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‘Not all our bits work perfectly, let’s look after the bits that still do’ 

Enhancing the health and wellbeing of older women 

 

Purpose of this report 

This report will provide an integrated update of research currently being conducted through OWN 

on the enhancement of health and wellbeing of older women through the provision of community 

based activities in the OWN Wellness Centres. The purposes of the research are:  

 To investigate the ways in which participation by older women in community-based activity 

programmes contributes to their health and wellbeing, with a focus on programmes conducted 

by the OWN Wellness Centres;  

 To learn what wellbeing means for older women.  

 To contribute to an understanding of the relationship between health and wellbeing. 

OWN NSW and the OWN Wellness Centres 

Founded in 1987, the Older Women’s Network (OWN), New South Wales (NSW) is an activist 

organization dedicated to promoting the rights, dignity and wellbeing of older women. OWN's 

advocacy work facilitates the participation of older women in the community by giving older women 

a voice on issues that concern them, including age and gender discrimination, violence, housing and 

financial security.  

OWN auspices six Wellness Centres in NSW, located in Bankstown, Blacktown, Chatswood, Illawarra, 

Newtown and Sutherland. The Centres are run by and for older women, on a largely voluntary basis 

(just one, at Bankstown,  has a funded coordinator position). The Centres promote positive, active 

ageing, social connectedness and participation. They offer programs of affordable, facilitated classes 

and meaningful activities that enhance and maintain the health and wellbeing of older women in the 

community. Centres and programmes are based on the philosophy that it is better to consider an 

overall positive approach to health and wellbeing than to focus on specific diseases. In doing so, 

benefits can be expected to flow through in relation to specific diseases. 

In a conversation about how OWN Wellness Centres contributed to health and wellbeing, Centre 

Coordinators and OWN Management Committee members spoke of a range of physical, cognitive 

and social factors: these have been developed into a model identifying the various components and 

pathways that were mentioned (Figure 1).  
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Figure 1 –The contribution of Wellness Centres to health and wellbeing 
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Research data 

The research comprises several components: 

 Interviews have been conducted with coordinators at each of the six Wellness Centres, providing 

information about the backgrounds of those who take on these largely voluntary and quite 

demanding roles, about the strategies they use to promote participation in the activities run by 

the Centres, and about what is involved in the coordination task. Additionally, group discussions 

with coordinators and other helpers have contributed to the development of a theoretical and a 

logic model of the processes through which participation in the programmes is of benefit to 

those who come. 

 Interviews have also been conducted with multiple participants from each of four of the six 

Centres, exploring their reasons for coming, the physical, mental and social benefits they gain 

from their participation, and stories about their participation. Participants are also providing 

their perspectives on the meaning of wellness and wellbeing. 

 A survey has been designed to provide ongoing information about the health and wellbeing 

outcomes of participation in the Wellness Centre programmes. This includes standardised health 

and wellbeing measures as well as open and closed questions to tap attitudes and experience 

related to participation and its potential outcomes. The first round of data collection trialling this 

survey was conducted at Bankstown Wellness Centre in 2016.1 It will be adapted and more 

widely implemented in 2017. Where possible, these data were compared with national figures, 

such as those from the International Social Survey Programme, gathered in 2011 when Health 

was a particular focus  (ISSP: www.issp.org). 

 Other cultural domain data relating to the concepts of health, wellness and wellbeing as 

perceived by older women are being gathered as the opportunity arises using free-listing, card-

sorting, and picture elicitation techniques, to contribute to the theoretical base of the work 

being done. 

 Literature has been and is being reviewed on the contribution of community based physical, 

social and leisure activities to the health and wellbeing of older women, and on the meaning and 

interrelationship of health and wellbeing. 

What this report covers 

Data from all sources is integrated in the report that follows. Topics covered by the report are: 

 Clarification of the meanings of health and wellbeing in general and as they are experienced by 

older women. 

                                                           
1
 Bankstown Wellness Centre operates in one of the lowest socioeconomic areas of Sydney for older people, as 

indicated by levels of inequality, vulnerability, capabilities, resources, location and mobility in the domains of 
participation, education, health, security, resources and wealth and housing (Tanton, Vidyattama, & Miranti, 
2016). Thus participants from Bankstown might be expected to demonstrate lower indices of health and 
wellbeing than would be the case for participants in other, more socioeconomically advantaged areas of 
Sydney (Marmot, 2005). 

http://www.issp.org/
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 The dimensions of ageing, and its interaction with gender and health. 

 The role of activity-based participation in the promotion of health and wellbeing for older 

women. 

 The interrelationship between health and wellbeing for older women. 

 The contribution of OWN and the OWN Wellness Centres to active ageing and the health and 

wellbeing of older women.  

Health and ageing 

Defining and describing health 

In 1948 the World Health Organization (WHO) defined health as “a state of complete physical, 

mental and social well-being and not merely the absence of disease or infirmity” (Huber et al., 2011, 

p. 1). With changing patterns in population growth, ageing, and disease, this definition with its 

emphasis on complete wellbeing has been criticised for its medicalisation of society and impact on 

attitudes to prevention and treatment of disease. Consequently, an international group of experts 

met in the Netherlands in 2009, and determined that health was better described as “the ability to 

adapt and to self manage” (Huber et al., 2011, p. 2). They then characterised this for three domains 

of health (physical, mental, social):  

 In the physical domain, health was seen as a capacity to maintain physiological homeostasis 

through changing circumstances;  

 In the mental domain, it was described as a sense of coherence that enhanced the capacity to 

comprehend, manage, and make meaning of a difficult situation, evidenced in improved 

subjective wellbeing;  

 In the social domain, dimensions identified included a capacity to fulfil obligations, ability to 

manage with some independence, and the ability to participate in social activities.  

Huber et al saw their more positive concept of health, with its focus on the ability to adapt and self 

manage, as offering health professionals the opportunity to focus on empowerment (e.g., to adopt a 

more health-promoting lifestyle) in their interactions with patients, rather than offering drugs to 

remove symptoms. The term ‘self-manage’ needs to be interpreted in light of different family and 

cultural understandings, however. In some marriages and for some cultures, self-management needs 

to be interpreted within a context of interdependent family and community relationships with 

shared responsibility and care practices, seen as essential to effective family functioning, for physical 

and mental health and maintenance of dignity and respect.  

In a freelisting exercise conducted with members of OWN, the word health was associated most 

often with physical factors, such as being active, closely followed by mental characteristics, including 

wellbeing and happiness. Less frequent were references to social factors and health services. 

Although none mentioned either adaptability or capacity, the words ability, maintain, and enabling 
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were all suggested as being associated with health. Given the nature of the exercise, it was not clear 

whether these were perceived as contributing to health or consequent upon health.  

Participants who were interviewed were asked to describe wellness rather than health, but some 

also referred to health in connection with their coming to the Wellness Centre. Either way, whether 

they talked about health or wellness, it was almost always in connection with the physical aspects of 

health, with just a couple specifically presenting a more holistic viewpoint. Just two talked about 

disease issues (one of whom had a major illness impacting on her ability to do anything physical), 

and two also referred to mental health issues, with these potentially also interfering with 

enthusiasm for being physically active because “nothing works in isolation”. Overall, ideas about 

health were generally framed in a positive way. 

Ryff and Singer (1998) described positive health as a multidimensional dynamic process, not a 

discrete end state. They proposed four components: relationship quality, leading a life of purpose, 

achieving mastery, and possessing positive self regard, which become evident in zestful engagement 

in living. Emotions were identified as being the nexus between mind and body, thus placing 

emphasis on the response to physical experience as a key factor in health. Their perspective was 

criticised for confusing components of health with things that foster health, and through ignoring 

disease and dysfunction, for being in danger of losing sight of the world’s health problems 

(Contrada, 1998). Ryff and Singer also appear to be conflating the concept of positive health with 

wellbeing or quality of life, although their conceptualisation does serve as a reminder that health 

embraces mental and social domains as well as physical. It also points to a close interrelationship 

between health and wellbeing, which is picked up and somewhat clarified in a more recent WHO 

statement:  

[Health is] a fundamental and holistic attribute that enables older people to achieve the things 

that are important to them. The goal is to build resilience, a dynamic process building on 

inherent psychological traits in interaction with a supportive environment. (WHO 2015, p. 27) 

The World Health Organization is thus positioning health for older people as a means to achieving 

things that are positively valued, rather than being those things. This model accords strongly with a 

capability approach to quality of life and wellbeing, which will be discussed further below.   

OWN participants who were interviewed saw health as being maintained through effort, benefiting 

especially from exercise, while awareness of what is happening in one’s body allowed for 

appropriate preventative or management action. Importantly, they suggested health problems need 

to be seen in the context of other things, particularly social connections, which can sidestep or help 

to maintain determination not to be overruled by physical problems. “I can’t believe that in my older 

age I’ve had such a good time. I’m probably having a better time because of the things that 

happened in the past, whereas here now, I just feel alive even though I’m old and I have a few health 

problems but I enjoy life.” The discipline of attending structured activities combines with this to 

assist in motivating health promoting behaviours: “[The challenge is] to motivate yourself - to do 

anything. Because you’d rather stay home and not do anything. You have to really, like today I have 

to get up at 7 o’clock because I’ m going to Wellness, -  and then I forget to come home because we 

go for coffee. (laughter)”  
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For those working in community settings amongst older populations, the parallel shifts to a more 

positive view of ageing and a more positive view of health, where the focus is more on consideration 

of capacity, adaptability, and resilience than on the absence of illness, disease, and disability, have 

been welcomed. The conversion of this focus into positive action has advanced considerably, but the 

capacity for measurement of health status in an older population in a way that reflects this and is 

also useful for ongoing evaluation of health services in smaller groups has not kept pace with those 

developments.  

OWN participants at Bankstown Wellness Centre were asked to rate their health status, to compare 

themselves with others, and then to indicate how their health affected their capacity to do what 

they needed or wanted to do each day. Their responses to a standard question of self-perceived 

health status, shown in Table 1, did not differ in any marked way from those from a cross-sectional 

Australian sample of 410 women 60 years of age and over responding to health questions included 

in the 2011 International Social Survey Programme (2 = 2.94, df = 4, p = 0.58 – indicating no 

meaningful difference between the two samples).  

Table 1: Self-reported health status for Australian and Bankstown OWN samples 

 

Bankstown 

OWN Ns 

Bankstown 

OWN % 

Australian 

sample Ns 

Australian 

sample % 

Valid excellent 2 4.5 28 6.8 

very good 13 29.5 129 31.5 

good 21 47.7 159 38.8 

fair 5 11.4 78 19.0 

poor 2 4.5 11 2.7 

Total 43 97.7 405 98.8 

Missing  1 2.3 5 1.2 

Total 44 100.0 410 100.0 

 

Most of those responding from Bankstown thought their health was either about the same (21) or 

better (16) than others of the same age, 4 felt they were worse. Eighteen considered themselves to 

be almost always well enough and 22 are mostly well enough to do what they need to do each day, 3 

were so just sometimes. Sixteen were almost always well enough to do the things they’d like to do 

each day, 20 mostly, 5 sometimes, and 2 rarely so. Responses to these questions were strongly 

associated with self-ratings for health in general, and with scores on the WHO scale of general 

wellbeing. Neither participants’ self-reported health ratings nor their ratings on any of these other 

health-related variables were associated with their age or how long they had been attending the 

Wellness Centre, suggesting that those attending were able to maintain their health status over 

time. 

Twelve of the 44 survey respondents in Bankstown (27%) had one or more falls in the previous year, 

five of whom needed medical treatment. Only 2 of the 11 respondents over 75 had fallen in the 

previous year, although both had required medical treatment (one requiring a visit to hospital). 
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These figures compare with international statistics derived from meta-analyses which suggest that 

30 per cent of people older than age 65 and 50 per cent of people older than age 85 who live in the 

community will fall at least once each year, with 4-15 per cent of those incurring serious injury 

(WHO, 2015). Neither age nor number of years attending the Wellness Centre was associated with 

whether the member had sustained a fall in the previous year. In general, age was not a factor in 

whether the fall required treatment or not, while those who had falls needing medical treatment 

had been attending the Wellness Centre for considerably less years than those who had no falls or 

minor falls with no injury. 

Six of the Bankstown sample of 43 women (14%) had attended hospital in the previous year, 2 of 

whom went more than once; 37 had not been to hospital. Australia-wide, 20% of this age 

demographic had spent at least one night in hospital in the past year.  GP visits for the past year 

were reported to be monthly or more often by 8 (21%), a few times/year by 27 (63%) and rarely by 7 

(16%). In the last week, 12 (28%) had visited their GP. None received home visits from a doctor or 

other health professional. Neither hospital admission nor frequency of GP visits was associated with 

age or length of attendance at classes. National ISSP figures for visits to a doctor in the past year 

were not really comparable because the latter used generalised categories (e.g., often, sometimes, 

never). 

Numbers of OWN Bankstown women experiencing a range of 7 chronic diseases are shown in Table 

2. Seventy-seven per cent reported experiencing at least one of these illnesses (including depression: 

range 1-7, mean 1.8; physical only: range 1-6, mean 1.6). This was much higher than for the 

Australia-wide ISSP sample where 44% reported a long standing illness, chronic condition or 

disability – although the questions were not comparable in that asking about specific illnesses being 

currently experienced is much more likely to elicit a positive response than asking a general question 

about long-standing illnesses. 

Table 2. Numbers experiencing chronic illness (Bankstown OWN) 

Illness experienced Yes – stable Yes - worse No Don’t know (Missing) 

arthritis 19 6 14 1 4 

high blood pressure 11 2 25 3 3 

heart disease 6 0 32 2 3 

diabetes 4 2 34 1 3 

depression 10 1 28 1 4 

respiratory condition 5 3 32 0 4 

osteoporosis 10 2 23 5 4 

Length of participation in the Wellness Centre was not associated with level of experience of any 

illnesses. With regard to age, those who had a respiratory condition that was stable were around 9 

years younger, on average, than those without while those whose respiratory condition was 

deteriorating were around 7 years older than average.  The two people with deteriorating 
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osteoporosis were also around 10 years older than others, thus these two chronic conditions 

potentially show some level of association with age regardless of length of participation. 

Ageing 

Estimates of the increases in the number of aged and frail aged in Australia over the next few 

decades vary. Suffice it to say, for the present purpose, that the increase will be significant, 

especially as a proportion of the overall population, and that this has important ramifications for 

health and economic policies. As age increases, so does the proportion who are female, such that 

from age 85, there are twice as many women as men, contributing to what has been termed ‘the 

feminisation of ageing’. Women experience ageing differently from men. WHO (2002) observed that 

women, compared to men: 

 Are more likely to experience domestic violence, discrimination in access to education, income, 

food, meaningful work, health care, inheritances, social security and political power, 

 Are therefore more likely to be poor and suffer disabilities in older age, and 

 Are more likely to live to very old age when disabilities and multiple health problems more 

frequently occur. 

Ageing is characterised by changes in roles and relationships. For example, many of those who come 

to participate in OWN Wellness Centres are recently widowed, often after some years of caring for a 

partner with dementia. “At one stage we counted about, three or four years ago, we counted the 

husbands and we had 20.  We had 110 women and 20 husbands.  So there’s an awful lot of women 

that are over 50 that are by themselves.” Widowed women, in particular, have broad needs for 

practical help and advice. As well as dealing with the experience of bereavement and loss and any 

health issues they might have, they are often faced with new (for them) challenges related to their 

financial and social circumstances. Consequently, women, more than men, report being concerned 

about their dependence on others and inability to care for themselves in old age (Department of 

Health and Ageing, 2010, p. 64).  

Participation in OWN Wellness Centres, for widows in particular, brings new experiences, new skills, 

and support to enjoy a fresh sense of independence. 

And so you’ve lost your partner and you are going through that loss. So by going there it gave me, my 

own identity came back … and from there I joined other things but that was the beginning and that 

was my day and I met people through it and then I got involved with it but that was only part of it. 

The fact that I had somewhere to go on Wednesday, and I went there, come what may, because – it’s 

given me something. 

Often this newly discovered independence is expressed in terms of new-found capability.  

Well, I sort of thought of it, because I had to sink or swim when my husband died. Because I had 

never put petrol in the car, there were lots of things I hadn’t done – I hadn’t looked after the financial 

side of things and when he died I just had to do it. So I somehow or other, I felt – I asked the women 
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on the Wednesday, did you do this, what are you doing? I just looked around and felt that the help I 

received – the practical help … 

I find since my husband passed away which has been like 8 years now, so I’ve become more 

independent because I used to do like the housework and stuff but then he got sick many years ago, 

so I was doing a lot of the maintenance outside but he was helping me inside. I’m so proud of myself 

because I fixed the sparkplug on the lawnmower the other week and I was able to replace the plug 

and I have done things that I have never done before. And I get proud of myself in that respect. 

Older age can be a period of heightened subjective wellbeing and psychological growth (WHO, 

2015).  

The prevailing discourse of aging in present day Western culture is one of inevitable and 

irreversible decline…we accept and internalize an age-as-decline discourse to such an extent 

that it colours our expectations of the future, our view of others, our explanatory systems and 

then our retrospective judgements…The decline narrative must be understood with respect to 

its counterpart, the progress narrative, which depicts aging in terms of growth and progress, 

occurring before the onset of decline. (Gullette, 2004, p. 11) 

Functional capacity in older age is not just a matter of physical health. The effect of chronological 

age is greatly moderated by personal, social, and environmental circumstances (Marmot, 2005), 

creating a wide diversity of capacity within older age  groups. Some are equivalent in physical 

functioning to many 20 year olds, while others who might be considered relatively young are already 

needing assistance with basic activities (Lee et al., 2005). Given enormous capacity variation across 

older age groups, British researchers and health agencies have found it more fruitful to adopt an 

activity level or capacity approach to defining age groups, rather than physical age. Stathi, Fox, 

Withall, Bentley, and Thompson (2014, p. 16) summarise these, and the implications for health 

promotion, as follows: 

 Active older adults. Those who are already active, either through daily walking, an  

active job and/or who are engaging in regular recreational or sporting activity. This group 

may benefit from general increases in activity or a specific activity to improve particular 

aspects of fitness or function as well as sustaining their current activity levels.  

 Older adults in transition. Those whose function is declining due to low levels of activity, too 

much sedentary time, and who may have lost muscle strength, and/or are overweight but 

otherwise remain reasonably healthy. National data indicate that this makes up the larger 

proportion of older adults and that they have a great deal to gain in terms of reversing loss 

of function and preventing disease.  

 Frailer, older adults. Those who are frail or have very low physical or cognitive function 

perhaps as a result of chronic disease such as arthritis, dementia, or very old age itself. This 

group require a therapeutic approach (e.g., falls prevention programmes) as many will be in 

residential care.  

Public discourse about ageing is split between those who emphasise the importance of social 

engagement and the capacity older people have to contribute to society, and those who take a 

deficit perspective and view older age as a period of decline, disengagement, and dependency. 
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Expectations of particular age groups are changing as people begin employment, marry, and have 

children later, and increasingly continue working beyond age 60. Active ageing policies can enable 

people to remain in employment according to their capacity if they wish, potentially helping to delay 

some of the negative effects of ageing, and many older people do choose to continue in paid 

employment beyond traditional retirement age (or are forced by circumstances to do so). Remaining 

in employment (paid, and especially voluntary) is generally beneficial, but the degree to which it is 

beneficial is conditional on the nature of the tasks and the hours involved, including the degree of 

cognitive challenge, and how routine and tiring the work might be (Staudinger, Finkelstein, Calvo, & 

Sivaramakrishnan, 2016). Additionally to paid employment, through their voluntary labour, older 

women contribute in many different ways to economic and social wellbeing of families, local 

communities, and society more broadly. It was estimated by Carers NSW that carers, as one segment 

of the informal workforce, generally save taxpayers $40.9 billion annually (2010 dollars, based on 

the cost of replacing carers providing informal care with paid care workers) and that 8% of Australian 

carers were aged 75 and over. The number of grandparents taking on primary responsibility for 

raising their grandchildren has increased, making it possible for others to participate in paid work 

(Brennan et al., 2013). Many older people seek ways to impact positively on future society, although 

systems are not designed to capture the full benefit of the “potential transformative impact of the 

social capital of older adults” (Fried, 2016, p. 52) 

Despite positive messages about ageing being delivered through media and other sources, when 

quizzed in surveys, older people still more commonly focus on physical decline and associated health 

problems than positive attributes of  ageing (Parsons, Gale, Kuh, & Elliott, 2014). How older people 

view ageing is related to their physical capability. Stereotypes impact on social policy and the 

provision of care. Negative stereotypes can become self-fulfilling.  In an attempt to counter this, 

recent reports on ageing by WHO (2015) and the Brotherhood of St Laurence (Kimberley, Gruhn, & 

Huggins, 2012), for example, have begun from an assumption that the ageing process and the 

capacity of older people are to be valued, while still recognising the challenges that older people 

face. This perspective emphasises that ageing cannot be defined by the presence of disease, and 

that health is not simply the absence of disease. Women are attracted to OWN and its Wellness 

Centres because of their positive attitude to ageing: 

When I went, I had nothing, no experience of mixing with older women, and when I got there, there 

were all these positive women and they were older women but they were as positive as anything. 

Their attitude is so inspiring that it makes you want to become part of it. That’s how it affected me.  

Healthy ageing and social determinants of health 

The health of all people declines over the lifespan, with capacity during the last years of life often 

impacted by chronic illness and disability. The major disease burden in older age results from 

noncommunicable diseases such as arthritis, diabetes, heart disease and dementia. Consequent 

increasing cost to the health and social systems has meant that healthy ageing has become a priority 

for governments in Australia. Benefits of addressing this priority area accrue both to aged people 



12 

themselves in terms of quality of life and to Government in terms of savings in hospital admissions, 

residential care, and home care services.  

The WHO World Report on Ageing and Health defined healthy ageing “as the process of developing 

and maintaining the functional ability that enables well-being in older age”, with functional ability 

comprising “the health-related attributes that enable people to be and to do what they have reason 

to value” (WHO, 2015, p. 28, emphasis added). Figure 2  (WHO, 2015, p. 33) suggests that as physical 

abilities begin to decline, functional ability can be facilitated by community-based programmes (such 

as those conducted by OWN NSW) designed to maintain existing capacity to adapt and self manage. 

Being able to adapt and self manage for older people emphasises the importance of enhancing and 

building resilience and a valuing of what can be achieved in the face of the major challenges that 

come with ageing and disability.  

That’s why Wellness is so good because you are trying to build up your strengths, your physical 

strengths and your attitudes to be able to cope with not being able to join in and learning alternative 

things to do. So you are learning alternatives and you are trying to strengthen your body and making 

it as good as it can be to be able to get the most out of your life. 

Figure 2. A public-health framework for Healthy Ageing: opportunities for public-health action across 
the life course (WHO, 2015, p. 33, Figure 2.4) 
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A wide range of factors affecting healthy ageing that offer different possibilities for intervention 

have been modelled by Sadana, Blas, Budhwani, Koller, and Paraje (2016) (Figure 3). Social and 

structural opportunities contribute both directly (e.g., through income and housing standards; 

access to services) and indirectly (e.g., life skills gained through adequate education systems) to the 

social gradient in health (PHCRIS (Primary Health Care Research and Information Service), 2016). 

Thus: 

Well-being in old age is not solely a function of individual choices and capacities to adapt. We 

need to think of how collective decisions about the way social life is organised, policies are 

made, particular characteristics are valued or de-valued and places are designed can all affect 

individual and collective well-being. (Ward, Barnes, & Gahagan, 2012, p. 9) 

 

Figure 3. Factors that contribute to levels and distribution of health in older age (Sadana et al., 2016; 

S183, Figure 3) 
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Sadana et al (2016) suggest that intervention can occur mainly at the intermediary determinant 

level, although advocacy by organisations such as OWN has also been addressed to root causes. The 

Older Women’s Network (NSW) works to promote the rights of older women, preventing gender 

and aged based violence and working towards social justice and social change. Indeed, OWN was 

established specifically to address the root causes of social exclusion and disadvantage, to combat 

ageism, racism and sexism, to make older women visible, and to advocate on behalf of older 

women. To that end, OWN consistently works to influence community attitudes, policies, and 

practices across a range of areas that impact on and exacerbate disadvantage for older women, for 

example, in, health, social security,  and housing. In particular, OWN has focused on raising 

awareness of violence against older women through community education,  research, reports and 

submissions, and advocates for inclusive policies and practices to ensure older women can lives free 

of violence (Mears, 2015).  

There has been widespread Government support for the implementation of policies and practices 

directed towards maintaining and enhancing the wellbeing of older people through active 

participation in community life. Underpinning these policies is a recognition that some groups 

potentially suffer from marginalisation and discrimination, jeopardising wellbeing. Poverty among 

older Australians is higher than in all but one other OECD country, with reported estimates varying 

from 29-35% for those over 65, and higher still for those over 75 (Australian Council of Social Service, 

2016; Kimberley et al., 2012). Financial wellbeing is just one of the factors impacting on an older 

person’s health: gender, cultural background/ language, employment history, social status, access to 

social networks, education/ literacy, housing/ environment, early life experiences and genetics, 

access to nutritious food, individual behaviours and lifestyle factors and access to appropriate and 

effective primary health care all play a part. The health and wellbeing of the population therefore 

follows a clear economic and social gradient (Figure 4), with those less well off financially and those 

with less personal and social resources experiencing earlier and more health problems that 

contribute to a significant additional burden on the health system (Marmot, 2005). Two of the six 

OWN Wellness Centres are located in areas with economically disadvantaged populations, with 

Bankstown in particular being at the lowest end of the scale of structural wellbeing indicators 

(Tanton et al., 2016). 

Many of the social inequities that used to exist in infant health have been resolved through 

adequate universal and public health systems, but continuing social inequities, which derive from 

cumulative disadvantages experienced throughout life, are now focused in the aged population 

(Marmot, 2005). Older women in particular are likely to have experienced domestic violence, be 

financially disadvantaged for the years spent caring for families and will have experienced 

discrimination in access to education, income, food, meaningful work, inheritance, social security 

and political power (Australian Human Rights Commission, 2009). The social barriers experienced 

contribute to older women being more likely to suffer poor physical and mental health and 

disabilities (WHO, 2002). Women are worse off on almost all health indicators than men, living 

longer lives, but with more years marked by disease and disability than men (WHO, 2015). 
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Figure 4. Physical capacity across the life course stratified by ability to manage on current income. 
(Australian women’s health data, cited in: (WHO, 2015, p. 7)  

Active ageing, promoting health and wellbeing 

The concept of active ageing is more inclusive than healthy ageing, in recognising that factors other 

than health care affect how people age. Value is placed also on mental and social wellbeing, 

including maintaining autonomy, independence, and social and intergenerational connection. 

Active ageing is the process of optimizing opportunities for health, participation and 

security in order to enhance quality of life as people age. … The word “active” refers 

to continuing participation in social, economic, cultural, spiritual and civic affairs, not 

just the ability to be physically active or to participate in the labour force. (WHO, 

2002, p. 12) 

The role of physical activity in promoting healthy ageing 

Policies and programmes that promote mental health and social connections more broadly are 

important in maintaining health and wellbeing (WHO, 2002). Bauman, Merom, Bull, et al. (2016, p. 

S269) observe,  however, that among behavioural and lifestyle factors, physical activity, with a focus 

on strength and balance training, is “the most important determinant of ‘active aging’ and has a 
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major role in improving the quality of life, in reducing disability, and in the ‘compression of 

morbidity’ in later life”. Different types of fitness activity have different benefits. For example, 

prolonged sitting is associated with an increase in mortality, regardless of volume of daily physical 

activity (van der Ploeg, et al., 2012). Several authors, therefore, recommend that strength 

(resistance) and balance training, which impacts especially on cardiovascular function and in 

preventing falls, should precede a concern with aerobic exercise, such as brisk walking.  

Falls are of particular concern as a primary preventable source of injury and disability for older 

people. Apart from the harm they cause to the person, they are a major source of costs for the 

health system. In 2011–12, 65,965 women aged 65 and over spent an average of 15 days in hospital 

for a fall-related injury (Australian Institute of Health and Welfare, 2017), with the rate increasing by 

2.3% per year. Falls are also a major cause of injury-related deaths in older adults. 

In the UK it has been recognised that “regular physical activity adds years to life through reductions 

in disease and disability, but it also adds life to years through maintained or improved capacities, and 

greater social involvement, independence and mental well-being” (Stathi et al., 2014, p. 5, emphasis 

in original).  

The good news is that it seems it is never too late to experience benefit. Reduction in risk of 

premature mortality and new disease has been recorded in people in their late 70s and early 

80s. Physical activity programmes for older adults have been shown to improve mobility, 

walking speed, strength, and also cognitive abilities important to everyday living. (Stathi et al., 

2014, p. 12) 

The health benefits of physical activity are listed below in Table 3 (Stathi et al., 2014, p. 11).  

 

Table 3: Health benefits of physical activity for older adults 

Evidence for the health benefits of physical activity 

Strong Evidence 

Lower risk of: 

Early death 

Heart disease 

Stroke 

Type 2 diabetes 

High blood pressure 

Adverse blood lipid profile 

Colon and breast cancers 

Prevention of weight gain 

Weight loss when combined with diet 

Improved cardiorespiratory and muscular fitness 

Prevention of clinical depression, dementia, and 

Alzheimer’s disease 

Better cognitive function 

Moderate to Strong Evidence 
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Better functional health 

Prevention of falls in those at high risk 

Reduced abdominal obesity 

Moderate Evidence 

Weight maintenance after weight loss 

Lower risk of hip fracture 

Increased bone density 

Improved sleep quality 

Lower risk of lung and endometrial cancers 

 

 

Bauman et al. (2016, p. S269) cite new evidence that points to benefits from physical activity for 

neurological health and psychosocial and mental well-being in addition to physical health and 

wellbeing (Figure 5). They claim also that these physical, social and psychological benefits contribute 

to a reduction in direct health costs for older people. 

 

Figure 5. A conceptual framework for the benefits of physical activity in older adults.  

Source: U.S. Department of Health and Human Services. 2008 Physical Activity Guidelines Advisory Report. 
Retrieved from http://www.health.gov/paguidelines/guidelines – cited in Bauman et al., 2016 

 

As well as the benefits noted above in relation to reduced risk from non-communicable diseases of 

ageing, people over 60 years of age (in particular) who engage in 150 minutes per week of physical 

http://www.health.gov/paguidelines/guidelines
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activity at moderate intensity live longer and with fewer functional limitations. By engaging in this 

level of activity, they gain from maintenance of muscle strength and cognitive function, reduction in 

anxiety and depression, increased community involvement, and improved social networks and 

intergenerational links (WHO, 2015, p. 70-71) – so the benefits go beyond the physical to include the 

cognitive/mental and social aspects of living. Data suggests also that physical inactivity may account 

for up to 20% of the population-attributable risk of dementia.  

Despite strong evidence for the benefits of physical activity for physical and mental health, 

wellbeing, and risk of all-cause mortality in older adults, Stathi et al. (2014) report that less than 5% 

of women over 65 meet the recommended 150 minutes/week guideline, and that less than 30% of 

65-74 year-olds and less than 15% of adults aged 75 and over reported any exercise or sport lasting 

at least ten minutes during the previous four weeks. Participation in regular activity for 20 minutes 

or more by OWN members compared very favourably with Australia-wide figures for women over 60 

(Table 4). In Bankstown OWN, 73% reported engaging in 20 minutes or more of activity several times 

a week or more (and 64% reporting doing so “yesterday”), compared to 45% engaging several times 

a week or more across Australia.  

Table 4. Comparative levels of participation in 20 minutes or more of physical activity1 

 

Frequency of activity2 

Australian women Bankstown OWN members 

N % N % 

Daily 52 12.7 9 20.5 

Several times/week 127 31.0 23 52.3 

Several times/month – Aus 

Weekly – OWN members 

79 19.3  

3 

 

6.8 

Once a month or less often – Aus 

Less than weekly - OWN 

125 30.5  

7 

 

15.9 

Missing 27 6.6 2 4.5 

Total 410 100.0 44 100.0 

1. 
2
 = 13.305, df = 3, p = .004, i.e., differences are unlikely to be due to chance. 

2. OWN criteria for two categories were more demanding. 

Motivating physical activity 

Self-determination theory (Ryan & Deci, 2000) suggests that lasting behaviour change depends on 

three basic needs being satisfied: autonomy in terms of having control of day to day living – to self-

regulate, competence in applying and developing new skills, and relatedness – connection with other 

people. Conducting activities in a way that fosters autonomy, competence and relatedness is 

effective in creating behaviour change independently of level of self-efficacy. All three are vulnerable 

as people age, but all respond to the kind of environment offered by the Wellness Centres.  
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As has been found elsewhere (e.g., by Withall et al., in press), although older people might initially 

be motivated to participate in Wellness Centre activities by the idea of becoming more fit, or to lose 

weight, the reason they continue to engage in physical activities is primarily social. The social 

environment provided is vital in maintaining or developing a sense of autonomy and competence, 

and where this occurs, initially extrinsic motivation to engage in new behaviours such as physical 

exercise will become internalised. At the same time, engagement in physical exercise leads to 

increased energy and a sense of wellbeing, further contributing to its continued adoption (Ryan, 

Williams, Patrick, & Deci, 2009).  

You need somewhere safe, where it’s fun first off.  Fun is the first thing and it’s safe and doesn’t cost 

much money and then maybe you get a little bit of exercise out of it as well, you know sort of thing. 

And I thought this’d be great, particularly the relaxation and the exercise aspects of it. And I came 

and had a look and I was instantly, um, sort of, um, impressed with the ladies that come here and 

their openness and friendship and it sort of was easy to adapt to the group.  

Involvement I love; I love I was getting fit. I need to be fit because of my conditions and uumm, I need 

to be fit and I’m doing it amongst friends and people and I love being with people even though I like 

having my own time, I love being with people here.  

Fitness (30) and social connection (22) were primary reasons given for coming by the women at 

Bankstown Wellness Centre. Over half of the women responding indicated they meet with others 

from the Centre at other times. In interviews, women mentioned that several go to the Square after 

class on Tuesdays, for coffee or lunch. Several of the women at Blacktown mentioned regularly 

meeting on Sundays for lunch and an afternoon at the cinema. 

In the scoping report prepared in 2013 for OWN NSW (Mears, Laverty, & Bazeley, 2013), it was 

suggested that community based activities such as those conducted by OWN Wellness Centres 

provide a particularly useful supplement to the short term courses for falls prevention that are 

conducted through the NSW Department of Health. Because the classes are conducted on a 

continuing basis, and the motivation to engage is ongoing and continually strengthened through 

building social relationships, then participation in the strength and balance exercises that are a core 

part of OWN Wellness activities is continuing, rather than falling off through lack of maintenance 

after a short term class (Figure 6). Participants are encouraged to attend not only through the 

associated social interaction, but also because they are not ‘put off’ by the atmosphere that presents 

itself in gyms and other settings where they might engage. 

And see you can go to a gym and there’s all these young girls are there in their latex and that so, but 

when you go with an older group of women, it doesn’t matter how fat you are, how skinny you are, 

nobody is looking at what you’re wearing. They’re all so busy trying to do it themselves they’re not 

looking. 

Data from the various Wellness Centres indicate high and consistent participation rates for classes 

based on physical activities. Many of those attending the Wellness Centres indicate that they 

participate in physical activity classes elsewhere as well. 
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Figure 6. Falls, falls prevention, and the potential role of the Older Women’s Network through their Wellness Centres 

Source: Mears et al., (2013, p. 19, Figure 3)
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Wellbeing 

Multiple terms are used to denote a positive state of existence. Those most commonly used are 

wellbeing and quality of life, with quality of life perhaps being somewhat broader in its connotation 

than wellbeing. Both are described as “elusive” (Kahn & Juster, 2002, p. 628). Like many social 

science concepts, and despite its popularity as a concept, wellbeing is under theorised (Goertz, 

2006). Researchers typically have used the word as if its meaning had already been defined and have 

relied on existing measures of quality of life or satisfaction with life as de facto indicators of 

wellbeing. Further, there is a paucity of research on wellbeing in older people, and even less that has 

focused particularly on older women. A detailed analysis of the meaning of wellbeing and the 

development of measures of wellbeing relevant to community-dwelling older women in Australia is 

therefore urgently needed. 

Dimensions of wellbeing 

Wellbeing is a broad multidimensional concept that embodies complex ideas of optimal functioning, 

life satisfaction, and the quality of subjective relational and emotional experience. Some would add 

the more objective component of fair allocation of resources (Drabsch, 2012), although it is perhaps 

more useful to see these as conditions for wellbeing. Indeed, it is difficult to disentangle the 

experience of wellbeing from the conditions that make for wellbeing and the outcomes of wellbeing, 

such as being able to engage in valued activities. In addition, understanding of wellbeing varies 

across disciplines, in different contexts and cultures (Diener, Sapyta, & Suh, 1998; Ryff & Singer, 

1998), across time and place, and over the life course (Kahn & Juster, 2002).  

Aspects that have been listed in some of the extensive existing literature on wellbeing as potentially 

relevant to older people include: 

 life satisfaction 

 opportunity/capacity for enjoyment (enjoyment, like happiness, is a transitory emotion, whereas 

wellbeing is more long-lasting – hence capacity for …) 

 standard of health 

 optimal functioning, particularly the ability to communicate 

 being appreciated 

 a role or identity that gives a sense of value 

 purpose or meaning that gives a sense of significance 

 attachment, connection to/positive relationships with family and friends 

 participation and community life 

 activity – things to do 

 the potential for personal growth and ability to pursue valued goals 

 mastery, being able to achieve values and goals 

 self-acceptance 
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 autonomy – having choice and control over everyday circumstances 

 personal and economic security, including fair allocation of resources, affordable housing, and a 

safe environment 

 adaptability 

 faith and spirituality 

(Berglund & Ericsson, 2003; Diener, 2000; Drabsch, 2012; Gilroy, 2006; Grewal et al., 2006; Kahn & 

Juster, 2002; Ryff, 1995; Steger, Oishi, & Kashdan, 2009; Tanton et al., 2016; Ward et al., 2012; WHO, 

2015). Ryan and Deci (2000) assert that if three basic needs are met – the needs for autonomy, 

competence, and social relatedness, then wellbeing will be present. These three aspects of 

psychological functioning essentially sum up much, if not all, of the elements within the items listed 

above as they impact on intrinsic motivation, orientation to the environment, and on wellbeing 

more generally. 

Wellness Centre participants who were interviewed described a not dissimilar list of properties of 

wellbeing, featuring: 

 physical activity and health, with comments almost always noting the impact of health was 

tempered by attitudes, such as general (positive) outlook, motivation, courage, acceptance, 

determination, and discipline; 

 mental wellbeing, which was reflected in self-esteem /self-acceptance, dealing with problems, a 

focus on others, and personal resources such as structure with autonomy, a sense of identity 

and of achievement, self-respect and self-care; and which was facilitated by non-judgemental 

acceptance by others, by having ‘me time’ and a forward orientation, and by finding periods/ 

places of tranquillity that allowed for release and inner calm/comfort; 

 shared enjoyment, satisfaction, being excited and stimulated about things; 

 moving forward, renewed sense of purpose, developing new skills, doing new things, and taking 

new directions, stimulation and motivation with an associated sense of achievement; 

 social relationships – sharing things together, laughing together;  recognising everybody has 

problems, feeling cared for and supporting each other (giving and receiving care); friendship was 

important to all, whereas family varied in importance.   

Words or phrases (sourced from interviews and literature) most frequently selected as representing 

wellbeing from those listed on a set of 42 cards by 25 older women, in order of frequency, were: 

peace with self, positive attitude, then: physical health, socially connected, happy_enjoying life, 

balance_wholeness, spirituality, active, adventurous, belonging, close friends, learning_developing, 

adaptable, caring, emotional health, helping others, mobility, strong_independent, and respect for 

self. Words most frequently free-listed in association with wellbeing among 15 women were health, 

mobility, happiness, and friends. Scenes of tranquillity, of activity, and of connection to people were 

popular choices from among 36 photographs to represent a sense of wellbeing. 

Key components/dimensions that constitute (the experience of) wellbeing, based on the literature 

and participant data combined, can be summed up as: 
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 Capacity to engage with energy and enthusiasm, but also to disengage and relax; 

 Forward orientation, with learning, developing, experiencing a sense of identity and of 

achievement; 

 Connection with friends and family, attachment with some; 

 Autonomy/independence to make decisions about one’s life matters. 

Conditions that contribute to making such experience possible include: 

 Physical health, especially mobility, 

 Mental health, 

 Secure personal/economic environment , 

 A supportive social environment. 

Wellbeing as capabilities 

The concepts of wellbeing and quality of life are founded in philosophical notions of what it means 

to be able to enjoy a ‘good life’ in one’s society, one which is founded in freedom and justice, with 

the capability to choose a life that is valued (Nussbaum, 1992, 2003; Sen, 1999). Nussbaum proposed 

ten universal and essential aspects of being human that give agency and opportunity to people to 

develop and explore valued aspects of life: the potential to live a normal life-span; bodily health; 

bodily integrity; senses, imagination and thought; emotions; practical reason; affiliation both in 

relation to others and dignity of self; living with other [non-human] species; play; and control over 

one’s environment, both political and material (2003, p. 41-2). A shortfall in one capability cannot be 

satisfied by a larger amount of another. 

The WHO takes a surprisingly individualistic view in suggesting it is a capacity for adaptation and self-

management that allows older people to engage in valued and valuing experiences and activities and 

thus experience wellbeing. Achievement of these goals depend on functional abilities (capabilities) 

to move around; build and maintain relationships; meet own basic needs; learn, grow and make 

decisions; and to contribute (WHO 2015, p. 30). The older people interviewed by Grewal et al. (2006) 

also focused on capability to achieve the things that were important, more than the necessary 

realisation of those things, hence the scale they developed for assessing wellbeing was expressed in 

terms of capabilities rather than direct experiences or feelings (Coast et al., 2008).  

In Australia, the Brotherhood of St Laurence has adopted a capability approach in designing services 

for older people, based on the work of Sen and Nussbaum. They see this approach as being people 

centred as it gives agency to people, respects their identity, allows for diversity and is holistic. They 

suggest it can be used for both developing and evaluating services. “It can illuminate what users of 

Brotherhood aged services value, identifying the existing services that are consistent with service 

users’ aspirations, indicating service gaps, and assessing the effectiveness of services to enable 

service users to live a life that they value” (Kimberley et al., 2012, p. 16).  

Too often official approaches and strategies for older adults begin from a concept of older 

adults as impaired individuals who are incapable of making choices or who demand a special 
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needs approach. The capability approach helps policy makers broaden their focus from the 

intensive needs of the frail to the ways in which older adults can be supported to live lives 

characterised by independence and wellbeing. (Gilroy, 2006, p. 354) 

Conditions and adaptability 

At a macro (government-level, whole society) approach, Drabsch (2012) notes that the economy, the 

environment and society are known as the ‘triple bottom line’ for national wellbeing – with 

governance allowing for democratic choice and citizen voice perhaps also needing to be added. 

Wellbeing of older people as individuals has been found to be negatively affected by bereavement, 

the need to provide ongoing informal care, poor health, and psychological stress, and to a lesser 

extent, poor finances and poor (home) surroundings (Berglund & Ericsson, 2003; Grewal et al., 

2006). Ward et al observed, amongst older people in Brighton, UK: 

Having a ‘place’ in the world as an older person depended on the extent to which needs were 

recognised and acknowledged on an everyday level, on the ways other people treat them and 

how they see themselves as older people. How people feel about ageing is not only related to 

self perceptions, but wider societal attitudes towards ageing and older people. … Old age and 

the way it is perceived can bring about a loss of recognition or respect. … need to still feel 

useful. (Ward et al., 2002, pp. 6-7) 

Challenges of ageing to wellbeing mentioned by Wellness Centre participants focused primarily on 

aspects of physical health, and the consequences of these. For example, breathing difficulties limit 

walking and therefore participation in trips, vision limited driving at night, which combined with an 

increased sense of vulnerability on public transport to limit going to evening activities or 

entertainment. Some just noted that everything seemed harder, including motivating yourself to be 

active. These limitations were tempered by attitude, however: “Allow for slowing up, accept what 

you can or can’t do, and choose what you can” was the advice of a feisty 83 year old. Kahn and Juster 

(2002) observed a universal human tendency to adapt to changes in life circumstances which meant 

that self-reported wellbeing tended to focus around a positive ‘set point’ that would survive 

temporary fluctuations, although it might be overwhelmed by a major negative condition. And yet 

the concept of adaptability, so emphasised in the literature on health and wellbeing, was simply not 

named as such in the interviews. 

Participation and evidence of wellbeing 

There is broad evidence supporting a positive association between participation in physical and 

social activities and various dimensions of wellbeing (defined in terms of quality of life or satisfaction 

with life) in the older (over 55) population (Levasseur, Desrosiers, & St-Cyr Tribble, 2008; Menec, 

2003; Phillips, Wójcicki, & McAuley, 2013). There is some evidence for a beneficial relationship 

between physical and leisure activity levels and mental health (Lampinen, Heikkinen, Kauppinen, & 

Heikkinen, 2006) and between social participation and mental health (Elliott, Gale, Parsons, et al., 

2014; Glass, Mendes De Leon, Bassuk, & Berkman, 2006; Litwin & Shiovitz-Ezra, 2006; Menec, 2003). 

Social participation and social connectedness was found to be more significant than physical activity 
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or general leisure activities for women’s quality of life (Gautam, SaitoTami, & Kai, 2007), with 

rebuilding or maintaining social participation being an important strategy for new widows, to help 

them cope with their loss (Feldman, Byles, & Beaumont, 2000; Utz, Carr, Nesse, & Wortman, 2002).  

Participant: It was a year after my husband died and that first year I was on a real downer. I didn’t 

want to go anywhere, didn’t want to do anything. I suppose after being married after 40 years it 

uuhh [emotional silence] 

Interviewer: Yeah, I can only imagine 

Participant: And I just thought, no, I’m not going to sit at home and mope and feel sorry for myself. 

I’ve always had this thing; I’m not the only one that her husband has passed and I won’t be the last. 

And I’d never heard of the Older Women’s Network, like OWN. I’d never heard of it. It was only when 

I thought; oh I’ll go down, cause I know this used to be the Senior Citizens here, I said, I’ll go down 

there and I came here thinking it was the Senior Citizens and I just met up with OWN, and that’s how 

I came here and that was it. I just enjoy coming here.  

Interviewer: And what is it that keeps you coming?  

Participant: Oh, the friendship and the acceptance … Nine times out of ten, nobody gives a darn who 

you are or what you’ve done or what your history is. They’re just all accepting of one another and 

that’s what I find. 

Several of the Wellness Centre coordinators commented on evidence they saw of increasing 

wellbeing in participants who were clearly not in a good place when they first came to the Centre.  

They participate in additional and more varied classes…. I love it when I see women taking a step in 

one direction and then taking part in another activity, and then taking part in another activity, 

because to me that says that the Wellness Centre is actually meeting their needs in so many different 

ways.  So say, for argument’s sake, somebody doing an art class, venturing in to gentle exercise or 

strength and balance or vice versa coming into the drawing class where they’ve only ever done the 

physical side of things. 

Uumm maybe how you dress, because a person who is in a bad wellbeing state, dresses poorly… 

After she’d been coming for about a year and a half you wouldn’t know it was the same person.  She 

dyed her hair, she used to wear make-up, she dressed really nicely. 

I get all the girls to do the work and girls that have never written in a book before, do the work and 

they tell me, oh I can’t handle money,  oh no, you know, I can’t do this, I can’t do that and I’ve got 

them ticking off the people and collecting the money, you know, and they don’t even know they’re 

doing it, you know what I mean? 

That lady that sat beside you, when she came, she’s been there 10 years, now when she first came 

she, she only came because her sister insisted on her coming because her husband had died for four 

years and she sat in a house and howled and the first day she come in she couldn’t even say what her 

name was and that, …and she’d never really done anything, you know, she worked in a factory, never 

had any children, and her self-esteem was extremely low. … and the husband died and that was 

it….We’ve got three of them like that.  Now, she won’t shut up and she knows everything and she’s in 

the Committee.  I put her in the Committee, you know, sort of thing… and she’s the tea lady and she 
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collects the money and buys the tea.  ‘Oh I can’t handle money.’ ‘No, you don’t have to handle 

money’, you know, and this. 

The WHO wellbeing scale was used as a measure of general wellbeing (Topp, Østergaard, 

Søndergaard, & Bech, 2015). This asks questions about feeling cheerful, feeling calm, feeling active, 

waking up refreshed, and whether life is filled with things that are of interest, with six answer 

options to capture frequency with which these have been occurring over the past two weeks. Overall 

wellbeing is scaled to 0-100.  Scores for 41 Bankstown OWN members who completed the scale 

ranged widely, from 16 to 100, with a mean of 63.5 (SD = 19.1) and a median of 68. Topp et al. 

report average scores for multiple European nations, broken down for males and females, that 

range, for females, from 68.2 to 51.7, with most of the more economically developed countries 

scoring in the 60s. The group of older women attending OWN compare very favourably with these 

scores, especially given the scores reported by Topp et al. are for a general population, rather than 

an aged population.  

Wellbeing was also assessed using the Matthey Generic Mood Question (MGMQ) (Matthey, Valenti, 

Souter, & Ross-Hamid, 2013). Ten of 43 Bankstown women reported feeling stressed, anxious, or 

unhappy, or found it difficult to cope for some of the time, while another 10 reported possibly 

feeling this way, and 23 not at all. Of those who answered yes or possibly, 1 was not at all bothered, 

10 were a little bit bothered, 6 moderately so, and 2 were bothered a lot. There was a strong 

relationship between responses to the MGMQ and the WHO scale (F[2,38]=22.3, p < .001), with 

mean WHO scores of 43, 57, and 76 for the definitely stressed, possibly stressed, and not stressed 

response groups, respectively. 

The interrelationship of health and wellbeing 

Ryff and Singer (1998), among others, appear to confuse the concept of positive health with 

wellbeing or quality of life, although their conceptualisation does serve as a reminder that health 

embraces mental and social domains as well as physical. It also points to the closeness of the 

relationship between health and wellbeing, which is picked up and somewhat clarified in a more 

recent WHO statement:  

[Health is] a fundamental and holistic attribute that enables older people to achieve the things 

that are important to them. The goal is to build resilience, a dynamic process building on 

inherent psychological traits in interaction with a supportive environment. (WHO, 2015, p. 27) 

The World Health Organization is thus positioning health as a means to achieving things that are 

positively valued, rather than being those things. This model accords strongly with a capability 

approach to wellbeing, as discussed above.  Subjective wellbeing correlates at only a low level with 

life circumstances generally, and also with physical health for older people, suggesting that people 

tend to adapt to their circumstances and maintain their usual level (their “set point”) of positive 

affect (Diener, 2000). 
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Health and wellbeing are therefore seen as being fundamentally related, with wellbeing denoting a 

broader, multidimensional concept describing a state that is made possible by adaptation and self-

management that allows engagement in valued and valuing experiences and activities.  

Just one of the (relatively young) Wellness Centre participants who was interviewed saw “the 

healthy body” as “basic” to wellbeing, with there being no real distinction between health and 

wellbeing:  

I think you know I think you have to have a healthy body and mind. First of all you have to have a 

healthy body. If you are healthy you are more or less happy, you are learning a lot of things, you 

know, you are very much out there. 

When discussing this issue, coordinators adamantly agreed, however, that the relationship between 

health and wellbeing “depends on your attitude”, with one adding:  

I don’t know about you, but you know I have a number of medical conditions, none of which impact 

totally on my life obviously, because I still get around and do things. If people ask me how I’m feeling, 

I’d say pretty good, yeah okay. They don’t dominate your thinking. 

They noted also that some members came to the exercise classes with walking sticks and other aids, 

but still participated. Participants at the Centres generally agreed with the view expressed by the 

coordinators: 

I can’t believe that in my older age I’ve had such a good time. I’m probably having a better time 

because of the things that happened in the past, where’s here now, and just feel alive even though 

I’m old and I have a few health problems but I enjoy life. 

Functional status and wellbeing does vary for people with different chronic medical conditions, 

however (Stewart et al., 1989). They found that patients with eight of nine common chronic medical 

conditions were worse off with regard to physical, role and social functioning, and mental health, 

compared with those with no chronic conditions or pain, especially for those with heart disease or 

gastrointestinal disorders. At the same time, only a small part of the variance in functioning and 

wellbeing is explained by the presence of chronic conditions.  

And I won’t, I’ve got arthritis, and I won’t let the arthritis get on the top of me…. I get to the point 

where, I mean I suffer from arthritis, I’m riddled with it. It’s still not too bad but I do, today I have a 

bad pain in my feet with it. But I won’t let that rule me. I will just take, like I have tablets, I can only 

take the one lot, and I’ll keep going and I’ll have pain but I’ll still keep on going. I won’t let it stop me. 

Where wellbeing can be improved, for example in terms of building a sense of purpose and role 

value, the impact of chronic conditions on functional ability is lessened (Fried, 2016). The “disability 

paradox” suggests that if people learn new strategies for coping, then quality of life can be 

maintained despite losses in functional ability  (Huber et al., 2011). 

By successfully adapting to an illness, people are able to work or to participate in social 

activities and feel healthy despite limitations. This is shown in evaluations of the Stanford 

chronic disease self management programme: extensively monitored patients with chronic 

illnesses, who learnt to manage their life better and to cope with their disease, reported 

improved self rated health, less distress, less fatigue, more energy, and fewer perceived 
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disabilities and limitations in social activities after the training. Healthcare costs also fell. 

(Huber et al., 2011, p. 2) 

For their community sample, Ward et al. (2012) also found that while health was an important factor 

in well-being, poor health did not necessarily equate to a lack of well-being. Poor health in older age 

does, however, require adaptation, coping and perhaps adjustment to the need for help and 

assistance. Mobility and ability to communicate were critical factors.  

That makes, the minute you can’t, you lose your mobility, it takes a lot of mental power to keep 

positive. So that’s why keeping yourself physically fit is so important.  

Data from the Wellbeing Centres and participants suggests that mental health might have more 

influence on wellbeing than physical health: “I think where your mind is affects how your body runs.” 

One of the coordinators suggested that “with quite a few of the women that anxiety and depression 

were really cutting them off from living an active and a healthy life” – hence she introduced the 

Reach course, designed by the Black Dog Institute for depression. OWN participants, in general, 

considered health was perhaps more about one’s physical state, while wellbeing as being more 

about one’s mental and emotional state. 

Wellbeing, as assessed by the WHO scale, was moderately associated with self-reported health 

status (p = .012), with the most marked differences between between those who rated their health 

as being good to excellent (WHO scores: 65 to 76), and those whose health was fair-poor (WHO, 

pp. 42, 44).  Some association of the MGMQ with health status is evident in that those few (7) in the 

lower (fair-poor) categories of self-reported health status all answered yes or possibly to feeling 

stressed, anxious, unhappy or unable to cope, while more than half of those who reported good to 

excellent health (23/36; 64%) indicate they do not experience these feelings. Experiencing generic 

mood problems did not necessarily mean that people felt they had worse health than others, or that 

they were unable to do what they needed or wanted to do (i.e., there was not a clear pattern of 

relationship between these various health variables).  

In terms of the relationship between physical activity and wellbeing, differences in WHO wellbeing 

status between those who exercised for 20 minutes or more “yesterday” and those who did not 

were marked, with average scores of 71 and 51 respectively  (p = .001). Reported frequency of 

exercising for 20 minutes or more (daily … less than weekly) did not show a progressive association 

with WHO scores, however.  A similar but much less strong association was found between 

exercising yesterday and self-reported health status (p = .075), with no association between health 

status and reported frequency of exercising. 

Monitoring and evaluating the OWN Wellness Centre programme 

This research has allowed us to develop a monitoring and evaluation process for the Wellbeing 

Centres, based on a logic model (Figure 7) developed from discussions with OWN coordinators and 

management committee members (see Figure 1), the literature, and interviews and initial surveys 

with participants. In this process, we will be assessing changes in overall health and wellbeing  

status, including use of health services (hospitals, GPs, etc.). Additionally, there is more work that 
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can be done in answering the second and third questions set out at the start of this document, in 

relation to conceptualising wellbeing for older women, in exploring how the two-way relationship 

between health and wellbeing works out in older women’s experience. The issue of motivation for 

older women to engage in physical activity is one that is also being explored in the literature and in 

current research in the UK, and one to which this research can also contribute. 

 

Figure 7. Logic model for the OWN health and wellbeing evaluation project 

Process measures 

We are assessing the amount and kind of physical activity engaged in by our participants: 

 through tracking participation rates in classes, particularly those that involve physical activity of 

various kinds 

 through the initial and annual renewal forms, which ask about both individual and group 

physical activities engaged in outside of the Wellness Centre context; this will indicate both the 

baseline amount and whether that increases, declines or is maintained over each year 

The annual survey forms will ask also about social and other factors involved in attendance at the 

Wellness Centres. Interviews with a sample of participants will explore, in greater depth, what it 

means to them to participate in the Wellness Centre programme, and the ways in which it 

contributes (or doesn’t) to their health and wellbeing. These, in combination with analyses being 

undertaken using the surveys and other sources (observation, cultural domain data) will contribute 

also to answering the second and third research questions. 

Outcome measures 

These will be collected primarily through the annual survey forms, to provide indicators of whether 

involvement might be impacting on aspects of health and wellbeing related directly or indirectly to 

physical activity: 

 general health status 

 use of health services (primarily GP, hospital) 

 the number of and injury level resulting from falls each year, as one of the indicators of outcome 

from physical activity (strength and balance) levels of the participants 

 chronic disease status (Bankstown only); limitations on general activity from chronic disease and 

disability (other centres) 

 wellbeing as measured using the WHO-5 scale (Topp et al., 2015) 
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 life satisfaction as an indicator of subjective wellbeing (Diener, 2000) 

 level of anxiety and depression (based on Matthey et al., 2016). 

The WHO-5 wellbeing index was developed in response to the need for a measure of general, 

subjective wellbeing that was independent of specific diseases, suitable for administration in settings 

such as general practice, and valid across a wide age range of chronic physical and psychiatric 

conditions. A systematic review of 213 articles (clinical studies and reviews) by Topp et al. (2015) 

concluded it was the most effective scale of its type. WHO-5 is available in over 30 languages, with 

general population norms available. To supplement this measure, a generic mood question (MGMQ) 

created by Matthey et al. (2013) is being used. The MGMQ was found to detect anxiety and 

depression with better performance than a selection of other commonly used scales. Although 

designed in the context of perinatal care, its generic nature means it is likely to also perform well 

with an older population (this assumption will be tested as part of this research). 

An initial pilot run of a survey form to collect ongoing evaluation data was conducted with the 

Bankstown Wellness Centre participants at the beginning of Term 3, 2016. The form is being revised 

for more general implementation, and will be implemented in several of the Centres in 2017. The 

goal is to conduct this survey annually, and to combine data from that with participation data in the 

programmes being conducted. This, along with supplementary interviewing, will provide ongoing, 

longitudinal and case-based data helping to elucidate the relationship between physical activity, 

social connection, health status, and wellbeing, and the contribution of the Wellness Centres to 

enhancing the health and wellbeing of older women. 

Conclusion 

The OWN NSW Enhancing Health and Wellbeing of Older Women research programme has begun to 

show, in this initial year, that the Wellness Centres are making a positive contribution to both the 

physical health and wellbeing of the older women who attend them. It also has the potential to 

contribute to theoretical development and policy development in this area. Steps are being taken to 

extend the research for all of these purposes.  
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