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ABSTRACT

This study aimed to develop and evaluate psychometric properties of
the Thai Elderly Resilience Scale (TER scale). Two stages of scale development were
conducted: 1) scale development stage and 2) psychometric evaluation stage.
Resilience concept based on Grotberg (1995, 2003) was initially used for exploring
the phenomena in the Thai elderly. Literature review and individual interviews and
focus group of 14 representatives of resilient Thai elderly were integrated. The results
revealed three identified, I AM, I HAVE, and I CAN within 18 components
contributing conceptual structure of Thai elderly resilience. The item pool consisting
of 50 items were generated and further tested for its content validity. The high
content validity index (CVI = 0.97) were identified by six experts. The first draft TER
scale was further examined on its face validity using Thai elderly in order to ensure its
clarity and interpretability and rewording was recommended. Pre - testing of the first
draft TER scale was further conducted for item analysis and internal consistency
assessment by using 30 Thai elderly. Majority of items (40 items) were correlated
(r=.30-. 67) and the whole set of items gained high internal consistency (a = .94).

In addition, field testing was performed by using 517 Thai elderly

subjects. The investigations found high internal consistency of the first draft TER

Vi



scale (o = 0.93), acceptable correlations between item to item, item to subscale,
subscale to subscale, subscale to total, and item to total (r = 0.30 — 0.51). The results
from Exploratory Factor Analysis (EFA) yielded the last version TER scale consisting
of 24 items categorized into 5 factors, i.e., 1) be able to join with people,
2) be confident to live 3) having social support4) living with spiritual security and
5) be able to de-stress and manage problems.

Final testing revealed a strong positive correlations between resilience
and mental health scores (r = .84, p <.01, n = 30), known group comparison indicated
the TER scale was able to differentiate members of one group from the other by
yielding a significantly different (t = 0.33, p < .01) between the mean TER scores of
two groups of the elderly, one living in shelter homes (n=30) and the other living with
spouse and children (n=30). Both testing were confirmed construct validity of the
scale. Furthermore, the stability evaluation using test — retest method, by having 30
Thai elderly examine the scale two different times, demonstrated a high level
correlation between time 1 & time 2 at 0.91. The results confirmed the stability of the
24-item TER scale. Moreover, final testing of internal consistency yielded the alpha
coefficient of total TER scale at 0.91 that additionally reflected a high reliability.

The TER scale newly developed would be a useful tool to assess
resilience in Thai elderly. In addition, it is designed so that Thai researchers and
practitioners, who are interested in developing further studies regarding Thai elderly,

could apply the data or knowledge appropriately in Thai context.
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CHAPTER 1

INTRODUCTION

Background and significance

Today, the rapid increasing in the number and the proportion of elderly
population is becoming a worldwide phenomenon. The elderly population of 60 years
and older is the fastest growing in the world among all age groups (World Health
Organization [WHO], 2009). Population aging is growing rapidly in many developed
countries while developing countries are also witnessing a swift surge in their
proportion of the aged (Gavrilov & Heuveline, 2003). In Thailand, like most
developing countries, the number of older population has been on the rise, from 9% in
2002 to 10.7% m 2007, and will reach 15% by 2020 (National Statistical Office
[NSO], 2008), and predicted a 30 % increase by the year 2050 (The United Nations of
Population Fund, 2006). By the international standard, a country with its proportion of
elderly population at 10% is considered as aging society (NSO, 2008), thus Thailand
has become the aging society since 2005.

The increase of the aged causes apprehension regarding resources that will be
needed to provide services for these individuals and thus has a tremendous impact on
a society at large of families, health organizations, community, resource sharing,
socioeconomic problems, government’s policies, and health care services. More
importantly, the aging phenomenon also has a major effect at an individual level

Getting older, elderly go through the inevitable decline of physical function which, in



turn, influences their mental health. Majority of the elderly are likely to suffer from at
least one chronic illness, such as hypertension, diabetes, paralytic conditions, stroke,
and rheumatoid arthritis (National Statistical Office [NSO], 2007; Wu & Green, 2000;
Dunn, 2004; Sritunyarat et al., 2002). A study in a rural community of Malaysia stated
a high prevalence (60.1%) of chronic illness among its elderly (Sherina, Lekhraj, &
Mustaqim, (2004). These health problems impede the elderly abilities to care for
themselves (Wang, Van Belle, Kukull, & Larson, 2002; Wolff, Boult, Boyd, &
Anderson, 2005), deteriorate their mental health (Harris & Barraclough, 1998;
Osborn, et al., 2007; Roberts, 2009; Wulsin, Vaillant, & Wells, 1999), and have an
adverse effect on their resilience (Talsma, 1995). Mental Health and health
professionals should play roles in cultivating and nurturing resilience, which will
ameliorate the negative effects of other health deterioration, in this population.

Mental health problems are generally accepted as a major health issue in the
elderly. One of the most common mental health issues in this age group is depression
(Anderson, 2001; Blazer, D.G., 2009; McDougall, Matthews, Kvaal, Dewey, &
Brayne, 2007). Unfortunately, despite its high prevalence (10-15%) in older adults
(Banchuen, 2009) and highest prevalence (5-61%) in the elderly with medical illness
(Neel, 2002), only a small percentage of the elderly with depression actually receives
assistance and treatment (National Health Association, 2009; Thomas, 2010). One
explanation to this may lie within a belief that depression is only a natural part of
aging process and not much can be done about it. Common factors related to
depression among the elderly, i.e., trauma from major life’s adversity including lost of
spouse, retirement, living with a chronic illness or economic problem, and especially

a lack of support system. The study of Soonthornchaiya (2004) supported that



depression in Thai elderly was induced by three causes, i.e., 1) loss 2) negative
thinking of self, environment, and future life and 3) rule of “karma” (sin) in
Buddhism.

Several studies indicated that traumas or potentially traumatic events in older
adult’s life are likely linking to his or her mental impairment exhibited by depressive
symptoms and depression (Kraaij & de Wilde, 2001; Kraaij, Arensman, & Spinhoven,
2002), high risk of Post Traumatic Stress Disorder [PTSD] (Breaslau, Kessler,
Chilicoat, Schultz, Davis, & Andreski, 1998; Kessler, Sonnega, Bromet, Hughes, &
Nelson, 1995), reduced subjective well-being (Krause, 2004), and various types of
psychopathology (Dohrenwend, 2000). Moreover, many studies have reported the
bio-psycho-social impacts on the elderly triggered by various adversities such as
being victims of natural disasters (Prueksaritanond & Kongsakol, 2007), living in a
nursing home (Arvaniti, Livaditis, Kanioti, Davis & Samakouri, 2005; Aznan, 2007,
Saereesatian, 1999), having physical health problems (Phelan, Anderson, LaCroix, &
Larson, 2004; Susan & Heidrich, 1993; Wulsin, Vaillant, & Wells, 1999), and
experiencing death of spouse or love ones (Prueksaritanond & Kongsakol, 2007;
Schulz et al., 2001). For example, the rate of depression among the elderly, who were
victims of the 2004 Tsunami disaster in southwestern Thailand, was 24.1%. The
majority of them experienced complex physical, psychological, and social problems
(Prueksaritanond & Kongsakol, 2007).

Additionally, a study of mental health problems among older adults living in a
residential home in a Greek rural area reported a high prevalence of depression and
suicide or suicidal thoughts (Arvaniti, Livaditis, Kanioti, Davis & Samakouri, 2005).

Pan (1991) also found that half of the elderly (50.1%) in a nursing home in a



Shanghai district of China had depressive mood. In addition, most elderly respondents
in a nursing home in Malaysia suffered from chronic illnesses as well as depression
(Aznan, 2007). A comparison study of mental health between the elderly who lived in
a shelter home and those who did not indicated that more than half of the elderly in
the shelter home had higher level of mental health problems than the other group
(Saereesatian, 1999). Banditchat, et al. (1999) discovered that nearly half (37.6%) of
the elderly in three shelter homes in Bangkok, Thailand, had mental health problems.
In conclusion, aging and mental health problems are undeniably closely related. The
causes of depression in the elderly include health problems, adverse life events, and
negative thinking. Therefore, to prevent depression in the elderly, health care
providers need to properly control the risk factors by assessing the adaptability of the
elderly and developing appropriate prevention programs.

Although a decline in mental health seems inevitable, not all of the elderly
develop mental health problems. Some elderly recover well and manage to minimize
negative effect on their aging lives. The word commonly associated with this aspect
of robust health and attitude is intuitively recognized as resilience (Talsma, 1995).
Resilient individuals are believed to experience positive emotion in the face of
difficult events which allows them to thrive and benefit from positive outcomes
(Fredricson, 2001). There has been a proliferation of study about resilience in the
elderly, which is defined as the ability to adapt well to stress, adversity, trauma or
catastrophe, as well as to remain stable and maintain healthy levels of psychological
and physical functioning in the face of disruption or chaos (Mayo Clinic Staff, 2008).
Although it does not necessary translate to being mentally healthy, resilience is found

to be the strongest predictor of mental health (Wells, 2007) also it is sufficient to help



prevent mental illness. The elderly who have high resilience are able to deal with
suffering and stay mentally healthy, whereas the low-resilient counterparts often
experience mental illness. Therefore, measuring resilience means to assess an
individual’s ability to successfully adapt to adverse life events without manifesting
mental health problem afterwards.

Most of current studies on resilience aim to explore the concept of resilience
and attempt to create a measurement tool in children, youth, and adult population (e.g.
Bonanno, 2004; Jacelon, 1997; Tusaie & Dyer, 2004; Werner & Smith, 2002). A few
others focus on the concept of resilience in elderly population (Felten & Hall, 2001;
Rowe & Kahn, 2000; Wagnild & Young, 1993; Wagnild & Young, 2003; Zoe, Glenn,
Gopalakrishnan, & David, 2008). However, the development of resilience scale in
elderly remains seriously limitation. No scale that presently exist to measure
resilience in the population. There are many scales developed for adult population
e.g., Resilience Scale: RS (Wagnild & Young, 1993), Connor-Davidson Resilience
Scale: CD-RISC (Connor & Davidson, 2003), and Resilience Scale for Adults: RSA
(Friborg et al., 2006). The pre — specified domains of the RS were initially derived
from the older women, however the tool was designed to measure resilience as a trait
construct instead of the fluid process. Furthermore, the CD-RISC containing items
that designed for the general population — not specific to the aged group. In addition,
the RSA developed for general population in European countries with a lengthy scale
(45 items) may not fit to the Thai elderly. Therefore, those existing scales were
limited to use in the Thai elderly population.

There is two scales developed for measuring resilience of the Thai population.

One was for the Thai adolescents, whereas the other for general Thais aged from 16 to



60 years. Both are seemed to be limited for using in the elderly population. Since
Luthar and colleagues (2000) proposed that resilience is not a static state, but can be
changed over the lifespan based on the emergence of vulnerabilities and personal
strengths, the scale designed to assess resilience needed to be specific to the particular
age group. For this reason, it is significant to develop a resilience scale for Thai
elderly in Thai context as it will assist the at — risk Thai elderly. The present study
will provide the advantages for researchers who are interested in assessing resilience
among population as well as nurses who are planning to develop intervention
programs for the aged.

One of health care plans in Thailand nowadays is to enhance the elderly
resilience, i.e., the ability to maintain and promote their own health as well as to seek
care and support from others when needed. Therefore, it is essential that the
understanding of resilience and resilience assessment must be aligning with the plans.
However, extant researches have fallen short to provide the much needed knowledge.
Various studies on how individual lifestyle affects resilience offered limited findings.
The studies also face challenges in developing a new resilience scale. Measuring
resilience means to assess bio-psycho-social and spiritual function which is proved to
be a very complex task. A proper study will certainly produce an efficient nursing
assessment that identifies personality, coping mechanism, social support, and other
coping resources.

In conclusion, most elderly who have lived through many adverse life events
often desire to have the adaptability to deal with changes and challenges as well as
care and support from others. The development and psychometric evaluation of the

Thai Elderly Resilience scale will be focused upon the positive function of the elderly,



thus the specifically scale should be developed. A few of these studies, conducted in
other countries, claim that general resilience scale can be used to assess resilience in
the elderly (Amanda et al., 2000; Hardy, Contaco, & Gill, 2004; Nygren et al., 2005;
Wagnild, 2003). Those instruments did not allow the investigators to adequately
assess the emerging aspects of resilience, especially among the elderly in Thai culture,
mainly because resilience was very much a part of lifestyle and cultural background
that varied from one country, or even a local community, to another.

Therefore, the development of TER scale for the elderly in Thai society is
needed. A newly developed measure may be helpful in assessing resilience of the
Thai elderly population. Ultimately, the promotion of mental health and the

prevention of mental health problems for the at-risk Thai elderly can also be invented.

Objectives

1. To identify a conceptual structure of the elderly resilience in Thai context
2. To develop an instrument to measure resilience among the Thai elderly

3. To conduct a psychometric evaluation of the new instrument

Research questions

1. What are the components of the TER scale?
2. How valid and reliable are the newly developed TER scale?
2.1 To what extent does evidence support the content validity of the

TER scale?



2.2 To what extent does evidence support the reliability of the
instrument?

2.3 To what extent does evidence support validity of the scale?

Conceptual framework

The conceptual framework of this study was constructed upon a
conceptualization of Thai elderly resilience and norm reference framework. To
construct the framework, a definition of resilience is identified as the ability to bounce
back to normal life and remain mentally healthy in the face of adverse life events. The
concepts, drawn from various studies, include: resilience involves a fluid process in
which behaviors, thoughts, and actions can be learned and developed by anyone at
anytime (American Psychological Association [APA], 2004); resilience encompasses
physical and psychological function (Talsma, 1995), reflects relationships among
individuals, family and community (Tusaie & Dyer, 2004), and depends on personal
strengths, life style and socio-cultural background (Ryff, Singer, Love & Essex, 1998;
Staudinger, Marsiske & Baltes, 1993).

The framework was developed twice, initially as pre-specified domains and
later as specified domains. The pre-specified domains were initially conceptualized
through the three sources of resilience features based on Grotberg (1995, 2003): 1) “I
HAVE” (external support) 2) “I AM” (inner strength) and 3) “I CAN” (social and
problem solving skills). These features were originally developed within children-
focused study, which, as part of an international resilience project. The study was

conducted in 30 countries, including Thailand. In addition, it has thus been popularly-



adopted among the research in Thai context (e.g. Department of Thai Mental Health,
2008; Kittivongvisut, 2001; Lhimsoonthon, 2000; Somchit, 1998; Takviriyanun,
2008). To generate the specified domains, the pre-specified domains were synthesized
with knowledge and empirical indicators from literature reviews (e.g. Connor &
Davidson, 2003; DMH, Thailand, 2008; Kinsel, 2005; Polk, 1997; Resnick, 2008;
Ryff, Singer, Love & Essex, 1998; Takviriyanun, 2008; Talsma, 1995; Wagnild &
Young, 2003). To ensure that the concept of elderly resilience fits within the Thai
context, all 18 components were established by 14 Thai elderly. The domains and
each of its components are described as follows:

1. “I AM” refers to one’s faith in one’s own inner strength to survive
physically and mentally through hard times. Inner strength is a characteristic that is
continuously developed since a young age. A great number of studies show that inner
strength can improve overall health (Koob, Roux & Bush, 2002) and is necessary for
handling crisis including severe illnesses (Haile, Landrum, Kotarba & Trimble, 2002).
The conceptual structure of “I AM” composes of 10 components: 1) a sense of being
physically healthy 2) health-promoting behaviors 3) equanimity 4) self- reliance 5)
life meaningfulness 6) perseverance 7) sense of humor 8) positive thinking 9) caring
for others and 10) life satisfaction. Each component is described as follows:

1.1 Being generally healthy. It refers to the elderly perception that their
physical function is intact. Generally, being physically healthy and having no chronic
diseases are positive characters that contribute to good mental health and well-being.
In addition, a good physical health is negatively correlated to depression in Thai

elderly which means that being physically healthy could likely prevent mental illness.



Therefore, physical health has impact on mental health, well-being, and adaptability
(Chaochaeng & Promdee, 1991).

1.2 Health promoting behaviors. It refers to the activities or practices
using for better health. Majority of the Thai elderly participants emphasized the
importance of health promoting behaviors helped them staying in physically and
mentally healthy during hard times. Physical exercise was ranked as most important
among all other behaviors. Exercise helps reduce stress by shifting an attention away
from stress factors toward the enjoyable activity and also by releasing extra metabolic
energy during stress. Moreover, engaging in a physical exercise with others can
enhance social and spiritual well-being. Besides, exercise contributes to good
adaptation skill, quality of life, and good mental health in Thai elderly
(Chotikjaroensuk, Chauwan, & Lasuka, 2003; Maranetra & Assantachai, 2003;
Suwankum, 2000; Tiyarattanagul, 1993; Tubmanee, 1991; Wangvivage, 1994).
Furthermore, healthy eating habits, prayer, reading or listening to religious teachings
were also reported as health-promoting behaviors among participants.

1.3 Perseverance. It refers to a willingness to continue in a course of
life, to reconstruct self, and remain connected with society, in the face of difficulty.

1.4 Equanimity. It refers to a balanced perspective of one’s life and
experience (Wagnild & Young, 1993; Wagnild, 2003). It is a state of mental or
emotional stability or composure arising from a sense of temporal detachment from
reality that may usually be attributed to a person displaying few (or no) signs of either

excitement or distress in the face of stimuli events (Calliford, 1996).
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1.5 Self-reliance. It refers to a belief in oneself and one’s capabilities
(Wagnild & Young, 1993). Most respondents referred to self-reliance as confidence to
deal with and grow from difficult experience.

1.6 Sense of humor. It refers to a trait of appreciating and being able to
express the humorous. Sense of humor can empower one’s attitude and gives a sense
of control, especially during hard times. The reason why sense of humor can help the
elderly is exactly because it is the antithesis of suffering which is a sense of
helplessness, powerlessness, or lack of control.

1.7 Positive thinking. It refers tos an optimistic view of life, even
during suffering. Resilient people are able to draw on some form of positive emotion
even in the midst of stress and hardship (Fredrickson 2004, Tugade & Fredrickson
2004).

1.8 Life Meaningfulness. It refers to an understanding that life has
purposes.

1.9 Caring for others. It refers to a trait of helping others. Most
participants recognized that helping others was a way to earn help as well as love and
support from others in future.

1.10 Life Satisfaction. It refers to being self-sufficient and living
simply. It includes having enough essential of live including accepting changes as part
of life, and understanding life and be content by it.

2. “I HAVE” It refers to the elderly perception of having access to external
support, such as people, opportunity, peer group, and feeling of spiritual security. In
Thai society, family is the main lifeline of the aged. However, in the case of major

adverse life events, support from other sources, i.e., peer, community, society, and
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government are also important. The attributes of this domain are summarized as 1)
trusting relationship 2) social support 3) spiritual support and 4) opportunity for
spiritual practice.

2.1 Trusting relationship. It refers to a sense of having individuals,
groups, and social environment in which to confine during stressful time.

2.2 Social support. It refers to an extent to which an individual
perceives their family and friends as fulfilling their needs for support (Procidano &
Heller, 1983). The participants defined social support as support (emotional, material,
and financial support, or guidance) from external sources such as family members,
peers, elderly club members, community leaders and the government. This type of
support is a key predictor of mental health in the elderly (McCulloch, 1995; Polin,
Padungyam, & Keawraya, 2005; Sangwat, 1989; Sirivej, et al., 2005; Veerakeat et al,
2009; Wangvivage, 1994) as it is negatively correlated to depression. (Tubmanee,
1991). Most Thai elderly primarily receive support from family members (Yodpech,
Patanasri, Sombat, Kumhom, & Sutheesorn, 2000). Closed friends and community
health staff are also important source (Kuhirunyaratn, Pongpanich, Somrongthong,
Love, & Chapman, 2007).

2.3 Spiritual support. It refers to the elderly perception of having a
kinship with a higher power as well as faith in God. This component emerged as a
crucial component of “I HAVE” domain that fosters resilience among Thai elderly.
Most Thai elderly draw on spiritual support from their religion and its practice, and
sacred tokens. The religious practices include reading spiritual materials, talking to

friends and family about spiritual matter, and praying in a holy place.
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2.4 Opportunity for spiritual practice. It refers to the free time which
the elderly can dedicate to engage in their religious and spiritual practice. When given
the time, the participants reported to often engage in various spiritual events while
battling with suffering.

3. “I CAN” It refers to the ability to maintain social connection and manage
problem during adverse life events. These skills are often learned through interacting
with others and upbringing. The domain consists of 4 components were: 1) social
connection maintaining 2) ability to effective problem solving 3) spiritual coping, and
4) help seeking.

3.1 Maintain social connection. It refers to the elderly ability to make
connection and establish good relationships with others, including a broad range of
social relationships. Supportive relationships are essential to enhance life quality and
ensure happiness in later life (Chan & Rance, 2005) by way of providing social
companionship, instrumental aid, as well as emotional comfort to the elderly.
Furthermore, being part of supportive network helps release pressure, reduce
depressive feelings, and ameliorate harmful effects of stress on health (Silverman,
Hecht, & McMillin, 2000; Kuhirunyaratn and colleagues (2007) indicated that Thai
elderly, who joined the elderly club, were often visited by their children, and engaged
in religious activities, usually perceived social support at a statistically higher level
than those who did not have the same social connections. Sritunyarat et al. (2002)
confirmed similar finding in which the neighborhood becomes an essential source of
support for Thai elderly if primary caregivers, such as family members, are unable to

provide the support for any reasons. In addition, the elderly spending most of their
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day with friends receive social support in the forms of informational and emotional
support.

3.2 Ability to effective problems solving. It refers to a skill that can
directly reduce or eliminate the negative effect of stressors (Alters & Schift, 2001).
The elderly approach of coping strategies ranged along a continuum from actively
maintaining their independence to passively depending on others, i.e., from active,
adaptive, to passive. Research evidences confirm that problem solving is one of the
strategies that can release stress and tension. These strategies are humor and laughing
(Rutter, 1985; Kuiper, Martin, & Dance, 1992; Kuiper, Martin & Olinger, 1993),
positive self talk (Alters & Schiff, 2001), transient problem ignorance, doing other
activity, cheerful activity, talking with others, and forgiveness (Ubolwon, 2002;
Pleanbumrung, 1997; Thaniwattananon, 1999). They also help the elderly to forget
their problems or causes of suffering (Chirawatku, Meenongwak, Srisangpang,
Sriwisej, & Poumeesuk, 2008).

3.3 Spiritual coping. It refers to alternative coping strategies by way of
religious involvement. The lives of Thai elderly are governed by religious
influencing, 1.e. engaging in religious practices, meditating, reading religious
materials, listening to monks. Especially, Buddhism-related media, offering food to
monks, and going to temples are the popular means to spiritual coping among the
Thai elderly. By the law of karma, the elderly accumulate meritorious acts in their
lives in hope to receive good consequences in the next lives, such as being wealthy or
better living condition (Veerakeat et al., 2009). In addition, learning from one’s own
or others’ past experience was commonly employed in dealing with stressful time.

Past experience, both successful ones and failures, is an important element to build
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and improve resilience because it provides knowledge and strategies to use in similar
situations (Mental Health Week, 2008) as well as skills to quickly assess situation and
make decisions or carry out appropriate actions.

3.4 Help seeking. It refer to the activities using for help when hardship.
It is a significant component in “I CAN” which occurs when the elderly feel helpless.
Once the elderly are unable to solve the problem on their own, they often seek help
from others. Resilient elderly participants informed that they were not reluctant to
reach out for help after they had exhausted all the options to solve the problems on
their own.

In summary, the conceptual framework of Thai elderly resilience refers to the
ability of the elderly to adapt positively through major stressful situations and bounce
back to normal life while remain mentally healthy. The framework consists of three
major aspects “I AM”, “I HAVE”, and “I CAN”. The concept has been verified by

Thai elderly.
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Definition of terms

The Elderly resilience refers to the ability of the elderly to successfully adapt to
major adverse life events. This study conceptualizes the term resilience through three
functional domains, e.g., “I AM”, “I HAVE”, and “l CAN”, which are describe as
follows:

1. “I AM” refers to a sense of one’s own inner strength, both of physical and
mental perseverance, to live through hard times. It is composed of a sense of being
physical healthy, health-promoting behaviors, equanimity, self - reliance, life
meaningfulness, perseverance, sense of humor, positive thinking, caring for others, and
life satisfaction.

2. “I HAVE” refers to the elderly perception of external support and resources
including a person, opportunity, peers, and spiritual security.

3. “I CAN” refers to the elderly perception on ability to maintain social
connections and solve problems despite adverse life events. This domain consists of
maintain social connection, able to effectively solve problem, use spiritual coping, and

seek help

Significance of the study

The results of this study, both specific components of Thai elderly resilience and
the instrument that has good psychometric properties, will benefit clinical practice and
future research for the following reasons:

1. An understanding of all aspects of resilience among Thai elderly is valuable for
the design and implementation of nursing intervention to promote and enhance resilience
in Thai elderly.
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2. The new TER scale will be provided benefit nursing practices using the
assessment to detect mental health problems at early stages. Furthermore, it can be used
to measure elderly resilience in battle against the risk of developing mental health
problems.

3. The scale can be used in nursing intervention to measure level of resilience
which, in turn, provides valuable information on the risk of mental health problems
among Thai elderly. Moreover, the scale will be useful in the evaluation of nursing
intervention by testing its effectiveness on the resilience level. Ultimately, appropriate
intervention programs can also be established based on the elderly needs and context.

4. The resilience scale will also serve as a reliable resource for nursing-related
research that focuses on the elderly mental health. With the knowledge of the elderly
resilience construct provided by this research, future researches to develop nursing
knowledge through testing a middle range theory of elderly resilience are possible.
Besides, nursing researchers will be able to use the existing data to further explore the
relative factors of resilience and ultimately better understand the reality of mental health
in relation to resilience among the elderly.

5. The process of this study is useful to develop empirical indicators in other
groups or topics of interest, e. g., abused elderly, manmade disasters, and a testing of

special intervention for the elderly in multiple groups.

18



CHAPTER 2

LITERATURE REVIEW

The goals of this chapter are to clarify context of the study and examine the
methods used in this study. In order to achieve these goals, the following topics of
literature were reviewed:

1. Philosophical & theoretical foundations of the study

1.1 Philosophies underpinning the research methodology

1.2 Theories regarding the elderly

1.3 Theories regarding resilience in older adults
2. Thai elderly context

2.1 Demographic

2.2 Lifestyle of Thai elderly

2.3 Values and expectations of Thai elderly
3. Adverse life events occurring among the elderly

3.1 Chronic illness

3.2 Death of spouse or loved ones

3.3 Retirement

3.4 Disaster

3.5 Homeless and dislocation
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4. Mental health of the aged
4.1 Positive mental health

4.2 Protective factors of mental health

5. State of knowledge regarding resilience in the elderly
5.1 Definition of resilience in the elderly
5.2 The resilience construct in elderly population
5.3 Influencing factors of resilience in the elderly

6. Existing resilience measurements

Philosophical and theoretical foundations

This section dedicates to philosophical and theoretical foundations of the study. It
comprises of the philosophies underpinning the research methodology, theories regarding

the elderly, and theories regarding resilience.

Philosophies underpinning research methodology

Philosophies underpinning the development and psychometric evaluation of TER
scale are positivism, empiricism, and nursing philosophy. In a positivist research, a set of
methods and techniques are created to allow researchers to answer questions about the
interaction between human and environment. The idea is based on a traditional scientific
view which believes that anything worth knowing can be known objectively, measured,
quantified, typically represented, and numerically verified by independent observers. In
the same way, empiricism is based on the assumption in which what is known can be

verified through the senses (Chinn & Kramer, 1995) and involves the process whereby
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evidence is rooted in objective reality and directly or indirectly gathered through the
human senses. These concepts have been utilized as the basis of generating knowledge
and are core of the scientific effort.

Based on these philosophies, substantial knowledge of resilience can be developed
through assessing the function of the elderly to adapt to adversity. The resilience process,
including the empirically-obtained components, needs to be verified in order to validate
new knowledge. Resilience usually emerges during major adverse life events to which
each individual react differently. Some elderly cannot successfully adapt which then leads
to mental health problems. Others thrive by employing resilience function. Nurses should
understand the pathology of resilience to gain useful knowledge in assisting the elderly to
cultivate and nurture resilience.

Nursing philosophy is the most interested topic in nursing research as it
encompasses ethical, ontological, and epistemic claim. The ethical element refers to the
credible knowledge and moral principles nurses should possess in working with a target
population. Example of the moral principles include respecting others’ beliefs and values,
viewing human being as more than and different from the sum of the parts, changing
mutually and simultaneously with the environment (Parse, 1987). Respecting beliefs and
values of the elderly is a key element to successful care since Thai elderly views were
relies on the traditional values that expect to receive gratitude and respect of seniority.
Today’s elderly nursing care adopts holistic approach which believes in an individual as a
whole and is composed of physical, psychological, social, and spiritual aspects. This
moral character often gained more trust and facilitate the nurses’ understanding of
strategies that Thai elderly employed to improve their adaptation, hence resiliency.

The ontological aspect is a belief in the nature of human being, including

environment, health, and nursing. This belief views resilience as a potential factor that
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proposes well-being maintenance (Hardy, Concato, & Gill, 2004). The environmental
factors — including socio, economic, and cultural structures have influence on mental
health. Additionally, nursing is viewed as a role that facilities wellness as well as the
individual assessment to locate factors influencing resilience, such as coping style,
positive thinking, and daily life activities.

On the other hand, the epistemic claim refers to the way of knowing about the
person, environment, health, and nursing (Fawcett, 2000). Carper (1978) identified four
ways of knowing in nursing science empirics, esthetics, personal, and ethics that provide
a guideline to holistic practice, education, and research. The way of knowing in this study
built on empirical knowing that offers a framework on resilience in Thai elderly. The
research provides an understanding and insight into the past experience of the elderly and
offers a theory and knowledge to develop an appropriate scale specific to Thai elderly.

In conclusion, the philosophies underpinning the study are positivism, empiricism,
and nursing philosophy which guide the research methodology. Since resilience has
multi-dimensional attributes including dispositional, relational, situational, and
philosophical aspect (Polk, 1997), research planning, from empiricism through
quantitative perspective, produces a resilience scale and substantial knowledge regarding

resilience in Thai elderly.

Theories regarding the elderly

In modern societies, old age reflects decline, diseases, disability, disrepair, and
death. However, the reflection does not accurately describe the reality of aging but rather
myths and stereotypes rising from a lack of proper knowledge about aging. Actually,
older adults function well with little or no assistance and reported to be satisfied with
their health and quality of life despite a high prevalence of chronic conditions (Depp &
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Jeste 2006; Montross et al., 2006). Moreover, at no particular age, most adults aspire to
grow old but also to enjoy physical and mental fitness in the old age. The study will focus
on the aged who exhibits an ability to successfully adapt to and survive adverse life
events. The following section explains two groups of theories i.e., sociological and
psychological perspectives, that influence Thai elderly.

1. Sociological theories

Sociological theories of aging attempt to explain how societies influence its older
adults and vice versa. These theories focus on the elderly adjustment to loss within the
context of roles and reference groups. There are several sociological theories concerning
the elderly but only the ones regarding the Thai elderly are considered. These theories
view older adults from a narrow perspective (Miller, 2009) and address inequality in
aging societies by explaining the emerging differences among groups. The selected
sociological theories used in this study include disengagement, activity, and subculture
theories.

1.1 Disengagement theory. It represents a transformation or a new way of
thinking about aging that has shifted the focus away from the individual to the social
system as the source of explanation (Lynott & Lynott 1996). The theory is based on the
supposition that elderly become decreasingly engaged with the outer world and
increasingly preoccupied with their mner lives. The idea may not best represent the
overall Thai elderly, who are usually closely tied to their family units, but perhaps depicts
some Thais who have withdrawn from family, peers, work, and community. Nevertheless,
it’s valuable for researchers to understand some adaptive behaviors of Thai elderly.

1.2 Activity theory. It is based on the supposition that older people remain
socially and psychologically fit if they continue to stay actively engaged in life. Since

active social participation plays an important role in positive adjustment in old age, a
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successful aging is thus associated with staying active. There have been evidences
confirming relationships between informal activity and life satisfaction (Lemon,
Bengston, & Peterson, 1972), successful aging and having a range of meaningful
activities in social, physical, and solitary aspects (George, 2006 as cited in Miller, 2009).
Most Thai elderly enjoy daily activities in which they participated with others in the
community, which, in turn, enhance their adaptation.

1.3 Subculture theory. It views old people as a group that have their own
norm, expectations, beliefs, habits, and subculture (Rose, 1965). The theory believes that
older people, compared to other age groups, are less integrated into the larger society and
instead interact more among themselves. Furthermore, in the Thai elderly subculture, an
individual status is based on health rather than occupation, education, or economic
achievements.

2. Psychological theories

Psychological theories of aging refer to behavioral and development aspects of
later adulthood, such as how aging affects behaviors, what factors affects aging, what
factors influences longevity and quality of life. The theories address variables such as
learning, memory, feeling, intelligence, and motivation, which are especially relevant to
psychosocial function (Miller, 2009). Two major psychological theories of aging — human
need theory and personality development theory — are described as follows.

2.1 Human needs theory. It is one of the psychological theories that have
been used to address the concept of motivation and human needs. According to Maslow’s
theory (1954), the five categories of basic human needs, ranking from lowest to highest
level, are physiologic needs, safety and security needs, love and belonging, self-esteem,
and self actualization. People continually move between levels but always strive toward

higher needs. This theory is particularly applicable to the participated Thai elderly
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because they fit into Maslow’s description of self-actualized people, which means fully-
mature humans who possess such desirable traits as autonomy, creativity, independence,
and positive interpersonal relationship.

2.2 Personality development theory. It addresses the question about
whether the personality changes or remains the same throughout one’s lifespan. The
theory identifies personality types as predictive forces for successful or unsuccessful
aging (Miller, 2009). Different personalities may have contributed to different life’s
adjustment, for example, the integrated personality group made positive adjustment to
aging and was assigned as the mature. The armored-defended group either held on to
patterns of middle-age habits as long as possible or closed themselves off from the world.
Those with passive-independent personality had strong dependency and were described as
apathetic people. And the un-integrated personality groups were the smallest and least
adjusted among others. The last group included people with psychological problem,
exhibited irrational behavior, and failed to cope with activities of daily living (Neugarten
& colleages, 1968, as cited in Miller, 2009)

Most theories of personality development are based on the theories of Erikson
(1963) which categorized personalities as either extroverted or introverted subjective
experiences. A balance between the two orientations, both of which are present to some
degree in all people, is essential for mental health. The later adulthood is a period of
taking stock, a time during which a person looks backward rather than forward and is
responsible for devoting serious attention to self. Resilience of the elderly, according to
Erikson’s theory, depends on accepting one’s diminishing capacity and increasing
number of loss. In old age, ego functions are increasingly turned toward the self and away
from the outer world. Erikson’s theory identifies eight stages of personality development

from infant to elderly: trust versus mistrust, autonomy versus shame and doubt, initiative
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versus guilt, industry versus inferiority, identify versus identify diffusion, intimacy versus
self-absorption, generatively versus stagnation, and ego integrity versus despair. Each
stage presents a person with certain conflicting tendencies that must be balanced before
he or she can move successfully from that stage. However, in his later publication in
1982, Erikson redefined the meaning of old stage as balancing the search for integrity and
wholeness with the sense of despair, focusing on relationships, religions, and aging. He
also replaced the word “integrity” with faith (Krause, 2006).

In addition, the psychological theories of aging can be used to address certain
issues experienced by the aged such as responses to loss and continued emotional
development. Maslow’s hierarchy of human needs is useful to conceptualize the nature of
interventions in an institutional or home setting. If older adults feel insecure about the
shelter being able to meet their needs, thus they are unlikely to develop trust. Older adults
whose lower-level needs have already been met can be encouraged to work toward

fulfilling higher-level needs such as self actualization.

Theories regarding resilience in older adults

Theories of aging and resilience emphasize emotional development, influential
factors of resilience, and coping strategies. In order to address theories about resilience, a
number of theories — emotional development during later adulthood, a middle range
theory of resilience, stress and coping model — are explained as follows:

1. Emotional development theory. The theory believes that the elderly have a high
capacity for emotional complexity (Ong & Bergman, 2004). Compared to young people,
older adults tend to have as good, if not better, emotional regulation and emotional
experience, and inner control over emotions. They also tend to use more self-calming

strategies and have greater emotional control and more complex emotional experience
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involving a combination of positive and negative emotions (Phillips et al., 2006). The
superior emotional development in the elderly could very well be a vital contributing
factor to the development of their resilience.

2. Middle range theory of Resilience. The study of this theory examined a
combination of conceptual, qualitative, and quantitative research to define attributes or
themes of resilience. The finding revealed four attributes namely: 1) dispositional
attribute 2) relational attribute 3) situational attribute and 4) philosophical attribute (Polk,
1997). The details are described as follows:

2.1 Dispositional attribute. It relates to physical and ego-related
psychosocial attributes of resilience. Those aspects address life stressors, a sense of
autonomy or self-reliance, sense of basic self-worth, good physical health, and good
physical appearance.

2.2 Relational attribute. It concerns an individual’s roles in society and
his/her relationships with others. These roles and relationships can range from close and
intimate relationships to those with broader societal system.

2.3 Situational attribute. It addresses aspects involving a relationship
between an individual and a stressful situation which include an individual’s problem-
solving ability, an ability to evaluate situations and responses, and an ability to take action
in response to a situation.

2.4 Philosophical attribute. It refers to an individual’s worldview or life
paradigm, a lot of which includes several beliefs that promote resilience such as the belief
of positive meaning in all experience, self-development, and the purposeful of life.

3. Stress and coping model. It is a cognitive theory about stress and coping. Stress
model states that the nature of coping depends on at least one part of the nature of stressor

and how the stressor is appraised. Stressors are demands made by the internal or external
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environment that upset balance, thus affecting physical and psychological well-being and
requiring action to restore balance (Lazarus, 1977). The model of stress and coping is a
framework used to evaluate the process of coping in stressful events. When faced with a
stressor, a person evaluates the potential threat using cognitive response that consists of
primary and secondary appraisal. Primary appraisal is a person’s judgment on the
significance of an event as stressful, positive, controllable, challenging or irrelevant. The
second appraisal is an assessment of one’s coping resource and options (Cohen, 1984)
which help address what one can do about the situation.

Coping process has two major functions, dealing with the problem that is causing
the stress (problem focus coping) and regulating emotion (emotion focus coping)
(Folkman & Lazarus, 1980 as cited in Lazarus & Folkman, 1984). Problem focus coping
strategy encompasses the efforts to define the problem, generate alternative solutions,
weigh the pros and cons of each action that may change what is changeable, and, if
necessary, learn new skills. This strategy can change some aspects of the external
environment or internal quality to alter self. Many of the efforts to alter self fall into the
category of reappraisals, which means changing the meaning of a situation or an event,
reducing ego involvement, or recognizing the existence of personal resource or strength.

In summary, philosophical and theoretical underpinning this study are used as a
guide to the research methodology and validate the concepts of the study, respectively.
The philosophies provide the reasons for the empirical research and the knowledge for the
researcher to properly handle the target population. Meanwhile, the theories enhance a
better understanding of the nature of Thai elderly and guide the conceptual construct of

resilience in Thai elderly.

Thai elderly context
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In Thailand, the definition of an older person means a person of 60 years of age
and older (Knodel & Chawan, 2009), while some developed countries (e.g. UK, U.S.,
Japan, and Singapore) only consider those of 65 years and older. The latest survey in
2007 showed the number of aging population in Thailand at 6.8 million or 10.5% of total
population. With its proportion of elderly population reaching 10%, Thailand has
officially become an aging society as per the international standard (NSO, 2007; Sasat,
Chuwatanapakorn, Pakdeeprom, Lerdrat, & Arunsang, 2009). By the year 2027, the
number of Thai elderly is expected to reach 14 million, or 20% out of 70 million of the
total population (Prasartkul, 2004). Thailand has just recently realized this aging
phenomenon and thus has fairly shorter time to prepare for the tremendous change,
compared to the developed countries as aforementioned. Today, the country is by no
means ready to handle the rise of aging population or adjust to respond their needs such
as health care and social services (Sritunyarat et al., 2002). In order to better understand
the lifestyles and needs of the Thai elderly, the following section sheds light on the
demographic, sources of support, educational and economic aid, and value and

expectation of the target population.

The Thai elderly demographics

Thailand has seen a rapid and constant increase in both number and ratio of the
older persons among its population. In 1994, the growth was at was 6.8% and then
increased to 9.4% in 2002. The latest survey in 2007 reported the ratio to be at 10.7%,
whose demographic composition was 44.6% male and 55.4% female, 62.5% was married
while the other 41.9% included single widow, separate and divorcé. Past Thai education

law required every Thai to have the minimum of primary education, therefore, the survey
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found that the majority of Thai elderly had primary-level education (68.9%), while only
8.4% received higher than primary-level education, and 21.6% had less than primary-
level education. However, some were reported to be illiterate (23.9%) (NSO, 2007;
Knodel & Chawan, 2009).

Based on the National Statistics Organization of Thailand (NSO, 2007), Thai
elderly are divided into three groups: 1) the young old (aged 60-69) 2) middle old (aged
70-79) and 3) the oldest old (aged more than 80). More than half of the Thai elderly are
the young old (58%), while 31.8% were the middle old, and 9.8% are the oldest old. It is
worth noting that the number of the oldest old is growing at a faster rate than the other

groups which translates to high ratio of dependency (Knodel & Chawan, 2008).

Lifestyle of the Thai elderly

The lifestyle of Thai elderly relies primarily on the family’s dynamics. Thai
children are taught the value of filial piety in which the young must respect the elderly,
especially their parents. Children are thus the primary source of support for their parents
which comes by forms of money, food, and clothes (Knodel & Chawan, 2009) along with
social, emotional, and material support and personal care during time of illness or frailty.
Even after having families of their own, at least one child usually continues living with
their aging parent(s) (Knodel, Saengtienchai, & Sittitrai, 1995; Wongsith & Siriboon,
1998). For this reason, most of the aged live with their children and/or spouse in the same
household (60.1%) or in the same community (Knodel, et al., 2000). However, the
number of those living alone has increased from 6.5% to 7.7% in 2007 (NSO, 2007). In
addition, a study of institutional long-term care for older persons in Thailand (Sasat &
colleagues, 2009) also revealed that 1,350 of the Thai elderly resided in resident homes

provided by either government or private sector. Also, in the tragic reality, some of the
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Thai elderly are homeless and has been living in Public Park, streets, and under bridges,
some are beggars and completely fall out of statistics. In some cases, instead of receiving
support, some Thai elderly continue to provide financial and material support for their
disabled or unemployed children.

Almost half (35.7%) of the Thai elderly today continue to work to earn a living
since Thai government has little to offer in terms of social security for the aged. The
number of the elderly who remain in the work force has continuously increased (NSO,
Thailand, 2007). Some Thai elderly report to have income from work, while the small
percentage lives on pension or retirement payments. Thai government has recently
approved a policy to provide 500 baths per month to all Thai elderly who are without
pension. More than half of older persons have sufficient income, only 16 % reported
annual income to be under 10,000 baths (Knodel & Chawan, 2009).

Moreover, religious belief is one other factor that has major influence over the
elderly lifestyle. Since Buddhism is the principle religion of Thailand, majority of Thai
elderly (95%) are (Theravada) Buddhist (NSO, 1998). The minorities are Muslims
(4.6%), Christians (0.7%), Mahayana Buddhists, and others (Central Intelligence Agency
[CIA], 2007). Therefore, for most Thai elderly, Buddhism heavily influence their
lifestyle; daily routine consists of engaging in religious practices such as offering food to
monks, going to temples, giving donation to those who are less fortunate (the poor, the
disabled or the handicapped). Furthermore, the law of “Karma” (a belief that series of
events in this life are explained as results of actions one has committed in the past life)
inspire the elderly to continuously make merit in hope to reduce suffering in the current

life and ultimately to guarantee the better next life.

Values and expectations of the Thai elderly
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Based on the social hierarchy in Thai tradition, Thai people are to respect the
elderly and accept that the young generation will take care of the aged. The elders are
valued, respected, and honored by the young for their life experience. However, the
aforementioned traditional concepts, as well as gratitude and seniority, are deemed more
as a set of values than as a rule or practice to be followed (Meankerd, 2006). On one
hand, older persons have the expectations to 1) be able to depend on their children,
relatives, or neighbors for financial assistance, food and stuff, encouragement, and visits
especially on festive/holiday occasions 2) receive respect and obedience from their
children and 3) rely on the community and the government in providing social services
(Meankerd, 2006). On the other hand, younger people have expectations that the elderly
provide moral education and advice as well as help in ways that lessen burdens of their
children.

Moreover, gender role has played an important role in Thai society, more strictly
so in the older days to which today’s the elderly belong. Thai women are born into a
gender-bias society, which cultivates certain negative beliefs about females and pass them
on as facts. For example, woman are intellectually and physically inferior to men, women
who fulfill her duties as housewives are praised above women with good education or
career (Kabilsingh, 1991), chronic diseases — such as diabetes mellitus, hypertension, and
heart conditions — are much more prevalent among the female elderly than their male
counterparts (Jitapunkul et al. 1998). In addition, Bunnag & Jitapunkul (1999) states that
Thai female elderly have a greater level of disability than the male. To confirm the
finding, Kespichayawattana & Jitapunkul (2009) found in their study that the percentage
of female respondents with functional limitations was twice as high as male counterparts.
Moreover, among Thai elderly who live with poverty, elderly women are found to be

poorer than elderly men (Chawan, 1999).
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The study of Knodel & Chawan (2009) revealed that most male elderly expected
and had their wives as their caregivers (53.2%) while the females expected and had their
children (73.2%). In the overall senior citizen community, more than half of males
indicate that their spouses serve as their caregivers as well. Though, only 13% of the Thai
female elderly have their spouses as caregivers. At age 60, women with active lifestyle
are expected to live longer than males, however, at the same time, they are also expected
to experience longer period of poor health or disability and not able to function without
assistance.

In conclusion, Thai elderly women are expected to be caregivers. Most of them
were taught to take care of others following the role of females in Thai culture such as
mother, wife, caregiver, maid, and servant. When they experience functional limitations
or any age-related troubles, most tries to depend on them. Therefore, the Thai elderly

women are generally superior to men in dealing with their adversity life events.

Adverse life events

Life events often present important changes, negative and positive, that can
happen at all time and have effects on life. Some events are generally associated with
certain periods in one’s life. At old age, individuals would have faced numerous
challenges and changes that threaten their well-being especially age-related changes, e.g.,
social roles, income, relationships, physical function, loss of loved ones. Retirement is
seen as one of major life events that does not only mean loss of income but also lesser
opportunities for socialization. Some losses may be experienced through a single event.
For example, an elderly who suffers from chronic illness does not only experience loss of
physical function but also social role and independence. This type of event decreases the

elderly capability to in effectively cope with changes and hard time. For this reason, the
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elderly must learn to find new interests and activities to maintain the quality of life (Potter
& Perry, 1998 as cited in Valfre, 2001).

Holmes and Rahe (1967) examined a list of 43 life events and concluded that
stressful events might cause illnesses. Adverse events are significantly associated with
higher depression scores and may have impacts on mental health (Glass, Kasl, &
Berkman, 1997). Though there is limited number of research on adverse life events faced
by Thai elderly, five main events are selected: 1) chronic illness 2) loss of spouse or loved

ones 3) retirement 4) disaster 5) homelessness and dislocation.

Chronic illness

The elderly are typically in the stage of degeneration. Approximately 86% of the
ageing populations have at least one chronic condition (Dunn, 2004) that may reduce their
ability to care for themselves (Wang, Van Belle, Kukull, & Larson, 2002; Wolff, Boult,
Boyd, & Anderson, 2005). Chronic illness is one of many significant problems
experienced by Thai elderly. Around 50% of Thai elderly live with chronic diseases
(NSO, 2007), among which are hypertension, coronary heart disease, stroke, and
musculoskeletal problem. On one hand, chronic illness negatively affect mental health by
triggering emotional distress, which is caused by loss of autonomy and livelihood, fear of
death, and interference with social relationships (Frisch & Frisch, 2006). On the other
hand, most mental health patients have much higher rates of having physical illness such
as coronary heart disease, stroke, diabetes, infections and respiratory disease (Harris &
Barraclough, 1998; Wulsin, Vaillant, & Wells, 1999; Phelan, et al., 2001; Osborn, et al.,
2007). Chronic illness among Thai elderly is prevalent, as aforementioned; more than half
of Thai elderly suffer from chronic illnesses (Sritunyarat et al., 2002) such as stroke, heart

diseases, osteoarthritis, accidents, blindness, deafness, and hypertension. These illnesses

32



are fast becoming the leading causes of death and disability among Thai elderly
(Jitapunkul & Bunnag, 1999).

Death of spouse or loved ones

Loss is a common feature of adverse life events, whether in reference to physical
loss, the loss of hope, health, faith, or control, or the loss of long-held and often-treasured
social roles (Black, 2006; Canham, 2009). Later life is also frequently associated with the
loss of spouse or loved ones that has consistently been identified among the most stressful
of normative life events (Miller & Rahe, 1997), rated as the most stressful life event in
humans’ experience (Holmes & Rahe, 1967), and the most concern of the elderly in
America and Korean (Shin,Whang, Kim, & Lee, 1989). Widowhood is also correlated
with a disturbance in one’s normal routine (including participation in healthy behaviors)
and an increase in stress (Holmes & Rahe, 1967). In addition, it is related to high suicidal
rates (Kreitman, 1988 as cited in Ajdacic-Gross et al., 2008) and also associated with an
increase in psychological distress (Avis, Brambilla, Vass, & McKinlay, 1991; Harlow,
Goldberg, & Comstock, 1991; Schulz et al., 2001). Wilcox and colleagues (2003) finds
that married women report to have better physical and mental health and generally have
better health-related behaviors than widowed women. Although, almost one half of
women over the age of 65 are widowed (Fields & Casper, 2001), the majority of them
adapt to this loss with the passage of time (Canadian Study of Health and Aging Working
Group, 2002; McCrae & Costa, 1988. In Thai context, only a small percentage of the
elderly are separated or divorced but almost a third are widowed (Knodel &Chawan,

2009).

Retirement
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Retirement is a milestone that marks the passage into the later stage of adulthood
(Kim & Moen, 2002). When people retire, they inevitably cope with a change in social
status. The psychosocial challenge may be cumbersome for people whose self-concept is
based on the job status. The effects of retirement include loss of income, loss of identity
and role, loss of status and authority, loss of structure and schedule, loss of purpose in
life, and loss of peer contacts. These changes may not be the only causes of distress and
suffering but also lead to impairments of physical, mental, and social functioning. For
example, the study of Kim & Moen (2002) reports that retired women show higher initial
levels of depressive symptoms and lower levels of morale, personal control, and
perceived income adequacy compared to retired men’s. Nevertheless, the fact is
retirement and aging can be an enriching experience for some but a frightening one for
others.

In Thailand, a little is known about the impact of retirement on the elderly’s
mental health. One study reveals that factors influencing the adjustment of retired elderly
were of bio-social elements — life satisfaction and preparing to retirement (Mulsil, 1994).
Others find that some retirees eventually feel depressed due to the detachment from their
co-workers or jobs Jantanakul (1998). Moreover, one-fourth of retirees develop the
feeling of apathy, loneliness, unhappiness caused by verbal disagreements within their
family and boredom (Fonthongmongkol, 1995). As a result, retirement is one of the
adverse life events occurring in later life that can induce psychological problems and a

need to successfully and positively adapt to this particular circumstance among others.

Disaster events
Another adverse life event that also cast a major influence over mental health in

the elderly is natural disasters. The greatness of its impact may partly stem from its
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unpredictability. Most survivors of natural disasters experience a number of responses in
the aftermath such as feelings of sadness, anger, guilt, numbness and sleep disturbances.
These responses can be seen as normal stress reactions to an abnormal situation.
However, some survivors are more affected than others and as a result develop serious
mental health problems such as anxiety disorders, depression and post-traumatic stress
disorder: PTSD (Norris et al., 2002). Knight, et al. (2000) discovered that the post-
disaster depression levels were mostly associated with pre-disaster depression levels.

Though focusing on the subject of elderly victims, many studies show inconsistent
results of the relations between age and mental health problems. For instance, some
studies report that the elderly who survived Hurricane Mitch in 1998 show equal risk of
developing PTSD as younger victims (Kohn et al., 2005) while others indicate that the
elderly are more prone to experience PTSD than victims of other age groups (Phifer &
Norris, 1989), especially true among female survivors (Ticehurst et al.,, 1996). Several
other studies argue that the elderly victims are less susceptible to PTSD or other
psychological disorder than younger victims (Bell et al, 1978; Bolin & Klenow, 1988;
Huerta & Horton, 1978; Thompson et al, 1993). One explanation may be that older adults,
through greater range of experience, may have developed more coping resources and so
managed to minimize the impact of such a stressful event (Stefani, 2004).

In an effort to design interventions for elderly victims of natural disasters, several
researchers worked with local agencies to focus on both of pre- and post-disaster planning
particularly for the aging (Bell et al, 1978; Huerta & Horton, 1978; Bolin & Klenow,
1988). Older adults who frequent community or religious centers will be given useful
disaster-planning preparatory workshops or classes (Anetzberger, 2002). However, the
elderly victims of disasters should be taken to “special medical needs or shelters” where

they can receive individualized care from staff members who have been trained to handle
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their needs in such circumstances (Clinton et al., 1995). The World Health Organization:
WHO recognizes the significant roles Buddhist monks and religion play in providing
solace to grieved persons as a result of the 2004 Tsunami disaster (WHO, 2005).

Homeless and dislocation

Homelessness is the most serious and dramatic experience of all social exclusion
phenomena. This social problem affects a growing number of people, most of who live in
severe poverty, marginalized and abandoned. In Thailand, the homeless live in the streets,
under bridges, public parks, and/or shelters. However, in Thailand, some elderly who are
no longer satisfied with the condition of living in their own home can freely move to a
shelter. Therefore, not all of the elderly in shelter homes necessarily share the same social
characteristics as the homeless (e.g. poverty, etc.). In this study, the homeless and/or
dislocated people refer to the elderly living in the shelters.

The association of mental health among homeless elderly reports that the elderly
living in nursing homes have shown various emotions to relocation and residing in
nursing homes (Salarvand, Abedi, Hoseinni, Salehi, & Karimollahi, 2008) have more
depressive symptom than those in community dwelling (Lin, Wang, & Huang, 2007), and
most are single or divorced, low income, and suffer from chronic illness that induce
mental health problem (Aris & Draman, 2007). Furthermore, in the study of resilience
among immigration older women found that those who have experienced greater
immigration were more likely to be depressed (Aroian & Norris, 2000). In western
societies, the elderly in nursing homes has high prevalence rate of depression or
depressive symptoms ranging from 27% to 68% (McCurren et al. 1999, Achterberg et al.
2003, Jongenelis et al. 2004). Those studies confirm that dislocation and homelessness
are among the most influential adverse life events that has such a great impact on the

elderly mental health condition.
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Mental health in old age

Mental health is defined as a state of well-being of the mind in which an
individual realizes his or her own abilities, can cope with normal stresses of life, can work
productively and fruitfully, and is able to make a contribution to his or her community
(WHO, 2005). In a positive sense, mental health is the foundation of wellness and
effective functioning of an individual and a community and so should be defined more
than just as an absence of mental illness (Herrman, Saxena, & Moddie, 2005). Moreover,
resilience, health asset, capabilities and positive adaptation are also a fundamental
element of mental health that enable people both to cope with adversity and to reach their
full potential and humanity (Friedli, 2009). In a negative sense, feeling of depression,
extreme fear, or anxiety can induce mental illness. These negative situations are normal
parts of life to which the mentally healthy can adapt whereas the mentally ill cannot. The
lack of such adaptability then triggers abnormal feeling, thoughts, and behaviors to persist
interfering with daily life and hindering psychological adjustment and eventually leading
to mental illness. This study focuses on the positive psychological function that could be

used to improve psychological health and prevent mental illness.

Positive & protective factors of mental health

Positive health highlights scientific and practical explorations of human strength
that is generally viewed as emotion (affect/feeling), cognition (perception, thinking,
reasoning), social functioning (relations with others and society), and coherence (sense of

meaning and purpose in life) (Seligman, 2008). The human strength is an important
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contributing factor to the ability to adapt positively to adversity and prevent mental
illness. One aspect of positive psychological health is resilience which also contributes to
successful adaptation despite adversity life events. It also contributed to mental health
problem protection. In the same way, protective factors are influences that modify,
ameliorate or alter a person response to some environmental hazard that predisposes to a
maladaptive outcome (Masferty, Murray, & Gureje, 2005). They also play a critical role
in contributing to psychological and physical well-being (Tugade, Fredrickson, & Barrett,
2004). However, mental health has a strong relationship with psychological, sociological,
and ecological factors, all of which are protective factors of mental health. These
protective factors have been studied in various population and mental health situations
(Bettge & Sieberer, 2003; Poon et al. 1992; Meltzer, Gill, Pettigrew & Hinds, 1996;
Rutter, 1985) and are divided into two groups, internal and external factors. Internal
protective factors are the psychological strength including emotion control (Berry &
Rickwood, 2000), feeling respected and valued, a sense of hopefulness, and reaction to
stress (Williams & Pollock, 2001), personal attributes (Werner, 1994), and gender
difference (Meltzer, Gill, Pettigrew, & Hinds, 1996). The external factors are the external
and environment strength including healthy social support, economic and -cultural
structures, strong social networks, and social inclusion (Berry & Rickwood, 2000;
Williams & Pollock, 2001), affection ties within family, and existence of external support

systems (Werner, 1994).

State of knowledge in relation to the elderly resilience

Resilience is the interactive and relative concept between person and environment,
rather than an individual trait. According to Jacelon, (1997) a review of current literature
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on resilience finds that resilience is divided into two different views, trait and process. As
a trait, resilience refers to a fixed characteristic that moderate the negative effect of stress
and promote adaptation (Wagnild & Young, 1993). On the other hand, Flach (1980, 1988
as cited in Jacelon, 1997) describes the dynamic process of resilience as a system which
can be learned at any point in life. Moreover, (Fine, 1991) discusses the process of
resilience with respect to the demands of physical and neurological trauma in
rehabilitation setting. APA (2004) backs up the opinion that resilience is a process not
a trait, which one either has or does not, because it is part of the development of
behaviors, thoughts, and actions that can be acquired by anyone. This study looks at
resilience as a dynamic and fluid process that can be learned overtime and is reflective
of a human-environment relationship. This process of resilience encompasses positive
adaptation within the context of significant adversity (Luthar, Cicchetti, & Becker, 2000)
which then leads to a positive outcome. The level of resilience is different among

individuals depending on personal strength, styles and cultural background.

Definition of resilience in the elderly

The definition of resilience did not emerge from theory-based approach but
through phenomenological identification of characteristics of survivors of emotionally-
hazardous situations. The term resilience is widely used in the field of psychology and
mental health. Other variable terms that have been used is bouncing back (Tugade &
Fredricson, 2004) and spring back (Dyer & McGuinness, 1996; Luthar, Cicchetti, &
Becker, 2000) These terms have not been consistently used in Thai context in which the
word resilience holds the meanings of flexibility, strength and endurance, creativity,

healthy state of mental health, and recovery. Nonetheless, the concrete interpretation, the
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term i1s being viewed differently. Therefore, further clarification of the concept within
specific culture, especially in Thailand, is much needed.

The study of resilience was initialized in the 1970s, with examining a group of
children from an impoverished town and at-risk family situations such as poverty, parents
who lived with alcoholism or mental illness. The study reported that two-third of these
children grew up to become teens with destructive behaviors, such as chronic
unemployment, substance abuse, and out-of-wedlock births (in case of teenage girls).
However, one-third of the group did not exhibit destructive behaviors of any kind as
teens. The latter group was labeled as being “resilient” (Werner, 1994). Years later, there
have been more studies on resilience although among diverse population and
circumstances, which causes confusion regarding the definition and meaning of the term
(Heller, Larrieu, Imperio, & Boris, 1999; Kinard, 1998; Polk, 1997). Generally, resilience
means an individual’s ability to overcome major suffering by utilizing internal traits (e.g.
hardiness, high self-efficacy, and lessons from the inevitable adverse life experience)
along with external factors (e.g. social support) (Hardy, Concato, & Gill, 2004; Wagnild,
2003; Wilcox, et al., 2003). Likewise, the term resilience in the elderly refers to an
individual’s ability to adapt and restore equilibrium to her or his life in the face of
hardship, to avoid or ameliorate the potentially damaging effects of stress (Wagnild &
Young, 1993), and to achieve, retain, or regain a level of physical or emotional health
after devastating illness or loss (Felten & Hall, 2001).

In summary, the definition of resilience related to both elderly and the general
population refer to an individual’s ability to successfully and positively adapt to

significant adversity in life.

The construct of elderly resilience
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The existing constructs of resilience in the elderly based on research evidences
differ from those of younger population. Therefore, the constructs are malleable
throughout the research process depending on the purpose. The diverse views about
resilience, for example to view it as a response to a specific event or as a stable coping
style (e.g. Luthar, Cicchetti, & Becker, 2000; Wagnild & Young, 1990), have impacts on
its construct (e.g. Felten, 2000; Felten & Hall, 2001; Netuveli et al., 2008).

Wagnild and Young (1990) were the first to discover the construct of resilience
concept in the elderly which was discovered during their qualitative study and were
concluded into five individual characteristic characteristics: 1) equanimity: a balanced
perspective of life 2) meaningful life: a sense of purpose in life 3) perseverance: the
ability to thrive despite setbacks 4) existing aloneness: the recognition of one’s unique
path and the acceptance of one’s life and 5) self-reliance: the belief in one’s self and one’s
own capabilities. After some time, they developed the Resilience Scale using a sample of
810 community-dwelling older adults to evaluate the validity and reliability of the
instrument. The validity evaluation of the resilience scale yielded two factors: personal
competence and acceptance of self and life.

Later, similar studies of have discovered many other aspects of resilience in the
context of the elderly. Talsma (1995) presents three dimensions of resilience include: 1)
physical function 2) psychological function and 3) well-being, which obviously differ
from the characteristics found by Wagnild and Young. Moreover, Felten and Hall (2001)
points out that resilience is embodied in six broad themes or characteristics: 1) access to
resources 2) prior experience with hardship as a means to cope with adversity 3)
opportunity for a productive existence 4) ability to manage frailty 5) strong
cultural/religious belief system and 6) spirited defiance. Furthermore, Lamond, et al.

(2008) presents four factors that reflect resilience: 1) personal control and goal orientation
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2) adaptation and tolerance for negative effect 3) leadership and trust in instincts and 4)
spiritual coping. In addition, Resnick (2008) suggested that resilience is the ability to 1)
make connections 2) build psychological strength (e.g. not seeing crises as
insurmountable problems, accepting changes as a part of living) 3) remain hopeful in life
(e.g. moving toward new goals, taking decisive actions, continuing to look for
opportunities for self discovery, maintaining the positive view of self, maintaining a
hopeful outlook) and 4) continue to take care of self. It is obvious that the concepts of
resilience vary depending on views of researchers. In addition, the core construct of
resilience should be encompassed multi-dimension construct including bio-psycho-social

factors and spiritual beliefs.

Influencing factors of the elderly resilience

The construct of resilience among the elderly is closely associated to mentally
healthy characteristics as its quality plays a greater role in mental health (Garmezy,
1993). Several evidences reported factors that are positively related to resilience as well
as mental health such as internal factor, social support, past experience, and religious and
spirituality.

Most internal factors contributing to resilience in the elderly were high levels of
mastery, hardiness, positive emotion (Bonanno, 2004; Carver, 1998), and optimism (Mills
& Dombeck, 2005). Additionally, personal control also plays a key role in promoting
resilience in later life (Rowe & Kahn, 2000) while a sense of control is a strong predictor
of psychological health (Ballts & Balts, 1986; Bandura, 1989; Lachman & Burack, 1993;
Skinner, 1997).

In the same way, the external factors, such as social support, have important

influence on mental health (Kuhirunyaratn, Pongpanich, Somrongthong, Love, &
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Chapman, 2007) and well-being in the aged (McCauley, Blissmer, Marquez, Lerome, &
Kramer, 2000). Social support is also a significant predictor of mental health outcome
(McCulloch, 1995) — high level of the support before exposure to adversity minimizes the
negative impact stress has on mental health (Netuveli et al., 2008). In addition, social
support is positively related to self-esteem and optimism (McNicholas, 2002).

According to Felten (2000), resilience in a multicultural sample of community-
dwelling women older than age 85 is found to be related to their experience with frailty,
determination, previous experience coping with hardship, access to care, cultural beliefs
on health, family support, self-care activities, caring for others, and efficient physical and
mental function. Besides, Hardy, Concato & Gill (2004) indicates that a wide range of
resilience factors in response to a stressful event — such as living with others, high grip
strength, and independence in performing daily activities — to be strongly associated with
high resilience.

Religion and spirituality are major coping resource as well as significant aspects
of spiritual function in older adults (Biekenmaier, Behrman, & Berg-Weger, 2005).
Religion refers to the beliefs, feelings, and behaviors that are associated with a faith
community while spirituality is conceptualized as broader and more personal. Religious
practices are associated with a formal church, other spiritual expression include prayer,
meditation, centering, forgiveness, creative activities, love and caring, storytelling, and
reminiscence, finding meaning in life, work in service to others, and rituals and other
activities that nourish the spirit (Miller, 2009). Studies consistently find that religion
becomes increasingly salient with age and that it has beneficial effects on physical and
mental health of older adults (Idle, 2006; Kirby, et al., 2004; Krause, 2006).

Furthermore, spiritual, religious, and personal beliefs are most influential to

mental health well-being and quality of life in Thai elderly. The common practices among
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Buddhists were going to temple, prayer, meditation, and “tam-boon” (hope for a better
next life) (Veerakeat et al., 2009). Meditation is an effective strategy to cultivate a calm
and focused mind are essential to positive mental development. Most Buddhist elderly
regularly performed religious activities (Chanakok, Yaowapanon, & Chawapong, 1992)
which in turn help them solve problem, enhance self-esteem, and contribute positively to
mental health (Suwankum, 2000).

In sum, resilience can be defined as an individual who manages to remain
mentally healthy despite major adversity in life. We also learn that the factors that
influence on resilience contribute positively to mental health. Therefore, resilience and
mental health, when dealing with major suffering, are interchangeable concepts —
resilience is a factor that contributes to being mentally healthy whereas mental health
implicates resilience. In conclusion, factors influencing on resilience were internal

factors, social support, past experience, religion and spirituality.

Existing resilience measurements

Resilience is a concept that is viewed as a continuum of successful adaptation.
Most researchers considered resilience as personal characteristics that moderate the
negative effect of stress and promote adaptation. Therefore, the existing resilience scales
have been developed to measure all attributes which varied depending on the expectation
of researchers. Six resilience scales, developed in the context of different countries
including Thailand (See Appendix A) are used as references. The following section will
be explained each of their strength, weakness, as well as measurement and cultural-
specific issues.

Resilience Scale (RS)
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The RS developed by Wagnild & Young (1993) consists of 25 items and 7-point
rating  (1-7). The purpose of their study was to identify the degree of individual
resilience which is considered positive personal characteristics that enhance individual
adaptation. The participants were 810 community-dwelling older adults. The scale was
developed following the qualitative study of 24 women who had successfully adapted to
each of their own major life events. The components of resilience concept were:
equanimity, perseverance, self-reliance, life meaningfulness, and existential aloneness.
However, the results from factors analysis yielded two factors composing of the scale,
1.e., personal competence and acceptance of self and life. Furthermore, the study finding
reported a positive correlation between resilience and adaptation outcomes (physical
health, morale, and life satisfaction) and reported a negative correlation to depression.
The researchers also reported sound good psychometric evaluation that supported the
internal consistency, reliability, and validity of the scale. Besides having been tested by
the study’s subjects, numerous studies have also validated and confirmed that the scale
works well with sample of all ages and ethnic group.

The strength of the scale is the effective development process — including
empirical process, content validity evaluation, and the domains being developed from and
by a specific population — and is reflective of the real-world setting. In contrast, the
weakness is in the characteristic of the subject, i.e. all were women in old ages (53-95
years) that were not representative of the general population. Another major flaw is that
the scale did not reveal broader understanding of the resilience concept. In addition,
content validity was not established by panel of experts and items were all generated from

interviews with only older women.

Connor-Davidson Resilience Scale (CD-RISC)
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CD-RISC was developed by two psychiatrists, Connor and Davidson in 2003. Its
components were drawn from the concept of hardiness, Rutter’s work, and others. The
scale contains 25 items, each of which is rated on a 5 point (0-4) that is higher scores
reflects greater resilience. Six groups of sample were randomly selected, i.e., general
population, primary care outpatients, psychiatric outpatients in private practice setting,
subjects in the study of Generalized Anxiety Disorder, and subjects in two clinical trials
of PTSD. The kind of resilience measured in this study was the stress-coping ability, an
important treatment target in anxiety, depression, and stress reaction. The scale was
evaluated for its reliability, validity, and factor structure. Data analysis indicated that the
CD-RISC has sound psychometric properties with good internal consistency and test-
retest reliability. The scale exhibits validity relative to other measures of stress and
hardiness and reflects different levels of resilience among several target groups. This
scale may assist the process of identifying levels of resilience in a wide range of
populations as well as quantifying changes in resilience during therapy. The limitation of
the scale is a lack of precise conceptual basis for some factors that were expected to

reflect the concept of resilience.

Adolescent Resilience Scale (ARS)

The ARS was developed by Oshio, Kaneko, Nagamine, & Nakaya, (2003),
consists of 21 items and a 5-point rating scale (1-5). The scale was designed to measure
psychological features of resilience among Japan youth. Its construct consists of three
factors, i.e., novelty seeking, emotional regulation, and positive future orientation. This
research also utilized the negative life events scale and the general health scale. A cluster
analysis for the Negative Life Events Scale and General Health Questionnaire yielded

three clusters: (1) mentally healthy with little experience of negative life events (2) poorer
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mental health with many experiences of Negative Life Events (3) mentally healthy
despite many experiences of Negative Life Events. These three groups were respectively
defined as: 1) well adjusted 2) vulnerable and 3) resilient. Mean differences of scores on
the scale among the three groups were subjected to one-way analysis of variance. The
mean scores of both the well-adjusted and resilient groups were higher than that of the
vulnerable group. The result supports the construct validity of the ARS. However finding
may be difficult to generalize in other population (Oshio et al., 2003). Also, the

application in the literature is available only in Japanese.

The Brief Resilience Scale (BRS)

The BRS, created by Sinclair & Wallston, (2004), aim to assess the ability to
bounce back or recover from stress. Its characteristics were examined in four samples,
including two student samples, samples of the cardiac, and samples of chronic pain
patients. The BRS was reliable and represented a unitary construct. Its score was
predictably related to personal characteristics, social relations, coping, and health in all
samples. It was negatively related to anxiety, depression, negative effect, and physical
symptoms. The scale was intended for use to measure optimism, social support, and type
D personality (high negative affect and high social inhibition). The result showed large
differences in BRS scores between cardiac patients with and without type D and women
with and without fibromyalgia. The BRS is a reliable means of assessing resilience as the
ability to bounce back or recover from stress and may provide unique and important
information on coping with health-related stressors. For general population, the BPS is
the only that specifically measure used to assess the concept of resilience whose meaning
is bounce back or recover from stress. This scale has its weakness in cultural specificity

because the subjects were people who were already ill. The socio-cultural environment
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shapes the recovery of a person. Therefore, people from different culture may learn

different ways to bounce back and recover from stress.

Resilience Factors Scale for Thai adolescents (RF'S)

The RFS was developed by Takviriyanun (2008). The scale construct was based
on three concepts, i.e., I have (external support), I am (inner strength), and I can
(interpersonal & problem-solving skill). (Grotberg, 1995, 2003). Even though the
researcher attempted to use the concept of protective factors of alcohol-risk behavior but
it did not precisely define its own components. Furthermore, there was also a failure in
incorporating this concept with the Grotberg model, as aforementioned.

The subjects of this study were 10" — 12" graders from four high schools in
Bangkok. The specific subjects may contribute to the limitation of the study to generalize,

especially for the elderly.

Resilience Quotient (RQ)

The RQ is the latest version of resilience assessment in Thai context. Developed
by the Department of Mental Health in 2008, the scale aimed to identify weakness,
strength, and self development among Thai adult population ages 25-60 years old while
facing hard times. The scale consisted of 20 items within 3 domains, i.e., the ability to
resist stress, the ability to find hope and will to live despite difficulty, and the ability to
persevere through difficult circumstance. The methodology involved a review of
literature published in Thailand and other countries including qualitative study, and
consensus of experts. The reliability and validity were evaluated. The participants were
4,000 Thais living in 12 provinces. According to the investigators, RQ refers to an

individual’s ability to adapt and recover from suffering. The strength of the scale is the
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use of Thai language as it is most-suited to the subjects and the study’s context, available
scale, and a self-report questionnaire influence to all readable Thai. Even though the scale
was developed in Thailand, there still are some limitations in applying it with Thai elderly
in term of the user that specified for general population who aged 25 — 60 years including
the limitation of resilience that can develop over time depending on life development.
Regardless, the scale has been used in various situations, such as general population, flu

epidemic prevention program, and political distress.

Summary

The early stage of this study included review of literature related to study context
which could be categorized into six parts, i.e., 1) philosophical and theoretical
foundations of the study, 2) state of knowledge related to elderly resilience 3) Thai
elderly situation 4) adversity life events among the elderly 5) mental health in the old age
and 6) existing resilience measurements. Three philosophical underpinnings the study
were positivism, empiricism, and nursing philosophy. The development of knowledge
regarding the elderly resilience is illustrated through a concept study from the past
research conducted in Thailand and other countries. Moreover, two perspective theories,
one is related to the Thai elderly and the other is related to resilience, are explained
through several dimensions, such as sociological perspective theory, psychological
perspective theory, and theories related to resilience. The first dimension described the
target population, i.e., Thai elderly, the second dimension explained adverse life events
experienced by the elderly, and the last dimension covered the six existing resilience
measurements that are beneficial indicators. However, literature review exposes an

absence of measurement tool that would fit with elderly in Thai context.
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CHAPTER 3

METHODOLOGY

This chapter describes the methodological aspect of the present research.
Following step of scale development (DeVellis, 1991), the methodology of this study
was conducted in two stages: 1) stage of scale development and 2) stage of
psychometric evaluation. The first stage was consisted of three steps, domain
identification, items generation, and scale format determination. The second stage
included five steps, having the initial term pool reviewed by experts, considering
inclusion of wvalidation items, administering items to a development sample,
evaluating the items, and optimizing scale length. The detail of each step is presented

as follows:

Stage of scale development

The purposes of this stage are: 1) to explore the concept of resilience 2) to
specify the domains of resilience among Thai elderly 3) to generate an items pool and
4) to design a format scale. This stage consists of three steps: 1) domain identification
2) item generation 3) scale format determination. The details of each step are
described as follows:

Step 1: Domain identification

The purpose of this step is to explore the concept of resilience among Thai
elderly and specify the domains of the Thai Elderly Resilience scale. Resilience has

been mostly studied among western population, only a few conducted in Asia
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including Thailand. However, no study has ever targeted Thai elderly. Therefore, the
initial conceptual structure of the resilience were generated from literature review
(Connor & Davidson, 2003; DMH, Thailand, 2008; Grothberg, 1995, 2003; Polk,
1997; Resnick, 2008; Rutter 1985, 1999; Ryff, Singer, Love & Essex, 1998;
Staudinger, Marsiske & Baltes, 1993; Takviriyanun, 2008 & Wagnild & Young,
1993). Then, a qualitative approach was used to confirm the pre-specified structure
of the elderly resilience from the literature in order to fit with the Thai elderly context.
The participants & setting, instrument, data collection, and data analysis are presented
as follows:

Participants & setting. Participants were a mix of those who were
purposely selected, to ensure that specific target cases were covered. The purposeful
recruiting criteria were that a person must be 1) Thai elderly with 60 years old or
older, 2) have past experience that required adaptability to survive major life
adversity, 3) mentally healthy identified by Thai Mental Health Indicator assessment
that the score must be greater than 27, and 4) able and willing to discuss their
traumatic past experiences. As a result, Thai elderly, of multiple characteristics, who
had experienced various adversities in life, e. g., natural disasters, loss of loved ones,
severe chronic illness, and/or economic problems, were selected. According to Lincon
& Guba (1985), twelve to twenty participants are needed if a researcher looks for
disconfirming evidences or attempts to reach maximum variation. Therefore, fourteen
elderly were used in this step.

In order to obtain samples that represent the multiple characteristics in
Thai context, fourteen Thai elderly, aged 60 and older, were drawn from four

provinces, each of which represents each of the four regions in Thailand, i.e., Chiang
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Mai (north), Khonkean (northeast), Ratchaburi (middle), and Suratthani (south). The
elderly participants shared one quality having lived through various major adversities
and yet maintained mentally healthy. The collective life adversities included losing
home (living in shelter homes), having major chronic illnesses (cancer and stroke),
and facing multiple losses of loved ones, being single mother taking care of two
psychotic children, and living with poverty.

Instrument. Two nstruments were used in this step. Firstly, the Thai
Mental Health Indicator (TMHI), a reliable instrument for assessing the mental health
of the Thai population. The short versions consisting of 15 items are easy to use in
elderly population. The scores were divided into 3 groups, good (35-45), fair (28-34)
and poor (<27). It was used to identify the elderly being mentally healthy. The elderly
who having the TMHI scores more than 27 will meet the inclusion criteria. Secondly,
the semi-structured interview guideline including a demographic data form was used
to explore the experiences in facing adversity event of the elderly. The respondents
were asked to describe their successful coping experiences based on the aspects of “I
AM”, “I HAVE”, and “ CAN”. Examples of interviewing questions were: what are
your personal traits that contribute to your ability to rapidly bouncing back from
hardship? (I AM), what are the kinds of support that help in your successfully cope? (I
HAVE), and what are your specific abilities in dealing with life suffering? (I CAN).
Additionally, probing questions were used to assist the participants to directly and
effectively respond to these main questions (Appendix B) .

Data collection. The elderly who met the recruitment criteria were
interviewed after they had agreed to participate in the study either via verbal

agreement or signing a consent form (Appendix C). In order to ensure that the
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participants could freely express their experience, each of them was asked to
individual interview in a private room or other places depend on subjects need. The
interviews were conducted in a slow pace while using a volume appropriate to the
elderly hearing limitation. In case of the elderly speaking local dialects, research
assistants of each region served as interpreters during the interviews. The participants
who expressed emotional suffering were referred to receive proper mental health
services as needed. The length of each interview varied from 30 minutes to an hour
and ended when target data was acquired. Finally, the data on tape recordings and
field notes were precisely transcribed. In order to verify accuracy, validity, and
cultural congruency of the identified domains, approval from six elderly represent
Thai culture using group discussion was obtained.

Data analysis. The qualitative data was analyzed and encoded to
develop the themes portraying the Thai elderly resilience. After discussions with the
research advisor(s), the domains were finalized. Domains of resilience from the
emerging themes and pre-identified domains extracted from literature reviews were
consolidated into the conceptual structure of Thai Elderly Resilience scale.

Step 2: Item generation

An item pool was generated from the specified domains of Thai elderly
resilience identified during the previous step of domain identification. The procedures
of this step are as follows.

1. Developing conceptual definitions of each domain found in step 1

2. Formulating operational definitions of the domains

3. Identifying observable indicators of each domain.

4. A blue print of item matrix was taken out and the item pool was generated
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Step 3: Scale format determination

Thai Elderly Resilience Scale (TER scale) was designed to measure the level
of subjective resilience in Thai elderly. The first draft, emerged in step 2, were done
in both Thai and English. Thai version was developed for Thai-speaking experts,
while English version was for English-speaking experts. The length of item statement

and the scale’s format was created based on specifically Thai elderly characteristics.

Stage of psychometric evaluation

The purpose of psychometric evaluation stage is to examine the validity and
reliability of the new instrument measuring Thai elderly resilience. In order to
simplify procedures explanation, stage of psychometric evaluation based on
DeVellis’s (1991) were orderly modified to 5 steps, i.e., 1) content validity
evaluation, 2) face validity evaluation, 3) pretesting, 4) field testing, and 5) final
testing. Each step including sample & setting, instrument, data collection, and data
analysis were described.

Content validity evaluation

It refers to having the initial term pool reviewed by experts defined by
DeVellis. Content validity of the new measure lies in the hand of a panel of experts
who determine whether the contents of the measure are consistent with what it is
supposed to measure (McDonale, 1999). This procedure is a psychometric method
used to establish the contents that are representative of the concepts (Merle, 1998). It
shows how well test items reflect the construct’s domains. The content validity

evaluation of this study is as follows:
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Sample & setting. To determine how well the specific items represent the
universe of items, Lynn (1986) recommended having a minimum of five experts to
determine the generated items can minimize erroneous conclusions. Therefore, the
present study invited seven experts specialized in various areas relevant to the study,
one elderly nursing expert, one mental health and psychiatric nursing experts, one
elderly psychiatrist, one psychologist, one experienced researcher on scale
development of resilience in adolescent and one American professor working as a
mental health nurse practitioner. Since most attributes of the elderly resilience were
found in international evidences, a mental health nurse practitioner, also a native
English speaker, was invited to check equivalency of the specified and pre-specified
domains as well as consistency item meaning of the instrument.

Instrument. Two instruments used in this step were 1) the first draft of
TER scale, in both Thai and English 2) a content validity evaluation form (appendix
E). The Thai TER scale was submitted to six experts, while the English version was
submitted to the English expert. The evaluation form was also submitted for the
experts to review the items of the scale. The conceptual framework, operational
definitions of Thai elderly resilience, the blue print of item matrix, and definitions of
each subscale were included in the submission.

Data collection.  Firstly, the experts were informally approached and
asked to evaluate the instruments. Secondly, a letter from the Faculty of Nursing,
Prince of Songkla University, was sent to each of the experts who had agreed to
participate. The scale was submitted to a panel of seven experts for review,
commentary, identify and delete theoretically incoherent items. Initially, the panels of

seven experts were asked for scale evaluation. However, there is one expert leaved
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from this evaluation process due to unavailable time. The experts were asked to use a
rating form, consisted of four-point rating scale as shown below, to rate the relevancy
of each item.
1 = not relevant 2 = somewhat relevant
3 = quite relevant 4 = exactly relevant

Lastly, the experts were asked to evaluate clarity and conciseness, using
yes or no responses on each item, and were also invited to make comments on any
items that seemed ambiguous, unclear, or inappropriate.

Data analysis. The content validity was calculated for Content Validity
Index (CVI). The CVI for the entire instrument is the proportion of the total items
judged as content valid (Lynn, 1986). The CVI greater than or equal to 0.80 can be
accepted (Waltz, Strickland & Lenz, 2005). In order to support the content validity of
total items and overall TER scale, items that were rated at level 3 or 4 were retained
while those rated with lower numbers were deleted. However, unacceptable items
were discussed with advisor(s) for modification. A re-evaluation based on the experts’
assessment was made in order to ensure the scale’s content validity. The second draft
of TER scale was thus achieved in this step.

Face validity evaluation
Face validity is a property of a test intended to measure something. The test is

said to have face validity if it "looks like" it is going to measure or what it is supposed
to measure. This character includes comprehensible items and how easy or difficult to
complete the scale. The number of informants is not required for face validity because
it is a qualitative measure, not quantified by statistical methods. Moreover, it is

normally considered as the least scientific measure, such as the use of untrained
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individuals for the sake of convenience, this measure is subjective and not
quantifiable.

Sample & setting. To determine the comprehensive of each item and the
practicality of completing the scale, five Thai elderly, who have various education
level, age range, gender, and marital status, were purposely selected as participants.

Instrument. The first draft revised from step of content validity was used
as instrument in this step.

Data collection. Face validity in the present study was examined by five
Thai elderly, who were selected based on education level, age range, gender, and
marital status. The five elderly were asked to review the first draft of TER scale and
respond to the comprehensibility of each item and the practicality of completing the
scale.

Data analysis. A modification was made to create the second version while

ensuring the comprehensibility and practicality of the TER scale.

Pre — testing

Two methods used in pre-testing were internal consistency, and items analysis.
The sample & setting, instrument, and data collection are described first then data
analysis of each approach is to follow:

Sample & setting. According to Polit & Hungler (1999), at least 30
subjects are an appropriate number for pre-testing. Thus, thirty Thai elderly were
invited to be the subjects in this study. Also proposed by Polit & Hungler (1999),
purposive sampling is based on the belief that the researcher’s knowledge about the
population can be used to handpick particular cases to be included in the sample. The

subjects of this study were the Thai elderly aged 60 years or older and had



60

experienced at least one adverse life event. Samples from various geographic areas
were also recruited.

Instrument. Pre-testing instrument was the TER scale second draft also
including demographic sheets.

Data collection. Data collection for the two approaches was conducted
with the same subjects. First, an informal contact was established between the
investigator and each of the subjects, and then an informed consent was obtained on
paper or by an oral agreement. The subjects were asked to rate the questionnaire by
themselves. Those, who were unable to respond the questionnaire due to certain
functional limitations, such as illiteracy, were read to by the investigator and then
allowed to select the rating of choice on their own.

Data analysis. The data analysis was performed following the testing
method. The pre-testing of item analysis and internal consistency are described as
follows:

1. Item analysis.

It is one of the statistical procedures permitting an examination of the
pattern of responses to each item that provides guidelines for revision. In this study,
the alpha correlation of item to item, item to subscale, item to total scale, subscale to

subscale, and subscale to total were analyzed. The items were thus considered
whether to be retained, revised, or deleted, at this step.

2. Internal consistency.

It concerned with the homogeneity of the items within a scale. The
relationships among items are logically connected to the relationships of items to the

latent variables, and high inter-item correlations mean the items are all measuring the
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same things (DeVellis, 1991). This study used a coefficient alpha or Cronbach’s
alpha as a measure of reliability of the internal consistency to prove that its items
were highly correlated. All subscales and total scale were calculated for Cronbach’s
alpha coefficients. The pre-testing process yielded results with acceptable statistics.
Therefore, the second draft of TER scale was developed to further conduct field

testing.

Field testing

Field testing was conducted to re-evaluate internal consistency and item
analysis which included factor analysis. Sample & setting, instrument, and data
collection were conducted at the same time, and so are to be described first, and then
data analysis of each approach are elaborated further as follows:

Sample & setting. The sample in this step included the elderly without
psychiatric disorder residing in various settings, e.g., shelter homes, outpatients of
PCUs, chronic illness clinics, and outpatients of psychiatric hospitals, as well as
disaster-affected communities, each of which represented variety of mental status. The
elderly who had physical and psychological limitations, such as blindness, deafness,
speechless, dementia, and moderate to severe psychiatric conditions, were excluded.
The sample size was estimated based on statistics assumptions. Based on the factor
analysis requirements, at least 10 subjects are needed for each items (Munro, 2005), a
minimum five subjects per item is needed for a psychometric evaluation of a new
measure (Nunally & Burnstain, 1994; Burn & Grove, 1987), and the sample of 100-
200 are adequate for factor analysis because factors are distinct (Tabachnick,

karolinska & Fidell, 1996). In order to establish an adequate sample size and be
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representative of Thai elderly context, 517 subjects were deemed sufficient for field
testing.

Instrument. The second draft of TER scale, which was corrected after pre-
testing, including a demographic data form, was used as an instrument in this step.

Data collection. Initially, the directors and/or heads of each organization
accountable for the target subjects were informally contacted to obtain permission to
work with the selected subjects. Once the informal permission was granted, a formal
letter from Faculty of Nursing, Prince of Songkla University, was mailed to them.
Direct contacts with the subjects were then made to provide further information and
decide on the time and place for a meeting with the investigator. At these meetings, the
elderly were invited to participate in the study and presented with an informed consent
form. With permission, the participants were asked to fill out a demographic sheet and
respond to the questionnaire. In case of subjects with functional limitations, the
investigator assisted them by reading the questionnaire loudly and slowly to them
before asking them to rate their opinion, represented by the scale, on each item. All
data was organized after data collection was completed. The analysis of demographic
characteristics and each of evaluating methods were performed.

Data analysis. After being reviewed for its completeness, the data was
then encoded and processed for statistical analysis using computer program.
Descriptive statistics of frequency, percentage, mean, and standard deviation were
calculated to help analyze the data regarding socio-demographic, physical and mental

health status, and experience facing life adversities.
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1. Internal consistency

The internal consistency estimate using Cronbach’s alpha coefficients of
the total TER scale and dimensions were calculated. The alpha coefficients of 0.7 is
minimally accepted for a newly developed instrument (Nunally & Bernstein, 1994)

2. Item analysis

According to Ferketich (1990) and Nunally and Bernstein (1994), the
items of TER scores were analyzed: Firstly, the criterion level, used as an arbitrary
guide for identifying and discriminating, was 0.3. Item(s) with a level below 0.3 were
removed from the scale’s item set. Secondly, the criteria for the inter item analysis
was an average correlation between 0.3 and 0.7, which were desirable. Lastly, the
criterion in the item analysis was the internal consistency estimate (alpha), should be
not decreased if the item was deleted (Ferketich, 1990; Merle, 1998). Prior to deleting
the items which failed to meet the criteria, the semantic meaning of each item was
reviewed with the scale descriptions. However, even though the items failed to meet
the criteria, they would still be preserved if their contents were deemed to be strongly
consistent with the theoretical definitions of the scale’s dimension. Item analysis
occurred during the second round of the evaluation of factor analysis, with estimated
sample based on statistic.

3. Exploratory factor analysis

Factor analysis is a useful approach in assessing construct validity. It was
designed on a conceptual framework, a measure to assess various dimensions or sub-
components of a phenomenon of interest, and a wish to empirically justify these
dimensions or factors (Soeken, 2005). The present study expected to identify the

factor structure for a set of Thai elderly resilience, thus the exploratory factor analysis
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needed to take place. Exploratory Factor Analysis (EFA) is the statistical method of
factor analysis that has been most frequently used to examine construct validity
because it is designed to link observed measures to a smaller number of underlying
conceptual variables (Maruyama, 1998). In this study, EFA was used to support the
internal structure of the TER scale item set. A principle component and varimax
methods were conducted to extract and rotate the components. An eigenvalue equal to
or greater than 1.0 was used as a criterion to extract the number of components. The
items whose factor loading > 0.45, claimed to have practical significance (Hair et al.,
1998). Finally, the scores from the respondents were performed to extract and specify
factors of the TER scale. The fourth draft of TER scale was a result of this step and

was then further evaluated for its reliability and validity in the final testing.

Final testing

Final testing was performed to conclude the final draft of TER scale version.
The scale derived from factor analysis was used as an instrument in this step.
Additional reliability and validity were confirmed, [i.e., hypothesis testing, known
group comparison, stability evaluation, and internal consistency assessment. The
sample & setting, instrument, data collection, and data analysis of each approach are
elaborated as follows:

1. Hypothesis testing

The hypothesis for this study was “Thai elderly who are resilient would be
mentally healthy status” adopting the notion that resilience is a predictive factor to
mental health. Therefore, to confirm the construct validity of TER scale, the

hypothesis of resilience scores was tested. Two instruments used were the fourth draft
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of TER scale and Thai Mental Health Indicator (TMHI). Both scales were presented
to 30 elderly of each group at the same time. The retrieved data was analyzed to
examine the relationship between the level of TER and TMHI scores. Pearson
product-moment correlation coefficient was used as statistic analysis. The hypothesis
could be accepted as evidence with construct validity when high correlation between
two instruments is found.

2. Known group comparison

The known group comparison is typically conducted with two groups of
subjects known to be extremely high and extremely low in the characteristics (i.e.
resilience) measured by the instrument (Soeken, 2005). Many studies assert that
family and social support networks are external factors that promote resilience (Day,
2006; Mills & Dombeck, 2005; Markstorm, Mashall, & Tryon, 2000; Newman, 2002;
Plumb, 2011; Saiqga, 1998; Friborg et al., 2006; Hardy et al., 2004; Luthar et al., 2000;
Werner & Smith, 1992). Two groups of the Thai elderly representing two
discrepancies of social support, i.e., the elderly in shelter home who seem to be
lacking of family support vs. the elderly living with their family who maintaining
support from their significant others. An assumption confirmed by multiple studies
indicates that the elderly in nursing homes have shown various emotions in response
to relocation and residence in nursing home (Salarvand, Abedi, Hoseinni, Salehi, &
Karimollahi, 2008). The majority were shown more depressive symptom than those in
community-dwelling group (Lin, Wang, & Huang, 2007). Moreover, most of them are
single or divorced, low income, suffer from chronic illness, which induced mental

health problem (Aris & Draman, 2007). All of the above factors are found to be
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related to the negative physical health outcomes in older adults (Hawkley &
Cacioppo, 2007).

The two groups were comprised of the elderly who were supposed to exhibit
high resilience in one group and low resilience in the other. The instrument was
administered to both groups and the differences in the scores gained by each group
were examined. The sensitivity of the instrument was shown in the characteristics that
were being measured and the mean performance of these two groups which differed
significantly. The sample, setting, instrument, data collection, and data analysis for
this approach are described in the details as follows:

Sample & setting. Two groups of Thai elderly were selected. The first group
consisted of 30 participants living with spouses and children in their home. The other
group consisted of 30 Thai participants living in shelter home. A sample size of 60
subjects (30 for each group) was needed to achieve the power at the 0.8 levels and the
alpha at 0.05 levels.

Instrument. The fourth draft of TER scale along with a demographic data form
was used as an instrument to conduct construct validity testing using known group
comparison.

Data collection. The data collection was performed as the same field testing

procedure.

Data analysis. The received data was calculated. A mean of each group was
analyzed and compared. The t-test statistic was used to compare the mean difference.
The significance between the mean scores of two groups were accepted and claimed

as construct validity.
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The reliability of an instrument refers to the instrument’s ability to produce the same
results on repeated measures. The degree of reliability is usually determined by using
correlation procedure (Knapp, 1991). Correlation coefficients can range between -
1.00 to + 1.00. Positive correlation of reliability is expected. A correlation coefficient
greater than or equal to 0.70 is accepted for a newly developed instrument (Burn &
Grove, 2001; Lynn, 1985, Polit & Hungler, 1999). Moreover, the percentage and rate
of agreement may also be used to determine the reliability when observers and raters
are used in study (Knapp & Brown, 1995; Waltz, Strickland, & Lenz, 2005). To
ensure the psychometric properties of the TER scale, the internal consistency of items
was evaluated three times: pre test, field test, and final test. Furthermore, stability
evaluation using test re-test method was included in the reliability evaluation.

3. Stability evaluation

The test — retest method was used for the stability examination. The

Pearson product-moment correlation coefficient was taken as the estimate of stability.
The closer the coefficient is to 1.00, the more stable the measurement. The subjects in
this test were 30 Thai elderly living in a community. They were asked to respond to
the instrument twice in two weeks. The objectives of the method were explained to
the subjects. After the data collection was finished at the first meeting, an
appointment for the second data collection was then made. The scores obtained from
both administrations at two different times were calculated and interpreted to figure
out stability.

4. Internal consistency

The final draft of TER scale was tested for its internal consistency once more.

The sample & setting, and data collection were as field testing step. The scale
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retrieved from factor analysis was used as the instrument. The data analysis was

performed using Cronbach’s alpha coefficients, with an acceptable alpha of 0.7.

Protection of human subjects’ right

Prior to data collection, a consent form, which was presented to the
participants prior to their involvement with the study, was designed by using
qualitative approach in the psychometric evaluation stage. The request to conduct the
study, the consent form, and the research plan were submitted to the Ethical
Committee, Faculty of Nursing, Prince of Songkla University. The consent form
included title and purposes of the study, name and address of the researcher, a clause
assuring the subjects’ autonomy and freedom to withdraw from the study at any time
and that the result was reported only in a group format. In any events that the
participants should express emotional suffering, they would be referred to mental
health professionals to receive proper psychological support. Once the approval to
conduct this study was granted by the Ethical Committee, all participants were
informed via verbal and written explanation about the study objectives, name and
address of the researcher. Voluntary expression to participate, freedom to withdraw,
and commitment to keep all the participants’ information private and confidential

have been and will continue to be made (See appendix C).
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CHAPTER 4

RESULTS AND DISCUSSION

This study aimed to 1) identify the conceptual structure of the elderly
resilience in Thai context 2) develop an instrument to measure resilience in Thai
elderly 3) evaluate the psychometric properties of the newly developed measure. As
shown in figure 3, the results are presented into two stages: 1) stage of scale
development and 2) stage of psychometric evaluation. In addition, each research

question is also discussed.

Results

Stage of scale development

The results of this stage are divided into three steps: 1) domain identification
2) item generation and 3) scale format determination.

Step 1: Domain identification

As suggested by DeVellis (1991), the first step in scale development is to use
a theory as an aid to clarify the content of the scale that we want to measure.
Therefore, the pre-specified domains were derived from theories and concepts of
resilience in the elderly. An initial conceptual structure of this study was based on
Grotberg’s conceptual framework of resilience (1999, 2003), which was originally
used in children population, as well as a consolidation of literature on resilience in the
elderly. The three domains, “I AM,” “I HAVE,” and “I CAN,” consisted of pre-

specified 19 components, 1) I AM or inner strength, indicated by 12 components, i.e.,
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being in good health, equanimity, self-reliance, meaningfulness, sense of humor,
positive thinking, perseverance, caring for others, health-promoting behaviors, sense
of coherence, hardiness, and optimism 2) I HAVE or external support, indicated by 4
components — social role and close relationship, social support, spiritual support, and
opportunity for spiritual practice 3) I CAN or interpersonal and problem solving
skills, indicated by 3 components — maintaining connection to others, spiritual coping,
and effective problem-solving.

The data, gathered by interviewing and group discussion of 14 elderly
participants, was analyzed and interpreted to define the conceptual structure of
resilience among the Thai elderly and form specified domains of the concept. The
findings of the preliminary study indicated that there were slight discrepancies
between the pre - specified and specified domains. Three pre-specified components,
1.e., sense of coherence, hardiness, and optimism, of the first domain (“I AM”) were
removed because they were not accurately representative of the Thai elderly
participants. Instead, life satisfaction, which was deemed more reflective of Thai
culture -specific resilience, was added to the domain. All four components of the
second domain (“I HAVE”) were retained while a new component, “help seeking”,
was added to the third domain (“I CAN”). In sum, three domains of the Thai elderly
resilience were maintained but only consisted of 18 specified components. Table 1
compares the pre-specified components extracted from literature review and specified

domains revealed from the interviews and group discussions.
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Literature review

Pre specified domains of the TER scale
(3 domains within 19 components)

y

Individually interview &
Group discussion

Specified domains of the TER scale
(3 domains within 18 components)

'

Item generation

The 50 — items TER scale
(draft I)

Scale format determination

Evaluation stage

Step 1:

Step 2:

Step 3:

Step 4:

Step 5:

The four point Likert scale of TER scale
(draft I)

Content validity
(Deleted 3 items, CVI=.0.97)

A

The 47 — items TER scale
(draft II)

Face validity

v

Pre-testing (N = 30)
- Internal consistency (o = .93)
- Item analysis (r=.30 - .61)

The 47 — items TER scale
(draft II)

A

Field testing (N =517)

- Internal consistency (o = .93)
- Item analysis (r = .04 - .53)

- EFA (deleted 18 items)

The 42 — items TER scale
(draft III)

A

Final testing

- Internal consistency (o =.91)

- Contrast group comparison
(t=6.63,p<.01)

- Hypothesis testing
(r=.84,p<.01)

- Test —retest (r=.91, p<.01)

The 24 — items TER scale
(final draft)

Figure 3 Results of TER scale developmental process
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Pre- specified and specified domains of Thai elderly resilience

Pre -specified domains

Specified domains

1.1
1.2
1.3
1.4
1.5
1.6
1.7
1.8
1.9
1.10
I.11
1.12

2.1
2.2
2.3
2.4

3.1
3.2
3.3

I AM

Being generally healthy
Equanimity
Self-reliance
Meaningfulness

Sense of humor
Positive Thinking
Caring for others
Perseverance
Health-promoting behaviors
Sense of Coherence *
Hardiness*

Optimism*

1 HAVE

Trusting relationships

Social support

Spiritual support

Spiritual practice opportunity

1 CAN

Maintaining social connection
Spiritual coping
Effective problem-solving skills

1.1
1.2
1.3
1.4
1.5
1.6
1.7
1.8
1.9
1.10

2.1
2.2
2.3
2.4

3.1
3.2
3.3
3.4

I AM

Being generally healthy
Equanimity

Self-reliance
Meaningfulness

Sense of humor

Positive Thinking

Caring for others
Perseverance
Health-promoting behaviors
Life satisfaction™**

I HAVE

Trusting relationships

Social support

Spiritual support

Spiritual practice opportunity

1 CAN

Maintaining social connection
Spiritual coping

Effective problem-solving skills
Help seeking®*

* Removed component

** Added component

In summary, the attributes of resilience in Thai elderly participants, who had

faced various crises, included 3 domains with 18 components.
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Domain 1: I AM

“I AM” represents inner strength, confidence, self-esteem, and responsibility
(Grotberg, 1999). For the Thai elderly participants, “I AM” was defined as a sense of
having positive characteristics shown in both physical and mental health. Ten
components in this domain thus reflected positive physical and mental health,
described as follows:

Being generally healthy. It refers to the elderly perceptions of being
physically and emotionally healthy. This component was the most common attribute
of “I AM” found among the elderly participants, as shown in the following responses:

“Physical strength enables my perseverance through
hardship.”

“I am so lucky to be in good health so I can go seeking
help when needed.”

“If I have to ask others to aid me with my daily functions,
it would mean that I am a disabled, a dependent, or a

)

person with a low resilience.’

Equanimity. 1t refers to a balanced perspective of one’s life and
experience (Wagnild & Young, 1993; Wagnild, 2003). It is a state of mental or
emotional stability or composure arising from a sense of temporal detachment from
reality that usually attributes to a person displaying few (or no) signs of either
excitement or distress in the face of stimuli (Calliford, 1996). Since most respondents
were Thai Buddhists, their way of life relied on the Buddhist doctrine. The
equanimity is basically one of the four “Subline Attitudes,” the state of being loving-

kindness, compassion, and sympathetic joy, all of which echoes with Buddhist
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values. Another Buddhist principle influencing the development of equanimity in the
Thai elderly is managing life by taking the middle path, i.e., recognizing things as
they really are and trying to eliminate me and mine. Furthermore, certain Buddhist
practice such as meditation helped the elderly to purify and calm their minds. The
longer the Thai elders live, the more they practice and immerse in the religious
doctrine, not only in their daily lives but especially so during their suffering, as
expressed by the following statements:
“I engage more in religious practices — prayer, charitable

acts, and meditation. These activities calm me.”

“I believe in the law of ‘karma,’ by which series of events in

this life are explained as results of actions one has

committed in the past life. It is different for each individual,

when it comes to me, I feel at peace when I accept my

karmas.”

Self-reliance. It refers to the belief in oneself and one’s capabilities.
Most respondents expressed their self-reliance as being confident in dealing with
hardship and actually also learning and growing from the experience, as shown in the
following testimonies:

“I believed that I can manage with future problem because more

hardship experienced is more confident to hold life problem”

“Having had experiences dealing with hardship in life helps me

gains confidence in facing with the future”

This specified component was consistent with the original component

of resilience among older women in a study of Wagnild &Young (1990, 1993) and
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also reflected emotional strength by various terms defined in the literatures, i.e.,
leadership instincts (Lamond, et al, 2008), self-confidence: (Beardslee, 1989; Caplan,
1990), belief in one’s own and self-efficacy (Corner & Davidson, 2003; Rutter,
1987; Ryft, Singer, Love & Essex, 1998).

Meaningfulness. It refers to the belief that life has a purpose. The Thai
elderly expression the meaningfulness of life which is align with many existing
literatures (Block, 1996; Caplan, 1990; Druss & Douglas, 1988; Foster, 1997; Polk,
1993; Rourke, 2004; Beardslee, 1989). Examples of the expressions are as follows:

“Adversities make me stronger and ponder upon
future. Being alive is a blessing and a profit. [ must
live for my son.”

Sense of humor. It refers to a personal trait of appreciating and being
able to express the humorous. Sense of humor is a coping strategy that helped the
participants endures tough times. Generally, sense of helplessness, powerlessness,
and lack of control are integral to suffering. Having a sense of humor, on the other
hand, empowers and helps one gain control. Therefore, the participants felt that this
strategy put them back in control of the situations. For example, instead of giving in
to depression, a Thai elderly, caring for her two children diagnosed with
schizophrenia, shared a humorous view of her life as follows:

“One good thing about having two psychotic sons in my

house is that I don't have to worry on burglary because

’

thieves are afraid of my sons.’
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“Humor may not cure my suffering, but it lifts a cheerless

attitude and makes life worth living. If we can learn to laugh

at ourselves, we'll always have something to laugh about.”

Positive thinking. It refers to a mental attitude that admits into the
mind, thoughts, words, and images that are conductive to growth, expansion and
success (Sasson, 2010). By definition, adversity is not a positive phenomenon, but it
often has some positive aspects. Resilient people are able to draw on some form of
positive emotion even in the midst of stress and hardship (Fredrickson 2004, Tugade
& Fredrickson 2004). The participants who had successfully adapted to various
major life adversities reflected their positive thinking in the following statements:

“Every day I tell myself, ‘Don’t give up, my life must go on.”
Each morning as I am awake, I say to myself, “I survived yet
another day. That is amazing!”

“Life is like a flying bird, sometime soaring high sometime
falling down, nothing predictable. So we need to always be
ready to face it as it comes.”

“I believe that there are some positives come out of even the

most unfortunate events in my life.”

Perseverance. It refers to an individual’s willingness to continue to
reconstruct his/her life and maintain normal life despite setbacks. The following
statements represent perseverance in the Thai elderly participants:

“When dealing with hardship, I am often patient and never

feel discouraged.”
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“Experience in life teaches me to be patient.”
“My husband had died many years ago. At that time, it was
really hard for me to continue living without him. We were
hit hard with poverty — there was not enough food or money
for me and my children. I was fearful but I also knew I must
persevere and be patient to survive.”
Caring for others. It refers to an individual trait to offer his/her helping
hands to others. Most Thai elderly respondents recognized that helping others was a
way to guarantee help in return in the future as well as to earn love and a chance for
social interaction. Therefore, caring for others contributed to Thai elderly resilience,
as reflected in the following statements:
“Asking for help when needed is not difficult for me
because I have often lent my helping hands to others."”
“I always volunteer at the temple -- cleaning, washing,
and cooking for monks — as I believe that collecting good
merits in the present life may benefit the future life.”
Health-promoting behaviors. It refers to the way one regularly engages
in activities that supports healthy lifestyle. Physical activity was said to be a health-
promoting behavior that most respondents employed to help cope with hardship.
Engaging in an enjoyable activity on a daily basis relieved them from suffering even
for a while and also allowed for an opportunity to socialize with others. The
participants reported on their health-promoting behaviors used during their suffering

time in the following statements:
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“Daily exercise with friends makes me feel happier, more
cheerful, and stronger. When the going gets rough, I never
stop exercising because it is time like this when meeting
and talking with friends help me copes.”

“I try to take good care of my physical and mental health,
especially when I have a chronic illness. I strictly follow
doctor’s instructions, stay away from forbidden food and
eat nutritious one. Everything ['ve done so far has helped
me bounce back.”

Life Satisfaction. It refers to a sense of well-being and happiness in
life. It also includes an individual’s ability to gain the perception of well-being and
happiness in life including and to accept change as a part of life. The participants
reflected their life satisfaction as follows:

“Just being alive is so good enough for me. I am happy
with my day-to-day life, living condition, and don’t want
anything more. My life is enough.

“I follow the king’s teaching to live a simple life, be
content with life. It also inspires me to accept change as a

’

part of life and move on.’

Domain 2: I HAVE

“I HAVE” refers to the external support and resources that promote resilience
(Grotberg, 2003). For the Thai elderly, this domain translates to the sense of having

strong social and spiritual support. As a specified domain, “I HAVE” consisted of the
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same four components as its pre-specified interpretation — trusting relationships,
social support, spiritual support, and opportunity for spiritual practice — which are
described in details in this section.

Trusting relationships. It refers to a sense of having trusting
relationships with others. Generally, building and maintaining trusting relationships
are part of a lifelong journey which begins since childhood. The Thai elderly
participants who had trusting relationships with even just a family member gained a
sense of security, which enhanced their emotional resilience amidst crisis.
Furthermore, trusting relationships served as a significant predictor of social support
that contributed to the level of resilience among the participants. The respondents
discussed significance of trusting relationships in the following statements:

“The best thing for me during hard time is to have
someone to talk to.”
“Talking to a trusting friend can help me freely express
my feelings as well as relieve some of the air from the
stress balloon before it blows up.”
“When I feel troubled, my husband is a trusting person
with whom I can express everything. I also can turn to
my neighbors and the community leader.”
Social support. 1t is identified as a significant component of resilience.
For the participants, this component meant an expectation to receive support
(e.g.,emotional, instrument, guidance, and financial support) from external sources

when needed. The common sources of support were family members, peers, elderly
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club members, community leader and government. The respondents’ expressed the

significance of social support in the following testimonies:
“Receiving care from physicians and health care
professionals is beneficial; they regularly visited me
and provided me with suggestion, counseling, and
psychological support. Sometimes, they give me
medicine to help me sleep and reduce my anxiety and
fear.
“Buddhist monks are a very important source of
support for us Buddhists. They offer strategies for
healing from suffering. One important strategy is
‘Tumjai’ — an acceptance that every occurrence is
governed by the law of nature and law of ‘karma’.”

Spiritual support. It was emerged as a crucial component of “I HAVE”
that tremendously contributed to resilience among all Thai elderly participants. This
kind of support involves the degree to which a person experiences the connection to
the super natural power (i.e., God or other transcendent force) that is actively
supporting, protecting, guiding, teaching, helping, and healing. In general, most Thai
elderly rely on spiritual support from their religious belief and practice, such as
praying, reading religious scripture, discussing with friends and family about
religious teaching, and worship in the holy places. The participants shared their

views on spiritual support in the following statements:
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“I believe that making merits, helping others, and
giving offerings to Buddhist monks make me happy
and in turn help me manage troubles.”

I expect to receive help or blessing from the sacred
power when I am suffering.”

Opportunity for spiritual practice. It refers to time that allow the
elderly to engage in religious or spiritual practice. Most respondents reported to
regularly dedicate their time in a day for various spiritual practices. All of them stated
that they spent even more time to do so while facing difficult situations. Their practice
allowed them to regain concentration. Their common spiritual practices were prayer,
meditation, making merits, and sacred travels. Testimonies on this topic are presented
as follows.

“Having more opportunity to engage in spiritual practice
means having more help from supernatural power.”

“When I am in so much distress, I try to spend more time

to say a prayer and go to numerous temples for blessing.”

Domain 3: “I CAN”

“I CAN” refers to problem-solving and social skills that the Thai elderly can
learn through interacting with others or upbringing. The specified domain of “I CAN”
consisted of three existing components from the pre-specified domain, i.e.,
maintaining social connection, effective problem-solving skill and spiritual coping. In
addition, a newly identified component, ability to seek help, was also added.

Maintaining social connection. It refers to the elderly ability to make

connection or build good relationships with others including participating in a broad
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range of social relationships. The example statements reflecting these abilities are as
follows:

“I regularly communicate with others in any way I can

because I believe that belonging to a network or a group can

benefit me in future.”

“Family and friends are very importance in my life, therefore,
maintaining good relationships means maintaining high
support during hard times.”

Effective problem-solving. 1t is a coping strategy employed by most
participants to resolve occurring issues and achieve goals. Some of them learnt from
past experiences and/or their role models. They shared the coping strategies that had
helped them get through rough time in the following statements.

“I lost my son in an accident. I know now everything in
the world can occur at any time. So we need to prepare
ourselves. I have learned from my loss to abide by the
concepts of ‘Tumjai’ and ‘Whatever will be it will be’”

“I read religious text, listen to the radio, watch
television, speak on the telephone with my son and
daughter almost every day”

Spiritual coping. All respondents overcame their suffering by using
spiritual coping that guided by their religion or beliefs. This coping strategy was used

to find meaning, purpose, and hope in their lives. Moreover, they believed that God or

supernatural power would help them to cope with their ailments. In addition, they
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resorted to religious teaching for comfort in time of suffering. Example statements
reflecting spiritual coping are presented as follows.
“I base my life on Buddhism teaching, I believe that my
survival caused by and depends on my own “boon”
from past life. Doing more goodness now may help me
in both current and next life”
“I regularly go to the temple to give offerings to
Buddhist monks. Sometimes, I meditate with friends at
the elderly club. Moreover, I often listen to “dhama”
tapes before I go to sleep. All of these calm me down
and fall asleep easy.”

Help seeking. 1t is a component in “I CAN” that occurred when the
elderly experienced helplessness. Seeking help from others was reported as the next
best choice to manage problems after having exhausted all other options on their own.
Below statements show the respondents’ views on the topic.

“I think that receiving support from people is more
important than other things. It makes me feel that we
do not live alone and any support can help us live
long.”

“I like to help others because it makes me feel happy
and I receive more “boon,” which helps relieve anxiety

or stress and provides emotional comfort.”
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The three domains of TER Scale, “I AM,” “I HAVE,” and “I CAN,” along
with their definitions, are presented in Table 2. Their components are identified in

Figure 4.

Table 2

Domains and definitions of Thai elderly resilience

Domains Definitions

I AM The elderly perceptions of having positive
characteristics — such as having physically strength &
emotional stability, which includes feelings, attitudes,
and beliefs — to help facing hardship,

[ HAVE The elderly perceptions of having sufficient resources or
support from family, peers, networks, community,
government, and spiritual practice in order to cope with

suffering.

[ CAN The elderly perceptions of having the ability to initiate
interpersonal relationships, resort to spiritual coping,

develop effective problem-solving skill, and seek help

when facing difficult situation




I AM

Thai Elderly Resilience

I HAVE

- Being generally healthy
- Equanimity

- Self-reliance

- Life meaningfulness

- Sense of humor

- Positive thinking

- Perseverance

- Caring for others

- Health-promoting

behaviors

- Trusting relationships

- Social support

- Spiritual support

- Opportunity for spiritual

practice
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I CAN

- Social interaction

- Spiritual coping

- Effective problem-
solving skill

- Help seeking

Figure 4 Domains and components of Thai Elderly Resilience Scale

Step 2: Item generation

During the analysis of the qualitative data, three specified domains were

identified and an item pool was drafted through a matrix of 18 components classified

within those three domains. The TER scale is a self- reported and self-administered

questionnaire, designed to measure the level of resilience and all of its functional

domains. The items, both of positive and negative statements, were precisely and

contextually provided, as follows: “I do value my life”, “I usually pray for a happy
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life”, “I often share my suffer feelings with others”. The initial item pool was
examined by a measurement specialist. Finally, the first draft of TER scale containing
a total of 50 items (negative statement 7 items and positive statement 43 items) was
developed (“I AM” domain 20 items, “I HAVE” 15 items, “I CAN” 15 items)
(Appendix D).

Step 3: Scale format determination

Due to the participants’ physical and psychological limitations including
education level, a Likert’s four-point scale was adopted as a format of TER scale.
This format was deemed most appropriate to measure resilience in Thai elderly since
it has fewer choices and is thus more convenient, short, concise, and easier to use.
Furthermore, providing four choices actually prevents middle-point choosing, a
typical habit of Thai elderly. Each item statement has a rating scale, ranging from 1 to
4, associated with four possible answers. The higher score indicated higher degree of
perceived ability to bounce back in the face of hardship. All respondents were asked
to provide their subjective opinion, using the scale, in response to each question. The
scale is presented as follows:

1 = disagree 2 = partially agree

3 = quite agree 4 = completely agree

Stage of psychometric evaluation

This stage aimed to perform psychometric properties testing including
reliability and validity of the TER scale. Reliability was examined by two procedures,
1.e., internal consistency evaluation and test - retest method. Two types of validity

evaluation were conducted. Content validity was evaluated by Content Validity Index:
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CVI calculating. Construct validity was evaluated by using four methods, i.e., item
analysis, hypothesis testing, factor analysis, and known-group technique. The results
of this stage are presented by the following 5 steps: 1) content validity evaluation, 2
face validity evaluation, 3) pre testing (item analysis & internal consistency
assessment), 4) field testing (item analysis, internal consistency, exploratory & factor
analysis), and 5) final testing (hypothesis testing, known group comparison, stability
evaluation, and internal consistency assessment).

Step 1: Content validity

The first draft 50- item TER scale was submitted to a panel of seven experts
who reviewed, commented, identified and deleted theoretically incoherent items. The
suggestions from all six experts were to rephrase ten items. Most items in the English
version were revised. Furthermore, negative statements of seven items were suggested
for a revision and three redundant items were suggested to be deleted. Moreover, two
experts recommended re-categorizing five items to better fit within the appropriate
domains.

The revised version of the scale based on the experts’ recommendation was re-
submitted to a panel of two experts. Multiple revisions were made in this stage to
improve the items’ clarity. The second draft of TER scale thus had a total of 47 items,
whose content validity index (CVI), rated by 5 experts, was .97 (One expert’s only
recommendation was a complete revision). Therefore, the second draft of 47-item
TER scale was to be further examined for its face validity.

Step 2: Face validity evaluation

The second draft 47- item TER scale was reviewed by five Thai elderly for

clarity & interpretability. The majority of the scale items were confirmed. Minor
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rewording was recommended. The elderly participants spent about 15-30 minutes on
the review, depending on their education levels. Finally, the second draft 47- item
TER scale was preserved and further evaluated for its internal consistency and item
analysis in pre-testing step.
Step 3: Pre - testing
Pre testing of item analysis and internal consistency were conducted by using
thirty Thai elderly living in a community. The results of sample demographic data,
item analysis, and internal consistency are presented as follows:
Sample Demographics. Thirty Thai elderly respondents participated in
this procedure. Majority of subjects were female (73.3 %) whose age ranged from 60
to 91 years old (M= 69.09, SD = 8.06). Most were married (63.3 %) and had primary
level of education (63.3%). Forty percent of the respondents were living with spouse
and children (40.0%). Half of them were farmers (50%). The details are shown in

Table 3.



90

Table 3

Frequency and percentage of the pre- testing sample classified by demographic

(n=30)

Demographic Frequency Percentage

Gender
Female 22 73.30
Male 8 26.70

Marital status
Married 19 63.30
Widow 8 26.70
Separated/Divorced 2 6.70
Single 1 3.30

Formal education

Never learn 3 10.00
Less than primary school 3 10.00
Primary school 19 63.30
High school 2 6.70
Bachelor Degree 3 10.00
Occupation
Farmer 15 50.00
Unemployment 8 26.70
Retiree 3 10.00
Seller 3 10.00
Employee 1 3.30

Item analysis. The alpha coefficient was used to examine correlations
between item to item, items to subscale, and item to total. The results of item analysis
are shown as  Table 4. The correlations between item and total scores illustrated that
there were seven items (item # 6, 7, 8, 22, 26, 29, 44), as in the appendix F, correlated
with the total score lower than 0.3 (.04 - .27). In addition, Table 5 shows the results of

the correlation between subscale to subscale and subscale to entire scale.
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Table 4
Correlation coefficients of item analysis (item to item, item to subscale, and item to

entire scale) of the second draft 47-item TER scale (n=30)

Scales Item — item Item — subscale  Item — entire scale
I AM 0.00 - 0.68 0.11-0.69 0.03 -0.73
I HAVE 0.01 -0.66 0.18-0.76 0.14-0.77
I CAN 0.01 -0.60 0.39-0.74 0.13-0.76
Entire scales 0.00 -0.73
Table 5

Correlation coefficients of subscale analysis (subscale to subscale and subscale to
entire scale) of the second draft 47-item TER scale classified by three subscales and

entire scale (n=30)

Scale Entire score I AM I HAVE I CAN
I AM 0.93* 1.00 0.75* 0.84*
I HAVE 0.89* 0.75* 1.00 0.74*
I CAN 0.94* 0.84* 0.74* 1.00
Total 1.00 0.93* 0.89* 0.94*
*p<0.01

Internal consistency assessment. The second draft 47- item TER scale
was tested on its internal consistency using Cronbach’s alpha coefficients. The
correlation of TER item scores within each subscale and entire scale were calculated.

As shown in Table 6, the alpha coefficient of the entire scale of the TER scale second
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draft was at .94. The alpha coefficients of the subscales were from 0.83 to 0.86

(IAM=0.86, 1 HAVE =0.84, and I CAN = 0.83).

Table 6

Alpha coefficients of the second draft 47- item TER scale (n = 30)

Scale Nu,m ber of Mean SD Alpha
items

I AM 18 60.41 6.90 0.86

I HAVE 13 35.47 5.28 0.84

I CAN 16 40.83 5.84 0.83

Total 47 136.73 16.19 0.94

The results of pre testing supported the preservation of 47 items on the
TER scale since the total item correlations were acceptable. Therefore, the

psychometric properties of the scale were to be further examined in the field testing.

Step 4: Field testing

Field testing of internal consistency, item analysis and exploratory
factor analysis were conducted by using 517 Thai elderly living in a community. The
results of this step including sample demographic data are presented as follows:

Sample demographics. The subjects were Thai elderly aged 60 or
older. Most of them were female (71.4%) with age ranged from 60 to 93 year (M =
70.36, SD = 7.27). Almost all was Buddhist (95%). The majority was married (54.2
%) while the rest was widowers (33.2 %). Primary level of educational was the most
common. Most respondents were living with spouse and children (58.4%). The

majority was unemployed (38.3%) and the remainder was farmers (35.4%). Their
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individual income ranged from 500 to 80,000 baths (M = 7,425.44, SD = 10, 531.82)

(Table 7)

Table 7

Frequency, and percentage of the sample classified by demographics (n=517)

Demographics Frequency Percentage
Gender

Female 369 71.37

Male 148 28.63

Age ranged from 60 — 93 years (Mean = 70.36, SD = 7.27)

Marital status

Married 280 54.20
Widow 174 33.70
Separated/Divorced 30 5.80
Single 33 6.40
Religion
Buddhism 491 94.97
Islamic 23 4.45
Christian 3 0.58
Formal education
None 69 13.35
Less than primary school 69 13.35
Primary school 306 59.19
High school 44 8.51
Graduate school 29 5.60
Living arrangement
With spouse & children 302 58.40
With spouse 79 15.30
With children or relative 57 11.00
Alone 49 9.50

Shelter home 30 5.80
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Table 7 (continue)

Demographics Frequency Percentage

Perceived physical health condition

Good 182 35.30
Fair 253 49.20
Poor (having more than 1 physical illness) 80 15.50
Mental health condition
Good 335 65.00
Fair 156 30.30
Poor (having multiple emotional problems) 24 4.70
Major adverse life experience
Have 480 92.80
Not have 37 7.20
Occupation
Unemployed 198 38.30
Agriculture 183 35.40
Seller 55 10.60
Employee 46 8.90
Retirement 35 6.80

Income ranged from 500 — 80,000 baths (Mean = 7,425.44, SD = 10, 531.82)

4.2 Internal consistency The second draft 47-item TER scale was examined
on its internal consistency using Cronbach’s alpha coefficients. The alpha of each
subscale and total scale was evaluated. As shown in Table 8, the alpha coefficient of
the total second draft TER scale was .94. The alpha coefficients of the TER subscales

were 0.83 —0.86 (I AM = 0.86, I HAVE = 0.84, I CAN = 0.83).
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Table 8

Alpha coefficients of the second draft 47-item TER scale (n = 517)

Number of

Scales ems Mean SD Alpha
I AM 18 60.41 6.90 0.86
I HAVE 13 41.33 6.08 0.84
I CAN 16 49.45 6.80 0.83

Total 47 136.73 16.19 0.93

Item analysis. The correlations between item to item, item to subscales,
item to total, subscale to subscale, and subscale to entire scale of field testing are
presented in Table 9. Item to item correlations ranged from 0.02 to 0.47. In addition,
the correlations of item to subscales were calculated and it was found that correlations
of item to each subscale ranged from .26 to .61. There were five items correlated with
the score of entire TER scale lower than 0.3 (item #29, 31, 40, 44, and 47 as in

appendix G).

Table 9

Correlation coefficients of the second draft 47-item TER scale (n=517)

Scales Item — item Item — subscale Item — total
1AM 0.07 - 0.51 0.38-0.61 0.34-0.58
I HAVE 0.11-0.51 0.35-0.59 0.29 -0.61
I CAN 0.04 -0.45 0.26 - 0.56 0.20-0.58

Entire scale 0.02 -0.47
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The item analysis revealed various sizes of correlation between item to
item ranging from 0.04 — 0.51, and most of them exceeded .30. However, there were
five items that had item- total correlation lower than 0.3. As mention by Ferkitch
(1990) and Nunanlly and Burnstain (1994), with respect to the low number of
significant pairs and appropriated correlation coefficients between .30 and .70. Also
Munro (2005) accepted item to total correlations should range from 0.3 to 0.7. The
researcher also recognized the lack of clarity among those items, e.g., “I can sleep
well even in time of suffering,” which was recommend to be adjusted to “I don’t know
how to rate this item because I cannot sleep well neither during happy nor hard time,”

2

or “I can sleep well both during happy and hard time.” Therefore, those five items
were dropped from the analysis at this point for their failure to manifest the same
underlying variables as others. The second draft 42-item TER scores of 517 subjects
were further calculated for exploratory factor analysis.

Exploratory factor analysis. The 42- items TER scale third draft was
investigated on its internal structure. The steps of analysis were: 1) descriptive factor
analysis, 2) factor extraction using principal components method, and 3) varimax
rotation. The results of exploratory analysis are presented as follows:

1. Descriptive factor analysis. Two statistics were used in this step,
Bartlett’s test of sphericity and Kaiser — Meyer —Olkin (KMO) which aimed to
confirm the appropriateness of applying factor analysis. The Bartlett’s test of
sphericity revealed the high inter —item correlation significantly (y* = 7246.87, p <

.00).The KMO reported the estimated sampling adequacy at .93 which considering the

excellent indication factorability.
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2. Factor extraction. The factor extraction yielded communalities of 42
variables ranged from .23 — 56. In this step, nine components with initial eigenvalues
greater than 1 ranged from 1.04 to 11.7, and total variance explained at 54.51 were
reported. Furthermore, Scree plot figure that indicated a number of 3 -5 factors should
be examined (Figure 5). The rotation with orthogonal varimax method was further

calculated.

Scree Plot

Eigen
value

1 4 7 10 13 16 19 22 25 28 31 34 37 40
Component Number

Figure 5 The Cattle’s Scree plot of the second draft 42-item TER scale

3. Varimax rotation. After rotation, the number of each factor was: the
first 3 factors consisted of 6-8 items, whereas the forth to the seventh consisted of 4
items, the eighth consisted of 3 items and the ninth consisted of 2 items, with total
variances explained of 54.51% (Table 10). The result was considered low- level in the
hierarchy of factors. As noted by Comrey & Lee (1992), the low- level factor seemed

to be less meaningfulness to the overall analysis.
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Total loading, percent of variance, and cumulative percentage of the second draft 42-

item TER Scale classified by factor loading (Eigen values equal to or greater than 1)

Extraction sums of

squared loadings

Rotation Extraction sums of
squared loadings

Factor
Total Percent of Cumulative Total Percentof  Cumulative

Variances (%) Variances (%)
1 11.70 27.87 27.87 4.06 9.67 9.67
2 2.03 4.83 32.70 3.34 7.99 17.63
3 1.54 3.67 36.37 2.90 6.90 24.54
4 1.51 3.60 39.97 2.39 5.69 30.22
5 1.48 3.53 43.51 2.28 5.42 35.64
6 1.33 3.17 46.69 2.26 5.38 41.02
7 1.18 2.82 49.51 2.00 4.74 45.76
8 1.05 2.50 52.01 1.99 4.42 50.49
9 1.04 2.49 54.51 1.69 4.02 54.51

After factor extraction, it was difficult to interpret and name the factors

on the basis of their factor loading. Typically, the criterion of principal components

analysis, which is the first factor, accounts for the maximum part of the variance; this

will often ensure that most variables have high loading on the most important factors,

and small loading on other factors (Field, 2000). Thus, the interpretation of the factors

can be difficult. Factor rotation, however, can be used to solve this difficulty because

it alters the pattern of the factor loading and so can improve interpretation. The

orthogonal rotation with varimax method was used in this study to carry out the

rotation. In this step, the five factors followed by Scree plot criterion was carried out

and factors loading exceeding 0.3 were retained. Parsimony and interpretable solution
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were considered as criteria for factor solution. The structures of the five factors were
not optimal interpretation as they seemed less theoretically organized. Furthermore
the total variance accounted for was only 43.51 %. Therefore, the 42 variables were
reconsidered by examining the communality of items that lower than 0.40. Eighteen
items that had communality ranged from 0.23 - 0.40 were eliminated because of less
value to explain the total variables. Furthermore, eliminating these 18 items did not
substantially decrease the alpha coefficient. Finally, the 24 items TER scale was
remained.

The 24-item TER scale was then re-analyzed. The five components with Eigen
values greater than 1 were retrieved from the analysis. The factor loading cut of point
was set at .45 in order to reduce side loadings. The new five factors were more
optimal, parsimonious, theoretically organized, and presented a simple structure. Each
factor could be interpreted as a distinct psychological meaning. The new total
variance accounted for was 54.56%, with Eigen value range from 1.20 — 7.60, and
factor loadings from 0.50 - 0.71. The item statement and communality of each item in
the TER scale, which was the proportion of variance in an item explained by the five
factors, was reported in Table 11. The 24 items- TER scale, factors, and factor loading
on each factor from varimax rotation are shown in Table 12. Overall factor loading on

each component was shown in Appendix H.
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Item statement and communalities of the third draft 24- item TER scale classified by

item number (n=517)

Item .
o Item statements Communality
2 Enjoy talking with others 0.53
4 Being patient when dealing with hardship 0.56
5 Being confident to handle life problems 0.54
8 Having a valuable life 0.52

11 Having a sense of humor 0.49

13 Being proud of self 0.54

17 Being satisfied with living conditions 0.50

18 Enjoy participating in group activities with others 0.56

19 Having a chance to talk with others on a daily basis 0.53

20 Having a chance to help others 0.51

21 Having a chance to join group activities with others 0.57

22 Having a chance to pray for good life 0.55

23 Having a chance to conduct spiritual practice regularly 0.58

24 Having at least one trusted people to talk to 0.54

25 Having at least one trusted family member 0.61

26 Having at least one person who can provide financial support 0.54

27 Having peers who can give mental support when needed 0.52

28 Always rely on spiritual beliefs 0.57

34 Being able to release tension by self 0.54

35 Good emotional control during hardship 0.49

36 Positive self talk when facing with hardship 0.60

37 Share suffered feelings with trusted people 0.57

38 Learn from previous adverse life events 0.53

43 Using religious doctrine to solve the problems 0.61
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Factors and factor loadings of 24- item TER scale (N = 517)
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Variance

Item no. Factors and item statements Eigen value explained Factor
(%) loading

Factor 1: Be able to join with people 3.21 13.37
2 Enjoy talking with others 0.69
21 Having a chance to join group activities with others 0.68
11 Having a sense of humor 0.66
19 Having a chance to talk with others on a daily basis 0.59
20 Having a chance to help others 0.57
18 Enjoy participating in group activities with others 0.55

Factor 2: Be confident to live 2.56 10.68
8 Being valuable life 0.66
4 Being patient when dealing with hardship 0.63
5 Being confident to handle life problems 0.60
17 Being satisfied with living conditions 0.54
13 Being proud of self 0.53

Factor 3: Having social support 2.50 10.43
25 Having at least one trusted family member 0.71
26 Having people who provide financial support 0.70
24 Having one trusted people who provides emotional support 0.62
27 Having networks or groups who provide emotional support 0.50
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Table 12 (continue)

Variance Factor
Item

o Factors and item statements Eigen value explained loading
' (%)

Factor 4: Living with spiritual security 2.44 10.17

22 Usually pray for happy life 0.70
23 Engages in religious practice regularly 0.67
28 Always rely on spiritual beliefs 0.66
43 Usually using religious doctrine to solve problems 0.63
Factor 5: Be able to de-stress and manages problems 2.38 9.19

36 Usually positive self talk when suffering 0.72
38 Learning from previous adverse life events 0.60
34 Usually relieve stress from day-to-day problems by self 0.60
35 Good emotional control in difficult 0.52
37 Often share suffered feelings with trusted people 0.50

Total variance explained (%) 54.56

Table 12 presents the results of rotated varimax solution for five factors
principle component solution. Most items loaded on a single factor. The data indicates
that the varimax rotated factor solution meet the simple solution criteria set forth by
Thurstone (1947), which believes that there is at least one item for each principle
component for which the loadings are closed to zero. Ultimately, the final version of
TER scale consisted of 5 factors, with total of 24 items, and was able to explain a total

variance of 54.56%. The resulting 5 factors included: 1) be able to join with people 2)
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be confident to live 3) having social support 4) living with spiritual security and 5) be
able to de-stress and manage problems. The details of each factor are provided as the
follows.

Factorl consisted of 6 items with factor loadings ranging from .55 t0.69 and
account for 13.36 % of variance with an eigenvalue of 3.20. An examination of each
item, as shown in Table 13, reveals that all items reflect attributes of engage activities
with others, i.e., enjoy talking with others, enjoy joining in group activities and having
a chance to meet with others. Therefore, this factor was labeled as “be able to join

with people”

Table 13
Factor loadings and communalities of each item in Factor I: Be able to join with

people (n=517)

[tem Factor = Communalities
o Item statements loadings (hz)
2 Enjoy talking with others 0.69 0.53
21  Having a chance to join group activities with others 0.68 0.57
11  Having a sense of humor 0.66 0.48
19 Having a chance to talk with others on a daily basis 0.59 0.53
20  Having a chance to help others 0.57 0.51
18  Enjoy joining group activities with others 0.55 0.56

Eigen value 3.20

% of variance 13.36
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Factor 2 consisted of 5 items with factor loadings ranging from .52 to.65, and
account for 10.68 % of variance with an Eigen values of 2.56. An examination of each
item, as shown in Table 14, reveals that all items reflect the attributes of be confident
to live, i.e., being a life valuable, patience to endure hardship, confidence to handle

life problems, etc. Thus, this factor was labeled as “be confident to live”

Table 14

Factor loadings and communalities of each item in factor I1: Be confident to live

(n=1517)
Item
Factor  Communalities
It
no em statements loadings ()
8 Being valuable life 0.65 0.52
4 Being patience when dealing with hardship 0.63 0.56
5 Being confidence to handle life problems 0.60 0.54
17 Being satisfaction with life conditions 0.54 0.50
13 Being self pride 0.53 0.54
Eigen value 2.56
% of variance 10.68

Factor 3 consisted of 4 items with factor loadings ranging from 0.50 to 0.71
and account for 10.42 % of variance with an eigenvalue of 2.50. An examination of
each item, as shown in Table 15, reveals that all items reflect the perception of
various kinds of social support, 1.e., having at least one trusted family member, having

at least one person who provides financial support, having one trusted person who
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unconditionally provides emotional support, etc. For this reason, this factor was

labeled as “having social support.”

Table 15

Factor loadings and communalities of each item in Factor IlI: Having social support

(n=>517)

Item [tem statements Factor Communalities
no loadings (h?)
25  Having at least one trusted family member 0.71 0.61
26  Having people who can provide financial

support 0.70 0.54
24 Having one trusted person who provides
unconditional emotional support 0.62 0.54
27  Having networks or groups which can
provide support as needed 0.50 0.52
Eigen value 2.50
% of variance 10.42

Factor 4 consisted of 4 items with factor loading ranging from 0.62 to0 .69

and account for 10.17 % of variance with an Eigen value of 2.44. An examination of

each item, as shown in Table 16, reveals that all items reflect the attributes of spiritual

belief, i.e., engage in religious practice regularly, always rely on spiritual beliefs, etc.

This factor was thus labeled as “living with spiritual security.”
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Table 16
Factor loadings and communalities of each item in Factor IV: Living with spiritual

security (n = 517)

Item Item statements Factor Communalities
1no. loadings (h?)

22 Having a chance to pray for good life 0.70 0.55

23 Engage in religious practice regularly 0.67 0.58

28  Always rely on spiritual beliefs 0.66 0.57

43 Use religious doctrine in solving problems 0.63 0.61

Eigen value 2.44
% of variance 10.17

Factor 5 consisted of 5 items with factor loadings ranging from 0.52 to 0.71
and account for 9.19 % of variance with an eigenvalue of 2.38. An examination of
each item, as shown in Table 17, reveals that all items reflect the attributes of
relaxation and stress management, i.e., positive self talking, learning from previous
experienced, trying to relieve stress by self, etc. Thus, this factor was labeled as “be

able to de-stress and manage problems.”
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Factor loadings and communalities of each item in Factor V: Be able to de-stress and

manage problems (n = 517)

Item Factor Communalities

o Item statements loadings (hz)
36  Positive self talk during suffering 0.72 0.60
38  Learn from previous adverse life experience 0.60 0.53
34 Usually relieve stress by self 0.60 0.54
35 Being calm when dealing with a stressful

event 0.53 0.49
37  Share suffered feelings with a trusted person 0.50 0.57

Eigen value 2.38
% of variance 9.19

Step 5: Final testing

The 24 — items TER scale final draft was used as an instrument in final

testing which utilized 4 approaches: hypothesis testing, known group technique,

stability, and internal consistency. The results of each approach are presented as

follows:

Hypothesis testing. The hypothesis of this study, “the Thai elderly who

are resilient would be mentally healthy,” was tested. As shown in Table 18, there is a

strongly positive correlation between the total scores of the Thai Elderly Resilience

Scale and the Thai Mental Health Indicator (TMHI) (r = 0.84, p <.01). The result thus

supported the construct validity of the newly developed TER scale.
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Table 18
Mean, standard deviation, and correlation coefficient identified by the third draft TER

score and TMHI score (n = 30)

Total scores X SD r
TER scale 77.26 9.44 0.84*
TMHI 63.50 7.66

*p <0.01

4.2 Known group comparison. Thirty subjects, drawn from each of the
two groups of the elderly living with spouse and /or children and the elderly living in
shelter home, were used for construct validity evaluation of the TER scale using
known group technique. The comparison of mean difference between resilience
scores of the two groups, shown in Table 19, indicates that the first group represented
higher score of resilience than the latter. The t — test analysis indicated that mean
scores of the TER scale of both groups had a statistically significant difference at the
0.01 level. The results indicated that the newly developed TER scale could
differentiate elderly resilience between those with the higher sense of family support
and those with lower sense of family support. The findings supported the construct

validity of the TER scale.
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Tablel9
Mean, SD, and t — value of the TER total scores of elderly in different living

arrangement (n = 60)

Group of the elderly n M SD T

Elderly living with spouse and/or children 30 77.26 9.44 6.33%

Elderly living in shelter home 30 63.50 7.66

*p <0.01

Stability evaluation.  Stability evaluation of the TER scale using 2-
week interval between testing periods was assessed by asking 30 Thai older adults
living in a community to complete the TER scale twice. A Pearson Product moment
correlation coefficient was calculated using the total TER scores at time 1 with the
total scores of time 2. As shown in Table 20, the stability of the total TER scores at
time 1 was 79.16 (SD = 8.71) and scores at time 2 was 78.46 (SD = 8.36) both of
which demonstrated a high level correlation at 0.91. Furthermore, the mean score of
all subscales at time 1 ranged from 13.03 to 18.90 and scores at time 2 ranged from
12.60 to 18.83 including correlations between time 1 and time 2 ranged from 0.72 -
0.93. Thus, the results of the test - retest reliability provided evidences that the score
variation of 24-item TER was stable over a 2-week period during which time they

were examined by the Thai elderly.
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Stability estimates of the total scores for TER time I and TER time 2 (n =30)
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TER time 1 TER time 2
Scales r
Mean (SD) Mean (SD)
Be able to join with people 18.90 (3.04) 18.83 (2.80) 0.84*
Be confident to live 17.66 (2.80)  17.63 (1.60) 0.72%*
Having social support 13.16 (2.06)  12.60 (2.22) 0.80*
Living with spiritual security 13.03 (2.12)  12.90(1.93) 0.92*
Be able to de-stress and manage problems  16.40 (2.55) 16.50 (2.33) 0.93*
Total 79.16 (8.71)  78.46 (8.36) 0.91*
*p<0.01

TER time 1 = TER score at the first time
TER time 2 = TER score at the second time

Internal consistency assessment. This type of reliability was re-evaluated by
using 517 elderly subjects. The final 24- item TER scale was used to calculate for its
alpha coefficients on subscales and total scores. The finding revealed the overall
internal reliability was still good (o = 0.91) and alpha of each factor ranged from 0.70
- 0.80 (Table 21). In addition, the correlations among the five factors and the factors
with the entire scale were all significant (r = 0.42 — 0.58 and r = 0.73-0.83,
respectively, p < 0.01) (Table 22).The results provided evidences supporting for the

reliability of the newly developed TER scale.
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Table 21
Cronbach’s alpha coefficients and number of items for total and five subscales of the

TER-Scale final version (n =517)

Scales Number of items Alphas

Be able to join with people 6 0.80
Be confident to live 5 0.74
Having social support 4 0.70
Living with spiritual security 4 0.74
Be able to de-stress and manage problems 5 0.72

Total 24 0.91

Table 22

Relationships among the factors and between the factors and the total scale (n = 517)

Factors F1 F2 F3 F4 F5

Be able to join with people (F 1) -

Be confident to live (F 2) 0.58* -
Having social support (F 3) 0.50* 0.46* -
Living with spiritual security (F4) 0.50* 0.42* 0.49* -

Be able to de-stress and manage problems 0.53* 0.56* 0.52*% 0.49* -
(F5)

Total 0.83* 0.78* 0.74* 0.73* 0.79*

*p < 0.01
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Summary of the results

The findings of these data analyses indicated the TER scale was conceptually
constructed. The scale demonstrated sound psychometric properties with good
internal consistency and test - retest reliability. As a measuring tool, it was able to
effectively differentiate resilient elderly. Analysis of the factor composition of the
TER scale revealed five underlying dimensions, which support the theoretical
understanding of resilience as a multidimensional construct. Discussions of the results

are presented as follows.

Discussion

This study aimed to develop and evaluate the psychometric properties of the
Thai Elderly Resilience scale (TER scale). The subjects were 531 Thai elderly aged
60 and older. The 14 elderly, representing all four regions of Thailand, were
interviewed and participated in group discussion to specify the TER domains.
Meanwhile, the other 517 Thai elderly, all living in 4 provinces of southern Thailand,
were invited to be part of the stage of psychometric property evaluation. The subjects
were purposely selected from various settings, i.e., general community residences,
elderly clubs, primary care units, shelter homes, and Tsunami affected areas. The
discussion involved responding to the research questions which are presented as
follows:

Research question 1: What are the components of the TER Scale?

The study results revealed five specific factors of the TER scale which appear
to be conceptually consistent with those constructs in the existing tools (Connor &

Davidson, 2003; Friborg et al., 2006; Ryan, 2009; Sinclair & Wallston, 2004; Smith,
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Dalen, Wiggins, Tooley, Christopher, & Bernard, 2009; Ryan, 2009: Takviriyanun,
2008; Thai Mental Health department, 2008; Wagnild & Young, 1993). The following
discussion provides logical, conceptual and evident supports for the existing
constructs of the TER scale.

The discovery of five factors in this study are: 1) be able to join with
people, 2) be confident to live, 3) having social support, 4) living with spiritual
security, and 5) be able to de-stress and manage problems. These factors reflected
internal and external aspects of resilience. In addition, they are evidence that the study
is congruent with previous studies’ findings in which resilience is a multidimensional
construct, incorporating both internal and external factors and encompassing
emotional, spiritual, social, cognitive, and physical domains (Arthur et al., 2002;
Garmerzy, 1985; Garmezy, 1993; Polk, 1997; Garmerzy & Rutter, 1985; Kaplan,
1999; Kumpfer, 1999; Luthar et al., 2000; Maluccio, 2002; Richardson, 2002;
Staudinger, Marsiske & Baltes, 1993; Seligman & Csikszentmihalyi, 2000; Werner &
Smith, 1992).

However, when the factor structure of the TER scale were assessed, the
dimensionality of the instrument was similar to the three original domains, “I AM,”
“I HAVE,” and “I CAN,” as described by Grotberg (2003) for some degrees. “I AM”
or internal factor was revealed by the domain of “be confident to live” indicating the
inner strength of living when experiencing hardship. “I HAVE” or external factor
expressed as “having social support” and “living with spiritual security.” “I CAN”
was existed as being able to join with people and being able to de-stress and manage
problems.” The differences in present study may be explained that I AM from

Grotberg’s perspective was described as one self perception of respectful of own self
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and others details; whereas, I AM in this study was viewed as having confidence to
live despite hardship. In addition, “I HAVE” also confirmed the differences of
components in term of spiritual support that does not occurred in the previous study.

According to the original factors that make up resilience, they were developed
from a total of 589 children participants as well as their families and care givers from
30 countries, while the result of this study was derived from a total of 531 older adults
in Thai context. It is possible to point out that Thai elderly developed their resiliency
through believes and spiritual activities at any point in their life cycle. Lastly, | CAN
was shown the differences in term of previous studies that valued the skills of finding
ways or others to help when suffering; whereas, Thai elderly valued the skills of being
with people and self help instead. Moreover, the differences may be arisen from
multiple elements (e.g. sample demographics, situations, and cultural context) which
were asserted and influenced individual’s resilience (Ryff, Singer, Love & Essex,
1998; Staudinger, Marsiske & Baltes, 1993). However, the cultural differences were
seemed to be the most important factor.

Furthermore, the results showed that “being able to join with people” was the
most powerful contributing factor to resilience in Thai elderly (% of variances =
13.36). As known by the common trait of most Thai people, they value and depend on
inter-personal relationships with others. Other common attributes of the Thai elderly
such as hoping to get some help from their networks, relying on faith with adversity,
and doing spiritual practice for gaining connection with supernatural power are
additional evidences support for the particular Thai elderly characteristics. In
addition, the study also revealed that the resilient in elderly is their independency

rather than asking for help from others while facing adversity. This aspect made them
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become self-reliant. However, Thai elderly may not need all of those features in the
same time to be resilient, but one may not enough. In addition, the study results
revealed the strong relationships among five factors (r =, 0.73 — 0. 83), this means that
having more of these characteristics create more level of resilience.

Be able to join with people

This factor includes 6 items which represent social characteristics such as
enjoy socializing, having opportunity to socialize, having a sense of humor during
friendship, etc. All participants in the step of domain identification (n=14) reported on
the benefit of socialization. The attribute relevant with other concepts include
altruism, friendliness, being well-linked with peers, social enjoyment and cooperative
which are important psychological resources at the later stage of life (Bar & Shiff,
2000). In addition, previous studies confirm that family and social networks play
important role in building greater resilience. Furthermore, secure interpersonal
relationships provide an important source of emotional support. (Greff,
Vansteenwegen & Ide, 2006; Kumpfer, 1999; Luthans Vogelgesang, & Lester, 2006;
Masten & Reed, 2005; Rotter, 1989; Ryan & Deci, 2000). Moreover, Fiori,
Antonucci, & Cortina (2006) also agree that an active social network of family and
friends can promote healthy aging through a variety of mechanisms including tangible
and emotional support. However, the result may be distinguished from Staudinger et
al. (1995) notion by older people are highly selective about their social relationships
and optimize their social contacts by concentrating on those that provide emotional
and affective benefits, comments from the participants in this study seem to suggest a
different pattern. These participants seemed to welcome new friendships and love to

join with others. Furthermore, the attribute is also distinct among age groups,
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Takviriyanun (2008) reports that inner strength is reported to be the substantial
component of resilience among Thai adolescents, the present study implicates that
having good relationships with others are more commonly shared among resilient
Thai elderly than inner strength.

Be confident to live

This component includes 5 items — value of life, patience, confidence, satisfied
with life, and pride in self — all of which refer to an individual’s feeling and concepts
about self and abilities to deal with life’s challenges. The result supports the fact that
Thai elderly who can successfully cope despite adversity need to have positive view
of self, especially the sense of mental strength. This means that the healthier the mind
the greater the resilience. The elderly who have the sense of mental strength should
have high ability to deal with crisis. The emotionally healthy are often in control of
their emotions and their behaviors. They are able to handle life’s inevitable
challenges, build strong relationships, and lead productive and fulfilling lives. When
bad things happen, they’re able to bounce back and move on. Several studies indicate
that resilience is associated with emotional health (Broyles, 2005; Humphreys, 2003;
March, 2004; Nygren et al., 2005; Rew, Taylor-Seehafer, Thomas, & Yockey, 2001).
Terms that are used to describe these internal characteristic are self-efficacy and self-
esteem (Bandura, 1979; Rutter, 1997). Evidence suggests that positive self-esteem,
self-confidence, self-reliance, and self-efficacy are important components of
resilience (Baldwin et al., 1993; Brooks, 1994; Cederblad, Dahlin, Hagnell, &
Hansson, 1994; Cicchetti, Rogosch, Lynch, & Holt, 1993; Conrad & Hammen, 1993;

Masten, 1994; Milgram & Palti, 1993; Taylor, 1994)
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Having social support

This component includes 4 items such as having someone in family who can
be trusted, having someone, form the family or a group network, who can provide
emotion and financial support. All participants stressed that emotional support is an
important kind of social support and is seen as a source of affection, comfort, and
companionship. Hupcey (1998) emphasizes that the social support component is
influential to resilience. Also as mentioned by Shaw et al. (2007), older people tend to
focus the bulk of their social outreach and contact on their closest social networks,
specifically family members. In addition, social support from the wider community
also serves as a building block for resilience (Greff, Vansteenwegen & Ide, 2006;).
Kumpfer, 1999; Luthans Vogelgesang, & Lester, 2006; Masten & Reed, 2005; Rotter,
1989; Ryan & Deci, 2000).

Living with spiritual security

This component includes 4 items — having a chance to pray for good life,
engaging in religious practice regularly, relying on spiritual beliefs, and using
religious doctrine to solve problems. Generally, spiritual belief is viewed as divine
powers that assure the elderly that they are not alone. Prayer is seen as a means to
reach for help during difficult times. This component seems to be congruent with the
attributes related to resilience, i.e., personal beliefs and values (Polk, 1997), having a
strong faith, belief in a divine power, and prayer , (Crummy, 2002), religiosity,
spirituality, and faith (Ong & Bergerman, 2004 Corner & Davidson, 2003), culture-
based health beliefs (Felten, 2000), personal support and other kinds of support
(Takvirtyanan, 2004), and feeling connected (Alex, 2010). Furthermore, religious or

spiritual belief has been implicated as an external component that can aid resilience
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by instilling a sense of hope in some individuals (Connor & Davidson, 2003; Johnson,
2000). Moreover, additional evidence supports resilience as an ability to successfully
adapt using strong faith and spiritual upbringing of the elderly widowers following the
death of a spouse (Crummy, 2002).

Be able to de-stress and manage problems

This component consists of 5 items such as, positive self talk, learning from
previous experiences, relieving stress by self, and sharing suffered feelings with a
trusted person. This component reflects the capacity of an individual to cope during
difficulty which is central to their resilience. Resilient individuals are more likely to
feel confident that they can cope successfully with adversity, and often employ a
range of problem-solving and emotion-focused strategies (Caltabiano & Caltabiano,
2006; Masten & Reed, 2005; Rutter, 1987).

Research question 2: To what extent does evidence support the content
validity of the TER scale?

The TER scale has been tested for its content validity by a panel of six
experts specialized in the area of resilience and elderly. They were invited to evaluate
the relevancy of all generated items based on provided conceptual definitions. A total
CVI of the TER scale was .97 which indicated that the content validity is effectively
representative of the Thai elderly resilience. Content validity concerns all items’
content based on the structural concept of variables that it intends to measure, the
items thus need to reflect full range of the attributes of the concept being measured
(Lynn, 1986). Moreover, the item pool was obtained from specific sources, existing
literatures and evidences related to elderly resilience including interviews and

discussion among group of Thai elderly related to resilience which is representative of
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relevant population. Therefore the evidence supports the content validity of the TER
scale.

Research question 3: To what extent does evidence support the construct
validity of the scale?

Three methods used for construct validity evaluation of the TER scale were
factor analysis, known group technique, and hypothesis testing. Their results were
expected to provide evidences supporting for the construct validity of the TER scale.
The results of exploratory factor analysis indicate that the 5-factors TER scale with 24
items is a well-constructed instrument to measure resilience of the Thai elderly. All
items in each component of the scale are well organized which is illustrated by each
factor having an eigenvalues greater than 1.0 and any variance > 5.0% (Munro, 2005).
In addition, scores from all five factors, which together accounted for 54.56 % of the
variance of total TER score, indicate that the TER scale is adequate for capturing the
main attributes of the Thai elderly resilience (Devellis, 1991).

In order to prove the hypothesis of which resilience is positively associated
with mental health, the study must confirm that resilient Thai elderly participants (as
measured by TER scale) are mentally healthy (as measured by Thai Mental Health
Indicator: TMHI). As expected, the Thai elderly participants with high resilience
score (TER) showed significantly high TMHI scores. Undoubtedly, this evidence not
only supports the research hypothesis but also the construct validity of the TER scale.
Similar theoretical proposition regarding the positive correlation between resilience
and mental health has been in fact supported by several studies (Broyles, 2005;
Hardy, Concato & Gill 2002; Humphreys, 2003; March, 2004; Nygren et al., 2005;

Rew, Taylor-Seehafer, Thomas & Yockey, 2001; Wagnild, 2003). Furthemore, Friedli
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(2009) also specified that resilience, health asset, capabilities, and positive adaptation
are fundamental element of mental health that enable people both to cope with
adversity and to reach their full potential and humanity. These collective findings lend
a tremendous support to furthering a study of Thai elderly resilience as a state and/or
trait measure. A hypothesis that resilience may be considered both state and trait
could be tested.

Furthermore, known group technique was also used to test the construct
validity of the scale. The results found a significant difference between the mean
scores of the two groups, Thai elderly participants who lived with spouse and children
and those who lived in shelter homes. It is possible to point out that family and social
support networks play a significant role to promote resilience in Thai elderly. The
statement was supported by the evidence of “be able to join with people” as the
priority to explain resilience in Thai elderly. The hypothesis is proved once again that
social support plays a significant role in nurturing resilience in Thai elderly. These
findings further support construct validity of the scale, i.e., the TER scale can
differentiate the resilient Thai elderly. Many studies also have supported the idea that
the primary contributing factor of resilience is to have caring and supportive
relationships, including relationships that create love and trust as well as
encouragement and reassurance, within and outside the family unit (Felten, 2000;
Bauman, Sheri, Adams, Harrison,Waldo & Michael, 2001; Shen & Zeng, 2010;

Takvivriyanun, 2008; Netuveli, Wiggins, Montgomery, Hildon & Blane, 2008).
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Research question 4: To what extent does evidence support the reliability of
the instrument?

The results of reliability evaluation of the TER scale were confirmed on its
internal consistency and stability. The internal consistency reliability of the TER scale
is considered high since the Cronbach’s alpha for overall TER scale received from
three times testing, pre testing, field testing, and final testing ranged from 0.91 to
0.94. In addition, the internal consistency of the items within all subscales yielding
alpha ranged from 0.72 to 0.86 indicate a quite high degree of homogeneity.
Furthermore, the results of item-total correlations were at moderate to high (a0 = 0.39 -
0.61), indicating adequate reliability based on Burn & Grove (2001), Lynn (1985),
and Polit & Hungler (1999) who indicating a correlation coefficient of a newly
develop instrument is accepted at 0.70 or greater. This finding is consistent with the
studies using a similar framework (Grotberg, 1995) in assessing resilience factors
among Thai youth, whose coefficient ranged from 0.88 to 0.90 (Lhimsoonthon, 2000;
Takvirtyanun, 2002). In addition, the finding is also congruent with other resilience
scales, which used multidimensional construct of resilience reflecting alpha ranged
from 0.89 to 0.91(Connor & Davidson, 2003; Ryan, 2009; Smith et al., 2008; Yu &
Xhang, 2007; Lundman, Strandberg, Eisemann, Gustafson & Brulin, 2006). The
evidences support the internal consistency or homogeneity of all items in the TER
scale, thus appearing to collectively measure the concept of resilience and nothing
else (David, 1996; Jacobson, 2004). As a result, the final version of the 24- item TER
scale, yielding the alpha coefficient of 0.91, is considered as highly acceptable for a

newly developed instrument.
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The result of test- retest reliability evaluation (n = 30) using Pearson’s Product
moment correlation indicate stability of the TER scale over the two weeks period of
testing. The test re test correlation of 0.91 in this study was similar with a little study
that reported the stability estimate of the resilience scale from 0.61 to 0.89 at 1 month,
and 3 month duration (Connor & Davidson, 2003; Nygren, Randstrom, Lejonklou &
Lundman, 2004; Smith et al., 2008; Wagnild & Young, 1993; Yu & Xhang, 2007).
The evidence supports for the stability of the TER scale and additionally confirms the

nature of resilience as a trait construct.

Summary

The goals of this study were to develop a conceptual structure of resilience in
Thai elderly, a Thai version of elderly resilience scale (TER scale), and evaluate its
psychometric properties. The TER scale development consisted of stage of
development and psychometric evaluation. The results of all developing stage
including discussion on each research were described.

The results from the instrumentation produce a specifically cultural measure.
The constructs elaborate the underlying three sources of resilience, i.e., having
positive interpersonal & intrapersonal characteristics, social & spiritual supports, and
ability to de-stress and manage problems. The testing results of validity and reliability
prove TER’s internal consistency, stability, and construct validity. The findings
provided support for reliability and validity accepting the TER scale as a newly

developed instrument.
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CHAPTER 5

CONCLUSIONS AND RECOMENDATIONS

This chapter provides a summary of the study which is divided into three
parts. The first part focuses on the conclusion based on the results, the second part
sheds light on the strength and limitations of the study, and the last part proposes the

implications and recommendations from the study.

Conclusions

The purposes of the study were to identify a conceptual structure of the elderly
resilience in Thai context, to develop the scale to measure resilience in Thai elderly as
well as to evaluate its psychometric properties.

The investigation adopted a two-step approach: 1) an integrated systematic
review of national and international publications and 2) interviews & discussion with
a group of Thai elderly. Three resilience identifiers — “I AM,” “I HAVE,” and
“I CAN” — were used as a guide to conduct the interviews and to explore the initial
conceptual structure of resilience among the Thai elderly. Theories and research
models from extant literatures were consolidated and used as references. Three
domains, consisted of 19 components of the Thai elderly resilience, were revealed.
Once the mterviews & group discussion among 14 representatives of resilient Thai
elderly were conducted, three pre - specified domains, consisted of 18 components,

were confirmed.
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The first draft 50-item TER scale was generated from the existing domains
and content validity evaluation by 6 experts. After revision, the second draft 47- item
TER scale was developed with Content Validity Index (CVI) at 0.97. Then the face
validity testing, performed by 5 Thai elderly, suggested minor rewording. The second
draft TER scale with the same 47 items moved further on to the pre — testing stage.
The results revealed Cronbach’s alpha coefficient at .94 and acceptable majority of
item to item correlation, ranged from .30 -. 69. In conclusion, the second draft 47-
item TER scale was created with a sound internal consistency including acceptable
item to item correlation.

Field testing for item analysis, internal consistency, and factor analysis was
performed using the second draft 47- item TER scale. The results showed acceptable
correlations between item to item, items to subscale, subscale to subscale, subscale to
total, and item to total respectively. In addition, the internal consistency was reported
by the Alpha of 0.91. Exploratory Factor Analysis (EFA) was used to confirm the
construct validity. The scale’s 47 items were reduced to 24 items; the other 23 items
were deemed meaningless in estimating the latent variables due to their communality
lower than 0.40. The final TER scale (after EFA) consisted of 24 items categorized
within 5 factors, ie., 1) having positive interpersonal characteristics (6 items),
2) having positive intrapersonal characteristics (5 items), 3) having social support
(4 items), 4) having spiritual security (4 items), and 5) having ability to de-stress and
manage problems (5 items). The final draft TER scale was conducted in final testing.

Final testing of hypothesis testing, known group approach, stability, and
internal consistency was conducted in this step. The findings of hypothesis testing

showed that the Thai elderly who had higher scores on resilience had higher scores
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Thai Mental Health Indicator. A strong positive correlation between the two score
was evidenced (r = .84, p < .01), supporting the hypothesis that mental health has a
positive correlation with resilience. In addition, the known group approach using
t — test statistics indicated the mean TER scores of two groups of the elderly, one
living in shelter homes and the other living with spouse and children, was

significantly different (p <.01), supporting that the TER scale can differentiate

members of one group from another. Furthermore, the stability evaluation using
test — retest method, by having a group of the elderly examine the scale two different
times, demonstrated a high level correlation between time 1 & time 2 at 0.91. The
results confirmed the stability of the 24-item TER scale. Moreover, results of internal
consistency stated that alpha coefficient at 0.91 reflecting good reliability.

The final result of TER scale revealed 5 factors with 24 items, which would be
useful to thoroughly assess resilience in Thai elderly. In addition, it is designed so that

the Thai researchers and practitioners in the Thai elderly may apply it in Thai context.

Strengths and Limitations of the Study

The strength of this study lies in its theoretical foundation and methodology.
The underlying theories obtained from extant literature review and the qualitative data
from the interviews of Thai elderly were systematically processed and
aligned. Furthermore, the methodology, including the step-by-step scale development
- sample, instrument, data collection and data analysis, emphasizes the representation
of Thai context, e.g., sampling included the elderly from all four regions of Thailand,
taking Thai cultural values into consideration, etc. All of these effectively guarantee

that TER scale fit in Thai context.
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However, all studies have limitations and this study is no exception. The
generalizability of the research findings may be limited because the study sample was
obtained through convenience sampling including a greater representation of females
to males in elderly, which may affect the representativeness of the population.
Another limitation of this study is that the number of stressors or the degree of
adversity that people in this sample have faced was not specified; therefore it was
difficult to determine if all individuals viewed as resilient had experienced
comparable levels of adversity. In addition, the review of the literature revealed that
no prior theories, models, or ground information of elderly resilience in the Thai
context was available to use as the theoretical framework for this study. Finally, this
study employed a cross-sectional research design, whereas resilience is a dynamic
developmental construct that can be developed overtime of life span affect by various
factors. Therefore, longitudinal studies are recommended to follow the process of

resilience in case of individual resilience development.

Recommendations

The elderly resilience means the personal qualities that enable the elderly to
rebound from adverse life events and go on with their lives. The study’s results show
that Thai elderly resilience is fostered by positive interpersonal and intrapersonal
characteristics, having social support and spiritual security, and the ability to cope and
de-stress. Furthermore, the validity and reliability testing confirmed that the newly
developed scale can be used as an objective tool to assess the resilience level of Thai

elderly, especially for those at-risks of enduring difficult situations in life. Therefore,



127

the conceptual structure of the Thai elderly resilience and the newly developed scale
could have potential utility in both clinical practice and research, as presented below.

1. The understanding of the resilience in Thai elderly could be an important
benefit for the designing and implementation of nursing interventions to promote and
enhance resilience in the aging population.

2. The new TER scale could benefit nursing practice as it can be used to assess
and detect early signs of mental health problems among the elderly.

3. The level of resilience gained from the assessment can provide valuable
information on the risk of developing mental health problems among Thai elderly.
The appropriate intervention program can be built based on the elderly needs and
context. Moreover, the scale will be useful in an evaluation of the nursing
interventions by testing its effectiveness on the resilience level.

4. The resilience scale is not only useful for nursing practice but also
beneficial for nursing research focusing on mental health among the elderly. Since the
interrelatedness of the elderly resilience construct was disclosed by this research,
future research aiming to develop nursing knowledge through testing a middle range
theory of the elderly resilience can be conducted. Besides, nursing researchers will be
able to use the emerging data in this study to explore the relative factors of resilience

in order to gain understanding on the reality of mental health among the Thai elderly.



128

REFERENCES

Ajdacic-Gross, V., Ring, M., Gadola, E., Lauber, C., Bopp M, Gutzwiller. F., et al.
(2008). Suicide after bereavement: An overlooked problem. Psychological
Medicine, 38, 673-676.

Alters, S., & Schiff, W. (2001). Essential concepts for healthy living (2nd ed.).
London: John & Bartlett Publishers.

Amanda et al., (2009). Measurement and predictors of resilience among community
Dwelling older woman. Journal of Psychiatric Research, 43, 148-154.

American Psychological Association. (2004). The Road to resilience. Retrieved
January,15, 2010 from http://www.apahelpcenter.org/

Anderson, D.N. ( 2001). Treating depression in old age: The reasons to be positive.
Age and Aging, 30,13 —37.

Aroian, K.J., & Norris, A.E. (2000). Resilience, stress, and depression among Russian
immigrants to Israel. Western Journal of Nursing Research, 22(1), 54-67.
Retrieved, March, 12, 2010 from http://wjn.sagepub.com/

Arvaniti, A., Livaditis, M., Kanioti, E., Davis, E., Samakouri, M., et al. (2005).
Mental health problems in the elderly in residential care in Greece: A pilot
study. Aging and Mental Health, 9, 142-145.

Avis, N. E., Brambilla, D. J., Vass, K., & McKinlay, J. B. (1991). The effect of
widowhood on health: A prospective analysis from the Massachusetts
Women'’s health study. Social Science and Medicine, 33, 1063—1070.

Aznan, M. (2007). Physical and Mental Health Problems of the Elderly in Nursing
Homes in Kuantan, Pahang, International Medical Journal, 6, 38 — 46.

Baldwin, A.L., Baldwin, C.P., Kasser, T., Zax, Sameroff, A., & Seifer, R. (1993).
Contexual risk and resiliency during late adolescence. Development and
Psychopathology, 5, 741-761.

Banchuen, C. (2009). Five rating mental health problem in Thai elderly. Department
of Mental Health of Thailand fact sheet. Retrieved May, 12, 2009 from
www.dmh.go.th

Banditchat, A. et al. (1999). Mental health in old age of three government shelter
home in Bangkok, Thailand. Department of Mental Health, Nontaburi.

Bandura, A. (1979) Self efficacy: Towards a unifying theory of behavioral change.
Psychological Review, 8§4(2), 191 -215.



129

Bar — Tur, L. & levy — Shiff, R. (2000). Coping with losses and trauma in old age:
The separation- individuation perspective. Journal of Personal and
Interpersonal Loss, 5, 263 -281.

Bauman, S., Adams, J. H., & Waldo, M. (2001). Resilience in the oldest- old".
Counseling and Human Development. Retrieved October, 12 2011 from
FindArticles.com.

Berry, H.L. & Rickwood, D.J. (2000). Measuring social capital at the individual
level: personal social capital, values and psychological distress. International
Journal of Mental Health Promotion, 2 (3), 35-44.

Blazer, D.G. (2009). Depression in Late Life: Review and Commentary. American
Psychiatric Association, 7, 118 -136.

Biekenmaier, J., Behrman, G., & Berg-Weger, M. (2005). Integrating curriculum and
practice with students and their field supervisors: Reflection on spirituality and
the aging (Rosa) model. Educational Gerontology, 31, 745-763.

Bonanno, G. A. (2004). Loss, Trauma, and human resilience. American Psychologist,
59,20 -28.

Breaslau, N., Kessler, R.C., Chilicoat, H.D., Schultz, L.R., Davis, G.C., & Andreski,
P. (1998). Trauma and posttraumatic stress disorder in the community: the

1996 Detroit area survey of trauma. Archieves of General Psychiatry, 55, 626—
632.

Brooks, R. (1994). Children at risk: Fostering resilience and hope. American Journal
of  Orthopsychiatry, 64(4), 545 -553.

Brown, W.J., Ford, J., Burton, N.W., Marshall, A.L., & Dobson, A. (2005).
Prospective study of physical activity and depressive symptoms in mid age
women. American Journal of Preventive Medicine, 29, 265-272

Burns, N. & Grove, S.K. (1993). The practice of nursing research conduct, critique,
and utilization. (2 nd ed.). Philadelphia: WB Saunders Company.

Burns, N., & Grove,S.K. (2005). The Practice of Nursing Research Conduct,
Critique, & Utilization (5th ed.). Philadelphia: WB Saunders Company..

Canadian Study of Health and Aging Working Group (2002). Patterns of health
effects of caring for people with dementia: The impact of changing cognitive
and residential status. Gerontologist, 42, 643-652.

Carper, B.A. (1998). Fundamental patterns of knowing in nursing. In: Nicoll LH,
(Eds.), Perspectives on Nursing Theory. (3ed.) Philadelphia, PA: Lippincott.

Carver, C. S. (1998). Resilience and Thriving: Issues, Models, and Linkages. Journal
of Social Issues, 54, 245-266.



130

Cederblad, M., Dahlin, 1., Hagnell, O., & Hansson, K. (1994). Salutogenic childhood
factors reported by middle —aged individuals: Follow up of the children from
the Lundy study from families experiencing three or more childhood
psychiatric risk factors. European Archives of Psychiatry and Clinical
Neuroscience, 244, 1 -11.

CIA World Factbook (2007). Thailand Central Intelligence Agency. Retrieved
September, 01, 2009 from https://www.cia.gov/library/publications/

Cicchetti, D., Rogosch, F.A., Lynch, M., & Holt, K.D. (1993). Resilience in
maltreated
children: process leading to adaptive outcome. Development and
Psychopathology, 5, 629 -647.

Chan, Y.K., & Rance, P.L. (2005). Network size, social support and happiness in later
life: a comparative study of Beijing and Hong Kong. Journal of Happiness
Study, 7, 87-112.

Chanakok, A., Yaowapanon, Y., & Chawapong, W. (1992). Health Pattern,
Problems and Needs of the Elderly in the Assembly of Rural Area, Chiang Mai
Province. Retrieved July, 2, 2009 from
http://intraserver.nurse.cmu.ac.th/mis/research

Chaochaeng & Promdee (1991). An incidence of dementia, depression, general
health, and factors that influence on dementia and depression of elderly in
Nakornrachasima province. Research report of psychiatric hospital,
Department of mental Health, Ministry of public health.

Chinn, P.L., & Kramer, M.K. (1995). Theory and Nursing: Systematic Approach. (4
th.)
St. Louis, MO: Mosby.

Chirawatkul,S., Meenongwak, J., Srisangpang, P., Sriwisej, S. and Poumeesuk,
(2008). Perception and dealing with depression among 4 villagers of Isaan
Region. Journal of mental Health of Thailand, 16, 230-251.

Chotikjaroensuk, P., Chauwan, S., & Lasuka, D. (2003). Physical Activity and
PsychologicalWell being among the Elderly. Nursing Journal, 30, 1-12.

Connor, K.M., & Davidson, J.R. (2003). Development of a new Resilience Scale: The
Connor Davidson Resilience Scale (CD-RIS). Depression and Anxiety, 18, 76-
82.

Conrad, M., & Hammen, C. (1993). Protective and resource factors in high and low
risk children: A comparison of children with unipolar, bipolar, medically ill,
and normal mothers. Development and Psychopathology, 5, 629 — 647.

Connor, K., & Zhang, W. (2006). Resilience: Determinants, measurement, and
treatment response. CNS Spectrums, 11(10), 5-12.



131

Crummy, D.B. (2002). Resilience: The Lived Experience of Elderly Widowers
Following the Death of a Spouse. Unpublished Doctoral Dissertation,
University of San Diego.

Felten, B. S. (2000). Resilience in a multicultural sample of community dwelling
women older than age 85. Clinical Nursing Research, 9, 102-124.

David, A.E. (1996). Instrument development: Getting started. Journal Neuroscience
Nursing, 28, 204 -207.

Day, A. (2006). The power of social support mentoring and resilience. Reclaiming
children and youth, 14(4),196-198. Retrieved from
http://www.worldwideopen.org

Depp, C.A., & Jeste, D.V. (2009). Definitions and predictors of successful aging: a
comprehensive review of larger quantitative studies. Focus, 7, 137 -150.

Devellis, R.F. (1991). Scale Development: Theory and Application. London. Sage
Publications.

Dohrenwend, B.P. (2000). The role of adversity and stress in psychopathology: some
evidence and its implications for theory and research. Journal of Health Social
Behaviors, 41, 1-19.

Druss, R.G., & Douglas, C.J. (1988). Adaptive responses to illness and disability:
Healthy denial. General Hospital Psychiatry, 10, 163-168.

Dunn, D. (2004). Preventing perioperative complications in an older adult. Nursing,
34(11), 36-42.

Dyer, J.G., & McGuinness, T.M. (1996). Resilience: analysis of the concept.
Archives Psychiatric Nursing, 10, 276-282.

Erikson, E.H. (1963). Childhood and Society (2nd ed.). New York: W.W. Norton.

Fawcett, J. (2000). Analysis and Evaluation of Conceptual Models of Nursing. (3rd
ed.). Philadelphia, PA: F.A Davis Company.

Felten, B.S. (2000). Resilience in a multicultural sample of community-dwelling
women older than age 85. Clinical Nursing Research, 9, 102-123.

Felten, B.S., & Hall, J.M. (2001). Conceptualizing resilience in women older than 85:
overcoming adversity from illness or loss. Gerontology Nursing, 27, 46-53.

Ferketich, S. (1990). Focus on Psychometric: Internal consistency estimates of
reliability. Research in Nursing & Allied Health, 13, 437 — 440.



132

Fields, J., & Casper, L. M. (2001). America’s families and living arrangements.
March 2000 (Current Population Reports, P 20-537). Washington, DC: U.S.
Census Bureau.

Fine, S.B. (1991). Resilience and Human adaptability: who rises above adversity?
American Journal of Occupational Therapy, 49, 493-503

Fredrickson, B.L. (2001). The role of positive emotions in positive psychology:
The broaden and build theory of positive emotions. American Psychologist,
56, 218-226.

Fredrickson, B.L. (2004). The broaden and build theory of positive emotions.
Philosophical Transactions of the Royal Society London Biological Sciences,
359, 1367-1377. Retrieved Oct, 12, 2010 from http://www.ncbi.nlm.nih.gov

Friborg, O., Hjemdal, O., Rosenvinge, J.H. & Martinussen, M. (2006). A new rating
scale for adult resilience: what are the central protective resources behind
healthy adjustment? International of Methods in Psychiatric Research, 12, 65-
76.

Friedli, L. (2009). Mental health, resilience and inequalities. WHO Regional Office
for Europe, Copenhagen, Denmark. Retrieved Jan, 12, 2009 from
http://www.euro.who.int/pubrequest.

Garmezy, N. (1993). Children in poverty: resilience despite risk. Psychiatry, 56, 127—
136.

Gavrilov, L.A., & Heuveline, P. (2003). Aging of Population. Retrieved Nov, 17,
2009 from http://longevity-science.org/Population_Aging.

Glass, T. A., Kasl S.V., & Berkman, L. F. (1997). Stressful Life Events and
Depressive Symptoms among the Elderly. Journal of Aging and Health, 9, 70-
89.

Greft, A., Vansteenwegen, A., & Ide, M. (2006). Resiliency in families with a
member with a psychological disorder. The American Journal of Family
Therapy, 34, 285-300.

Grotberg, E.H. (1999). Countering depression with the five building blocks of
resilience. Reaching Today's Youth, 4(1), 66-72.

Grotberg, E.H. (1995). A Guide to Promoting Resilience in Children: Strengthening
the Human Spirit. Early Childhood Development Practice and Reflections No.
8. The Netherlands: Bernard van Leer Foundation.

Grotberg, E.H. (2003). What is resilience? How do you promote it? How do you use
it? In: Grotberg, E.H. (Eds.). Resilience for Today: Gaining Strength from
Adversity. Westport, CT: Praeger.



133

Haile, B. E., Landrum, P. A., Kotarba, J. A., & Trimble, D. (2002). Inner strength
amongHIV-infected women: Nurses can make a difference. Journal of the
Association of Nurses in AIDS Care, 13(3), 74-80.

Hair, J.F., Anderson, R.E., Tatham, R.L, & Black, W.C. (1998). Multivariate Data
Analysis (5th ed.) Upper Saddle River, NJ: Prentice Hall.

Hardy, S.E., Concato, J., & Gill, T. M. (2004). Resilience of community-dwelling
older persons. Journal of the American Geriatric Society, 52, 257-262.

Harden, B. (2005). With Age Comes Resilience, Storm's Aftermath Proves.
Washington Post Staff Writer Wednesday, September 14 retrieved Jan, 1,
2011 from http://www.washingtonpost.com/

Harlow, S. D., Goldberg, E. L., & Comstock, G. W. (1991). A longitudinal study of
the prevalence of depressive symtomatology in elderly widowed and married
women. Archives of General Psychiatry, 48, 1065— 1068.

Harris, E.C., & Barraclough, B. (1998) Excess mortality of mental disorder. The
British Journal of Psychiatry, 173, 11-53.

Herrman, H., Saxena, S., & Moddie, R. (2005). Promoting mental health is integral
part of public health. In. Helen, H., Shekhar, S., & Rob, M. (Eds). Promoting
Mental Health: Concepts Emerging, and Practice. Geneva: World Health
Organization.

Holmes, T. H., & Rahe, R. H. (1967). The Social Readjustment Rating Scale. Journal
of Psychosomatic Research, 11, 213-218.

Huerta, F., & Horton, R. (1978). Coping Behavior of Elderly Flood Victims. The
gerontologist, 18, 541-546.

Jacelon, C.S. (1997). The traits and process of resilience. Journal of Advance Nursing,
25, 123-129.

Jacobson, S.F. (2004). Evaluating instruments for use in clinical nursing research. In
Frank — Strormborg M, Olsen S.J. (eds.) Instruments for Clinical Health Care
Research (3 rd ed.). Boston: Jones & Bartlett.

Jitapunkul, S., Na Songkhla, M., Chayovan, N., Chirawatkul, A., Choprapawon, C.,
Kachondham, Y., et al. (1998). Falls and their associated factors: a national
survey of Thai elderly. Journal of the Medical Association of Thailand, 81,
233-242.



134

Kaplan, H.B. (1999). Towards an understanding of resilience. a critical review of
definitions and models. In: Meyer, D. G., & Jeanette, L.J. (Eds). Resilience nd
Development: Positive life adaptation. New York: Kluwer Academic/Plenum
publisher.

Kespichayawattana, J., & Jitapunkul, S. (2009). Health and health care system for
older persons. Aging International, 33, 28-49.

Kessler, R.C., Sonnega, A., Bromet, E., Hughes, M., & Nelson, C.B. (1995).
Posttraumatic stress disorder in the national comorbidity survey. Archieves of
General Psychiatry, 52, 1048—1060.

Kinsel, BI. (2004). Older Woman and Resilience: A Qualitative Study of Adaptation.
Dissertation of the Degree Doctor of Philosophy in the Graduate School of the
Ohio State University.

Knodel, J, Chayovan, N., Graiurapong, S.,& Suraratdecha, C. (2000). “Ageing in
Thailand: an Overview of Formal and Informal Support.” in D. Phillips (ed.)
Ageing in the Asia-Pacific Regions: Issues and Policies. London: Routledge.

Knodel, J., & Chayovan, N. (2008). Population ageing and the well-being of older
persons in Thailand, papers in population ageing 5. Bangkok, Thailand:
UNFPAThailand and Country Technical Services Team for East and South-
East Asia.

Knodel, J., & Chayovan, N. (2009). Older Persons in Thailand: A Demographic,
Social and Economic Profile. Aging International, 33, 3-14.

Knodel, J., Saengtienchai, C., Sittitrai, W. (1995). Living arrangements of the elderly
in Thailand: views of the populace. Journal Cross-Culture Gerontology, 10,
79-111.

Koob, P. B., Roux, G., & Bush, H. A. (2002). International Journal for Human
Caring, 6(2), 20-28.

Kim, J.E., & Moen, P. (2002). Retirement transitions, gender, and psychological well-
being: A life course, ecological model. Journals of gerontology: series B,
psychological Sciences and social sciences, 57, 212-222.

Kinsel, (2005). Resilience as adaptation in older women. Journal Women Aging, 17,
23-39

Kittivongvisut, A. (2001). relationships between resilience factors, perception of
adversities and risk behaviors in vocational students. Master Thesis in nursing
science (Community Health Nursing), Faculty of Graduate Studies, Mahidol
University, Thailand.



135

Kraaij, V. & de Wilde, E.J., (2001). Negative life events and depressive symptoms
in the elderly: a life span perspective. Aging Mental Health, 5, 84-91.

Kraaij, V., Arensman, E. & Spinhoven, P. (2002). Negative Life Events and
Depression in Elderly Persons: A Meta-Analysis. The Journals of Gerontology
Series B: Psychological Sciences and Social Sciences, 57, 87-94.

Krause, N. (2006). Religion and health in late life. In J.E. Birren & K. W. Schaie
(Eds.). Handbook of the psychology of aging (6 th ed.). San diego: Elsevier
Acadamic press.

Krause, N. (2004). Lifetime trauma, emotional support, and life satisfaction among
older adults. Gerontologist, 44, 615-623.

Kuhirunyaratn, P., Pongpanich, S., Somrongthong, R., Love, E.J., & Chapman, R.S.
(2007). Social support among elderly in Khon Kean Province, Thailand.
Southeast Asian Journal of Tropical Medication Public Health, 38, 936-946.

Kumpfer, K.L. (1999). Factor and Process contributing to resilience. The resilience
framework. In M.D. Glantz & J.L. Johnson (Eds.). Resilience and
Development: Positive life adaptation (pp. 179 -224). New York Kluwer:
Academic/Plenum plublishers.

Lamond, Depp, Allison, Langer, Reichstadt, et. al. (2008). Measurement and
Predictors of Resilience among Community-Dwelling older woman. Journal
of Psychiatric Research, 43, 148-154.

Landis, J.R., & Koch, G.G. (1997). The measurement of observer agreement of
categorical data, Biometrics, 33, 159 -174.

Lazarus, R.S., & Folkman, S. (1984). Stress, appraisal, and coping. New York.
Springer Publishing Company.

Lemon, B., Bengston, V. L., & Peterson, J.A. (1972). An exploration of the activity
theory of aging: activity types and life satisfaction among in- movers to
retirement community. Journal of gerontology, 27, 511-523.

Lin, P.C., Wang, H.H., & Huang, H.T. (2007). Depressive symptoms among older
residents at nursing in Taiwan. Journal of Clinical Nursing, 19, 1719-1725

Lhimsoonthon, B. (2000). The relationships between resilience factors, perceived life
adversities, personal characteristics, and substance use behavior of slum
adolescents living in a public playground. Master Thesis in nursing science
(Community Health Nursing), Faculty of Graduate Studies, Mahidol
University, Thailand)



136

Luthar, S., Cicchetti, D., & Becker, B. (2000). The construct of resilience: A critical
evaluation and guidelines for future work. Child Development, 71, 543 — 562.

Luthans, F., Vogelgesang, G., & Lester, P. (2006). Developing the psychological
capital of resiliency. Human Resource Development Review, 5(1), 25-44.

Lundman,B., Strandberg,G., Eisemann,M., Gustafson,Y., & Brulin, C. (2006).
Psychometric properties of the Resilience Scale Swedish version.
Scandinavian Journal of Caring Science, 21, 229-237.

Lynott, R.J. & Lynott, P.P. (1996). Tracing the Course of Theoretical Development in
the Sociology of Aging. The Gerontologist, 36, 749 -760.

Lynn, M.R. (1986). Determination and quantification of content validity. Nursing
Research, 35, 382 -385.

Maranetra, N., & Assantachai, P. (2003). Nationwide Survey of the health status and
quality of life of elderly Thais attending clubs for the elderly. Journal of
Mediicine Association, 86, 938-946

Markstorm, C.A., Mashall,S.K., & Tryon, R.J. (2000). Resiliency, social support, and
coping in rural low-income Appalachian adolescents from two racial groups.
Journal of Adolescence, 23, 693 —703.

Masferty, V.K., Murray, M., & Gureje, O. (2005). Evolution of our Understanding of
Positive Mental Health. In. Helen, H., Shekhar, S., & Rob, M. (Eds).
Promoting Mental Health: Concepts, Emerging, and Practice. Geneva: World
Health Organization.

Masten, A.S. (1994). Resilience in individual development: Successful adaptation, In
M.C. Wang & E.W. Gordon (Eds.), Education resilience in iner-city America:
Challenges and prospects (pp. 3 -26). Hillsdale, NJ: Lawrence Erlbaum
Associates.

Mayo clinic Staff (2008). Resilience: Build skills to endure hardship. Mayo Foundation for
Medical Education and Research. Retrieved June, 23, 2009 from http:// www.
Mayo Clinic.com

McCauley. E., Blissmer, B. Marquez, D., Lerome, G., & Kramer, A. (2000). Social
relations, physical activity and well being in older adults. Prevent Medication,
33, 608-617.

McCrae, R.R., & Costa, P.T. (1988). Psychological resilience among widowed men
and women: A 10-year follow-up of a national sample. Journal of Social
Issues, 44, 129-142.



137

McDonale, R.P. (1999). Test Theory: A united treatment. Mahwah: Lawence Erlbaum
Associates Publishers.

McDougall,F.A., Matthews, F.E., Kvaal,K., Dewey,M.E., & Brayne,C. ( 2007).
Prevalence and Symptomatology of depression in older people living in
institution England and Wales. Age and Aging, 36, 562 — 568.

Meankerd, W. (2006). Complete Research report of Value and Expectations of Older
persons and Younger Generations Project. Bankok. Mr. Copy (Thailand).
Retrieved June, 12, 2009 from http://www.tu.ac.th/org/

Meltzer, H., Gill. B., Pettigrew, M., & Hinds, K. (1996). The prevalence of
psychiatric morbidity among adults living in private households OPCS
surveys of psychiatric morbidity in Great Britain Report. London: HMSO

Merle, M.H. (1998). Methodological studies: Instrument Development. In p. Brink &
M. Wood (Eds.), Advanced Design in Nursing Research (2nd ed.). (pp. 223 —
286). Beverly Hills, CA: Sage.

Mills, H. & Dombeck, M (2005). Resilience: Relationships. Retrieved Aug, 20 from
http://www.mentalhelp.net/

Miller, C.A. (2009). Nursing for Wellness in Older Adults (5 th ed). Wolters Kluwer
Health, Lippincott Williams & Wilkins.

Miller, M.A., & Rahe, R.H. (1997). Life changes scaling for the 1990s. Journal of
Psychosomatic Research, 43, 279-292.

Milgram, N.A., & Palti, G. (1993). Psychosocial characteristics of resilient children.
Journal of Research in Personality, 27, 207 — 221.

Montross, L., et al. (2006). Correlates of self-rated successful aging among

community-dwelling older adults. American Journal Geriatric Psychiatry, 14,
43-51.

Mulsil, P. (1994). Influence factor to adjustment in elderly after retirement. Journal of
Nursing, 43, 119-131.

Munro, B.H. (2005). Statistical Methods for Health Care Research 5 th
(Eds.).Philadelphia: Lippincott Williams & Wilkins.

National Health Association. (2009). Depression in older adult. Retrieved October,
18,2010 from http://www.nmha.org/go/information/get-info

National Statistical Office (2007). Report on the 2007 survey of the older persons in
Thailand. Bureau of Socio-Economic and Opinion.

National Statistical Office. (2008). Report on the 2007 survey of elderly in Thailand.
Bangkok: National Statistical Office.



138

Neel, J.L. (2002). Treatment of depression in elderly. D.O. OSU Center. Retrieved
June, 28, 2009 from http://www.healthsciences.okstate.edu/college/clinical

Netuveli, Wiggins, Montgomery, Hildon, Blane et al (2008). Mental health and
resilience at older ages: bouncing back after adversity in the British Household
Panel Survey. Journal Epidemiology Community Health, 62, 987-991.

Newman, T. (2002). Promoting resilience: A review of effective strategic for child
care service?. Exeter, United Kingdom: Center for Evidence Based Social
Sciences. Retrieved May, 18, 2011 from http://www.barnardos.org.uk/

Norris, F.H., Friedman, M.J., Watson, P.J., Byrne, C.M., Diaz, E., & Kaniasty, K
(2002). 60,000 disaster victims speak: Part I. An empirical review of the
empirical literature, 1981-2001. Psychiatry, 65, 207-239.

Nunally, J., & Bernsteing, [.H. (1994). Pychometric Theory. (3 rd ed.). New York:
McGraw Hill.

Nygren, B., Alex, L., Jonsen, E., et al. (2005). Resilience, sense of coherence, purpose
in life andself-transcendence in relation to perceived physical and mental
health among the oldest old. Aging Mental Health, 9, 354-362.

Ong, A.D., & Bergeman, C.S. (2004). Resilience and adaptation to stress in later life:
empirical perspectives and conceptual implication. Ageing International, 29,
219 — 246.

Osborn, DP., Levy, G., Nazarath, 1., Petersen, 1., Islam, A. & King, MB. (2007).
Relative risk of cardiovascular and cancer mortality in people with severe

mental illness from the United Kingdom’s general practice research database.
Archives of General Psychiatry, 64, 242-249.

Oshio, A., Kaneko, H., Nagamine, S. & Nagaya, M. (2003). Construct validity of the
Adolescences Resilience Scale. Psychological Reports, 93, 1217-1222.

Okabayashi H, Liang, J. Krause, N., Akiyama, H.& Sukisava, H. (2004): Mental
Health Among Older Adults in Japan: Do Sources of Social Support and

Negative Interaction Make a Difference? Social Science & Medicine, 59,
2259-2270.

O’Rourke, N. (2004). Psychological resilience and the well-being of widowed
women. Aging International, 29, 267 -280.

Pan, M. (1991). Mental health problems of the elderly staying with the family.
Shanghai: Shanghai Gerontological Association.

Parse, R.R. (1987). Nursing Science: Major Paradigm, Theories, and Critiques.
Philadephia: Sage Publications.



139

Penedo, F.J., & Dahn, J.R. (2005). Exercise and well-being: a review of mental and

physical health benefits associated with physical activity. Current Opinions in
Psychiatry, 18, 189-193.

Phelan, L.A., Anderson, A.Z., LaCroix, E.B. & Larson (2004). Older adults’ views of
“successful aging” — how do they compare with researchers’ definitions?
Journal of the American Geriatrics Society, 52,211-216

Phillips, D.R. (1993). Aging in East and South- East Asia. Aging Society, 13, 129 —
131.

Pleanbumrung, D. (1997). Self Care Behavior and Quality of Life of Elderly in Border
Southern, Thailand. Thesis in Master Degree, Nursing Faculty, Mahidol
University.

Plumb, J. C.(2011) The impact of social support and family resilience on parental
stress in families with a child diagnosed with an autism spectrum disorder.
Doctorate in Social Work (DSW) Dissertations. Retrieved, May, 18, 2011
from http://repository.upenn.edu/

Polin, S., Padungyam, M., & Keawraya, K. (2005). The relation between personal
factors and social support in elderly mental health of Tombol Thonhchai,
Muang, Pechaburi Province, Thailand. The National Mental Health
conference Proceeding. Department of Mental Health, Thailand.

Polit, D. F., & Hungler, B P. (1999). Nursing research: Principles and methods.
Philadelphia: Lippincott.

Polk, L.V. (1997). Toward a middle range theory of resilience. Advance in Nursing
Science, 19, 1-13.

Poon, L.W., Clayton, G.M., Martin, P., et al (1992). The Georgia centenarian study.
International Journal Aging Human Development, 34, 1-17.

Procidano, M.E., & Heller, K. (1983). Measures of perceived social support from
friends and family: Three validation studies. American Journal of Community
Psychology, 11, 1-24.

Prueksaritanond, S., & Kongsakol, R. (2007). Biopsychosocial Impacts on the Elderly
from a Tsunami-Affected Community in Southern Thailand. Journal Medical
Association Thailand, 90, 1501-1505.

Richardson, G., Neiger, B., Jensen, S., & Keumpher, K. (1990). The Resiliency
Model. Health Education, 21, 33 -39.

Richardson, (2002). The metatheory of resilience and resiliency. Journal of Clinical
Psychology, 58, 307—321.



140

Resnick, B. (2008). Resilience in Aging: The Real Experts. Geriatric Nursing, 29, 85-
86.

Roberts, M. (2009). Physical problems “often mental” Health Report, BBC News.
Retrieved, November, 17, 2009 from http://news.bbc.co.uk/

Rose, A.M. (1965). The subculture of the aging: A framework for research in social
gerontology. In A.M. Rose & Peterson (Eds). Older people and their social
world. Philadelphia: F.A. Devis.

Rowe, J.W., & Kahn, R.L. (2000). Successful aging and disease prevention. Advances
in Renal Replacement Therapy, 7, 70-77.

Rutter, M. (1985). Resilience in the face of adversity: Protective factors and resistance
to psychiatric disorder. British Journal of Psychiatry, 147, 598-611.

Rutter, M. (1987). Resilience in the face of adversity: protective factors and resistant
to psychiatric disorder. Brain Journal Psychiatry, 147, 589-611.

Ryff, C. D., Singer, B., Love, D. G., & Essex, M. J. (1998). Resilience in
adulthood and later life. In J. Lomaranz (Ed.). Handbook of aging and mental
health: An integrative approach. New York: Plenum Press.

Ryan, R., & Deci, E. (2000). Self-determination theory and the facilitation of intrinsic
motivation, social development, and wellbeing. American Psychologist, 55,
68-78.

Ryan, R. (2009). Development of a New Resilience Scale: The Resilience in Midlife
Scale (RIM Scale). Asian Social Science, 5(11), 39 -51.

Sangwat, W. (1989). The relationship between family support and mental health in
elderly Unpublished research. Lerdsin Hospital, Bangkok.

Salarvand, Abedi, Hoseinni, Salehi, & Karimollahi (2008). The emotional experiences
of elderly people living in nursing homes. Annals of General Psychiatry, 7,
151. Retrieved Feb, 2 from http://www.annals-general —psychiatry.com

Salmon, P. (2001). Effects of physical exercise on anxiety, depression, and sensitivity
to stress: A unifying theory. Clinical Psychology Review, 21, 33-61.

Sasat, S., Chuwatanapakorn, T., Pakdeeprom, T., Lerdrat, P., & Arunsang, P. (2009).
A study of institutional long-term care for older persons in Thailand. Health
System Research Institute & Foundation of Thai Gerontology Research and
Development Research Report press.

Sasson, R. (2010). The power of positive thinking. Retrieved Jan, 24, 2011 from
http://www.successconsciousness.com/



141

Saereesatian, P. (1999). The comparative of Mental Health among elderly in and out
Ban Thummapakornpoklang shelther as outpatient department.

Saiqa, K. (1998). Moderator variables in vulnerability to anxiety social support and
resilience. PhD thesis, University of Karachi, Karachi. Retrieved May, 18,
2011 from http://eprints.hec.gov.

Schulz, R., Beach, S. R., Lind, B., Martire, L. M., Zdaniuk, B., Hirsch, C., et al.
(2001). Involvement in care giving and adjustment to death of a spouse:
Findings from the caregiver health effects study. Journal of the American
Medical Association, 285, 3123-3129.

Scully D, Kremer J, Meade M, Graham RC, & Dudgeon K. (1998). Physical exercise
and psychological well being: a critical review. British Journal of Sports
Medicine, 32, 111-120.

Seligman, MEP. (2008). Positive Health. Applied Psychology: an International
Review, 57, 3-18.

Seligman, MEP. & Csikszentmihalyi, M. (2000). Positive psychology. American
Psychologist, 55, 5-14.

Shen & Zeng. (2010). The association between resilience and survival among Chinese
elderly. Demographic Research, 23, 105 — 116.

Sherina, M.S., Lekhraj, R., & Mustaqim, A. (2004). Physical and mental health
problem of the elderly in a rural community of Sepang, Selangor. Malaysian
Journal of Medical Sciences, 11, 52-59.

Shin, Whang, Kim, & Lee. (1989). Korean version of the Geriatric Social
Readjustment Questionnaire: Cross-Cultural Comparison between Korean and
Americans in the Perception of Life event. Yonsei Medical Journal, 30, 38-44.

Silverman, P.L., Hecht, & McMillin, D.J. (2000). Modeling life satisfaction among
the aged: a comparison of Chinese and Americans. Journal of Cross Culture
Gerontology, 4, 289-305.

Sinclair, V.G., & Wallston, K.A. (2004). The Development and Psychometric
evaluation of brief resilience coping scale. Assessment, 11, 94-101.

Sirivej, P. et al. (2005). The participation of elderly in long recovery period after
Tsunami disaster. The National Mental Health conference: Proceeding.
Department of Mental Health, Thailand.

Smith, BW., Dalen,J., Wiggins,K., Tooley,E., Christopher, P. & Bernard, J. (2009).
The Brief Resilience Scale: Assessing the Ability to Bounce Back. Retrieved,
December, 15, 2010 from http://www.ncbi.nlm.nih.gov/pubmed



142

Soeken, K.L. (2005). Validity of measure. In Walz, Strickland, & Lenz (Eds),
Measurement in Nursing and Health Research. New York: Springer
Publishing Company.

Somchit, S. (1998). The relationships between resilience factors, perception of
adversities, negative behaviors, and academic achievement of 4" to 6" grade
in Thad-Thong, Chonburi, Thailand. Master Thesis in nursing science
(Community Health Nursing), Faculty of Graduate Studies, Mahidol
University, Thailand

Soonthornchaiya, R. (2004). The concept of depression and intervention: Thai elderly
experienced in USA. The Journal of Psychiatric Nursing and Mental Health,

18(1), 10-18.

Sritunyarat, W., Arusang, P., Chareanchai, A., Limamnuaylape, S., Pattanasri, K.,
Lertrat, et al. (2002). A synthesis of knowledge about health service systems
and health insurance reform for the elderly in Thailand. Knonkhean,
Nanawitaya printing.

Stathopoulou G, Powers M, Berry A, Smits J, & Otto M (2006). Exercise interventions

for mental health: A quantitative and qualitative review. Clinical Psychology -
Science and Practice, 13,179-193.

Staudinger, U.M., Marsiske, M., & Baltes, P.B. (1993). Resilience and levels of
reserve capacity in adulthood: perspectives from life-span theory.
Development Psychopathology, 5,

542-566.

Stefani, D. (2004). Gender and coping style in old age. Interdisciplinaria, Numero
Especial. Numero Especial, 109 - 205.

Stein, J. (2011). Cumulative Lifetime Adversity and Resilience. Retrieved, May, 20,
2011 from http://aginginaction.com/

Strawbridge, W., Deleger, S., Roberts, R., & Kaplan, G. (2002). Physical activity

reduces the risk of subsequent depression for older adults. American Journal
of Epidemiology, 156, 327-334

Susan, M. & Heidrich (1993). Physical and Mental Health Relationships in the very
old. Journal of Community Health Nursing, 10, 11 —21.

Suwankum (2000). Self concept and Adaptation of Older persons, Case Study: Out
Patient Department, Noparatrachatani Hospital. The National Mental Health
conference Proceeding. Department of Mental Health, Thailand.

Takviriyanun, N. (2008). Development and testing of the Resilience Factors Scale for
Thai adolescents. Nursing and Health Sciences, 10, 203208



143

Talsma, AN. (1995). Evaluation of a theoretical model of resilience and select
predictors of resilience in a sample of community-based elderly. Doctoral
dissertation. University of Michigan.

Thaniwattananon, P. (1999). The study of Health Status and Health Promotion
Behavior of Healthy elderly and elderly with health problem. Journal of
Nursing Council, 14, 30-42.

The United Nations of Population Fund, Thailand [UNFPA], (2006). Population
aging in Thailand: Prognosis and Policy Response. Retrieved December 18,
2008 from http://cst.bankok.unfpa

Thiamwong, L., Maneesriwongul, W., Malathum, P., jitapunkul, S., Vorapongsathorn,
T., & Stewart, A.L. (2008). Development and Psychometric of Testing of the
Healthy Aging Instrument. Thai Journal of Nursing Research, 12, 285 -295.

Thomas, A. (2010). Depression in the elderly Retrieved , January, 12, 2011 from
http://www.netdoctor.co.uk/diseases/depression/

Tiyarattanagul, M. (1993). Factors related to mental health among elderly in
Bangkok: Case study of elderly club in Bangkok. Master Thesis of Social
Science, Thamasart University.

Tubmanee, M. (1991). Depression and dementia among Thai elderly in Bangkok
community. Journal of Clinical Psychology, 32, 43-57.

Tugade, M.M., Fredrickson, B.L., & Barrett, L.F. (2004). Psychological Resilience
and Positive Emotional Granularity: Examining the Benefits of Positive
Emotions on Coping and Health. Journal of Personality, 72, 1161-1190.

Tugade, M.M & Fredrickson, B.L. (2004). Resilient individuals use emotions to
bounce back from negative emotional experiences. Journal of Personality and
Social Psychology, 86, 320 —333.

Tusaie, K. & Dyer, J. (2004). Resilience: A historical review of the construct. Holistic
Nursing Practice, 18, 3-8.

United Nations Population Fund Thailand (UNFPA). (2006). Population Ageing in
Thailand: Prognosis and Policy Response. Bangkok.

Valfre, M. M. (2001). Foundation of Mental Health Care 2eds Mosc, Inc. A Harcourt
health Sciences Company, United States of America.

Veerakeat et al. (2009). Social determinant among elderly in 2004-Tsunami affected
region, Thailand. Unpublication Research report.



144

Wagnild, G., & Young, H.M. (1990). Resilience among older women. Image: Journal
of Nursing Scholarship, 22, 252-255.

Wagnild, G., & Young, H.M. (1993). Development and psychometric evaluation
of the Resilience Scale. Journal of Nursing Measurement, 1, 165-177.

Wagnild, G. (2003). Resilience and Successful Aging: Comparison Among Low and
High Income Older Adults. Journal of Gerontological Nursing, 29, 42-49.

Waltz, CF., Strickland, D.L. & Lenz, E.R. (2005). Measurement in Nursing and
Health Research. New York: Springer.

Wang, L., Van Belle, G., Kukull, W. B., & Larson, E. B. (2002). Predictors of
functional change: A longitudinal study of non demented people aged 65 and
older. Journal of the American Geriatrics Society, 50, 1525—1534.

Wangvivage (1994). The relationships among physical health condition, social
support, and mental health care of elderly .Unpublished master’s thesis,
Mahidol University.

Wells, M.M. (2007). Resilience in rural community-dwelling older adults. Doctoral
dissertation Retrieved Oct, 28 from www. EBSCOhost.com

Werner, E.E. (1994). Overcoming the odds. Journal Development Behavioral
Pediatric, 15, 131-136.

Werner, E.E., & Smith, R. (1992). Overcoming the Odds: High-Risk Children from
Birth to Adulthood. New York: Cornell University Press.

Werner, E.E., & Smith, R. (2002). Journey from Childhood to mid life: Risk,
resilience and recovery. Ithaca: Cornell University Press. Retrieved October,
29, 2009 from http://journals.cambridge.org/action/displayAbstract Office for
Europe Scherfigsvej 8 DK-2100 Copenhagen @, Denmark

Wilcox, S., Bopp, M., Oberrecht, L., Kammermann, S. K., & McElmurray, C.T.
(2003). Psychosocial and perceived environmental correlates of physical
activity in rural and older African American and White woman. Journal of
Gerontology: Psychology Science, 58, 329-337.

Wilcox, S., Evenson, K.R., Aragaki, A., Wassertheil-Smoller, S., Mouton, C.P.,
Loevinger, B.1. (2003). The Effects of Widowhood on Physical and Mental
Health, Health Behaviors, and Health Outcomes: The Women’s Health
Initiative. Health Psychology, 22, 513-522.

Williams, J.M.G., & Pollock, L.R. (2001). Psychological aspects of the suicidal
process In K.van Heeringen (Ed.) Understanding Suicidal Behavior.
Chichester: John Wiley.



145

World Health Organization (2009). Ageing. . Retrieved November 11, 2009 from
http://www.who.int/topics/ageing/

World Health Organization: WHO (2005). Mental Health and Psychosocial Relief
Efforts after the Tsunami in South-East Asia. Retrieved, May, 23, 2009 from
http://www.searo.who.int/LinkFiles/Publications

Wolft, J. L., Boult, C., Boyd, C., & Anderson, G. (2005). Newly reported chronic
conditions and the onset of functional dependency. Journal of the American
Geriatrics Society, 53, 851-855.

Wongsith, M., & Siriboon S. (1998). Family and the elderly: case study of Bangkok
and Phra Nakhon Sri-Ayuddhaya. Bangkok Population Institution:
Chulalongkorn University.

Wu, S. & Green, A. (2000). Projection of chronic illness prevalence and cost
inflation.Berkeley, CA: RAND Project Memorandum; October 2000: PM-
1144,

Waulsin, L.R., Vaillant, G.E., & Wells, V.W. (1999). A systematic review of the
mortality of depression. Psychosomatic Medicine, 61, 6-17.

Yodpech, S., Patanasri, P., Sombat, L., Kumhom, R. & Sutheesorn, S. (2000). 4
report of social support of Thai older Adults. Bangkok: A joint Committee of
Mahidol University and Thammasat University.

Zoe, H., Glenn, S., Gopalakrishnan, N., & David, B. (2008). Understanding adversity
and resilience at older ages. Sociology of Health & Iliness, 30, 726—740.



146

APPENDICES



147

APPENDIX A

EXISTING INSTRUMENTS



148

juonjedino
ornerydAsd ‘sjuorzedino

(1" 1L=ueow)

SILIY}IE puefrey, areo Arewnd ‘uonendod  ¢a-¢G oSuer age
projewnayl S1BIK )9 — GT “joy3ueg jo sjooyos y3iy €7-61 98ue1a3e ) [e1ouad “o°1 ‘3UInas ‘UoZNIo IOIUSS Sumos
YIm s)npy - o3e uonendod [eIOUSD) UI SIOPRIS SATOM I, — YIUIN juopNys djenpeidiopun - nnw woy s39lgng - Jo synpy - 2 193ae],
woned
reorydosoqyd SSQUQUO[E
pUR ‘TeUOIIBN)IS Q0UBISWINDIIO $5900NS [eNURISIXd puL
‘feuonerox JMOLJIP SUIALIY) Jo douorrodxa snoradrd  ‘ssounjSuruesw
‘[euonyisodsip uo AI[Iqe pue ‘dreJouwr "UOTIRIUDLIO dINIng pue douanyyur femyrids Q0URI[I J19S
“o'1 pue adoy ‘eoue)sisax NVOI NV I ‘dAVH I aanisod pue ‘uonengax IS SUIA[OS ‘W) ‘9oueIoAasIod
“QOURI[ISA 1031 ssans uo Ajjiqe “o'1 [euorjowd ‘3uryods J1os Suoxns ‘ssourprey  ‘Aywruenbs “o1  JoNI)SU0D
woped moy - oY) “9°'1 ‘SUIBWIOP JAIY],  ‘QOUDIJISAI JO SIOINOS dAIY ], KJ[oA0U “9°T S10308] 1Y ], 91 ‘s3doouod snorre A ‘SUrewop dAI / urewo(q
(00T ‘uosirem (8007 (€00 ‘ehexeN 7 (€007
29 IrepouIs) ‘pueqrey], jo juounredoq (8007 ‘ueueALAyR]) ourweseN ‘oxyoury ‘orysQ) ‘UOSPIAR(] 29 JOUUO))) (€661 ‘Bunox (1k
(s¥d) “YHESH [BIUDIN) (S (Osrd-ad) ®prusem)  (s)loymy)
oress (tox%0) SIOUIISI[OPY (S¥V) 91808 9[BOS OUDI[ISTY (W) oweu
QOURI[ISY JouIyg 1uanoN() AIUAIISTY 1R[], JOJ SIOJOR,] QOUDI|ISTY QOURI[ISIY JUAISI[OPY UOSPIAR(]-IOUU0)) O[BOS QOUDI[ISIY  JUSWINISU]

vl

sjuowInIISu] SunSIxy

€ 9IqeL



syroddns jo JJ1] pue Jjos
J[eIS o1 JO "Q0UBISWNOID  pury Joyo pue ‘syroddns Jo doueydaooe
Anreu J[NOIPFIP Yy3noayy [euosIod ‘SSOUIATLIOSSE pue
o1IsudWIPHNL omaosd 01 Aypiqe “Sunyury oAntsod “‘S[[S 90ud30dwod
110ddns jou U} pue ‘AJNOIPYIP  [BIO0S Puk J[3S JO ddue[Rq UOIIBIUSLIO dIny ‘Aioeudy  [euosiod o1
PIp SisA[eue  oudsop QAI[ 0} [[IM pue ‘STIs Sutajos worqoad aanisod pue ‘uone[ngax pue ‘spiepuels ysiy ‘soreosqns
Joyeyy  adoy pury 03 Ajiqe ay) puE UOTJRUIULIdP [euonIoW ‘FUIIS “Qoudjadwood Teuosiod 7 PIpIaIA Lne
Ie ‘ssans 1S1sa1 03 AIqe ©9'1 ‘syuduodwod K)oAou 31 ‘sapeosqns ©9°1 ‘safeasqns ¢ SIsAJeue  uUOISUdWI(
UOISUSWIPIU()  9U} “9°1 ‘SIO0BJ I, 9 PIPIOIA SISA[euR 10J0B ¢ POP[IIA SISA[BUR 10J0B,]  POP[AIA SISA[BUE 1008 10108
¥00¢ €00¢C
‘UoIS[lEAN  800T ‘PUBIIBYL [BIH ‘eAedeN % ‘ourweSeN €00T €661 ‘Bunox Teal
2 JepoulS [BIUdA Jo jusuntedag 8007 ‘UBUBALIAYE] ‘oxouey ‘orysQ ‘UOSPIAB(] 29 JOUUO)) » priusepy  “(s) aoyiny
(S4d)
deds (S44) (Osrd-aon) (S¥)
0URIISTY oW SIOUIISA[OPY TRy ], (SYV) 9reds J[eOS OURIISTY Jeds Jweu
Joug wanon) UAISAY  JOJ SI0J0R, JOUIISTY QOURI[ISY JUIISIA[OPY UoSpIAB(-Jouuo)) Q0UI[ISAY JuSwInISu|

4!

(onu1juod) ¢z olqe,



QJOM SII0DS
juounyean-jsod
pue -o1d uedIA -

"Kprea
1U2IINOUO0D
juasaxdar 1y

uLIp oureseq e XASY  >d je uonoaxp
1,UPIP OYM UBY} JOMO] AU UM PIIB[ALIOD paroadxo oy
Suetp oym syuedionaed Apueoyrugis Ul JuedJIuSIS -
JUBOITUSIS SBM [BO1)SIIRIS jou sem AJpIfeA Ioy3uy 10 O
oy ], "J0U PIp pue 18°(0) SeM UOIIBIUDLIO JUBUTWLIOSI( - o1oMm SuIpeo|
SURIP Jey) SAOUIISI[OPE armng dAnisod pue  “AJIpI[BA JUOTIOAUOD  JOJOBJ [[B ‘SWN
yum yoeordde ‘LL°0 Sem uone[n3al payroddns1p0>d G “s10308]
dnouis3 1senuod oy |, [euonowd ‘(5.0 SsouIpIey oY) YIm 7 Surpaik
(060 sem SuId9S AJ[OAOU  PAJe[AII0d AJoAnIsod  SIsA[eue 10308, -
€8°0 -88°(0) = 1) 9[qeidoode oreasqns 10y QIOM SAI0DS - $8° - L9 91098
- 1L°0 Sem Aj[iqer|al BIEP MOUS QJOM QWIN AU} ‘G/°() 03 TL'() QJOM SI0)oB  £]°() Sem AjjIqerjor 189301189 -
159301-189], - jou pip Inq sontodord  je AOUQ)ISISUOD [BUIOIU] - [[B SUOWE SUONB[ALIO)) - 159J1-1S9 [, - 1670 1%
1L0-690 Sem oLowoyIAsd (81 <3 68°0  Sem JUSIJIPI09
JUSIOIJJO0D poo3 pawire[d -7 ‘gZ-7) JuedJIUSIS J0U JB SeM SJUDIOLJI09 JB SeM JUDIOLJJO0D egdie  Apifep »
eydye s yoequor) - SI0JBSIISOAUL Y[ - 9IoMm S Jo smed omp], - eydye s yoequor) - eydye s yoequoi)) - s.qoequor) - AN[Iqerey
€00¢C
¥00T  800T ‘PUelIBYL ‘YiEH ‘eAeyeN 29 ‘ounueseN €002 €661 ‘BUNOA T80k
‘UOIS[[EM\ 29 HB[OUIS  [BIUDIA JO Judwredog 8007 ‘UBUBALIIAYE] ‘oyoury ‘OISO ‘UOSPIAB(] 29 JOUUO)) ® priusepy  ‘(s) Joymy
(S49) (S43) (Osrd-aon)
Jreos O SOOUIISIOPY ey L, (S¥V) 9reos J[BIS QOURI[ISTY (W) Jwreu
Q0URI[ISY JouIg WanoNQ) AJUAIISAY  JOJ SIOJOB, QOUDI[ISIY QOURI[ISY JUIISIA[OPY UOSPIAB(J-JOUUO))  9[BIS QOUDI[ISAY  JUSWNISU]
(onu1juod ) €7 dqe,
A

0S1



A[res[o sem dass

juowrdo[oAap
oreds -
JA1pE3oU 10 9[eos payrenb
Jansod 03 asuodsax PAULIJUOD
90I0J-1INI'T WdL ¢ - Anpiqerpar
QOUDIISAI JO [9AJ] pue AJpijea
JOURIOPIP FUNOJ[JoI uo yoeoxdde
Apns Teurpmisuo| SSQuIpIeY PuB $SAI)S Jrdump -
' ur sown odnnu JO saInseawr 19430 J[qeidoooe
paIv)sIuIIpe )M PIJRIISUOWIP a1om AJpIjeA
aq AJ1sed ues d[eos - ANpifeA - pue AIIqeroy -
J[BIS WAN-§ "‘KNSIOAPE SuIoR) "SJUOAD ANIqerar 359301 10NISU0D
' I0J A)[Iqels  udyMm 310daI J[os sk asn 9J1] 9A13E30U JUIOB] 1S9} pUB AOUQISISUOD pIom [ea1
pue AJUQ3SISUOD  UBD AIOAD ‘Q[qR[IBAY - Io)Je OOUDI[ISAI MOYS OYM [eUIIUL POOD) - PAJIJ[JAI Apn)s
[eUIIUT JUIIOLYNG - aImno 2IMyNd TRy ], ur Apnjs [eNpIAIPUL JO SAINJBIJ ordwres 1eorurd  aAnejenb woy
(swan §) e[ ur padojoaap 0] J1J 2INJ[ND Tey [, Ul [eo13ooydAsd 3097301 ur pue uonendod UOIBIJIIUIPL
Jojsturwpe 0} Aseq - SeM 9[BOS QU T - PIdo[oAdp sem 9[eds YL £]10911090 9[BIS A, [eIoud3 Ur3say, - urewo(q - p3uang
€00¢C
¥00C  S00T ‘Pue[leq], ‘YiesH ‘eAeeN % ‘ourueSeN €002 €661 “Sunox Teak
UOIS[[EM\ 29 HE[OUIS  [BIUDIA JO Judwredog 8007 ‘UBUBALIAYE] ‘oyouey ‘OISO ‘UOSPIAB(] 29 JOUUO)) ® priusepy  ‘(s) Joymy
(S4d) (S43) (Osrd-aon)
SN (OW S90ULISI[OPY TRy, (S9V) 2reds 9[BOS QOUAI[ISIY (s9) owreu
Q0URI[ISY JouIg waroN() AJUAIISAY  JOJ SI0JOB,] QOUDI[ISIY QOURI[ISY JUIISIA[OPY UOSPIAB(J-JOUUO))  9[BIS JOUDI[ISAY  JUSWNISU]
(onu1juod) ¢z olqe],
=
v

IS1

“JUBDILJIUSIS



152

Inpavoad
3uL109s
pareiop pue Aj1opyo rey L,
uondrisap SOIS [BOIUI]D I0J Suisn
aanpasoxd U)[eaY [eJudW UM uone)uI|
uoneNSIUIWpPE asn 10 pausIsa(q - Kew o180S
JOoorT - JUAIISAI Ty [, Judsaxdox (se1q syutod / -
Kouo3sIsuod j0u 9q Avr 9oUTA0Id 3urjer 10J YSLI) SWOL QOURIISA
[euIdiul  // INO T WOJJ WOpUeRl 2mpoooid  PIIOIS ASIOAJI ON - yuasaxdax
100¢e d1om suonerndod - 3uL1008 pa[IeIdp pue Inpavoad j0U 9q Aewr
ued (SWol ) 3unsa uondLosap a1npadosd SULIOOS PAYIeIOp  SIBI) [BUIDIUL
K)1A21q 9e0S - pue juswdo[oAdp JOUQI[ISAI  UONBNSIUIWPE JO JovT - pue uondriosap AJuo -
(0L0) Jouoneorqnd oN - AJIOP[Q JO OUSLIdIOBIRYD 1XJU0D ampaooxd  9oUdI[ISAI 0]
spJepue)s PIO SIedk (09-ST UM QOUIIJJIP Tey ], 0) UONBIWIT - uonensIuIwpe anp 1XdIU0d
Annqerr sode uonemdod ynpe 9q Aewr SONSLIOJOBILYD SJUDOSI[OpE JoyorT-  IeUL UNM Iy
[ eI ey ], ur Oy Ssosse Q0UQIISAI Juddsd[ope  dsdueder 03 pazijeroud3d SONSLIOJORIBYD SB 10U 9q Aew
SI09WI 9[BOS - 0} pAUJISAP 9[BIS AL -  PIJRIISUOWIIP J[8IS Y, - AJuo s3uIpur -  QJUDI[ISAI AINSBIIA - urewo(J - SSOUNBI A\
¥00¢ €00¢T
‘UoIS[lEAN - 800T ‘Pue[IRY], ‘YIEIH ‘eAeeN % ‘ourueSeN €007 €661 ‘Bunox Teak
2 IeOUlS  [BIUSIA JO Juountedaq 8007 ‘UBUBALIAYE] ‘ooury ‘OISO  ‘UOSPIAB(] 29 JOUUO)) 2 priusepm ‘(s) Joymy
(S49)
SN (S19) (Osrg-an) (s
Q0URI[ISOY O SOOUIISI[OPY Tey L, (S¥V) 9reos J[BIS QOURI[ISTY Jreos Jweu
oug WAoNQY) AJUAIISAY  I0J SI0JOB,] AIUDI[ISOY QOURI[ISY JUIISIA[OPY UoSpIAB(J-Iouuo)) Q0UI[ISAY JuSWINISU|

151

49!

(onu1juod) ¢z olqe],



APPENDIX B
INTERVIEW GUIDELINE

(Thai Version)
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Protection of Human Subject’s Rights

Dear, all

[ am Mrs. Sonthaya Maneerat, a doctoral student of faculty of nursing, Prince of
Songkla University, Songkla. I am interesting to study in resilience process from Thai
elderly who have experience in adversity life events. The main objective of this study is to
learn about resilience process of yours. The results will be used to guide other people,
situation, develop resilience scale for Thai elderly, and develop nursing care service for
elderly who have suffering from adversity life events in further.

You are the one significant person who has experience in adversity life events, so
you were invited to participate in my study. If you decide to participate, you will be
interviewed individually by the researcher about thirty minute or more upon your request
and may be more once time for interview. In our study some of participant will invite to
group participation for sharing some experience in adaptation process.

There is no physical risk involved in your participation but may be any
psychological risk during participation such as sad to talk about experience, anger for
something etc. In this case the researcher will help you by emotional support and other
supporting. You can make sure that you are free to withdraw from participating at any
time without penalty.

Your name will not appear on any paper, only a confidential code number will
appear on the paper. The number will be assigned by me and known only to me for kept
your confident. You decision whether or not to participate in this study will not prejudice
you.

A form below is attached for you to keep your agreement records in this study.
You can make decision whether or not to sign your name in this form. Your signature
indicates that you have read the information provided, understand it. Please feel free to
choose it

(Mrs. Sonthaya Maneerat)
Doctoral student, Prince of Songkla University

This sector for participant

I receive all of information about that study from both of above information and
the researcher. I understood and agree with the researcher to participate in that study.
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APPENDIX D

INITIAL ITEM POOL
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APPENDIX E

CONTENT VALIDITY FORM
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Content Validity Form

Instructions: The content validity form was provided to assess the quality of the
instrument of the Thai Elderly Resilience Scale: TER scale. The objective and content
relevancy including the clarity and conciseness of the item are need.

Please determines all items and check (v') in the column related to your
opinion and give suggestions or comment for improvement in the other comments

column. The criterion of the opinion was described as follow:

Relevancy 1 = not relevant 2 = somewhat relevant,
3 = quite relevant 4 = very relevant
Clarity yes = clear no = Unclear
Conciseness yes = concise no = redundant
Item Relevancy Clarity Conciseness
1 2 3 4 | Yes | No | Yes | No Other

comments
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APPENDIX F

ITEM CORRELATIONS OF 47- ITEM TER SCALE

IN PRE - TESTING
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Table 24

Item and subscale correlations of the 47 item - TER scale in pre - testing (n = 30)

Item  Scale mean if Scale variance Corrected Alphas if item
no. item deleted if item deleted item —total correlations deleted
1 157.23 244.18 0.51 0.94
2 157.26 241.92 0.54 0.94
3 157.20 239.88 0.63 0.94
4 156.86 248.53 0.33 0.94
5 157.06 239.71 0.68 0.94
6 157.03 249.61 0.14%* 0.95
7 157.40 249.00 0.17* 0.95
8 156.80 252.78 0.04* 0.95
9 157.06 247.58 0.30 0.94
10 157.30 241.87 0.60 0.94
11 157.23 239.84 0.58 0.94
12 156.96 243.27 0.56 0.94
13 156.76 247.63 0.47 0.94
14 157.13 245.70 0.41 0.94
15 156.73 247.78 0.39 0.94
16 157.06 240.06 0.73 0.94
17 156.96 240.86 0.71 0.94
18 157.06 240.27 0.72 0.94
19 157.13 239.22 0.65 0.94
20 157.23 238.52 0.70 0.94
21 157.36 237.68 0.60 0.94
22 157.06 247.02 0.24* 0.94
23 157.03 239.41 0.64 0.94
24 157.36 240.10 0.66 0.94
25 157.20 246.02 0.36 0.94
26 157.23 248.32 0.27* 0.94

* Jtem to total correlation less than 0.3
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Table (continue)

Item  Scale mean if Scale variance Corrected Alpha if item
no. item deleted if item deleted item —total correlation deleted
27 157.50 234.81 0.77 0.94
28 156.93 244.96 0.43 0.94
29 157.20 249.33 0.14%* 0.95
30 157.26 241.78 0.66 0.94
31 157.93 244.20 0.42 0.94
32 157.30 241.45 0.57 0.94
33 157.20 239.33 0.65 0.94
34 157.10 241.12 0.76 0.94
35 157.20 241.47 0.54 0.94
36 157.16 239.72 0.68 0.94
37 157.33 244.98 0.39 0.94
38 157.13 247.29 0.32 0.94
39 157.10 239.19 0.71 0.94
40 157.40 242.31 0.37 0.94
41 157.56 238.32 0.71 0.94
42 157.40 235.90 0.68 0.94
43 157.03 239.75 0.68 0.94
44 157.36 249.41 0.14%* 0.94
45 156.96 247.27 0.38 0.94
46 157.30 238.70 0.66 0.94
47 157.40 241.97 0.46 0.94

Total alpha 0.94

* Jtem to total correlation less than 0.3
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Table 25

Item correlation of “I AM” subscale in pre - testing (n = 30)

Item no. Corrected Item - total Alphas if item deleted
Correlations
1 0.63 0.83
2 0.52 0.83
3 0.59 0.84
4 0.26* 0.85
5 0.69 0.83
6 0.11* 0.86
7 0.29* 0.85
8 0.15% 0.85
9 0.30 0.85
10 0.46 0.84
11 0.47 0.84
12 0.54 0.84
13 0.49 0.84
14 0.33 0.85
15 0.48 0.84
16 0.66 0.83
17 0.68 0.83
18 0.60 0.84
Total alpha 0.84

* Jtem total correlations less than 0.3
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Table 26

Item correlations of “I HAVE” subscale in pre - testing (n = 30)

Item no. Corrected Item - total Alphas if item deleted
Correlations
19 0.51 0.83
20 0.57 0.83
21 0.57 0.83
22 0.33 0.85
23 0.60 0.83
24 0.67 0.82
25 0.43 0.84
26 0.40 0.84
27 0.75 0.81
28 0.42 0.84
29 0.18 0.86
30 0.76 0.82
31 0.42 0.84

Total alpha 0.84

* Jtem total correlations less than 0.3
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Table 27

Item correlations of “I CAN” subscale in pre- testing (n = 30)

Item no. Corrected Item - total Alphas if item deleted
Correlation
32 0.61 0.87
33 0.65 0.87
34 0.74 0.86
35 0.58 0.87
36 0.56 0.87
37 0.35 0.88
38 0.42 0.84
39 0.18 0.86
40 0.76 0.82
41 0.66 0.87
42 0.64 0.87
43 0.69 0.86
44 0.16* 0.89
45 0.40 0.87
46 0.61 0.87
47 0.49 0.87
Total alpha 0.88

* Jtem total correlations less than 0.3
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APPENDIX G

ITEM CORRELATIONS OF 47- ITEM TER SCALE

IN FIELD TESTING
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Table 28

Item and subscale correlations of the 47 item TER scale in field testing (n= 517)

Item  Scale mean if  Scale variance if Corrected Alphas if item
no. item deleted item deleted item —total correlations deleted
1 148.11 297.82 0.40 0.93
2 147.98 294.75 0.47 0.93
3 147.99 294.75 0.47 0.93
4 147.60 298.19 0.43 0.93
5 147.86 239.02 0.57 0.93
6 147.89 293.64 0.41 0.93
7 148.11 293.99 0.41 0.93
8 147.74 295.26 0.41 0.93
9 147.84 298.42 0.34 0.93
10 148.11 296.20 0.42 0.93
11 148.02 239.89 0.49 0.93
12 147.97 293.55 0.47 0.93
13 147.66 293.79 0.59 0.93
14 147.93 294.78 0.45 0.93
15 147.41 299.24 0.38 0.93
16 247.65 295.34 0.53 0.93
17 147.67 29491 0.56 0.93
18 147.80 292.95 0.58 0.93
19 147.82 292.57 0.58 0.93
20 147.91 292.30 0.56 0.93
21 148.08 290.23 0.58 0.93
22 147.82 294.76 0.42 0.93
23 147.97 290.79 0.55 0.93
24 148.16 292.32 0.51 0.93
25 147.87 293.75 0.46 0.93
26 148.26 294.58 0.40 0.93

\®)
3

148.21 290.90 0.58 0.93




Table (continue)
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Item  Scale mean if Scale variance Corrected Alphas if item
no. item deleted if item deleted item —total correlations deleted
28 147.76 293.98 0.52 0.93
29 147.97 297.59 0.29* 0.93
30 147.97 292.53 0.61 0.93
31 148.56 296.26 0.29* 0.93
32 148.13 293.78 0.50 0.93
33 148.03 293.22 0.47 0.93
34 147.94 293.16 0.58 0.93
35 147.88 296.11 0.45 0.93
36 148.04 292.57 0.51 0.93
37 148.27 292.22 0.46 0.93
38 148.11 292.67 0.54 0.93
39 147.95 290.45 0.54 0.93
40 148.03 298.30 0.29* 0.93
41 148.39 292.13 0.48 0.93
42 148.22 294.92 0.43 0.93
43 147.83 294. 82 0.48 0.93
44 148.41 298.86 0.21* 0.93
45 147.94 295.29 0.39 0.93
46 148.01 293.37 0.51 0.93
47 148.54 296.37 0.29* 0.93

Total alpha 0.93

* Deleted items (item - total correlation < 0.30)
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APPENDIX H

FACTOR LOADING OF EACH ITEM AND COMPONENT
OF THE 24- ITEM TER SCALE



Table 29

Factor loading of each item and component of the 24 - item TER scale
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Component
Item no.
1 2 3 5

2 0.69

21 0.68

11 0.66

19 0.60 0.32

20 0.57 0.30

18 0.55 0.32 0.36

8 0.65

4 0.63

0.32

5 0.60

17 0.54

13 0.53 0.40
25 0.71
26 0.70
24 0.62
27 0.44 0.50
22 0.70
23 0.67
28 0.66
43 0.63

36 0.72
38 0.60
34 0.32 0.60
35 0.40 0.52
37 0.47 0.50
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Table 30

Total variance explained of the 24 item- TER scale

Extraction sums of squared loadings Rotation sums of squared loadings
Factor

Total % of Variances Cumulative %  Total % of Variances Cumulative %

1 7.60 31.68 31.68 3.21 13.37 13.37
2 1.60 6.64 38.32 2.56 10.68 24.05
3 1.37 5.72 44.05 2.50 10.43 34.48
4 1.51 3.60 49.67 2.44 10.17 44.68
5 1.17 4.89 54.56 2.38 9.91 54.56
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APPENDIX I

CORRELATIONS & ALPHA COEFFICIENTS OF ALL ITEMS AND
SUB SCALES OF THE 24 ITEM - TER SCALE



Table 31

Item and total correlation to and Cronbach’s alpha coefficients of the 24 item- TER scale
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Item no Corrected Item-total correlations Alphas if item delete
2 0.49 0.90
4 0.40 0.90
5 0.54 0.90
8 0.39 0.90
11 0.47 0.90
13 0.58 0.89
17 0.56 0.89
18 0.57 0.89
19 0.59 0.89
20 0.56 0.89
21 0.56 0.89
22 0.42 0.90
23 0.54 0.89
24 0.53 0.89
25 0.49 0.89
26 0.40 0.90
27 0.57 0.89
28 0.53 0.89
34 0.55 0.89
35 0.42 0.90
36 0.49 0.89
37 0.45 0.90
38 0.53 0.89
43 0.46 0.89

Total

0.90
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Table 32
Item and total correlation and Cronbach’s alpha coefficients of the 24 item - TER scale:

Factor I
Item no. Corrected Item-total correlation Alpha if item delete
2 0.50 0.79
11 0.48 0.79
18 0.58 0.77
19 0.61 0.76
20 0.58 0.77
21 0.62 0.76
Total 0.80
Table 33

Item and total correlation and Cronbach’s alpha coefficients of the 24 item - TER scale:
Factor I1

Item no Corrected Item-total correlations Alphas if item delete
8 0.46 0.71
4 0.47 0.70
5 0.53 0.67
13 054 0.67
17 0.69 0.69

Total 0.74
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Table 34
Item and total correlation and Cronbach’s alpha coefficients of the 24 item - TER scale:
Factor 111

Item no Corrected Item-total correlations Alphas if item delete
24 0.52 0.66
25 0.56 0.64
26 0.49 0.68
27 0.48 0.68
Total 0.72
Table 35

Item and total correlation and Cronbach’s alpha coefficients of the 24 item - TER scale:
Factor IV

Item no Corrected Item-total correlations Alphas if item delete
22 0.51 0.69
23 0.55 0.66
28 0.57 0.66
43 0.49 0.70

Total 0.73
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Table 36
Item and total correlation and Cronbach’s alpha coefficients of the 24 item - TER scale:

Factor V
Item no Corrected Item-total correlations Alphas if item delete
34 0.54 0.65
35 0.39 0.70
36 0.56 0.63
37 0.40 0.71
38 0.53 0.65

Total 0.72
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APPENDIX J

FINAL DRAFT OF THE TER SCALE
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APPENDIX K

LIST OF EXPERTS
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