
 

 

 

 

 

Successful Aging with Illness 

by 

Lisa F. Carver 

 

 

 

A thesis submitted to the Graduate Program in Sociology 

In conformity with the requirements of the 

Degree of Doctor of Philosophy 

 

 

Queen’s University 

Kingston, Ontario, Canada 

December 2016 

 

 

 

 

 

 

Copyright © Lisa F. Carver, 2016



ii 

 

 

Abstract 

In twenty years almost one in four Canadians will be over the age of 65. How successfully these 

people age will influence their quality of life and contribute to their physical health. Illness and 

disease are frequent components of aging; however, ‘successful aging’ research normally 

excludes people with illness. Older people living with illness, even life threatening illness, often 

self-report a good quality of life and continue to experience psychological well-being and a 

significant engagement in social life. This dissertation uses a three manuscript approach to 

examine successful aging among people with illness.  

The first manuscript employed a scoping review to examine the models used in recent successful 

aging research, compiling the most frequently used constructs which included: engagement, 

optimism and/or positive attitude, resilience, spirituality and/or religiosity, self-efficacy and/or 

self-esteem, and gerotranscendence.  

The second manuscript utilized data gathered via interviews (online or in person) with people 

over the age of 65 years living with illness.  The majority of these participants reported success 

in aging; only resilience was predictive in the binomial regression analysis.   

The third manuscript examined the role of social determinants of health on successful aging. The 

analysis revealed that disengagement from community-activities showed a significant association 

with higher self-reported successful aging. The best fitting model for predicting rate of 

successful aging with illness was a linear combination of participants’ ageism score and 

community activity score, while controlling for gender and age.  
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When considered together, the results from these three manuscripts suggest that successful aging 

can be experienced by older adults aging with illness. And that, among these older adults, 

resilience, community interaction and ageism may all play a part in determining the extent to 

which aging is experienced as successful.  Recommendations include the suggestion that we 

embrace the idea that people with illness can self-define as successful agers. Further, since some 

of the associated constructs (e.g. resilience) can be fostered, successful aging could be bolstered 

by education or programs to build skills along with the usual treatment modalities for the 

illnesses that co-exist.  

Keywords Successful aging, social determinants of health, resilience, engagement, gender 
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“Age changes our relationship with time: as the years go by our future shortens, while our past 

grows heavier” (de Beauvoir 1972:361) 

 

Successful Aging with Illness 

Chapter 1: General Introduction 

Aging can be a journey that brings meaning and encourages connection (Shin, Kim and 

Kim 2003)1. Havighurst (1961) invoked the term ‘successful aging’ to describe the ability of 

some elders to experience aging as a particularly positive experience that goes beyond ‘aging 

normally.’ Successful aging describes the integration of physical, psychological and 

interpersonal well-being in older age.  It encompasses but is not the same as quality of life, 

which includes adequate levels of food, shelter, physical comfort, interpersonal relationships 

(Puts et al. 2007).  Successful aging reflects the ability to respond to and overcome challenges, 

including threats to quality of life such as poverty.  For many, successful aging also includes 

making sense of life experiences and finding meaning. 

Given that, in twenty years, almost one in four Canadians will be over the age of 65, how 

well these people age will influence their quality of life and the success of their aging. Although 

the usual assumption is that physical health determines successful aging, there is evidence to 

suggest the reverse, that is, successful aging contributes to physical health (Sabia, et al. 2012).  

Despite the inevitability of illness and death, successful aging has not normally included 

people with illness (Cosco et al. 2014; Depp and Jeste 2006).  Nevertheless, some people living 

with a serious illness self-report a good quality of life and continue to experience psychological 

                                                 
1 ASA style formatting is used for the general introduction, literature review and general discussion/conclusion. 
Each manuscript is formatted for submission to a particular journal. 
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well-being and engagement in life (Depp and Jeste 2006; Tang, Aaronson, and Forbes, 2004).  

This interdisciplinary dissertation uses a non-biomedical approach to explore the 

occurrence of successful aging among people over 65 years of age living with illness.  In order to 

completely avoid bio-medicalizing our exploration of successful aging with illness, participants 

were not asked to evaluate their capacity to complete activities of daily living (ADLs) or 

instrumental activities of daily living (IADLs).  We were interested in their self-reported health, 

which, we hypothesized would reflect whether or not participants felt that they were capable of 

meeting their self-maintenance needs. 

This dissertation gives consideration to sociological factors such as engagement (i.e. 

social connectedness) and gerotranscendence; psychological constructs including resilience and 

optimism; and, social determinants of health such as socioeconomic status (income, education), 

sex and gender.   Data collected are used to answer the three research questions outlined in 

Figure 1.  The results of this study contribute new information that can be used to inform 

decisions around service provision for and care of the aging and even end-of-life planning at 

both policy and individual care levels. 

This dissertation is divided into six chapters.  The first is this introductory section. The 

FIGURE 1.  RESEARCH OBJECTIVES: 

1. Does successful aging occur among elders aging with illness? 

2. Is there an association between successful aging with illness and the non-biomedical 

constructs most frequently used in successful aging research? 

3. What is the role of social determinants of health including socioeconomic status and 

sex/gender in the prediction of successful aging among older adults living with illness? 
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second chapter is a literature review, which summarizes the theoretical perspectives and existing 

research on successful aging, particularly as applied to aging with illness.  It also considers 

sociological perspectives on identity, aging, and social connectedness (e.g. social participation 

and capital); social determinants of health and illness (e.g. gender and socioeconomic status); 

and psychological constructs that moderate health and illness (e.g. resilience).  The next three 

chapters are three complete manuscripts that include introductions, methods, results and 

discussions.   The final chapter is the general conclusion: integrating the research results with the 

existing body of knowledge, the proposed conceptual framework and suggesting the practical 

implications of this research and future directions for study. 
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Chapter 2: Literature Review 

This chapter provides a review and analysis of the theoretical and substantive literature 

relevant to successful aging with illness. It is divided into four sections: 1) successful aging and 

illness; 2) the social construction of age; 3) psychological constructs that moderate perceptions 

of health and illness (e.g. resilience, optimism); and 4) the social determinants of health and 

illness (especially gender and socioeconomic status). 

Illness and Successful aging 

If life lasts long enough, aging is accompanied by illnesses2; it is how that illness is 

experienced that influences whether an elder considers aging to be successful.  Successful aging 

researchers have generally adopted the perspective that good physical and mental health must be 

included in the model used to describe successful aging.  However, many people aging with 

illness self-report that their aging is successful, possibly because they do not identify with the 

label ‘sick’ and instead consider themselves to be healthy people who happen to have an illness. 

Illness.  For the purposes of this dissertation illness is defined as: “a disease or period of sickness 

affecting the body or mind” (illness, n.d.). The majority of Canadians over 65 years old are living 

with at least one chronic illness (Butler-Jones 2012).  For example, there were 329,600 cancer 

diagnoses in Canada between 2003-2007 among those aged 50-69, and 342,200 among those 

aged 70 years or older (Canadian Cancer Society’s Advisory Committee on Cancer Statistics 

2013).  It is estimated that 22% (16,900) of cancer deaths in 2013 were among those 60-69 years 

old; furthermore, 61% of people who died of cancer (46,200) were over the age of 70 years 

(Canadian Cancer Society’s Advisory Committee on Cancer Statistics 2013).  Using 2004 data, 

                                                 
2 The nature of illness for this dissertation is discussed in the next section 
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Statistics Canada (2006) reported 14.8% of those with heart disease were between 65 and 74 

years and 22.9% were over age 75 years.  There were 72,743 deaths from heart disease, 32% of 

all deaths in 2004. The third most common life threatening illness, Chronic Obstructive 

Pulmonary Disease (COPD), was responsible for 10,280 deaths in Canada in 2007 (Statistics 

Canada 2011). And, in 2012 there were 806,592 people living with COPD (Statistics Canada 

2016).  Many other illnesses, such as diabetes and arthritis are ubiquitous among those over 65 

years, potentially impacting their ability to age successfully.  In fact, to be healthy over the age 

of 65 years old is a “privileged position…within senior community fields due to its relative 

scarcity and its importance for forestalling impending events (i.e. a move to more advanced 

care)” (Schafer 2016:82-83). This dissertation acknowledges the reality of illness in older age, 

and posits that, given the ‘scarcity of health,’ we must consider the possibility that successful 

aging occurs amongst those aging with illness. 

Successful aging and biomedical models.   Successful aging focuses on ‘adding life to years 

not years to life’ (Denham 2006). Successful aging was first conceptualized as the circumstance 

in which an older person or ‘elder’ experiences life satisfaction (Havighurst 1961). However, 

research has long since abandoned life satisfaction as the criterion for successful aging and 

replaced it with a biomedical model, the most popular of which is the ‘MacArthur Model’ (Rowe 

and Kahn 1997, 1998).  The MacArthur Model is biomedical in essence and includes: (1) a low 

probability of disease and disease-related disability; (2) high cognitive and physical functional 

capacity (no problems with Activities of Daily Living (ADLs)); and (3) active engagement with 

life (Rowe and Kahn 1997, 1998).  As shown by several reviews of the literature, the biomedical 

model of successful aging is used in the majority of studies (often with additional constructs), to 

define successful aging (Carver and Buchanan 2016; Cosco et al. 2014; Depp and Jeste 2006).  
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For example, Depp and Jeste (2006) found that 90% of the articles they reviewed were at least in 

part medical. Cosco, et al. (2014) found a similar number (92%) of the studies they reviewed 

included biomedical factors.  

In 2015 Rowe and Kahn published a review of the over twenty-five years of research 

using their MacArthur Model, reporting that “thousands of articles have been written on the 

concept and its components, and more than 100 variations of the original model have been 

proposed” (2015:593).  They acknowledge that while many researchers advocate for this model 

of successful aging, others criticize it referring to it as “too biomedical” (Rowe and Kahn 

2015:593).  According to Rowe and Kahn (2015), 45% of the articles that criticize the model say 

that there needs to be greater consideration of subjective perspectives of successful aging.  Rowe 

and Kahn (2015) identify another 25% of critics as ‘add and stir’ – researchers who believe that 

other constructs need to be added to the model.  Twenty percent of critics call for a “more 

inclusive definition of successful aging and avoidance of ‘stigma and discrimination’ of those 

not aging well” (Rowe and Kahn 2015:593).  Another 10% of critics’ demand “new frames and 

names” (Rowe and Kahn 2015).  These reframers suggest that concepts reflect North American 

bias and require revisions to reflect cultural diversity in successful aging. And a final category of 

researchers, the “minority view,” believe that the MacArthur model should be rejected entirely, 

in favour of non-biomedical model(s) (Rowe and Kahn 2015).  Many of the critics of the 

MacArthur model suggest that social determinants of health such as socioeconomic status and 

gender, sociological factors like social connectedness, family and societal structures, and even 

environment may influence successful aging in important ways. 

This dissertation subscribes to the minority view, proposing that a reliance on biomedical 

elements in a model of successful aging is problematic because it is discriminatory – it 
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automatically excludes the majority of elders from the “aging successfully” category.  For 

example, in one study, after eliminating all those aging with illness, due to the biomedical 

criteria, only 11% of Americans were aging successfully (McLaughlin et al. 2010).  Similar 

results were found in European research where 8.5% of Europeans were found to be successfully 

aging (Hank 2011).   

Successful aging models that are built on disease and disability free status, and/or 

freedom from problems with completing activities of daily living (ADLs) are referred to here as 

‘biomedical’ models not the MacArthur model (Rowe and Kahn 2015) since most of these 

biomedical models are variations on the original MacArthur model.  Many of these biomedical 

models included non-biomedical constructs such as resilience, optimism, sense of purpose, 

positive attitude towards aging (Depp and Jeste 2006), engagement, life satisfaction, as well as 

external factors, such as finances (Cosco et al. 2014). These constructs may have value in 

predicting successful aging among those with illness and the extent of their impact needs to be 

examined more closely.     

Successful aging has been effectively measured using simple single item self-report 

statements and scales.  For example, when Tate, Leedine and Cuddy 2003 asked people “Would 

you say you have aged successfully?” the majority (83%) answered affirmatively (Tate et al. 

2003). When participants were asked by Montross et al. (2006) to report their successful aging, 

92% percent said they were aging successfully.  Other researchers have developed scales (e.g. 

Successful Aging Inventory by Troutman, Nies, Small and Bates 2011) to assess successful 

aging.   
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Health identity.  Health identity, in this context, refers to elders’ evaluation of their own health 

and was measured as self-reported health.  In many cases self-reported health is more predictive 

of successful aging than physician reported health diagnoses (Hill and Buss 2008; Lule et al. 

2013).  For example, the majority (65%) of participants in one study reported that their health 

was ‘good’ despite illness (Borawski, Kinney and Kahana 1996).  Many elders living with illness 

perceive themselves as aging successfully (Knight and Ricciardelli 2003; Montross et al. 2006; 

Strawbridge, Wallhagen and Cohen 2002), possibly because they do not identify with the label 

‘sick’ and instead consider themselves to be healthy people who happen to have an illness. The 

disability paradox (Albrecht and Devlieger, 1999), has been long recognized and reflects the 

occurrence of good self-reported health among individuals with significant disabilities.  In this 

case, individuals may have considered themselves to be in good health – not accepting their 

diagnosis as defining of themselves – and aging successfully. The purpose of this dissertation, 

overall, is to consider whether the presence of illness precludes successful aging and to identify 

the non-biomedical correlates of self-defined successful aging among those aging with illness.   

Social construction of age 

The experience of aging is influenced by many layers of societal forces, some of which are 

internalized and become expressions of the individuals tastes, activities and choices.  Some of 

the elements that influence the social construction of age are: lived experience and othering; 

habitus; power; social connectedness; and gerotranscendence. 

Lived experience and ‘othering’.  A major issue in the quantitative study of successful aging 

has been the absence of voices of the elderly, themselves.  Researchers, health professionals, 

caregivers and children are often the source of information available on elders and their 
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experience of aging and/or dying.  Symptoms, (dis)ability, mobility are measured and recorded, 

as are personal and medical histories - a process the disability movement refers to as being 

“othered” (Charlton 2000).  “Othering’ means turning a person into an object of some sort, such 

as a stereotype or even an object of study…[rather than recognizing that] the expert on the lived 

experience of disability or illness is not the clinician, but the person experiencing disability or 

illness” (Richards 2008:1717).  Lived experience, as a research perspective, acknowledges that 

individuals are the experts on their own lives, not clinicians or caregivers (Richards 2008). 

Lived experience reflects the individual’s physicality, the ability to lift a cup or use the 

toilet as well as the experience of the self (Shin, Kim and Kim 2003).  The experience of the 

physical self along with introspection and interaction with others combine to create the lived 

experience.  Elders recognize their changing abilities and, generally, adapt to them (Reichstadt, 

et al. 2010).  As Wondolowski and Davis (1988:262) point out “the meaning of aging is 

individual and subject to personal interpretation,” and includes: adapting to the present and all its 

challenges; gratefulness for continued consciousness; anticipating new possibilities; 

unburdening; discovery and connectedness; altruism; and retrospection (Mitchell 1993). 

Recognition of physical change, the dichotomy of ‘what is’ versus ‘what was’, self-reflection 

and creativity are also part of the lived experience of aging (Jonas 1992).  We asked elders to 

self-report on their health and experience of illness in order to understand what the journey of 

aging with an illness involves for them. 

Habitus. Habitus, is created by experiences throughout the lifecourse and is manifested through 

dispositions – public declarations of opinion, beliefs and preferences. Frequently, habitus 

remains in the unconscious and the individual is unaware of the way that gestures, stance, 



10 

 

clothing are embodied expressions of socioeconomic status, gender and ethnicity.  According to 

Tulle (2007:7) “bodily dispositions, are internalized and make us more prone to particular types 

of actions and to particular tastes, in accordance with our habitus.” Social norms which suggest 

that, as aging unfolds, elders’ stocks of physical, social and cultural capital will be diminished.  

Wainwright and Turner (2006) suggest that one way that elders reconcile with diminishing 

physical capital is by rejecting the body, and focusing on the self as a disembodied entity.  

Disembodiment may explain why people aging with illness self-report that they are aging 

successfully; once disembodied, habitus is not situated in the aging body but in the self.  If an 

individual’s orientation to aging is expressed through habitus then his/her dispositions, tastes, 

behaviour will shape the interpretation of successful aging.   

As a response pattern developed over the lifecourse, habitus is based on socioeconomic 

status, cultural/religious membership or community of residence (Bourdieu 1990) and may result 

in consistency of response to health challenges, playing a role in successful aging. Wainwright 

and Turner (2006:242) point out that “physical capital (in the form of body shape, gait, posture 

and so forth) is socially produced through, for example, exercise, diet and etiquette.” Today’s 

elders have physical habitus that reflects their upbringing – access to healthy food and 

environment, developing patterns of exercise and self-care – and their socioeconomic status.  

After all, those elders without the financial resources to indulge in a healthy lifestyle, including 

exercise and self-care, age in a body scarred by a lifetime of exposures to hostile environments 

(e.g. poverty, lack of education, toxins in the environment, violence and abuse).  The hardships 

of a life lived in difficult environments may result in habitus that is not supportive of successful 

aging (e.g. poor eating habits, substance abuse, social isolation). 
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Aging in place. When researchers listen to elders lived experience, a key theme is that they want 

to remain at home (Wiles et al. 2011).  For example, despite the fact that rural elders tend to have 

poorer health (Allison and Hemingway 2009; Davenport, Rathwell and Rosenberg 2005) and 

less access to health care services (Keating 1991) than urban residents, rural-dwelling elders 

aging in place express greater satisfaction with their health than their urban counter parts 

(Keating, Swindle and Fletcher 2011).  Chapman (2009:34) suggests “They identify personally 

with this landscape, knowing the reality of the harshness of this rural romantica, yet choose not 

to leave.”  For these individuals aging in place, especially in rural settings, all aspects of habitus 

(preferences, tastes, ways of doing things) have evolved to reflect the value they place on this 

familiar physical environment.  For each individual, what 'in-place' involves and means might 

differs depending on the place, their financial resources to live in and continue to engage in 

activities that are central to their habitus.  And this habitus will differ across individuals and 

different groups. 

Although the value of aging in place is acknowledged by policy makers, service 

providers and elders themselves, approximately one third of elders are at risk of not being able to 

do so due to health and financial constraints (Fuller-Thomson et al. 2009).  Some government 

aging in place initiatives have been developed to assist elders remain at home despite declining 

resources or functional abilities due to illness, injury, loss of loved ones and/or loss of income 

(Pastalan 1990; World Health Organization 2007).  Part of the importance of facilitating aging in 

place is to maintain the attachment that many elders have to the environment they live in, which 

in turn contributes to well-being (Taylor, Schenkman, Zhou and Sloan 2001) and successful 

aging.  “Throughout our lives the places in which we live reflect aspects of self. And we reflect 

those places” (Chapman and Peace, 2008:21). ‘Place’ is not restricted to the elder’s principle 
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residence, but can also include the community (Peace, Holland, and Kellaher 2006).   

Integration in the community often includes the volunteer engagement of local elders, in 

fact some municipalities depend on these volunteers to augment local health services (Rozanova, 

Dosman and de Jong Gierveld 2008).  It is a win-win in most cases since volunteering provides 

meaning to many elders, allowing them to give back and remain engaged (Reichstadt, et al., 

2010).  However, there is the risk of elders becoming overcommitted due to the limited number 

of people available to do this work (Eales, Keefe and Keating 2008).   In this study participants 

are aging in place rather than in an institution or in a hospice in order to avoid the possible 

impact that loss of home might have on the experience of aging. 

Power.  Ageist pundits announced that a silver tsunami is looming (Martin, Williams, and 

O’Neill 2009) as the baby-boomers approach and exceed 65 years of age.  This wave of elders is 

considered, by some, as a potential drain on health care systems and a threat to the welfare of the 

next generation.  This apocalyptic rhetoric is one way the establishment maintains power over 

the oldest members of society, it creates an ‘us versus them’ mentality that encourages other 

generations to devalue elders out of fear for their own potential loss of resources (Martin et al. 

2009).  This is an example of the abuse of power and the thwarting of social justice.  

  Domination, authority, and influence are some of the many terms used to describe power 

(French and Raven 1959; Hawks 1991).  Power is used to coerce and constrain society and the 

individual; to maintain a social order that is supported by the power-wielders (Hawks 1991) or 

“the ability to cause or prevent change” (May 1973:99).  Among the aging, power is 

demonstrated by decision-making (King 1981) and access to opportunities. The aging 
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individual’s self-hood and identity are vulnerable to a societal construct that deems these to be 

eroding over the years through disengagement within the social context (Cumming and Henry 

1961). However, the aging individual continues to be capable of decision-making and of 

understanding their physical status as the process of aging unfolds (Soderhamn 2013).  Ageist 

frameworks support the stripping of autonomy from elders, and the delegation of decision-

making power to substitute decision-makers. Yet, this violates the basic human rights of elders, 

who remain members of society (Barlett and O’Connor 2007) and as such have a right to power 

and at the very least to self-determination. 

Ageism strips elders of their personal power and permits institutions and individuals to 

enact dominance (Fitzpatrick 2016).  Davis (2009) suggests that ageism starts with the 

conceptualization of experience as being the same for elders as for younger cohorts.  Instead, we 

need to consider that the very fact that the future is shorter for elders alters the way time and 

experience unfold.  Power over elders is held by those institutions funded to create and provide 

housing, healthcare and even entertainment – these institutions actually control elders’ access to 

resources and use of time (Davis 2009).  In this dissertation we ask participants about their 

experience of ageism, as a reflection of their experience of social injustice. 

Social connectedness. Contrary to disengagement theory, which suggests that withdrawal from 

interaction is the natural culmination of aging (Cumming and William 1961), successful agers 

usually continue to participate in the community, maintaining social capital through relationships 

with others and with the community itself (Keating, Swindle and Fletcher 2011). Social capital is 

defined here as: 

the sum of the resources, actual or virtual, that accrue to an individual or a group 

by virtue of possessing a durable network of more or less institutionalized 
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relationships of mutual acquaintance and recognition (Bourdieu and Wacquant 

1992:119) 

 and can be operationalized by measuring community involvement and family relationship 

satisfaction (Nakhaie and Sacco 2009).  Social participation, activities at the community level 

and within family groups (Couton and Gaudet 2008), is linked to a sense of belonging and of 

social connectedness.  These are important to finding meaning which may be the key to 

achieving successful aging in this last stage of the life cycle.   

By being part of a community where they are known and where they know people, 

elders’ social capital (Bourdieu 1986) has been developed over a lifetime of “instituting acts 

designed simultaneously to form and inform those who undergo them” (Bourdieu 1986:88).  A 

lifetime of social participation and the resultant stocks of social capital are inextricably linked to 

the geography of the elder’s lived experience creating a social ‘insideness’.  This social 

insideness develops from social contacts shared within the geographic community over time. The 

individual has “become a part of the place to the point where it has become an extension of self.” 

(Rowles 1983:303).  This may explain, at least in part, why many elders want to age in place; 

their attachment to ‘home’ may be far more complex than familiarity with a physical structure. 

Social connectedness and social participation have been operationalized, in the successful 

aging field, as engagement.  Engagement is a very common element of successful aging, found 

in the majority of successful aging models reviewed (Carver and Buchanan 2016).  However, it 

has been defined in a variety of ways: active engagement (Lewis 2010, 2011; Weir et al. 2010); 

caring and productive engagement (Ng et al. 2011); and social activity dimensions (Hank 2011; 

Flood and Scharer 2006). 
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Engagement can have a significant association with age (Weir et al. 2010), and in some 

cases, discriminates between those aging successfully and those aging unsuccessfully (Lewis 

2010, 2011; Ng et al. 2011).  In some studies, participants indicated that engagement was the 

expression of a decision to maintain involvement in activities and with others, despite the 

challenges of health crises (Hank 2011; Rossen, Knafl and Flood 2009).  This supports the 

hypothesis that those aging with illness may be maintaining social connectedness despite the 

challenges of illness, a hypothesis that was explored in this dissertation by asking about 

engagement. 

Gerotranscendence. Tornstam’s (2005) symbolic interactionist theory of gerotranscendence 

involves a shift in perspective and the recognition that self-awareness and preparation for death 

are the central tasks of aging (Erikson 1997; Tornstam 2005).  Continued engagement with life, 

personal growth, generativity, integrity, gerotranscendence and reconciliation are all vital to 

successful completion of the life cycle (Erikson 1963, 1997). Simply put, gerotranscendence 

represents “various ways in which older people break through boundaries or transcend 

developmental crises when moving on to a new stage in life” (Wadensten 2007:290).   

The theory of gerotranscendence suggests that there is attainment of wisdom and pursuit 

of meaning in these transformative experiences (Reichstadt et al. 2010; Tornstam 2005). The 

elder may desire an increase in close relationships (Troutman and Staples 2014) or prefer to 

spend more time in solitude.  Gerotranscendence includes an acceptance of life as meaningful, 

purposeful and coherent, as well as feelings of connection to earlier generations (Hoshino, Zarit 

and Nakayama 2012).  It may also involve the acceptance of religion or just peace of mind 

(Tornstam 2005).   
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Gerotranscendence is the ability to be positive as life is ending (Nystrom and Andersson-

Segesten 1990; Reichstadt, et al. 2010) and to take time for retrospection. One’s career has 

generally ended and the past is revisited (Erikson 1997). This notion of a resilient self in older 

age (Baltes and Baltes 1990), who develops wisdom through gerotranscendence, was proposed 

by Erikson (1963) and confirmed in later research (Tornstam 1996, 2005; Troutman et al. 2011).   

Associations between gerotranscendence and outcome measures frequently associated 

with successful aging have been found in several studies (Troutman et al. 2011; Hoshino et al. 

2012).  Given that gerotranscendence has shown some predictive ability in successful aging 

research (Melin-Johansson et al. 2014), it seems that it is a promising construct that needs to be 

further explored in the context of successful aging with illness. 

This quick review has demonstrated that the experience of aging is a social construction 

and clearly influenced by multiple dimensions including lived experience, habitus, power, social 

connectedness and gerotranscendence.   

Psychological Constructs 

The most common psychological constructs used in models of successful aging are resilience 

and optimism. 

Resilience. A number of researchers have proposed that successful aging requires psychological 

resources to enable individuals to adapt in the face of the challenges created by illness, loss of 

loved ones and changes in functional ability (Jeste et al. 2013; Lamond, et al. 2009). Resilience 

is a psychological resource that facilitates adaptation and is associated with characteristics of 

successful aging (Harris 2008; Lamond, et al. 2009).  
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Resilience is not just a psychological trait; it can also be considered a process.   

Resilience as a process is a compensatory response to adversity or risk.  Aging brings many 

forms of adversity including potential loss of loved ones, illness and decline in functional 

abilities.  Harris (2008:59) suggests that there is an “‘ordinary magic’ of human beings present 

within us, regardless of age, the resilience of the human spirit, the human capacity to adapt and 

survive in the face of adversity” and that rather than considering successful aging a reflection of 

perfect physical health, it could be defined as resilience in the face of the adversity that life 

presents – a far more attainable goal for most older adults.  

Successful agers frequently exhibit resilience in the presence of physical and mental 

health challenges (Van Wagenen et al. 2013).  Higher resilience among those living with illness 

has been associated with successful aging levels similar to those of healthy adults (Jeste et al. 

2013).  It must be noted that resilience in older adults does not apply to life in a uniform manner 

and may be manifested in some areas of life and not others (Harris, 2008). These associations 

between resilience and successful aging suggest that it is a valuable predictive construct and 

useful to be included in successful aging models (Jeste et al. 2013; Lamond et al. 2009). 

Optimism. Optimism and positive attitude are similar psychological characteristics that involve 

the expectation that events will resolve with the best possible outcome (Carver, Scheier and 

Segerstrom 2010).  Optimism and positive attitude have been associated with life satisfaction, 

and have similar effects on individuals irrespective of socioeconomic status or physical health 

(Alarcon, Bowling and Khazon 2013).  Optimism and a positive attitude can be integral in the 

transition from poor health to better, possibly because they are believed to support resilience 

(Coyne, Tennen and Ranchor 2010; Van Wagenen et al. 2013).  Optimism and positive attitude 
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are associated with the ability to manage later life adversity (Van Wagenen et al. 2013:10) and 

are integral to the experience of successful aging (Iwamasa and Iwasaki 2011). 

Social determinants of health and illness.    

Socioeconomic status (SES), which includes income and educational levels, and gender 

are considered powerful social determinants of health (Mikkonen and Raphael 2010).  Higher 

levels of SES are associated with better health and a greater likelihood of engaging in health 

protective behaviours (e.g. disease screening, exercise and healthy eating habits) whereas lower 

income and education levels are commonly found in association with illness and chronic disease 

(Qi and Phillips 2006).    

 Health outcomes are influenced by a feedback loop where social factors and work 

opportunities influence psychological and physical health outcomes, and these outcomes in turn 

influence the social factors.  Material resources also play a large role in longer term outcomes, 

influencing even mortality.  Genetic makeup is, of course, relevant to health outcomes in later 

life, as are early life experiences and cultural context, but all are mediated by these other 

determinants.   

Gender. Sex and gender are often treated as if they are equivalent concepts, but in fact they 

represent quite different categories.  Sex describes the physiological/biological make-up of an 

individual.  It is defined anatomically – most commonly as male or female3. In this dissertation, 

participants were given the option of identifying their sex as: male, female or other.  Gender was 

self-reported using a 5-point scale developed for this study.  Both sex and gender were used in 

                                                 
3  ‘Male’ and ‘female’ are the terms used for biological sex in this dissertation; ‘woman’ and ‘man’ are the terms 
used for the feminine and masculine gender roles respectively. 
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the analysis of the impact of the social determinants of health on self-reported successful aging.  

Gender is a social construct - a fluid self-concept that varies according to the cultural 

context and identity claimed by the individual (Connell 2002; Ridgeway and Correll, 2004).  

Gender roles and expressions are social constructions and can be measured (Carver, Vafaei, 

Guerra, Freire and Phillips 2013).  “Men [masculine gender role] are viewed as more status 

worthy and competent overall and more competent at the things that ‘count most’ (e.g., 

instrumental rationality). Women [feminine gender role] are seen as less competent in general 

but ‘nicer’ and better at communal tasks even though these tasks themselves are less valued” 

(Ridgeway and Correll 2004:513).  It is now understood that individuals of either biological sex 

may adopt aspects of these masculine or feminine gender roles to differing degrees at various 

points in life (Carver, et al., 2013).   

Sex is thought to impact health in important ways, for example, Canadian female lives 

are longer than those of males, but females experience “more episodes of long-term disability 

and chronic diseases than men [males]” (Mikkonen and Raphael 2010:44).  However, gender can 

also impact physical health. Given that women are still the individuals more often running the 

home and caring for children, their access to full-time work is often compromised by the time 

required to carry out these household responsibilities.  As a result, women are frequently 

underemployed and/or receive lower pay compared to men (Mikkonen and Raphael 2010), and 

experience “hardship [that] required them to internalise the tastes imposed by their social 

conditions” (Dumas, Laberge and Straka 2005:897).  The hardships of early life may better 

prepare women with lower economic status for the losses of physical capital and body function 

that generally accompany aging as compared to their higher status peers (Dumas, Laberge and 

Straka 2005). 
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Socioeconomic status (SES).  SES combines social standing with income and education.  Social 

standing reflects social and cultural capital.   Higher social capital increases social status as it 

reflects the individuals’ social networks (who they know) and the resources belonging to the 

members of that the social network (Macinko and Starfield 2001).  Those with more and/or 

higher status social connections have higher social status (Wadensten 2007). The social network 

shares valuable information (e.g. tips on jobs, investment opportunities), supports the activities 

of the group (e.g. religious, political or environmental) and facilitates the adoption of a group 

identity.  

Social status is also influenced by education levels and income (Braveman, Egerter and 

Williams 2011).  Education can contribute to employment opportunities, establishing 

membership in social networks and accruing social capital.  According to Braveman, Egerter, 

and Williams (2011), education is linked to determinants of health in several ways: education 

can result in the ability to understand and comply with recommendations for health 

protection/maintenance (e.g. campaigns encouraging flu shots or safer sex); and it can offer 

opportunities for health protection/promotion services (e.g. employment based health and dental 

benefits; ability to pay for health care).  Together these three elements of SES are powerful 

social determinants of health. 

Social determinants of health can moderate the impact of “biological wear and tear” on 

long term health status (Gustafsson et al. 2014:909) and therefore are important to consider when 

examining constructs that influence successful aging with illness.  It may be that SES and/or 

gender are better predictors of successful aging than constructs commonly found in successful 

aging models such as engagement and resilience, which would suggest that programs and 

policies addressing successful aging need to be directed at the group level (e.g. guaranteed 
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income supplement to ensure that all elders have at least a minimum income). 

Methodological Notes 

Online survey validity.  The participants in this study had the option of completing the survey 

online or in person. More elders are embracing the online world and, although ageist 

assumptions suggest elders are not online, they are in fact one of the fastest growing adopters of 

internet use (Hunter 2012).  Further, some older people have expressed a preference for online 

surveys (Hunter 2012).   

The use of online anonymous surveys has become relatively common over the last 

decade (Abele, Brown and Ibrahim 2016; Handscomb, Hall, Shorter and Hoare 2016; Ramo, Liu 

and Prochaska 2012; Woodyatt, Finneran and Stephenson 2016;). They have been found to show 

good reliability in comparison to in person survey administration (Ramo, Liu and Prochaska 

2012).  In fact, Woodyatt, Finneran and Stephenson have pointed out that (2016:746) “the 

anonymous nature of the online format could have equally provided a mechanism for the online 

participants to be more open with others and express their disagreements more freely than in 

face-to-face communication (Nguyen and Alexander, 1996; Stewart & Williams, 2005).”  Other 

advantages of online surveys include no errors in data entry (Handscomb, Hall, Shorter and 

Hoare 2016) and time savings in creating database for analysis (since data is downloaded as files 

compatible with the analysis software). Human error is still possible in converting variable 

scores once analysis has begun (Handscomb, Hall, Shorter and Hoare 2016). 

Single item measures.  We utilized a number of single item measures in order to maintain the 

brevity of the survey, a technique used increasingly in self-report based studies (Robins, Hendin 

and Trzesniewski 2001; Zimmerman et al. 2006).   For example, Robins, Hendin and 

Trzesniewski (2001) determined a single item measure was as effective in determining self-
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esteem as a multi-item scale.  Zimmerman et al. (2006) had similar results in their research 

comparing the use of single item measures with longer self-report tools.  Zimmerman et al. 

(2006:1536) concluded their “studies provide evidence of the reliability and validity of single-

item measures of symptom severity, psychosocial functioning, and quality of life.”  

Understanding that a long interview/online survey can be exhausting and lead to people dropping 

out of the study (Zimmerman et al. 2006), some single item measures were developed for this 

study.  Several of these single item measures were extracted from existing scales since “items 

selected from existing scales generally demonstrated better internal consistency reliability and 

convergent validity” (Fisher 2016:3).  All of these single item measures would benefit from 

validation in larger studies. 

Summary  

 This literature review demonstrates that people aging with illness can report positive 

experiences of aging, despite the challenges associated with their illness(s). This led to an 

interest in exploring, in some depth, characteristics of a cohort of elders who are aging with 

illness and or disability.  

Although the multidimensionality of successful aging is now acknowledged in the 

literature (Young, Frick and Phelan 2009; Lamond, et al. 2009), there is still little agreement on 

the relevant dimensions and very few attempts have been made to define the constructs that are 

predictive of successfully aging with illness.  In manuscript one, a scoping review of successful 

aging research (Carver and Buchanan 2016) among ‘healthy’ participants revealed four 

frequently used constructs are: resilience (Lamond et al. 2009; Harris 2008), optimism and/or 

positive attitude (Van Wagenen et al. 2013; Coyne, Tennen and Ranchor, 2010), engagement 

(Weir et al. 2010; Lewis 2010, 2011; Ng et al.  2011; Troutman-Jordan et al. 2013; Young et al. 
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2009; Rossen et al. 2009; Flood and Scharer 2006); and gerotranscendence (Reichstadt et al. 

2010; Tornstam 2005; Troutman et al. 2011).     Based on the review of the literature, this 

dissertation hypothesized that successful aging would occur among those aging with illness and 

that it would be associated positively associated with the same constructs found in the scoping 

review – engagement, optimism, resilience, gerotranscendence and self-reported health. We also 

explored the roles of social determinants of health in successful aging with illness.   
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Abstract  

Objectives: Successful aging continues to be applied in a variety of contexts and defined using a 

number of different constructs.  Although previous reviews highlight the multidimensionality of 

successful aging few have focused exclusively on non-biomedical factors.   

Methods: A scoping review was performed. Ovid Medline database was searched for peer-

reviewed English-language articles published between 2006 and 2016 offering a model of 

successful aging and involved research with older adults.  

Results: Seventy-two articles were reviewed. Thirty-five articles met the inclusion criteria. 

Common non-biomedical constructs associated with successful aging included engagement, 

optimism and/or positive attitude, resilience, spirituality and/or religiosity, self-efficacy and/or 

self-esteem and gerotranscendence. 

Discussion: Successful aging is a complex process best described using a multidimensional 

model. Given that the majority of elders will experience illness and/or disease during the 

lifecourse, public health initiatives that promote successful aging should employ non-biomedical 

constructs, facilitating the inclusion of elders living with disease and/or disability. 

 

Keywords: successful aging; resilience; gerotranscendence; engagement; optimism 
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Successful Aging: Considering non-biomedical constructs 

 

Aging is a journey over time.  Although it could be argued that we begin to age the 

moment we are born, generally awareness of aging is triggered by the first signs of weakness, 

serious illness, or the death of an elderly loved one .1 Some changes will have been easy; others 

painful and challenging.  Given that life expectancy is increasing, 2 there are a large number of 

people seeking to integrate their life experiences and come to terms with the inevitability of 

death. Understanding older adults’ beliefs about successful aging can be a valuable tool for the 

provision of support to elders engaged in this process, as well as for the creation of public health 

interventions to maximize that success.3 

This scoping review examines the factors involved in successful aging. It did not review 

articles that were concerned with similar constructs such as ‘healthy aging’ or ‘aging well’ since 

they “struggle with similar conceptual and methodological limitations” (p. 3)4 without the benefit 

of the decades of research that exist for successful aging.  Successful aging was first 

conceptualized as the circumstance in which an older person or ‘elder’ experiences life 

satisfaction.5 However, research has long since abandoned life satisfaction as the criterion for 

successful aging and replaced it with a biomedical model, 6 as shown in several reviews of the 

literature. For example, Depp and Jeste8 reviewed 28 articles describing large quantitative studies 

on successful aging published from 1978 to 2005 and discovered that 90% of the models used 

were at least in part biomedical. Similarly, in the Cosco, et al. 9 systematic review of 84 articles 

published between 1979 and 2011, 92% included biomedical factors. Non-biomedical constructs 

found in these reviews included positive psychological traits such as resilience, optimism, sense 

of purpose, positive attitude towards aging 8, engagement, life satisfaction, and external factors, 

such as finances.9 Depression was negatively correlated with successful aging.10 
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In the biomedical model, successful aging requires that the elder is disease and disease 

related disability free, and engaged in activities with family and/or community. 6,7 This 

biomedical model of successful aging is discriminatory, excluding the majority of elders.  For 

example, in one study only 11% of Americans were aging successfully using biomedical 

criteria.11 Similar results were found in European research where 8.5% of Europeans were 

successfully aging. 12 Why does the presence of illness preclude successful aging? 13-15 Many 

elders living with illness perceive themselves as aging successfully. 16-18   

Is it really efficacious to assess successful aging using a biomedical model and create 

policies around the results if they only apply to a small portion of those aging and exclude the 

majority of the population? The goal of this paper was to review the non-biomedical constructs 

used in recent successful aging qualitative and quantitative research and identify non-biological 

constructs that could be used in a model of successful aging that would include all elders, even 

those living with illness. 
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METHODS 

Search strategy. A scoping review of recent successful aging literature published between 2006 

and 2016 was performed. Scoping studies “aim to map rapidly the key concepts underpinning a 

research area and the main sources and types of evidence available” (p. 23).19 Ovid Medline 

database was used for the search. The MEDLINE(R) database includes research from 

approximately 4,600 international journals in fields such as: medicine, nursing, dentistry, 

veterinary medicine, allied health, and pre-clinical sciences from 1950 to the present. Since we 

were interested in articles written about successful aging that included a specific model, the 

search terms used were ‘successful aging’ AND ‘model.’ The search was restricted to peer-

reviewed English-language articles that offered a model or, at minimum, an operational 

definition of successful aging.  To be included, the articles had to involve research with adults 40 

years and older. A search of the Sociology Abstracts was also done, using the same criteria, 

which yielded 26 articles, all overlapping the articles found through the Ovid search. Potentially 

relevant articles from the reference lists of identified publications were used if they met the 

inclusion criteria. All titles and abstracts from the search strategy were reviewed for eligibility.  

Reference lists were also examined for relevant articles. Components of successful aging were 

identified and categorized.   

Inclusion criteria.  Participants were human; older adults; article was published in the English 

language between 2006 and 2015; successful aging was the central topic of the paper; a model or 

operational definition was provided.  

Exclusion criteria. Articles were excluded that discussed successful aging exclusively with 

regard to: a physiological process (e.g. allostatic load), phenotypes and/or genotypes; a particular 

disease (e.g. atherosclerosis); a single component (e.g. good cognition, diet, obesity or physical 
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exercise).  Articles were also excluded if, despite having the term ‘successful aging’ in the title, 

there was no discussion of successful aging in the body of the article or no definition of 

successful aging. 
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RESULTS 

Seventy-two articles resulted from this search.  Abstracts were reviewed and 35 articles 

met the inclusion criteria as shown in Figure 1. Thirty-seven articles were excluded according to 

the exclusion criteria; the subject 

matter of excluded articles is shown 

in Figure 2.  

Fifty-four percent of the 

retained articles were quantitative 

studies, 37% were qualitative, and 9% 

were mixed methods design.  The 

majority of articles (63%) involved 

participants aged 60 

years or older.  Twenty-

nine percent of articles 

included participants 50 

years or older. Six 

percent of studies 

included participants 

over 70 years. One 

article included participants who were 40 years old or older. The oldest participants were 90-100 

years old. 
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All of the articles reviewed employed multidimensional models of successful aging.  For 

the majority of the articles reviewed (71%) successful aging was synonymous with being 

physically healthy or disability-free. Other common biomedical components employed to 

describe successful aging were mental health (43%) and cognitive function (32%). Thirty-seven 

percent of the included articles employed a version of the biomedical model created by Rowe 

and Kahn6,7 which includes: (1) a low probability of disease and disease-related disability; (2) 

high cognitive and physical functional capacity (no problems with ADLs); and (3) active 

engagement with life (measured by an individual’s interpersonal relations and participation in 

productive activity, not including time spent in solitary activity). The majority of these articles 

added non-biomedical constructs to Rowe and Kahn’s biomedical model. 

Non-biomedical constructs used in the included articles are reviewed below and shown in 

Figure 3.  Similar constructs, although not identical, will be discussed together under a single 

heading (e.g. social engagement, social support, social contact will all be discussed under the 

heading ‘engagement’).  Some of the articles included constructs that could also be considered 

outcome measures (e.g. self-rated successful aging, well-being, life satisfaction) in their 

successful aging 

models.  These 

constructs are not 

listed below and 

were not 

categorized as 

non-biomedical 

constructs here.  
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Health protective behaviours (e.g. non-smoking, frequent exercise) were also excluded from this 

discussion. 

Non-Biomedical constructs of successful aging 

 

Non-biomedical constructs associated with successful aging included: engagement12, 20-32 

optimism and/or positive attitude; 33-36 resilience (including coping);37-40 self-efficacy and/or self-

esteem; 41-43 and gerotranscendence.44-45 Spirituality and/or religiosity were included as an 

important factor in over a third of articles, 14, 26, 43, 46-49    but not necessarily in the models of 

successful aging.   

Engagement. Engagement was the most frequently used construct. Sixty-three percent of 

articles reviewed included engagement in their successful aging models (Figure 2). In the articles 

reviewed, engagement was expressed as: active engagement;20-22 caring and productive 

engagement;23 and social activity dimensions.12,31   

Active engagement was defined as including: less than 35 hours per week in solitary 

activities (e.g. video gaming, reading); community membership; and volunteering20.  In the Weir 

et al20 study, the majority (83%) of the 14,749 participants, elders over 60 years old, had one or 

more chronic conditions, and therefore could not be classified as successful agers within the 

constraints of the biomedical model. However, 69% were actively engaged in life.   Using a 

bivariate logistic regression analysis, they found that increased age was significantly related to 

engagement with life.  In fact, participants who were between 70-74 years old were more 

engaged than those between 60-64 years old (Odds Ratio (OR) 0.92, 95% Confidence Interval 

(CI) = 0.916-0.933).  Weir et al.20 suggest that it is important to note the changes in engagement 

over the lifespan. 
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Engagement can also be considered as a two-part construct including both caring and 

productive engagement.23 Caring engagement (CE) is defined as support given to significant 

others (e.g. friends, family); and productive engagement (PE) is represented by activities that 

contributed to others (individuals such as family, organizations such as workplace or the 

community).  In one study, results among 2120 participants indicated that the means on CE (η = 

.383, p < .001) and PE (η = .343, p < .001) were predictive of successful aging.23 

Social activity was the third conceptualization of engagement used to explain successful 

aging. The social activity/engagement dimension was defined as involving participation in 

volunteer work and/or care in the form of babysitting grandchildren or interaction in the last 

month with family, spouse or community.12 Using data combined from 14 European countries 

and Israel, Hank12 used a logistic model to examine successful aging and found a weak 

relationship between engaged and physically healthy elders (R2 = .05).  Overall, using the 

biomedical criteria, successful aging was found in only 8.5% of the 21,493 participants.  Hank12 

concluded there was a lack of engagement among a large number of older adults with good 

health. 

Community engagement is another component of successful aging.  Qualitative studies 

among Alaska Natives found that successful aging was defined by participants as achieving a 

respected role in one’s community.22   Unsuccessful aging was defined as low activity, alcohol 

consumption and loss of faith in oneself. 21 Younger participants believed that their current 

physical health was important to their ability to age successfully, whereas elders linked 

successful aging to the ability to maintain mental health and participate within their 

community.21 

In the majority of the reviewed articles, engagement seemed to have a significant 
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association with age,20 and in some cases, could be used to discriminate between those aging 

successfully and those who were not.21-23 Some participants indicated that engagement was the 

expression of a decision to maintain involvement in activities and with others, despite the 

challenges of health crises.29 In one study, engagement and physical health were weakly 

correlated,12 suggesting that physical health may not be a good predictor of successful aging 

within a non-biomedical model. 

Optimism and/or positive attitude. Optimism and positive attitude are similar psychological 

characteristics that involve the expectation that events will resolve with the best possible 

outcome. 50 In 26% of the articles, optimism and/or positive attitude were proposed as important 

constructs in the understanding of successful aging. 

Optimism and positive attitude have been associated with life satisfaction and have 

similar effects on individuals irrespective of socioeconomic status or physical health.51  

Optimism and a positive attitude can be integral in the transition from poor health to better, 

possibly because they are believed to support resilience.36 The presence of optimism and positive 

attitude are associated with the ability to manage later life adversity (p. 10)36 and are integral to 

the experience of successful aging.14 

Resilience. A number of researchers have proposed that successful aging requires psychological 

resources to enable individuals to adapt in the face of the challenges created by illness, loss of 

loved ones and changes in functional ability.39-40, 54 Resilience is a psychological resource that 

facilitates adaptation and is associated with characteristics of successful aging.39-40 As shown in 

Figure 2, seventeen percent of the articles included here employed resilience as a component of 

their successful aging model. 
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The successful aging components considered were: physical functioning; social 

engagement; cognitive function; well-being; self-rated successful aging and positive attitude.  

Resilience was significantly correlated with components of successful aging including well-

being (r = .494,p <.001), optimism (r = .438,p <.001),  self-rated successful aging (r = .425, p < 

.001),  and to a lesser extent, physical function (r = .116, p <.001).39  In a sample of older adults, 

many of whom were living with illness, older age was associated with higher self-rated: 

resilience and depression.54 

Resilience is not just a psychological trait; it can also be considered a process.   

Resilience as a process is a compensatory response to adversity or risk.  Aging brings many 

forms of adversity including potential loss of loved ones, illness and decline in functional 

abilities.  In this study, qualitative interviews with two individuals were used to explore 

resilience and successful aging among older adults living with dementia, a major source of 

adversity.  Results indicated that resilience can be present among people living with dementia 

and that they can live meaningful lives.  Harris40 suggests that there is an “‘ordinary magic’ of 

human beings present within us, regardless of age, the resilience of the human spirit, the human 

capacity to adapt and survive in the face of adversity” (p. 59) and that rather than considering 

successful aging a reflection of perfect physical health, we could define it as resilience in the 

face of the adversity that life presents – a far more obtainable goal for most older adults.  

In the reviewed articles, successful agers exhibited resilience in the presence of physical 

and mental health challenges.53 Higher resilience among those living with illness was associated 

with successful aging levels similar to those of healthy adults. 54 It must be noted that resilience 

in older adults does not necessarily apply to life in a unified manner and may be manifested in 

some areas of life and not others.40 These associations between resilience and successful aging 
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suggest that it is a valuable predictive construct and useful to be included in successful aging 

models.39,54 

Spirituality and/or religiosity. In this context, spirituality can include, but is not limited to, 

religious activities and experiences such as serenity, appreciation of life, and altruistic 

activities;14 encompassing meaningful interactions with a supreme being, art, culture, nature, 

family and/or animals.  Spirituality is not constrained by institutions or formal rituals. Religiosity 

is “used to describe a formal system of worship that is based on social interaction with others 

who share similar beliefs” (p. 18).55 As a broad construct, spirituality and/or religiosity and/or 

religion were hypothesized to be important aspects of successful aging in 40% of the articles, but 

only a few researchers included them in their successful aging model. 14,15 

Spirituality, defined as including religious/spiritual activity and motivation15 was 

significantly correlated with demographic variables including education, income, marital status 

and ethnicity.  Spirituality was also significantly correlated with CD-RISC [Connor-Davidson 

Scale for Resilience] score (p< .001), LES [Life Events Scale] score (p< 

.001), and LOT [Life Orientation Test] score (p< .001).  Spirituality was not 

significantly correlated with age (p = .840), depression (p = .4768), 

physical health (0.036, p = .128), mental health (p = .071), or self-rated successful 

aging (p = .499).   

 Religion can be considered intrinsic (e.g. religion is for personal comfort) and extrinsic 

(e.g. religion provides membership in a social group) (Hilton & Child, 2014). 51 Extrinsic 

religiosity has significantly negatively correlated with well-being (r = -.34, p< .01), health (r = -

.31, p< .05) and education (r = -.27, p< .05).55 Intrinsic religiosity was significantly correlated 
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with age (r = .28, p< .05), education (r = -.28, p< .05) and religiosity-internal (r = .57, p< .01).55   

Weak associations have been found, in some cases, between spirituality and/or religiosity 

and hypothesized components of successful aging43,48,55 suggesting that although spirituality 

and/or religiosity may be important for some elders,47 this construct is not necessarily predictive 

of successful aging when included in a model. 

Self-efficacy and/or self-esteem. Self-esteem, self-efficacy, interpersonal relationships and self-

achievement have been shown to contribute to a significant predictive model (F = 159.09, 

p<.001) explaining 69% of the variance in successful aging (Cha, et al., 2012). 51 Self-esteem had 

the greatest influence in the model ( = 0.38, SE = 0.06, p< .001), followed by self-achievement 

( = 0.25, SE =0.07, p< .001), interpersonal relationships ( = 0.22, SE = 0.07, p< .001), and 

self-efficacy ( = 0.21, SE = 0.08, p< .001).42 Successful aging was also related to self-

acceptance, self-contentment, engagement and self-growth.41 

Self-efficacy and/or self-esteem, and/or self-acceptance appear to have value as 

constructs in a model of successful aging. 41,42,43,57 However, more research is required to better 

understand the role of different aspects of self-efficacy, such as self-esteem and self-esteem in 

successful aging. 

Gerotranscendence. Gerotranscendence involves a shift in perspective and the recognition that 

the task at hand is self-awareness and preparation for death.58,59 The elder may desire an increase 

in close relationships45 or prefer to spend more time in solitude.  Gerotranscendence includes an 

acceptance of life as meaningful, purposeful and coherent, as well as feelings of connection to 

earlier generations.60 It may also involve the acceptance of religion or just peace of mind.59   
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Gerotranscendence is the ability to be positive as life is ending61 and to take time for 

retrospection. Engagement in career has generally ended and the past is revisited.58 The goal is 

the attainment of wisdom and pursuit of meaning and elders’ lived experiences reflect this.41 

This notion of a resilient self in older age,62 who develops wisdom through gerotranscendence, 

was proposed by Erikson63 and confirmed in later research.44,59   

Associations between gerotranscendence and outcome measures frequently associated 

with successful aging were confirmed in significant correlations between the SAI and measures 

of life satisfaction (r = 0.263, p < .01) and purpose in life (r = 0.361, p <.000).44  This 

relationship was also confirmed in a Japanese study when gerotranscendence was significantly 

correlated with life satisfaction (coherence subscale r = .40, p < .001; solitude subscale r = -.32, 

p < .001).60  The negative correlation between the solitude subscale and life satisfaction may 

reflect the rejection of social interaction, a component of life satisfaction.60   

 Gerotranscendence includes, but is not limited to, aspects of spirituality and has shown 

some predictive ability in successful aging research.64 It is a promising construct that needs to be 

further explored in the context of successful aging.   
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DISCUSSION 

 

The multidimensionality of successful aging is now acknowledged in the literature.28,39 

However, little agreement exists on the most relevant dimensions of successful aging.  The goal 

of this paper was to review recent literature on successful aging and identify the non-biomedical 

constructs most frequently employed.  Like other reviews of successful aging constructs,9,10 a 

majority of the articles included similar biomedical constructs in their models but were 

heterogeneous in terms of their non-biomedical constructs. Non-biomedical constructs of 

successful aging found in this review included engagement,12,20,23 optimism and/or positive 

attitude, 33,35,36 resilience, 38-40 spirituality and/or religiosity,14,15 self-efficacy and/or self-

esteem,41-43 and gerotranscendence.41,44  

The biomedical model, employed by the majority of articles reviewed, discriminates 

against elders who feel that they are aging successfully with disease and/or disability.20,33,65 The 

biomedical model also perpetuates the myth that illness/physical health results in unsuccessful 

aging. In order to reframe successful aging as an inclusive process, models need to include 

concepts outside biomedical criteria such as the non-biomedical constructs found in this review: 

engagement, optimism and/or positive attitude, resilience, spirituality and/or religiosity, self-

efficacy and/or self-esteem and gerotranscendence.   

Limitations 

 

Limitations of this review included the restricted search criteria.  Examining the various 

models built around specific perspectives (e.g. feminist), or disease related groups were beyond 

the scope of this paper as was the inclusion of the terms ‘healthy aging’ or ‘aging well.’ The 

number of articles found would have been greater if we had included these perspectives and 
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related terms such as ‘aging well.’ It is also important to recognize that the choice of both 

successful aging model and outcome measures profoundly impact the results.12 Another 

limitation is the lack of consistency in the operational definitions of these constructs (e.g. 

engagement) which results in an inability to compare study results in a meaningful way. 

Measurement tools selected in each research project reflected the models proposed within and 

therefore it is difficult to compare results from one study to another because each includes and 

measures different constructs. 

Clinical implications 

 

Over the last several decades there has been a move to consider the whole patient when 

designing treatment protocols.  This scoping review suggests that, by stepping away from the 

definition of success in aging as ‘non-diseased’ and embracing the idea that people with illness 

can continue to self-define as successful agers, we can build a clinician-patient interface that 

acknowledges the patient as a ‘person’ who happens to have an illness.  It may be possible, by 

inquiring about patient engagement with his/her social network, optimism or positive attitude, 

resilience, spirituality, elements of gerotranscendence, self-esteem and self-efficacy that the 

clinician can ascertain the potential for successful aging with a particular diagnosis.  Further, 

many of these constructs (e.g. resilience, self-esteem) can be fostered through education, 

counselling and community programming. 
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CONCLUSION 

The right to participate as active members of society, community and to engage in self-

determination are vital components of meaningful life for all elders, regardless of physical health 

and (dis)ability.66,67 Public health programs that seek to increase successful aging, including 

enhancing elders’ engagement in life and community must be inclusive of all elders, not just the 

healthy ones.  In the clinical context, we need to consider that non-biomedical components of 

successful aging are often modifiable and engage in referrals to public health initiatives which 

enhance these. By including patient development of skills related to constructs that are predictive 

of successful aging, there is the potential for improvement in the quality of life and possibly 

better health outcomes for a broad population of elders.  
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Chapter 4: Successful Aging with Illness  Among Community 

Dwelling Adults  
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Abstract 

 

This study sought to discover whether older adults living with illness considered themselves to 

be aging successfully, and, if so, to identify constructs associated with successful aging. Fifty-

three people over the age of sixty-five participated in this study. Eighty-three percent of 

participants reported ‘successful’ or ‘somewhat successful’ aging.  Self-reported health, 

resilience, optimism and gerotranscendence were all significantly associated with successful 

aging.  These variables were also significantly different for the two groups of the binary self-

report successful aging variable as tested with the Mann-Whitney U statistic. A binomial logistic 

regression was statistically significant, however only resilience significantly contributed to the 

model. It may be that the small sample size did not provide enough power to detect other 

variables’ contributions to the model.  However, given that these participants were all aging with 

illness, resilience may have been required to age successfully.   

 

Keywords: Aging, geriatric health, successful aging, resilience, older adults, subjective health 
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Successful aging with Illness Among Community Dwelling Adults 

Despite excellent research on aging, the impact of illness on the experience of successful 

aging is rarely considered (Depp & Jeste, 2006; Kearl, 1989, 1996; Walter, 1993).   The term 

‘successful aging’ was originally used to refer to positive experiences over the lifecourse that 

surpass ‘aging normally’ (Havighurst, 1961). Successful aging reflects the ability to respond to 

and overcome challenges, including threats to quality of life such as deprivation and poverty.   

The majority of successful aging models in use currently include mental and physical health as 

criteria, which means that people aging with illness cannot be considered to be successfully 

aging. Yet, when given the opportunity, many people aging with illness report success in their 

aging (Jeste, Depp & Vahia, 2010; Tang, Aaronson & Forbes, 2004).   

The baby boomers are aging.  Soon 25% of Canadians will be over the age of 65, and the 

overwhelming majority will have at least one illness (Butler-Jones, 2012).  Although the usual 

assumption is that physical health determines successful aging, there is evidence to suggest the 

reverse, that is, successful aging contributes to physical health (Sabia et al., 2012).  Successful 

aging research using a biomedical model and creating policies around the results excludes the 

majority of elders, those aging with illness. The inclusion of people with illness in research on 

successful aging will produce a more textured and inclusive picture of this experience.   

Although the multidimensionality of successful aging is now acknowledged in the 

literature (Lamond, et al., 2009; Young, Frick & Phelan, 2009) there is still little agreement on 

the relevant dimensions.  In a scoping review of the literature conducted by Carver and 

Buchanan (2016), four of the most commonly used, non-biomedical constructs associated with 

successful aging were engagement, optimism/positive attitude, resilience and gerotranscendence.  

These constructs were combined here, along with self-reported health, to explore successful 
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aging with an illness.   

This study was designed to address the research questions: Does successful aging occur 

amongst people over 65 years living with illness? And, if successful aging with illness occurs, 

are engagement, optimism, resilience and gerotranscendence, common constructs used 

successful aging research, associated with self-reported successful aging with illness?  Given that 

most elders have an attachment to place, preferring to age and die at home, this study drew our 

sample of elders from among those who are aging in place. Participants were asked questions to 

ascertain their perspectives on their physical and mental health, successful aging, engagement, 

gerotranscendence, resilience, optimism, spirituality and generally about their lived experiences 

of aging. 
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METHODOLOGY 

Timeline.  

This research project was conducted from the fall of 2015 to summer of 2016.  Participant 

recruitment and interviewing commenced in August 2015, through community organizations 

(e.g. seniors’ centres), health service providers (e.g. Kingston and North Lanark Community 

Health Centres, Doctors’ offices) and online (e.g. Facebook, community groups).  Data analysis 

was done in the summer of 2016.  

Research Design 

A cross-sectional, observational design was used (Mann, 2012) to explore the experience of 

successful aging.   

Sampling strategy.  Two forms of non-probability sampling were used: self-selection sampling 

and snowball sampling. Self-selection sampling is a type of sampling “typically designed to pick 

a small number of cases that will yield the most information about a particular phenomenon” 

(Teddlie & Yu, 2007, p. 80). The second type of sampling used was snowball sampling, where 

participants were encouraged to refer other people who might be appropriate for the study.  

Snowball sampling is most effective when participants are difficult to identify and are best found 

through referral networks. Both self-selected and snowball sampling allowed us to have 

continuous enrollment in the study as it was ongoing.   

Ethics. Ethics clearance was obtained from The Queen’s University Health Sciences and 

Affiliated Teaching Hospitals Research Ethics Board (HSREB ROMEO/TRAQ#: 6013128).  

Care was taken to ensure participants’ physical and emotional comfort and their full 

understanding of the project prior to consenting to participate.  There were no ethical concerns 
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with regard to the interviews, since there were no questions that were likely to trigger an 

emotional response.  Participants had the option to choose whether to do the survey online or in 

person.  If the participant chose to do an in-person interview, the participant was given the option 

to choose the location of the interview: at their health care provider’s office, in their home or 

workplace.  During the in-person interview, the researcher read the questions in the online survey 

to the participant and recorded the participant’s responses in the online survey.   

Consent. All participants (online and in person) were provided with a letter of information (LOI) 

– Consent form.  This LOI-consent form explained the study to participants, provided an 

overview of the types of questions that were asked, gave an explanation of the benefits and risks 

to participants, and explained that no identifying information would be collected and data would 

be stored for seven years at Queen’s University.  It also informed participants of their right to 

withdraw from the study at any time without any repercussions. This consent form did not record 

any identifying information.  Participants who completed the online version of the survey were 

asked to click ‘Yes’ beside ‘I Accept’ at the bottom of the online consent form.  If ‘Yes’ was not 

clicked, the survey terminated.  Those participants who clicked ‘Yes’ were given the option to 

receive a copy of the consent form if an email address was provided.  These email addresses 

were deleted as soon as the consent form was emailed to these individuals. 

 Participants who requested in-person interviews were provided with a paper version of 

the consent form to read, sign and take with them.  The interviewer did not keep a copy of the 

paper consent, but instead clicked ‘Yes’ beside ‘I Accept’ on the consent page of the online 

version of the survey.  No identifying data of any kind were collected. 

Participants. Participants were, for the most part, residents of Ontario, however an online 
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version of the questionnaire allowed for the inclusions of elders from anywhere.  Inclusion 

criteria: (1) Age 65 years or older; (2) self-identification as having an illness; (3) community 

dwelling; (4) ability to participate in an interview; (5) informed consent for study participation, 

and (6) English fluency. Exclusion criteria: People who demonstrated significant cognitive 

impairment, as ascertained by inability to comprehend and answer the survey questions were 

excluded. People who said they had no illness or disability were also excluded.  We accepted all 

eligible and interested participants until the requisite number of participants had been enrolled.  

Research implementation procedure 

Participant recruitment. Participants were recruited through posters at seniors’ centres, waiting 

areas of doctors’ offices and through word of mouth. In-person interviewees were screened for 

cognitive competence during initial telephone contact to ensure they met the criteria for 

inclusion.  Participants were given the option of having a family member or friend with them at 

the interview.  

Setting.  In-person interviews were conducted in the participant’s home, workplace or local 

health care settings. Participants were interviewed for an average time of 30 minutes to 1 hour.  

The in-person interviews took longer than the online surveys  due to the inclusion of social 

niceties (e.g. greetings, ice-breaking chatting). 

Data analysis: Quantitative analysis was used to explore whether successful aging occurs in this 

population and if so, whether there are associations between successful aging and constructs such 

as resilience, self-reported health, gerotranscendence and determinants of health such as sex, 

gender, and other demographics.  The significance level ( -level) required is -level = .05, 

because of the non-directional hypothesis, a two tailed test is used.  A binomial regression 
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analysis was done to determine which variables contributed to the prediction of successful aging.  

Sample size justification: Fifty-three participants over the age of 65 years who had been 

diagnosed with an illness completed the survey. Using the formula provided by Soper (2014) we 

confirmed that the 53 participants provided enough power to detect a moderate effect size (f2 = 

0.25), with statistical power of 0.8, type I error (α = 0.05) and 3 predictor variables.  

Interview.  In-person interviews were conducted at the location chosen by participants.  Most 

requested an interview at their doctor’s office.  However, a few were interviewed at their home 

or place of work.  The original survey used in the Fall of 2015 took almost two hours to complete 

during an in-person interview.  Participants reported that this was tiring, and recruitment was 

challenging.  In early 2016 the interview was shortened, removing scales that were redundant (or 

multicollinear with other measures).  The briefest tools were retained (e.g. single item self-report 

questions were used where possible instead of multi-item scales).  The abbreviated interview 

took 30 minutes to 1 hour for an in person interview.   

Predictor and outcome variables.    

Demographic (e.g. age, sex, gender, income sufficiency, education) and related descriptive 

information such as participant self-rated health and self-rated successful aging were collected.  

Measures of levels of resilience (RS-11 (von Eisenhart Rothe, 2013)); gerotranscendence 

(Gerotranscendence sub-scale SAI (Troutman, Nies, Small, & Bates, 2011)); optimism (“Overall, I 

expect more good things to happen to me than bad” (Scheier, Carver & Bridges (1994)) were 

obtained.  Engagement was assessed with measures of social activity frequency (e.g. asking how 

often during the past year participants engaged in common types of activities that involve social 

interaction) (Krueger, Wilson, Kamenetsky, Barnes, Bienias & Bennett, 2009). 
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Measures 

Scoring single item self-report measures.  For all of the single item self-report measures (i.e. 

health, successful aging, depression) participants were deemed to be positive (e.g. successfully 

aging, reporting good health, not depressed) if their score on the self-reported measure was 

above the midpoint. 

Demographics.  Information including age, sex, gender, income, education and marital status 

was collected using questions at the beginning of the interview session. 

Gender. Gender was recorded by asking “Most of the time would you say you are:” and using a 

5-point scale and the following possible answers:  very feminine (scored as 1); mostly feminine 

(scored as 2); a mix of masculine and feminine (scored as 3); mostly masculine (scored as 4); 

very masculine (scored as 5); and neither masculine or feminine (scored as 0).  Both sex and 

gender were used in the analysis of the impact of the social determinants of health on successful 

aging. 

Self-reported Depression. Depression was measured with a single item that asked: “Overall 

how are you feeling emotionally?”  The available choices were: Very Happy (scored as 5); 

Happy (scored as 4); Content (scored as 3); Sad (scored as 2); Very Sad (scored as 1).   

Health.    Health was measured several ways.  To ensure that participants had an illness, 

participants were asked the following Yes/No questions: “Have you lost 5 kg (10 lbs.) or more 

without trying in the last year?”; “Has a doctor or nurse ever told you that you have cancer or a 

malignant tumour, excluding minor skin cancers?”; “Has a doctor or nurse ever told you that you 

had a heart attack, coronary heart disease, angina, congestive heart failure, or other heart 

problems?”; “Has a doctor or nurse ever told you that you have chronic lung disease such as 
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chronic bronchitis, emphysema, or asthma?”; “Has a doctor or nurse ever told you that you have 

had a cerebral embolism, stroke, attack or thrombosis?”; “Has a doctor or nurse ever told you 

that you have an illness (not mentioned in the questions above)? If your answer to this question 

is "yes" - what is that illness?”  These yes/no questions were used to ascertain whether the 

participant was in fact aging with an illness. 

For self-rated health participants were asked the question: “Generally, how do you feel 

about your health?” The available choices were: Most of the time it is very good (scored as 5); 

Most of the time it is good (scored as 4); Most of the time it is fair (scored as 3); Most of the 

time it is poor (scored as 2); Most of the time it is very poor (scored as 1).   

Participants were also asked “Are you in any pain” with potential answer choices: No 

(scored as 4); Sometimes (scored as 3); Often (scored as 2); All the time (scored as 1).   

Self-reported Successful Aging (SA).  Self-reported successful aging was a single item measure 

that asked: “How successfully are you aging?” (Your physical, mental and social well-being as 

you have become older). It was scored on a 5-point Likert scale, and in analysis it was 

considered an ordinal variable.  The available choices were: I have aged successfully (scored as 

5); I have aged somewhat successfully (scored as 4); I don't consider my aging successful or 

unsuccessful (scored as 3); I am aging somewhat unsuccessfully (scored as 2); I have not aged 

successfully (scored as 1).   

Binary version (Binary SA).  We transformed the self-reported successful aging variable from a 

five category variable to a binary (successful or not successful) variable by coding the 

participants who recorded their aging as ‘successful’ and ‘somewhat successful’ as ‘successful’ 

on the binary scale.  Those participants who scored their aging as ‘neither successful or 
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unsuccessful’ and ‘somewhat unsuccessful’ and ‘unsuccessful’ were coded as ‘unsuccessful’ on 

the binary scale. 

Successful Aging Inventory (SAI).  The SAI (Troutman, et al. 2011) is a 20-items Likert format 

scale on which respondents indicate their level of agreement with statements. There are five 

components: (i) intrapsychic and functional performance; (ii) coping mechanisms; (iii) 

existential being; (iv) introspective gerotranscendence; and, (v) retrospective gerotranscendence. 

SAI scores range from 0 to 80 with higher scores reflecting more successful aging (mean scores 

62 – 65 with a range from 18 to 80; s.d. of 9.32-11.23 (Rossen, Knafl & Flood, 2008; Cozort, 

2008)).  The SAI has demonstrated good convergent validity with measures of life satisfaction 

and significant negative correlations with indicators of depression and good internal consistency 

(Cronbach's alphas of .86 to .91 (Cozort, 2008; Troutman, Nies, & Bentley, 2011)). 

Gerotranscendence. The gerotranscendence subscale of the Successful Aging Inventory (SAI) 

(Troutman, Nies, Small & Bates, 2011) was used to confirm the presence of gerotranscendence.  

The gerotranscendence subscales of the SAI, introspective gerotranscendence and retrospective 

gerotranscendence, were combined to create this gerotranscendence scale.  Each item used a 

Likert format from 0 to 4on which respondents indicate the extent to which they believe the 

statement applies to them.   

Resilience.  The eleven item resilience scale ((RS-11 (von Eisenhart Rothe et al., 2013)) 

measures the capacity to withstand life stressors, and to thrive and derive meaning from 

challenges using a 7 point Likert scale.  This eleven item resilience scale was originally 

developed in German (Schumacher et al., 2005) and was later validated in English (von 

Eisenhart Rothe et al., 2013).   Scores range from 11 to 77 with higher scores reflecting higher 
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resilience.  Scores that were greater than 52 indicated moderately high to high resilience (von 

Eisenhart Rothe et al., 2013).  The RS has good validity, with Cronbach’s alpha of .86 (von 

Eisenhart Rothe et al., 2013) and .91 (Schumacher et al., 2005).  

Optimism. Optimism was measured using a single item taken from the LOT-R, a revised version 

of the original LOT (Scheier, Carver & Bridges, 1994) as a self-report measure.  The item asked 

for the extent of agreement with the statement: “Overall, I expect more good things to happen to 

me than bad” with the possible answers: never true; usually not true; sometimes true; 

occasionally true; often true; usually true; always true.   

Community and social engagement.  Engagement was assessed with measures of social 

activity frequency and perceived social support (e.g. asking how often during the past year 

participants engaged in common types of activities that involve social interaction).  Activities 

considered to reflect engagement included: community activity; religious activities; and 

relationship satisfaction (which gave an indication of social networks) (Krueger, et al. 2009). 

Community activity. Community activity was measured using a single item.  The question 

asked: “Do you go to a community centre, recreation centre, senior centre or professional 

association?” and was answered with a five-point scale.  Answer choices were:  never (scored as 

1); once a year (scored as 2); once a month (scored as 3); once a week (scored as 4); almost 

every day (scored as 5).   

Relationships satisfaction. Relationships was measured using a single item.  The question 

asked: “Are you happy with the relationships that you have with your friends and/or family?” It 

was answered with a five-point scale.  Answer choices were:  very unhappy (scored as 1); 

unhappy (scored as 2); neutral (scored as 3); happy (scored as 4); very happy (scored as 5).   
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Religious activities. Religious activity was measured using a single item.  The question asked: 

“do you participate in religious activities such as attending services, committees and/or choirs?” 

It was answered with a five-point scale.  Answer choices were:  never (scored as 1); once a year 

(scored as 2); once a month (scored as 3); once a week (scored as 4); almost every day (scored as 

5).   

Quality of Life.  Quality of life was measured with a single item that asked: “How is your 

quality of life?” with the following clarification: (Quality of life is your ability to enjoy and be a 

part of the activities that are important to you). The possible answers to this question were: 

‘Very good’, ‘Good’, ‘Fair’, ‘Poor’, or ‘Very Poor’. 

Data analysis.  

Descriptive statistics. Using SPSS, descriptive statistics (e.g. mean, median, mode, standard 

deviation) were calculated, as appropriate. 

Relationships between variables. Correlations among variables were measured using Pearson's 

Correlation Coefficient for the continuous variables and the Spearman Correlation Coefficient 

for the nominal variables.  Tests of independence were done with Chi-squared tests for nominal 

variables and independent samples t-tests for the continuous variables. 

Logistic regression. Binomial logistic regression analysis was done using SPSS. Missing values 

were excluded pairwise. The binary single successful aging measure was used as the dependent 

(outcome) variable.  The Resilience Scale (RS), the Gerotranscendence subscale (GS) from the 

SAI, engagement, age, gender and self-reported health are continuous variables; sex (male vs 

female) is a dichotomous variable. Two-tailed tests were considered significant at the level of 

0.05 or lower.    
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RESULTS  

Descriptive statistics. 

All fifty-three participants were aging with illness, some with more than one.  Lung and 

heart disease were each reported 12 times.  Cancer was present in 9 people. Eight people had 

diabetes or pre-diabetes and three people had stroke related illness.  Fifteen people reported other 

illnesses (e.g. arthritis, kidney disease).  Eight people also reported having lost 5 kilograms or 

more unintentionally in the past year. 

 Almost half (45%) of the participants were currently married, 32% were widowed, 21% 

were separated or divorced and 2% were single or never married.  Table 1 provides the 

descriptive statistics, showing that two thirds were female (64%), and one third (36%) were 

male.  Gender roles were spread across the 5 categories with 23% ‘very feminine’, 30% ‘mostly 

feminine’, (no one chose ‘neither masculine nor feminine’). 

Table 1. Description of participants 

      n     % 

Relationship status   

Single 1 2 

Married/common-law 24 45 

Widow/widower 17 32 

Separated/divorced 11 21 

Sex   

Female 34 64 

Male 19 36 

Gender   

Very feminine 12 23 

Mostly feminine 16 30 

Mix of masculine and feminine 7 13 

Mostly masculine 9 17 

Very masculine 8 15 
   

Percentages subject to rounding. May not sum to 100% 
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Main Analysis  

1. Research question: Does successful aging occur among elders aging with illness? 

All of the fifty-three participants reported living with illness.  Although 73% of 

participants reported that they experienced pain ‘sometimes’, ‘often’ or ‘all of the time’, self-

reported health was ‘good’ or ‘very good’ for 85% of the participants (Table 2).  Forty-three 

percent of the participants said that they were ‘content’, 28% referred to themselves as ‘happy’ 

and 25% said that they were very happy.   

Table 2. Self-reported health, successful aging, pain and quality of life 

  n % 

Health rating    

Very good  19 36 

Good  26 49 

Fair  6 11 

Poor  2 4 

Very poor      0     0 

Successful aging    

Successful  26 49 

Somewhat successful   18 34 

Neither successful or 

unsuccessful 

 8 15 

Somewhat unsuccessful  1 2 

Unsuccessful  0 0 

Binary Successful aging    

Successful  44 83 

Unsuccessful  9 17 

Pain    

No  14 26 

Sometimes  27 51 

Often  7 13 

All the time  5 9 

Depression (How are you 

feeling Emotionally?) 

   

Very happy  13 25 

Happy  15 28 

Content  23 43 

Sad  2 4 

Quality of Life    
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         The result on the single item quality of life was ‘very good’ for 55% and good for 34% of 

the participants.  As predicted, shown in Table 3, despite the fact that all these participants were 

aging with at least one illness, the majority (83%) of them self-reported ‘successful aging,’ 

considering that their aging is ‘somewhat successful’ (34%) or ‘successful’ (49%).  Fifteen 

percent reported that their aging experience was ‘neither successful or unsuccessful’.   The 

successful aging inventory (SAI) provides a little more information on the experience of 

successful aging among this sample of participants aging with illness.  This sample had a slightly 

higher than usual successful aging score on the SAI with a mean SAI of 68, standard deviation of 

6.08 and a range of 53-80.  Previous research using the SAI has recorded SAI means of 62 – 65 

with ranges of 18–80 and standard deviations of 9.32-11.23 (Cozort, 2008; Flood, 2005; 

McCarthy, 2009).   

As shown in Table 3, correlations were run to ascertain whether the successful aging 

inventory (SAI) and the self-report successful aging variable (2 and 5 category) were associated. 

The correlation between the SAI and the self-report successful aging was moderately statistically 

significant (r = .394, n = 47, p = .006), measured using Pearson's Correlation Coefficient.  Using 

the Spearman Correlation Coefficient, the binary version of self-reported successful aging was 

also significantly correlated with SAI  (rs= .376, n = 47, p = .009). The moderate correlations 

between the self-report variables and the SAI suggest that while there is overlap between these 

variables, they are measuring similar but not identical concepts.    

Very good  29 55 

Good  18 34 

Fair  4 8 

Poor  1 2 

Very poor  1 2 
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Table 3. Correlations between successful aging variables 

Variables  Successful Aging 

Inventory 

Statistic  

Used 

Self-reported  

Successful Aging 

Correlation 

Coefficient 
.394** Pearson 

Correlation 

(5-categories) Sig. (2 tailed) .006  

 N 47  

    

Binary  

Successful Aging 

Correlation 

Coefficient 
.376** Spearman’s 

rho 

(2-categories) Sig. (2 tailed) .009  

 N 47  
**Correlation is significant at the 0.01 level (2-tailed). 

 

As Figure 1 shows the binary 

version of successful aging 

(successful versus unsuccessful) the 

majority of participants were in the 

successful category.   

A second group of analyses 

was done to ascertain whether the 

hypothesized constructs were 

associated with the outcome 

variable successful aging (SA).  

2. Research question: Is there an association between successful aging and the non-

biomedical constructs most frequently used in successful aging research? 

Table 4 contains the descriptive data for the constructs.   
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Table 4.  Summary of descriptive statistics for hypothesized successful aging constructs 

 Range Mean SD Median Mode 

Age (years) (n = 53) 65-90 75 6.9 73 68 

Gerotranscendence (n = 50) 15-28 22.8 2.94 22 22 

Resilience (n = 49) 54–77 66.29 5.1 67 68 

Ordinal variables      

Optimism Frequency Percent    

  Always true 13 25    

  Usually true 20 38    

  Often true 2 4    

  Occasionally true 8 15    

  Sometimes true 6 11    

  Usually not true 2 4    

  Never true 

Self-reported health 

Very good health 

Mostly good health 

Fair health 

Mostly poor health 

Very poor health 

1 

 

18 

26 

5 

2 

0 

2 

 

35 

51 

10 

4 

0 

   

Engagement variables (n = 53)      

 Community activities Frequency Percent    

  Almost every day 7 13    

  Once a week 20 38    

  Once a month 9 17    

  Once a year 3 6    

  Never 14 26    

 Relationships Frequency Percent    

  Very happy 30 57    

  Happy 19 36    

  Neutral 1 2    

  Unhappy 2 4    

  Very Unhappy 1 2    

 Religious activities Frequency Percent    

  Almost every day 3 6    

  Once a week 13 25    

  Once a month 3 6    

  Once a year 8 15    

  Never 26 50    

Nominal variables (2 category) Frequency Percent    

Self-Reported Health (n = 53)      

Healthy 45 85    

Not healthy 8 15    
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Self-reported health. Thirty-five percent reported very good health; 51% said they had ‘mostly 

good health; 14% had ‘fair’ or ‘mostly poor’ health. The Spearman and Pearson’s correlation 

was significant (r=-0.370, p=.007) between self-reported health and the 5 category successful 

aging measure.  It was not significant for the binary successful aging measure (r=-0.242, 

p=.087).  A chi square test showed there was no statistically significant association between self-

reported health and either form of the single item successful aging measure.  For the binary 

version of the successful aging measure the chi square results (X2(3) =4.639, p=.200) included 6 

cells (75%) had an expected count less than 5; for the 5 category version of the successful aging 

measure the chi square results (X2(9) =15.855, p=.07) with 12 cells (75%) having an expected 

count less than 5. 

Engagement. Sixty-eight percent of participants reported high levels of engagement: 68% 

participated in community activities (e.g. attending a seniors’ centre) at least once a month; six 

percent engaged in community activities once a year and 26% ‘never’ engaged in community 

activities.  Thirty-seven percent attended religious activities at least once a month.  Fifteen 

percent attended once a year.  Fifty percent did not attend religious activities.  A chi square test 

showed there was no statistically significant association between participants attending religious 

and community activities (X2(16) =14.398, p=.569). The Spearman and Pearson’s correlations 

with engagement were also non-significant (r=-0.016, p=.9). The majority (93%) were ‘happy’ 

or ‘very happy’ with their relationships with family and/or friends.   

Gerotranscendence.  The gerotranscendence scale had a maximum possible score of 49.  In this 

sample the scores ranged from 15 to 28, with a mean of only 23, suggesting much lower 

gerotranscendence than expected.  The gerotranscendence scale had a Cronbach’s alpha of .607, 

below the traditionally acceptable limit of .70. This lower than normal alpha was not considered 
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a problem since measures with fewer items often result in reduced alpha’s (Streiner 2003). 

Resilience.  Resilience, had a possible score of 77 and a mean of 66, suggesting relatively high 

levels of resilience.  The 11-items of the resilience scale had a Cronbach’s alpha of .724, less 

than the Cronbach’s alphas of .86 (von Eisenhart Rothe et al., 2013) and .91 (Schumacher et al., 

2005) found in previous studies. 

Table 5 shows the inter correlations with successful aging amongst the constructs. 

Engagement was not significantly correlated with self-reported successful aging. All of the other 

hypothesized constructs were significantly correlated with successful aging whether it was 

expressed as five category measure or a binary measure. 

Table 5. Correlations between successful aging measures and constructs hypothesized to be 

important in successful aging. 

Constructs  Self-reported 

Successful Aging 

(5-categories) 

Binary 

Successful 

Aging 

Self-reported  

Health 

Correlation 

Coefficient 
 

    .380** 

 

.298* 

(5-categories) Sig. (2 tailed) .006 .034 

 N 51 51 
    

Resilience Correlation 

Coefficient 
 

.439** 

 

.438** 

 Sig. (2 tailed) .002 .002 

 N 47 47 

    

Optimism Correlation 

Coefficient 
 

.391** 

 

.369** 

 Sig. (2 tailed) .005 .008 

 N 50 50 

    

Gerotranscendence Correlation 

Coefficient 
 

.300* 

 

  .304* 

 Sig. (2 tailed) .039 .036 

 N 48 48 

Engagement Correlation 

Coefficient 
 

.192 

 

-.025 
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 Sig. (2 tailed) .117 .862 

 N 51 51 
    

**Correlation is significant at the 0.01 level (2-tailed). 

*Correlation is significant at the 0.05 level (2-tailed). 

 

  A Chi-squared test for independence between the two binary variables: binary health and 

binary successful aging was significant (rs(51) = 7.287, p = .007).  Further, the Phi, Cramer’s V 

statistics and the Pearson and Spearman correlations were significant (r = .371, p < .05).   

 Non-parametric statistics were used to identify differences in the variables using the two 

categories of the binary self-report successful aging variable as ‘independent’ groups on each of  

Table 6.  Hypothesis test summary 

Note: The significance level is .05. Exact significance is displayed for this test. 

Null Hypothesis Test Significance Decision 

1. The distribution of  

Gerotranscendence is 

The same across the  

Successful aging  

Categories (2 categories) 

Independent 

Samples  

Mann-Whitney 

U Test (U=243.500) 

.044 Reject the  

Null hypothesis 

2. The distribution of  

Resilience is 

The same across the  

Successful aging  

Categories (2 categories) 

Independent 

Samples  

Mann-Whitney 

U Test (U=252.500) 

.001 Reject the  

Null hypothesis 

3. The distribution of  

Chronological age is 

The same across the  

Successful aging  

Categories (2 categories) 

Independent 

Samples  

Mann-Whitney 

U Test (U=221.500) 

.584 Retain the  

Null hypothesis 

4. The distribution of  

Optimism is 

The same across the  

Successful aging  

Categories (2 categories) 

Independent 

Samples  

Mann-Whitney 

U Test (U=269.500) 

.016 Reject the  

Null hypothesis 

4. The distribution of  

Engagement is 

The same across the  

Successful aging  

Categories (2 categories) 

Independent 

Samples  

Mann-Whitney 

U Test (U=190.500) 

.861 Retain the  

Null hypothesis 
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the predictor variables.  For the continuous variables the Mann-Whitney U was used.   

The results shown in Table 6 allow us to conclude that resilience (U = 252.500, p = .001), 

optimism (U=269.500, p = .016) and gerotranscendence (U = 243.500, p = .044) in the 

‘successful aging’ group was statistically significantly higher than in the ‘unsuccessfully aging’ 

group.  Engagement was not significantly different across the categories of successful aging. 

 To answer the research question: “are engagement, resilience and optimism, common 

constructs used successful aging research, associated with this self-reported successful aging” a 

regression analysis was performed. Given that the dependent (outcome) variable was binary, a 

binomial logistic regression was performed to ascertain whether the binary (dichotomous) 

successful aging group membership could be predicted using the independent (predictor) 

variables gerotranscendence, resilience, optimism and health which were all either continuous or 

ordinal.  This technique did not require multivariate normalcy nor did it need homoscedasticity.  

The dependent variable met the requirement of the binomial logistic regression that the 

observations are independent (no dependent samples) and the categories are exclusive. Binomial 

regression analysis also requires that only meaningful variables be included in the model, and 

given the small sample size and corresponding power, variables were limited to those that were 

significant in the Mann-Whitney U Test (optimism, resilience and gerotranscendence). 

 The logistic regression model was statistically significant, (χ2(3) = 11.107, p < .05). The 

model explained 40 % (Nagelkerke R2) of the variance in successful aging and correctly 

classified 91.3% of cases; however only resilience (β = .246, SE = .12, p < .05) significantly 

contributed to the model. Higher levels of resilience were associated with an increased likelihood 

of reporting successful aging.  
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DISCUSSION 

This study sought to discover whether older adults living with illness considered 

themselves to be aging successfully, and, if so, to identify which of the constructs commonly 

identified in successful aging models (engagement, optimism, resilience, gerotranscendence and 

self-reported health) were associated with successful aging in this sample. Successful aging was 

measured using a single item measure with 5 answer choices.  Almost all of the participants 

reported ‘successful’ or ‘somewhat successful’ aging, despite the presence of illness and pain.  

Self-reported health, resilience, optimism and gerotranscendence were all significantly 

associated with successful aging. Engagement was not significantly associated with successful 

aging.  Due to the small sample size non-parametric statistics (Mann-Whitney U) were used to 

identify differences in the variables using the two categories of the binary self-report successful 

aging variable as ‘independent’ groups on each of the predictor variables. Gerotranscendence, 

resilience and optimism were all significantly different on the binary successful aging measure. 

A binomial logistic regression was performed to ascertain whether the binary (dichotomous) 

successful aging group membership could be predicted using the independent (predictor) 

variables gerotranscendence, resilience, optimism and self-reported health. The regression model 

was statistically significant; however, only resilience significantly contributed to the model. 

Increasing resilience was associated with an increased likelihood of reporting successful aging.   

This study is among the minority in successful aging research (Rowe & Kahn, 2015): 

employing an entirely non-biomedical model of successful aging and including only people 

aging with illness.  The conclusions challenge the concept that the bio-medical model should be 

used to define successful aging.  According to the biomedical definition no one who has received 

a diagnosis of a serious illness or who has cognitive or physical impairment can be categorized 
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as successfully aging.  However, we confirmed, consistent with the findings of some researchers 

(e.g. Knight & Ricciardelli, 2003; Strawbridge, Wallhagen & Cohen, 2002), that the majority of 

these elders perceive themselves as aging successfully despite the presence of illness and 

disability.  Consistent with earlier work (e.g. Borawski, Kinney & Kahana, 1996), the majority of 

these participants reported that their health was ‘good’ or ‘very good’ despite the presence of 

illness.  Further, as with previous research (e.g. Tate, Leedine & Cuddy, 2003) the simple, 

single-item self-report successful aging measure was effective in detecting successful aging in 

this group, as was the Successful Aging Inventory.  Engagement with community and 

involvement in religious activity were also found in this sample.  Further, the overwhelming 

majority (93%) were happy or very happy with their relationships with family and/or friends, 

suggesting that they are still maintaining satisfying social networks. 

The lack of agreement between subjective and medically defined good health 

demonstrates that elders’ perceptions of successful aging involve more than physical health.  To 

avoid medicalizing our exploration of successful aging with illness, we allowed self-reported 

health to represent participants’ health status and therefore did not ask participants about their 

ability to complete activities of daily living (ADLs) or instrumental activities of daily living 

(IADLs).  Relationships, psychological attributes, quality of life and engagement have all been 

shown to play a role in self-rated successful aging (Reichstadt, Depp, Palinkas, Folsom & Jeste, 

2007; Strawbridge, et al., 2002).  In this study, resilience, gerotranscendence and optimism were 

all significantly correlated to successful aging; engagement, relationships, belief in a higher 

power were not significantly correlated to successful aging.  Only resilience was significant in 

the regression analysis. 

When considered alone, there was a correlation between gerotranscendence and 
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successful aging found in this research, as in several studies (Hoshino et al., 2012; Melin-

Johansson, Eriksson, Segerback, & Bostrom 2014; Troutman, et al., 2011).   Despite this 

significant correlation, gerotranscendence was not significant in the regression analysis in this 

research.  The small sample size and lack of power may be the reason that it was not significant 

in the regression model.  It also may have been that the decision to measure gerotranscendence 

using a subscale of the successful aging inventory was not adequate.  It seems that it is a 

promising construct that should be further explored in the context of successful aging.   It is 

important to note that the related constructs, spirituality and religion, were not significantly 

associated with successful aging here. 

Resilience was the only variable that was significant in this regression analysis.  This is 

consistent with other studies that found resilience to be important despite, or perhaps because of, 

health challenges (Jeste et al., 2013; Van Wagenen et al., 2013).  Resilience was also associated 

with gerotranscendence, overall happiness and optimism.  The significant associations between 

resilience and successful aging suggest that it is a valuable construct and should be included in 

successful aging models (Jeste et al., 2013; Lamond et al., 2009). 

Limitations 

We recognize that there are a number of limitations to this study.  One such limitation is 

the cross-sectional design, which can identify associations in the data but is unable to determine 

causality (Snyder, Young, Varman, Milstone, Harris & Munoz-Price, 2016).  We were also 

limited by the use of self-report measures which rely on the honest and accurate reflection of 

participants.  Further, the exclusion of people residing in long-term care facilities means that 

levels of successful aging may reflect a higher functioning sample (Jeste, et al. 2013). 
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The small population size and lack of resources made the use of random sampling 

impractical for this study.  A non-probability, sampling method was chosen in part because, 

without a recruitment budget we required participants to self-select to be involved in the research 

(Maxwell, 1997; Palys, 2008).  Non-probability sampling has the disadvantage that it is not 

generalizable to the population. Participants self-selected, and may have done so because of 

specific personality characteristics, which means we cannot assume that they are representative 

of the rest of the population. However, there is also the risk that the people who did the study are 

unlike the majority of the general population for other reasons (e.g. income, self-rated levels of 

successful aging, education or gender). 

Another limitation, due to sample size and lack of power, was that we could not control 

for socioeconomic status, income, gender, sex, or other variables that may play a role in 

successful aging.  Future research with a larger sample is suggested, which would allow these 

important variables to be controlled in the regression.  
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CONCLUSION 

Based on a review of the literature, we hypothesized that successful aging would occur 

among participants aging with illness, and that the frequently used non-biomedical constructs -  

engagement and/or gerotranscendence, resilience and/or optimism - and self-reported health 

would be predictive of successful aging.  Successful aging was reported among the majority of 

participants.  Interestingly, the hypothesized sociological and psychological constructs were not 

predictive and cannot be presented as an appropriate successful aging model.   Engagement was 

not significantly associated with successful aging.  Gerotranscendence, resilience, optimism and 

self-reported health all were found to be significantly correlated with successful aging measures.  

However, only resilience was significant in the binomial regression analysis.  It may be that the 

small sample size did not provide enough power to detect other variables’ contributions to the 

model.  However, given that these participants were all aging with illness, resilience may have 

been required to age successfully.    

The results of this research can be added to the slowly growing body of work that insists 

that people aging with illness have a right to participate and to be heard in successful aging 

research.  We have confirmed here that these participants do not label themselves as ‘sick’ and 

should not be categorized in policy and service provision by diagnosis.  They are successfully 

aging with illness and, if we want to encourage their participation in government initiatives we 

need to address them, not as patients, but as people whose lifecourse experience has brought 

them wisdom and problem solving abilities.  We need to ask what they need, not assume their 

lives are driven by whatever illness that they may have. 
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determinants of health  

 

  



96 

 

 

Abstract 

Socioeconomic status (SES), sex and gender have all been implicated in health outcomes; 

however, their role in successful aging among older adults aging with illness is unknown.  This 

study obtained data from adults aged 65–90 years who reported at least one illness.  All 

participants were aging in place.  Two thirds of the participants were female, and 81% of all 

participants completed the interview online.  Eighty-three percent of the participants reported 

that they were aging ‘successfully’ (49%) or ‘somewhat successfully’ (34%) on a single item 

successful aging measure despite their reported illnesses and, for the majority, frequent pain.  

The Successful Aging Inventory (SAI) was also used to indicate success in aging and this sample 

demonstrated a slightly higher than usual mean score of 68 on the SAI.  SES was relatively high 

in this group, with the majority indicating that their income met their needs ‘very well’ (42%) or 

‘reasonably well’ (53%).  Seventy-five percent of participants had college diplomas or degrees.  

All statistical tests were 2-sided. Sex and gender were both uncorrelated with the SAI, however 

there were significant negative correlations between SAI and ageism (r = -.323, p < .05) and 

community activity (r = -.372, p < .01).  Gender was significantly correlated with education (r = 

.419, p < .01), community activity (r = -.320, p < .05) and sex (r = .844, p < .001).  The best 

fitting regression model was a linear combination of participants’ ageism score and community 

activity score (R = .476, R2 = .145, F(2, 38) = 5.452, p = .008), while controlling for gender and 

age.  In this study, people who were less often involved with community organizations reported 

higher successful aging than those with lower ageism scores. 
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Successful Aging with Illness: The Role of Social Determinants of Health 

           Social determinants of health and illness (e.g. gender and socioeconomic level) have been 

associated with the health outcomes that manifest in later life (Mikkonen & Raphael, 2010). 

Cancer, heart disease, lung disease and many other illnesses, such as diabetes and arthritis, are 

common among those over 65 years, impacting their activity choices (Canadian Cancer Society’s 

Advisory Committee on Cancer Statistics, 2013; Statistics Canada, 2006, 2011, 2013).  In fact, 

given that the majority of Canadians over 65 years old are living with at least one illness (Butler-

Jones, 2012), considering the impact of social determinants may hold the key to enhancing 

successful aging among those over 65 years of age.    Our research question is: what is the role of 

social determinants of health, including SES, sex and/or gender, in the prediction of successful 

aging among older adults living with illness? 

Aging is an experience that can be endured or embraced.  Successful aging focuses on 

embracing the journey and ‘adding life to years not years to life’ (Denham, 2006).  It includes 

life satisfaction (Havighurst, 1961) and connection to loved ones.  Resilience, optimism and 

purpose (Depp & Jeste, 2006) can be important internal resources, but do external factors, such 

as income insufficiency, lack of educational or employment opportunities or even age based 

discrimination make successful aging impossible?  These external factors can be grouped under 

the umbrella term ‘social determinants of health’. 

Social determinants of health and illness    

The social determinants of health examined in this study were gender and socioeconomic 
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status (SES).  These are considered powerful determinants of health (Mikkonen & Raphael, 

2010).  People with higher SES, typically have higher levels of education and income, better 

health and are more likely to engage in health protective behaviours (e.g. engage in health 

screening, exercise and healthy eating habits); lower SES is normally associated with lower 

income and education levels and often associated with illness and chronic disease (Qi, Phillips & 

Hopman, 2006).    

Sex and gender.  Sex and gender are often treated as if they are equivalent concepts, but in fact 

they represent quite different but intersecting categories.  Sex describes the 

physiological/biological make-up of an individual.  It is defined anatomically – most commonly 

as male or female.  There is now an acknowledgement that biological sex may be expressed in a 

number of ways and although physiologically determined, should no longer be considered 

binary.  For the purposes of this article, ‘female’ and ‘male’ will be used to describe people 

based on biology and physiology (like genitalia).  Sex is linked to health outcomes, for example, 

Canadian females live longer but with more chronic disease and disability than males (Mikkonen 

& Raphael, 2010).   

Gender (dichotomized as woman or man; masculine or feminine) is “a pervasive and 

fundamental social position that unifies and determines all other social positions” (Witt, 2011, p. 

19).  It is socially constructed and although it is usually culturally or normatively constrained by 

biological sex, it is not inherently limited by biological sex.  It is now understood that individuals 

of either biological sex may adopt aspects of these masculine or feminine gender roles to 

differing degrees at various points in life (Carver, Vafaei, Guerra, Freire & Phillips, 2013).   
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Different cultures have different norms of masculinity and femininity, however, the 

extent to which individuals attribute the constructs of masculinity or femininity to themselves 

demonstrates their adherence to the gender roles that are normative for that culture (Connell, 

2002; Ridgeway and Correll, 2004).  As Sandra Bem, a pioneer in gender research, asserted 

“masculinity and femininity are nothing more than heterogeneous collections of attributes 

arbitrarily clustered together by the culture” (Bem, 1985, p. 194).  In most cultures, gender roles 

generally play a role in employment and educational options.  In western society the masculine 

gender role tends to be associated with higher status traits such as competence, assertiveness and 

action whereas the feminine gender role encompasses lower status and more family or 

community oriented traits such as kindness, affection and nurturance (Ridgeway & Correll, 

2004).  North American gender norms generally result in females assuming responsibility for 

childcare and housekeeping, which can prevent them from accessing full-time work resulting in 

their underemployment or lower income and/or receiving lower pay compared to their male 

counterparts (Mikkonen & Raphael, 2010). 

Socioeconomic status (SES).  Along with education and income levels, SES contains aspects of 

social and economic standing.  Social standing reflects an individual’s social connectedness and 

social capital.  Social capital in this case is used as “a property of individuals, their relationships, 

and the context in which they live” (Macinko & Starfield, 2001, p.  413).  Individuals’ 

relationships can be conceptualized as their social network, which shares valuable information 

(e.g. tips on jobs, investment opportunities), supports the activities of the group (e.g. church or 

municipal or eco-friendly projects) and facilitates the adoption of a group identity (e.g. religious, 

political or even eco-warrior).  
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 Individual status is also influenced by education levels and income (Braveman, Egerter, 

& Williams, 2011).  Education can be responsible for employment opportunities, establishing 

membership in social networks and accruing social capital.  According to Braveman, Egerter, 

and Williams (2011), education is linked to determinants of health in several ways: education 

can result in the ability to understand and comply with recommendations for health protection 

and maintenance (e.g. campaigns encouraging flu shots or safer sex) and can provide access to 

health protection (e.g. employment-based health and dental benefits and the ability to pay for 

health care). 

Power. Power may be used to coerce and constrain society and the individual; to maintain a 

social order that is supported by those who hold power (Hawks, 1991) or it may be “the ability to 

cause or prevent change” (May, 1973, p. 99). Power is an important issue in terms of social 

determinants because those with power control access to the social determinants of health (e.g. 

access to education, access to employment and income).  Among the aging, power is 

demonstrated by decision making (King, 1981) and access to opportunities. The aging 

individual’s self-hood and identity may be eroded over the years through loss of roles (e.g. 

through retirement, children leaving home, death of a spouse), and disengagement within the 

social context (Cumming & Henry, 1961).   Aging can bring a loss of power and influence, 

shrinking social networks and therefore social capital.  These losses create vulnerability to the 

decisions of others.   

 The institutions of government and policy makers have a role in the social 

determinants of health.  Through policy enactment (e.g. mandatory retirement age) and funding 

choices (e.g. health protective programs designed for and/or accessible to elders) government 
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institutions determine ‘appropriate’ activities for elders.  Ageist assumptions result in decisions, 

for example, to fund fall prevention initiatives rather than safer sex programs, despite the fact 

that elders lead the way in the newly diagnosed sexually transmitted diseases (Johnson, 2013).  

Further, access to opportunities can be limited by policy makers in such a way as to exclude 

certain age groups (e.g. educational funding that is available for younger students).  By 

constraining elders’ access to resources, services, or programs, governments are wielding power 

over the aging population, influencing what they can and cannot do.   

Ageism is a form of power over older adults, limiting their independence and creating 

structures to dominance over them. Institutions that provide services to elders also have power 

over them – deciding who gets in-home care, pensions, and access to resources (Davis 2009).   

Within a person-centred social constructionist framework, the aging individual continues 

to be capable of self-affirmation (Bartlett & O’Connor, 2007).  This is consistent with the 

phenomenological perspective that considers elders to be embodied selves capable of decision 

making and understanding of their physical bodies as the process of aging unfolds (Soderhamn, 

2013).  These frameworks do not support the stripping of autonomy from elders, and the 

delegation of decision making power to substitute decision makers. The elder remains a citizen 

(Barlett & O’Connor, 2007) and as such has a right to power and at the very least to self-

determination. 

Social connectedness. Contrary to disengagement theory, which suggests that withdrawal from 

interaction is the natural culmination of aging (Cumming & Henry, 1961), successful agers 

usually continue to participate in the community, maintaining social networks through 

relationships with others and with the community itself (Keating, Swindle & Fletcher, 2011).   
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Elders are aware of the importance of their social networks and value their contact with 

peers and community groups (Rosel, 2003; Wiles et al., 2011).  Integration in the community 

often includes the volunteer engagement of local elders, in fact some municipalities depend on 

these volunteers to augment local health services (Rozanova, Dosman & de Jong Gierveld, 

2008). It is a “win-win” in most cases since volunteering provides meaning to many elders, 

allowing them to give back and remain engaged (Reichstadt, Sengupta, Depp, Palinkas, & Jeste, 

2010).   

Social connectedness and social participation have been operationalized, in the successful 

aging field, as engagement.  Engagement can have a significant association with age (Weir et al., 

2010), and in some cases, discriminates between those aging successfully and those aging 

unsuccessfully (Ng, Cheung, Chong, Woo, Kwan & Lai, 2011; Lewis, 2011; Flood, 2005; 

Rossen, Knafl & Flood, 2008; Hank, 2011).  Engagement is generally reflected in interpersonal 

and group interactions such as community activities, religious activities and relationships with 

friends and family. 

Aging in place.  Aging in place is defined here as “remaining living in the community, with 

some level of independence, rather than in residential care” (Davey, Nana, de Joux, & Arcus, 

2004, p. 133).  Most elders want to remain at home (Wiles, et al., 2011), aging in place.  For 

example, despite the fact that rural elders tend to have poorer health (Allison & Hemingway, 

2009; Davenport, Rathwell & Rosenberg, 2005) and less access to health care services (Keating, 

1991) than urban residents, rural-dwelling elders aging in place express greater satisfaction with 

their health than their urban counterparts (Keating, Swindle & Fletcher, 2011; Fuller-Thomson, 

Yu, Nuru-Jeter, Guralnik & Mikler, 2009). Maintaining the attachment that many elders have to 

the environment they live in contributes to well-being (Taylor, Schenkman, Zhou & Sloan, 2001) 
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and successful aging.  “Throughout our lives the places in which we live reflect aspects of self. 

And we reflect those places” (Chapman & Peace, 2008, p. 21). ‘Place’ is not restricted to the 

elder’s principal residence, but can also include the community (Peace, Holland, & Kellaher, 

2006). 

Research Project 

Health outcomes are influenced by a feedback loop within which social factors and work 

opportunities influence psychological and physical health outcomes (Mikkonen & Raphael, 

2010).  Together, these elements of SES (social status, education and income) are powerful 

social determinants of health, especially when considered within the context of ageism and 

power.    

Our analysis will consider the possible effects on successful aging with illness of sex, 

gender, education and adequacy of income as well as social connectedness (as reflected in 

frequency of activities within the community) and ageism.  Participants were not asked to 

evaluate their capacity to complete activities of daily living (ADLs) or instrumental activities of 

daily living (IADLs) in order to avoid bio-medicalizing the experience of successful aging.  

Instead we looked to self-reported health, which, we hypothesized would reflect whether or not 

participants felt that they were capable to meet their own self-maintenance needs. This study 

seeks to answer the research question: Do social determinants of health (education, income, 

social connectedness), sex and/or gender play a role in successful aging with illness?  Based on 

the literature reviewed, we hypothesized that successful aging would be influenced by social 

determinants of health.  
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METHOD 

Research Design 

A cross-sectional, observational design was used.  Participants were recruited through 

posters at seniors’ centres, waiting areas of doctors’ offices and through word of mouth. They 

were offered the option to do the interview online or in-person.  Online surveys were completed 

in 15 - 30 minutes.  In-person interviews took 1 hour or more and were conducted in the 

participant’s home, workplace or at local health care settings.  The in-person interviews took 

longer than the online surveys due to the inclusion of social niceties (e.g. greetings, ice-breaking 

chatting).  Participants were given the option of having a family member or friend with them at 

the interview.    

A non-probability sampling method was chosen, in part because without a recruitment 

budget we required participants to self-select to be involved in the research (Maxwell, 1997; 

Palys, 2008; Mann, 2012).  Snowball sampling, where participants were encouraged to refer 

other people who might be appropriate for the study, was also used.  Both self-selected and 

snowball sampling allowed us to have continuous enrollment in the study as it was ongoing.   

Inclusion criteria: (1) Age 65 years or older; (2) self-identification as having an illness; 

(3) community dwelling; (4) ability to participate in an interview; (5) informed consent for study 

participation, and (6) English fluency.  Exclusion criteria: Significant cognitive impairment as 

ascertained by inability to comprehend and answer the survey questions. We accepted all eligible 

and interested participants until the requisite number of participants had been enrolled. 

Ethics clearance was obtained from The Queen’s University Health Sciences and 

Affiliated Teaching Hospitals Research Ethics Board (HSREB ROMEO/TRAQ#: 6013128).  
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Care was taken to ensure participants’ physical and emotional comfort and their full 

understanding of the project prior to consenting to participate.  There were no ethical concerns 

with regard to the interviews, since there were no questions that were likely to trigger an 

emotional response.  The data collected via the online surveys were stored at FluidSurveys.com 

and password protected.  No identifying data were collected. 

All participants (online and in person) were provided with a letter of information (LOI)– 

consent form which provided an overview of the types of questions that would be asked, an 

explanation of the benefits and risks to participants, notification that no identifying information 

would be collected and indicated that data would be stored for seven years at Queen’s 

University.  It also informed participants of their right to withdraw from the study at any time 

without any repercussions. This consent form did not record any identifying information.  

Predictor and outcome variables. 

The outcome variable in this study was successful aging as measured by the successful 

aging inventory (Troutman, Nies, Small & Bates, 2011), described below.  The predictor 

variables included sex, gender, ageism, education and income levels.  

Demographics.   Information including sex, gender, income, education, and marital status was 

collected.    Participants were given the option of identifying their sex as: male, female or other.   

Gender.  Given the need to keep the interview as short as possible, gender was measured using 

only a single item.  The question asked: “Most of the time would you say you are:” and was 

answered with a five-point scale.  Answer choices were:  very feminine (scored as 1); mostly 

feminine (scored as 2); a mix of masculine and feminine (scored as 3); mostly masculine (scored 

as 4); very masculine (scored as 5); and neither masculine or feminine (scored as 0).  Both sex 
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and gender were used in the analysis of the impact of the social determinants of health on 

successful aging. 

Successful Aging Inventory (SAI).  The SAI (Troutman, et al. 2011) has 20-items, uses a Likert 

format from 0 to 4, and takes approximately 10 minutes to complete.  Respondents indicate their 

level of agreement with statements or the extent to which they believe the statement applies to 

them. There are five components: (i) intrapsychic and functional performance; (ii) coping 

mechanisms; (iii) existential being; (iv) introspective gerotranscendence; and, (v) retrospective 

gerotranscendence. Scoring of the SAI ranges from 0 to 80 with higher scores reflecting more 

successful aging. Previous research has recorded SAI means of 62 – 65 with minimum to 

maximum scores ranging from 18 to 80 and standard deviations of 9.32-11.23 (Rossen, Knafl & 

Flood, 2008; Cozort, 2008).  Previous studies have demonstrated good convergent validity:  

significant positive correlations with measures of life satisfaction and significant negative 

correlations with indicators of depression and good reliability.  The associated Cronbach's alphas 

of .86 to .91 indicate solid internal consistency (Cozort, 2008; Troutman, Nies, & Bentley, 

2011). 

Self-Rated Successful Aging.  Self-rated successful aging is a common tool used instead of a 

questionnaire to determine participants’ opinions of their own aging (Knight & Ricciardelli, 

2003; Phelan, Anderson, LaCroix, & Larson, 2004; Strawbridge, Wallhagen & Cohen, 2002; 

Montross, Depp, Daly, Reichstadt, Golshan, & Moore, 2006).  We constructed a single item 

measure, which can be an effective alternative to scales in health research (DeSalvo, Bloser, 

Reynolds, He, & Muntner, 2006), to assess self-rated successful aging: we simply asked “How 

successfully are you aging?” (your physical, mental and social well-being as you have become 

older).’ Self-rated success was recorded on a five-point Likert scale. The available choices were: 
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I have aged successfully (scored as 5); I have aged somewhat successfully (scored as 4); I don't 

consider my aging successful or unsuccessful (scored as 3); I am aging somewhat unsuccessfully 

(scored as 2); I have not aged successfully (scored as 1).  

Community activity. Community activity was measured using a single item.  The question 

asked: “Do you go to a community centre, recreation centre, senior centre or professional 

association?” and was answered with a five-point scale.  Answer choices were:  never (scored as 

1); once a year (scored as 2); once a month (scored as 3); once a week (scored as 4); almost 

every day (scored as 5).  Community activity was used in the analysis of the impact of the social 

determinants of health on successful aging. 

Ageism Survey.  A short version of the ageism survey (Palmore, 2001) was used to assess 

ageism. The full length instrument has good internal reliability (alpha = 0.79). In order to reduce 

the time required to do our survey, we used a seven item version that included questions about 

ageist humour (e.g. a birthday card that pokes fun at older people), and interpersonal ageism 

(ignored, talked down to, treated disrespectfully) and financial ageism (refused housing or a 

loan).  Participants were asked to indicate “how often you have experienced” for each statement.  

The answer choices were: Never = 0; Once = 1; More than once = 2 (Palmore, 2001).  Answers 

were summed and higher scores represented more experiences of ageism. 

Data analysis  

Quantitative analysis was used to explore whether there were relationships between 

successful aging (as measured using the Successful Aging Inventory (SAI)) and sex, gender, 

income, education, community activity and ageism.  The significance level ( -level) was .05 and 

because this is a non-directional hypothesis, a two tailed test is used. 
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SPSS was used to calculate descriptive statistics, means, medians, standard deviations, 

ranges, and frequencies.  Frequencies were obtained for the categorical and nominal data.  Cases 

with missing data were excluded from that analysis. Correlations among variables were 

measured using Pearson's Correlation Coefficient for the continuous variables; Spearman 

Correlation Coefficient were used for the nominal variables.  Tests of the differences between 

the means included t-tests for the continuous variables and Chi-squared tests for nominal 

variables. 

Since the successful aging inventory was a normally distributed continuous variable, 

linear regression was used to explore the roles of age and ageism (continuous variables); income, 

education and gender (categorical variables); and, sex (male vs female) (dichotomous variable). 

Missing values were excluded pairwise.  Two-tailed tests were considered significant at the level 

of 0.05 or lower.  Multivariate linear regression was performed using SPSS. 
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RESULTS 

Participants.   All of the participants reported at least one illness.  Table 1 provides the 

descriptive statistics for the 53 participants who were, for the most part, residents of Ontario, 

Canada (87%).  However, an online version of the questionnaire allowed for the inclusion of 

elders from anywhere, so 6% were from other locations in the USA and Canada.  Seven percent 

were in unknown locations (participants had the option of not providing their location).  Almost 

half (45%), of the participants were currently married, 32% were widowed, 21% were separated 

or divorced and 2% were single.  

Table 1. Description of participants 

      n     % 

Sex   

Female 34 64 

Male 19 36 

Gender   

Very feminine 12 23 

Mostly feminine 16 30 

Mix of masculine and feminine 7 13 

Mostly masculine 9 17 

Very masculine 8 15 

Location   

Ontario 46 87 

USA 1 2 

Nova Scotia 1 2 

Quebec 1 2 

Unknown 4 7 

Survey Type   

Online 43 81 

In-person 10 19 

Relationship status   

Single 1 2 

Married/common-law 24 45 

Widow/widower 17 32 

Separated/divorced 11 21 

Income met needs   

Not very well 3 6 

Reasonably well 28 53 

Very well 22 42 
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Education level   

Completed grade 8 4 7 

Completed high school 10 19 

College 13 25 

University (undergraduate) 8 25 

University (graduate) 13 24 

Percentages subject to rounding. May not sum to 100% 

 

 All of the participants were aging in place, living in their own home or apartment.  

Forty-five percent of the participants lived alone, the rest (55%) lived with at least one other 

person. An independent sample t-test did not show significant differences in SAI for those who 

live alone versus those who live with someone else (t(45) = -.761, p = .451). 

Independent sample t-tests were done to ascertain whether there were significant 

differences between: being in Ontario versus other locations (t(45) = -.320, p = .750); taking the 

survey online versus in-person (t(45) = -.839, p = .406); city dwelling versus non-city residency 

(t(45)  = -.551, p = .584); city or town dwelling versus rural residency (t(45) = .243, p = .809) 

impacted participants’ SAI score.  Since all of these t-tests were not significant these variables 

were not included in further analyses.   

Although participants were given the opportunity to identify their sex as ‘male’, ‘female’ 

or ‘other’, no one chose the ‘other’ category.  Two thirds were female (64%), and one third 

(36%) was male.  Interestingly, gender was nuanced, although 64% were biologically female 

only 53% described themselves as ‘very feminine’ or ‘mostly feminine,’ suggesting that, given 

the opportunity, elders will use non-binary descriptors for their gender. Sex and gender were 

both uncorrelated with successful aging. 
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Education was varied for participants, as shown in Table 1, with only 26% having high 

school diploma or less, 50% had a college diploma or undergraduate degree and 24% had 

graduated university with a graduate or medical degree.  The majority of participants reported 

that their income met their needs ‘reasonably well’ (53%) or ‘very well’ (42%).  Only 6% of 

participants felt that their income did not meet their needs.  Both education and income were not 

significantly correlated with successful aging. 

A seven item version of the Ageism Survey (Palmore, 2001) was administered.  

Minimum scores of zero reflected no experience of ageism.  Maximum scores of 14 would have 

meant that there were experiences of ageism in all facets of life.  This seven-item instrument has 

good internal reliability for such a short scale (Cronbach’s alpha = 0.602).  Figure 1 shows the 

distribution of aging scores.  Overall there was a relatively low level of ageism experienced (m = 

3.8, s.d. = 2.8), the minimum score was zero and maximum recorded score was ten out of a scale 

maximum of 14.  Seventeen percent reported no experience of ageism.  Among those who 

answered the 

question (two people 

did not answer it) 

32% said that they 

had never had been 

told a joke that 

makes fun of older 

people, whereas 64% 

said they been told 

an ageist joke more 
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than once.  Over half of the participants had been given a birthday card that makes fun of older 

people once only (55%), 42% said that they had never received an ageist card.  Among the 

questions about interpersonal ageism:  21% had been ignored or not taken seriously because of 

their age; 25% had been “talked down to”; and 23% had been treated with less dignity because of 

ageism.  The rest of the participants did not report any ageism in this area.  Financial ageism was 

not reported by the participants (94% had never been refused housing and 96% had never had 

difficulty getting a loan; in both cases 4% did not answer the question). The SAI was normally 

distributed, as established using the Q-Q plot (see Figure 2) and the Shapiro-Wilk test, 

appropriate for small samples, which had a significance value (p = 0.831) greater than the cut-off 

level for this test (p = 0.05).  Despite the presence of illness, all of these participants recorded 
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some degree of success in their aging experience and most of them were quite positive about that 

experience.  None of the participants self-reported ‘unsuccessful aging’.        

The SAI had a mean of 68, standard deviation of 6.08 and a range of 27 (scores of 53 to 

80).  There was a significant positive correlation (r = .4, p = .006) between the single-item 

successful aging measure and the successful aging inventory indicating that they reflect similar 

constructs.  The SAI was used for the regression analysis. 

Table 2.  Summary of descriptive statistics for aspects of social determinants of health 

 Min. to 

Max. 

Mean SD Median Mode 

Successful aging inventory (n = 49) 53-80 68.33 6.08 69 67 

Age (years) (n = 53) 65-90 75 6.9 73 68 

Ageism (n = 48) 0-10 3.8 2.82 4 4 

Ordinal variables (5 categories)      

Engagement (n = 53)      

 Community activities Frequency Percent    

  Almost every day 7 13    

  Once a week 20 38    

  Once a month 9 17    

  Once a year 3 6    

  Never 14 26    

 Relationships Frequency Percent    

  Very happy 30 57    

  Happy 19 36    

  Neutral 1 2    

  Unhappy 2 4    

  Very Unhappy 1 2    

 Religious activities Frequency Percent    

  Almost every day 3 6    

  Once a week 13 25    

  Once a month 3 6    

  Once a year 8 15    

  Never 26 50    

To establish whether sex, gender, income, education and ageism were significantly 

associated with successful aging we looked at the correlations between the variables.   Pearson's 

Correlation was used for the continuous variables; Spearman Correlation was used for the 
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nominal variable (sex).  As shown in Table 3, significant negative correlations were found 

between the successful aging inventory and ageism (r = -.323, p < .05) and community activity (r 

= -.372, p < .01).  Gender was significantly correlated with education (r = .419, p < .01), 

community activity (r = -.320, p < .05) and sex (r = .844, p < .001). Sex was not significantly 

correlated with community activity or with education. 

Table 3. Correlations between successful aging variables 

Variables 

 

Pearson 

 Successful  

Aging 

Inventory 

Ageism 

scale 

Gender Income Education 

Ageism Corr. Coef. -.323* 1 .117 -.015 .154 

 Sig. (2 tailed) .031  .430 .921 .270 

 N 46 48 48 48 53 

Gender Corr. Coef. -.123 .117 1 .051 .419** 

 Sig. (2 tailed) .396 .430 53 .716 .002 

 N 49 48  53 53 

Income Corr. Coef. .126 -.015 .051 1 .154 

 Sig. (2 tailed) .389 .921 .716  .270 

 N 49 48 53 53 53 

Education Corr. Coef. -.132 .154 .419** .154 1 

 Sig. (2 tailed) .365 .270 .002 .270  

 N 49 53 53 53 53 

       

Community Corr. Coef. -.372** .016 .320* .084 .184 

Activity Sig. (2 tailed) .008 .913 .022 .548 .188 

 N 49 48 53 53 53 

Spearman       

Sex Corr. Coef. .006 .016 .844*** .084 .184 

 Sig. (2 tailed) .967 .913 .000 .548 .188 

 N 49 48 51 53 53 
       

*Correlation is significant at the 0.05 level (2-tailed). 

**Correlation is significant at the 0.01 level (2-tailed). 

***Correlation is significant at the 0.001 level (2-tailed). 

 

 To better understand the correlation between successful aging and community activity we 

recoded community activity into ‘not active’ (people who said they never or only once a month 

engaged in community activities) and active (those who attended community events at least once 

a week). An independent samples t-test of this binary community activity variable was 
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significant (t(45) = 3.12, p = .003).  The mean successful aging score for those who were active 

in the community once a month or less was 71, whereas the mean for those who were active once 

a week or more often was 67, less than the overall successful aging mean (m = 68) for all 

participants combined. 

Ageism was also converted to a binary measure to understand the correlation with 

successful aging.  Participants who reported no ageism or very minor (two or less occurrences) 

were coded as ‘low ageism’ and those who reported 3 or more occurrences were coded as ‘high 

ageism’. An independent samples t-test of this binary ageism variable was significant (t(41) = 

2.11, p = .04).  The mean successful aging for those who experienced higher ageism was 67.8, 

slightly less than the overall successful aging mean (m = 68) for all participants combined, 

however the mean successful aging score for those who experienced low ageism was 71, 

considerably higher than the overall group. 

Regression analysis  

A multivariate linear regression analysis was run to examine the question of whether the 

social determinants of health, gender, income, education, community activity and ageism were 

predictive of successful aging.  We included community activity because it is reflective of social 

connectedness (through social networks and social capital), an element of socioeconomic status, 

and had a significant correlation with successful aging.  Missing values were excluded listwise 

Sample size justification.  Fifty-three adults over the age of 65 years who had been diagnosed 

with an illness participated in this study.  Using the formula provided by Soper (2014) we 

confirmed that the 53 participants provided enough power to detect a moderate effect size (f2 = 

0.25), with statistical power of 0.8, type I error (α = 0.05), and 3 predictor variables.  To uncover 

possible effects of these variables, given our low power, we used a hierarchical regression 
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analysis, which allowed us to control for variables.   

Regression assumptions. The data met the assumptions required for multivariate linear 

regression including: the dependent variable (successful aging) was a normally distributed 

continuous scale; the independent variables were continuous (i.e., an interval or ratio variable) or 

categorical (i.e., an ordinal or nominal variable); no multivariate outliers; independence of 

observations (i.e., independence of residuals).   

 To check for outliers, we first ran the hierarchical multiple regression analysis and 

obtained the Mahalanobis Distance, Cook’s Distance and leverage point (Hoaglin and Iglewicz 

1987).  The results from these statistics were checked against the following cutoffs (participants 

with scores on these statistics that fell over the cutoffs were deemed to be outliers): Mahalanobis 

distance D2 > 22.46 (from Chi square table, k= 6); Cook’s distance .105 (using Fox 2008:255, Di  

> 4/n-k-1 = 4/(45-5-1)); Leverage point .31 (hi > 2(k+1)/n = 2(6+1)/45).  There were two outliers 

detected and then deleted from the analysis. 

 Multicollinearity was checked by running bivariate correlations between independent 

variables (Table 4).  Although there were some inter-correlations none were large (all 

correlations were less than r = .5).  The inter-correlations between gender with education and 

with community activity led us to control for gender. 

Independence of observations was confirmed using the Durbin-Watson statistic.   

According to Durbin and Watson (1971), values of the Durbin-Watson statistic that are less than 

1 indicate that the errors are positively correlated. Values close to 2 suggest there is no 

autocorrelation and values over 3 suggest that the errors are negatively correlated.  It is best to 

avoid using independent variables that are strongly negatively or positively correlated because 
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this can lead to incorrect inferences about the dependent variable.  The Durbin-Watson for this 

regression model was 2.08. 

The check for linear relationships was done by visually inspecting the scatterplots and 

partial regression plots to check for linearity and homoscedasticity (the error term across the 

values of the independent variables is similar).  The data showed homoscedasticity with 

similarity of the variances along the line of best fit. The linearity was also good, with all of the 

data points clustering around the line indicating a linear relationship between: SAI (the 

dependent variable) and the independent variables separately; and SAI and all of the independent 

variables together. The residuals generated from the regression analysis were examined and the 

histogram was approximately normal in distribution.   

To test the hypothesis that successful aging is a function of social determinants of health 

variables (gender, education, income, community activity and ageism) a hierarchical multiple 

regression analysis was performed. Our theoretical perspective guided us to control for age.  We 

also controlled for gender since it was correlated with two other variables (community activity 

and education).  Gender and age were entered together in the model, followed by ageism and 

community activity and then education and income according to our theory that determinants of 

health would play a role in successful aging. Results of the regression analysis provided partial 

confirmation for the research hypothesis.  

Model 1, including only the two control demographic variables age and gender, was not 

significant (F(2, 40) = .098, p = .907, R2 = .005).  However, Model 2, which controlled for age 

and gender and then entered ageism and community activity was significant (F(2, 38) = 5.452, 

p =.008, R2 = .22).  Addition of the education and income variables did not significantly 
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improve prediction (F(2, 36) = .403, p = .671, R2 = .017).  Therefore, the best fitting model 

for predicting rate of successful aging among people over age 65 who are aging with illness is a 

linear combination of their ageism score and community activity score  (R = .476, R2 = .145, 

F(2, 38) = 5.452, p = .008), while controlling for gender and age.   

Considering the results, the Beta coefficients for the predictors reveal which variables 

contributed significantly to the model: Age β = .06, t(40) = .377, p = .708, pr2 = .004 (.4 % of 

unaccounted for variance is due to age), not significant (n.s).; Gender β = .046, t(40) = .290, p = 

.773, pr2 = .003 (.3 % of unaccounted for variance is due to gender), n.s; Ageism β = - .29, t(38) 

= -1.852, p = .072, pr2 = .084 (8% of unaccounted for variance is due to ageism), n.s.;  

Community activity β = -.34, t(38) = -2.140, p = .039, pr2 = .109  (11% of unaccounted for 

variance is due to community activity), significant.  The negative weight (opposite in sign from 

its correlation with successful aging), indicates that after accounting for age and gender scores, 

those participants with higher community activity scores are expected to have lower successful 

aging scores (a suppressor effect).  The final two variables education (β  = .144, t(36) = .874, p = 

.388, pr2 = .0196) and income (β = -.063, t(36) = -.372, p = .712, pr2 = .0036) did not contribute 

significantly to the model. 
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Table 4. Summary of Hierarchical Regression Analysis for Variables Predicting Successful Aging 

 Model 1 Model 2 Model 3 

Variable B SE B β B SE B β B SE B β 

Age .047 .125 .060 -.053 .118 -.068 -.104 .134 -.133 

Gender .182 .627 .046 .694 .598 .177 .695 .661 .177 

Ageism 
   

-.599 .302 -.290 -.589 .312 -.305 

Community 

activity    
-1.326 .620 -.339* -1.298 .633 .332* 

Income    
   1.296 1.482 .144 

Education  
 -.249 .668 -.063 

R2   .005 .227 .244 

F for R2 .98 5.452** .403 

Note: *p < .05. **p < .01 

 The hierarchical regression analysis revealed that the social determinants that were 

predictive of successful aging were ageism and community activity.  Gender, but not sex, was 

significantly correlated with education and community activity and, gender was significantly 

correlated with sex, but neither variable was significantly correlated with successful aging.  
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DISCUSSION 

Despite the age-old themes in this research project, the exploration of successful aging 

with illness is innovative (Carver & Buchanan, 2016).  Ageism, “the systematic stereotyping of 

and discrimination against people because they are old” (Butler, 1969, p. 243), is apparent in the 

dire warnings of a ‘silver tsunami’ that will overcome healthcare systems.  This ageist attitude 

contrasts with research that demonstrates elders can continue to function well and age 

successfully (Cutler & Mattson, 2006).  In an era when government sanctioned euthanasia is 

being debated, a deeper understanding of successful aging at the end of life is a necessity for 

realistic and compassionate elder care, as is diligence in avoiding ageism.  

In this study, all of the participants were living in their own home or apartment and they 

all had at least one illness.  Their mean successful aging score on the SAI was higher than found 

in other research. Further research is needed to better understand whether these high levels of 

successful aging on the Successful Aging Inventory are related to the presence of illness among 

these elders or other factors.  Factors that did not impact their success in aging were: living 

alone, living in Ontario, taking the survey online or in-person; living in an urban or rural area. 

An ageist notion that was often expressed to the researchers was that having an online 

survey would not be useful when recruiting an older sample.  The stereotype here was that elders 

are not internet savvy.  However, 81% of participants completed the survey online, indicating 

that this is a viable way to reach out to people over 65 years old.   

Ageist humour was the most frequently reported form of ageism in this study; however, 

as has been noted elsewhere (Palmore, 2001; Ellis & Morrison, 2005; Anderson & Yon, 2010), it 

is often well received.  In fact, the exchange of ageist cards is common between family members 
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and even peers (Ellis & Morrison, 2005; Anderson & Yon, 2010).  However, as with other 

marginalized groups, this type of humour may be considered in a negative light when it is from 

‘outsiders’ (e.g. younger people) (Anderson & Yon, 2010).   

Aging can bring a loss of power and influence, shrinking social networks and therefore 

reduced social connectedness. These losses create vulnerability to the decisions of others.   

Although we hypothesized that a lack of power, through ageism and loss of opportunities, might 

be associated with lower successful aging, these results suggested the relationship might be more 

complicated; disengagement from the formal, community based, social context (Cumming & 

Henry, 1961) showed an association with higher successful aging. This could reflect 

disengagement (Cumming & Henry, 1961) or a stage of gerotranscendence (Tornstam, 1996, 

2005) or merely that their interpersonal needs were fulfilled through family and close friends 

rather than in large group/community activity.   

A key finding in this study was that community activity had, after controlling for age and 

gender scores, a suppressor effect: those who were more frequently engaged in community 

considered themselves to be less successfully aging.  There are a number of possible 

explanations for this result: elders may be overwhelmed by demands to volunteer due to the 

limited number of people available to do this work (Eales, Keefe & Keating, 2008); or less 

successful agers sought out opportunities to engage with others, whereas those who were happier 

in their aging were content to spend more time alone or with close friends/family; or, this finding 

might reflect that those engaged in more community activities have more opportunities to 

compare their own aging to their peers, resulting in negative evaluations of the success of their 

aging; finally, this may reflect participants’ exhaustion trying to maintain important social 

networks (Rosel, 2003; Wiles et al., 2011) despite illness. Irrespective of the reasons for these 
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results, our data certainly showed that community activities play a role in successful aging. Given 

the small sample size more research to better understand this potentially important effect is 

warranted. 

Self-attribution of gender resulted in a range of responses.  The participants in this study, 

all of whom were adults in the 1960s, embraced the simple self-report measure of gender.  

Furthermore, gender, but not sex, was found to be associated with important social determinants 

of health, suggesting that it is time to move away from the routine use of biological sex to define 

people.  The use of gender instead of sex may, in fact, provide much richer information on 

behaviour. In program planning, a gender based approach might increase buy in among older 

adults.  And, the simple self-report tool used here provides a quick and easy way to find out 

individuals’ gender.      

Limitations 

We recognize that there are a number of limitations to this study due to the use of cross-

sectional design, which can identify associations in the data but is unable to determine causality 

(Snyder, Young, Varman, Milstone, Harris & Munoz-Price, 2016).  Non-probability purposive 

sampling allowed us to learn about these participants in depth but, unlike random sampling, does 

not allow the generalization of this information to the population at large (Teddlie & Yu, 2007; 

Palys, 2008).  In part the lack of generalizability is due to selection bias, whereby the participants 

who chose to be in the study may have done so because of specific personality characteristics 

that may not be representative of the rest of the population.  However, there is also the risk that 

the people who did the study are unlike the majority of the general population for other reasons 

(e.g. income, self-rated levels of successful aging, education or gender).  We are also limited by 

the use of self-report measures which rely on the honest and accurate reflection of participants.  
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Further, the exclusion of institutionalized participants means that levels of successful aging may 

reflect a higher functioning sample (Jeste, Savla, Thompson, Vahia, Glorioso & Martin, et al., 

2013).   Future research could be conducted with a larger sample and disaggregated data by sex, 

gender, by age groups, (e.g. young-old (aged 65–79 years) vs old-old (aged 80 or older) (Bodner, 

Palgi & Kaveh, 2012; Oswald & Wu, 2010; Oswald, Jopp, Rott, & Wahl, 2011; Shrira, Palgi, 

Ben-Ezra, Spalter, Kavé & Shmotkin, 2011)).  In this project there were too few participants to 

have the statistical power to do disaggregated analyses. 

Other limitations include the use of online as well as in-person surveys.  It is not possible 

to verify the identities of the online respondents, nor to confirm that they are being accurate in 

terms of what they are reporting.  Fortunately, there were no significant differences when data 

from in-person interviews were compared to those obtained online.  The representativeness of 

the online respondents cannot be confirmed. 
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CONCLUSION 

This research contributes valuable information to discussions in the fields of chronic 

illness and gerontology. We believe that this research will help to maximize success in aging by 

identifying that people who are aging with illness often consider themselves to be aging 

successfully.  This knowledge is beneficial to elders, health care providers and society, as a 

whole, because it encourages researchers, policy makers and service providers to develop 

resources for elders that are accessible and inclusive of people with illness and disability.  In this 

study, people who were less often involved with community organizations reported higher levels 

of successful aging.  This may mean that people who seek out community activities at least once 

a week may do so because they are not feeling successful in their aging.  It could also reflect the 

impact of volunteer fatigue, found in other research (Eales, Keefe & Keating, 2008), whereby 

exhaustion from community activity reduces personal feelings of success in aging.   

The other interesting result was the potentially complex role of ageism among those 

aging with illness.  The ageism reported was low, and the most common types of ageism 

experienced, beyond humour, were interpersonal.  Elders did report being patronized or 

disrespected in their interactions with others.  Ageism was significantly related to successful 

aging, possibly showing successful agers were less likely to see typically ageist behaviours as 

offensive due to their overall positive experience of aging, however, the sample size was too 

small to fully explore this relationship.   

Given that community activity and ageism both reflect social connectedness and are 

elements of SES, the possibility that they are playing a suppressor role in successful aging with 

illness is vital to explore in greater depth.  It is also important to further explore the nuanced 

relationship between gender and the other determinants of health: including education and 
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income.  Very little successful aging research has focused entirely on those aging with illness; it 

may be that the experience of successful aging with illness involves constructs and determinants 

differently than those in the majority of research projects, who are successfully aging without 

illness. 

 Our goal in this research project is to generate awareness and knowledge of the positive 

aspects of aging with an illness among elders.  We intend to transfer this information to elders, 

their families and support organizations, such that the understanding that people aging with 

illness often feel successful in their aging may be used to generate practice change and policy 

action.   
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CHAPTER 6: GENERAL DISCUSSION 

Rhetoric that suggests a grey-tsunami will overwhelm health care resources serves to frame 

the aging of populations in a negative light and overlooks the contribution(s) elders can and do 

make to global economies and societies (Rowe and Kahn 2015).  The positive aging discourses 

that underpin many policies, suggesting people have a responsibly to maintain their own health 

as they age by eating well and exercising have the appearance of blaming and shaming people 

who live with disease and illness (Rudman 2015).  The inference being that if these individuals 

took better care of themselves they would not now be ill.  Despite the age-old themes in this 

research project, the exploration of the ability to age successfully with an illness is innovative.  A 

deeper understanding of successful aging with illness is a necessity for realistic and 

compassionate elder care and the only people who can provide us with accurate information 

about this are the elders who are living this experience.   

This research contributes to discussions in the fields of chronic illness, gerontology and 

end of life care. We believe it is vital to shift the care of elders with illness towards the inclusion 

of support for living life, as well as living with illness and/or preparing for death.  Traits and 

strengths are identified here that can be fostered (e.g. resilience) to maximize success in aging 

which in turn will promote living well with illness.  This knowledge is beneficial to elders, health 

care providers and society because it focuses on enriching the last chapters of life. 

Primarily this study was designed to answer three questions: 1. Does successful aging 

occur among elders aging with illness? 2. Is there a relationship between aging successfully with 

illness and the non-biomedical constructs most frequently used in successful aging research? 3. 
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What is the role of social determinants of health including socioeconomic status and sex/gender 

in the prediction of successful aging among older adults living with illness? 

Results indicated that the majority of participants believed they were aging successfully 

and that this outcome was unrelated to the number of illnesses they had.  Based on previous 

research, we hypothesized that health identity (self-reported health), sociological constructs 

(gerotranscendence and engagement) and psychological constructs (resilience and/or optimism) 

would be predictive of successful aging (Hill and Buss 2008; Lule et al. 2013; Borawski et al. 

1996).  We also predicted that social determinants of health (SES (education, income, social 

status as reflected by community activity and ageism), sex and gender) would play a role in 

successfully aging with illness. 

The majority of participants in this study identified their health as ‘good’, despite the fact 

that they all had at least one illness.  The participants, while acknowledging the presence of 

illness, may not have identified themselves as ‘sick’, instead they considered themselves to be 

healthy people who happened to have an illness. Our findings of ‘good health’ among those 

aging with illness is consistent with the disability paradox (Albrecht & Devlieger, 1999), which 

describes good self-reported health individuals among those with significant disabilities.  It may 

mean that, in our sample, people had disembodied their identity and their evaluation of their 

health was more reflective of mental than physical health. However, this health identity was not 

predictive of successful aging, possibly due to the small sample size. 

Manuscript one, the scoping review of recent successful aging research, revealed that the 

most common constructs associated with successful aging research were: engagement, 

spirituality and/or religiosity, optimism and/or positive attitude, resilience, self-efficacy and/or 
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self-esteem and gerotranscendence (Carver and Buchanan 2016).   The presence of successful 

aging among elders with illness and associations between four of these common constructs 

(engagement, gerotranscendence, resilience and optimism) and successful aging were explored in 

manuscript two. In terms of the hypothesized model of successful aging: self-reported health, 

resilience, optimism and gerotranscendence all had significant associations with successful 

aging.  However, only resilience was predictive in the regression analysis.  This may be due to 

the small sample size, which did not provide enough power to detect smaller effects.  Further 

research with a larger sample is recommended. 

 The sociological constructs gerotranscendence and engagement were significantly 

correlated with successful aging but not predictive in the regression equation.  Levels of 

gerotranscendence were not high, which may have reflected the measure used to assess it, or the 

size of the sample. Engagement, measured by ascertaining community and religious activity as 

well as relationships with family and friends, was significantly correlated with lower reported 

successful aging, a finding that may reflect the withdrawal from interaction that 

gerotranscendence theory predicts in some individuals.   

In this study, participants generally reported high engagement levels, through positive 

interactions with family and/or friends, community or religious activities. This is consistent with 

previous research that found that maintaining social connections has a major impact on elders’ 

sense of well-being and facilitates an active role in life and continued personal growth 

(Reichstadt et al. 2010; Wiles et al. 2011; Taylor 2001). The high degree of engagement found in 

this sample may reflect the fact that all of these participants were residing in their own homes.  

Many elders have invested a tremendous amount of time and money in their homes; as a result, 

they have a bond with that place (Rosel 2003).  When the environment is familiar and feels safe 
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the elder is more likely to want to age in place (Wiles et al. 2011).  Part of the importance aging 

in place is the attachment that many elders have to the social and physical environment they live 

in, which in turn contributes to well-being (Taylor 2001).  “Throughout our lives the places in 

which we live reflect aspects of self. And we reflect those places” (Chapman and Peace 

2008:21). As in previous research (e.g. Fuller-Thomson et al. 2009), many expressed the desire 

to stay there as long as possible, but were at risk of not being able to do so due to health and 

financial constraints. In order to facilitate aging in place, help may be required with 

“housekeeping and home maintenance, transportation, personal care, and management of 

medical conditions” (Hinck 2004:780).  Success in aging may be related to the ability to age in 

place, to maintain attachment to the social and physical environments (Lawton et al. 1997).  

Among these participants, it may be that the fact they were all aging in place was the reason for 

the high levels of successful aging, despite the presence of illness. 

Manuscript three examined the impact of social determinants of health on this sample of 

people aging with illness.  Income, education, age, sex and gender were not significantly 

correlated with successful aging in this study, and could not be used to predict successful aging.  

However, the multicollinearity between constructs led us to control for gender and age in the 

regression analysis, revealing negative predictive relationships between ageism, community 

activity and successful aging.  In this sample, people who experienced more ageism were aging 

less successfully than those who reported less ageism. And those who were active in the 

community once a week or more often experienced less successful aging than those who were 

active in the community less often.   

Both gender and age are associated with diminished value as time passes (Chapman 2009).  

Physical capital is drained by the aging body’s loss of attractiveness according to social norms, 
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more so for women than men. The feminine gender norms of western society tend to focus on 

attractive presentation that does not include wrinkles, frailty or illness (Clarke and Griffin 2007) 

– all inevitable sequelae of long life.  For some women this may be a difficult adjustment to 

make.  However, Tulle (2008:16) found “the women I interviewed successfully resisted their 

enfeeblement and confinement to reduced physicality” – suggesting that for some women there 

may be a focus on maintaining and/or building their physical capital through fitness rather than 

prettiness, which becomes impossibly elusive with increasing age.  For women who ascribe to a 

feminine gender role greater age means greater distance from the identities built in earlier life.   

That community activity had a suppressor effect was a key finding, paralleling research that 

found “that those in better health may actually spend less time interacting with their close 

friends” (Schafer 2016:83).  We suggest that, in this study, those elders who were more engaged 

in community activity may have found these continuing demands exhausting, which is common 

for elders who engage in many volunteer activities (Eales, Keefe & Keating, 2008), resulting in 

lower successful aging scores. It is also possible that those who were aging less successfully may 

have been lonely and looking for companionship through community activities (Rosel, 2003; 

Wiles et al., 2011).  Or, it may be that those who were out in the community were comparing 

themselves unfavourably to their peers. despite illness.  

Alternatively, the finding that community activity is negatively associated with successful 

aging may reflect the complex nature of social capital.  If “healthiness also keeps at bay 

reminders of death and attendant psychological discomfort” (Schafer 2016:84) then it is possible 

that illness reminds others of looming morbidity and mortality. Those aging with illness may be 

aware that others do not want to see them, as they are reminders of mortality and therefore, these 

ill adults are actually staving off the possible rejection by their social networks by preferring 
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(habitus) to be alone or with close friends over community activity.  In light of this argument, 

those with illness may be conscious of their diminished social capital and their habitus may 

reflect this; rather than seeking out community activity, their habitus results in choices that 

reflect their underlying social condition.   

On the single item successful aging measure, eighty-three percent considered that their 

aging was ‘somewhat successful’ or ‘successful’.  Fifteen percent reported that their aging 

experience was ‘neither successful or unsuccessful.’ This was consistent with the results on the 

SAI, which had a mean slightly above the mean score in other studies. There was a significant, 

but only moderate positive correlation between the single-item successful aging measure and the 

successful aging inventory. This moderate correlation suggests that there is some overlap, but 

that they are certainly not identical. 

Limitations  

There are several important limitations impacting this research, of particular concern are: 

methodology (including study design, online surveying, survey measures, sample recruitment); 

and sample specific issues. 

Methodology issues.  

Study design.  The survey used was short, at the expense of collecting more detailed 

information, anonymous, and had an online option to promote higher response rates.  The 

measures were all self-report, and these measures are only as good as the information that they 

elicit. If respondents are honest, these measures can be valuable and revealing.  However, if there 

is an unwillingness to reveal information (e.g. the diagnosis of a disease with a stigma attached 

to it (e.g. HIV)) there is no alternate method of obtaining that data in a self-report based study. 

Another important caveat is that, though we were exploring successful aging with illness 
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there were no questions asked to assess participants’ ability to complete activities of daily living 

(e.g. ability to feed oneself) or instrumental activities of daily living (e.g. balance a check book).  

The reason for this was simple: our model of successful aging is completely inclusive and non-

biomedical.  If a participant was physically incapable of doing activities of daily living but 

reported him/herself as successfully aging – the latter is what was important. 

Survey Measures. This study was originally designed with a much longer survey than the one 

that we came to use.  After piloting the data, we realized that the survey was too long and was 

causing fatigue and online respondents were failing to complete the survey.  To combat this, we 

removed a number of validated measures and replaced them.  A full gerotranscendence scale was 

replaced with a subscale from one of our other measures (the SAI, Troutman, et al. 2011)).  

Optimism was evaluated using a single question from a much larger scale (LOT-R, Scheier, 

Carver and Bridges, 1994).  The advantage of using parts of established scales is that they tend to 

have better content validity than previously untested scales (Fisher 2016:3).  Self-reported health, 

self-reported successful aging, gender, were all assessed using single item measures in an effort 

to shorten the time to complete the survey. Although single item self-report measures used 

increasingly (Robins, Hendin and Trzesniewski 2001; Zimmerman et al. 2006) it must be noted 

that these were being tested for the first time and therefore must be considered experimental at 

best.  All of these single item measures used here would benefit from validation in larger studies 

and the results that they gave must be treated with some skepticism. 

Online survey validity.  The participants in this study had the option of completing the survey 

online or in person.  Although many consider online surveys to be new and untested they have, 

in fact been widely used over the last decade (Abele, Brown and Ibrahim 2016; Handscomb, 
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Hall, Shorter and Hoare 2016; Ramo, Liu and Prochaska 2012; Woodyatt, Finneran and 

Stephenson 2016).  And, people over the age of 65 are among the groups that are quickly 

learning to use the internet (Hunter 2012; Whitehead 2007), in some cases expressing a 

preference for online surveys over in person survey (Hunter 2012). 

It is not possible to verify the identities of the online respondents, nor to confirm that they 

are being accurate in terms of what they are reporting.  Although the representativeness of the 

online respondents can’t be confirmed, there were no significant differences when data from in-

person interviews were compared to those obtained online.  Although there are concerns that 

people will fabricate information on online anonymous surveys, they generally show good 

reliability in comparison to in person survey administration (Ramo, Liu and Prochaska 2012).  In 

fact, “the anonymous nature of the online format could have equally provided a mechanism for 

the online participants to be more open with others and express their disagreements more freely 

than in face-to-face communication” (Woodyatt, Finneran and Stephenson 2016:746).   

The online component of this study had the advantage of being able to reach an unlimited 

number of people (Hunter 2012).  Online surveys generally allow error-free data entry 

(Handscomb, Hall, Shorter and Hoare 2016) and often their platforms can generate a database for 

analysis, which allows for faster survey to analysis timelines. However, human error is still 

possible, and they are vulnerable to misinformation from participants. 

Sample specific issues. Hunter (2012) identified the concerns that those responding to online 

surveys might have different demographic characteristics from those who are not online. There is 

the potential for sample bias to be introduced because those who are computer literate may differ 

from those who are not in a systemic way. However, Hunter (2012:12) suggested that “we are 

moving towards a situation where online respondents could be more representative of the target 
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population than a sample that uses pencil and paper” especially since the web-literate proportion 

of the population is constantly changing.   

This sample was small and relatively homogenous (participants tended to be well 

educated with adequate incomes) so it was not generalizable.  The cross-sectional design can 

identify associations in the data but is cannot determine causality (Snyder, Young, Varman, 

Milstone, Harris & Munoz-Price, 2016).  The non-probability sampling, unlike random 

sampling, didn’t allow generalization of this information to the population at large (Teddlie & 

Yu, 2007; Palys, 2008).  Selection bias, whereby participants are in the study due to specific 

personality characteristics they have, limits our ability to assume that these results apply to other 

populations. These self-selected participants may have other characteristics that differ 

systematically from the majority of the general population (e.g. income, self-rated levels of 

successful aging, education or gender).  Also, by only including community dwelling 

participants, levels of successful aging may reflect a higher functioning sample (Jeste, Savla, 

Thompson, Vahia, Glorioso & Martin, et al., 2013) than generally found in this age group.    

Analysis related issues.  Regression was used in both quantitative manuscripts. Regression is 

generally chosen, after examining correlations, to “predict the value of a variable based on the 

value of another variable” (Laerd 2016:n.p.). There are some potential issues with regression 

analysis. Tu, Kellett, Clerehugh and Gilthrope (2005:457) point out that “regression coefficients 

biased by collinearity might cause variables that demonstrate no significant relationship with the 

outcome when considered in isolation to become highly significant in conjunction with collinear 

variables, yielding an elevated risk of false-positive results (Type I error).”  Fortunately, there 

were no large intercorrelations between the independent variables (none were greater than r = 
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0.5) and, since our analysis strategy was hypothesis driven, it is less likely that there was Type I 

error. 

The separation of our exploration of successful aging into two quantitative manuscripts 

and therefore two separate analyses has no inherent problems, and allowed us to have enough 

power to do the analysis.  Had we tried to put all of the non-biomedical constructs in the second 

manuscript and all of the social determinants of health from the third manuscript into one 

analysis we would not have had the power to detect any significant effects.  It is important to 

acknowledge that these separate analyses were hypothesis driven – not fishing trips.  We 

determined in advance which variables would be in the equations and, in the case of the 

hierarchical regression analysis, the order in which they would enter the equation.  Hierarchical 

regression is not immune to sampling error issues, but the hypothesis driven nature of this 

analysis provided some protection here. 

Directions for future research.  

We recommend future research, with a larger, more heterogeneous sample, to examine 

whether the findings of this study are also found in a broader population. It is also important to 

explore ways in which institutions, organizations and policies can evolve to support success in 

aging for all elders – those with and without illness. 

Qualitative research that records the voices of elders expressing their opinions of what is 

needed for them to age successfully, would help to support and even drive a movement to 

cherish and utilize the strengths of elders.  They are a vast resource of experience, knowledge 

and their mentorship can guide younger generations. 

Using habitus to help unpack future research, would enhance the findings, as it can help 
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explain the experience of transition to older age – to understanding the new norms and 

expectations that accompany being a ‘senior.’  Since habitus involves the lifelong process of 

learning about expectations and cultural norms, each role change (e.g. loss of career role) as well 

as location change (e.g. moving to a retirement or long term care facility) could result in 

evolution in an individual’s habitus. When elders transition from one residence arrangement or 

community or another “habitus is exposed through their attempts to understand the informal, 

unspoken rules of the new environment” (Davey 2009:227).   

Davey (2009) also points out the role of habitus in understanding class and cultural capital.  

Elders who have the resources to engage in retirement activities – hobbies, volunteer work, 

travel, sports – exist in a different cultural context than those who must continue to work in order 

pay bills.  And the cultural capital of both of the former differs from those whose illness and/or 

disability limit life to medical interactions and recuperative activities (e.g. bed rest).  For all 

elders, changes due to altered abilities and/or roles can be explored by examining how new 

“ideas and behaviours can be seen as adding layer upon layer to habitus” (Davey 2009:283). 

By engaging habitus as a tool to study the embodiment of aging with illness, consideration 

can be given to the ways in which the “body has incorporated the immanent structures of a world 

or of a particular sector of that world” (Bourdieu 1990:70).  This embodiment is reflected in the 

ways that people stand, sit, gesture, even eat, each of which reveals group membership – as 

behaviour reflects behaviour typified by ‘people like us’ (Bourdieu 1990:77).  Group 

membership changes with role changes, including the change to the role of ‘sick,’ and by 

exploring the changes in embodied representation of the self in the new role, researchers can 

better understand the impacts of these changes on quality of life. 
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Policy implications.  

Many governments look at the ‘greying of society’ as a problem that must be solved by 

policies developed to mitigate the damage that may be caused by the predicted strain all of these 

elders are expected to place on government resources (e.g. pension plans) and health care 

systems (Carr, Biggs and Kimberly 2015).  Rowe and Kahn, the originators of the biomedical 

model in the form of the ‘MacArthur Model’ of successful aging, advocate that policy needs to 

address the capabilities of aging populations as well as their needs (Rowe and Kahn 2015). It is 

important to re-adjust societal attitudes towards elders so that, rather than propagating 

stereotypes of frailty and dependence, government needs to create “policy initiatives to promote 

autonomy and independent living in older age” (Bowling 2007:264). Policies must be designed 

that address barriers to successful aging such as lack of access to affordable housing and healthy 

food, medical services including chiropractors and physiotherapy, as well as help to remain in 

their homes (e.g. subsidization of services such as home maintenance and cleaning).   Rowe and 

Kahn (2015) suggest that changing institutions and structures that are currently in existence to be 

more supportive of independence and success in aging will be a challenge as the ageist attitudes 

are often embedded in the culture of these organizations.  It is also important to consider the 

relationship of disembodiment to the experience of successful aging and the potential 

relationship it may have with successful aging. 

CONCLUSION 

This study confirmed that successful aging was occurring among those living with illness.  

The results also supported the hypothesis that the sociological constructs of gerotranscendence 

and engagement, psychological constructs of resilience and optimism; as well as health identity, 
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were related to successful aging. The presence of resilience and gerotrancendence supports 

Baltes and Baltes (1990), suggestion that elders are resilient, developing wisdom through 

gerotranscendence (Erikson 1963; Erikson 1997; Tornstam 1997, 2005; Troutman, Nies, Small, 

and Bates 2011).   However, only resilience was significant in the regression analysis with the 

constructs identified in the scoping review of manuscript one and successful aging.  This result 

may be due to the small sample size and resultant lack of power.  Further research into this 

model among all elders, those with and without illness, is recommended. 

These results also confirmed that some of the participants’ ability to age successfully was 

negatively impacted by: the experience of ageism and/or frequent involvement in community 

activities.  Both of these constructs were considered as representative of social connectedness, an 

aspect of social determinants of health.  The role of gender and age in this relationship between 

successful aging and these aspects of SES was significant, but unclear.  Again, further research 

with a larger sample is encouraged to better understand these effects.   

Aging may be the top public health problem we face today but the idea that we will soon be 

swamped by the ‘silver tsunami’ is an ageist attitude that contrasts with research that 

demonstrates elders can continue to contribute positively to society as they age (Cutler and 

Mattson 2006).  The majority of the participants reported low levels of ageism, possibly due to 

their continued engagement with others, or their relatively high education levels and satisfaction 

with their income.  However, those who did experience ageism reported slightly lower successful 

aging than average.  Policies such as mandatory retirement and funding that focuses on elders’ 

illnesses rather than their well-being, create an infrastructure for ageism, integrating it with 

policy. Because ageism can have a significant impact on the ability to age successfully, it is 
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important to reframe the norms that define elders as helpless and instead create opportunities for 

elders to share their knowledge and wisdom.   

Recent research has confirmed that elders can look forward to “resilience to mental disability 

in older age” (Thomas et al. 2016:1) and, in this cohort, the majority of people aging with illness 

felt that they were doing so successfully.  Older adults are embodied selves (Soderhamn 2013), 

aware of their physical conditions and capable of decision making.  We must avoid prescriptive 

policies and treatment modalities that strip elders of their autonomy.  This is an important 

message for clinicians and policy makers to hear – that even when ‘curing’ illness is impossible, 

success in aging can be fostered through building resilience and supporting engagement.  

Together, this suggests that the journey into older age, although it may not include physical 

health, is often a positive and fulfilling experience.  
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