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ABSTRACT
The purpose of this study was to investigate the effect of older adults’ functional
capacity, self-management ability, and intergenerational solidarity on the subjective wellbeing of older adults and their adult children. The data were collected from older adults who
were 65 years of age or older, as well as from one of their children. Participants of this study
included 148 older adults, with a mean age of 80.05, and 87 adult children, with a mean age
of 51.99. The older adults were asked to self-rate on all these measures, whereas the adult
children were asked to provide their perception of their parents. Older adults reported higher
overall perceived health, lower self-management ability, and more positive sentiments in
affectual solidarity than adult children. Furthermore, older adults reported higher levels of
life satisfaction than adult children did. Older adults’ subjective well-being was predicted by
better functional capacity, higher levels of self-management ability, and positive
intergenerational solidarity, whereas adult children’s subjective well-being was predicted by
higher levels of intergenerational solidarity. In addition, a couple of suppressor effects were
found. Older adults’ perceptions of self-management ability and intergenerational solidarity
suppressed the effect of older adults’ functional capacity on older adults’ subjective wellbeing, and adult children’s perceptions of intergenerational solidarity suppressed the effect of
geographic proximity on adult children’s subjective well-being. The results suggest that
older adults’ self-management ability is the most predictive factor of their subjective wellbeing. Intergenerational solidarity was the only factor that predicted both older adults’ and
adult children’s subjective well-being. For the future care of older adults, it is important to
consider how older adults’ self-management ability and staying closely connected with their
adult children can be enhanced.

1
Chapter I. Introduction
Pursuit of happiness is a common goal for people at any age. What is happiness?
What are the associations between happiness and positive well-being? Various terms such as
subjective well-being and psychological well-being have been used interchangeably in
previous literature for describing happiness or the psychological state of well-being.
However, some researchers argue that subjective well-being and psychological well-being
describe two distinct but related perspectives of well-being. Subjective well-being describes
hedonic well-being, which focuses on more positive affect, less negative affect, and greater
life satisfaction, whereas psychological well-being describes eudaimonic well-being, which
focuses on a fully functioning and meaningful life (Keyes, Shmotkin, & Ryff, 2002; Ryan &
Deci, 2001). Diener, Sapyta, and Suh (1998) suggested both subjective and psychological
well-being are essential components of positive well-being. The present study examined
older adults’ well-being from both hedonic and eudaimonic viewpoints.
Ryff and Keyes (1995) proposed a model of psychological well-being, giving
accounts of positive functioning in six subfields of psychology: autonomy, positive relations
with others, environmental mastery, personal growth, purpose in life, and self-acceptance.
Age differences were found on the measures of psychological well-being. Out of the six
dimensions, autonomy, positive relations, and environmental mastery were scored the highest
among the old-aged group (65 years or older), whereas personal growth, purpose in life, and
autonomy were scored the highest among the young-aged group (18-29 years old). Ryan
(1995) and Ryan and La Guardia (2000) suggested that autonomy, competence, and
relatedness appear to be the basic human psychological needs that influence psychological

2
well-being. The eudaimonic approach on well-being emphasizes the degree to which
individuals are fully functioning.
Previous studies have shown similar components of psychological well-being, which
suggested autonomy, positive relations, and environment mastery or competence are the
predominant components of fostering psychological well-being in later life (Ryan, 1995;
Ryan & La Guardia, 2000; Ryff & Keyes, 1995). Therefore, the present study examined
three components of the positive functioning construct of well-being (i.e., autonomy, positive
relations, and competence) and its associations with the affective construct of well-being
(i.e., life satisfaction and positive and negative affect) for an elderly population.
With advancing age, the prevalence rate of functional decline tends to increase
(Steffen, Hacker, & Mollinger, 2002; Walters, Munro, & Brazier, 2001; Wiener, Hanley,
Clark, & van Nostrand, 1990). In the model of psychological well-being (Ryff & Keyes,
1995), autonomy or being independent was found to be one of the important predictors of
psychological well-being. Gayman, Turner, and Cui (2008) reported that people with more
functional limitations were more depressed. However, Abu-Bader, Rogers, and Barusch
(2002) reported that 39% of older adults with difficulties in walking scored higher than the
cut-off point in the Life Satisfaction Index. Therefore, further investigation is needed in
order to explore how older adults with functional limitations maintain high levels of
subjective well-being, and to find out if there are any mediating factors of the associations
between functional capacity and subjective well-being.
Other changes in old age are related to family relationships and structures such as the
loss of a spouse and receiving help from adult children instead of providing help, and fewer
contacts with friends due to mobility limitations and a more limited number of friends in very
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old age (Freund & Ebner, 2005; Johnson & Troll, 1992, 1996). Adapting to these aging
related changes is challenging for most people. What resources or strategies could help older
adults with adapting to these changes for preventing negative subjective well-being or
enabling positive adjustments? The answer can be drawn from the theoretical model of
psychological well-being (Ryff & Keyes, 1995), in which two types of resources in
assistance with adaptation to aging can be categorized: internal and external resources.
Internal resources refer to the dimension of environmental mastery in the model of
psychological well-being (Ryff & Keyes, 1995), defined as the capacity to manage one’s life
and the surrounding world, whereas external resources refer to the dimension of positive
relations with others, defined as the possession of quality relations with others. Since
functional decline has been commonly found among older adults, it is very important for
older adults to be capable of self-regulating the changes associated with aging or selfmaintaining their health status and functional capacity to the optimal level. As previously
mentioned, older adults are more likely to become widowed and have a limited number of
friends in later life. Adult children may be the primary contact and source of help to older
adults (Mancini & Blieszner, 1989). Positive intergenerational relationships between older
adults and adult children contribute to better psychological well-being among older adults
(Ryan & Willits, 2007), and it is more likely for older adults to receive support from adult
children and perceive adult children’s assistances as available when needed.
The present study adapted Ryff and Keyes’ (1995) psychological well-being
framework to assess the subjective well-being of older adults; therefore, the three
predominant components of fostering psychological well-being in later life (i.e., autonomy,
positive relations with others, and environmental mastery) were examined in association with
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subjective well-being (i.e., positive affect and life satisfaction). The purpose of this study
was not only to look at the associations of psychological functioning with subjective wellbeing among adults age of 65 or older, but also to examine whether competence of selfmanagement and positive intergenerational relationships are supportive resources for
adaptation to old age and contribute to psychological well-being in elderly populations.
Therefore, the associations between functional capacity and subjective well-being of older
adults with the mediating or moderating factors of older adults’ self-management abilities
and intergenerational solidarity were examined in the present study. The hypothesized
mediation and moderation models are shown in Figure 1. The hypothesized model suggests
older adults’ functional capacity directly predicts subjective well-being of older adults and
their adult children, and indirectly through older adults’ self-management ability and
intergenerational solidarity. Furthermore, older adults’ self-management ability and
intergenerational solidarity may moderate the association between older adults’ functional
capacity and subjective well-being of older adults and adult children.
This study is innovative because it examined the achievement and maintenance of
positive subjective well-being in occurrence with the functional limitations in later life,
whereas past studies have primarily focused on the strategies to cope with the functional
limitations in order to prevent higher levels of depression, loneliness, or other negative
subjective well-being (Couture, Larivière, & Lefrançois, 2005; Kahn, Hessling, & Russell,
2003; Silverstein, Chen, & Heller, 1996). Furthermore, data were collected from older adults
aged of 65 years and older as well as from one of their adult children for the purpose of
understanding the old adults’ functional capacity, self-management ability, and
intergenerational solidarity from an intergenerational perspective.
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Chapter II. Literature Review
The following section reviews the literature concerning the concepts of subjective
well-being, functional capacity and self-management ability of older adults, intergenerational
solidarity in aging families, and subjective well-being of older-adult and adult-child
generations.
Concepts of Subjective Well-Being
Earlier researchers identified three separate components of subjective well-being:
positive affect, negative affect, and life satisfaction. Positive and negative affects represent
primary dimensions of mood, and life satisfaction refers to the cognitive-judgmental aspect
of the construct (Diener, Emmons, Larsen, & Griffin, 1985). Ryff and Keyes (1995)
proposed a multidimensional model of well-being, suggesting that six dimensions account for
positive psychological functioning (i.e., autonomy, positive relations with others,
environmental mastery, personal growth, purpose in life, and self-acceptance).
Ryan and Deci (2001) viewed subjective well-being as being different from
psychological well-being, where subjective well-being is dealing with happiness, or the
affective construct (hedonic approach), and psychological well-being is dealing with human
potentials and positive functioning in psychology (eudaimonic approach). However, Keyes
et al. (2002) suggested both subjective and psychological well-being are essential for
optimizing total well-being. The present study adapted Ryff and Keyes’ multidimensional
framework for psychological functioning as the predictors of happiness in an elderly
population. Three predominant components of psychological functioning for older adults
(i.e., autonomy, competence, and positive relations with others) were examined as predictors
of subjective well-being, or happiness. Autonomy was assessed by older adults’ functional
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capacity, competence was assessed by self-management ability, and positive relations with
others was assessed by intergenerational solidarity. The associations between subjective
well-being and each component are discussed in the following sections.
Functional Capacity Among Older Adults
Changes in health and functional capacity are expected to occur in later life.
Difficulties with performing everyday tasks have been reported as a serious problem among
older adults (Beckett et al., 1996). Previous studies have shown significant functional
decline with increasing age (Beckett et al., 1996; Reynolds & Silverstein, 2003). Hébert
(1997) reported functional decline occurs each year in nearly 12% of Canadians who are age
of 75 years and older. Wiener et al. (1990) examined eleven U.S. national surveys which
included information on the activities of daily living (ADLs) status of older adults who were
65 years of age and older, concluding 5 to 8.1% of noninstitutionalized older adults and
nearly 92% of institutionalized older adults were unable to carry out at least one of the five
activities of daily living (i.e., bathing, dressing, transferring, toileting, and eating)
independently.
Functional limitation is defined as the inability to perform an action and is associated
with losing the ability of being independent and increasing the likelihood of being dependent
on others (Wang, Badley, & Gignac, 2004). One of the common ways in previous studies
assessing older adults’ functional capacity is to examine the ability of carrying out everyday
tasks, which is required for maintaining self-care or living independently. Instrumental
activities of daily living (IADLs, Lawton & Brody, 1969) and activities of daily living scales
(ADLs, Fillenbaum, 1988; Katz, Ford, Moskowitz, Jackson, & Jaffe, 1963) are the most
familiar self-report measurements for assessing functional capacity.
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The rate and onset of decline in ADLs and IADLs are predicted by a number of
factors. Reynolds and Silverstein (2003) used a longitudinal data set to examine the onset of
disability in performing ADLs and IADLs. Medical and demographic factors (e.g., chronic
illness, age, gender, ethnicity), baseline behavioral factors (e.g. negative affect, cognition,
health behaviors), and change in baseline characteristics were examined as predictors of the
onset of ADLs and IADLs decline. Reynolds and Silverstein treated ADLs and IADLs as
two different dependent variables as well as examined both of them on item-levels, from
which they found that the predictors of the onset of ADLs and IADLs decline were similar,
but not exactly the same. When the two dependent variables were treated on the item-level,
different factors predicted specific items. For instance, having diabetes predicted the onset of
problems with bathing, bed transfer, using the phone, and grocery shopping, but not the onset
of disabilities with dressing, eating, toileting, preparing meals, taking medications, and
managing money. Only age was found to be the predictor of both ADLs and IADLs as well
as item-level activities.
Alternatively, functional capacity has been used as predictor of psychological distress
and mental illness (Couture et al., 2005; Westerhof & Keyes, 2010). For instance, lower
levels of functional capacity predicted higher levels of psychological distress and mental
illness. Gayman et al. (2008) conducted a two-wave study to examine older adults’
functional limitations and depressive symptoms at two time points, as well as the reciprocal
influence between physical limitation and depression. They found that functional limitations
predicted the change in depressive symptoms; however, depressive symptoms did not predict
change in functional limitations. The findings of Gayman et al. (2008) suggest that the effect
of functional limitations on depression is stronger than it is in the reverse direction.
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Therefore, the present study examined functional capacity as a predictor of subjective wellbeing.
Self-Management Ability Among Older Adults
Human beings are goal-oriented by nature; therefore, the pursuit of fulfilling
fundamental needs (e.g. autonomy, competence, relatedness; Ryan, 1995) is an essential
goal. People want to continue to be autonomous as long as they can and maintain their health
status and functional capacity to the optimal level; however, these goals become difficult to
attain due to the decline in functional capacity as people age. When older adults are no
longer able to carry out daily activities independently or to sustain the functions in a
desirable way, their level of life satisfaction decreases and level of depression increases
(Berg, Hassing, McClearn, & Johansson, 2006; Couture et al., 2005). Therefore, older adults
find ways to adapt or manage the changes associated with aging in order to maintain their
psychological well-being. Older adults who regulate or manage the aging process well are
more likely to age successfully (Schuurmans et al., 2005).
Several research groups have proposed different models of adapting to age-related
changes in order to attain desired goals and adjust positively to old age. The well-known
model of selective optimization with compensation (SOC) by Baltes and Baltes (1990)
suggested that people should be selective to the goal domains on which to focus one’s
preserving resources and use the preserving resources to maximize the potential in achieving
goals as well as minimize and compensate the losses associated with aging. In other words,
older adults should be selective about goals that are more likely to be achieved. If a goal is
not attainable, then older adults should try to compensate in other ways in order to adapt to
the changes associated with aging.
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Another model of coping with age-related changes is the dual-process model of
assimilative and accommodative coping proposed by Brandtstädter and Renner (1990),
which focuses on the process of optimizing the balance of gains and losses in human
development. Assimilative coping reflects the ability to adjust actively to life circumstances
in order to attain goals, whereas accommodative coping reflects the ability to alter the goals
based on self-competency. Brandtstädter and Renner (1990) suggested that people try their
best to achieve the original goals by putting as much effort as they can (assimilative coping
or tenacious goal pursuit); however, if people realize the goals are not achievable, then they
will make adjustments to these goals (accommodative coping or flexible goal adjustment).
Ebner and Freund (2007) found that older adults have better subjective well-being if the
goals are able to be fulfilled by using coping strategies such as selectivity of pursuing goals
and compensation of losses and assimilative and accommodative modes of coping.
Rather than focusing on the association between goal attainment and subjective wellbeing, Shuurmans et al. (2005) and Steverink, Lindenberg, and Slaets (2005) suggested
subjective well-being is dependent on how capable older adults are managing age-related
changes in their lives. Furthermore, older adults with better self-management ability tend to
be more successful in adapting to change in old age. Schuurmans et al. (2005) suggested that
self-management is not only related to how well older adults can manage their lives by
themselves, but also related to how well direct resources would be available to them. For
example, if older adults manage to have good relationships with other family members, then
they are more likely to receive help from family members.
Schuurmans and colleagues asserted there is no appropriate scale for measuring
abilities of self-managing the declines that older adults encounter in relation to subjective-
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well-being (Schuurmans et al., 2005). Therefore, they developed a 30-item scale, the SelfManagement Ability Scale (SMAS-30), to assess the self-management abilities which are
important for older adults to sustain their subjective well-being. Behavioral self-management
ability refers to taking initiatives to invest resources and practice healthy behaviors, whereas
cognitive self-management ability refers to keeping a positive frame of mind and knowing
one’s self-capabilities. The present study adopted the SMAS-30 to examine older adults’
competency in self-managing their lives.
Intergenerational Solidarity in Aging Families
As a result of increasing life expectancy, the number of shared years between two
generations has been increasing (Lowenstein, 1999). Taking care of older adults is now a
very common experience for adult children (Peek, Coward, Peek, & Lee, 1998; Silverstein,
Gans, & Yang, 2006); therefore, the parent-child relationships and intergenerational support
in later life became an important topic for discussion.
The most well-known theory of intergenerational relationships was proposed by
Bengtson and Roberts (1991): the intergenerational solidarity theory. The theory describes
the intergenerational relationship in six dimensions: affectual, associational, consensual,
functional, normative, and structural solidarity. Affectual solidarity refers to the degree of
closeness, warmth, and other positive sentiments between older adults and adult children.
Associational solidarity refers to the frequency of contact. Consensual solidarity refers to the
degree of agreement on values, attitudes, and beliefs between older adults and adult children.
Functional solidarity refers to the degree of assistance provided to and received from other
generations. Normative solidarity refers to the norm of familial roles. Structural solidarity
refers to the opportunity of contact, for example, the distance to and number of family
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members (Bengtson & Roberts, 1991). This present study focused on examining affectual
and functional solidarity between older adults and adult children.
Affectual solidarity is defined as the nature and the degree of positive sentiments
between older adults and adult children, which determines the quality of intergenerational
relationships (Gronvold, 1988). The construct of affect concerns the emotional bonding
between older adults and their adult children. For instance, feelings of love, trust, respect,
and intimacy are contributing to better emotional bonding. In the review of important
research themes in intergenerational relations, Mancini and Blieszner (1989) suggested
higher levels of affectual solidarity determine the intergenerational relationship quality and
older adults’ and adult children’s subjective well-being. This finding is consistent with other
studies, which suggested better relationship quality between older adults and adult children
was associated with better subjective well-being in both generations (Merz, Consedine,
Schulze, & Schuengel, 2009; Merz, Schuengel, & Schulze, 2009). Moreover,
intergenerational relationship quality was found to be more important in predicting older
adults’ subjective well-being than frequency of contact.
If the intergenerational relationship between older adults and adult children is strong,
then it is more likely for older adults to receive support from adult children, and the older
adults are more likely to perceive adult children’s assistance as available when needed.
Cicirelli (1983) reported adult children’s feelings of closeness with their older-adult parents
were strongly associated with the commitment to provide help, and Rossi and Rossi (1990)
reported adult children tended to provide more support if two generations have close or
intimate relationships. Moreover, the functional capacity of older adults is associated with
the amount of support that adult children provide (Silverstein et al., 2006). Adult children
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provide more support to their older-adult parents who show more functional decline and
limitations on performing ADLs (Peek et al., 1998; Silverstein et al., 2006).
Another intergenerational solidarity dimension is concerned with the degree of
intergenerational support and perception of reciprocity (functional solidarity; Bengtson &
Roberts, 1991). Support exchange is defined as the giving and receiving of assistance among
family members, which refers to the aspect of interdependent relationships among family
members (Hancock, Mangen, & McChesney, 1988). Previous findings of the effect of
intergenerational support on older adults’ psychological functioning were inconsistent due to
different types and various amounts of support. Some older adults do not like to receive an
excessive amount of functional support because they feel they are being dependent and lose
their autonomy or sense of control; therefore, previous findings have shown a negative
impact of functional support on care recipients’ subjective well-being (Merz et al., 2009;
Reinhardt, Boerner, & Horowitz, 2006; Silverstein et al., 1996). However, older adults
received emotional support has shown a positive association with older adults’ subjective
well-being (Merz et al., 2009). For adult children, the effect of providing intergenerational
support on their subjective well-being depends on the level of support provided, adult
children’s work status, older-adult parents’ health condition, and size of care networks.
Some positive effects of providing intergenerational support such as providing intrinsic
rewards, improving problem solving abilities, and a growing sense of competence have been
reported to enhance the subjective well-being of adult children (Silverstein & Giarrusso,
2010).
The intergenerational solidarity scale was developed by Bengtson in the 1970s. The
present study adopted Bengtson’s intergenerational solidarity subscales of affectual and
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functional solidarity (Bengtson & Schrader, 1982) to examine the effects of affectual and
functional solidarity on subjective well-being of both older-adult and adult-child generations,
as well as its associations with older adults’ functional capacity and self-management ability.
Subjective Well-Being Between Generations
Studies have shown consistent associations between intergenerational relationship
quality and subjective well-being of both older-adult and adult-child generations (Mancini &
Blieszner, 1989; Merz et al., 2009). The quality of intergenerational relationship was found
to be positively correlated with both older adults’ and adult children’s subjective well-being.
Interdependent associations were found between older adults’ ratings on intergenerational
relationship quality and adult children’s well-being, and vice versa (Merz et al., 2009).
Furthermore, older-adult parents’ subjective well-being was reported to be positively
correlated with adult children’s subjective well-being, meaning that the higher the older-adult
parents’ level of subjective well-being is, the higher the adult children’s level of well-being
will be, and vise versa.
Various approaches and measures were used for assessing well-being. The present
study assessed well-being from a hedonic approach perspective by examining positive and
negative affect, as well as overall life satisfaction.
Residential Settings and Locations
Many older adults move into retirement communities for a number of reasons such as
amenities, companionship, activities, and the availability of assistance (Adams, Sanders, &
Auth, 2004). Three possible levels of care are typically offered in retirement communities:
independent living, where the residents are able to carry out ADLs independently, assisted
living, where the assistance with ADLs performance is available to the residents if needed,
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and nursing care, where the residents need constant health care and assistance with most of
the ADL tasks. Different predictors of subjective well-being have been found among older
adults who reside in different care facilities. Adams et al. (2004) examined the association
between types of visitors the independent living older adults had (i.e., adult children, friends,
and neighbors) and mental health of older adults (i.e., depression and loneliness). They
found frequent visitation from friends and neighbors were resilient factors of depression and
loneliness, whereas visitation from adult children was not associated with depression or
loneliness. However, Gaugler and Kane (2007) and Mitchell and Kamp (2000) found family
involvement was associated with subjective well-being among assisted living older adults. In
assisted living facilities, most of the instrumental needs are provided by professionals in the
assisted living or nursing care facilities, but family members continue to fulfill older adults’
emotional needs (Gaugler & Kane, 2007). Another study conducted by Mitchell and Kamp
(2000) reported positive associations between the frequency of family contacts and life
satisfaction of older adults living in assisted living facilities.
The older-adult sample in the present study included older adults who lived in private
homes and retirement communities with different care levels. Mean differences of their
functional capacity, self-management ability, intergenerational solidarity, and subjective
well-being among different residential settings and locations were examined. In the data
analyses, residential location was treated as a control variable when testing the hypothesized
models.
Research Purpose and Hypotheses
Based on the concepts of optimal well-being and the literature review on functional
capacity, self-management ability, and intergenerational solidarity of older adults, the present
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study investigated the association between older adults’ functional capacity and subjective
well-being, with an investigation on the mediating and moderating effects through older
adults’ self-management abilities and intergenerational solidarity. The data were collected
from older adults who were 65 years of age or older, as well as from one of the older adults’
corresponding children. The older adults were asked to self-report their functional capacity,
self-management ability, intergenerational solidarity, and subjective well-being. The referent
adult children were asked to evaluate their parents’ functional capacity, self-management
ability, intergenerational solidarity toward their parents, and self-report their own subjective
well-being by completing a similar set of measures. The purpose of administering both
older-adult and adult-child ratings on the older adults’ functional capacity and selfmanagement ability was to compare the mean scores and examine the correlations between
two different reports. Furthermore, intergenerational data allowed us to be able to compare
the intergenerational solidarity and subjective well-being of both generations.
The following research hypotheses were tested.
1. No mean difference will be obtained of the older-adult and adult-child ratings of older
adults’ overall general health status, functional capacity, and self-management ability;
however, higher levels of intergenerational solidarity reported by older adults were
expected when compared to adult children’s reports. This assumption was based on the
intergenerational stake hypothesis (Bengtson, 2001), which suggested older adults tend to
report higher levels of intergenerational solidarity toward their adult children than adultchildren report intergenerational solidarity toward their older-adult parents. Lastly, no
mean differences will be obtained between older adults’ and adult children’s subjective
well-being.
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2. Means were computed by gender, age groups (i.e., young-old, from 65-74 years of age,
old-old, from 75-84 years of age, and oldest-old, 85 years or older), and residential
location (i.e., individual homes and retirement communities). No mean differences were
expected.
3. It is hypothesized that all variables (i.e., functional capacity, self-management ability,
intergenerational solidarity, and subjective well-being) reported by older adults are
positively correlated. Better functional capacity is associated with better selfmanagement ability, higher levels of intergenerational solidarity, and better subjective
well-being. Moreover, better self-management ability and higher levels of
intergenerational solidarity are associated with better subjective well-being among older
adults.
4. Older-adult and adult-child ratings of older adults’ functional capacity and selfmanagement abilities are positively correlated. The two generations’ perceptions of
intergenerational solidarity are also positively related. Finally, the subjective well-being
of the two generations are positively related as well. Moreover, the adult children’s
subjective well-being is positively related to reports of their perception of older adults’
functional capacity and self-management abilities, as well as their reports of
intergenerational solidarity toward their parents.
5. Older-adult ratings of their self-management ability and intergenerational solidarity
mediate between functional capacity and subjective well-being, meaning that older
adults’ functional capacity betters older adults’ subjective well-being through selfmanagement ability and intergenerational solidarity. The same mediation will be found
in the adult-child report, meaning that adult-child perceptions on older adults’ functional
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capacity betters adult children’s subjective well-being through their perceptions on older
adults’ self-management ability and intergenerational solidarity.
6. Level of older adults’ self-management ability and intergenerational solidarity moderate
the effects of functional capacity on subjective well-being in the older-adult sample. The
same moderation will be found in the adult-child report, meaning that the older adults’
self-management ability and intergenerational solidarity perceived by adult children
moderate the effect of adult-child perceptions on older adults’ functional capacity on
adult children’s subjective well-being.
Covariates. Demographic variables were treated as control variables. Covariates for
older adults included age, gender, ethnicity, marital status, residential location, number of
children, and overall perceived health. For adult children, covariates included age, gender,
ethnicity, marital and work status, number of children, geographic proximity to their parents,
and perception of older-adult parents’ overall health.
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Chapter III. Methods
The data consisted of 148 older adults and 87 adult children, so 87 intergenerational
pairs were generated. Data collection was conducted during the months of May through July
in 2011. The following section summarizes the demographic characteristics of participants,
data collection procedures, measures, and methods of data analysis.
Participants
Older adults who are 65 years of age and older were recruited from eight retirement
communities, two churches, a senior center, a group of retired staff and faculty members, and
a Bridge club who gathered at a local bookstore in Iowa. A total of 148 older adults
participated in this study by completing a questionnaire. The older adults were asked the
number of children presently living and if the older adults would nominate one of their adult
children for participation in order to obtain information from the adult children’s perspective.
Of the older adult sample, 97.9% (n = 140) indicated that they had at least one living child,
with a mean number of three children, SD = 1.25. Within the group of older adults who had
at least one living child, 80% of them (n = 112) provided their adult children’s name and
contact information. Eighty-seven of the adult children completed the questionnaire,
representing a return rate of 77.7%.
In the older-adult sample, there were 101 women and 47 men. Age of the older adults
ranged from 65 to 95 years old, with a mean age of 80.05, SD = 6.69. Except for one olderadult participant who reported her ethnicity to be Asian, all of the older-adult participants
reported their ethnicity as White/Caucasian (n = 147). Of the older-adult sample, 53.4%
were married (n = 79), 41.2% were widowed (n = 61), 3.4% were divorced (n = 5), and 2%
were single or had never been married (n = 3). For the older adults’ residential locations,
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75.5% of the older-adult sample (n = 111) lived in retirement communities and 24.5%
(n = 36) lived in private homes or apartments. The older adults who lived in retirement
communities were significantly older (M = 81.70, SD = 5.93) than older adults who lived in
private homes (M = 74.86, SD = 6.45), F(1,144) = 33.96, p < .001. Within the group of older
adults who lived in retirement communities, 96.4% lived in independent living units
(n = 107), 2% of them lived in assisted units (n = 3), and one older adult lived in the health
care unit. Older adults’ demographic information is summarized in Table 1.
In the adult-child sample, there were 67 women and 20 men. The age of the adult
children ranged from 31 to 69 years old, with a mean age of 51.99, SD = 8.21. Except for
one adult-child participant who reported her ethnicity to be Asian, all of the adult-child
participants reported their ethnicity as White/Caucasian (n = 86). Of the adult-child sample,
77% were married (n = 67), 10.3% were single or had never been married (n = 9), 10.3%
were divorced (n = 9), and 2.3% were widowed (n = 2). The majority of the adult children
worked full-time (62.1%, n = 54), 20.7% worked part-time (n = 18), 9.2% were retired
(n = 8), 2.3% were doing volunteer work (n = 2), and the remaining 5.7% were not employed
(n = 5). More than half of the adult-child sample indicated that their geographic proximity to
their parents was more than 100 miles (54%, n = 47), 24.1% lived less than 10 miles (n = 21),
and the remaining 21.8% between 11 to 100 miles (N = 19) away from their parents. A total
80% of the adult children (N = 64) indicated that they had children, with a mean number of
children as 1.69, SD = 1.30. Adult children’s demographic information is also summarized
in Table 1.
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Table 1
Demographic Characteristics of Older-Adult and Adult-Child Sample
Older-Adult Sample

Adult-Child Sample

(N = 148)

(N = 87)

N

M

SD

Range

N

M

SD

Range

Age (years)

147

80.05

6.69

65-95

87

51.99

8.21

31-69

Number of Children

141

3.00

1.25

0-7

86

1.69

1.30

0-9

N
Gender
Female

%

148

N

%

87

101

68.2

67

77.0

Male

47

31.8

20

23.0

Ethnicity

147

White/Caucasian
Asian
Marital Status
Single

87

146

99.3

86

98.9

1

0.7

1

1.1

148

87

3

2.0

9

10.3

Married

79

53.4

67

77.0

Divorced

5

3.4

9

10.3

Widowed

61

41.2

2

2.3

-

-

Residence
Private Home
Retirement Comm.

147
36

24.5

-

-

111

75.5

-

(table continues)
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Table 1 (continued)
Older-Adult Sample
N

%

Adult-Child Sample
N

%

-

-

Allowed Child
139
Contact
No

27

19.6

-

-

Yes

112

80.4

-

-

Work Status

-

-

87

Full-time

-

-

54

62.1

Part-time

-

-

18

20.7

Retired

-

-

8

9.2

Volunteer

-

-

2

2.3

Not employed

-

-

5

5.7

-

-

87

< 10 miles

-

-

21

24.1

11 – 30 miles

-

-

5

5.7

31 – 50 miles

-

-

6

6.9

51 – 100 miles

-

-

8

9.2

> 100 miles

-

-

47

54.0

Proximity

Note. Percentages may not add up to 100 due to rounding.
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Procedure
Before data collection proceeded, approval from the Institutional Review Board at
Iowa State University was obtained (Appendix A) to ensure the rights and safety of
participants were protected. All older-adult and adult-child participants were given choices
of either completing the questionnaire booklet (paper copy) or online questionnaire created
by online survey software SurveyGizmo.
Directors at eight senior retirement communities in Iowa were contacted and agreed
to assist with recruitment of older-adult participants and conduct data collection at their
facilities. One data collection session was scheduled at each retirement community. Other
older-adult participants were recruited from several community groups, in which the majority
of the members were older adults. The groups were: a group of retired staff and faculty
members from Iowa State University, a Bridge club that gathered weekly at a local books
store, and two older-adult bible study groups from two churches.
A total of 122 older adults chose to complete the questionnaire on paper. Purpose and
procedure of the study were orally explained to them and the modified consent forms were
distributed in the beginning of the data collection session. One section of the questionnaire
that asked the permission of contacting one of their living children for obtaining the
information from the adult-child generation in order to test the intergenerational differences
was specifically explained. The older adults who were interested in participation, but did not
want to provide the contact information of their adult children were also included in the
study. Twenty-six older adults chose to complete the questionnaire online. An e-mail with
study information along with the link of online informed consent and questionnaire were sent
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to them. The content on both forms of the questionnaire was identical. An example of the
full questionnaire for older-adult participants can be found in Appendix B.
Recruitment of adult-child participants was conducted by using the contact
information (i.e., phone number or e-mail address) provided by the older-adult participants.
A total of 112 adult children were contacted. The procedure of conducting surveys with
Dillman’s total design method (1978) was adapted and modified as the strategy for
optimizing the rate of responses from the adult-child participants. Three follow-up contacts
were made to the adult children who did not complete the questionnaire after about one week
of the initial contact (first reminder), after about two weeks of the second contact (second
reminder), and after four weeks of the third contact (third reminder). The returning rate was
77.7% (N = 87), which was higher than the average of mail survey responses rate (74%)
reported by Dillman (1978). Of all the 87 responses from adult children, 85 responses were
received from online questionnaire and two responses from mailing questionnaire booklets.
The full questionnaire for adult-child participants can be found in Appendix C.
One-way analysis of variance (ANOVA) was conducted to compare demographic
characteristics (i.e., age, gender, ethnicity, marital status, and residential location) of the
group of older adults whose adult children participated in this study compared to the group of
older adults whose adult children did not. No significant differences were found between the
two groups, suggesting that the participation of adult children was not due to certain
demographic characteristics of older adults.
Measures
Seven measures were used in this study to obtain the information on older adults’
general physical health status, functional capacity, self-management ability, intergenerational
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solidarity, and subjective well-being from intergenerational perspectives. Instead of using
the subscales from Ryff’s psychological well-being, Fillenbaum’s (1988) older adults’ selfcare capacity, Bengtson’s (Bengtson & Schrader, 1982) intergenerational solidarity, and
Schuurmans et al.’s (2005) Self-Management Ability Scale (SMAS) were used in this study
to assess older adults’ autonomy, positive relations with others, and competency,
respectively. These measures were selected because they seemed to be more adequate for
assessing autonomy, positive relations with others, and competency in the older-adult
population.
Summary scores were computed for measures of functional capacity, affectual
solidarity, functional solidarity, self-management ability, satisfaction with life, and positive
and negative affect by generation. The items for affectual solidarity and functional solidarity
were summed up and a composite score was computed for the construct of intergenerational
solidarity. The items of the Satisfaction With Life Scale and Positive and Negative Affect
Schedule were summed up and a composite score was computed for the construct of
psychological well-being. Due to different scaling, all items were standardized (i.e., means
equal to zero and standard deviations equal to one) before the composite scores were
computed.
The older-adult and adult-child participants received similar sets of questionnaires
that consisted of all measures. The older adults were asked to self-rate on all these measures,
whereas the adult children were asked to provide their perception of their parents’ overall
health status, functional capacity, self-management ability, and intergenerational solidarity
toward their parents. Finally, adult children were asked to self-rate their subjective wellbeing.
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General physical health. A section in the Older Americans Resources and Services
Scale (OARS; Fillenbaum, 1988) concerning older adults’ general physical health status was
used. This measure consists of two questions, asking about older adults’ overall health (scale
ranged from 1 to 4, “poor” to “excellent”) and to what extent the health problems preventing
older adults from doing things (scale ranged from 1 to 3, “a great deal” to “not at all”).
Higher scores indicated better physical health. Cronbach’s alpha has been reported to be .74
(Fillenbaum, 1988). In this study, Cronbach’s alpha was computed as .71 for older adults
and .78 for adult children.
Functional capacity. Another section in the OARS concerning older adults’ selfcare capacity or functional capacity (Fillenbaum, 1988) was used. This measure consists of
fourteen items assessing older adults’ functional capacity in performing instrumental and
physical activities of daily living. Instrumental activities of daily living (IADL) are
concerned with older adults’ independent living skills such as using the telephone, preparing
meals, going shopping, etc., whereas activities of daily living (ADL) are concerned with
older adults’ abilities to perform everyday tasks such as eating, dressing, walking, etc.
Older-adult participants were asked to rate their abilities to perform ADL and IADL on a
scale from 0 to 2, where “0” indicates “unable to perform the described tasks completely,”
“1” indicates “able to perform the described tasks with some help,” and “2” indicates “able to
perform the described tasks without any help.” Higher scores indicated more abilities to
perform IADL and ADL tasks. Both IADL and ADL scales have been reported with high
reliabilities, with Cronbach’s alphas of .87 and .84, respectively (Fillenbaum, 1988). For the
present study, the older-adult sample had a reliability of Cronbach’s alpha = .72 for IADL
and Cronbach’s alpha = .38 for ADL, and the adult-child sample had a reliability of
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Cronbach’s alpha = .74 for IADL and Cronbach’s alpha = .55 for ADL. Although the
reliability for ADL was low for both older-adult and adult-child samples, the reliabilities for
the full scale, which was used for data analysis in the present study, for both samples was
high, with Cronbach’s alphas = .73 for older adults and Cronbach’s alphas = .77 for adult
children.
General physical health and self-care capacity dimensions were not only reported
having content and consensual validity, but also criterion validity, which was confirmed by
physicians’ ratings on the same physical health scale and by agreements with the physical
therapists’ ratings on participants’ self-care capacity based on home visits (Fillenbaum,
1988).
Self-management. The Self-Management Ability Scale (SMAS; Schuurmans et al.,
2005) is a self-report instrument for assessing older adults’ behavioral and cognitive abilities
in managing sustainable well-being in later life. Older adults were asked to rate their
perception of self-management abilities, and adult children were asked to rate their
perception of their parents’ self-management abilities. The scale consists of 30 items
categorized in six dimensions: take initiatives (e.g., “How often do you take initiative to get
in touch with people who are dear to you?”), investment behavior (e.g., “Do you make sure
that you get enough physical exercise in order to stay fit longer?”), variety (e.g., “How many
hobbies or activities do you have on a regular basis?”), multifunctionality (e.g., “The
activities I enjoy, I do together with others”), self-efficacy (e.g., “Are you capable of taking
good care of yourself?”), and positive frame of mind (e.g., “When you have a bad day, how
often do you think that things will be better tomorrow?”). High scores indicate better selfmanagement abilities. This scale has been reported with high reliability, with a Cronbach’s
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alpha of .91 (Schuurmans et al., 2005). In this study, reliabilities were high for both
generations, with Cronbach’s alphas of .93 for older adults and .96 for adult children.
Schuurmans et al. (2005) examined the scale validity by measuring the correlations
between SMAS and other measures such as psychological distress, life satisfaction, and
overall well-being. The overall score of SMAS was negatively correlated with psychological
stress (r = -.30) and positively correlated with life satisfaction and overall well-being, with
correlation coefficients of .46 and .72, respectively.
Intergenerational solidarity. Two of the five intergenerational solidarity
dimensions were assessed in this study: affectual and functional solidarity. The Positive
Affect Index (Bengtson & Schrader, 1982) was used to examine affectual solidarity or the
family relations between older adults and adult children. The scale consists of ten items
concerning the degree of five dimensions of positive affect toward and perceived by the other
generation. The five dimensions of positive affect are: understanding, fairness, trust, respect,
and affection. In this study, older adults were asked if they felt they understood the referent
child and if they felt the referent child understood them on a six-point scale (scale ranged
from 1 to 6, “not well” to “extremely well”), and vice versa, the referent adult children were
asked to complete the same set of questions asking about their sentiments to their parents.
Higher scores indicated higher level of intergenerational solidarity. This scale has been
reported with high reliability, with a Cronbach’s alpha of .92 (Bengtson & Schrader, 1982).
In this study, the reliabilities were high for both generations, with Cronbach’s alphas of .92
for older adults and .95 for adult children.
In addition to the ten-item scale, a global item, “Generally, how well do you and your
father (mother/child) get along together?” was used as an indicator of the scale validity. The
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coefficients of the correlation between the global item and the affectual solidarity scale
ranged from .74 to .77 (Gronvold, 1988). In this study, the coefficients of the correlation
between the global item and the affectual solidarity scale were .79 for older adults and .86 for
adult children, meaning that the convergent validities were high for both generations.
The intergenerational functional solidarity scale consists of five items, which assess
the degree of financial exchange on a four-point scale (scale ranged from 1 to 4, “not at all”
to “regularly”) and the frequency of support and gift exchanges on an eight-point scale (scale
ranged from 1 to 8, “almost never” to “almost every day”). The reliability for this scale was
not reported in the previous literature. In this study, the reliabilities were computed, with
Cronbach’s alphas of .47 for older adults and .50 for adult children.
For data analysis, the two dimensions of affecutal and functional solidarity were
treated as one construct measuring intergenerational solidarity; therefore, the reliability of the
two scales was also computed after all the items were standardized, with Cronbach’s alphas
of .86 for older adults and .90 for adult children.
Subjective well-being. Two scales were given to the older adults and adult children
for assessing subjective well-being. The Satisfaction With Life Scale (SWLS; Diener et al.,
1985; Diener, 2000) consists of five items assessing the degree of global life satisfaction on a
seven-point scale (scale ranged from 1 to 7, “strongly disagree” to “strongly agree”). Diener
and colleagues suggested the scale is “designed around the idea that one must ask subjects
for an overall judgment of their life in order to measure the concept of life satisfaction”
(Diener et al., 1985, pp. 71-72). Two examples of the SWLS are: “In most ways my life is
close to my ideal” and “The conditions of my life are excellent.” Higher scores indicate high
life satisfaction. Criterion validity was examined by comparing the ratings between the self-
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reports of the sample (average age of 75) and the average rating of two raters who have
interviewed each participant about their life. The correlation between self-reports and the
rater evaluations was .46, meaning that the criterion validity was moderate. The SWLS has
been reported with high reliability, with a Cronbach’s alpha of .87 (Diener et al., 1985). In
this study, Cronbach’s alpha was .80 for older adults and .91 for adult children.
The Positive and Negative Affect Schedule (PANAS; Watson, Clark, & Tellegen,
1988) was used to measure positive and negative affect. The scale consists of 20 items, of
which 10 items measure positive mood and another 10 items measure negative mood.
Examples of the PANAS items include, “interested,” “excited,” “upset,” and “scared.” The
participants were asked to indicate to what extent they have experienced the described mood
states during the past week on a five-point scale (scale ranged from 1 to 5, “very slightly” to
“very much”). Higher scores in the dimension of positive affect indicated higher positive
affect and higher scores in the dimension of negative affect indicated higher negative affect.
Since the present study focused on examining positive aspects of subjective well-being, the
10 items assessing negative affect were reverse-coded, and then a summary score of all items
was created. Higher sum scores indicate higher positive affect.
Watson et al. (1988) also conducted several statistical tests to examine the scale’s
reliability and validity. Both dimensions of the PANAS have been reported with high
reliabilities. For positive affect, Cronbach’s alpha ranged from .86 to .90; and for negative
affect, Cronbach’s alpha ranged from .84 to .87 (Watson et al., 1988). In this study,
reliabilities for positive and negative affect were both high for both generations. For positive
affect, Cronbach’s alphas were .89 for older adults and .92 for adult children. For negative
affect, Cronbach’s alphas were .84 for older adults and .89 for adult children. The
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reliabilities for the full scale were computed after the dimension for negative affect was
recoded, with Cronbach’s alphas .86 for older adults and .92 for adult children. The
correlation between positive affect and negative affect has been reported to be negative, with
correlation coefficients ranging from -.12 to -.23. In this study, the correlation coefficient
between the positive affect and negative affect was -.20, p < .05 for older adults, and -.45,
p < .001 for adult children. The scale also has been reported to have good validity (Watson
et al., 1988). For instance, the PANAS had high internal validity, with the common variance
of 96.1%, high convergent validity, with the correlation coefficients ranging from .76 to .92,
and high discriminant validity, with the correlation coefficients under -.20.
Demographic characteristics. The older-adult and adult-child participants were
asked to provide basic demographic characteristics. For the older-adult participants, the
demographic information included age, gender, ethnicity (i.e., White/Caucasian, African
American, American Indian or Alaska Native, Asian, Native Hawaiian or Pacific Islander,
Hispanic or Latino, or other), marital status (i.e., single or never married, married, divorced,
separated, or widowed), residential settings (i.e., private home or retirement community),
level of care at retirement communities (i.e., independent living, assisted living, health or
nursing care, or other), and number of children presently living. For the adult-child
participants, the demographic information included age, gender, ethnicity, marital status,
work status (i.e., full-time, part-time, retired, volunteer, and not employed), geographic
proximity to their parents (i.e., less than 10 miles, 11-30 miles, 31-50 miles, 51-100 miles, or
more than 100 miles), and the number of children presently living. All the demographic
variables served as covariates when conducting data analysis. All the demographic
information for both samples is summarized in Table 1.
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Data Analyses
The results from this study were computed using IBM SPSS Statistics 19. Missing
data were handled by listwise deletion, meaning that individuals who had missing scores
were omitted from the analysis.
Data analysis began with descriptive analysis, including frequencies, variable means,
standard deviations, and score ranges of all the measures within the older-adult and adultchild samples. To test the first hypothesis, paired t-tests were conducted to test mean
differences between older-adult and adult-child reports on all the variables. Next, descriptive
analysis was conducted by older adults’ demographic variables: age groups (i.e., young old,
old old, and oldest old), gender, and residential settings (i.e., private homes and retirement
communities). Three separate one-way ANOVAs were conducted using the demographic
variables of age group, gender, and residential setting to test the second hypothesis. In the
third step of data analysis, bivariate correlations were computed with older-adult and adultchild reports together exploring the third and fourth hypothesis concerning the correlations of
all the measures reported by older adults and adult children.
In the fourth step of data analysis, to test the fifth hypothesis, blocked regression
analyses were conducted to examine the predictive factors of subjective well-being of older
adults and adult children. Blocked regression analyses were computed separately by
generation. The covariates for the older-adult sample included older adults’ age, gender,
marital status, residential location, and number of children. For the adult-child sample,
covariates included adult children’s age, gender, marital and work status, number of children,
geographic proximity to their parents, and their perceptions on parents’ overall general
health. The hypothesized mediation model is shown in Figure 2. The positive signs indicate
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the expected positive associations among functional capacity, self-management ability, and
intergenerational solidarity, and subjective well-being of older adults and their adult children.

+

Older Adults’
Self-Management
Ability

Older Adults’
Functional
Capacity

+

Subjective WellBeing of Older
Adults and Adult
Children

+

+

+
Intergenerational
Solidarity

Figure 2. Hypothesized mediation model.

In the fifth step of data analysis, to test the sixth hypothesis, interaction terms were
added to the blocked regressions to test the moderating effects of older adults’ functional
capacity X older adults’ self-management ability and older adults’ functional capacity X
intergenerational solidarity on subjective well-being of older adults and adult children. The
same procedure as in the previous step was used, except the Aiken and West (1991)
procedures for centering the means of independent variable (i.e., functional capacity) and
moderators (i.e., self-management ability and intergenerational solidarity) were followed.
The hypothesized moderation model is shown in Figure 3.
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Figure 3. Hypothesized moderation model.
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Chapter IV. Results
The results of this study are presented in the following sections. First, descriptive
analyses of all the measures were conducted within the older-adult and adult-child sample.
Next, intergenerational mean comparisons were computed, followed by mean comparisons
by gender, age groups, and residential settings within the older-adult sample. Third, bivariate
correlations were computed to examine the concordance between the intergenerational
reports. Finally, multiple regression analyses were computed by generation to explore if
older adults’ functional capacity, self-management ability, and intergenerational solidarity
were predictive of subjective well-being of older adults and adult children.
A summary of the means, standard deviations, and possible score ranges of all the
measures by generation is presented in Table 2. The average level of older adults’ overall
perceived health was reported to be good by older adults, and adult children reported older
adults’ overall perceived health as fair to good. The level of older adults’ functional capacity
was reported to be very high by both older adults and adult children, meaning that both older
adults and adult children perceived older adults to be very capable of performing the
described ADL and IADL tasks. Both generations reported high levels of affectual solidarity
and fairly low levels of functional solidarity. The overall self-management ability of older
adults was reported to be high by older adults, and adult children’s reports on older adults’
overall self-management ability was even higher than the older adults’ self-reports. Finally,
both generations reported themselves having fairly high levels of life satisfaction and high
levels of positive affect.
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Table 2
Summary Of All Scales By Generation
Older Adults
Scales

N

Adult Children

M

SD

N

M

SD

G1 Overall Health (1-4)

147

3.02

0.67

87

2.87

0.78

G1 Functional Capacity (0-28)

140

26.79

1.74

75

26.91

1.75

G1 SMA Overalla (20-100)

133

78.63

8.74

77

83.77

11.25

G1 SMA/Initiatives (20-100)

145

80.55 12.36

87

85.33

14.81

G1 SMA/Investment (20-100)

147

79.27 13.26

87

86.21

15.76

G1 SMA/Variety (20-100)

143

66.90 12.91

81

74.94

15.64

G1 SMA/Self-Efficacy (20-100)

142

90.93

8.85

85

95.44

7.51

G1 SMA/Multifunctionality (20-100)

145

77.90

9.14

87

86.07

11.20

G1 SMA/Positive Mind (20-100)

146

74.77 13.65

84

77.74

17.01

G1, G2 Family Affection (10-60)

128

54.06

4.84

84

53.29

7.16

G1, G2 Family Support (5-32)

127

10.09

2.82

86

10.28

3.00

G1, G2 Intergenerational Solidaritya

119

0.10

8.59

83

-0.13

9.65

G1, G2 Life Satisfaction (7-35)

145

29.24

3.46

85

27.41

6.56

G1, G2 Positive Affect (20-100)

132

82.68

7.90

80

81.26

11.11

G1, G2 Subjective Well-Beinga

130

0.30 12.66

78

-0.17

16.00

Note. Possible scale ranges are in parentheses. SMA Overall = Self-Management Ability
overall scale as the mean of the sub-scale scores. Intergenerational Solidarity = the composite
score of family affection and support. Subjective Well-Being = the composite score of
Satisfaction with Life Scale and Positive Affect. G1 variables = older adults or adult children
report on older adults’ status. G1, G2 variables = older adults and adult children report on
their own.
a
Standardized scales.
*p < .05. **p < .01. ***p < .001.
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Intergenerational Differences
A total of 87 adult children who were the children of the older-adult sample
participated in the study. The mean differences between the intergenerational reports on
older adults’ overall perceived health, functional capacity, self-management ability,
intergenerational solidarity, and subjective well-being of both generations were compared by
conducting paired t-tests.
Mean differences were found between the older-adult and adult-child ratings on older
adults’ overall perceived health, family affection, and self-management ability (Table 3).
Older adults scored higher on overall health, t(86) = 2.48, p < .05, which suggested older
adults viewed themselves as being healthier than the adult-child perceptions of their parents’
overall health. Adult children scored higher on older adults’ self-management ability, t(67) =
-3.34, p < .001, which suggested adult children perceived their parents as more capable of
managing sustainable well-being in later life than older adults did. Among the six subdimensions of older adults’ self-management ability, adult children rated their parents as
higher on five of them: taking initiatives t(84) = -2.30, p < .05, investment behavior, t(85) =
-4.01, p < .001, variety, t(76) = -3.13, p < .01, self-efficacy, t(86) = -3.96, p < .001, and
multifunctionality, t(85) = -7.51, p < .001. Older adults scored higher on family affection,
t(79) = 2.17, p < .05, which suggested older adults viewed themselves as having higher levels
of affectual solidarity toward their children than adult children’s perceptions on affectual
solidarity toward their parents. Comparing the components of subjective well-being between
older adults and adult children, older adults scored higher on life satisfaction, t(84) = 2.97,
p < .01, which suggested older adults were being more satisfied with their lives than their
adult children. Besides the mean differences that were found between intergenerational
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Table 3
Intergenerational Differences in Various Dimensions
Older Adults
Scales

M

G1 Overall Health

3.06

G1 Functional Capacity

M

SD

t

df

0.67

2.87

0.78

2.48*

86

26.88

1.50

26.88

1.81

.00

67

G1 SMA Overalla

79.22

7.79

83.56

11.20

-3.34*** 67

G1 SMA/Initiatives

82.16

11.08

85.53

14.60

-2.30*

G1 SMA/Investment

80.27

12.33

86.58

15.44

-4.01*** 85

G1 SMA/Variety

68.31

13.72

75.28

14.98

-3.13**

G1 SMA/Self-Efficacy

91.28

8.70

95.47

7.59

-3.96*** 82

G1 SMA/Multifunctionality

76.84

7.88

85.91

11.16

-7.51*** 85

G1 SMA/Positive Mind

74.82

13.98

77.47

16.93

-1.23

82

G1, G2 Family Affection

54.78

3.94

53.23

7.28

2.17*

79

G1, G2 Family Support

9.86

2.86

10.33

2.82

-1.62

79

G1, G2 Intergenerational Solidaritya

1.09

7.32

-0.12

9.12

1.19

72

G1, G2 Life Satisfaction

29.65

3.41

27.41

6.56

2.97**

84

G1, G2 Positive Affect

83.18

7.74

80.97

10.90

1.27

72

1.10

12.28

-0.57

15.97

0.64

70

G1, G2 Subjective Well-Beinga

SD

Adult Children

Note. SMA Overall = Self-Management Ability overall scale as the mean of the sub-scale
scores. Intergenerational Solidarity = the composite score of family affection and support.
Subjective Well-Being = the composite score of Satisfaction with Life Scale and Positive
Affect. G1 variables = older adults or adult children report on older adults’ status. G1, G2
variables = older adults and adult children report on their own.
a
Standardized scales.
*p < .05. **p < .01. ***p < .001.

84

76
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reports, most of the standard deviations in adult-child report were greater than adult-child
report. For instance, the standard deviations of intergenerational solidarity and selfmanagement ability in adult-child reports were 9.12 and 11.20, respectively, whereas in
older-adult reports, the standard deviations of intergenerational solidarity and selfmanagement ability were 7.32 and 7.79, respectively.
Demographic Differences Among Older Adults
Mean group differences were computed by older adults’ gender, age groups (i.e.,
young-old, old-old, and oldest old), and residential locations (i.e., private homes and senior
retirement communities). The means, standard deviations, and score ranges of all the
measures and composite scores by gender, age groups, and residential locations are
summarized in Tables 4, 5, and 6, respectively. One-way analyses of variance (ANOVA)
were conducted to examine mean differences between genders, age groups, and residential
locations of all measures.
Before conducting ANOVA, multivariate analysis of variance (MANOVA) was
conducted to examine the multivariate effect for the six subscales of self-management ability
as a group in relation to older adults’ gender, age groups, and residential locations. The six
subscales assessed self-management ability from multidimensional aspects including taking
initiatives, investment behavior, variety, multifunctionality, self-efficacy and positive frame
of mind. Wilks’ Lambda = .94, .90, and .92, p > .05, for older adults’ gender, age groups,
and residential locations, respectively, suggested there were no overall differences in older
adults’ demographic characteristics when considering the six subscales of self-management
ability as a group.
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Older-adult gender differences were found in self-management ability, affect, and
subjective well-being (Table 4). Female older adults scored higher on the overall selfmanagement ability score, F(1,131) = 5.35, p < .05, which suggested female older adults
perceived themselves as being more capable of managing sustainable well-being in later life
than male older adults. Among the six sub-dimensions of self-management ability, female
older adults scored higher on four of them: taking initiatives, F(1,143) = 4.97, p < .05,
variety, F(1,141) = 6.03, p < .05, self-efficacy, F(1,140) = 4.10, p < .05, and positive frame
of mind, F(1,144) = 4.28, p < .05. Comparing the components of subjective well-being,
female older adults scored higher on positive affect, F(1,143) = 6.54, p < .05, and overall
subjective well-being, F(1,128) = 7.20, p < .01, which suggests female older adults had
higher levels of positive mood state and higher overall levels of subjective well-being than
male older adults. The results are shown in Table 4.
Three age groups of older adults were formed: young old, from 65-74 years of age,
old old, from 75-84 years of age, and oldest old, 85 years or older. Mean differences were
found in functional capacity, F(2,136) = 11.87, p < .001 (Table 5). Scheffé’s test was
conducted for post-hoc analyses. The young old did not differ from the old old in functional
capacity; however, the young old and the old old scored higher on functional capacity than
the oldest old, which suggested the older adults between 65 to 84 years of age had higher
functional capacity in performing instrumental and physical activities of daily living than
oldest-old adults. The results are shown in Table 5.
Older adults who lived in private homes and older adults who lived in retirement
communities were also compared on all the measures (Table 6). Mean differences were
found for age and functional capacity. The average age of older adults from retirement
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Table 4
Older-Adult Gender Differences in Various Dimensions

Variables
G1 Age
G1 Overall Health

G1 Men
(n = 47)
M
SD
81.62
6.93

G1 Women
(n = 100)
M
SD
79.32
6.48

F
3.84

df
(1,145)

3.09

0.78

2.99

0.61

0.65

(1,145)

G1 Functional Capacity

27.00

1.68

26.69

1.76

0.94

(1,138)

G1 SMA Overalla

76.13

8.49

79.82

8.65

5.35*

(1,131)

G1 SMA/ Initiatives

77.19

11.68

82.07

12.42

4.97*

(1,143)

G1 SMA/ Investment

76.74

11.30

80.43

13.96

2.47

(1,145)

G1 SMA/ Variety

63.12

11.95

68.69

13.02

6.03*

(1,141)

G1 SMA/ Multifunctionality

76.61

9.72

78.51

8.84

1.36

(1,143)

G1 SMA/ Self-Efficacy

88.78

8.37

91.96

8.93

4.10*

(1,140)

G1 SMA/ Positive Mind

71.42

13.95

73.36

13.28

4.28*

(1,144)

G1 Family Affection

53.26

4.21

54.45

5.10

1.72

(1,126)

9.84

3.36

10.23

2.50

0.54

(1,125)

G1 Intergenerational Solidaritya

-1.14

8.28

0.73

8.73

1.25

(1,117)

G1 Life Satisfaction

28.89

3.65

29.41

3.36

0.72

(1,143)

G1 Positive Affect

80.29

8.58

83.92

7.26

6.54** (1,130)

G1 Subjective Well-Beinga

-3.70

14.48

2.42

11.10

7.20** (1,128)

G1 Family Support

Note. SMA Overall = Self-Management Ability overall scale as the mean of the sub-scale
scores. Intergenerational Solidarity = the composite score of family affection and support.
Subjective Well-Being = the composite score of Satisfaction with Life Scale and Positive
Affect. G1 variables = older adults or adult children report on older adults’ status. G1, G2
variables = older adults and adult children report on their own.
a
Standardized scales.
*p < .05. **p < .01.
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Table 5
Older-Adult Age Group Differences in Various Dimensions
G1 65-74
(n = 31)
M
SD
3.13
0.62

Variables
G1 Overall Health

G1 75-84
(n = 75)
M
SD
3.07
0.68

G1 85+
(n = 40)
M
SD
2.85
0.66

F
1.91

df
(2,143)

27.53a

0.73

27.03a

1.43

25.73b

2.33

79.12

9.35

79.28

8.78

76.63

8.16

1.05

(2,129)

G1 SMA/ Initiatives

80.65

12.57

81.93

11.64

77.57

13.55

1.55

(2,141)

G1 SMA/ Investment

78.06

14.40

80.88

13.29

76.75

12.03

1.40

(2,143)

G1 SMA/ Variety

68.56

11.40

68.36

12.93

62.61

13.57

2.81

(2,139)

G1 SMA/ Multifunctionality

78.45

7.91

78.51

9.41

76.11

9.60

0.95

(2,141)

G1 SMA/ Self-Efficacy

92.13

10.05

91.78

8.38

88.32

8.54

2.30

(2,138)

G1 SMA/ Positive Mind

73.98

14.77

75.42

13.24

74.62

13.69

0.13

(2,142)

G1 Family Affection

52.45

6.29

54.71

3.95

54.19

4.92

2.24

(2,124)

9.93

2.27

9.91

2.99

10.59

2.88

0.71

(2,124)

G1 Solidaritya

-2.67

10.82

0.95

7.22

0.86

8.71

1.85

(2,116)

G1 Life Satisfaction

28.52

3.86

29.78

3.48

28.83

2.96

1.89

(2,142)

83.11

8.79

83.77

7.95

80.17

6.61

2.53

(2,129)

0.64

14.21

1.78

12.89

-2.84

10.59

1.56

(2,127)

G1 Functional Capacity
G1 SMA Overall

a

G1 Positive Affect
a

G1 Subjective Well-Being

Note. SMA Overall = Self-Management Ability overall scale as the mean of the sub-scale scores. Solidarity = Intergenerational
Solidarity scale, the composite score of family affection and support. Subjective Well-Being = the composite score of
Satisfaction with Life Scale and Positive Affect. G1 variables = older adults or adult children report on older adults’ status.
a
Standardized scales.
***p < .001
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G1 Family Support

11.87*** (2,136)
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Table 6
Older-Adult Residential Location Differences in Various Dimensions

Scales
G1 Age

G1 Private
Homes
(n = 35)
M
SD

G1 Retirement
Community
(n = 111)
M
SD

F

74.86

6.45

81.70

5.93

3.11

0.62

3.00

0.68

0.76

(1,144)

G1 Functional Capacity

27.47

0.90

26.58

1.89

7.00**

(1,137)

G1 SMA Overalla

80.45

8.94

78.05

8.64

1.85

(1,131)

G1 SMA/ Initiatives

82.87

12.24

80.06

12.07

1.45

(1,142)

G1 SMA/ Investment

80.28

15.08

79.09

12.63

0.22

(1,144)

G1 SMA/ Variety

68.57

12.27

66.29

13.17

0.82

(1,140)

G1 SMA/ Multifunctionality

80.34

9.02

77.17

9.11

3.22

(1,142)

G1 SMA/ Self-Efficacy

92.24

9.13

90.52

8.76

0.97

(1,140)

G1 SMA/ Positive Mind

73.52

15.10

74.95

13.03

0.30

(1,143)

G1 Family Affection

53.80

5.77

54.10

4.55

0.09

(1,125)

G1 Family Support

10.00

2.34

10.14

2.95

0.05

(1,124)

0.08

8.92

0.07

8.59

0.00

(1,116)

G1 Life Satisfaction

28.84

3.91

29.35

3.33

0.58

(1,142)

G1 Positive Affect

84.03

8.16

82.25

7.80

1.24

(1,130)

2.16

12.90

-0.29

12.60

0.88

(1,128)

G1 Overall Health

G1 Solidaritya

G1 Subjective Well-Beinga

33.96***

df
(1,144)

Note. SMA Overall = Self-Management Ability overall scale as the mean of the sub-scale
scores. Solidarity = Intergenerational Solidarity, the composite score of family affection and
support. Subjective Well-Being = the composite score of Satisfaction with Life Scale and
Positive Affect. G1 variables = older adults or adult children report on older adults’ status.
a
Standardized scales.
**p < .01. ***p < .001.
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communities was 6.84 years older than the age of older adults from private homes,
F(1,144) = 33.96, p < .001. Older adults from private homes scored higher on functional
capacity than older adults from retirement communities, F(1,137) = 7.00, p < .01, which
suggests that the older adults from private homes had higher functional capacity in
performing instrumental and physical activities of daily living than the older adults from
retirement communities. The results are shown in Table 6.
Bivariate Correlations
Bivariate correlations were computed for older-adult and adult-child reports to
explore the correlations of all the measures reported by both generations. Affectual solidarity
and functional solidarity were treated as one construct for intergenerational solidarity, and
satisfaction with life and positive and negative affect were treated as one construct for
subjective well-being; therefore, the composite scores for intergenerational solidarity and
subjective well-being were used. The correlation matrix is shown in Table 7.
The correlations were strong for the intergenerational agreement on measures of
overall perceived health, functional capacity, self-management ability, and intergenerational
solidarity, r(87) = .55, p < .001, r(68) = .78, p < .001, r(68) =.41, p < .001, and r(73) = .46,
p < .001, respectively. The strong positive correlations between the intergenerational reports
indicated agreement between older-adult self-reports and adult children’s reports were high.
In the older adults’ self-reports, older adults’ subjective well-being was positively
associated with older adults’ overall perceived health, r(129) =.41, p < .001, functional
capacity, r(122) =.24, p < .01, self-management ability, r(119) =.60, p < .001, and
intergenerational solidarity, r(105) =.38, p < .001. The overall perceived health and
functional capacity reported by older adults was positively correlated, r(139) =.37, p < .001.
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Table 7
Correlation Matrix of All Measures Reported by Older Adults and Adult Children
Measures
1. G1-G1 Overall Health

1

2

3

4

5

6

7

8

9

10

1.00

-

-

-

-

-

-

-

-

-

.37***

1.00

-

-

-

-

-

-

-

-

3. G1-G1 SMA

.23**

.08

1.00

-

-

-

-

-

-

-

4. G1-G1 Solidarity

.06

1.00

-

-

-

-

-

-

5. G1-G1 SWB

.41***

.24**

.60***

.38*** 1.00

-

-

-

-

-

6. G2-G1 Overall Health

.55***

.40***

.42***

.17

.45*** 1.00

-

-

-

-

7. G2-G1 IADL/IADL

.34**

.78***

.15

8. G2-G1 SMA

.25*

.05

.41***

.25*

9. G2-G1 Solidarity

.01

-.13

-.01

.46***

-.05

.17

-.06

.45***

10. G2-G2 SWB

.01

-.11

-.10

.11

-.18

.07

-.02

.18

-.12

.29**

-.18

.17

.55***

1.00

-

-

-

.34**

.40***

.13

1.00

-

-

1.00

-

.54***

1.00

Note. IADL/PADL = Instrumental and Physical Activities of Daily Living, functional capacity. SMA = Self-Management Ability
Scale. Solidarity = Intergenerational Solidarity, the composite score of affectual and functional solidarity. SWB= Subjective WellBeing, the composite score of Satisfaction with Life Scale and Positive Affect Schedule. G1-G1 = older adults’ self-ratings.
G2-G1 = adult children’s report on older adults. G2-G2 = adult children’s self-ratings.
*p < .05. **p < .01. ***p < .001.
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2. G1-G1 IADL/PADL
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Only older adults’ report on overall perceived health correlated with self-management ability,
r(132) =.23, p < .01, but no significant correlation was found between functional capacity
and self-management ability reported by older adults, r(127) =.08, p > .05. Older adults’
report on intergenerational solidarity were neither correlated with older adults’ report on
overall perceived health, r(119) =.06, p > .05, nor with older adults’ functional capacity,
r(113) = -.12, p > .05.
In the adult children’s reports, the only variable correlated with adult children’s selfreport on subjective well-being was intergenerational solidarity, r(74) = .54, p < .001. Adult
children’s perception on older adults’ overall health was significantly associated with adult
children’s perceptions on older adults’ functional capacity, r(75) =.55, p < .001. Like older
adults’ reports, only adult children’s perceptions on older adults’ overall health was
positively associated with self-management ability reported by adult children, r(77) =.40,
p < .001. Adult children’s perceptions on older adults’ overall health was not significantly
associated with intergenerational solidarity reported by adult children, r(83) = .17, p > .05.
Finally, adult children’s perceptions on older adults’ functional capacity was neither
associated with older adults’ self-management ability reported by adult children, r(70) = .13,
p > .05, nor with intergenerational solidarity, r(74) = -.06, p > .05.
Multiple Regression Analyses By Generation
Multiple regression analyses were computed to assess potential effects of functional
capacity, self-management ability, and intergenerational solidarity on older adults’ and adult
children’s subjective well-being. The hypothesized mediating effects of older adults’
functional capacity through older adults’ self-management ability and intergenerational
solidarity on older adults’ and adult children’s subjective well-being, and hypothesized
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moderating effects of self-management ability and intergenerational solidarity on the
relationship of functional capacity of older adults on older adults’ and adult children’s
subjective well-being were also assessed. Older adults’ demographic characteristics were
treated as covariates when assessing older adults’ subjective well-being, and adult children’s
demographic characteristics were treated as covariates when assessing adult-children’s’
subjective well-being.
Self-perceptions of older adults predicting older adults’ subjective well-being.
Table 8 shows the predictors of older adults’ subjective well-being reported by older adults.
Older adults’ demographic characteristics (i.e., age, gender, marital status, residential
locations, number of children, and overall perceived health) were examined in the first block
(Model 1 in Table 8). A total of 25% of the variance in older adults’ subjective well-being
was explained by older adults’ demographic variables, in which overall perceived health
(β = .46, p < .001) was the only significant predictor of older adults’ subjective well-being
indicating that better overall health condition predicted higher levels of subjective wellbeing.
In Model 2 (Table 8), demographic variables of older adults were covariates in the
first block and older adults functional capacity was entered in the second block to examine if
it was predictive of older adults’ subjective well-being. Overall perceived health (β = .41,
p < .001) of older adults was again significant in predicting older adults’ subjective wellbeing, but older adults’ self-reported functional capacity was not, β = .15, p = .18. The
change in F from Model 1 to 2 was not significant, ΔF = 1.87, p > .05, which indicated that
adding functional capacity did not improve the model.
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Table 8
Older-Adult Self-Reports as Predictors of Older Adults’ Subjective Well-Being (N = 90)
Model 1

Model 2
B

SE

β

.09

.14

.18

.08

2.61

.14

2.41

2.18

.09

-4.12

2.54

-.16

-2.03

2.16

-.08

.02

.06

1.01

.01

-.21

.84

-.02

-.11

-2.90

3.24

-.10

-.14

2.72

-.01

7.95

2.04

.41***

4.58

1.78

.24*

1.04

.76

.15

1.32

.64

.19*

G1 Self-Management Ability

.64

.13

.42***

G1-G2 Solidarity

.35

.12

.24**

Variables

B

SE

β

B

.07

.21

.04

.16

.22

3.28

2.61

.13

3.63

-4.25

2.55

-.17

.17

1.01

-3.08

3.25

8.86

1.94

Model 3

SE

β

Block 1- G1 Demographics
G1 Age
G1 Gender
G1 Marital Status
G1 Number of Children

G1 Overall Health

.46***

Block 2- Independent Variable
G1 Functional Capacity
Block 3- Mediators

R2
ΔF

.25
4.50***

.26
1.87

.51
19.65***
(table continues)
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G1 Residence
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Table 8 (continued)
Model 4a

Model 4b

B

SE

β

B

SE

β

.11

.18

.06

.14

.18

.07

2.21

2.17

.09

2.40

2.20

.09

-1.86

2.15

-.07

-1.99

2.22

-.08

G1 Number of Children

-.20

.84

-.02

-.21

.84

-.02

G1 Residence

-.03

2.71

-.00

-.14

2.74

-.01

G1 Overall Health

4.94

1.79

.25**

4.57

1.79

.23*

1.23

.64

.18

1.33

.65

.19*

G1 Self-Management Ability

.62

.13

.41***

.64

.13

.42***

G1-G2 Solidarity

.38

.13

.26**

.35

.13

.24**

-.09

.07

.01

.07

.01

Variables
Block 1- G1 Demographics
G1 Age
G1 Gender
G1 Marital Status

Block 2- Independent Variable
Block 3- Mediators

Block 4a- Interaction
G1 FC X G1 SMA

-.11

Block 4b- Interaction
G1 FC X G1 Solidarity
R

2

.52

.51

ΔF
1.60
.01
Note. Gender: 1 = male, 2 = female. Marital Status: 0 = single, divorced, or widowed, 1 = married. Residence: 1 = private homes,
2 = retirement community. G1 variables = older adults self report on their status. G1-G2 Solidarity = older adults’ report on
intergenerational solidarity toward their adult children. FC = Functional Capacity. SMA = Self-Management Ability.
*p < .05. **p < .01. ***p < .001.
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G1 Functional Capacity
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In Model 3 (Table 8), the two additional predictors older adults’ self-management
ability and intergenerational solidarity were added in the third block. Overall perceived
health remained significant, β = .24, p < .05. Older adults’ functional capacity became a
significant predictor of older adults’ subjective well-being (β = .19, p < .05), suggesting a
suppressor effect. Older adults’ report on self-management ability (β = .42, p < .001) and
intergenerational solidarity (β = .24, p < .01) were significant predictors of older adults’
subjective well-being. The overall model, Model 3, explained 50.5% of the variance. The
change in F from Model 2 to 3 was significant, ΔF = 19.65, p < .001, indicating that adding
the additional predictors of self-management ability and intergenerational solidarity
improved the model by 24.3%.
Older adults’ functional capacity was examined as a predictor of older adults’ selfmanagement ability and intergenerational solidarity reported by older adults. The results
showed older adults’ functional capacity was not predictive of older adults’ self-management
ability, β = -0.02, p > .05, and intergenerational solidarity, β = -0.15, p > .05. To test the
hypothesized mediation models, the required steps for testing mediation models based on
Baron and Kenny (1986)’s criteria were as followed: 1. Test the effects of independent
variable (i.e., functional capacity) on the dependent variable (i.e., subjective well-being),
2. Test the effects of functional capacity on hypothesized mediators (i.e., intergenerational
solidarity and self-management ability), 3. Test the effects of functional capacity with
intergenerational solidarity and self-management ability on subjective well-being. No
mediation was established since two of the three steps were not met (Figure 4).
In addition to the previous three models, moderation effects were also examined.
Interaction terms of older adults’ functional capacity and self-management ability (shown in
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.02

Older Adults’
Self-Management
Ability
(Self-Reports)

Older Adults’
Functional
Capacity
(Self-Reports)

.42***

Subjective WellBeing of Older
Adults

.19*

-.15

Intergenerational
Solidarity
Reported by
Older Adults

.24**

* p < .05. ** p < .01. *** p < .001.
Figure 4. Path model of older-adult sample.

In addition to the previous three models, moderation effects were also examined.
Interaction terms of older adults’ functional capacity and self-management ability (shown in
Table 8 Model 4a), and older adults’ functional capacity and intergenerational solidarity
(shown in Table 8 Model 4b) were separately added in the fourth block. The interaction of
older adults’ functional capacity X older adults’ self-management ability was not a
significant predictor of older adults’ subjective well-being, β = -0.11, p > .05. The change in
F from Model 3 to 4a was not significant, ΔF = 1.60, p >.05, indicating that adding the
interaction of older adults’ functional capacity X self-management ability did not improve
the overall model. Another interaction of older adults’ functional capacity X older adults’
intergenerational solidarity also did not predict older adults’ subjective well-being, β = 0.01,
p > .05. The change in F from Model 3 to 4b was not significant, ΔF = .01, p > .05,
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indicating that adding the interaction of older adults’ functional capacity X self-management
ability did not improve the overall model.
Follow-up analysis. Older adults’ subjective well-being was found to be predicted
by older adults’ overall perceived health, which was treated as one of the control variables in
the path analysis. Older adults’ overall perceived health was significantly related to older
adults’ functional capacity, and older adults’ functional capacity became predictive (β = .29,
p < .01) when older adults’ overall perceived health was not a control variable. Older adults’
functional capacity was also found to be predictive of older adults’ overall perceived health
(β = .35, p < .001); therefore, an alternative mediation model including older adults’
functional capacity as independent variable, older adults’ overall perceived health as
mediator, and subjective well-being as dependent variable was tested (Figure 5). The direct
effect of older adults’ functional capacity was diminished from β = .29, p < .01, to .16,
p = .11, when older adults’ overall perceived health was added as mediator, indicating older
adults’ overall perceived health completely mediates the association between older adults’
functional capacity and subjective well-being. Since all of Baron and Kenny (1986)’s criteria
were met, the Sobel test (1982) was conducted to examine whether older adults’ overall
perceived health was a significant mediator of the effect of older adults’ functional capacity
on older adults’ subjective well-being. Results showed that older adults’ overall perceived
health was a significant mediator between functional capacity and subjective well-being of
older adults, t = 2.84, p < .01, and the indirect effect was calculated at .14.
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.35***

Older Adults’
Functional
Capacity
(Self-Reports)

Older Adults’
Overall Perceived
Health
(Self-Reports)

.16

.39***
*
Subjective
Well-Being of
Older Adults

**p < .01.***p < .001.
Figure 5. Alternative model of older-adult sample.

Adult-child perceptions predicting older adults’ subjective well-being. The
following analyses assessed whether the same predictors of older adults’ subjective wellbeing were found in the adult children’s reports; therefore, adult children’s perceptions on
older adults’ overall perceived health, self-management ability, and intergenerational
solidarity were examined as predictors of older adults’ subjective well-being. Older adults’
demographic characteristics (i.e., age, gender, marital status, residential locations, number of
children) and adult children’s perception on older adults’ overall perceived health were
examined in the first block (Model 1 in Table 9). Adult children’s perception on older
adults’ overall perceived health was significant in predicting older adults’ subjective wellbeing, β = .29, p < .05. The overall model explained 11.2% of the variance in older adults’
subjective well-being.
In Model 2 (Table 9), older adults’ demographics and adult children’s perception on
older adults’ overall perceived health were controlled as covariates in the first block, older
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Table 9
Adult-Child Reports as Predictors of Older Adults’ Subjective Well-Being (N = 62)
Model 1

Model 2

B

SE

β

G1 Age

.06

.24

G1 Gender

.43

Variables

Model 3

B

SE

β

B

SE

β

.04

.12

.26

.08

.03

.26

.02

3.12

.02

.74

3.16

.03

-.03

3.16

-.00

-1.32

2.88

-.06

-1.38

2.89

-.07

-2.17

2.90

-.11

-.17

1.15

-.02

-.33

1.18

-.04

-.89

1.21

-.10

-3.78

3.57

-.16

-3.37

3.63

-.14

-2.73

3.60

-.11

4.36

1.98

3.51

2.31

.24

2.30

2.51

.15

.94

1.30

.12

.70

1.30

.09

.28

.16

.29

-.17

.15

-.16

Block 1- Demographics

G1 Marital Status
G1 Number of Children
G2-G1 Overall Health

.29*

Block 2- Independent Variable
G2-G1 Functional Capacity
Block 3- Mediators
G2-G1 SMA
G2-G1 Solidarity
R

2

.11

.12

.17

ΔF
1.16
.53
1.67
Note. Gender: 1 = male, 2 = female. Marital Status: 0 = single, divorced, or widowed, 1 = married. Work Status: 0 = retired,
volunteer, or not employed, 1 = full or part time. Proximity: 1 = less than 10 miles, 5 = more than 100 miles. G1 variables = older
adult self-report on their own. G2 variables = adult children self-report on their own. G2-G1 variables = adult children’s report on
older adults. SMA = Self-Management Ability. Solidarity = Intergenerational Solidarity.
*p < .05.
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G1 Residence
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adults functional capacity reported by adult children was entered in the second block to
examine if it was predictive of older adults’ subjective well-being. Older adults’ functional
capacity reported by adult children was not predictive of older adults’ subjective well-being,
β = .12, p > .05. Overall perceived health reported by adult children became not significant
in predicting older adults’ subjective well-being, β = .24, p > .05. The overall model 2
explained 12.1% of the variance and the change in F from Model 1 to 2 was not significant,
ΔF = .53, p > .05, indicating that adding the predictor of adult children’s perception on older
adults’ functional capacity did not improve the model.
In Model 3 (Table 9), the two additional predictors older adults’ self-management
ability and intergenerational solidarity reported by adult children were added in the third
block. Both variables were not predictive of older adults’ subjective well-being, β = .29,
p > .05 for adult children’s perception on older adults’ self-management ability, and β = -.16,
p > .05 for intergenerational solidarity reported by adult children. The overall Model 3
explained 17.4% of the variance and the change in F from Model 2 to 3 was not significant,
ΔF = 1.67, p > .05, indicating that adding the additional predictors did not improve the
model.
The overall model suggests that adult children’s perception on older adults’
functional capacity, self-management ability, and intergenerational solidarity were not
predictive of older adults’ subjective well-being. Older adults’ self-perceptions of functional
capacity, self-management ability, and intergenerational solidarity were found to the better
predictors of older adults’ subjective well-being (R2 = .52).
Adult-child perceptions predicting adult children’s subjective well-being.
Predictors of adult children’s subjective well-being were examined next. Adult children’s
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demographic characteristics (i.e., age, gender, marital and work status, number of children,
and proximity) and perception of older adults’ overall health status were covariates entered in
the first block (Table 10). Adult children’s age (β = .30, p < .05) was found to be predictive
of adult children’s subjective well-being, indicating that adult children who were older had
higher levels of subjective well-being. In this model, 19.3% of the variance in adult
children’s subjective well-being was explained by the covariates.
In Model 2 (Table 10), demographic variables of adult children and adult children’s
perceptions of older adults’ overall health were controlled as covariates in the first block, and
functional capacity of older adults as reported by adult children was entered in the second
block to examine if it was predictive of adult children’s subjective well-being. Age (β = .28,
p > .05) of adult children became not significant in predicting adult children’s subjective
well-being. Adult-child reports on functional capacity was not predictive of adult children’s
subjective well-being, β = -.09, p > .05. Model 2 explained 19.7% of the variance. The
change in F from Model 1 to 2 was not significant, ΔF = .31, p > .05, indicating that adding
the additional predictor of older adults’ functional capacity reported by adult children did not
improve the overall model.
In Model 3 (Table 10), two additional predictors older adults’ self-management
ability and intergenerational solidarity reported by adult children were added in the third
block. Adult children’s age became significant in predicting adult children’s subjective wellbeing, β = .26, p < .05, so did the variable geographic distance between older adults and adult
children predicting subjective well-being (β = .28, p < .05), suggesting a suppressor effect.
Adult children’s report on older adults’ self-management ability (β = -.17, p > .05) was not a
significant predictor of adult children’s subjective well-being, but adult-child ratings on
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Table 10
Adult-Child Reports as Predictors of Adult Children’s Subjective Well-Being (N = 63)
Model 1
Variables

B

SE

Model 2
β

B

SE

Model 3
β

B

SE

β

Block 1- G2 Demographics
G2 Age

.27

.30*

.56

.29

.28

.52

.23

.26*

G2 Gender

5.42

5.19

.13

5.02

5.27

.12

.81

4.33

.02

G2 Marital Status

5.15

4.67

.14

5.53

4.75

.15

2.98

3.91

.08

G2 Work Status

-3.81

5.34

-.09

-4.06

5.39

-.10

-8.14

4.43

-.19

G2 Number of Children

.41

1.59

.04

.42

1.60

.04

-.33

1.33

-.03

G2 Proximity

.88

1.15

.10

.97

1.17

.10

2.61

.99

.28*

5.23

2.80

.24

6.25

3.36

.28

3.14

2.85

.14

-.77

1.39

-.09

.14

1.14

.02

G2-G1 SMA

-.26

.19

-.17

G2-G1 Solidarity

1.12

.21

G2-G1 Overall Health
Block 2- Independent Variable
G2-G1 Functional Capacity
Block 3- Mediators

R2

.19

.20

ΔF

1.88

.31

.66***

.50
15.46***
(table continues)
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.60
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Table 10 (continued)
Variables

B

Model 4a
SE

β

B

Model 4b
SE

β
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Block 1- G2 Demographics
G2 Age
.56
.23
.28*
.56
.23
.28*
G2 Gender
1.20
4.24
.03
1.21
4.31
.03
G2 Marital Status
2.98
3.82
.08
2.97
3.89
.08
G2 Work Status
-7.48
4.34
-.18
-7.38
4.44
-.18
G2 Number of Children
-.21
1.30
-.02
-.43
1.32
-.04
G2 Proximity
2.49
.97
.27
2.77
1.00
.30**
G2-G1 Overall Health
3.56
2.80
.16
3.19
2.84
.15
Block 2- Independent Variable
G2-G1 Functional Capacity
.55
1.13
.06
.96
1.29
.11
Block 3- Moderators
G2-G1 Self-Management Ability
-.30
.19
-.19
-.27
.19
-.17
G2-G1 Solidarity
1.17
.20
.69***
1.20
.21
.71***
Block 4a- Interaction
G1 FC X G1 SMA
-.20
.11
-.19
Block 4b- Interaction
G1 FC X G1 Solidarity
-.19
.14
-.16
2
R
.53
.51
ΔF
3.48
1.68
Note. Gender: 1 = male, 2 = female. Marital Status: 0 = single, divorced, or widowed, 1 = married. Work Status: 0 = retired,
volunteer, or not employed, 1 = full or part time. Proximity: 1 = less than 10 miles, 5 = more than 100 miles. G2 variables = adult
children self-report on their own. G2-G1 variables = adult children’s report on older adults. FC = Functional Capacity. SMA =
Self-Management Ability. Solidarity = Intergenerational Solidarity.
*p < .05. **p < .01. ***p < .001.
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intergenerational solidarity was significantly associated with adult children’s subjective wellbeing, β = .66, p < .001. The overall Model 3 explained 49.7% of the variance. The change
in F from Model 2 to 3 was significant, ΔF = 15.46, p < .001, indicating that adding the
additional predictor of adult-child ratings on intergenerational solidarity improved the overall
model.
Adult children’s perceptions about older adults’ functional capacity was examined as
predictor of adult children’s perceptions on older adults’ self-management ability and
intergenerational solidarity. The results showed older adults’ functional capacity was not
predictive of older adults’ self-management ability, β = -.01, p > .05, and intergenerational
solidarity, β = -.17, p > .05. No mediation was established because Baron and Kenny’s
(1986) required steps were not met (Figure 6).

-.01

Older Adults’
Self-Management
Ability Reported
by Adult Children

Older Adults’
Functional
Capacity Reported
by Adult Children

-.17

Subjective WellBeing of Adult
Children

.02

-.17

Intergenerational
Solidarity
Reported by Adult
Children

***p < .001.
Figure 6. Path model of adult-child sample.

.66***
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Moderation effects on adult children’s subjective well-being were also examined.
The interaction terms of adult children’s ratings on older adults’ functional capacity X adult
children’s perception of older adults’ self-management ability (shown in Table 10 Model 4a),
and adult children’s ratings on older adults’ functional capacity X adult children’s rating on
intergenerational solidarity (shown in Table 10 Model 4b) were added separately in the
fourth block. The interaction of adult children’s ratings on older adults’ functional capacity
X adult children’s perception of older adults’ self-management ability was not a significant
predictor of older adults’ subjective well-being, β = -.19, p > .05. The change in F from
Model 3 to 4a was not significant, ΔF = 3.48, p > .05. Another interaction of older adults’
functional capacity reported by adult children X intergenerational solidarity reported by adult
children also did not predict older adults’ subjective well-being, β = -.16, p > .05. The
change in F from Model 3 to 4b was not significant, ΔF = 1.68, p > .05. The results
indicated adding either interaction terms did not improve the overall model.
Summary
In summary, older-adult self-reports and adult children’s reports on all scales were
positively correlated; however, there were mean differences between intergenerational
ratings on older adults’ overall health status, self-management ability, and affectual
solidarity. Older adults’ self-perceptions of overall health was higher than adult-child
perceptions; however, it was the opposite for the older adults’ self-management ability,
where adult-child perceptions on older adults’ self-management ability was higher than older
adults’ self-perceptions. Finally, older adults perceived higher levels of affectual solidarity
toward their adult children than adult children’s perceptions of affectual solidarity toward the
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older-adult parents. With regard to the variability of scales, adult-children’s reports had
larger standard deviations than older-adult reports.
Some demographic differences of older adults in various dimensions were found.
Female older adults reported being more competent in self-management ability and having
higher levels of subjective well-being. Older adults who lived in retirement communities
were significantly older and had more limitations in performing ADL and IADL than older
adults who lived in private homes.
The older-adult self-reports showed direct effects of older adults’ self-perceptions of
functional capacity, self-management ability, and intergenerational solidarity toward their
adult children on older adults’ subjective well-being. However, older adults’ subjective wellbeing was not significantly associated with adult-child perceptions of older adults’ functional
capacity, self-management ability, and intergenerational solidarity. The adult-child reports
showed that intergenerational solidarity was the only predictor of adult children’s subjective
well-being. Mediating effects of older adults’ functional capacity through older adults’ selfmanagement ability and intergenerational solidarity on older adults’ and adult children’s
subjective well-being, as well as moderating effects of self-management ability and
intergenerational solidarity on the relationship of functional capacity of older adults on older
adults’ and adult children’s subjective well-being were tested, but neither mediation nor
moderation was found. However, a couple of suppressor effects were found. Older adults’
perceptions of self-management ability and intergenerational solidarity suppressed the effect
of older adults’ functional capacity on older adults’ subjective well-being, and adult
children’s perceptions of intergenerational solidarity suppressed the effect of geographic
proximity on adult children’s subjective well-being.
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Chapter V. Discussion
The purpose of this study was to understand older adults’ functional capacity, selfmanagement ability, and intergenerational solidarity from an intergenerational perspective by
examining the similarities and differences between older-adult self-reports and adult-child
reports. From an intergenerational perspective, the present study provided insights into how
older adults’ functional capacity, self-management ability, and intergenerational solidarity
toward their adult children influence subjective well-being of older adults, as well as how
adult children’s perceptions of their older-adult parents’ functional capacity, selfmanagement ability, and intergenerational solidarity toward their older-adult parents
influence subjective well-being of adult children.
The scale reliabilities were high in both older-adult and adult-child reports, except for
a subscale measuring functional capacity and a subscale measuring intergenerational
solidarity. ADL, a subscale of functional capacity, is concerned with older adults abilities to
perform everyday tasks including dressing, taking care of appearance, walking, getting in and
out of bed, taking a bath or shower, and toileting. Cronbach’s alphas were .38 in the olderadult self-reports and .55 in the adult-child reports. Except for the item assessing whether
older adults have trouble getting to bathroom on time, 95% to 100% of the older adults selfreported having no problem with performing all other everyday tasks. About 93% to 100%
of the adult children reported older adults having no problems with performing all of the
everyday tasks. Lack of variability of this scale was reported by both older adults and adult
children, which might be the cause for low reliability. Another scale with low reliability was
functional solidarity. This scale is concerned with the frequency of financial, support, and
gift exchanges between the two generations. Cronbach’s alphas were .47 in the older-adult
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self-reports and .50 in adult-child reports. During the data collection sessions, some olderadult participants pointed out that this scale did not seem applicable to them due to living at a
distance from their adult children; therefore, some older-adult participants did not answer
some of the items in this scale. Another probable explanation for the low reliability in this
scale assessing functional solidarity might be that providing one type of support does not
increase the likelihood of providing another type of support, because helping out with chores
and errands is different from providing financial assistance.
Three major findings emerged from the present study: first, differences were found
between intergenerational reports on various dimensions. Second, mean differences were
found by older adults' demographics, and several demographic characteristics of older adults
predicted older adults’ subjective well-being. Third, older-adult self ratings on their
functional capacity and self-management ability, and intergenerational solidarity toward the
adult children are important factors in subjective well-being of older adults; however, for the
adult-child sample, adult children’s perception on older adults’ functional capacity and selfmanagement ability were not associated with adult children’s subjective well-being; the only
factor in relation to adult children’s subjective well-being was intergenerational solidarity.
The next sections are organized by discussing these three major findings consecutively.
Intergenerational Differences
Older-adult self-reports were compared to adult-child reports on older adults’ overall
perceived health, functional capacity, and self-management ability, as well as
intergenerational solidarity between older adults and adult children. The original hypothesis
stated that except for the older-adult ratings on intergenerational solidarity, no differences
were expected. Furthermore, subjective well-being of older adults and adult children were
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also compared, and no differences were expected. However, intergenerational differences
were found in overall perceived health and self-management ability of older adults, and in
affectual solidarity. Older adults reported themselves as healthier than adult children’s
perceptions of older adults’ overall perceived health, older adults reported having lower selfmanagement ability when compared to adult children’s perceptions, and older adults reported
having more positive sentiments and closer relationships with adult children than adult
children did.
Overall perceived health evaluates health-related issues from a very broad perspective.
Benyamini, Leventhal, and Leventhal (2003) explored the reasons underlying older adults’
ratings of overall perceived health. Their findings suggested that different individuals have
different views of the health-related factors when they judge their overall health conditions.
Some examples of the important factors of older adults’ overall perceived health include the
ability to do the things they need or want to do, what the physician says about their health,
level of energy, and general level of physical activity (Benyamini et al., 2003). Another
study (Poon et al., 2010) indicated overall perceived health was positively associated with
functional health, negatively associated with functional problems (e.g., chest discomfort,
arthritis, numbness), and was more dependent on ADL performance. Therefore, the ratings
of overall perceived health may be more ambiguous depending on individual interpretations.
A probable explanation for the differences between the intergenerational reports on
older adults’ overall perceived health might be the different criteria that older adults and
adult children used when they rated the overall health of older adults. Cheng, Fung, and
Chan (2007) tried to explain the phenomenon that older adults still self-rate their overall
health as good, even when their physical functioning declines. They found associations
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between older adults’ overall perceived health and older adults’ perceptions on the health
condition of other people who are similar in age. When older adults perceived themselves as
healthier than others who are similar in age, older adults are more likely to perceive
themselves as having better overall health (Cheng et al., 2007). Henchoz, Cavalli, and
Girardin (2008) also found that older adults tend to compare their health status with other
people who are similar in age but with more health problems. This finding suggests that
older adults who apply downward social comparison are more likely to consider their overall
health as good even though they have low levels of functional capacity (Henchoz et al.,
2008). When adult children are asked to report on their older-adult parents’ overall health,
they may give answers based on what they see, what the doctors say, or what older-adult
parents say about their health conditions, instead of making social comparisons.
Second, intergenerational differences were found in self-management ability. Selfmanagement ability (Schuurmans et al., 2005) assessed how well older adults manage direct
resources that contribute to physical and social well-being in the long run. The direct
resources are, for instance, investing in healthy behavior, maintaining good social
relationships, and having positive perspectives regarding the future. In Schuurmans et al.
(2005), two different groups with mean ages of 78.4 and 74.2 years were tested using the
SMAS-30, and their averages of total scores were 63.3 and 62.4, respectively. The mean age
of the older-adult sample in the present study (M = 80.05) was similar to the two groups in
Schuurmans et al. (2005), but the mean of total score reported by older adults was 78.63,
about 15 points higher than the mean scores reported by Schuurmans et al. (2005), suggesting
the sample of the older adults in the present study reported higher ability in self-management.
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The results from the present study suggest that adult children perceived their olderadult parents as more capable of managing their lives than the older adults perceived
themselves. It is hard to explain why the intergenerational perspectives of older adults’ selfmanagement ability differed from each other. A probable explanation for the present result
might be older adults carry negative aging stereotypes, which may turn into self-fulfilling
prophecies. Levy (2003) reviewed the development of aging stereotypes and discussed the
cognitive and physical effects of aging stereotypes. She reported that previous studies have
shown that the development of aging stereotypes was internalized since early childhood. The
majority of children rate becoming an older adult as negative and consider being very old as
hopeless and incapable of taking care of oneself. These aging stereotypes starting in
childhood can become stereotypes when people reach old age (Levy, 2003); therefore, older
adults might rate themselves as being less capable than they really are, hence the present
findings that older adults’ self-perceptions on their self-management ability was lower than
adult children’s perceptions on older-adult parents’ self-management ability.
Another plausible explanation for the intergenerational differences in the ratings of
older adults’ overall perceived health and self-management ability might be that the
perspectives of aging from middle-aged adults are different from those of older adults,
because the experiences and priorities of later life are very different from other parts of the
life span. Previous studies also found differences between the perspectives of older adults
and their adult children in other dimensions. For instance, a study examined whether adult
children have good knowledge about older-adult parents’ psychosocial preferences (e.g.,
participation in clubs, attendance in cultural events, environmental preference; Carpenter,
Lee, Ruckdeschel, van Haitsma, & Feldman, 2006). Older-adult parents’ and adult
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children’s reports were different on approximately 50% of the scale assessing psychosocial
preferences, suggesting the views of adult children about their older-adult parents’
psychosocial preferences are somewhat different. Another noteworthy finding was that older
adults’ functional capacity reported by older adults was not different from the adult
children’s perceptions, even though intergenerational differences were found in older adults’
overall perceived health and self-management ability. One plausible explanation is the lack
of variability in older adults’ functional capacity obtained in the present older-adult sample.
About 99% of the older adults reported their functional capacity in the range of 23.31 to 28,
indicating that the majority of the older-adult sample was able to perform IADLs and PADLs
with some help or without any help.
The total scores of intergenerational solidarity were not different between
intergenerational reports; however, when the two dimensions of solidarity, affection and
function, were examined separately, affectual solidarity reported by older adults was higher
than adult children’s reports, which confirmed the intergenerational stake hypothesis,
indicating older adults tend to report higher levels of intergenerational solidarity toward their
adult children than adult-children reporting intergenerational solidarity toward their olderadult parents (Bengtson, 2001). The scale of affectual solidarity assessed positive sentiments
toward and perceived by the other generation. The possible scale range of affectual
solidarity was between 10 and 60. Both generations reported high scores on the affectual
solidarity scale, with 99% of older adults scoring between 46.9 and 60 and 99% of adult
children scoring between 38.7 and 60. These scores suggest that older adults and their adult
children in the present study have very close intergenerational relationships and positive
sentiments toward and perceived by each generation.
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The other dimension of intergenerational solidarity, functional solidarity, assessed
financial, instrumental, and gift exchanges between older-adult parents and adult children.
The possible scale range of functional solidarity was between 5 and 32. Both samples
reported low score ranges, with 99% of the older adults scoring between 5 and 15.6 and 99%
of the adult children scoring between 5 and 16. During the data collection sessions in
retirement communities, some participants pointed out that they did not engage much in
instrumental support exchange due to the fact that they lived very far apart from each other.
About half of the adult children (54%) reported they lived more than 100 miles away from
their older-adult parents; therefore, it was not a surprise that both older adults and their adult
children reported low scores for functional support.
Subjective well-being of older adults and adult children was also compared. The
means of subjective well-being scores between older adults and adult children were not
different; however, when the two scales of subjective well-being, life satisfaction and
positive and negative affect, were examined separately, older adults scored higher on
subjective well-being than adult children, suggesting that older adults are more satisfied with
their lives than their adult children. Previous studies reported inconsistent associations
between subjective well-being and age. A review of subjective well-being of older
Americans (Larson, 1978) reported subjective well-being declines with advancing age;
however, when the factors of health and demographic characteristics such as financial
resources, widowhood, and loss of friends were controlled, the associations between
subjective well-being and age became not significant. Diener and Suh (1997) found the
levels of life satisfaction were similar across different age groups despite the decline in other
resources such as income and becoming widowed. Previous study findings were not
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confirmed by the present study, in which adult children’s level of life satisfaction was lower
than that of older adults.
In summary, mean differences were found between older-adult and adult-child reports
on older adults’ overall general health and self-management ability, and one dimension of
intergenerational solidarity (i.e., affection) in the present study; moreover, mean differences
were also found in one domain of subjective well-being (i.e., life satisfaction) between older
adults’ and adult children’s self-reports. Therefore, the first hypothesis was partially
supported.
The standard deviations of most of the scales in the adult-child reports were greater
than in the older-adult reports. Greater standard deviations found in adult-child reports might
be due to the various living locations between older adults and adult children. About 24% of
the adult children lived less than ten miles away from their older-adult parents, whereas 54%
of them lived more than hundred miles away from their older-adult parents. Adult children
who lived closer might have more opportunities of physical visits with their older-adult
parents, meaning that they might have more opportunities for direct observations of older
adults than the adult children who lived far away. The adult children who lived less than ten
miles away from their older-adult parents might have different perceptions of older adults
than the adult children who lived more than one hundred miles away; therefore, standard
deviations or the variability of the scales reported by adult children was greater than that of
older-adult self-reports. Selectivity may be another plausible explanation for this. Older
adults had to be at least 65 years of age in order to be included in the older-adult sample.
The mean age of the older adults in this study was 80.05 years. Individuals who survive into
old age may share specific characteristics, which may contribute to less variability.
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Demographical Differences Among Older Adults
Older adults’ demographic characteristics were treated as control variables. Even
though these control variables were not the focus of the study, several age, gender, and
residence differences were found. Gender differences were found in older adults’ selfmanagement ability and positive affect. Female older adults reported higher levels of selfmanagement ability and positive affect. Few studies have examined gender differences in
self-management ability. Steverink and Lindenberg (2008) examined the associations among
self-management ability, physical and social resource deficits, and subjective well-being.
They did not find a significant correlation between gender and self-management ability. As
was done in the present study, gender and other demographic variables of older adults were
treated as control variables in Steverink and Lindenberg’s study (2008). With regard to
positive affect, the present finding is inconsistent with previous findings; the present study
showed female older adults reporting higher levels of positive affect than male older adults,
whereas previous studies reported similar levels of positive affect between female and male
older adults (Isaacowitz & Smith, 2003; Steverink & Lindenberg, 2008). Positive and
negative affect were treated as two distinctive constructs in the previous studies; however,
the present study treated both positive and negative affect as one construct by creating a
summary score. The items measuring negative affect were reverse-coded before summary
scores were created; therefore, the scale presented affect in a positive direction. Another
plausible explanation for the inconsistent finding with the previous studies might be that the
sample of the present study was mostly from retirement communities, whereas the sample
from previous studies (e.g., Isaacowitz & Smith, 2003; Steverink & Lindenberg, 2008)
included only community-dwelling older adults. In future studies, gender differences in
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positive affect among older adults who live in retirement communities need to be further
addressed.
Age group differences were found in older adults’ functional capacity. The oldest-old
participants reported lower levels of functional capacity than the young-old and the old-old
participants. This result supports previous studies indicating a decline in functional capacity
with increasing age (Beckett et al., 1996; Reynolds & Silverstein, 2003). Finally, residential
location differences were found in older adults’ age and functional capacity. Older adults
who lived in private homes were younger in age and reported higher levels of functional
capacity than older adults who lived in retirement communities. In this study, older-adult
participants were at least 65 years of age. The mean age of older adults who lived in private
homes was 74.86, which was 6.84 years younger than the age of older adults who lived in
retirement communities. As previously mentioned, older adults’ functional capacity declines
with advancing age; therefore, it was not surprising that older adults who lived in private
homes reported higher levels of functional capacity. The sample sizes of older adults who
lived in private homes and retirement communities were unequal. The number of older
adults who lived in retirement communities was three times higher than the number of older
adults residing in private homes; therefore, differences in functional capacity between olderadult residential locations might also be due to the unequal sample sizes of older adults who
lived in private homes and retirement communities.
Factors of Subjective Well-Being
Predictors of older adults’ subjective well-being. Older adults’ demographic
characteristics (i.e., age, gender, marital status, number of children, residential locations, and
overall perceived health), older adults’ self-perceptions of their functional capacity and self-
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management ability, and intergenerational solidarity toward adult children were examined as
predictors of older adults’ subjective well-being. Older adults’ overall perceived health was
the only significant demographic variable that was associated with older adults’ subjective
well-being. Older adults’ self-report on overall perceived health showed stronger
associations with their subjective well-being than older adults’ self-report on functional
capacity. The same associations have been reported by Abu-Bader et al. (2002), indicating
overall perceived health had stronger associations with older adults’ life satisfaction than
functional capacity; furthermore, Abu-Bader et al.’s study suggested that overall perceived
health might be a better predictor of older adults’ life satisfaction than functional capacity. In
the present study, older adults’ overall perceived health was treated as a covariate because it
could be confounding the effects of older adults’ functional capacity, self-management
ability, and intergenerational solidarity on older adults’ subjective well-being.
The results of the present study showed older adults’ functional capacity was not
associated with older adults’ subjective well-being, but older adults’ self-management ability
and intergenerational solidarity were related to older adults’ subjective well-being.
Furthermore, older adults’ functional capacity became significant of older adults’ subjective
well-being when older adults’ self-perceptions on self-management ability and
intergenerational solidarity were added to the model. This finding might be the result of
standard error reduction from .76 to .64, and an increase in the unstandardized coefficient
from 1.04 to 1.32. An alternative explanation for this finding could be that older adults’ selfperceptions on self-management ability and intergenerational solidarity suppressed the effect
of older adults’ functional capacity on subjective well-being of older adults, indicating that
when the effects of self-management ability and intergenerational solidarity reported by older
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adults were removed, older adults’ self-perceptions on functional capacity was predictive of
older adults’ subjective well-being. The scale of self-management ability asked how well
older adults manage the resources that contribute to physical and social well-being, and
intergenerational solidarity assessed the positive sentiments between older adults and adult
children and the exchange in functional support. If older adults have other resources
assisting them in performing some of the ADL and IADL tasks (e.g., staff from retirement
communities, adult children), they do not actually carry out the ADL and IADL tasks in daily
life, but they believe that they are able to do it if no assistance was available to them. The
belief of being able to do the tasks independently is somewhat different than their actual
ability in carrying out the ADL and IADL tasks. Therefore, after removing the suppressors
of older adults’ activities of daily living on self-management ability and intergenerational
solidarity, the remaining effect of older adults’ self-perceptions on functional capacity
predicted older adults’ subjective well-being.
The hypothesis that older adults’ self-management ability and intergenerational
solidarity would mediate the associations between older adults’ functional capacity on
subjective well-being of older adults was not supported. Lack of direct associations between
older adults’ functional capacity and the mediators were noted; therefore, no mediating
effects were found. Another hypothesis that older adults’ self-management ability and
intergenerational solidarity would moderate the effects of older adults’ functional capacity
and subjective well-being was also not supported. Neither older adults’ self-management
ability nor intergenerational solidarity moderated the relationship between older adults’
functional capacity and subjective well-being of older adults.
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According to Ryff and Keyes’ (1995) multidimensional framework of psychological
well-being, autonomy, competence, and positive relations with others were the predominant
components of psychological functioning for older adults that predict the subjective wellbeing in later life. Therefore, the present study was expected to find the same type of effects
on older adults’ subjective well-being. Competence and positive relations with others, which
was assessed by self-management ability and intergenerational solidarity, confirmed the
framework of competence and positive relations as significant components of psychological
functioning and predictors of older-adults’ subjective well-being; however, autonomy, which
was assessed by older adults’ functional capacity, did not seem to have direct effect on older
adults’ subjective well-being. However, in the alternative model, older adults’ functional
capacity was found to be predictive of older adults’ subjective well-being when older adults’
overall perceived health was treated as mediator but not control variable. Older adults’
functional capacity was predictive of older adults’ overall perceived health, meaning that
older adults would perceive their overall health better if they stay engaged with carrying out
the tasks of ADLs and IADLs independently. The present study reported strong correlations
between older adults’ overall perceived health and functional capacity, which is consistent
with previous literature. For instance, Pinquart’s (2001) meta-analysis of the correlates of
overall perceived health suggested that older adults’ functional health (i.e., ADLs) has strong
correlations with overall perceived health of older adults. Since the present study was crosssectional, causal relationships between older adults’ functional capacity and overall
perceived health can not be determined.
Self-management reported by older adults turned out to be the most influential factor
of predicting their subjective well-being, accounting for 42% of the variance. Self-
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management ability has consistently been reported as a significant predictor of life
satisfaction and overall well-being of older adults (Schuurmans et al., 2005). With advancing
age, older adults are expected to experience some functional decline (Beckett et al., 1996;
Reynolds & Silverstein, 2003); therefore, how well older adults can manage the resources
that contribute to physical and social well-being might have a stronger effect on older adults’
subjective well-being than functional capacity. Intergenerational solidarity accounted for
24% of the variance in subjective well-being of older adults, which is consistent with
previous findings that higher levels of intergenerational solidarity predict better subjective
well-being of older adults (Mancini & Blieszner, 1989).
In summary, results from the older-adult sample did not support the original
mediating or moderating hypotheses, but an alternating mediating effect of older adults’
functional capacity through older adults’ overall perceived health on older adults’ subjective
well-being was found. Older adults’ subjective well-being was influenced by direct effects
of older adults’ overall perceived health, self-management ability, and intergenerational
solidarity and a suppresser effect of older adults’ self-perceptions on functional capacity.
When examining the adult children’s perceptions as predictors of older adults’
subjective well-being, no significant associations were found. Adult children’s perceptions
did not replicate the associations of older-adult self-perceptions on older adults’ subjective
well-being, which suggests that adult children might not see the same situation or use the
same criteria as older adults when rating older adults’ health status and self-management
ability. This result suggests that practitioners need to be cautious when using adult children
as informants of older adults’ health status. The result of the present study also suggests that
older-adult self-perceptions rather than adult children’s perceptions are more predictive of
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older adults’ subjective well-being. Some older-adult participants were curious about what
their adult children would say about them in the adult-child reports. Since the older adults
might not be familiar with their adult children’s perceptions of older adults’ functional
capacity and self-management ability, the older adults’ subjective well-being might not be
associated with adult children’s perceptions. Other probable explanations of the lack of
significant associations between adult children’s perceptions and older adults’ subjective
well-being may be due to the relative smaller sample size of adult children, n = 62 for adult
children and n = 92 for older adults, or the effect of older-adult self-perceptions cancelled out
the effect of adult-child perceptions on older adults’ subjective well-being. Future research
may want to control for the effect of older-adult self-perceptions when assessing the effect of
adult-child perceptions of older adults’ subjective well-being, if larger samples of both
generations are recruited.
Predictors of adult children’s subjective well-being. Adult children’s demographic
characteristics (i.e., age, gender, marital and work status, number of children, and geographic
proximity), adult-child perceptions of their older-adult parents’ overall perceived health,
functional capacity, self-management ability, and intergenerational solidarity toward their
older-adult parents were examined as predictors of adult children’s subjective well-being.
The original hypothesis stated that adult children’s subjective well-being was predicted by
adult-child perceptions of older adults’ functional capacity and self-management ability, as
well as adult-child ratings of intergenerational solidarity.
For the demographic characteristics of adult children, age was the only significant
demographic variable associated with adult children’s subjective well-being. Adult-child
perceptions of older adults’ functional capacity and self-management ability were not
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predictive of adult children’s subjective well-being; however, intergenerational solidarity
reported by adult children was positively associated with adult children’s subjective wellbeing. This present study finding suggested that adult children’s perceptions on how well
their older-adult parents can carry out IADL and ADL tasks and self-management does not
affect adult children’s subjective well-being. Intergenerational solidarity reported by adult
children is positively associated with adult children’s subjective well-being, which is
consistent with previous studies, indicating that intergenerational solidarity contributes to
better subjective well-being of both generations (Mancini & Blieszner, 1989; Merz et al.,
2009).
Comparing the predictors of older adults’ subjective well-being with the predictors of
adult children’s subjective well-being, intergenerational solidarity was found to be the only
mutual predictor of subjective well-being for both older adults and adult children. The beta
coefficient of intergenerational solidarity in the adult-child model (β = .66) was higher than
in the older-adult model (β = .24), indicating that the effect of intergenerational solidarity on
adult children’s subjective well-being is stronger than on older adults’ subjective well-being.
Adult children’s subjective well-being was more strongly associated with intergenerational
solidarity than the association between older adults’ subjective well-being and their reported
intergenerational solidarity. A previous study also reported that differences were found
between effects of intergenerational solidarity on older-adult parents’ and adult children’s
loneliness (Long & Martin, 2000). In Long and Martin (2000), affective solidarity was
negatively associated with older adults’ loneliness and associative solidarity was not
associated with older adults’ loneliness; however, for the adult children, affective solidarity
was not associated with adult children’s loneliness, but associative solidarity was negatively
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related to adult children’s loneliness. The present study examined intergenerational
solidarity by including affectual and functional solidarity in one construct; therefore, it is
unclear if one or both dimensions of intergenerational solidarity contributed to the different
effects of intergenerational solidarity on older adults’ and adult children’s subjective wellbeing.
Geographic proximity became significant in predicting adult children’s subjective
well-being when adult children’s perceptions of older adults’ self-management ability and
intergenerational solidarity were added in Model 3. This finding indicates adult children’s
perceptions of older adults’ self-management ability and intergenerational solidarity
suppressed the effect of geographic proximity on subjective well-being. Between the two
variables, adult children’s perceptions of intergenerational solidarity toward older-adult
parents is most likely the stronger suppressor because intergenerational solidarity reported by
adult children was predictive of adult children’s subjective well-being, but older adults’ selfmanagement ability was not. Therefore, this finding suggests geographic proximity between
older-adult parents and adult children was predictive of adult children’s subjective well-being
when the effects of adult children’s perceptions on older adults’ self-management ability and
intergenerational solidarity were removed. Geographic proximity was positively associated
with adult children’s subjective well-being, indicating that adult children who lived further
away from their parents reported higher levels of subjective well-being. More than 50% of
the adult-child participants indicated they lived more than 100 miles away from their olderadult parents, which makes it more difficult for them to assist their older-adult parents with
caregiving tasks than the adult children who lived close by. Adult children who lived close
by older-adult parents are more likely to be involved with caregiving tasks. With all other

79
tasks that the adult children are involved in (e.g., work, their own families), adult children
living close by their parents might feel the burden of caregiving. Adult children living
further away are less likely to experience caregiving burden, which is negatively associated
with adult children’s subjective well-being. Therefore, after removing the suppressor of
adult children’s perceptions of intergenerational solidarity, the remaining effect of
geographic proximity between older adults and adult children predicts adult children’s
subjective well-being.
Mediating effects of adult children’s perceptions on older adults’ functional capacity
through adult children’s perceptions of older adults’ self-management ability and
intergenerational solidarity on adult children’s subjective well-being were expected.
However, no significant associations between adult children’s subjective well-being and
adult children’s perceptions of older adults’ functional capacity were found; moreover, lack
of direct associations between adult children’s perception on older adults’ functional capacity
and the mediators were noted. Therefore, no mediating effects were found. Another
hypothesis stated that older adults’ self-management ability and intergenerational solidarity
reported by adult children would moderate the effects of adult children’s perceptions on older
adults’ functional capacity and adult children’s subjective well-being; however, neither selfmanagement ability nor intergenerational solidarity reported by adult children moderated the
relationship between adult children’s perceptions of older adults’ functional capacity and
subjective well-being of adult children.
In summary, adult children’s subjective well-being was influenced by direct effects of
age, intergenerational solidarity, and a suppresser effect of geographic proximity between
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older-adult parents and adult children. The mediating or moderating hypotheses were not
supported by the present study finding.
Limitations and Practical Applications
There are several limitations of this study including sample, measures and missing
data. The sample of older adults was recruited from only one Midwestern state, so the
findings of this study cannot be generalized to all the North American older adults. The
majority of the older adults were community dwelling or lived in an independent living unit
at retirement communities and were able to perform most of the described ADL and IADL
tasks without help. Therefore, the present study findings might be biased due to lack of
variability in functional capacity of older adults.
The selected measures for the present study might not be the most appropriate ones
for the present study sample of older adults. As previously mentioned, lack of variability in
older adults’ functional capacity was found. Therefore, Fillenbaum’s (1988) older adults’
self-care capacity scale might not assess older adults’ functional capacity in this particular
group of older adults. Moreover, several older adults have indicated that the scale for
assessing functional solidarity did not apply to them, because their adult children lived far
away from them; therefore, older adults were not likely to receive supports from their adult
children and were less able to provide supports to their adult children from the distance. This
might be the reason of the relatively low scores of functional solidarity reported by older
adults and adult children.
Missing data was another limitation in this study. Several older-adult participants
missed an entire page of questions by accident. A few older-adult participants did not have
any child, so the questions assessing intergenerational solidarity were not applicable to them.
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The instruction for answering the questions in the intergenerational solidarity section
indicated that the older adults should consider the relationship with the adult children that
they nominated for participation in the same study as referent children. Some of the olderadult participants were not willing to nominate a referent child, but no clear instruction in the
booklet was given to these older adults for how they should answer the section of assessing
intergenerational solidarity. The older adults who did not nominate a referent child either did
not complete the section assessing intergenerational solidarity or completed the section; we
were not able to identify if the older adults considered the intergenerational solidarity toward
one particular child or all of their children when answering the questions in the
intergenerational solidarity section. In future studies, clear instructions should be provided to
older adults who do not wish to nominate a referent child, so that their answers will be more
consistent.
Despite these limitations, this study suggests even though there are some differences
between the intergenerational reports on the mean level, intergenerational perceptions are
significantly correlated in a positive direction. For the subjective well-being of older adults
and adult children, predictors of older adults’ subjective well-being are different from the
predictors of adult children’s subjective well-being. The most important predictor of older
adults’ subjective well-being was self-management ability. Therefore, how well older adults
can adapt to the aging changes and manage the direct resources predict older adults’
subjective well-being. Older adults who lived in retirement communities are able to voice
their opinions, but are not always able to make their own decisions. This finding suggests to
practitioners and researchers that assisting older adults with activities of daily living is
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essential for older adults, and that assisting older adults with managing the direct resources is
very important for older adults in promoting better subjective well-being.
For the adult children, intergenerational solidarity toward older-adult parents was the
most important predictor of adult children’s subjective well-being. Adult children might
have expected to see older-adult parents with more health problems and functional
limitations in advancing age; therefore, older adults’ functional capacity and selfmanagement ability were not predictive of adult children’s subjective well being.
Intergenerational solidarity was also a significant predictor of older adults; therefore,
intergenerational solidarity is an important factor of subjective well-being for both
generations. Adult children often live far away from their older-adult parents due to work,
their own families, or other reasons. Distal communication might be helpful for the two
generations to stay connected and feel close to each other even at a distance. In this study,
only two of the five dimensions of intergenerational solidarity were selected for assessing
intergenerational solidarity. Future research should include the dimension of association for
assessing frequency of contact between the two generations, and examine the associations
between frequent contact, family affection and subjective well-being of older adults and adult
children.
Due to the rapid improvements of technology, there are more ways for distal
communication such as using telephones, E-mail, and video calls. However, older adults
have been exposed less to new technologies than the younger generation, and some
technologies are not available to older adults who live in a retirement community. If older
adults can become more familiar with the use of technology and have more access to the
technology, they will have more options when they want to get in touch and stay in close
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contact with their adult children or their loved ones who live far away. This is also the case
for adult children: they can reach their older-adult parents in different ways. More programs
should be provided to older adults for introducing these technologies and more older-adultuser-friendly technologies should also be developed. If the use of technologies can enhance
more frequent contact, older adults’ self-perceptions might be more in concordance with
adult children’s perceptions and both generations might have better communication toward
each other, resulting in subjective well-being of both generations.
All in all, this study provided insights into how older-adult perceptions are different
from their adult children on several dimensions and how subjective well-being of older adults
and adult children is influenced by different factors. Both generations need to accept the fact
that their perceptions may not be in agreement. The study also revealed that close
intergenerational relationship predicts subjective well-being in both generations; therefore,
having good intergenerational relationships is a very important factor of happiness
throughout adulthood. For older adults, their subjective well-being is not only influenced by
their functional capacity in performing activities of daily living, older adults’ abilities in
managing sustainable well-being in later life are also very important.
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Demographics
Instruction: Please fill in the blank or select one (place an ‘X’ in the box) that describes
you the best.
1. Age: ________
2. Gender
 Male
 Female
3. Ethnic Background
 White/ Caucasian
 African American
 American Indian or Alaska Native
 Asian
 Native Hawaiian or Pacific Islander
 Hispanic or Latino Origin
 Other (Please specify) _________________________
4. Marital Status
 Single/ Never married
 Married
 Divorced
 Separated
 Widowed
5. Residential Location
 Private home/ apartment
 Retirement community
Name of the community: _______________________________________
Living arrangement at the retirement community (please select one)
 Independent living unit/ apartment/ townhome
 Assisted living unit
 Health/ nursing care unit
 Other (please specify) __________________________________
6. How many children do you have? ___________
7. May I contact one of your children for participating in this study?
 No
 Yes
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[If “YES”]
Please choose one of your children and provide me with the following
information:
Name of your child: ____________________________________
Why did you choose this child to be contacted with?
_____________________________________________________________
_____________________________________________________________
Telephone number: _________________________________
E-mail address: ____________________________________
Your name: _______________________________________
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Satisfaction with Life

Instruction: The next five statements describe your present state of well-being. You may
agree, disagree, or neither agree nor disagree with each statement. Please use the scale and
circle your response.
1. In most ways my life is close to my ideal.
1

2

3

4

5

6

7

|-----------------|-----------------|-----------------|-----------------|-----------------|-----------------|
Strongly
Disagree
Slightly Neither agree
Slightly
Agree
Strongly
disagree
disagree nor disagree
agree
agree
2. The conditions of my life are excellent.
1

2

3

4

5

6

7

|-----------------|-----------------|-----------------|-----------------|-----------------|-----------------|
Strongly
Disagree
Slightly Neither agree
Slightly
Agree
Strongly
disagree
disagree nor disagree
agree
agree
3. I am satisfied with my life.
1

2

3

4

5

6

7

|-----------------|-----------------|-----------------|-----------------|-----------------|-----------------|
Strongly
Disagree
Slightly Neither agree
Slightly
Agree
Strongly
disagree
disagree nor disagree
agree
agree
4. So far I have gotten the important things I want in life.
1

2

3

4

5

6

7

|-----------------|-----------------|-----------------|-----------------|-----------------|-----------------|
Strongly
Disagree
Slightly Neither agree
Slightly
Agree
Strongly
disagree
disagree nor disagree
agree
agree
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5. If I could live my life over, I would change almost nothing.
1

2

3

4

5

6

7

|-----------------|-----------------|-----------------|-----------------|-----------------|-----------------|
Strongly
Disagree
Slightly Neither agree
Slightly
Agree
Strongly
disagree
disagree nor disagree
agree
agree
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Mood Questionnaire

Instruction: The scale consists of a number of words that describe different feelings and
emotions. Read each item and then circle the appropriate response on the scale.
Indicate to what extent you have felt this way during the past week.
1. Interested
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
2. Distressed
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
3. Excited
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
4. Upset
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
5. Strong
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
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6. Guilty
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
7. Scared
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
8. Hostile
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
9. Enthusiastic
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
10. Proud
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
11. Irritable
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
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12. Alert
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
13. Ashamed
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
14. Inspired
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
15. Nervous
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
16. Determined
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
17. Attentive
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
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18. Jittery
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
19. Active
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
20. Afraid
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
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Family Relations

Instruction: This section concerning the relationship between parent and adult child. Please
use the scale and circle your response by considering your relationship with the child
whom you provided me with his/her contact information in the beginning of the
questionnaire only.
1. How well do you feel this child understands you?
1
2
3
4
5
6
|------------------|------------------|------------------|------------------|------------------|
not well
not too well
some
pretty well
very well
extremely well
2. How well do you feel this child trusts you?
1
2
3
4
5
6
|------------------|------------------|------------------|------------------|------------------|
not well
not too well
some
pretty well
very well
extremely well
3. How fair do you feel this child is toward you?
1
2
3
4
5
6
|------------------|------------------|------------------|------------------|------------------|
not well
not too well
some
pretty well
very well
extremely well
4. How much respect do you feel from this child?
1
2
3
4
5
6
|------------------|------------------|------------------|------------------|------------------|
not well
not too well
some
pretty well
very well
extremely well
5. How much affection do you feel this child has for you?
1

2
3
4
5
6
|------------------|------------------|------------------|------------------|------------------|
not well
not too well
some
pretty well
very well
extremely well
6. How well do you understand this child?
1

2
3
4
5
6
|------------------|------------------|------------------|------------------|------------------|
not well
not too well
some
pretty well
very well
extremely well

104
7. How much do you trust this child?
1
2
3
4
5
6
|------------------|------------------|------------------|------------------|------------------|
not well
not too well
some
pretty well
very well
extremely well
8. How fair do you feel you are toward this child?
1
2
3
4
5
6
|------------------|------------------|------------------|------------------|------------------|
not well
not too well
some
pretty well
very well
extremely well
9. How much do you respect this child?
1
2
3
4
5
6
|------------------|------------------|------------------|------------------|------------------|
not well
not too well
some
pretty well
very well
extremely well
10. How much affection do you have toward this child?
1
2
3
4
5
6
|------------------|------------------|------------------|------------------|------------------|
not well
not too well
some
pretty well
very well
extremely well
11. Taking everything into consideration, how close do you feel, in the relationship
between you and this child?
1
2
3
4
5
6
|------------------|------------------|------------------|------------------|------------------|
not well
not too well
some
pretty well
very well
extremely well
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Family Support

Instruction: This section concerning support exchange between parent and adult child.
Please select your response (place an ‘X’ in the box) by considering how often do you
and the child whom you provided me with his/her contact information in the beginning of
the questionnaire do the following only.
1. In the past year have you received any financial assistance from this child?
 No, not at all
 Infrequently
 Regularly – the child partially supports me
 Regularly – I get most of my support from the child.
2. In the past year have you given any financial assistance to this child?
 No, not at all
 Infrequently
 Regularly – I partially support my child
 Regularly – the child gets most of their support from me.
3. How often does this child helping you out with chores or errands?
 Almost never
 About once a year
 Several times a year
 Every other month or so
 About once a month
 About once a week
 Several times a week
 Almost every day
4. How often do you help this child out with chores or errands?
 Almost never
 About once a year
 Several times a year
 Every other month or so
 About once a month
 About once a week
 Several times a week
 Almost every day
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5. How often do you do gift exchanges with this child?
 Almost never
 About once a year
 Several times a year
 Every other month or so
 About once a month
 About once a week
 Several times a week
 Almost every day
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General Physical Health

Instruction: The following section concerning your health status. Please select one (place
an ‘X’ in the box) that describes your current health status.
1. How would you rate your overall health at the present time?
 Poor
 Fair
 Good
 Excellent
2. How much do your health troubles stand in the way of your doing the things you want
to do?
 A great deal
 A little (some)
 Not at all
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Self-Care Capacity

Instruction: The following section concerning some of the activities of daily living, things
that we all need to do as a part of our daily lives. For each described activities, please rate
if you can do these activities without any help at all, or if you need some help to do
them, or if you are unable to do them at all.
1. Can you use the telephone…
 without help, including looking up numbers and dialing;
 with some help (can answer phone or dial operator in an emergency, but need
a special phone or help in getting the number or dialing)
 completely unable to use the telephone
2. Can you get to places out of walking distance…
 without help (drive your own car, or travel alone on buses, or taxis)
 with some help (need someone to help you or go with you when traveling)
 unable to travel unless emergency arrangements are made for a specialized
vehicle like an ambulance
3. Can you go shopping for groceries or clothes (assuming that you have
transportation)…
 without help (taking care of all shopping needs yourself, assuming you had
transportation)
 with some help (need someone to go with you on all shopping trips)
 completely unable to any shopping
4. Can you prepare your own meals…
 without help (plan and cook full meals yourself)
 with some help (can prepare some things but unable to cook full meals
yourself)
 completely unable to prepare any meals
5. Can you do your housework…
 without help (can clean floors, etc.)
 with some help (can do light housework but need help with heavy work)
 completely unable to do any housework
6. Can you take your own medicine…
 without help (in the right doses at the right time);
 with some help (able to take medicine if someone prepares it for you and/or
reminds you to take it)
 completely unable to take your medicines
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7. Can you handle your own money…
 without help (write checks, pay bills, etc.);
 with some help (manage day-to-day buying but need help with managing your
checkbook and paying your bills)
 completely unable to handle money
8. Can you eat…
 without help (able to feed yourself completely);
 with some help (need help with cutting, etc.);
 completely unable to feed yourself
9. Can you dress and undress yourself…
 without help (able to pick out clothes, dress and undress yourself)
 with some help
 completely unable to dress and undress yourself
10. Can you take care of your own appearance, for example combing your hair and
(for men) shaving…
 without help
 with some help
 completely unable to maintain your appearance yourself
11. Can you walk…
 without help (except from a cane)
 with some help from a person or with the use of a walker, or crutches, etc.
 completely unable to walk
12. Can you get in and out of bed…
 without any help or aids
 with some help (either from a person or with the aid of some device)
 totally dependent on someone else to lift you
13. Can you take a bath or shower…
 without help;
 with some help (need help getting in and out of special attachments on the
tub); or
 completely unable to bathe yourself
14. Do you ever have trouble getting to the bathroom on time?
 No
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 Yes
 Have a catheter or colostomy
[IF “YES”]
14 a. How often do you wet or soil yourself (either day or night)?
 Once or twice a week
 Three times a week or more
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Self-Management

Instruction: The last section concerning about your self-management ability. Please use
the scale and circle the best response for each statement.
1. How often do you take the initiative to keep yourself busy?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
2. How often are you engaged in making your home or room as comfortable as
possible?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
3. How often do you take the initiative to get in touch with people who are dear to you?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
4. Do you sometimes try to be good at something?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
5. How often do you make an effort to have friendly contacts with other people?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
6. Do you ensure that you have enough interests on a regular basis (such as a hobby) to
keep you active?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
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7. Do you make sure that you get enough physical exercise in order to stay fit longer?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
8. Do you occasionally do something so that your contact with your acquaintances
remains good?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
9. Do you devote some time and attention to those who are dear to you in order to
maintain good contact?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
10. Do you keep busy with the things you are good at so that you stay good at them?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
11. How many hobbies or activities do you have on a regular basis? (select one)
 None
 1
 2
 3~4
 5~6
 More than 6
12. Do you have different ways to relax when necessary? (select one)
 None
 1
 2
 3~4
 5~6
 More than 6
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13. Do you have different occasions on which you have friendly contacts with others?
(select one)
 None
 1
 2
 3~4
 5~6
 More than 6
14. With how many people do you have a confidential relationship? (select one)
 None
 1
 2
 3~4
 5~6
 More than 6
15. Are there certain things that you are good at? (select one)
 None
 1
 2
 3~4
 5~6
 More than 6
16. The activities I enjoy, I do together with others.
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
Strongly
Disagree
Neither agree
Agree
Strongly
disagree
nor disagree
agree
17. I sometimes help the people I care about.
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
Strongly
Disagree
Neither agree
Agree
Strongly
disagree
nor disagree
agree
18. Others benefit from the things I do for my pleasure.
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
Strongly
Disagree
Neither agree
Agree
Strongly
disagree
nor disagree
agree
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19. I generally spend my holidays with others.
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
Strongly
Disagree
Neither agree
Agree
Strongly
disagree
nor disagree
agree
20. I practice my hobbies together with others.
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
Strongly
Disagree
Neither agree
Agree
Strongly
disagree
nor disagree
agree
21. Are you able to find agreeable activities?
1
2
3
4
5
|------------------------|-------------------------|-------------------------|------------------------|
I’m certain
I do not think
Sometimes I can,
I think I can
I’m certain
that I cannot
I can
sometimes I cannot
that I can
22. Are you capable of taking good care of yourself?
1
2
3
4
5
|------------------------|-------------------------|-------------------------|------------------------|
I’m certain
I do not think
Sometimes I can,
I think I can
I’m certain
that I cannot
I can
sometimes I cannot
that I can
23. Are you able to have friendly contacts with others?
1
2
3
4
5
|------------------------|-------------------------|-------------------------|------------------------|
I’m certain
I do not think
Sometimes I can,
I think I can
I’m certain
that I cannot
I can
sometimes I cannot
that I can
24. Are you able to let others know that you care about them?
1
2
3
4
5
|------------------------|-------------------------|-------------------------|------------------------|
I’m certain
I do not think
Sometimes I can,
I think I can
I’m certain
that I cannot
I can
sometimes I cannot
that I can
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25. Are you good at something?
1
2
3
4
5
|------------------------|-------------------------|-------------------------|------------------------|
I’m certain
I do not think
Sometimes I am,
I think I am
I’m certain
that I am not
I am
sometimes I am not
that I am
26. How often are you able to see the positive side of the situation when something
disagreeable happens?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
27. When things go against you, how often do you think that it could always be worse?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
28. When you are not doing well, how often do you think that there are others who are
worse off?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
29. When you have a bad day, how often do you think that things will be better
tomorrow?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
30. When things are not going so well, how often do you succeed in thinking positively?
1
2
3
4
5
6
|-------------------|--------------------|--------------------|--------------------|--------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often

The end of the questionnaire

Thank you very much for your participation.
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Demographics

Instruction: Please fill in the blank or select one that describes you the best.
Age: ________
Gender
 Male
 Female
Ethnic Background
 White/ Caucasian
 African American
 American Indian or Alaska Native
 Asian
 Native Hawaiian or Pacific Islander
 Hispanic or Latino Origin
 Other (Please specify) _________________________
Marital Status
 Single/ Never married
 Married
 Divorced
 Separated
 Widowed
Work Status
 Full-time
 Part-time
 Retired
 Volunteer
 Not employed
Number of your children: _________
Geographic proximity to your parents
 Less than 10 miles
 11 – 30 miles
 31 – 50 miles
 51 – 100 miles
 More than 100 miles
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Satisfaction with Life

Instruction: The next five statements describe your present state of well-being. You may
agree, disagree, or neither agree nor disagree with each statement. Please use the scale and
select your response.
1. In most ways my life is close to my ideal.
1
2
3
4
5
6
7
|----------------|----------------|----------------|----------------|--------------|------------------|
Strongly
Disagree
Slightly
Neither agree Slightly Agree
Strongly
disagree
disagree
nor disagree
agree
agree
2. The conditions of my life are excellent.
1
2
3
4
5
6
7
|----------------|----------------|----------------|----------------|--------------|------------------|
Strongly
Disagree
Slightly
Neither agree Slightly Agree
Strongly
disagree
disagree
nor disagree
agree
agree
3. I am satisfied with my life.
1
2
3
4
5
6
7
|----------------|----------------|----------------|----------------|--------------|------------------|
Strongly
Disagree
Slightly
Neither agree Slightly Agree
Strongly
disagree
disagree
nor disagree
agree
agree
4. So far I have gotten the important things I want in life.
1
2
3
4
5
6
7
|----------------|----------------|----------------|----------------|--------------|------------------|
Strongly
Disagree
Slightly
Neither agree Slightly Agree
Strongly
disagree
disagree
nor disagree
agree
agree
5. If I could live my life over, I would change almost nothing.
1
2
3
4
5
6
7
|----------------|----------------|----------------|----------------|--------------|------------------|
Strongly
Disagree
Slightly
Neither agree Slightly Agree
Strongly
disagree
disagree
nor disagree
agree
agree
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Mood Questionnaire

Instruction: The scale consists of a number of words that describe different feelings and
emotions. Read each item and then select the appropriate response on the scale.
Indicate to what extent you have felt this way during the past week.
1. Interested
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
2. Distressed
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
3. Excited
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
4. Upset
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
5. Strong
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
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6. Guilty
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
7. Scared
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
8. Hostile
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
9. Enthusiastic
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
10. Proud
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
11. Irritable
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
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12. Alert
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
13. Ashamed
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
14. Inspired
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
15. Nervous
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
16. Determined
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
17. Attentive
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
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18. Jittery
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
19. Active
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
20. Afraid
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
very slightly
a little
moderately
quite a bit
extremely
or not at all
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Attention!!
The following sections concerning the relationships with your parent, your parent’s
health status, and your parent’s self-management ability. When you answer the
following questions, please think of the parent who nominated you for participating in
this study.
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Family Relations

Instruction: This section concerning the relationship between parent and adult child.
Please use the scale and select your response by considering your relationship with the
parent who also participated in this study.
1. How well do you feel this parent understands you?
1
2
3
4
5
6
|-------------------|-------------------|-------------------|-------------------|-------------------|
not well
not too well
some
pretty well
very well
extremely well
2. How well do you feel this parent trusts you?
1
2
3
4
5
6
|-------------------|-------------------|-------------------|-------------------|-------------------|
not well
not too well
some
pretty well
very well
extremely well

3. How fair do you feel this parent is toward you?
1
2
3
4
5
6
|-------------------|-------------------|-------------------|-------------------|-------------------|
not well
not too well
some
pretty well
very well
extremely well
4. How much respect do you feel from this parent?
1
2
3
4
5
6
|-------------------|-------------------|-------------------|-------------------|-------------------|
not well
not too well
some
pretty well
very well
extremely well
5. How much affection do you feel this parent has for you?
1
2
3
4
5
6
|-------------------|-------------------|-------------------|-------------------|-------------------|
not well
not too well
some
pretty well
very well
extremely well
6. How well do you understand this parent?
1
2
3
4
5
6
|-------------------|-------------------|-------------------|-------------------|-------------------|
not well
not too well
some
pretty well
very well
extremely well
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7. How much do you trust this parent?
1
2
3
4
5
6
|-------------------|-------------------|-------------------|-------------------|-------------------|
not well
not too well
some
pretty well
very well
extremely well
8. How fair do you feel you are toward this parent?
1
2
3
4
5
6
|-------------------|-------------------|-------------------|-------------------|-------------------|
not well
not too well
some
pretty well
very well
extremely well
9. How much do you respect this parent?
1
2
3
4
5
6
|-------------------|-------------------|-------------------|-------------------|-------------------|
not well
not too well
some
pretty well
very well
extremely well
10. How much affection do you have toward this parent?
1
2
3
4
5
6
|-------------------|-------------------|-------------------|-------------------|-------------------|
not well
not too well
some
pretty well
very well
extremely well
11. Taking everything into consideration, how close do you feel, in the relationship
between you and this parent?
1
2
3
4
5
6
|-------------------|-------------------|-------------------|-------------------|-------------------|
not well
not too well
some
pretty well
very well
extremely well
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Family Support
Instruction: This section concerning support exchange between parent and adult child.
Please use the scale and select your response by considering how often do you and the
same parent do the following.
1. In the past year have you received any financial assistance from this parent?
 No, not at all
 Infrequently
 Regularly – the parent partially supports me
 Regularly – I get most of my support from the parent.
2. In the past year have you given any financial assistance to this parent?
 No, not at all
 Infrequently
 Regularly – I partially support my parent.
 Regularly – the parent gets most of his/her support from me.
3. How often does this parent help you out with chores or errands?
 Almost never
 About once a year
 Several times a year
 Every other month or so
 About once a month
 About once a week
 Several times a week
 Almost every day
4. How often do you help this parent out with chores or errands?
 Almost never
 About once a year
 Several times a year
 Every other month or so
 About once a month
 About once a week
 Several times a week
 Almost every day
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5. How often do you do gift exchanges with this parent?
 Almost never
 About once a year
 Several times a year
 Every other month or so
 About once a month
 About once a week
 Several times a week
 Almost every day
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Parent’s General Physical Health
Instruction: The following section concerning your parent’s health status. Please select
one that describes your parent’s current health status.
1. How would you rate this parent’s overall health at the present time?
 Poor
 Fair
 Good
 Excellent
2. How much do this parent’s health troubles stand in the way of his/her doing the
things he/she wants to do?
 A great deal
 A little (some)
 Not at all
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Parent’s Self-Care Capacity

Instruction: The following section concerning some of the activities of daily living, things
that we all need to do as a part of our daily lives. For each described activities, please rate if
your parent can do these activities without any help at all, or if your parent needs some help
to do them, or if your parent is unable to do them at all.
1. Can this parent use the telephone…
 without help, including looking up numbers and dialing;
 with some help (can answer phone or dial operator in an emergency, but
need a special phone or help in getting the number or dialing)
 completely unable to use the telephone?
2. Can this parent get to places out of walking distance…
 without help (drive his/her own car, or travel alone on buses, or taxis)
 with some help (need someone to help him/her or go with him/her when
traveling)
 unable to travel unless emergency arrangements are made for a specialized
vehicle like an ambulance
3. Can this parent go shopping for groceries or clothes (assuming that he/she has
transportation)…
 without help (taking care of all shopping needs him/herself, assuming him/her
had transportation)
 with some help (need someone to go with him/her on all shopping trips)
 completely unable to any shopping
4. Can this parent prepare his/her own meals…
 without help (plan and cook full meals him/herself)
 with some help (can prepare some things but unable to cook full meals
him/herself)
 completely unable to prepare any meals
5. Can this parent do his/her housework…
 without help (can clean floors, etc.)
 with some help (can do light housework but need help with heavy work)
 completely unable to do any housework
6. Can this parent take his/her own medicine…
 without help (in the right doses at the right time);
 with some help (able to take medicine if someone prepares it for him/her
and/or
reminds him/her to take it)
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 completely unable to take his/her medicines

7. Can this parent handle his/her own money…
 without help (write checks, pay bills, etc.);
 with some help (manage day-to-day buying but need help with managing
his/her checkbook and paying his/her bills)
 completely unable to handle money
8. Can this parent eat…
 without help (able to feed him/herself completely);
 with some help (need help with cutting, etc.);
 completely unable to feed him/herself
9. Can this parent dress and undress him/herself…
 without help (able to pick out clothes, dress and undress him/herself)
 with some help
 completely unable to dress and undress him/herself
10. Can this parent take care of his/her own appearance, for example combing his/her
hair and (for men) shaving…
 without help
 with some help
 completely unable to maintain his/her appearance him/herself
11. Can this parent walk…
 without help (except from a cane)
 with some help from a person or with the use of a walker, or crutches, etc.
 completely unable to walk
12. Can this parent get in and out of bed…
 without any help or aids
 with some help (either from a person or with the aid of some device)
 totally dependent on someone else to lift him/her
13. Can this parent take a bath or shower…
 without help;
 with some help (need help getting in and out of special attachments on the
tub); or
 completely unable to bathe him/herself
14. Does this parent ever have trouble getting to the bathroom on time?
 No
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 Yes
 Have a catheter or colostomy
[IF “YES”]
14 a. How often does this parent wet or soil him/herself (either day or night)?
 Once or twice a week
 Three times a week or more
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Parent’s Self-Management Ability
Instruction: The last section concerning about your parent’s self-management ability.
Please use the scale and select the best response for each statement.
1. How often does this parent take the initiative to keep him/herself busy?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
2. How often is this parent engaged in making his/her home or room as comfortable as
possible?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
3. How often does this parent take the initiative to get in touch with people who are
dear to him/her?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
4. Does this parent sometimes try to be good at something?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
5. How often does this parent make an effort to have friendly contacts with other
people?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
6. Does this parent ensure that he/she has enough interests on a regular basis (such as
a hobby) to keep him/her active?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
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7. Does this parent make sure that he/she gets enough physical exercise in order to stay
fit longer?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
8. Does this parent occasionally do something so that his/her contact with his/her
acquaintances remains good?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
9. Does this parent devote some time and attention to those who are dear to him/her in
order to maintain good contact?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
10. Does this parent keep busy with the things he/she is good at so that he/she stays good
at them?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
11. How many hobbies or activities does this parent have on a regular basis?
 None
 1
 2
 3~4
 5~6
 More than 6
12. Does this parent have different ways to relax when necessary?
 None
 1
 2
 3~4
 5~6
 More than 6
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13. Does this parent have different occasions on which he/she has friendly contacts with
others?
 None
 1
 2
 3~4
 5~6
 More than 6
14. With how many people does this parent have a confidential relationship?
 None
 1
 2
 3~4
 5~6
 More than 6
15. Are there certain things that this parent is good at?
 None
 1
 2
 3~4
 5~6
 More than 6
16. The activities this parent enjoys, he/she does together with others.
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
Strongly
Disagree
Neither agree
Agree
Strongly
disagree
nor disagree
agree
17. This parent sometimes helps the people he/she cares about.
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
Strongly
Disagree
Neither agree
Agree
Strongly
disagree
nor disagree
agree
18. Others benefit from the things this parent does for his/her pleasure.
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
Strongly
Disagree
Neither agree
Agree
Strongly
disagree
nor disagree
agree
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19. This parent generally spends his/her holidays with others.
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
Strongly
Disagree
Neither agree
Agree
Strongly
disagree
nor disagree
agree
20. This parent practices his/her hobbies together with others.
1
2
3
4
5
|-----------------------|-----------------------|-----------------------|-----------------------|
Strongly
Disagree
Neither agree
Agree
Strongly
disagree
nor disagree
agree
21. Is this parent able to find agreeable activities?
1
2
3
4
5
|------------------------|-------------------------|-------------------------|------------------------|
I’m certain that
he/she can’t

I do not think
he/she can

Sometimes he/she can,
sometimes he/she cannot

I think
he/she can

I’m certain that
he/she can

22. Is this parent capable of taking good care of him/herself?
1
2
3
4
5
|------------------------|-------------------------|-------------------------|------------------------|
I’m certain that
he/she can’t

I do not think
he/she can

Sometimes he/she can,
sometimes he/she cannot

I think
he/she can

I’m certain that
he/she can

23. Is this parent able to have friendly contacts with others?
1
2
3
4
5
|------------------------|-------------------------|-------------------------|------------------------|
I’m certain that
he/she can’t

I do not think
he/she can

Sometimes he/she can,
sometimes he/she cannot

I think
he/she can

I’m certain that
he/she can

24. Is this parent able to let others know that he/she cares about them?
1
2
3
4
5
|------------------------|-------------------------|-------------------------|------------------------|
I’m certain that
he/she can’t

I do not think
he/she can

Sometimes he/she can,
sometimes he/she cannot

I think
he/she can

I’m certain that
he/she can
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25. Is this parent good at something?
1
2
3
4
5
|------------------------|-------------------------|-------------------------|------------------------|
I’m certain that
he/she can’t

I do not think
he/she can

Sometimes he/she can,
sometimes he/she cannot

I think
he/she can

I’m certain that
he/she can

26. How often is this parent able to see the positive side of the situation when something
disagreeable happens?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
27. When things go against this parent, how often does he/she think that it could always
be worse?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
28. When this parent is not doing well, how often does he/she think that there are others
who are worse off?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
29. When this parent has a bad day, how often does he/she think that things will be
better tomorrow?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
30. When things are not going so well, how often does this parent succeed in thinking
positively?
1
2
3
4
5
6
|------------------|-------------------|-------------------|-------------------|-------------------|
Never
Hardly ever
Sometimes
Regularly
Often
Very often
The end of the questionnaire
Thank you very much for your participation.

