivers receive 
reports on behavior patterns and alerts. WellAWARE studied monitored residents in 
a Volunteers Of America (VOA) assisted living facility, assessing cost savings from 
reduction of hospitalizations, increased caregiver efficiency and reduced workload 
(Alwan et al. 2005; Alwan et al. 2006). The 21 residents monitored completed the 
Satisfaction with Quality of Life Scale (SWLS) pre and post installation of moni-
toring. The caregivers and facility management found the sensor data to be useful 
in care coordination and planning, data from residents of the memory care unit 
indicated nonverbal signs of pain and other behaviors.

Healthsense (http://www.healthsense.com)

The Healthsense, eNeighbor, uses tilt sensors on medicine boxes to monitor medica-
tion usage; motion detectors on walls to detect movement within rooms; contact sen-
sors on kitchen cupboards and refrigerator doors to indicate that the resident is eating 
regularly; toilet sensors monitor toilet usage; pressure sensors on beds detect when a 
resident gets in or out of bed, and home-or-away sensors detect when the resident 
leaves or returns to the residence. Algorithms “predict” behavior based on a resident’s 
habits and lifestyle; analysis of sensor data determines if the resident needs assistance 
and automatically issues alerts for help. A 2008 study surveyed 43 eNeighbor users in 
a senior residence, eight of whom had summoned emergency help, on perceived “level 

http://www.wellawaresystems.com
http://www.healthsense.com
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of independence” as a result of having the system (Meade 2008). Being able to get help 
quickly if they fall or become ill was “liked best,” (rating of 3.9 on a four-point Likert 
scale) and next was the support to live independently (3.8). Caregiver staff positively 
assessed the effect of eNeighbor on residents and care delivery. On the negative side, 
some residents were annoyed by “false alarm” calls when no activity was sensed 
because they were reading or sleeping. Some said they disliked wearing the device 
around the neck and one person said monitoring was “like Big Brother.”

Technologies Supporting Social Resilience

Smart Cell Phones

“Smart” cell phones able to access the Internet and mimic computers, provide plat-
forms for resilience supportive applications, such as exercise, reminders, calls for 
help, contact with family and caregivers. Major providers now market phones with 
larger keypads, touch screens, icons, and other attributes more “friendly” to older 
users. The simple, low-cost “Jitterbug,” (http://www.jitterbug.com), designed specifi-
cally to meet the needs of older consumers, offers 24-hour “live, registered nurses” 
to answer health questions. The twenty-first century smart phones will have biomedi-
cal/physical functioning supports, such as blood pressure monitoring, pulse, blood 
glucose and pulse-oxygen. Users of the “Seri Virtual Personal Assistant” (http://www.
siri.com) will speak or write requests directly into the hand-held device.

Social Connectedness

The impact of technology on social relationships has primarily focused on young 
consumers and the dizzying speed with which new networking technologies have 
been introduced has not given time for research. However, media reports provide 
useful indicators that older consumers find social benefits from new technologies.

In a recent wedding announcement (Weddings/Celebrations Section, The New 
York Times, Sunday Styles, December 6, 2009, page 18), the bride, 71, and groom, 
75, described how they carried on their “old-fashioned courtship” by e-mail.

Eric A.Taub, Personal Tech Editor for The New York Times, illustrated the social 
power of technology with a story about his 100-year-old Mother. In her last days of 
life, she expressed regret at not being able to see her family in California. Taub 
connected his computer with a web cam and used iChat to enable his Mother to see 
and speak with her great-grand children (Taub 2009).

The Nintendo Wii has become a staple for activities in U.S. senior programs, 
stimulating inter-center sports competitions via the Internet. In October 2009, the 
National Senior League, 182 teams in 102 senior living communities, launched an 
online Wii bowling section to track scores and determine division and national 

http://www.jitterbug.com
http://www.siri.com
http://www.siri.com
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champions (http://www.nslgames.com). The Health Games Research project 
(http://www.healthgames.org), University of California, Santa Barbara (http://
www.isber.ucsb.edu) funds research on interactive games to improve health, cogni-
tion, mobility/balance, and social networking of elderly. North Carolina State 
University (gainsthroughgaming.org) and Georgia Institute of Technology (http://
www.gatech.edu), are studying the cognitive effects of the Wii and video games.

The “Eons” Internet site (http://www.eons.com) targets Boomers and seniors, 
offering brain fitness and other games, special interest communities and updates via 
Twitter. Nielsen, December 10, 2009, reported a survey of on-line destinations of 
users over 65. In the previous 30 days, Google Search was the No. 1 online destina-
tion, with 10.3 million unique visitors, second was Windows Media Player, 8.2 
million, and Facebook was third, 7.9 million visitors (http://blog.nielsen.com/
nielsenwire). In 2008, a Neilsen survey of the same age group ranked, Facebook, 
No. 45. In 2009, VibrantNation.com, an online site for mature women received on-
line responses from 20,000 women, aged 50 and over, 63% owned an iPod or other 
MP3 player, and 30% used Skype (Reily 2009).

Social Networking and Activities

It’sNever2Late (IN2L) (http://www.in2l.com), a touch-screen computer and 
Internet technology, enables older adults to communicate with family members and 
participate in stimulating activities. Mather LifeWays Institute on Aging is conduct-
ing a case-control study evaluating the use of IN2L. “Resilience” is defined as a 
personality resource, evidenced by self-confidence, self-efficacy, and intellectual 
capabilities. Preliminary statistics show 43% of participants engaged in learning at 
least once a week, 41% in mind exercises, 41% in communication, 36% in com-
munication with families and others, 34% in hobbies, but less than 10% in physical 
exercise. Over 21% participated in TV games, the most popular activity. Staff 
reported that IN2L activities increased interactions and relationships among resi-
dents, staff, and resident families; 70% reported staff learned more about residents 
and 50% said elders were interacting more with staff and had improved relation-
ships. Significant differences were found between residents classified as “low 
resilience” compared to those with “high resilience.” Among high resilience resi-
dents, 31% reported “very good or excellent” health and 58% were rated as “more 
active”; compared to the low resilience residents, 65% of whom reported “fair or 
poor” health and 75% were rated as less active (Hollinger-Smith 2009).

Technology Use in Resilience Supportive Communities

To provide examples of how twenty-first century technologies can be used to create 
“resilience supportive” communities, Mary H. Parker, PhD, interviewed staff and 
residents of Selfhelp Community Services, Inc., New York, NY (http://www.self-

http://www.nslgames.com
http://www.healthgames.org
http://www.isber.ucsb.edu
http://www.isber.ucsb.edu
http://www.gatech.edu
http://www.gatech.edu
http://www.eons.com
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help.net) and Lutheran Life Communities, Arlington Heights, IL, http://www.
lutheranlifecommunities.org (Parker 2009).

Selfhelp Community Services

Established in 1936 to assist holocaust survivors, Selfhelp has taken an active 
approach to the integration of technologies into its services. Leo M. Asen, Vice 
President, Senior Communities, said that the Selfhelp Board and executive manage-
ment made a conscious decision to incorporate technology in the “way it does 
business” providing services and programs for residents in senior housing and other 
community programs. Selfhelp annually serves over 20,000 aging, frail, and at-risk 
New York City residents. Selfhelp operates 6 senior facilities housing over 1,000 
older people of many nationalities. It has four programs in housing facilities that 
have become Naturally Occurring Retirement Communities (NORCs), six senior 
activity centers, an adult daycare program for people with Alzheimer’s disease, 
several homecare programs and three case management programs.

Since 1996, Selfhelp has placed over 80 QuietCare passive monitoring units; 
at present over 30 clients have monitoring. New monitoring clients are also issued 
a personal emergency response (PERS) to enable them to send their own alerts 
for help. Two women in their 90’s, who have received passive monitoring and 
case management for several years, said monitoring was their choice and enabled 
them to live alone, feel confident and safe alone. One woman said that she had 
lived alone for many years, but felt “more secure” with the monitoring, which 
also gave her sons “peace of mind.” By telephone, her son, who was vacationing 
over 100 miles distant, said he had checked his computer that morning and noted 
his Mother was up, breakfasted, and moving around her apartment. The other 
woman, who had a history of falls, said she felt “confident” in her ability to live 
alone with monitoring. Her son said prior to monitoring he made frequent daily 
phone calls to his Mother and, if she did not answer the phone, he would drive to 
her apartment to see if she was OK. Both women said that with monitoring, fam-
ily members are less concerned about them living alone. One woman said: “Now, 
I ask about their health.”

Under a grant from the New York State Department of Health, Selfhelp’s Medicare-
certified home health agency offers telehealth-monitoring of blood  pressure, weight, 
and glucose to elderly with chronic disease. A 30-day, 1–3 daily dosage medication 
dispenser provides reminders and notification to caregivers of missed doses.

Selfhelp is extremely supportive of computer use by residents and other program 
participants; training is provided by a professional instructor. A wireless hotspot is 
at one senior center and residents use computers located in some of the residential 
facility lobbies. Touch-screen computer terminals are in several locations, so 
seniors can drop by either daily or several times a week to exercise memory skills 
with “brain fitness” programs. The Nintendo Wii provides exercise and socializa-
tion within the senior centers; bowling and similar sports are most popular.  

http://www.selfhelp.net
http://www.selfhelp.net
http://www.selfhelp.net
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A “virtual” senior center is being developed using the ItsNever2Late platform to 
enable residents and community clients, who can no longer easily leave their 
homes, to participate by Internet in senior center programming. Selfhelp is con-
structing a residential “smart” building, equipped to handle current and future 
technology applications.

Lutheran Life Communities

The Arlington Heights, IL, campus has over 1,300 clients in independent and 
assisted living and the three levels within its memory support program, with 
24-hour nursing, Medicare-certified skilled nursing and rehabilitation therapy. 
Residents in assisted living and independent living have PERS services.

Using ItsNever2Late, residents engage in activities, such as a simulated bicycle 
ride led by one resident, with a controller and “pedals,” followed by residents, 
“pedaling” themselves on a “virtual ride” down a country road. Staff training fos-
tered greater use of IN2L in programming for residents and as a rehabilitation and 
therapeutic tool. A work group of therapists, trained by IN2L, developed a manual 
identifying specific therapeutic uses, such as individuals needing cognitive stimula-
tion may use a computer game to stimulate memory or a word game as part of 
speech therapy. The height of the computer can be adjusted for standing balance 
and functional reach therapy, using simulated driving, tic-tac-toe, or another game 
for restorative therapy.

Activities Directors use both IN2L and Wii activities. Several residents have 
used the IN2L touch screen to teach staff how to play games like bridge and poker. 
A new resident, became more involved when a nurse aide brought up the real estate 
listing of her former home on the computer and showed her how it was being mar-
keted. The staff has started to develop resident life stories; all residents will have 
their own page, identified by an icon, showing their selected photos and informa-
tion about their life experiences. The WII is used primarily for programs such as 
golf and bowling, something that residents enjoy from earlier life activities, provid-
ing exercise even in winter.

Organizations Funding Research on Technology

Only when beneficial technologies leave the laboratory, are tested with real users and 
enter the market can Americans benefit. The lack of evidence-based research is a 
major impediment to widespread adoption or adaptation of generally available tech-
nologies for resilience-related needs of elderly. U.S investors require proof of market-
ability and return on investment, rather than evidence of efficacy to finance new 
market entries. Research is needed to create the evidence base for ways technologies 
support the resilient abilities of users, improving well-being and quality of life.
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The Robert Wood Johnson Foundation (rwjf.org) Pioneer research projects have 
explored resilience-related benefits from Personal Health Records and digital 
games. The INTEL Corporation employs social science researchers to understand 
the ways elderly would use technology to deal with daily needs and activities and 
also provides grants to university research (http://www.intel.com/healthcare/
research). The Alzheimer’s Association and INTEL collaborate in the Everyday 
Technologies for Alzheimer Care (ETAC) grants to develop new technologies to 
assist people with dementia (Dishman and Carrillo 2007). The Center for 
Technology and Aging, Oakland, CA (http://www.techandaging.org) provides 
grants to support the diffusion of technologies that assist in the care of chronic 
conditions and improve the independence of older adults. Many Federal agencies 
fund Small Business Innovation Research (SBIR) and Small Business Technology 
Transfer Research (STTR) grants and contracts for new technologies and products 
directed to meeting needs of older and disabled people.

References

Alwan, M., Dalal, S., Mack, D., Kell, S., Turner, B., Leachtenauer, J., Felder, R. (2006), Impact 
of monitoring technology in assisted living: Outcome Pilot, IEEE Transactions on Information 
Technology in Biomedicine, 10(1), 192–198.

Astell, A. (2005) Developing technology for people with dementia, Psychiatric Times, XXII, 13. 
Available at http://www.psychiatrictimes.com.

Barrett, L.L. (2008) ‘Healthy @ Home’, AARP Knowledge Management. Available at http://
assets.aarp.org/rgcenter/il/healthy_home.pdf (Retrieved January 15, 2010).

Beach, S., Schultz, R., Downs, J., Matthews, J., Barron, B., Seelman, K. (2009). Disability, age, 
and informational privacy attitudes in quality of life technology applications: results from a 
national Web survey, ACM Transactions on Accessible Computing (TACCESS), 2, 1.

Blaschke, C.M., Freddolino, P., Mullen, E. (2009) Ageing and technology: a review of the 
research literature, British Journal of Social Work, 39(4), 641–656.

Charness, N., Boot, W.R. (2009) Aging and information technology use: potential and barriers, 
Current Directions in Psychological Science, 18(5), 253–258.

Churchill, R. (2009) Stevie wonder speaks at the annual consumer electronics show in Las Vegas, 
MSNBC News, 1/9/09.

Dibner, A.S. (1985). Effect of personal emergency response system on hospital use. Watertown, 
MA: Lifeline Systems, Inc.

Dishman, E., Carrillo, M.C. (2007) Perspective on everyday technologies for Alzheimer’s care: 
research findings, directions, and challenges. Alzheimer’s & Dementia, 3, 227–234.

Edlich, R., Haines, M. (2009) Scientific Basis for Selection of Personal Emergency Response 
Systems. Available at http://www.liveabled.com/manual/EmergResponseSyst.htm (Retrieved 
January 27, 2010).

Fallis, W., Silverthorne, D., Franklin, J., McClement, S. (2007) Client and responder perceptions 
of a personalized emergency response system: lifeline, Home Health Care Services Quarterly, 
26(3), 1–21.

Glascock, A.P., Kutzik, D.M. (2009) The impact of behavioral monitoring technology on the 
provision of health care in the home, Journal of Universal Computer Science, 12(1), 
59–79.

Hoenig, H., Sanford, J., et al. (2006) Development of a tele-technology protocol for in-home 
rehabilitation, Journal of Rehabilitation Research & Development, 43(2), 287–298.

http://www.intel.com/healthcare/research
http://www.intel.com/healthcare/research
http://www.techandaging.org
http://www.psychiatrictimes.com
http://assets.aarp.org/rgcenter/il/healthy_home.pdf
http://assets.aarp.org/rgcenter/il/healthy_home.pdf
http://www.liveabled.com/manual/EmergResponseSyst.htm


330 M.H. Parker

Hollinger-Smith, L. (2009) It’s Never 2 Late Program Evaluation for The Green House® Project 
Available at lhollinger-smith@MatherLifeWays.com.

Hyer, K., Rudnick, L. (1994) The effectiveness of personal emergency response systems in meet-
ing the safety monitoring needs of home care clients, Journal of Nursing Administration, 
24(6), 39–44.

Internet User Profiles Reloaded: Updated Demographics for Internet, Broadband and Wireless 
Users, January 5, 2010, Pew Research Center Publications. Available at http://pewresearch.
org/pubs/1454/demographic-profiles-internet-broadband-cell-phone-wireless-users (Retrieved 
January 15, 2010).

Lade, D. (2009) Officials issue alert on personal emergency response systems, AARP Bulletin 
Today. October 30, 2009, bulletin.aarp.org/…/2009 (Retrieved January 28, 2010).

Meade, C. (2008) eNeighbor technology and its effect on Senior Living – a primary research 
study, 11th Annual Zieglar Senior Living Finance + Strategy Conference. Available at http://
www.ziegler.com

Melenhorst, A., Rogers, W.A., Bouwhuis, D.G. (2006). Older adults’ motivated choice for tech-
nological innovation: Evidence for benefit-driven selectivity. Psychology and Aging, 21, 
190–195.

Neilsen Six Million More Seniors Using the Web than Five Years Ago December 10, 2009. 
Available at http://blog.nielsen.com/nielsenwire/ (Retrieved January 28, 2010).

Parker, M. (2009) Interviews with Leo M. Asen and Selfhelp Services Staff and Residents, July 
27, 2009. Telephone interview with Amy Iacch, RN, LNHA, Corporate Clinical Specialist, 
Lutheran Life Communities, August 4, 2009.

Porter, E.J. (2003) Moments of apprehension in the midst of a certainty: Some frail older widow’s 
lives with a personal emergency response system, Qual Health Res, 13, 1311–1323.

Raine, L. “Internet,Broadband, and Cell Phone Statistics,”  Jan. 5, 2010, Pew Internet and 
American Life Project. (Retrieved January 28, 2010).

Reily, S. (2009) VibrantNation.com tech Survey: Boomer Women Are Early Adopters of New 
Consumer Electronics, Posted on Wednesday, February 25, 2009 (Retrieved January 25, 
2010).

Taub, E. (2009) Helping Grandpa Get His Tech On, The New York Times, October 29, 2009, B8. 
Available at http://www.NYTimes.com (Retrieved January 28, 2010).

Vance, A. (2009) Insurers Fight Speech-Impairment Remedy, The New York Times, September 
15, 2009, 1-A. Available at http://www.NYTimes.com (Retrieved January 28, 2010).

http://pewresearch.org/pubs/1454/demographic-profiles-internet-broadband-cell-phone-wireless-users
http://pewresearch.org/pubs/1454/demographic-profiles-internet-broadband-cell-phone-wireless-users
http://www.ziegler.com
http://www.ziegler.com
http://blog.nielsen.com/nielsenwire/
http://www.NYTimes.com
http://www.NYTimes.com


331B. Resnick et al. (eds.), Resilience in Aging: Concepts, Research, and Outcomes,
DOI 10.1007/978-1-4419-0232-0_22, © Springer Science+Business Media, LLC 2011

In the United States and abroad, older people are vulnerable to negative perceptions 
and stereotyping, and in some instances outright discrimination (Hedge et al. 2006). 
These vulnerabilities are especially problematic today due to the increasing 
demands for employment opportunities among older workers. Are there protective 
factors that render older workers resilient to these vulnerabilities? Are there things 
that employers of older workers can do to buffer these vulnerabilities?

Forty years of research documents the negative stereotypes about the capabilities 
of older workers (Hedge et al. 2006). Most of these stereotypes have been chal-
lenged, even refuted, by the bulk of empirical research (see, e.g., McEvoy and 
Cascio 1989; Ng and Feldman 2008), yet they remain. Recent research reveals their 
intransigence, especially among younger co-workers (James et al. 2007). It may be 
the case that negative attitudes and misperceptions about the capabilities of older 
workers accumulate over time and lead to a slow erosion of older employees’ well-
being, in a way that may be similar to the way “microaggressions,” as described by 
Sue et al. (2007b), erode the self-esteem of racial minorities. Seldom, however, are 
these forms of adversity examined for their effects on older workers themselves. 
In addition, there has been limited attention focused on protective factors that might 
minimize the typical negative outcomes of negative attitudes toward older workers.

The purpose of this chapter is to examine the impact of negative attitudes toward 
older individuals in today’s workplace and explore factors mitigating against them. 
We propose that there are both internal and external factors that contribute to indi-
viduals’ sensitivity to the stress associated with negative attitudes. Drawing from 
conceptions of diversity among other underrepresented groups (Mor Barak 2005), 
we will explore the extent to which experiences on the job are protective factors 
against the harmful effects of negative attitudes. In the context of work, job condi-
tions such as supervisor support and work team inclusion may serve as external 
protective factors, while employees’ dispositions or sources of psychological hardi-
ness, such as one’s core sense of self, may act as internal protective factors against 
the harmful effects of daily microaggressions expressed as negative attitudes 
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toward late-career workers. We also examine the extent to which job conditions and 
core sense of self modify the relationships between positive attitudes and the two 
outcome variables, mental health and employee engagement.

Age: The Twenty-First Century Workforce Diversity Challenge

In recent decades, the U.S. workforce has become progressively more diverse in terms 
of age. During the 1950s, the 65 and older workforce was relatively small in comparison 
to other age groups (Toossi 2002). Recent pressure to continue work into later life, 
however, has meant that today’s older workers represent a substantial portion of the 
U.S. workforce, a trend that is expected to continue in the coming decades. There are 
now increasing numbers of workplaces where individuals who range widely in age 
work side by side (Toossi 2006). In fact, in 2007, 14.8% of the labor force was between 
ages 16 and 24, 68.4% was between ages 25 and 54, and 16.8% were ages 55 or older 
(Toossi 2006). It is said that “age is the new diversity” (Capowski 1994).

In the current swirl of economic turmoil, dramatic investment/pension losses, 
and doubts about the sustainability of social security in the United States, many 
workers who thought they were nearing retirement age are being forced to rethink 
their plans, which will further increase this trend of extended labor force participation 
among older adults. The Boston Globe recently published a story bemoaning the 
lack of jobs available to younger workers due to current older workers’ reluctance 
to retire (Gavin 2009, February 28). The point was to bring out the old saw that 
older workers should make room for younger workers who need to get started on 
their careers. The story is but one example of the kind of age and generation polemics 
that have been circulating in the popular press and that have been perpetuated by 
some organizational consultants, suggesting that people of such wide age ranges 
and career stages have trouble working together (Lancaster and Stillman 2005). 
While this literature includes negative (and some positive) stereotypes of both older 
and younger workers, older workers are a special case due to the fact that, as the 
Globe story indicates, they are expected to vacate their positions.

Negative Stereotypes of Older Workers

One of the more persistent and hard to dispel notions about older workers is that they 
are hard to train (i.e., slow to learn) or disinterested in learning. In addition, they are 
often thought to be less productive, less physically able, less ambitious, and less 
adaptable compared to younger workers (Hassell and Perrewe 1995; Ng and Feldman 
2008; Rosen and Jerdee 1976). In a recent study, 44% of the employers surveyed felt 
that their late-career workers are reluctant to try new technologies, 38% felt their late-
career workers are burnt out, and 28% felt they are reluctant to travel (Pitt-Catsouphes 
et al. 2007). These negative stereotypes associated with older workers may be one form 
of ageism in the workforce (McCann and Giles 2002). Indeed, age discrimination 
claims have been on the rise for some time, with a recent spike (approximately a 30% 
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increase over last year, from 2007 to 2008) that has made news in the Washington Post 
(U.S. Equal Employment Opportunity Commission 2010; Vogel 2009).

Studies have shown that ageism is experienced by many older workers. In a 
recent AARP survey, 60% of respondents between ages 45 and 74 reported that 
they believe that age discrimination is present in the workplace, and of those, 45% 
think it is very common (Groeneman 2008). In that same study, 13% of respondents 
between ages 45 and 74 felt that they were treated worse by their employer in com-
parison to other workers as a result of their age (Groeneman 2008). Whether or not 
discrimination is involved, negative attitudes in the workplace constitute a serious 
problem for older workers. They are “detrimental to both individual and organiza-
tional productivity, and although legislation can mandate particular organizational 
policies, it cannot dictate attitudes or behaviors” (Hedge et al. 2006, 46).

How Do Negative Attitudes Affect Older Workers?

Sue, et al. (2007a) have described a phenomenon whereby racial minorities experi-
ence “brief and commonplace daily verbal, behavioral, and environmental indigni-
ties, whether intentional or unintentional, that communicate hostile, derogatory, or 
negative racial slights and insults to the target person or group…” (p.72), referred 
to as “microaggressions.”  These slights and insults are often experienced as chal-
lenges to the self esteem and/or well-being of their targets. Microaggressions are 
often out of the awareness of the perpetrator and sometimes take the form of “subtle 
snubs or dismissive looks, gestures, and tones” (Sue, et al. 2007b, p. 273). 

We assert that microaggressions are not limited to insults having to do with race; 
insults having to do with age also have pernicious effects. Any type of slight, from 
an inappropriate tease (“old man,” “gramps”) to an outright slur (“greedy geezer,” 
“old bag”) is an instance of negative attitudes and assumptions that are degrading 
to older people. In our view, when these incidents happen repeatedly, day after day, 
they may be considered age-related microaggressions. As such, they are likely to 
have a negative impact on the well-being and the work-related outcomes of older 
workers. It is interesting to note that James et al. (2008) found that perceptions of 
unfairness toward older workers predicted lower well-being and employee engage-
ment for all but the youngest workers (under age 30). Thus, negative attitudes and 
perceptions affect the organizational climate whether one is a member of the tar-
geted group or not.

As was previously mentioned, there are many negative and mostly erroneous 
attitudes about the capabilities of older workers. In fact, prejudice about age is the 
most socially acceptable prejudice there is in America (Hedge et al. 2006). Older 
people themselves, who have internalized the negative attitudes so prevalent in our 
society, are just as likely to hold such attitudes as are younger people (Levy and 
Banaji 2002). Older workers constitute a very heterogeneous group; however, and 
older workers respond in different ways to the challenges associated with negative 
attitudes that may be present at their places of work. To the extent that there may 
be protective factors that foster resilience in older workers against the damaging 
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effects of such negative attitudes, it would be beneficial to both employers as well 
as to employees to discover them.

Resilience and the Workplace

Throughout the life course, individuals are faced with many hardships that range 
from single traumatic events to pervasive adversity over many years. Some individuals 
are able to thrive despite such experiences, while others seem to falter. We are learning 
that it is not simply luck that puts people in one category or the other. Those who 
seem to effectively cope in stressful situations, or who do not manifest the negative 
outcomes typical of those who have similar experiences, are said to be resilient. 
Resilience has been defined in many different ways by different people. Summarizing 
broadly, the definitions primarily conceptualize resilience either as an outcome of 
some event/situation or as a process leading to an outcome (Kaplan 1999).

Definitions in which resilience is viewed as an outcome focus on the idea that 
resilience occurs as an unusual response to a stressor. For example, resilience was 
defined by Masten (1989) as “the positive side of adaptation after extenuating 
circumstances” [as cited in Ryff et al. (1998, 70)]. In this sense, a person is thought 
to be resilient when showing a positive outcome despite a significant adversity 
which has typically resulted in a negative outcome.

In contrast, definitions of resilience as a cause or influence focus on the idea that 
individuals may possess certain personal characteristics that protect them from 
negative outcomes typical of others. One of these characteristics is “hardiness.” 
Psychological hardiness is a quality of an individual defined as having high “com-
mitment (belief in the importance and value of oneself and one’s experiences or 
activities), control (the belief that life events and experiences are predictable and 
consequences of one’s actions), and challenge (the belief that change is normal and 
represents a positive rather than threatening circumstance)” (Kaplan 1999, 20–21). 
It is thought that hardy individuals may be better able to withstand significant stressors 
in their environments due to their atypical cognitive and behavioral responses to 
events (Crowley et al. 2003). In addition, research has shown a link between other 
instantiations of psychological hardiness such as high self-efficacy, high self-
esteem, and internal locus of control, with positive outcomes despite significant risk 
factors (Cappella and Weinstein 2001; Kaplan 1999; Kumpfer 1999; Wanberg and 
Banas 2000). According to this conceptualization, resilience is similar to a stable 
personality trait.

The study of resilience has traditionally focused on people who are either (a) 
growing up under adverse conditions, such as poverty, extreme violence, parental 
mental illness, or tragic life events (Luthar et al. 2000) or (b) coming to terms with 
extremely traumatic events, life-threatening situations such as rape or some other 
form of sexual abuse (Bonanno 2004; James et al. 1997; Liem et al. 1997). More 
pertinent to the research presented here, some studies have examined resilience in 
the face of the indignities of aging. Staudinger et al. (1999), for example, found that 
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certain aspects of personality and emotional response sets are related to satisfaction 
with aging, which they conceptualized as resilience. In addition, Ryff et al. (1998) 
suggested that psychological resources such as positive self-perceptions and social 
comparisons are protective factors for psychological well-being among older 
adults. In recent years, the study of resilience has been broadened to include everyday 
stressors.

Martin and Marsh (2008) proposed a new construct, “buoyancy,” to describe 
everyday resilience which is defined as “an individual’s capacity to successfully 
overcome setbacks and challenges that are typical of the ordinary course of everyday 
life” (p. 169). From this perspective, individuals may show resilience to chronic 
stress in their everyday environments, or as mentioned above, older workers may 
be resilient in the face of perceived negative assumptions and stereotypes held 
about them by their younger coworkers.

Regardless of the definition, the study of resilience involves the recognition of 
risk factors and the search for protective factors. Risk factors heighten the chances 
of negative outcomes and may be internal or external (Keyes 2004). Protective 
factors work to buffer against the negative effects of the risk factors and like 
risk factors, they may also be internal or external (Kaplan 1999). Simply put, 
protective factors serve to increase the likelihood of a person’s resilience in the face 
of risk factors. For example, a risk factor for many children is growing up in an 
impoverished environment, but a protective factor in that situation may be strong 
social support from parents and peers. If a child in such an environment shows posi-
tive developmental outcomes, the child may be thought of as resilient and the pro-
tective factor of social support the buffer. Similarly, work overload is a risk factor 
for lower job satisfaction, but supervisor support may be a protective factor against 
the negative effects of work overload.

Facilitators of Resilience in the Workplace

There are both internal and external factors that can contribute to individuals’ 
sensitivity to and hardiness in response to the stresses associated with negative 
attitudes. While employees’ dispositions or sources of psychological hardiness 
(such as one’s core sense of self) may act as internal protective factors against the 
harmful effects of daily microaggressions expressed as negative attitudes toward 
late-career workers, job conditions such as supervisor support and work team inclusion 
may serve as external protective factors.

Numerous studies have found that high levels of social support help buffer 
against the negative outcomes seen with many risk factors (Bonanno et al. 
2007; McCalister et al. 2006; Wilks and Croom 2008). Accordingly, social 
support at work may serve as a protective factor for older workers against the 
negative attitudes that they are exposed to in many places of work. Supervisor 
support is defined as “the degree to which employees form impressions that 
their superiors care about their well-being, value their contributions, and are 
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generally supportive” (Dawley et al. 2008, 238). It is thought to affect work-related 
outcomes such as job satisfaction and turnover intentions (Ng and Sorensen 
2008). It is possible that a highly supportive supervisor relationship could serve 
as a buffer for the deleterious effects of negative attitudes toward older 
workers.

The extent to which one is made to feel that he or she is a crucial part of the 
work team may also buffer negative attitudes that could be present at the work-
place. Often referred to as “inclusion,” it refers to “the degree to which individuals 
feel part of critical organizational processes such as access to information and 
resources, involvement in work groups, and the ability to influence the decision 
making process” (Mor Barak and Cherin 1998, 48). Work team inclusion has a 
substantial impact on employees’ experiences and has been linked to many work-
related outcomes, as well as outcomes of well-being (Mor Barak et al. 1998). High 
levels of work team inclusion may foster feelings of being part of a supportive 
work environment which may in turn protect older workers from the negative 
attitudes of others.

Age & Generations Study

To explore outcomes associated with negative attitudes toward late-career workers 
we used data from the larger Age & Generations Study (Pitt-Catsouphes et al. 
2009). The Age & Generations Study gathered information about employee well-
being in today’s multigenerational workforce. Employees completed a survey 
between November 2007 and March 2008, asking a series of questions about the 
following topics: employees’ perceptions of their work, organization/department 
as a whole, work group, supervisor/team leader, work style, and outlook on life. 
In total, 2,210 employees from 12 departments in nine organizations participated in 
this study. The data were weighted so that each organization was equally repre-
sented in the sample.

For the purposes of this investigation, our sample focused on older workers. 
Older workers are often defined based on chronological age (Greller and Simpson 
1999; Riach 2007), but the term “older worker” has been applied to a large range 
of ages from 40 to over 75 (Hedge et al. 2006; Kooij et al. 2008). Acknowledging 
the large range of ages that has been used to describe older workers (Kooij et al. 
2008; Pitt-Catsouphes and Smyer 2007), we adopted a definition congruent with 
American Discrimination in Employment Act which protects anyone 40 and over 
from age discrimination. Consequently, our sample of older workers includes workers 
aged 40 or older.

The participating organizations in the Age & Generations Study are affiliated 
with a range of industry sectors: two of the organizations are in the educational 
services industry; two are in health care and social assistance; one is in retail trade; 
two are in finance and insurance; one is in professional, scientific, and technical 
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services; and one is in the pharmaceutical industry. Five of the participating 
organizations have a worksite located outside of the United States and four do not. 
All of the organizations in our sample were considered large businesses, each hav-
ing over 1,000 employees: four of the organizations had between 1,000 and 10,000 
employees; four had between 10,000 and 50,000 employees; and one had over 
50,000 employees. While four of the participating organizations were for-profit, 
five were nonprofit.

Table 22.1 summarizes some of the employee characteristics in the sample for 
employees aged 40 or older.

Attitudes at Work

As part of the Age & Generations Study, employees were asked about their perceptions 
of workers at different career stages. In this study, we used measures of attitudes 
toward late-career workers as a proxy for attitudes toward older workers. 
Respondents were asked how true it was that late-career workers (1) are productive; 
(2) take initiative; (3) add creativity to projects; (4) have high levels of skills 

Table 22.1 Characteristics of the sample

Employees aged 40 years or older

Approximate number of participants 1,000
Percentage of women 65.7
Percentage of men 34.3
Percentage of full-time employees 87.8
Percentage of part-time employees 12.2
Percentage of hourly employees 44.8
Percentage of salaried employees 55.2
Median wage for hourly employees $29/h
Median salary for salaried employees $84,244.54/year
Average age of employees 51 years
Percentage age 40–49 43.1
Percentage age 50–59 42.8
Percentage age 60–65 10.1
Percentage age 65 or older 4.0
Percentage with supervisory responsibilities 49.0
Percentage reporting that they have an additional 

job with a second employer
7.7

Percentage of temporary employees 4.8
Percentage of consultants 2.4
Percentage reporting that they were “working in 

retirement,” i.e., they had officially retired 
from a previous job

5.7
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compared to what is needed for their jobs; and (5) are often our best employees 
(see Table 22.2). A composite score was then created by taking the mean of these 
five items. Lower scores indicate less positive attitudes toward late-career team 
members and higher scores indicate more positive attitudes. These results suggest 
that workers aged 40 or older are more positive about older workers (in general) 
being productive and having high levels of skills compared to their assessment of 
older workers having what is needed for their jobs. By contrast, workers 40 and 
older were less positive about their ability to add creativity to projects. When the 
responses to the individual items regarding attitudes toward late-career team 
members were aggregated, we found that the attitudes are significantly less positive 
among workers under age 40 (M = 2.81, SD = 0.58) than among those age 40 or 
older (M = 2.95, SD = 0.56), t(1,745) = 5.01, p = 0.001.

Relationships Between Negative Attitudes and Important 
Outcomes: Mental Health and Engagement

Building on previous work suggesting that negative attitudes are very stressful for 
those experiencing them (Sue et al. 2008), we examined the extent to which 
attitudes toward late-career team members predict outcomes of well-being for 
employees aged 40 or older. To measure personal and organizational outcomes, we 
used a measure of mental health (personal well-being) and employee engagement 
(active involvement with and commitment to the organization). Mental health was 
measured using the eight-item SF-8 (Ware et al. 2001). Sample items include, 
“During the past 4 weeks, how much have you been bothered by emotional prob-
lems (such as feeling anxious, depressed, or irritable)?” and “During the past 4 
weeks, how much energy did you have?” Employee engagement was measured 
using a nine-item adapted version of the Utrecht Work Engagement Scale (Schaufeli and 

Table 22.2 Means and standard deviations for the attitudes toward 
late-career team members (N = 910)

In general, how true do you think the following statements are for the 
members of your team who are late career?

Mean
Standard 
deviation Range

Late-career employees are 
productive

3.18 0.69 1–4

Late-career employees take initiative 2.88 0.82 1–4
Late-career employees add creativity 

to projects
2.76 0.79 1–4

Late-career employees have high  
levels of skills compared to what  
is needed for their jobs

3.00 0.77 1–4

Late-career employees are often our 
best employees

2.92 0.75 1–4
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Bakker 2004). Sample items include “At my work, I feel bursting with energy” and 
“I am immersed in my work.”1

As can be seen in Table 22.3,2 after controlling for key demographic characteris-
tics and dependent care responsibilities, an increase in positive attitudes toward late-
career team members is associated with an increase in well-being and employee 
engagement. Of course, the reverse is also true; negative attitudes toward late-career 
team members are associated with lower well-being and lower employee engagement. 
These findings suggest that negative attitudes toward late-career team members can 
contribute to the erosion of older workers’ well-being and depress their employee 
engagement scores in a way similar to the way the microaggressions erode the 
self-esteem and well-being of racial minorities. As such, they are a significant risk 
factor for poor mental health outcomes among older workers.

Table 22.3 Standardized regression estimates of measures of well-being 
on attitudes toward late-career workers (N = 737)

Mental health
Employee 
engagement

Predictor B B
Gendera 0.105** 0.108**
Marital statusb 0.012 –0.021
Parental statusc –0.028 –0.118**
Ethnicityd –0.083* –0.111**
Educatione 0.039 –0.007
Income 0.074* 0.089*
Age 0.199*** 0.171***
Attitudes toward late-career team 

members
0.136*** 0.265***

R2 0.077*** 0.124***

Note: Gender, marital status, parental status, ethnicity, education, income, 
and age are controls
*p<0.05, **p<0.01, ***p<0.001
aReference = female
Reference = married or cohabitating
cReference = has no children
dReference = white
eReference = bachelors degree or higher

1According to Kahn (1990), employee engagement is the “harnessing of organizational members’ 
selves to their work roles; in engagement, people employ and express themselves physically, 
cognitively, and emotionally during role performances” (p. 694). Generally, engaged employees 
are those who have a “sense of energetic and effective connection with their work activities and 
they see themselves as able to deal completely with the demands of their job” (Schaufeli et al. 
2002, 73; see also Pitt-Catsouphes and Matz-Costa 2009). Angle and Perry (1983) suggest that 
this type of “harnessing” of the self is a function of the way that employees have been treated by 
the organization.
2It is interesting to note that this finding is consistent for workers under the age of 40. For these 
workers, negative attitudes towards late-career team members are also related to lower levels of 
mental health and employee engagement.
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Protective Factors

Having found that attitudes toward late-career team members are related to well-
being and employee engagement, we wanted to explore the extent to which some 
older workers are more susceptible to the stress associated with them than other older 
workers, as Kang and Chasteen (2009) have suggested. Using a model of resilience 
proposed by Luthar (1991) as a framework, who examined personal attributes that 
moderated the relationship between the risk factors of life stress and low socioeco-
nomic status and the outcomes of social competence, we assessed what factors 
moderate the relationship between the risk factor (negative attitudes) and the outcomes 
(mental health and employee engagement). Specifically, we looked at the extent to 
which certain job conditions and the personal disposition of core self-evaluations 
(CSE) moderate the relationship between negative attitudes toward late-career team 
members and mental health and employee engagement for workers aged 40 or older. 
We used the measures listed in Table 22.3 and examined the moderating effects of 
potential internal (CSE as dispositional “hardiness”) and external protective factors 
(supervisor support and work team inclusion as job conditions) on the relationship 
between attitudes toward late-career team members and the well-being outcomes.

Supervisor support was measured using an eight-item adapted scale (Bond 
et al. 2002; Greenhaus et al. 1990; Mor Barak and Cherin 1998). Sample items 
include “My team leader/supervisor gives me helpful feedback about my perfor-
mance” and “My team leader/supervisor cares about whether or not I achieve my 
career goals.” Inclusion was measured using a ten-item adapted scale (Bond et al. 2002; 
Mor Barak and Cherin 1998). Sample items include “I have a say in the way my 
work group performs its tasks” and “I am able to influence decisions that affect 
my work group.” The CSE is a higher order construct comprised of neuroticism 
(reverse scored), locus of control, self-esteem, and self-efficacy. It was measured 
using the 12-item CSE Scale (Judge et al. 2003). Sample items include “When I 
try, I generally succeed” and “I determine what will happen in my life.”

Protective Factors for Older Workers

As can be seen in Table 22.4,3 direct effects were found between CSE (but not 
supervisor support or team inclusion) and mental health. Supervisor support, team 
inclusion, and CSE also contributed to the explanation of the variation in the mea-
sure of employee engagement.

3When looking at workers under the age of 40, CSE does not significantly moderate the relation-
ship between attitudes towards late-career team members and mental health. In addition, for workers 
under the age of 40, supervisor support, work team inclusion, and CSE all do not significantly 
moderate the relationship between attitudes toward late-career team members and employee 
engagement. This suggests that these moderators may be unique to older workers.
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Core self-evaluations moderated the relationship between attitudes toward late-
career team members and mental health for older workers. Supervisor support, 
work team inclusion, and CSE all moderated the relationships between attitudes 
toward late-career team members and employee engagement among older workers. 
The significant interactions between attitudes and CSE in predicting mental health, 
and the interactions between attitudes and CSE, supervisor support, and inclusion 
in predicting employee engagement suggest that CSE, supervisor support, and 
inclusion serve as protective factors against attitudes toward late-career team members 
(cf. Luthar 1991).

To further examine the moderating effects of supervisor support, work team 
inclusion, and CSE as either protective or vulnerability processes, we plotted the 
relationships between the significant moderators and attitudes toward late-career 
team members for mental health and employee engagement for older workers (see 
Figs. 22.1–22.4). If the outcomes of mental health and employee engagement are 
high when the moderators are at higher levels despite high levels of negative atti-
tudes toward late-career team members, then the moderators are protective factors 
in our conception of resilience; however, if the reverse is true and the outcomes of 

Table 22.4 Standardized regression estimates of measures of 
well-being on attitudes toward late-career workers and supervisor 
support, inclusion, and CSE (N = 737)

Mental 
health

Employee 
engagement

Predictor B B
Gendera 0.029 0.074*
Marital statusb –0.018 –0.052
Parental statusc 0.034 –0.073*
Ethnicityd –0.065* –0.086**
Educatione –0.008 –0.050
Income 0.030 0.023
Age 0.138*** 0.142***
Attitudes toward late-career  

team members
0.016 0.122***

Supervisor support 0.061 0.119**
Attitudes by supervisor support 0.022 0.098*
Inclusion –0.048 0.121**
Attitudes by inclusion –0.016 –0.151***
CSE 0.559*** 0.380***
Attitudes by CSE –0.071* –0.106***
R2 0.360*** 0.358***

Note: Gender, marital status, parental status, ethnicity, education, 
income, and age are controls
*p<0.05, **p<0.01, ***p<0.001
aReference = female
bReference = married or cohabitating
cReference = has no children
dReference = white
eReference = bachelors degree or higher
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Fig. 22.1 Moderating effect of core self-evaluations (CSE) on the relationship between attitudes 
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mental health and engagement are lower, then the moderators are considered to be 
vulnerability factors. Thus, when protective factors against negative attitudes 
toward late-career team members are present, a person is thought to be resilient.

As can be seen in Fig. 22.1, when the risk factor of negative attitudes toward 
late-career team members is present, workers with low CSE have lower mental 
health than workers with average or high CSE. As attitudes toward late-career team 
members become more positive and are no longer a risk factor, the effect of the 
attitudes on mental health decreases. This suggests that CSE serve as a protective 
factor against the effects of the negative attitudes on mental health in a way that is 
similar to the way that “hardiness” has functioned in previous studies (Crowley 
et al. 2003; Kaplan 1999).

As can be seen in Fig. 22.2, contrary to our expectations, employee engagement 
was not higher for workers with high supervisor support when the risk factor of 
negative attitudes toward late-career team members was present. This suggests that 
supervisor support is not a protective factor against negative attitudes. However, as 
the attitudes toward late-career team members become more positive, employee 
engagement is greater for workers with high supervisor support than for those with 
average or low supervisor support.

Another important potential external protective factor is work team inclusion. As can 
be seen in Fig. 22.3, when attitudes toward late-career workers are very negative 
and the risk factor is present, workers with high levels of work team inclusion have 
higher employee engagement than workers with average or low work team inclu-
sion. However, as attitudes become more positive and they are no longer a risk 
factor, the effect of work team inclusion on levels of engagement diminishes. This 
finding suggests that work team inclusion is a protective factor against the effects 
of negative attitudes on work-related well-being.

The moderating effect of CSE on the relationship between attitudes toward late-
career team members and employee engagement is similar to the effect for mental 
health. As can be seen in Fig. 22.4, when attitudes toward late-career team members 
are the most negative, workers with high CSE have the greatest employee engage-
ment compared to workers with average or low CSE, but CSE have little effect on 
employee engagement when attitudes are more positive and are no longer a risk 
factor. This suggests that CSE or hardiness is a protective factor against the effects 
of the negative attitudes on employee engagement.

Conclusions

While resilience remains a complex and multifaceted variable, our findings show 
that it is a useful construct for understanding the on-the-job experiences of today’s 
older workers. It would be easy (but a mistake) to assume from preliminary analyses 
that job conditions have little to do with mental health in the workplace. Indeed, our 
findings suggest that job conditions have no direct effect on the relationship between 
attitudes toward late-career team members and mental health. When conceptualizing 
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vulnerabilities among older workers or late-career team members such as negative 
attitudes, and examining the data for buffers against these vulnerabilities, our focus 
shifts not only from direct, negative effects but also to a more positive frame. Instead 
of what’s wrong in the workplace, it is helpful to expand on what is working well.

Findings indicate that there are both internal and external buffers against the 
age-related microaggressions older workers are subjected to. Specifically, high 
CSE served as a significant protective factor against the risk factor of negative 
attitudes on both mental health and employee engagement. Work team inclusion 
was an important moderator of the relationship between attitudes toward late-career 
team members and employee engagement but not mental health. These findings 
suggest that CSE and work team inclusion are particularly important for older 
workers’ employee engagement when attitudes toward late-career team members 
are negative. In addition, having more positive attitudes toward late-career team 
members in general is related to greater employee engagement and mental health 
in older workers regardless of job conditions and personal dispositions.

Contrary to our expectations, the job condition operationalized as supervisor 
support was not a protective factor. Even so, the significant interaction between 
attitudes toward late-career team members and supervisor support revealed that for 
more positive attitudes, employee engagement is greater for workers with high 
levels of supervisor support when compared to workers with average or low super-
visor support. Although not necessarily a protective factor, supervisor support is an 
important factor in the life of older workers, especially when the organizational 
climate is favorable toward late-career workers.

As we conclude this chapter, we must grapple with an important question: 
why should employers care about protecting older workers from daily slights and 
degradations? First, as employers come to see the value of older workers for their 
good work ethic, their ease with customers, and their reliability (James et al. 2008; 
Munnell et al. 2006; Pitt-Catsouphes et al. 2007), they also want them to be happy 
and satisfied; there is concern with their well-being. Second, as employers work 
with intergenerational teams and struggle with a reeling economy, employers want 
to know what will engage these employees and ensure their commitment to the 
organization. Workers who are “engaged,” for example, tend to be less stressed and 
more satisfied with their lives; they also tend to use less health care, take fewer sick 
days, be more productive, and stay longer with their organizations than their less 
engaged counterparts (Gallup Organization 2003, 2006). Given the relationship we 
have found between protective factors against negative attitudes and engagement, it 
would seem to be in employers enlightened self-interest to take an interest enhancing 
the resilience of their older workers.

Employers can take a number of steps to promote the development of work 
environments that protect older workers against the microaggressions associated 
with ageism. As a first line of defense, employers should gather information 
(either formally or informally) to assess the extent to which (and in what types of 
situations) employees perceive ageism at the workplace. Following this type of 
culture audit, employers can take steps, such as supervisor training and team 
building experiences that promote supervisor support and a climate of inclusion. 
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Some employers might also find that job redesign (i.e., adjusting some aspects of 
jobs so that they better fit with the needs and preferences of older workers) is an 
effective approach as one study found that job redesign that results in skill variety, 
increased task significance and autonomy can enhance resilience (Badran and 
Kafafy 2008).

Decades of research suggest that negative stereotypes against older workers are 
entrenched and it may take time to replace assumptions about the limitations of 
older workers with new perspectives about the assets that older workers can bring 
to the workplace. In the mean time, it is the responsibility of employers to create 
work environments that help foster resilience that can help older workers maintain 
their engagement in and enjoyment of meaningful jobs.
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This book provides a comprehensive look at the many aspects of resilience and the 
ways in which older adults can build resilience and overcome challenges experi-
enced throughout the aging process. The chapter authors provide several different 
definitions of resilience. For example, Allen et al. (Chap. 1) describes resilience as 
a dynamic process of maintaining positive adaptation and effective coping strate-
gies in the face of adversity, or simply stated resilience is a dynamic process of 
adaptation to adversity. Hochholter et al. (Chap. 2) refer to resilience as an extraor-
dinary and positive response to a challenge or stressor, and Rosowsky in Chap. 3 
notes that resilient older adults are able to tolerate the vicissitudes of aging and 
defray the overhead of growing old. Across the many definitions and descriptions 
of resilience provided, resilience is conceptualized to reflect an effective response 
to some type of adversity or challenge, whether it is physical, psychological, eco-
nomic, political, environmental, or social.

Resilience is thus central to aging because adversity is inevitable at points 
throughout the lifespan and certainly as we age. Some adults will be fortunate 
enough to survive till old age, with “old” varying from 50 to 75 years of age (World 
Health Organization 2010) without multimorbidity. Even for these individuals, 
there will be some physical and sensory changes and psychosocial challenges com-
mon to older adults such as role loss, loss of friends and family, or a beloved pet. 
Responses to these challenges are as varied as the challenges themselves. Some 
individuals become depressed or disengaged when faced with age-associated 
changes such as graying of hair or wrinkling of skin. Others respond by seeking 
cosmetic intervention, using appropriate behavioral interventions (facial exercises), 
humor, or simply take pride in the changes as a badge of honor associated with 
growing old (e.g. I earned these gray hairs!).
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Resilience and Aging Well

Even in the face of normal aging, resilience is relevant and being resilient is likely 
central to aging well. Successful aging is generally conceptualized as the older 
adult who has, by virtue of good luck, family history, and adherence to healthy 
lifestyle behaviors, avoided physical, cognitive, or functional changes that influ-
ence quality of life or active engagement. The image of a successful older adult 
tends to be the 95-year-old runner who wins his or her age group in the Boston 
marathon, or the individual featured on greeting cards who can display flexibility 
that most of us never could achieve as children. The truly successful older indi-
vidual, however, is someone who has demonstrated resilience and at age 95, with 
multiple morbidities optimizes function, volunteers or continues to be actively aged 
in meaningful activities, or is simply happy reviewing his or her prior life activities. 
It is the individual who has a hip fracture and engages fully in rehabilitation activi-
ties and remains determined to return home, or the individual who recognizes 
cognitive changes with a decline in short-term memory and buys a bigger calendar 
to write more reminders or cues.

Resilience and Exercise

Exercise, and adherence to exercise throughout life, has been described as one of 
the best interventions to optimize the likelihood of aging successfully (Depp and 
Jeste 2006). There is no question that there are numerous, well-supported benefits 
to exercise throughout the lifespan. For example, exercise can decrease progression 
of degenerative joint disease (Netz et al. 2005), prevent osteoporosis of the lumbar 
spine (Palombaro 2005), decrease incidence of falls and fear of falling (Oliver et al. 
2008), increase gait speed (Smith et al. 2006), increase muscle strength and overall 
fitness and function (Ada et al. 2006; Liu and Latham 2009), improve cognitive 
function (Angevaren et al. 2008), and improve quality of life and overall well-being 
(Netz et al. 2005). It is those who are resilient, however, who have the motivation, 
determination, and impetus to engage in regular exercise activities, regardless of 
underlying physical challenges, pain, or fear. Thus, it may not simply be exercise 
that is the secret to successful aging. Rather, it may be the individual’s resilience 
and ability to adapt to physical challenges or overcome other barriers to engaging 
in exercise such as time, competing activities, and responsibilities.

Moving Forward and Preparing the Baby Boomers

Throughout this book we embrace the conceptualization of resilience as a process 
or behavioral response that can be strengthened, improved, and called upon to 
establish, maintain, or regain a state of physical, psychological, or emotional 
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equilibrium over time. Building resilience should be a lifelong process and can be 
facilitated through numerous pathways and approaches. Interventions can focus on 
such things as developing positive interpersonal relationships, incorporating social 
connectedness with a willingness to extend oneself to others, developing and 
recognizing strong internal resources, having an optimistic or positive affect, keeping 
things in perspective, setting goals and taking steps to achieve those goals, developing 
and maintaining high self-esteem and high self-efficacy, building one’s determination, 
and developing or expanding one’s sense of spirituality, which involves a sense of 
purpose, belonging, or a belief in a higher power and a sense of curiosity, awe, or 
wonder.

Interventions to stimulate and build resilience can be organized around three 
areas: (1) developing disposition attributes of the individual such as vigor, optimism, 
and physical robustness; (2) improving socialization practices; and (3) strengthening 
self-efficacy, self-esteem, and motivation through interpersonal interactions as well 
as experiences. The chapters in this book provide wonderful examples of how to 
recognize, develop, and strengthen resilience in older adults across all the three areas. 
There are examples and discussions of using civic engagement and volunteer or paid 
employment to achieve physical, emotional, and psychosocial benefits. Preparing 
current work environments to assure the safety and optimal job satisfaction of older 
employees is critical. Likewise environmental interventions to assure that older 
adults can travel to and safely access sites of employment (volunteer or paid employ-
ment) as well as community resources and activities are critical. The Age-Friendly 
New York City Project provides a wonderful model for how to comprehensively 
evaluate and implement interventions to optimize the physical environment in cities 
for older individuals to build resilience and facilitate successful aging.

There are also numerous examples throughout the chapters to address the special 
challenges of optimizing resilience and successful aging among older adults with 
cognitive impairment. Using narratives is one way in which older adults with cogni-
tive impairment can share life stories with families and have such stories become 
enduring heirlooms for future generations. Social remembering and talking with others 
about shared experiences is another way in which to engage an individual with cogni-
tive impairment in an enjoyable successful experience that builds self-esteem. I do 
this often in my own clinical practice as I have patients and had the opportunity to 
work with them for over 25 years. Together we share much history and I stimulate 
their memories of prior successful recoveries and engage them in drawing on those 
experiences. In the wonderful project, Meet Me at the MoMA, there is evidence of 
how enlivening creativity and drawing on past and current creative abilities and inter-
ests can have an important impact on older adults with cognitive impairment. Similar 
use of creative endeavors can be implemented in care facilities or home settings.

The Baby Boomers may be a generation that is more comfortable with self-help 
and support group activities compared to the current cohort of older adults. Self-
help, self-care, or support activities may be tremendously important for older adults 
with chronic illnesses to strengthen resilience and live out their remaining years 
with multiple chronic conditions. Another special group of old adults anticipated to 
grow exponentially in the future are those with lifelong mental health disabilities 
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(e.g. depression, bipolar, anxiety, schizophrenia, or personality disorders). These 
individuals may benefit from self-help activities such as exercise. Alternatively, as 
seen in the description of the Geriatric Mobile Crisis Response Team, such indi-
viduals may need one-on-one intervention to strengthen resilience through counseling, 
appropriate medication management, or connections to community resources.

Spirituality, whether this be the traditional involvement of older adults with 
religious groups or organizations or a sense of spirituality through one’s beliefs, is 
another way in which older adults help themselves obtain and maintain a sense of 
resilience. Spirituality can be thought of as a relationship with a Transcendent 
Being and a desire to expand that relationship and find meaning and purpose in all, 
but particularly challenging life experiences. Thus, many older adults draw on their 
spirituality to build resilience. As seen in Chap. 17, older adults that are caregivers 
gain a sense of resilience through spiritual activities and beliefs as they live with 
the challenges of providing care for an older spouse, partner, relative, or friend. 
Cultural sensitivity and understanding are crucial to support of spiritual beliefs and 
building resilience across different communities and religious affiliations. Although 
spirituality may help build resilience, it is important to be certain that an individual 
is not deferring to a Transcendent Being to help with recovery following an acute 
event, rather than engaging in the necessary behaviors to optimize recovery.

As stated in the Institute of Medicine Report, Retooling for an Aging America: 
Building the Health Care Workforce (Institute of Medicine Report 2008), the num-
ber of older adults in the United States will almost double between 2005 and 2030, 
and the nation is not prepared to meet their social and health care needs. We there-
fore have a tremendous opportunity and responsibility to work together to help all 
Americans develop, strengthen, and maintain optimal resilience to face the chal-
lenges and appreciate the positive aspects of aging. We all have within us the capac-
ity to age well with resilience. Some individuals have innate resilience and/or a 
well-practiced resilience and they will age with grace on their own. Others will 
need the guidance of professionals, use of social resources, services, or organized 
religious groups and the environmental support to strengthen or sustain resilience 
and overcome challenges. As you face your own aging and as you work with others, 
be creative, be optimistic, draw on your past successes and reach out to seek and 
accept help from others to be resilient, maintain resilience, and age well as you help 
those for whom you provide care to do likewise.
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