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SYNOPSIS 

Elderly people are recognised as the fastest growing population globally (Lutz, 

Sanderson, & Scherbov, 2008). Although older age can be a time of increased affluence 

for some, it is also linked with challenges related to health issues and costs, aged-care 

requirements and the relinquishing of long held responsibilities and freedoms 

(Bongaarts, 2004; Borsch Supan, 2003). These trends are evident in Korea, which has 

one of the fastest growing elderly populations as well as a higher percentage of the 

elderly in rural areas, compared to urban settings. Despite the Korean government’s 

efforts to enhance quality of life and wellbeing for the older population, existing 

government policies appear to have a limited capacity to cope with the rapidly 

increasing aged population and the context-specific needs of the elderly in rural and 

urban settings.  

One way to enhance current policies is by developing a comprehensive model of 

successful ageing. This is one of the most effective strategies to understand the health 

needs of the elderly. Among various successful ageing models, the one developed by 

Rowe and Kahn (1987, 1997) is one of the most influential conceptualisations. While 

this model overcomes previous restrictive biomedical views of ageing, it has some 

weaknesses, including limited consideration of psychological health and an 

overemphasis on physiological factors. In this regard, this study adapts this model to 

include psychological health as one of the dimensions and to test multiple definitions of 

ageing successfully. This extended model was used with the aim of examining the 

contributing factors of successful ageing in urban and rural Korean elderly and gaining 

a more in-depth perspective of how the elderly’s perceptions of ageing differ between 

these groups.  

To achieve this aim, comparative research was conducted between the elderly in Seoul 

(capital city) as an urban setting, and those residing in the rural areas of Gangwon 

province. A sequential explanatory mixed methods design was used with quantitative 

research examining the relationships between life satisfaction and successful ageing, the 
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capacity of different definitions to identify successful agers, and the similarities and 

differences between the rural and urban elderly. This was followed by a qualitative 

research phase to explore the perspectives and experiences of ageing of elderly 

individuals.  

The quantitative research analysed data from 624 participants who completed a 

questionnaire relating to four dimensions of successful ageing, which included risk of 

disease and disability, physical and cognitive functioning, engagement with life, and 

psychological health. In the quantitative phase of the research, the percentages of 

successful agers were determined, based on any or all of the four dimensions of 

successful ageing. These percentages ranged from 3.8% (individuals who met criteria 

for all four dimensions) to 60.9% (individuals who met criteria only for psychological 

health). The dimension with the lowest number of participants was low risk of disease 

and disability with only 10.9% of participants meeting the criteria.  Interestingly, a self-

rated measure indicated that 66.7% of participants felt they were ageing successfully, 

and this result was supported in the qualitative phase of the research with a majority of 

interviewees considering themselves as successful agers. The dimensions of successful 

ageing were explored further in semi-structured interviews with 25 elderly individuals 

which produced themes relating to engagement with life, psychological capital, health, 

and reflections of success. These themes were characterised somewhat differently 

depending on participants’ circumstances and attitudes to life. Furthermore, both 

quantitative and qualitative findings indicated the importance of receiving family 

support and enjoying higher levels of psychological health for both settings, while the 

qualitative findings highlighted the critical role of healthy lifestyles, engagement with 

life, as well as acceptance and adaptability in later life. However the relative importance 

of these factors was different, depending on circumstances and health status. The urban 

elderly were generally healthier than the rural elderly, with the former more likely to 

exercise, be in the normal weight range, and have better psychological health.  

By identifying the important factors that drive successful ageing in the Korean rural and 

urban elderly populations through the extended successful ageing model and 

comparative mixed methods design, this study has contributed a rich understanding of 
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successful ageing. Findings suggest that psychological health and social support play a 

crucial role in ageing successfully, and particularly, more support/services are required 

in rural settings to promote better psychological health and increased leisure-related 

physical activity. Whilst satisfying all four dimensions of successful ageing is ideal, 

considering age-related physical and cognitive deterioration and the elderly’s 

perspectives, a level of successful ageing was clearly achievable even for those with 

relatively poor health. Therefore, this study calls for a rethinking of the definitions and 

predictors of successful ageing, and recognising the importance of heterogeneous 

features in the aged population.  
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Chapter 1. Introduction: Overview of the thesis 

 

1.1. Introduction 

With a declining birth rate and longer life expectancy in many countries across the 

world, the resultant ageing of the human population is recognised as a global 

phenomenon. One of the countries in which it is most noticeable is South Korea 

(hereafter referred to as Korea). During the last decade, ageing research in Korea has 

rapidly expanded, and concepts such as ‘successful ageing’ have helped to establish the 

notion that a person may successfully maintain a level of wellbeing and quality of life 

through the later stages of life. However, there is still a dearth of knowledge about 

ageing in Korea particularly around the factors that are important to successful ageing, 

and how rural and urban elderly age differently. Thus, this thesis seeks to identify and 

explore the factors that are vital to successful ageing in the Korean rural and urban 

elderly. 

The study critically analyses the contributions and limitations of previous models of 

successful ageing, and establishes strategies to overcome their theoretical and 

methodological limitations. It is argued that existing models of successful ageing need 

to be modified to include psychological aspects of ageing and to progress the definition 

of healthy ageing, if knowledge on this topic is to develop further. To test this claim, a 

mixed methods design is used to undertake descriptive and comparative analyses. In this 

way, it is anticipated that the findings of this study will contribute a rich understanding 

of successful ageing within the Korean context. This understanding will enable health 

and ageing professionals and government policy makers to ground their decisions in 

evidence-based knowledge about the experiences of successful ageing based on a 

revised successful ageing model that incorporates multiple relevant factors. This chapter 

introduces the current study, presenting background literature that frames the research 
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aims and objectives, outlining the significance of the study, conceptual framework, and 

the overall structure of the thesis.  

1.2. Background  

1.2.1. Ageing trends in Korea 

The ageing trend in Korea is similar to the general worldwide trend of population 

ageing. The proportion of the elderly population in Korea has been growing 

significantly over the past five decades, with those aged 65 years or above accounting 

for over 11.1% of the total population in 2013, this rising from 2.9% in 1960 

(StatisticsKorea, 2010; United Nations, 2009). It is also projected that the percentage of 

the population classified as elderly in Korea will be 32.8% of the total population in 

2050 (United Nations, 2009). This is more than double the expected global percentage 

of older people and indicates that the Korean population is ageing comparatively more 

rapidly than the global population. Thus, it is predicted that Korea will have one of the 

largest aged populations in the developed world by 2050.  

The main causes of this increase in the ageing population are a lower fertility rate
1
 and 

longer life expectancy (Hawkes, 2010; Kulish, Kent, & Smith, 2010; Phang, 2011). In 

the 1950s, life expectancy for Koreans was 47.9 years, while by 2005, this figure had 

increased to 79.4 years (United Nations, 2009). During this same period, the fertility 

rate 1  of Korean women dropped dramatically from 5.05 to 1.22 (UN, 2009). 

Furthermore, the ‘baby boomer’ generation
2
 born between 1955 and 1963, constitutes 

                                                 

1
 The average number of children that a woman gives birth to over her lifetime 

2
 The baby boomer generation started about 10 years later than western countries due to the Korean War 

(1950-1953) 
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about 14.6% of the total population in Korea (StatisticsKorea, 2010) which will rapidly 

escalate the percentage of the elderly population in coming years (Phang, 2011; Quine 

& Carter, 2006). As such, managing the issues associated with a rapidly ageing 

population are considered a central issue for Korea. 

The continuous and marked increase in the older population is thought to result in many 

societal challenges. For instance, according to the Korean National Health Insurance 

Service, 33.3% of total medical expenses were accounted for by the older population in 

2011, a substantial increase from 12.9% in 1996 (Korean Statististical Information 

Service, 2013). Further, the projection of a significant reduction in the dependency 

ratio3 from 7.0 in 2007 to 1.4 in 2050 (StatisticsKorea, 2010) may cause difficulties for 

taxation, pensions, and national health insurance, and subsequently negatively affect 

economic growth. Together this evidence suggests that the very significant changes in 

the population profile taking place in Korea have the capacity to negatively affect 

wellbeing and quality of life in both younger and older populations. 

Compounding the pressures of an increasing elderly population, changes in societal 

values have compelled the Korean government to adopt a set of policy reforms to assist 

people to age successfully. Traditionally, the Korean government has largely relied on 

family caregiving to support the elderly. Korea’s family-oriented and collectivist culture 

that includes extended family systems has made this possible. Under the Elderly 

Welfare Act, limited services were provided such as residential care, in-home care 

services and senior leisure facilities (Choi, 1996; Yoon & Eun, 1995). The 

ineffectiveness of this fragmented approach to managing the health needs of the older 

                                                 

3
 (Total) Dependency ratio = [(number of children aged 0 to 14 and older population aged 65 and over)х

100]/(working-age population aged 15 to 64) 
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population, coupled with the pressures of a diminishing availability of family caregivers 

encouraged reform in aging policy. The resultant reform also aimed to address changes 

in patterns of medical conditions and care required, financial instability of the National 

Health Insurance program and a rapid growth in the number and proportion of people 

requiring aged care and support (Begg et al., 2008).  

One of the most notable changes to aging policy in Korea was the introduction of 

‘Long-Term Care insurance’ (LTC)
4
 and ‘Basic Old-Age Pension’

5
 in 2008. Local 

governments and public health centres also endeavour to support higher levels of 

wellbeing and health promotion by offering various lectures and programmes for the 

elderly in the community. Nevertheless, there has been some trial and error in initiating 

and developing new policies and services and implementing them to manage the rapid 

increase in the older population (Kwon, Dong, & Moon, 2010). Therefore, it has 

become important to seek more effective ways to age well and to optimise the aging 

process. 

1.2.2. Aging trends between the rural and urban elderly 

While there are a diversity of issues related to a large and growing proportion of the 

elderly, these are not homogenous, but differ across rural and urban settings. In 

particular, although the proportion of an aging population varies depending on location, 

generally, the proportion of the older population in rural areas is higher than that of 

urban areas. The percentage of the older population accounts for more than 11% in all 

                                                 

4
 LTC: a contribution-based social insurance financing system that can be accessed via an assessment of 

activities of daily living. 
5
 Basic Old-Age Pension: covers 70% of the elderly aged 65 years and over, and is assessed by income 

criteria. 
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provinces except Kyeonggi province which is located in close proximity to the capital 

city, Seoul. Moreover, the percentage of the elderly in some rural communities exceeds 

20% (Korean Statististical Information Service, 2013). However, this same trend is not 

evident in Seoul and metropolitan cities, with the aging population accounting for less 

than 10% of the total population, despite the high number of the older population.  

These differences in the proportion of the older population between the rural and urban 

areas are considered to be the result of urbanisation and industrialisation that has taken 

place since the 1960s and has seen Korea experience a considerable population growth 

in the larger cities. This is mainly due to a tendency for individuals, in particular the 

younger generation, to move from rural to urban areas to seek improved vocational and 

educational opportunities (Kim, 2010). A consequence of this trend is that the 

proportion of older people has been increasing more rapidly in rural areas than in larger 

cities.  

In addition to the different proportions of the rural and urban elderly, environmental and 

social differences between those settings, have led to different challenges for older 

adults. Generally, the elderly in rural communities have been disadvantaged by less 

access to healthcare services and senior welfare services compared with those in urban 

communities. For instance, it is considered that the rural elderly often have to travel 

longer distances to access healthcare services (Oh & Yoon, 2006). Further, relatively 

lower socioeconomic status in rural elders has been reported, including lower levels of 

education and lower income (Oh & Yoon, 2006). While a larger percentage of rural 

elderly also live alone (26.8% rural elderly versus 18.4% of urban elderly), rural elderly 

are likely to experience stronger social or community connections than those in larger 

cities (Korean 3). Thus, the community support available to rural elderly may moderate 

the disadvantages of lesser healthcare and fewer welfare services to some extent by 

preventing social isolation and by providing social networks (Han, Kim, & Kang, 2005). 
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Although the urban elderly have higher levels of socio-economic status and benefit from 

greater access to healthcare and welfare resources compared with the rural elderly, they 

also face some distinct challenges. The elderly who are in rural communities where 

farming is the main industry can work until they want to stop or cannot work anymore. 

Conversely, a number of the urban elderly who were employed by companies are likely 

to retire at a certain age. However, recent research suggests that retirement is now 

occurring at a younger age than previous generations (Schilling, 2006). Accordingly, 

after retirement, urban elders experience the challenges of adapting to a different social 

status, whilst still seeking financial support and attending to the task of optimising their 

own aging.  

Certainly, there are differences in socio-demographic, economic and societal factors that 

impact on aging between rural and urban communities in Korea. However, substantial 

policy support that meets the elderly’s different needs specific to their location has not 

yet been garnered, with existing programmes and strategies for the rural elderly mainly 

relying on local governments and public health centres, rather than at a central 

government level. This lack of appropriate age related policy may be due to the limited 

consideration of identifying different needs of the rural and urban elderly (Abu-Bader, 

Rogers, & Barusch, 2003). Therefore, to develop an evidence-based understanding of 

how the aging experience differs across settings in Korea, it is necessary investigate the 

factors that support wellbeing and quality of life for rural and urban elderly. 

1.3. Major terms used in this study and operational definitions  

This thesis uses existing terms which are established by Rowe and Kahn (1997). 

However, the meaning of some terms are modified to provide optional definition for this 

study that extends Rowe and Kahn’s work (see Table 1.1).   
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Table 1.1 Terms and operational definitions in this study 

             Categories                             

Terms 
Rowe and Kahn’s definition 

Definitions used in this study  

(operational definitions) 

Successful ageing 

 

To achieve active engagement with 

life by maximising physical and 

cognitive functioning and by 

lowering the risk of disease and 

disability 

To achieve active engagement with life; 

maximised physical, cognitive and 

psychological functioning; and/or lower 

risk of disease and disability 

Dimensions of 

successful aging 

 

“low probability of disease and 

disease-related disability; high 

cognitive and physical function; and 

active engagement with life” (Rowe 

and Kahn, 1997: 433) 

Four dimensions which include three 

dimensions from Rowe and Kahn’s 

model (disease and disability; 

functioning; engagement with life) plus 

the added dimension of psychological 

health.  

Domains within the 

dimensions 

 Disease and disability: not only 

the presence or severity of 

disease and disability but also 

risk factors of disease 

 Functioning: physical and 

cognitive capabilities 

 Engagement with life: social 

networks or social support, and 

productivity 

 Disease and disability: disease -

presence of chronic disease; 

disability – hearing/vision problems; 

and risk factors/health behaviours -  

smoking, alcohol consumption, 

exercise, normal weight by BMI 

 Functioning:  physical and cognitive 

capabilities 

 Engagement with life: social support 

from family, friends and/or 

significant others; productive 

activities 

 Psychological health: positive and 

negative aspect of psychological 

health  

Normal ager 

 

Those with non-pathologic states 

and mainly experiencing intrinsic 

and genetically determined age-

related changes in physical and 

cognitive functioning 

 

Dichotomous grouping of ‘normal 

agers’ into ‘usual agers’ and 

‘successful agers’ 

Community-dwellers who are not 

residents of nursing homes or hospital in-

patients, and have sufficient physical and 

cognitive functioning to be able to 

interview 

 

 Applied the concept of the dichotomous 

grouping of ‘normal agers’ into ‘usual 

agers’ and ‘successful agers’ 

Successful ager 

 

Individuals who are high 

functioning and actively engaged 

with life and with low risk of ageing 

related to disease or disability  

Those who meet the criteria of a single 

and/or any combination of the dimensions 

of successful ageing 

Usual ager 

 

Those who experience typical non-

pathologic ageing processes, but are 

at high risk of disease or disability 

Those who did not achieve any criteria of 

the dimensions of successful ageing 

Objective measure 

(objective successful 

ageing) 

N/A Apply a set of criteria of successful 

ageing that aligns with current research 

Subjective measure 

(subjective successful 

ageing) 

N/A Uses the respondents’ overall judgements 

of successful ageing 
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1.4. Aims and objectives 

The main aim of this study is to investigate the important factors of successful ageing in 

the urban and rural elderly, in order to provide a rich understanding of successful ageing 

in the Korean context. 

The specific objectives of this study are to:  

i. Examine how the model of successful ageing by Rowe and Kahn (1987, 1997) 

can explain successful ageing in Korea, compared to the modified model of 

successful ageing in this study 

ii. Investigate the differences and similarities in the dimensions of successful 

ageing, and life satisfaction between the urban and rural Korean elderly 

iii. Analyse the extent to which the dimensions of successful ageing can predict life 

satisfaction between the urban and rural Korean elderly 

iv. Scrutinize the percentages of ‘successful agers’ that result from various 

combinations of the dimensions of successful ageing in the urban and rural 

Korean elderly 

v. Examine the differences in the percentages of ‘successful agers’ according to 

subjective and objective measures of successful ageing in the rural and urban 

elderly 

vi. Explore how successful ageing is experienced by the urban and rural Korean 

elderly 
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1.5. Significance of research 

The contribution of this study to the literature on successful ageing is both theoretical 

and methodological in nature. One of the most important contributions of this thesis to 

the field of successful ageing is the adaptation of a multi-dimensional approach to 

successful ageing developed by Rowe and Kahn (1987, 1997) to more fully 

acknowledge the role of psychological factors (Payette, Gaudreau, Morais, Shatenstein, 

& Gray-Donald, 2011). The successful ageing model by Rowe and Kahn (1987, 1997) 

comprises ‘risk of disease and disability’, ‘physical and cognitive functioning’, and 

‘engagement with life’, while the modified model in this study adds a new component, 

‘psychological health’ to recognise the importance of psychological health in later life. 

Incorporating a psychological dimension  will clarify the heterogeneous nature of 

successful ageing and provide greater insight into how successful ageing is experienced 

and maintained.  

In addition to the inclusion of the four dimensions of successful ageing, this study 

recognises the relevance of life satisfaction in successful ageing research. Life 

satisfaction has a long history in social gerontology research (Krause, 2004) and has a 

close relationship with successful ageing as a subjective outcome measure. However, 

limited investigation has been conducted about the relative importance of the four 

dimensions of successful ageing and instead has often focused on relationships between 

life satisfaction/quality of life/wellbeing and one or two dimensions of successful 

ageing. Examining the relationships between life satisfaction and the dimensions of 

successful ageing is achieved by conducting multivariate analyses to understand the 

capacity of the dimensions of successful ageing to predict life satisfaction  

As successful ageing and life satisfaction are related to background characteristics, a 

range of socio-demographic and economic factors are included in the multivariate 

analyses, and examined in terms of their relationship with life satisfaction. Accordingly, 
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these strategies will offer a rich understanding of successful ageing within the Korean 

context and beyond, by acknowledging the heterogeneous characteristics of successful 

ageing and the older population. 

In line with this, this study also identifies various subsets of older people as successful 

agers. This is achieved by broadening the definition of successful agers to include those 

who met criteria relating to various combinations of the dimensions of successful ageing, 

rather than including only those who met all criteria of every dimension. One of the 

common criticisms of current successful ageing models has been an overemphasis on 

physiological constructs, compared to other constructs (Masoro, 2001). In relation to 

Rowe and Kahn’s model, this critique is directed towards the hierarchical ordering of 

the three identified dimensions of successful ageing, which indicates that although 

individuals may satisfy the dimensions of high functioning and/or active engagement 

with life, they are not fully ageing successfully, unless they meet the criteria of low risk 

of disease and disability. As such, this concept of successful ageing only identified a 

small proportion of the elderly who could be categorised as successful agers. 

Conversely, it is anticipated that exploring the various combinations of the dimensions 

of successful ageing will produce fresh insights into the complexity of successful ageing, 

which may not necessarily conform to a narrow set of rigid criteria.  

Methodologically, this study addresses limitations that have characterised many of the 

previous studies, by applying a mixed methods approach within a comparative research 

design. Previous Korean research on successful ageing has predominantly used 

quantitative methods with many researchers now acknowledging the need for mixed 

methods approaches in this field (Montross et al., 2006; Oh & Jung, 2009). To address 

this gap, this study uses a sequential explanatory mixed methods design which involves 

quantitative data collection and analysis followed by qualitative data collection and 

analysis. The quantitative data is collected via a questionnaire to investigate the 

similarities and differences, relationships among the identified variables, and 

proportions of successful agers. The preliminary results of the quantitative data analysis 
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inform the interview questions for the qualitative research which explores the 

perspectives and experiences of successful ageing in later life. Although this is a time-

consuming process, this methodology is well suited to produce a detailed understanding 

of successful ageing by reinforcing the strengths and compensating for the weaknesses 

of each method. 

With respect to the comparative design, Seoul is selected as an urban setting, while the 

areas of Gangwon province were selected as a rural setting. Although significant 

differences exist in various socio-environmental factors between rural and urban 

communities, studies comparing these two different settings remain limited in the 

ageing literature. In particular, Gangwon province has not been a popular research 

setting in ageing research even though the proportion of the older population is 

relatively high (13.4%) within this province (Korean Statististical Information Service, 

2013). By selecting relevant though under-studied research settings with a comparative 

research design and by comparing two different types of settings, this study will help 

elucidate the different needs of the elderly, depending on their living environment or 

geographical location, to achieve successful ageing. 

Another feature of this study that serves to overcome the methodological limitations of 

existing ageing studies is to employ both objective and subjective measures of 

successful ageing. This is an important element of the present study, as most studies 

have reported a wide gap in the percentages of successful agers between these two 

measures (Montross, et al., 2006). The objective measure applies the criteria based on 

the operational definitions of successful ageing, while for subjective successful ageing, 

a self-rated item is used to measure the elderly’s overall judgement of successful ageing. 

This study applies both measures in a complementary mode rather than prioritising one 

of them, in order to investigate successful ageing with the views of both researchers and 

elders themselves, and to provide a comprehensive understanding of successful ageing.  
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By applying strategies to fill the gaps in the knowledge of successful ageing and to 

compensate for the limitations of existing models, this study will promote a greater 

understanding of the experience of successful ageing between rural and urban Korean 

elderly. Therefore, the outcomes will carry important implications for policymakers, 

health practitioners, and social workers, in establishing appropriate services for rural 

and urban older adults that expand beyond their physical needs to support successful 

ageing and wellbeing.  

 

1.6. Conceptual framework 

Based on the background/context and significance of this study, the conceptual 

framework of this study is presented in Figure 1.1 below. As noted earlier, successful 

ageing is a prime issue in  ageing societies, which a number of  countries have been 

facing. This is reflected in South Korea which has experienced a dramatic growth in the 

proportion and the number of elderly people. Furthermore, a higher proportion of the 

elderly in the rural areas is apparent. These ageing trends represent the triumph of the 

development of medical science and economic prosperity, but also cause a number of 

issues related to medical expenses and wellbeing in later life. To tackle issues associated 

with ageing, this study seeks to extend the concept of successful ageing established by 

Rowe and Kahn (1987, 1997). A range of methodological and theoretical strategies to 

extend previous studies and models will help to rethink the meaning of successful 

ageing and subsequently build a comprehensive understanding of how to promote 

successful ageing for the elderly. 
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Figure 1.1 Conceptual framework 

 

 

1.7. Thesis structure 

Following this introduction chapter, this study is presented in six chapters. Chapter 2 

presents the literature review which examines the concept of successful ageing 

including the underpinning theory and relevant models of successful ageing, and the 

critiques around Rowe and Kahn’s model of successful ageing. Furthermore, another 

concept crucial to achieving successful ageing and long term wellbeing, life satisfaction, 

is explored. In addition, the four dimensions of successful ageing are delineated, 

focusing on their importance in later life and the relationships between each dimension 
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of successful ageing and life satisfaction. Successful ageing research in Korea is also 

reviewed from theoretical and methodological perspectives to identify knowledge gaps 

in this field. Finally, the relevant research comparing rural and urban settings is 

explored. The major scholarly understandings in these areas inform the conceptual 

framework of this study. This chapter concludes by outlining the research questions.   

Having established the research aims in Chapter 2, Chapter 3 outlines the 

methodological approach used to meet these aims.  The rationale for selecting a mixed 

methods comparative design is presented. It is argued that a comparative design is most 

suitable for assessing the similarities and differences between rural elderly and urban 

elderly populations. Meanwhile, the implementation of a two-phase mixed methods 

design, where quantitative methods are followed by qualitative methods, is identified as 

the most appropriate way to investigate the elderly’s perspectives and experiences of 

successful ageing. The study’s settings, sample, data collection, analysis and ethical 

considerations and methodological limitations are discussed.  

The findings are presented across two results chapters. Chapter 4 presents the findings 

from the quantitative phase of this project. The results of descriptive and inferential 

statistical analyses highlight the similarities and differences between the rural and urban 

elderly, and the relationships between the dimensions of successful ageing and life 

satisfaction. These results clarify the relative importance of the dimensions of successful 

ageing, through the concept of Rowe and Kahn’s (1987, 1997) model.  

Chapter 5, which is the second results chapter, presents both quantitative and qualitative 

data. The first part of this chapter focuses on measuring the proportions of healthy 

elderly with subjective and objective measures of successful ageing in the rural and 

urban Korean settings. That is, participants own perceptions of whether they are ageing 

successfully are contrasted with objective measures that are based on a variety of 

definitions of successful ageing across single or all possible combinations of the four 

dimensions of successful ageing.  
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As the second part of this chapter, the qualitative research explores the elderly’s 

perspectives and important factors of successful ageing and/or life satisfaction. The 

interview participants are classified into groups, based on the dimensions of successful 

ageing they meet. Using thematic analysis procedures within NVivo software, the 

qualitative data gained from the interviews are analysed for themes both within and 

across the groups.  

Chapter 6 discusses the significant findings from this study and contextualises them 

with contemporary literature on successful ageing. At this stage, the findings from both 

quantitative and qualitative methods are integrated. A major focus of the discussion 

centres on moving beyond biological views on ageing to understand a number of factors 

which influence the experiences and perspectives of successful ageing, in order to 

broaden our understanding of successful ageing. This dissertation concludes by 

summarising the main outcomes and contributions of this research, and identifying the 

limitations of this study and recommendations for practice and further research. 
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2. Chapter 2. Literature review: 

Understanding successful ageing in Korean rural and urban 

elderly 

 

2.1. Introduction 

This chapter presents a comprehensive review of relevant literature in order to 

understand successful ageing. Firstly, this chapter is to understand the concept of 

successful ageing by reviewing the various definitions of successful ageing, and to 

identify gaps in current knowledge on this topic and specifically surrounding Rowe and 

Kahn’s (1987, 1997, 1998) conceptualisation on successful ageing model. Furthermore, 

this chapter reviews the dimensions of successful ageing, by exploring their importance 

in later life, as well as how life satisfaction and wellbeing are interrelated with each of 

the dimensions. In doing so, it will contribute to establishing the rationale that supports 

modifications to the successful ageing model, which forms the conceptual framework of 

the present study.  

This chapter also is to explore the current research on successful ageing in Korea, 

particularly concerning the components of successful ageing and methodological issues 

that have been raised. Furthermore, the findings of comparison studies within the ageing 

literature between rural and urban areas across the world will be reviewed. As Korea is 

currently experiencing a dramatic growth of the ageing population, which is unevenly 

distributed between rural and urban settings (see Chapter 1), the literature reviewed in 

this study will provide the platform for this research to develop a deeper understanding 

of successful ageing in Korean rural and urban elderly, in order to tackle the challenges 

that arise from ageing issues. 
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2.2. Understanding successful ageing 

One of the most notable phenomena in demographic changes across the world at present 

is population ageing. The proportion of people aged 60 years or over (the standard 

definition of ‘older people’ adopted by the United Nations) has been increasing faster 

than any other age group. While the older population accounted for 11% of the total 

world population in 2009, this figure is expected to double by 2050 (United Nations, 

2009). Although an ageing population implies a longer life expectancy and better 

medical and environmental circumstances for many individuals, there are numerous 

economic, social and political consequences associated with this phenomenon. For 

example, there are implications for economic growth, labour markets, pensions, taxation, 

family composition, the burden of disease, the need for healthcare, and public policy 

(Fogel, 1997; Walker, 1999). Therefore, an ageing population is considered to be one of 

the largest societal challenges of the twenty-first century.  

Despite the personal and societal challenges and negative views associated with ageing, 

an optimistic approach to ageing has been popular among researchers over the last 

decade, which focuses on maximising the engagement in life for the elderly. Research 

into optimistic or positive views of ageing has generally aimed to develop a model to 

elucidate the predictors of successful ageing or healthy ageing (Havighurst, 1961). 

Although various conceptualisations based on this approach have greatly contributed to 

ageing-related research, no consensus on definition, measurement or predictors of this 

approach have been reached to date (Depp & Jeste, 2006). This section will review 

various concepts of successful ageing using this optimistic approach, arguments 

surrounding Rowe and Kahn’s (1997) model of successful ageing, and the components 

of successful ageing. The comprehensive understanding of the concept and components 

file:///F:/AppData/Roaming/Microsoft/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.IE5/AppData/Roaming/Microsoft/Word/Whole%20chapter-final-number-1303573512692279014/chapter%202-1501-1.doc%23_ENREF_115
file:///F:/AppData/Roaming/Microsoft/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.IE5/AppData/Roaming/Microsoft/Word/Whole%20chapter-final-number-1303573512692279014/chapter%202-1501-1.doc%23_ENREF_115
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of successful ageing included in this review, will inform the conceptual framework of 

this study.  

2.3. Concept of successful ageing 

Various conceptualisations of successful ageing have emerged as it has continued to 

evolve. In particular, over the past three decades, the concept of successful ageing has 

attracted increasing research attention since Havighurst (1961) stated that successful 

ageing is “the conditions of individual and social life under which the individual person 

gets a maximum of satisfaction and happiness and society maintains an appropriate 

balance among satisfactions for the various groups” (Havighurst, 1961: 8). The 

popularity of the concept of successful ageing is not only largely influenced by a 

significant increase in the older population, but is also partly due to shifting views about 

ageing from disengagement theory to activity theory. While disengagement theory 

(Cumming & Henry, 1961) concerns the gradual withdrawal of the elderly from social 

roles and activities as their overall functionality declines, activity theory (Havighurst, 

Neugarten, & Tobin, 1968) emphasises the importance of active or continuous social 

interaction in later life.  

Despite this growing focus on successful ageing, research has not yet reached a general 

consensus in various aspects. For instance, a range of comparable terms that refer to 

successful ageing are prevalent across the literature such as ‘ageing well’ (Bowling, 

2005), ‘active ageing’ (Avramov, Schoenmaeckers, & Mašková, 2004; Kalache, 1999; 

Walker, 2002), ‘healthy ageing’ '(Haveman Nies, de Groot, & van Staveren, 2003; Peel, 

Bartlett, & McClure, 2004), ‘positive ageing’ (Bowling, 1993; Chong, Ng, Woo, & 

Kwan, 2006; Deshpande, Kochar, & Singh, 1986) and ‘productive ageing’ (Kerschner 

& Pegues, 1998; Moody, 2001). Nonetheless, ‘successful ageing’ has become widely 

recognised as an umbrella term (Bowling & Dieppe, 2005). 
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Further, the definition of successful ageing remains contested with no clear consensus 

achieved to date (Bowling, 1993; Depp & Jeste, 2009; Franklin & Tate, 2009; Franklin 

& Tate, 2009; Jeste, 2005; Lupien & Wan, 2004; Phelan & Larson, 2002; Young, Frick, 

& Phelan, 2009). Broadly speaking, definitions of successful ageing can be classified 

into two major perspectives, which are based on either lifespan developmental theories 

or active theories. Firstly, in the context of focusing on the development and processes 

of ageing through the lifespan, one of the leading models is the selective optimisation 

with compensation (SOC) model by Baltes and Baltes (1990). This model suggests that 

the criterion of successful ageing is behavioural adaptability, which maximises gains 

and minimises losses (Baltes & Carstensen, 1996). In the same vein, Ryff (1987, 1982) 

suggested six criteria of successful ageing: self-acceptance, positive relations with 

others, autonomy, environmental mastery, purpose in life, and personal growth. This 

approach to ageing focuses on measuring wellness rather than illness, and also considers 

advanced age as a period of continued development or growth and engagement with life 

(Phelan, Love, Ryff, Brown, & Heidrich, 2010). Therefore, these models contribute to 

the ageing literature by linking development and ageing through the processes of gains, 

maintenance and loss regulation (Fisher & Specht, 2000; Villar, 2012).  

On the other hand, various models have also been developed from the point of view of 

achieving or pursuing active engagement with life based on activity theory. One of these 

models is productive ageing (Butler & Gleason, 1985), which emerged in the late 1980s 

in the USA. The most notable contribution of this model to research in this field is the 

application of the concept of ‘productive’ to ageing research. Researchers in the field of 

ageing have broadened the meaning of ‘productive’ from being restricted to paid 

activity within economic or labour markets (Morgan, 1986), to including all activities 

that create goods and services or improve capacities for producing them (Barnes & 

Walker, 1996). Another popular model based on this view is robust ageing (Garfein & 

Herzog, 1995). One of the strengths of this concept is the use of multidimensional 

criteria, including functional status, affective status, cognitive status and productive 

involvement. Active ageing has been also popular, particularly in Europe, which 



21 

 

 

expresses not only health, but also continuous and active social integration and 

participation (Kalache & Gatti, 2003).  

Among these various models, the conceptualisation of successful ageing offered by 

Rowe and Kahn (1987, 1997) has become predominant in contemporary literature 

within this area (Depp & Jeste, 2006). This model synthesised findings from the 

MacArthur study, which is an empirical research project for community dwelling 

elderly across three sites (East Boston, Massachusetts; Durham, North Carolina; and 

New Haven, Connecticut) in America. This research was conducted in 1988 and 

repeated at follow-up in 1991. Rowe and Kahn led this project with the support of 

researchers from a variety of disciplines. Many journal articles have been published 

based on this project and it is widely recognised and cited in the successful ageing 

literature (Jeon, Shin, & Lee, 2012; Seeman, 2000; Strawbridge & Wallhagen, 2003).  

The major contribution of this model to the successful ageing literature is its 

multidisciplinary nature which comprises three dimensions: ‘low possibility of disease 

and disability’, ‘high physical and cognitive function’, and ‘active engagement with 

life’. Furthermore the authors’ distinction between ‘successful agers’ (who are highly 

functioning and actively engaged with life and with low risk of ageing related disease or 

disability) and ‘usual agers’ (who experience typical non-pathologic ageing processes, 

but are at high risk for disease or disability) sheds light on the new perspectives and 

classification of the older population with non-pathologic states and also highlights the 

importance of healthy lifestyles to achieve successful ageing. Thus, this model 

contributed to the shifting the views regarding later life towards a greater focus on the 

positive outcomes of ageing. Consequently, successful ageing is now considered 

achievable by facilitating healthy lifestyles and social functioning.   

Despite the unique contributions these models have made to gerontology research, none 

of them are free from criticisms. For instance, Rowe and Kahn’s model has been 

criticised in terms of its criteria for defining successful agers, and for its overemphasis 
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on physiological factors. Despite these critiques, the popularity and contribution to 

contemporary successful ageing research by Rowe and Kahn is notable. This may be 

because this model uses a more multidisciplinary approach, compared with other 

models. For instance, Ryff’s model is multidimensional, yet largely relies on 

psychological and social aspects of ageing (Phelan, et al., 2010), and the components of 

robust ageing and productive ageing overlap with those of Rowe and Kahn’s model, 

particularly in the dimension of ‘engagement with life’. Further, active ageing is likely 

to be suitable for formulating policy on ageing rather than as a research framework for 

successful ageing (Villar, 2012). In regards to the selective optimisation with 

compensation (SOC) model, it has been argued that this model does not provide 

efficient ways of selecting goals and strategies for being adaptive in old age (Butler & 

Gleason, 1985; Marsiske, Lang, Baltes, & Baltes, 1995). Accordingly, although there 

are definite limitations of Rowe and Kahn’s model, the current study builds on this 

model through a critical review with the aim of developing a modified framework for 

better understanding successful ageing in urban and rural Korea.  

2.4. Rowe and Kahn’s model 

The following section reviews the arguments for and against Rowe and Kahn’s 

conceptualisation of successful ageing, thereby identifying the implications for the 

framework and implementation of the present study. 

2.4.1. Multidimensional model 

The model proposed by Rowe and Kahn (1997) has contributed significantly to the 

literature on successful ageing. According to their definition, successful ageing means 

to achieve active engagement with life by maximising physical and cognitive 

functioning and by lowering the risk of disease and disability. Their model reflects a 

multidisciplinary approach which includes three dimensions: “low probability of disease 
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and disease-related disability; high cognitive and physical function; and active 

engagement with life” (Rowe & Kahn, 1997: 433). Each of these three dimensions 

include sub-domains. According to Rowe and Kahn, disease and disability mean not 

only the presence or severity of disease and disability but also their risk factors; 

functioning includes physical and cognitive capabilities; and engagement with life refers 

to social networks or social support, and productivity. A large amount of evidence 

supports the role that the three dimensions of successful ageing play in enhancing levels 

of quality of life and ageing successfully in later life (see section 2.5). Section 2.5 will 

provide further details on the components of successful ageing, and will highlight the 

relationships between wellbeing and quality of life in later life. 

Figure 2.1 A model of successful ageing 

 

 

 

Excerpted from Rowe and Kahn (1997: 434) 
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2.4.2. Successful Agers vs. Usual Agers 

Another contribution of the successful ageing model to the ageing literature is that it 

differentiates between successful agers and usual agers. Rowe and Kahn (1987) 

suggested dichotomous grouping of ‘normal agers’ who are the individuals with non-

pathologic states, into ‘usual agers’ and ‘successful agers’. ‘Usual agers’ refers to those 

who experience typical non-pathological ageing processes, but who are at high risk of 

disease or disability. However, high functioning individuals who are actively engaged 

with life, with a low risk of disease or disability, are considered ‘successful agers’. The 

grouping of usual and successful agers within in a non-pathologic state, helps to 

recognise the wide diversity of individuals who were previously included in the 

category of ‘normal agers’. This move addressed a shortcoming of previous gerontology 

studies that focused only on the differentiation between diseased and non-diseased 

populations (Strifler, 2011).  

Another contribution of this grouping in the elderly is to increase the importance of 

health promotion in later life. The notion of successful ageing has drawn attention to 

healthy lifestyles as a way of progressing ‘usual agers’ to ‘successful agers’, or of 

helping successful agers maintain this status. Successful ageing emphasises the 

significance of a healthy lifestyle which may mediate age-related decline in health or 

functionality (Franklin & Tate, 2009; Rowe & Kahn, 1997). Thus, this relatively recent 

distinction, between ‘successful agers’ and ‘usual agers’, within the older population, 

can help complement or extend the disease-oriented approach of most previous ageing 

studies. This also stimulates research on normal agers or healthy ageing by focusing on 

the benefits of health promotion for this population (Rowe & Kahn, 1997; Schulz & 

Heckhausen, 1996). 
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2.4.3. Absence of psychological factors  

Despite the centrality of the three dimensions included in Rowe and Kahn’s model to 

achieve successful ageing and to enjoy wellbeing in later life, this model has been 

criticised to some extent. One of the criticisms is that this model overlooks major 

components that may also impact the ageing process, particularly psychological factors. 

Rowe and Kahn do not include psychological factors in their initial model, yet they 

acknowledge that psychological factors, including self-efficacy and resilience, play a 

crucial role in enhancing social functioning and recovery from stressful events (Rowe & 

Kahn, 1997). Subsequently, in their later study, they identified resilience and wisdom as 

potential factors of successful ageing, which reflect psychological traits (Rowe & Kahn, 

2000).  

In accordance with this, a large body of literature has documented the importance of 

psychological health within a framework of successful ageing. Bowling and Iliffe 

(2011) reported major findings from a British longitudinal study, showing that only the 

psychological approach, including resilience and self-efficacy, significantly predicted 

quality of life at follow-up research among five different approaches to successful 

ageing: biomedical model: health; broader biomedical model-health and social 

engagement; psychological model; social model; lay model-summing all the five 

approaches (Payette, Gaudreau, Morais, Shatenstein, & Gray-Donald, 2011) A number 

of researchers have also recognised the critical role of psychological health in ageing 

well, with many successful ageing studies embracing psychological traits in a 

framework for successful ageing, such as depression, self-efficacy, and emotional 

vitality (Jeon, et al., 2012; Sung & Cho, 2005; Young, et al., 2009).  

These psychological traits comprise a range of factors including positive and negative 

aspects of psychological factors that are closely related to health outcomes in the elderly. 

Among them, negative aspects of psychological factors are closely related to adverse 

effects on health outcomes. For instance, depression is the most common and frequent 
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cause of mental health problems in later life (Alexopoulos, 2005; Anderson, 2001; 

Blazer, 2003). Although depression is reported to be not necessarily associated with 

ageing (Yang, 2007), in old age, its impact may be more risky. In particular, if it is 

undetected, or untreated in the long term, there is a high risk of morbidity and mortality 

(Anderson, 2001). Copeland (1992) revealed that almost three out of four participants 

with depressive symptoms in this study either died or developed chronic mental illness 

after three years. Such chronic mental illness is also associated with an increased risk of 

serious diseases and functioning decline, such as cognitive function, dementia, disability, 

heart disease, and stroke (Forsman, Schierenbeck, & Wahlbeck, 2011; Lam, Lee, & To, 

2010; McDermott & Ebmeier, 2009; Moser et al., 2010; Panza et al., 2010; 

Schillerstrom, Royall, & Palmer, 2008; Spira, Rebok, Stone, Kramer, & Yaffe, 2012).  

On the other hand, positive feelings including happiness, resilience, optimism, and 

subjective wellbeing promote longevity and health status (Friedman, Kern, & Reynolds, 

2010; Lyubomirsky, King, & Diener, 2005). For example, the Longitudinal Study of 

Ageing Danish Twins project which investigated 3,966 twins aged 70 and over, found 

that positive emotions and life satisfaction increased longevity (Sadler, Miller, 

Christensen, & McGue, 2011). Optimism is also associated with greater life satisfaction 

and lower depressive symptoms and also partially acted as a mediating factor on the 

effect of physical pain on life satisfaction (Blazer, 2002; Friedman, et al., 2010). Even 

for the elderly who suffered from HIV/AIDS, positive aspects of psychological health 

such as resilience, helped enhance quality of life and attain a level of successful ageing 

(Emlet, Tozay, & Raveis, 2011), Accordingly, these positive features of psychological 

health play an important role in mediating or attenuating the effects of diseases or 

physical decline, ultimately to enjoy quality of life and to achieve successful ageing.   

The beneficial effects of positive affect on wellbeing in the elderly also persist in 

difficult situations and health declines. For instance, optimism was associated with 

greater life satisfaction and lower depressive symptoms and also partially acted as a 

mediating factor on the effect of physical pain on life satisfaction (Ferreira & Sherman, 
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2007). Even for the elderly who suffered from HIV/AIDS, positive aspect of 

psychological health such as resilience, helped enhance quality of life and attain a level 

of successful ageing (Emlet, et al., 2011), while depression was significantly related to 

increased loneliness and reduced levels of energy and cognitive functioning (Grov, 

Golub, Parsons, Brennan, & Karpiak, 2010). Accordingly, positive affect may play an 

important role in mediating or attenuating the effects of diseases or physical declines. 

Hence, psychological health in later life may be considered more important than at any 

other point in the life course, due to the increased risk of disease and functional decline. 

2.4.4. Overemphasis on physiology factors  

Another critique of Rowe and Kahn’s model of successful ageing is that the model 

places excessive emphasis on the absence of disease and disability compared to other 

dimensions. This emphasis stems from the hierarchical relationships among the three 

dimensions that is postulated as part of their theory. The three dimensions of successful 

ageing are dependent on one another, and simultaneously a hierarchical order exists 

between them: the absence of disease and disability positively affects maintaining 

higher cognitive and physical functioning, and the maintenance of these functions may, 

in turn, enable people to engage with life more actively (Rowe & Kahn, 1998). That is, 

all three dimensions together constitute successful ageing; thus, those who do not satisfy 

the criteria of low risk of disease and disability cannot be successful agers.  

The assumptions inherent in the definition of successful agers may limit the application 

of the model to only a small proportion of the older population (Strawbridge, Wallhagen, 

& Cohen, 2002) by restricting successful agers to those without disease and disease-

related disability. Such a conception of successful ageing does not adequately 

acknowledge the age-related decline or changes in physical function (Bowling & 

Dieppe, 2005). Although ageing is heterogeneous in nature, with individual variation in 

the onset of functional decline and degree of function loss, older adults normally 

experience age-related diseases or functional declines before death (Baltes & Smith, 
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2003; Bowling & Dieppe, 2005; Karlamangla, Singer, McEwen, Rowe, & Seeman, 

2002). Accordingly, this model is restricted to only a small percentage of healthy 

elderly who do not experience any pathologic state, thereby discounting older adults 

who have already experienced disease and disability or the normal ageing process.  

Masoro (2001) argued that this assumption neglected the possibility that older people 

with disease and disability may be able to achieve a good level of social functioning and 

wellbeing, concluding that this model may place a disproportionate and excessive 

emphasis on physiological aspects of wellbeing. Certainly, some studies reported that 

those who did not meet the criteria of the dimensions, ‘low risk of disease and 

disability’, considered themselves ageing successfully in different ways (Strawbridge & 

Wallhagen, 2003). For instance, a qualitative study that explored the perspectives and 

experience of successful ageing from 56 elderly people with late-life disability of four 

different racial backgrounds in San Francisco, showed that a majority of participants 

still considered themselves to be ageing successfully, accepting their current situation 

and age-related disability as normal (Romo et al., 2012). It appeared that many of them 

considered their functional decline as part of ageing normally. Even older adults 

suffering from HIV/AIDS could experience psychosocial successful ageing (Emlet, et 

al., 2011; Ouwehand, de Ridder, & Bensing, 2007). In particular, those with positive 

affect, including higher levels of resilience, a sense of optimism and personal mastery, 

showed higher scores of self-rated successful ageing. Accordingly, these studies 

indicate that older adults with disease and/or disability are able to achieve a level of 

successful ageing. 

In response to mounting controversy regarding the emphasis on the absence of chronic 

conditions and disease-related disability, some researchers started to modify the 

definition of successful ageing. Dogra and Stathokostas (2012) did not include chronic 

conditions in their physical component but only perceived health and physical 

functional impairment based on the healthy ageing cycle of the Canadian Community 

Health Survey (CCHS-HA). Although this study was based on the Rowe and Kahn’s 
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definition of successful ageing, it took into consideration that the absence or presence of 

chronic diseases may misclassify successful agers. Young (2009) suggested a definition 

of successful ageing as a multidimensional model comprising physiological, 

sociological and psychological components. Further, they pointed out the overemphasis 

on physiological domains in successful ageing by Rowe and Kahn (1997), and 

recommended that those satisfying all three domains are ‘the most desired outcomes’, 

yet those who satisfy two domains are also ‘desirable outcomes’. This indicates that 

successful agers may need to be defined through holistic and harmonious ways, by 

taking into account various components, without prioritising any of them.  

2.4.5. Measurement of successful ageing 

One of the fundamental issues within successful ageing research is the way to measure 

it: normally objective versus subjective modes of appraisal (Jeste, Depp, & Vahia, 2010; 

Knight & Ricciardelli, 2003). Objective measures apply a set of criteria of successful 

ageing defined by researchers, while the subjective criteria measure uses the 

respondents’ overall judgement of successful ageing. Various objective criteria of 

successful ageing, including Rowe and Kahn’s definition, have been operationalised in 

the current gerontology research. According to Depp and Jeste’s (2006) review of 27 

papers on successful ageing, elements of physical functioning were most commonly 

used as components of successful ageing followed by elements of cognitive functioning. 

Further, a mixture of components was also included in various successful ageing studies 

such as life satisfaction, social/productive engagement, longevity, and presence of 

illness. Subjective successful ageing is commonly measured using a single self-rating 

question or statement, such as “Where do you rate yourself in terms of successful 

ageing?” ; or “ I am ageing well”.  

Wide gaps have been identified in the percentage of those categorised as successful 

agers between objective and subjective measures. These variances between the two 

measures were made clear by studies using both measures. For instance, a Detroit based 
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study of 100 elderly aged 59 years or over found that 62.7% participants rated 

themselves as successful agers using a five-point scale item, while only 29.9% were 

identified using objective measures (Cernin, Lysack, & Lichtenberg, 2011). Montross et 

al. (2006) used a larger ten-point self-rating scale that detected a higher proportion of 

successful agers (92%) while their objective measures identified only 5% of successful 

agers among 205 individuals aged 60 years and older from four sites in the United 

States of America (Montross, et al., 2006). Similarly, from a large scale study with 

those aged 65 years and older, 50.3% rated themselves as successful agers (4 point 

scale), whereas 18.8% were identified objectively (Strawbridge, et al., 2002). All these 

proportions of successful agers identified using a self-rating measure, are significantly 

higher than the average proportion of successful agers identified using an objective 

measure, which is 35.8%, according to Depp and Jeste’s review (2006). Even wider 

gaps were reported in an American longitudinal study between 1998 and 2004, which 

was guided by Rowe and Kahn’s conceptualisation, showing that the prevalence of 

successful agers at four time points (1998, 2000, 2002, 2004), only ranged between 

10.9% and 11.9% (McLaughlin, Connell, Heeringa, Li, & Roberts, 2010). As such, 

despite different measures, locations and study samples across these studies, higher 

percentages of successful agers were generally accounted for using subjective measures 

than objective. 

Despite a collection of measures for successful ageing having become popular, a lack of 

agreement regarding each measure remains. With respect to objective measures, 

frequently based on the Rowe and Kahn’s conceptualisation, some researchers criticise 

objectively defined models of successful ageing, because they limit successful agers to 

those who meet certain criteria or objective measures (Weir, Meisner, & Baker, 2010). 

Moreover, most definitions of successful ageing developed by researchers/clinicians 

might be unlikely to be congruent with the older adults’ own views of successful ageing. 

(Young, et al., 2009). One the other hand, subjective measures also cannot avoid the 

criticism. One of the concerns about a subjective measure of successful ageing is that it 

may fail to adequately weigh physical and cognitive functioning (Weir, et al., 2010), 
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particularly with a single item measure that requires participants to reflect a global 

judgement in one score. This places brings into question the reliability of such measures 

(Krueger & Schkade, 2008). However, a range of single measures have been widely 

applied in social/health science research. For instance, self-rated health measures have 

been strong predictors of mortality and have been broadly and very frequently used 

(Idler & Benyamini, 1997). A single item among the measurements of wellbeing has 

also been broadly used and its reliability has been established by researchers (Lucas & 

Brent Donnellan, 2011). These findings indicate that self-reports of successful ageing 

may be significant for predicting ageing well (Montross, et al., 2006).  

Despite evidence that supports the use of subjective measures of successful ageing, it 

has been suggested to use them in conjunction with objective measures rather than rely 

on only either subjective or objective measures in order to provide comprehensive 

information (Fiocco & Yaffe, 2010). Therefore, using both measures in a 

complementary fashion may address the limitations of each measure and promote a 

deeper understanding of successful ageing through exploring various views of 

researchers and older adults. 

2.4.6. Limited consideration about diversity  

Developing a greater understanding of successful aging requires careful consideration of 

the heterogeneity that exists within the aging population, such as cultural contexts and 

socio-demographic characteristics and socioeconomic status. Firstly, the components of 

successful ageing vary across cultural contexts. Rowe and Kahn’s successful ageing 

model assumes that one size fits all, showing that ‘active engagement with life’ is the 

ultimate expression of successful ageing built upon physiological, physical and 

cognitive functioning (Scheidt, Humpherys, & Yorgason, 1999). However, substantial 

evidence has identified various predictors of successful ageing (Depp & Jeste, 2006; 

Knight & Ricciardelli, 2003; Litwin, 2005; von Faber et al., 2001). In a systematic 

review of 34 studies by Hung and colleagues (2010), physical, mental and social 
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functioning were the most common components across continents. However, they 

pointed out that in Asia, compared to Canada or European countries, domains relating to 

financial security and family were more popular, whereas mental functioning was less 

popular. Another systematic review of 35 studies compared the components of 

successful ageing in South Korea and Western countries (Baik & Choi, 2007). Similar 

to Hung and colleagues’ study, social functioning and social capital were identified as 

the most frequently cited components of successful ageing, followed by relationships 

with others, physical health, psychological wellbeing, autonomy, independence, family 

relationship, and productive activities. However, this study also pointed out the 

difference in the components of successful ageing between Western and Korean 

societies, indicating that Western countries emphasise cognitive functioning, 

volunteering, sense of purpose, and acceptance more frequently than in Korea, while 

Korean elderly highlighted financial security, happy life, being respected, and children’s 

success. As such, despite common components of successful ageing, the predictors of 

successful ageing and their relative importance show variability depending on cultural 

context.  

From an individual perspective, successful ageing may be better understood by 

considering how the experience of successful ageing differs depending on socio-

demographic characteristics. For instance, the bulk of research in this area has 

documented relationships between socio-demographic characteristics and successful 

ageing, showing that being younger, male, married, having children, following a 

religion, and having fewer periods of negative life satisfaction, have been associated 

with greater successful ageing experiences (Cheng & Chan, 2006; Krause, 2004; Litwin, 

2005; Steverink, Westerhof, Bode, & Dittmann-Kohli, 2001). Even so, there are studies 

that contradict these findings. A reason for this may be the way these factors become 

interrelated in old age.  Heikkinen and colleagues (1993) pointed out that analysing age 

and gender as independent variables might obscure the effect of other relevant variables. 

For instance, gender is associated with marital status and income. Therefore, while 

consideration of socio-demographic factors provides a better understanding of 
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successful ageing, there is also a need to exercise caution in interpreting the results by 

considering other relevant variables.  

In addition to these socio-demographic characteristics, socioeconomic status (SES), 

referred to as income, education, and occupation, play an important role in achieving 

successful aging in later life. Generally, research in this area reports that higher levels of 

SES are more commonly related to better quality of life and greater life satisfaction 

(Kahana & Kahana, 2001; Karlamangla, et al., 2002). Sufficient income and a high level 

of education influence healthy lifestyles both directly and indirectly (Yang et al., 2012). 

Educational and financial success enable the elderly to positively review their life and 

access a greater number of options, which contributes to better quality of life and 

wellbeing, while economic hardship contributes negatively to wellbeing (Pinquart & 

Sörensen, 2000).  

Particular attention is directed towards the importance of SES on health and life 

satisfaction in later life in Korean research. For instance, Yoo and Ban (2012) 

concluded from national data of the older population that higher levels of security 

relating to income, assets, housing, and employment were associated with better quality 

of life. Additionally, Jung, Choi and Kim (2013) documented a positive link between 

higher household income and better perceived health, and Kim and Yoo (2009) 

indicated that more income and money from adult children, as well as higher education 

attainment, were associated with higher life satisfaction. A study that compared rural 

and urban settings found that disposable income in the urban elderly and financial assets 

in both rural and urban elderly were important contributors to life satisfaction (Choi & 

Cho, 2013). Although these studies included a range of socioeconomic factors, all 

emphasised the importance of SES in determining life satisfaction or quality of life in 

advanced ages. 

Interestingly, however, there are some mixed conclusions about the relationships 

between age and SES. Yang and colleagues (2012) concluded in their longitudinal study 
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with 13,195 Japanese participants that SES becomes less influential on lifestyle 

outcomes as age increases within elderly populations. Similarly, Pinquart and Sörensen 

(2000) also highlighted, in their meta-analysis of 286 empirical studies, that the 

significance of educational attainment in later life may be diminished when the 

opportunity to use it in professional fields no longer exists. Conversely, Kim (2007) 

pointed out that the gap in health between the groups of higher and lower SES widened 

from 25 to 74 years of age in a national survey of 12,000 Korean households, which 

points to an increasing influence of SES as people age. Hence, the relationships between 

age and SES have not yet been clearly explained.  

Given these complex, but close relationships between successful aging and background 

factors, including socio-demographic factors and SES, as well as cultural contexts, 

flexibility should be exercised when defining successful ageing and when examining its 

correlates. Despite difficulties with understanding the complexity of the relationships 

between the background factors of successful ageing due to the variety of factors, it is 

important to consider background factors in developing a successful aging model by 

recognising their critical roles in later life.  

2.5. Dimensions of successful ageing 

This section explores the domains within the dimensions, particularly their importance 

in later life, as well as relationships with life satisfaction, wellbeing and quality of life. 

The dimensions of successful ageing by Rowe and Kahn (1997) comprise ‘low risk of 

disease and disability’; ‘high physical and cognitive functioning’; and ‘active 

engagement with life’. In addition to this, ‘high levels of psychological health’ are 

reviewed in the previous section as a proposed dimension of successful ageing in this 

study. This section will explore the first three dimensions of successful ageing, by 

reviewing explanatory relationships between these dimensions and life satisfaction, and 

their importance in achieving successful ageing and life satisfaction. 
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2.5.1. Low risk of disease and disability 

Reducing periods of disease and disease-related disability is central to achieving 

successful ageing and to increase levels of wellbeing in later life (Haveman Nies, et al., 

2003). As life expectancy has lengthened, concerns about how to preserve health in 

advanced ages have emerged. According to assessments of healthy life expectancy in 

187 countries between 1990 and 2010 by Salomon and colleagues (2013), healthy life 

expectancy varies among countries, but is increasing globally. Nevertheless, the higher 

risk of disease and disability in the elderly compared to other age brackets is still a 

concern.  

Chronic disease is closely associated with a diagnosis of disability. A number of studies 

have shown a close relationship between disability and the chronic illnesses of ageing, 

such as heart disease, diabetes, stroke, visual or hearing impairment, osteoarthritis and 

depression (Griffith, Raina, Wu, Zhu, & Stathokostas, 2010; Kalyani, Saudek, Brancati, 

& Selvin, 2010; Meeks, Van Haitsma, Kostiwa, & Murrell, 2012). Similarly, Griffith 

and colleagues (2010) reported that five among the 12 chronic conditions selected in 

their study, which were arthritis, cognitive impairment, heart diseases, foot problems, 

and vision impairment, were the most common contributors to the activities of daily 

living (ADL) and instrumental activities of daily living (IADL) related functional 

disabilities. Moreover, comorbidity, which often occurs in older populations, is 

associated with the increased risk of disability (Guralnik, Fried, & Salive, 1996). This 

indicates that chronic diseases are one of the most significant determinants of disability. 

Among various types of disability, vision and hearing impairments are frequent forms 

of disability in later life. These sensory declines or impairments are strongly associated 

with a variety of physical health outcomes such as increased risk of fall and mortality, 

and decreased physical and cognitive functional status (Lin et al., 2004). These negative 

health consequences are closely related to restrictions of daily living, which impede 

engagement with life and access to community support services (Perlmutter, Bhorade, 
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Gordon, Hollingsworth, & Baum, 2010; Schneider et al., 2010; Strawbridge, Wallhagen, 

Shema, & Kaplan, 2000). Consequently, experiencing major difficulties in vision and 

hearing has negative effects on psychosocial aspects, such as depression, loneliness, and 

social-isolation (Harris et al., 2003; Heine & Browning, 2002; Strawbridge, et al., 2000; 

Wenger & Burholt, 2004).  

Surprisingly, however, studies into the effect of disease and disability in later life on 

subjective wellbeing (life satisfaction) or quality of life, have shown somewhat 

contradictory findings. The majority of studies demonstrates negative effects of disease 

and disability on life satisfaction and quality of life in old age (Peruzza et al., 2003). For 

instance in a Korean longitudinal study, Kimm (2012) found that long-term mortality, 

particularly related to cardiovascular disease, was strongly associated with lower levels 

of life satisfaction. Further, negative consequences of these long-term chronic 

conditions are also explained by an individual’s financial circumstances. Kimm (2004) 

points out that an increase in medical expenditure because of disease was related to 

reduced quality of life. Conversely, Pearlman and Uhlmann (1988) a contradictory 

finding, reporting that despite these negative consequences of disease and disability, 

where the elderly with long-term chronic conditions showed higher quality of life than 

the researcher or clinician’s expectation. For example, King (1996) found relatively 

high quality of life among stroke survivors.  One interpretation for this that has been 

suggested is related to coping, and adaptation to illness, by emphasising the positive and 

protective influences of strategies to cope with stressful events (Cheng & Boey, 2000; 

Dunér & Nordström, 2005; Mui, 2000). Thus, evidence suggests that patients could 

achieve a level of wellbeing and quality of life with effective coping strategies.  

One of the factors differentiating health conditions related to disease and disability of 

older individuals in later life is lifestyles. In the past, intrinsic and unavoidable ageing 

processes and genetic factors were thought to be the causes of ageing. However, there is 

now widespread emphasis on lifestyle factors within the literature. Despite the 

importance of lifestyle in achieving successful ageing, this factor is often ignored as an 



37 

 

 

important factor of successful ageing. Health risk factors related to lifestyles commonly 

include cigarette smoking, alcohol consumption, obesity, and inadequate physical 

activity/exercise (Franklin & Tate, 2009; Marquez, Bustamante, Blissmer, & Prohaska, 

2009).  

Exercise interventions have been conducted in various ways and with various groups to 

establish the benefits of physical activity. A range of studies have converged on the 

conclusion that moderate or higher levels of physical activity is an effective way of 

reducing the risk of functional limitations and disability in later life (Ip et al., 2013; 

Paterson & Warburton, 2010), although inconsistent results have linked physical 

activity with reduced cognitive impairment (Geda et al., 2010; Middleton & Yaffe, 

2010; O’Connor & Kraft, 2013; Paterson & Warburton, 2010; Williamson et al., 2009). 

A Canadian study on successful ageing based on Rowe and Kahn’s criteria indicated 

that the physically active elderly had more than twice the likelihood of ageing 

successfully (Baker, Meisner, Logan, Kungl, & Weir, 2009). Further, Chodzko-Zajko 

and colleges (2009) pointed out that the elderly, with or without disability, such as those 

at risk of falling or declined mobility functioning, should participate in physical 

activities depending on their preferences and needs. As such, physical activities, even in 

advanced ages, may protect against the risk of functional limitations as well as improve 

physical functioning, and therefore may have a positive effect on ageing successfully.  

Cigarette smoking is one of the most important risk factors when considering health 

outcomes. This risk factor typically measured by asking an individual ‘whether or not 

they smoke’, ‘the period of smoking’, and ‘the number of cigarettes smoked per a day’  

(Collins, Sachs-Ericsson, Preacher, Sheffield, & Markides, 2009; Zhou et al., 2011). 

Among them, current smoking status is most frequently and strongly related to a 

person’s health, supporting the conclusion that the benefits of smoking cessation are 

substantial to smokers at any age (Kleykamp & Heishman, 2011). Substantial evidence 

indicates that cigarette smoking is closely correlated with the risk of various chronic 

diseases as well as dental disease in the elderly (Albandar, Streckfus, Adesanya, & 
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Winn, 2000; Torrungruang et al., 2005). Additionally, it is also associated with 

decreasing functional capacities, muscle strength, bone mineral density, pulmonary 

function, and cognitive function (Anstey, Von Sanden, Salim, & O'Kearney, 2007; 

Chen & Zhang, 2011; Lao et al., 2009; Lautenschlager et al., 2008; Mortensen, Wong, 

& Osterloh, 2011).  

Another significant risk factor of disease is obesity, which is defined as an excess of 

total body fat. Obesity is measured in various ways. Among them, Body Mass Index 

(BMI) and waist circumference are documented through a considerable amount of 

research as they significantly predict the onset of mobility disability and prevalence of 

chronic disease (Chen & Guo, 2008; Houston et al., 2009; Marsh et al., 2011; Stenholm 

et al., 2009). Obesity has negative consequences for a wide range of health-related 

factors. Firstly, obesity is significantly associated with a number of chronic diseases 

such as cardiovascular disease, diabetes, heart disease, arthritis, stroke and cancer 

(Clune et al., 2010; Durazo et al., 2011; Houston, Nicklas, & Zizza, 2009). Additionally, 

obesity is closely associated with functional limitation. Vincent and colleagues (2010) 

found the significant relationships between obesity and mobility disability among older 

adults in their review of 28 cross-sectional and longitudinal studies. In addition to 

limiting quality of life, obesity may also shorten life. Adams and associates (2006) 

concluded in a longitudinal study of 61,317 participants in six states of America that 

excess body weight and overweight during midlife is related to an increased risk of 

death. Moreover, close relationships have been identified between cognitive decline and 

obesity such as associations with dementia (Elias, Goodell, & Waldstein, 2011). 

Therefore, obesity is closely related to various health concerns, and ultimately a 

decrease in quality of life in the elderly. 

Unlike obesity and tobacco exposure, alcohol consumption does not always correlate 

with negative health outcomes in an ageing population. Some research shows that a 

moderate level of alcohol consumption is associated with better wellbeing, and fewer 

depressive symptoms than zero-level consumption (Lang, Wallace, Huppert, & Melzer, 

https://mail.google.com/mail/u/1/html/compose/static_files/blank_quirks.html#_ENREF_1
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2007). For example, a longitudinal study of 12,432 Australian women, conducted over 

six years at three yearly intervals, found that being a non-drinker was related with a 

higher risk of mortality and poorer health-related quality of life, while moderate alcohol 

consumption did not show any harmful effect on health (Furuya, Young, Powers, & 

Byles, 2008). Even for cancer survivors, drinking alcohol or abstaining over 12 months 

did not present a significant difference between cancer survivors and those who had 

never suffered from cancer (Grimmett, Wardle, & Steptoe, 2009). Nevertheless, binge 

drinking and alcohol misuse have negative consequences on both physical and mental 

health as it results in accelerating age-related changes in physiological function (Oslin, 

2004). Binge drinking is a risk factor for hypertension (Zhang et al., 2009), sleep 

problems (Ensrud et al., 2009), malnutrition (Simmill-Binning, Paylor, & Wilson, 2009), 

and suicide in later life (Conwell, Duberstein, & Caine, 2002). It can also cause serious 

adverse consequences when used in conjunction with other medications (Moore, 

Whiteman, & Ward, 2007). Moreover, the older population with poorer health are more 

likely to misuse alcohol, compared to other age groups (Hurt, Finlayson, Morse, & 

Davis Jr, 1988). Thus these findings indicate that the negative effect of alcohol on 

health is potentially more fatal to the elderly who may have health conditions that 

require medication.  

2.5.2. High physical and cognitive functioning 

Maximising functional status, including physical and cognitive performance, is another 

important dimension of successful ageing. According to Depp and Jeste’s (2006) review 

of 27 papers regarding successful ageing, physical functioning was the most frequent 

component in defining successful ageing, followed by cognitive functioning. Physical 

functioning is commonly related to mobility and participation in daily living activities, 

while cognitive functioning generally referred to a set of mental processes such as 

memory, language, and learning. Indeed, the loss of or decline in functioning is one of 

the greatest concerns for the elderly.  
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Nevertheless, although a decline in functioning is considered to be part of the normal 

ageing process (Clouston et al., 2013; Hsu, 2009), empirical studies have increasingly 

reported indicators of heterogeneity in functional decline of older adults (Buchman, 

Boyle, Leurgans, Barnes, & Bennett, 2011; Fiocco & Yaffe, 2010). Notably, significant 

differences exist in age-related functional decline (Clouston, et al., 2013). Yaffe and 

colleagues (2009), pointed out that the predictors of maintaining cognitive function for 

older adults  vary depending on the level of their cognitive decline. This may be because 

there are heterogeneous patterns of functional losses, which are not yet fully understood 

(Kado et al., 2005; Seeman, McEwen, Singer, Albert, & Rowe, 1997). Further, the 

processes and speed of ageing may be influenced by individual lifestyles (Rowe & 

Kahn, 1997) as well as variations in demographic, socioeconomic, and environmental 

factors. 

Reduced capacities in physical or cognitive functioning are negatively associated with 

life satisfaction in old age (Deng, Hu, Wu, Dong, & Wu, 2010; Fiocco & Yaffe, 2010; 

Katz & Lowenstein, 2012). In a Swedish study, lower levels of self-care capacity were 

significantly related to lower levels of life satisfaction (Borg, Hallberg, & Blomqvist, 

2006), and a comparison study among Jews and Arabs within Israel also showed 

physical functioning was a strong predictor of life satisfaction (Katz & Lowenstein, 

2012). Meanwhile, a Swedish study of subjects aged 78 to 98 years, reported that spatial 

abilities and processing speed, as domains of cognitive function, predicted life 

satisfaction over a three year period (Enkvist, Ekström, & Elmståhl, 2013). Additionally, 

physical functioning was a predictor of life satisfaction for retired Korean elderly men 

(Kim, Ko, Jung, Lee, & J.Y., 2009). Similarly, declining physical and cognitive 

functioning is closely linked with increasing depressive symptoms or negative feelings 

(McDermott & Ebmeier, 2009). Thus, literature supports that higher levels of physical 

and cognitive functioning negatively affect levels of life satisfaction and wellbeing in 

later life.  
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Another benefit of maintaining physical and cognitive functioning in old age is to 

support ongoing engagement with life which is important to maintain quality of life in 

advanced age (Lautenschlager, et al., 2008; Rowe & Kahn, 1997). Rowe and Kahn 

(1997) addressed the influences of physical and cognitive functioning on social 

functioning by recognising the influence of social relationships and 

recreational/productive activities in later life. The MacArthur Study showed that 

cognitive functioning and disability were significantly associated with productive 

engagement (Jung, Gruenewald, Seeman, & Sarkisian, 2010). Another American study 

found that declines in vision and cognitive functioning were associated with lower 

participation in social activities (Perlmutter, et al., 2010). Accordingly, decline in 

physical and cognitive functioning has a negative influence on engaging in social life 

for the elderly, by impeding daily life activities. 

2.5.3. Active engagement with life 

As established in the preceding paragraph, engagement with life is a noteworthy but 

complex dimension of successful ageing, characterised by social functioning, including 

social support and productive activity. As research on social support and productive 

activity is popular, they are measured in various ways. The term ‘social support’ is used 

interchangeably with social integration, social ties, social engagement, social 

relationships and social networks, and also variously measured depending on its types 

and sources. Productive activity can be classified into several categories, including: paid 

work, irregular work, and unpaid work (Menec, 2003). Prior to the growing popularity 

of activity theory (Atchley, 1989), biomedical perspectives were largely engaged in 

explaining the ageing process (Bowling & Dieppe, 2005); however, in recent years, 

social and productive activity have been considered primary requirements in order to 

achieve successful ageing (Cornwell & Waite, 2009).  

Positive effects of social support on a wide variety of health outcomes are well 

documented in previous research. Epidemiological studies report that a high level of 
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social support is associated with positive physical health outcomes as well as lower 

mortality rates. For example, high levels of social support help lower mortality rates 

from diseases such as cancer, infectious disease, and cardiovascular disease (Uchino, 

2009). Holt-Lunstad and colleagues’ (2010) review of 148 studies indicated that older 

adults with strong social relationships were 50% more likely to increase their survival 

than those with insufficient social support. They pointed out that this effect of social 

support on mortality is significant for quitting smoking, and even exceeds other health 

risk factors such as obesity and inactivity. Furthermore, many studies showed that social 

support has been considered a key factor in maintaining cognitive functioning 

(Friedman, et al., 2010; Lyubomirsky, et al., 2005; Sadler, et al., 2011; Zhu, Hu, & 

Efird, 2012). Conversely, social isolation or disconnectedness was associated with 

negative consequences of physical and mental health among older adults (Bøen, 

Dalgard, & Bjertness, 2012; Cornwell & Waite, 2009; Coyle & Dugan, 2012). As such, 

social support appears to be beneficial in reducing mortality and morbidity, as well as in 

enhancing physical and mental wellbeing.  

Social support is important in human life, and plays an important role as one of the main 

determinants of wellbeing in later life (Kohli, Hank, & Künemund, 2009; Suzman, 

2009). For instance, an American study of a national sample aged 65 years and over 

established that social capital and social networks were significantly related to greater 

happiness, as well as less loneliness and anxiety (Litwin & Shiovitz-Ezra, 2011). 

Further, social support appears to have a moderating effect on depressive symptoms and 

increases levels of life satisfaction (Hsu, 2009). These study results indicate that older 

adults who receive strong social support are less likely to experience depression and 

experience higher levels of life satisfaction. Thus, extensive literature indicates that 

social support has a significant relationship with life satisfaction, and a role in 

mitigating the effect of negative feelings, such as depression, on wellbeing. 

Despite these positive effects of social support on life satisfaction/wellbeing in later life, 

older adults were likely to experience declining social networks and contacts, generally 
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due to poorer health resources such as mobility, and changed or reduced roles in society 

(Chen, Hicks, & While, 2013). Thus, family ties or support are dominant among 

available sources  of social support or relationships in later life (Cornwell, Schumm, 

Laumann, & Graber, 2009). However, interestingly, some researchers have argued that 

even with these declines, older people report higher levels of satisfaction regarding 

social relationships in their remaining networks, by optimising social relationships and 

experiences (Cornwell, et al., 2009; Luong, Charles, & Fingerman, 2011). For example, 

among Chinese American and Korean American older people, a level of perceived 

social support from family and friends was fairly high (Lee, 2007), while an American 

study on older people in their early widowhood  identified that greater satisfaction with 

friendships increased positive feelings in early widowhood (de Vries, Utz, Caserta, & 

Lund, 2013). As such, even though social relationships and networks decrease with 

ageing, a level of perceived satisfaction with social support or relationships is evident. 

As noted, an important subset of social functioning in later life is productive activity, 

which has received growing recognition as a way for the older population to contribute 

to society, as well as bringing great mental and physical benefits for the elderly 

themselves (Cummins & Nistico, 2002; Leung, Moneta, & McBride-Chang, 2005). In 

other words, promoting an elderly-friendly working environment is one way to extend 

employment of older people and to increase productivity in the economy (Jung, et al., 

2010; Mui, 2010). For the elderly themselves, active engagement with productive 

activities is also helpful as it may increase their participation in physical activity 

(Bedimo-Rung, Mowen, & Cohen, 2005). In addition to physical benefits, productive 

activity is may have a positive effect on various aspects of psychological wellbeing. For 

example, a Swedish longitudinal study reported a nine year follow-up test which 

revealed that social and physical activities delayed the onset of dementia, showing a 17-

month difference in the mean age of developing dementia between inactive and the 

most active groups among 388 incident dementia participants (Paillard-Borg, Fratiglioni, 

Xu, Winblad, & Wang, 2012). Another longitudinal study in Canada with six year 

follow-up periods found that social and productive activities promoted happiness, 
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physical and cognitive function and reduced mortality (Menec, 2003). As such, 

productive activity is beneficial for both society and older adults themselves. 

Nevertheless, despite considerable benefits of productive activities on health and 

wellbeing in later life, their relationships with positive outcomes are not simple, 

showing mixed findings depending on the types, numbers, and purposes of activities 

that the elderly are involved with. Hao (2008) found that full-time work and 

volunteering acted as protective factors against decline in psychological wellbeing in a 

study of a large sample of young-old Americans. This study also found that individuals 

who participated in both full-time work and volunteering showed a slower mental health 

decline than those who were involved in a single activity. Among Korean elderly 

women, those who were working had higher levels of life satisfaction than those who 

were not, while religious affiliation, which was defined as a productive activity in this 

study, helped reduce feelings of social isolation (Kim, 2008). Additionally, Montross 

and colleagues’ (2006) sample across four sites of the USA, found higher self-ratings of 

successful ageing related to family visitations, spending more time reading, and 

listening to the radio. On the other hand, another Korean study among urban elderly 

women revealed that volunteering, learning, and social group activities gave a sense of 

fulfillment in life, while activities related to household chores and family care did not 

positively influence life satisfaction (Kim, 2013). For the rural elderly, Lee and Han 

(2003) found that farming did not influence happiness, whereas leisure activities did. 

Additionally therefore, the results of these studies suggest that productive activity, 

whether paid or unpaid, is beneficial when the activities are meaningful, satisfying, and 

imply a positive influence both for the elderly themselves and others (Butler & Webster, 

2003; Walker, 2006). 
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2.6. Successful ageing and life satisfaction 

As noted in the previous section, current literature suggests that each dimension of 

successful ageing play an important role in maintaining wellbeing in later life. 

Furthermore, there is evidence to support close relationships between life satisfaction 

and a wide array of domains within the dimensions of successful ageing, as life 

satisfaction is often applied as an outcome variable of successful ageing research (Baltes 

& Baltes, 1990; Smith, Baltes, Baltes, & Mayer, 1999; Veenhoven, 1996). Havighurst 

(1961) defined successful ageing as a state of person’s full of satisfaction and happiness, 

while Fisher (1995) described life satisfaction as a foundation of successful ageing. 

Thus, it is indicated that life satisfaction is one of the most congruent representations of 

successful ageing.  

However, despite a significant relationship between life satisfaction and successful 

ageing, there is a call for a more comprehensive approach, in exploring these concepts. 

Not surprisingly, a wide range of health or psychosocial related variables have been 

widely explored in examining the relationships with life satisfaction (see section 2.5); 

however, a number of these studies reported the relationships between life satisfaction 

and a particular dimension limited one or two aspects, rather than including various 

dimensions as possible predictors of life satisfaction (Ní Mhaoláin et al., 2012). 

Examining these relationships by including a wide range of factors within dimensions of 

successful ageing, which contributes to life satisfaction at a multivariate level, will help 

to determine the relative importance of these factors within a multidimensional 

approach. 

2.6.1. Concept of life satisfaction 

Life satisfaction is considered to be a global concept, based on individuals’ evaluation 

of their lives as a whole, rather than limiting particular or narrow aspects (Bowling, 
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1997; Diener, Suh, Lucas, & Smith, 1999). A number of studies consistently link this 

concept with happiness or wellbeing. Wilson (1967) defined life satisfaction as high 

levels of happiness in a broad review of subjective wellbeing. Ryan and Deci (2001) 

used two broad approaches to define wellbeing, referring to subjective wellbeing related 

with feelings of pleasure or happiness; as well as psychological wellbeing that draws on 

human development and potential.  

The distinction between these concepts and life satisfaction are relatively ambiguous or 

considered to be equivalent. However, Enkvist and colleagues (2012) emphasised that 

these concepts are differentiated in that life satisfaction is a cognitive appraisal of life 

and the degree of being satisfied in psychosocial needs, while the notion of wellbeing is 

more likely to be cantered by personal experience of life. Quality of life is also 

interchangeably used with life satisfaction. However, many researchers agreed that 

these two concepts are considerably overlapped, yet quality of life is a superordinate 

concept, referring to subjective wellbeing as one of dimension of quality of life 

(Camfield & Skevington, 2008; Enkvist, et al., 2012; Walker, 2005). 

2.6.2. Life satisfaction in old age 

Life satisfaction has gained major attention in gerontology research over the past five 

decades (Krause, 2004). Concerted efforts to map how life satisfaction relates to a range 

of factors have produced mixed findings, although age is considered to be an important 

determinant of life satisfaction. Enkvist (2012) reported that older age is associated with 

lower life satisfaction than younger ages whereas, Mroczek and Spiro III (2005) 

stressed that levels of life satisfaction reached a peak at the age of 65 to 70 years, and 

then decreased in their 22 year follow-up study among 1927 elderly men. On the other 

hand, Blanchflower and Oswald (2008) found U-shaped curve in wellbeing in a cross-

cultural sample of West Europeans and Americans, which means that a level of 

wellbeing is minimum in middle age.  
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However, despite increasing loss in various aspects such as health, and income, in old 

age, there is some evidence to suggest that the levels of life satisfaction, or subjective 

wellbeing does not decline, but increase or remain fairly stable across adulthood (Blazer, 

2002; Urry & Gross, 2010). This literature has interpreted this paradox within the 

context of how people adjust or shift personal goals and adapt to changing 

circumstances in old age (Baltes & Smith, 2003; Castle, 2000). Furthermore, life 

satisfaction in later life is more associated with subjective health appraisal than 

objective health, and the effect of income on life satisfaction is relatively small. 

Meanwhile, Kunzmann and colleagues (2000) emphasised that age does not directly 

influence on declining subjective wellbeing, but that physical limitations do. Overall, 

the mixed pattern in the relationships between age and life satisfaction indicates that old 

age is not always related with declining life satisfaction.  

2.7. Successful ageing research in Korea 

The concept of successful ageing was prominent within Western countries of 

approximately ten years before it began to attract increasing interest within South Korea 

ageing. Over the past decade, the body of literature regarding successful ageing in 

Korea has grown considerably, with over 40 Korean studies on successful ageing.  To 

investigate the trends of successful ageing research in Korea and to identify gaps in 

current research, this study will analyse peer reviewed articles that report findings from 

41 Korean successful ageing studies. The identified gaps will provide the ideas that 

guide the design and direction of the research.  

2.7.1. Dimensions of successful ageing  

This review of Korean studies on successful ageing indicated that articles clustered 

around the following topics: examining the predictors or associated factors of successful 

ageing; analysing relationships between successful ageing and well-being indicators; 
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investigating relationships among dimensions of successful ageing; reviewing 

successful ageing articles; developing a scale of successful ageing; and exploring 

perspectives of successful ageing. However, the most popular type of study was to 

examine predictors or associated factors of successful ageing. Meanwhile, the scope of 

some studies spanned more than two of these topic areas.  

Most Korean articles about successful ageing (see Appendix 1) have pursued a 

multidimensional approach. For the purposes of this review, the dimensions of 

successful ageing were organised into ten themes including: psychological factors; 

physical function; social support/network; productive activity; disease and disability; 

family relationships; cognitive function; health risk (or health-promoting) factors; 

financial security; and perceived health. As Figure 2.3 shows, psychological factors 

featured most frequently, accounting for approximately a quarter of the total reviewed 

journal articles. Following this, physical factors, social support/network, and productive 

activities have been used the most. However, most studies reviewed here have included 

more than one dimension. 

Figure 2.2. Components of successful ageing in Korean research 
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Based on this analysis, it is evident that psychological wellbeing is an important 

dimension of successful ageing in the Korean context. In response to this, this study will 

adapt Rowe and Kahn’s model of successful ageing by adding a psychological 

dimension. This adaptation, as noted earlier, will also address one of the critiques of the 

successful ageing model by Rowe and Kahn (1987, 1997) which is the exclusion of 

psychological factors in their model.  

2.7.2. Methodological issue 

Although there are various approaches to investigating successful ageing in the Korean 

context, some methodological issues relating to research locations and methodological 

approaches have emerged as a result of this review. One important methodological issue 

for the studies on successful ageing concerns the study locations, which tend to be 

concentrated in larger cities. As shown in Figure 2.4, some studies included more than 

one site, and among the study locations, Seoul, capital city, was the most popular, 

followed by Busan and Daegu, which are the second and third biggest cities in Korea. In 

contrast, there were only two studies which have focused only on rural areas. Kyunggi 

province, which includes various rural and urban cities, was ranked fourth, accounting 

for about 10% of study locations. One of the reasons for its popularity may be its close 

proximity to Seoul. In fact, studies that were located in Kyunggi province included 

Seoul, with only one the exception. Studies that gathered nationwide data generally 

excluded Jechu province (an island), and used secondary data from the first wave of the 

Longitudinal Study of the Older Population conducted by the government. Overall, 

although rural areas have a higher proportion of the older population, and face 

disadvantages with less medical and welfare resources, it has received limited attention 

from successful ageing research. Therefore, it is important to include a greater variety of 

locations, particularly areas that may be disadvantaged, rather than easily accessible 

sites, for a better understanding of successful ageing across diverse contexts. 
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Figure 2.3. Study settings of previous research related to successful ageing, Korea 

 

The type of methodological framework used in successful ageing research is also an 

important methodological issue. Quantitative research methods are dominant, and little 

attention paid to qualitative or mixed methods, or longitudinal or comparative study 

design. Thus, researchers have acknowledged this concern, suggesting the need for a 

wider range of methods on this topic   

As a whole, research into successful ageing in Korean has grown in popularity. 

Nevertheless, this review indicates that some methodological issues have emerged 

throughout the development of this literature, such as urban concentrated study location, 

and the methodological inclination towards quantitative methods. Thus this study will 

implement strategies to overcome these weaknesses. Details will be provided in the 

methodology section. 

2.8. Rural and urban difference in successful ageing research 

Another gap in the successful ageing research is that little attention has been paid to 

comparing different settings, particularly rural and urban areas, despite widespread 
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acknowledgement of the relationship between place of residence (geographic location) 

and health or well-being (Park & Ban, 2010). Rural and urban communities have 

different features such as cultural, environmental and societal factors, health service 

utilisation and geographic characteristics. These differences may affect the progression 

of ageing and the views of successful ageing to some extent, as well as quality of life 

and wellbeing in later life. Therefore, this section compares factors related to successful 

ageing and wellbeing between the rural and urban elderly, in order to understand 

successful ageing and health disparities in the older population across different regional 

characteristics.  

Despite the advantages of comparative research, the limited research that has been 

conducted in this field makes it difficult to generalise the study outcomes in the 

differences in health-related factors between the rural and urban elderly. First, there is 

little agreement regarding specific differences in health status between rural and urban 

areas when comparing psychological health and wellbeing outcomes. When considering 

the Korean context, a majority of Korean studies reported better psychological health in 

the urban elderly than the rural elderly, showing urban elderly had lower levels of 

depression (Sohn, 2006, 2006; Sok & Kim, 2008), higher self-esteem (Kim, 2010; Sohn, 

2006; Sok & Kim, 2008) and a better quality of life (Sohn, 2006; Sok & Kim, 2008). 

However, despite this, another study reported that urban male elders show the poorest 

psychological well-being among male and female rural and urban elders in a 

comparative study across Seoul (urban) and rural areas (Yoon & Lee, 2006). 

Among the other countries, the rural elderly are more likely to show higher 

psychological health with lower levels of depressive symptoms, particularly in 

developed countries, yet contradictory findings are still present. For example, a 12 

month cohort study of 7,659 community-dwelling adults, across Britain, aged between 

16 and 74 years, found that rural residents had slightly better mental health status than 

non-rural counterparts (Weich, Twigg, & Lewis, 2006). Likewise, another British study 

found that a lower risk of depression was related to residing in a place with a lower 
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population density (Walters et al., 2004). Similarly, more depressive symptoms were 

also reported for urban residents in a study in south eastern Iowa, USA, with a sample 

of 140 elderly (Evans, 2009), and with a nationwide sample in Korea (Kim, 2010). 

Conversely, in a large sample surveyed across a province in China, the urban elderly 

showed higher levels of quality of life. On the other hand, in a comparison study among 

the rural and urban elderly in Manitoba, Canada, there was no statistically significant 

difference in depressive symptoms between the settings, yet the proportion of the rural 

elderly with depressive symptoms was lower than the urban elderly (St John, Blandford, 

& Strain, 2006). Thus while there is some evidence to suggest that rural elderly are less 

likely to be depressed, this is not yet a consistent finding within the successful ageing 

literature.   

Inconsistencies are also evident in Korean studies regarding physical health or 

functioning between the rural and urban elderly (Jee & Goo, 2007; Sohn, 2006). For 

instance, Korean research project conducted in Kyungsangbook and Chungcheungnam 

provinces reported that the urban elderly had higher levels of physical functioning than 

rural elderly (Jee & Goo, 2007; Sohn, 2006). Conversely, compared with urban elders, 

elderly rural farmers performed better in five physical fitness test items out of six in a 

comparative study, using a nationwide sample of 394 rural farmers and Seoul (urban) 

residents (Sung, Kim, & Lee, 2011). Moreover, in a comparative study of 571 older 

adults across rural and urban communities in southern Korea, physical functioning, 

measured by the ADL and IADL, were lower in urban elders than rural elders (Oh, 

2006).  

Consistent with these mixed findings, the other countries show inconsistent findings 

regarding physical functioning. In a study of 1,000 White and African-American elderly 

participants in Alabama, USA, regardless of ethnicity, rural elderly performed better in 

space mobility (Allman, Sawyer, & Roseman, 2006). A Portuguese study, that 

compared 234 older adults also showed that rural residents were physically healthier 
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than urban residents when measuring outcomes such as independence in daily living 

activities (Paúl, Fonseca, Martín, & Amado, 2003).  

In accordance with the inconsistencies relating to physical functioning, there are some 

discrepant findings regarding perceived health status and presence of chronic diseases 

between the rural elderly than urban elderly populations. There are a small number of 

studies that show that the rural elderly experience worse health than urban                       

elderly. For instance, in Canada, extensive evidence indicates that rural residents have 

poorer health status and tend to have higher mortality and lower longevity (Pampalon, 

Hamel, & Gamache, 2010). This is consistent with research findings in China, that show 

that urban elderly enjoy better physical health (Norstrand & Xu, 2011), and less burden 

of chronic disease (Zimmer & Kwong, 2004). Likewise, a survey study of 696 

Bangladeshi elderly reported that compared with urban populations, rural populations 

had more health-related problems such as fever, lower backache, rheumatic pain, 

diabetes, and diarrhoea (Kabir et al., 2003).  

Despite these consistent findings, a Jamaican study of the older population aged 75 and 

over found that rural elderly self-reported better physical health (Bourne, 2009). In a 

study of 385 Korean elderly in one city and four rural communities, the rural elderly had 

higher numbers of diagnosed chronic diseases, yet they had better perceived health 

status, when compared with urban elder populations (Yoon, 2007). Cross-cultural 

research on cancer mortality risks between Canada and Australia revealed that mortality 

risks of cancer in Australian elderly men living in non-metropolitan areas were higher 

than the urban elderly, while the opposite trend emerged in Canada (Pong, DesMeules, 

& Lagacé, 2009). Thus, investigations into the physical health of rural and urban elderly 

populations have produced a varied range of research outcomes between and within 

nations.      

Lastly, a widespread finding across elderly health research is the higher levels of social 

support and closer social networks experienced by the rural elderly compared with the 
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urban elderly. Research conducted with 277 elderly participants in New York reported 

evidence that the rural elderly had more social networks with family than the urban 

elderly (Wells, 2010). Further, a number of recent studies reported that the rural elderly 

experience the benefits of higher social support from family and neighbours, and closer 

social networks (Jee & Goo, 2007; Kim, 2007, 2010; Park, 2010; Yoon, 2007). 

Norstrand and Xu (2011) suggested from their findings based on 1,250 Chinese elderly 

participants that, compared with the urban elderly, the rural elderly had higher levels of 

bonding (close connections among family, friends, neighbours) and social capital, while 

the urban elderly had higher levels of bridging (horizontal connections) and linking 

(vertical connections) social capital. Nevertheless, Korean research on this topic has 

produce contradictory evidence. Sohn (2006) reported that the urban elderly in 

Kyeongsangbuk province, South Korea, experienced higher levels of social support than 

the rural elderly. Interestingly, a Korean study comparing farming and fishing villages, 

and urban areas, indicated that fishing villagers had closer social networks with family 

and friends than the other two types of areas (Oh, 2006). Accordingly, despite the 

general findings that the rural elderly experience higher levels of social support than the 

urban elderly, this is not always the case, particularly in Korean research. 

Overall, it is difficult to delineate the differences and similarities in physical and mental 

health, social support and wellbeing in rural and urban elderly populations. This is 

partly due to a lack of literature as well as the range of divergent research outcomes in 

health-related features of older adults from different environmental and societal contexts. 

Additionally, methodological challenges such as limited research areas, relatively small 

sample sizes, and sampling errors between rural and urban areas may be impacting 

findings. Despite difficulties of the generality of research findings in comparative 

studies between the rural and urban elderly, and possible methodological problems, 

such literature does indicate that health disparities exist in the elderly between rural and 

urban areas, and are not limited to a country or region, but are a global trend. Hence, 

more comparative research within older populations across urban and rural settings is 

required to better understand successful ageing in Korea and more broadly.  



55 

 

 

2.9. Conclusion 

This study aimed to understand successful ageing, by exploring its concept, strengths 

and weaknesses in relevant research, in order to build up framework for this study. 

Successful ageing has been a popular notion in gerontology research over the last two 

decades as a way of tackling ageing issues; however, general consensus has not been 

achieved to date regarding its definitions, terms, and predictors. Nevertheless, among 

the various models of successful ageing, Rowe and Kahn’s (1987, 1997) 

conceptualisation is frequently used in this field. This framework has a number of 

strengths, such as using a multidimensional approach, and highlighting ‘normal agers’ 

and health promotion. Thus, the current research will employ this concept to examine 

important factors in ageing successfully. 

To identify gaps in the current literature, this study critically reviewed Rowe and 

Kahn’s (1987, 1997) conceptualisation. Despite the strengths of Rowe and Kahn’s 

(1987, 1997) model, some limitations have been identified in the model as well as in 

current research on this topic. With respect to the model, critics argue that it offers a 

limited consideration of psychological factors, age-related health deterioration and 

diversity, and is limited to objective criteria. Furthermore, the comprehensive review of 

a Korean successful ageing studies identified many trends and limitations in this field of 

research, such as the use of psychological health as the most popular dimension of 

successful ageing, and some methodological issues including little mixed methods 

research, and a skewed representation of geographical areas. Meanwhile, this section 

established that the concept of life satisfaction is a key outcome variable of successful 

ageing; explored the dimensions of successful ageing focusing on its relationships with 

life satisfaction and successful ageing; and reviewed comparative studies that 

investigated dimensions of successful ageing across rural and urban elderly populations. 

Thus, this chapter provided a deeper understanding of the concept of successful ageing, 

and built up the foundation for the framework of this study.      
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The next chapter, will discuss how the methodology of the present study includes 

strategies to overcome the limitations detected in the current successful ageing model, 

in order to explore the overarching research question, ‘What are the important factors to 

achieve successful ageing among the Korean rural and urban elderly?’   
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3. Chapter 3. Methodology 

 

3.1. Introduction 

The preceding chapter has provided the basis for this research by reviewing the 

available literature. This chapter presents the methodology that is used achieve the aim 

of this study, which is to understand successful ageing among the rural and urban 

Korean elderly. The chapter begins with an overview of the pragmatic research 

paradigm and research design that underpin the project. The second part of this chapter 

details the quantitative phase of this study, including information relating to the study 

locations, sample, questionnaire development, operational definitions of successful 

ageing, data collection, and data analysis. Thirdly, the qualitative phase of this research 

is discussed including the recruitment of participants, the research method, data 

collection, process of interviews, and qualitative data analysis. Finally, the approach 

used to integrate the quantitative and qualitative research phases is documented as the 

last phase of the research procedure, followed by a review of the ethical considerations 

of this research. The overall framework of this research is provided in Figure 3.1. 
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Figure 3.1 Overview of the framework 
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The mixed methods approach used in this study includes a primary quantitative phase of 

data collection, followed by a supporting qualitative phase informed by the initial 

quantitative phase. The overarching research question for this study is ‘What are the 

important factors to achieve successful ageing for the urban and rural Korean elderly?’ 

Under this research question, specific research questions are addressed as below:  

i. Can the model of successful ageing by Rowe and Kahn (1987, 1997) explain 

successful ageing in Korea? 

ii. What are the differences and similarities in the dimensions of successful ageing, 

and life satisfaction between the urban and rural Korean elderly? 

iii. What is the extent to which dimensions of successful ageing can predict life 

satisfaction in the urban and rural Korean elderly?  

iv. What are the proportions of ‘successful agers’ depending on the various 

combinations for the dimensions of successful ageing in the urban and rural 

Korean elderly? 

v. Are there differences in the proportions of successful agers that result from the 

application of subjective and objective measures of successful ageing in the rural 

and urban elderly? 

vi. How do the urban and rural Korean elderly experience successful ageing? 

The interview questions for the qualitative phase of data collection are derived from the 

preliminary analysis of the quantitative data, which will help to further explore the 

perspectives of successful ageing in the Korean elderly. Thus, these questions can help 

provide supplemental information about any significant quantitative research findings 

and explore the elderly’s perspectives of successful ageing.  
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3.1. Research paradigm 

The pragmatic research paradigm that underpins this study highlights the value of 

empirical findings to help understand real-world phenomena through the use of multiple 

methods (Creswell & Clark, 2007). Consequently, this research paradigm frees the 

researcher from the forced choice between positivism and constructivism (Creswell & 

Clark, 2007). Thereby, the concepts of pragmatism provide flexibility to select the most 

appropriate research method, theory or research design in order to investigate the 

research questions (Johnson & Onwuegbuzie, 2004).  

In this respect, pragmatism is suitable for this study, which is aimed at understanding 

successful ageing. Notably, it is important to explore such a complex and 

comprehensive construct in various ways, in order to provide a richer understanding of 

successful ageing. Therefore, this paradigm helped choose the most suitable research 

methods for this study by not restricting the choice of methods.  

3.2. Research design 

The present study applies comparative and mixed methods designs with details of these 

approaches provided in the following two sections. 

3.2.1. Comparative design  

A comparative design was chosen for this study because this was well suited to the aim 

of this study. This design aims to understand and observe social phenomena through 

exploring similarities and differences, as well as cultural consequences and variations 

across regions (Blanche, Durrheim, & Painter, 2008; Gliner, Morgan, & Leech, 2009). 

This implies that social phenomena are better understood through the logic of 

comparing and contrasting two meaningful cases. In this respect, this design allowed a 
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deep exploration of successful ageing by comparing the rural and urban areas of this 

study, where there are differences in terms of the natural environment, health and social 

resources, and socio-demographic characteristics (Evans, 2006).  

Furthermore, the comparative research approach fits well with the concept of successful 

ageing itself. The notion of successful ageing is an extremely complex phenomenon. 

Both the concepts of ‘success’ and ‘ageing’ are closely interrelated with, and influenced 

by, various cultural and societal factors (Franklin & Tate, 2009; Young, et al., 2009). 

Accordingly, successful ageing may have various features across cultures and regions, 

thus the comparative design helps develop a deeper understanding of the complex 

phenomena of successful ageing across rural and urban Korea. As such, understanding 

how the meaning and interpretation of successful ageing differs between the rural and 

urban elderly may highlight how different strategies could be applied depending on the 

local environment. 

3.2.2. Mixed methods design 

This research employed mixed methods to embrace the deductive logic of quantitative 

methods for the testing and verification of theory together with the inductive rationality 

of qualitative methods for establishing patterns or generalisation (Abowitz & Toole, 

2010; Creswell, 2009; Palinkas et al., 2011). In this study, quantitative data were 

analysed to describe and identify similarities and differences, to examine the 

relationships among the identified variables, and to investigate the characteristics of 

successful agers among the rural and urban elderly. Following this, qualitative methods 

were used to expand the findings of quantitative research by exploring the elderly’s 

perspectives and experiences of successful ageing between rural and urban areas.  

A mixed methods study is able to capitalise on the inherent methodological strengths 

and overcome the weaknesses of both quantitative and qualitative methods (Johnson 
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and Onwuegbuzie, 2004). Greene and colleagues (1989) outlined the major advantages 

of employing mixed methods after a review of 57 mixed methods studies. These 

researchers found that the key advantages of mixed methods approaches centred on the 

way in which quantitative and qualitative methods can be used to enhance or 

complement each other. For instance, the results from each of the quantitative and 

qualitative phases of the research can be integrated to elaborate and mutually enhance 

their meaning; the results from quantitative methods can help to develop and inform the 

qualitative methods by employing them sequentially; and the interplay between 

quantitative and qualitative methods allows for a broad scope of research inquiry. 

Therefore, the mixed methods approach used in this study enhanced the quality and 

validity of the research findings. 

Among the diverse mixed methods designs available, this research applied a sequential 

explanatory design, where quantitative data was collected and analysed in the first phase, 

informing the design of the qualitative data collection in the second phase of the 

research (Figure 3.2). Lastly, at the end of the two phases, the findings from the two 

phases are integrated in the discussion chapter.  

Figure 3.2 Research procedures 

 

This sequential research design aligned with the aim of understanding successful ageing 

in the rural and urban Korean elderly. The two stages of quantitative and qualitative 
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research were clearly separated with the first quantitative stage informing the planning 

of the second qualitative stage. Although this two-staged design may be more time-

consuming than a concurrent design, as it required the conclusion of one phase before 

the commencement of the second, it allowed the researcher to conduct the study in a 

coherent and logical way with greater rigor in the capacity to address the research 

questions.  

Further, this sequence helped to manage and examine significant or unexpected results 

from the quantitative research because the second phase of research could openly 

explore any quantitative findings using qualitative methods (Creswell, Plano Clark, 

Gutmann, & Hanson, 2003; Hanson, Creswell, Clark, Petska, & Creswell, 2005). 

Consequently, the qualitative research phase provided the means to develop a deeper 

explanation of significant or unexpected results of the quantitative research. Thus, from 

this selection of possible mixed methods designs, the sequential explanatory design was 

the most suitable choice for the purposes of this study. 

3.3. Phase 1: Quantitative Research  

The objective of quantitative research is to test theory rather than develop theory 

(Creswell & Clark, 2007). Furthermore, the deductive logic of quantitative research 

helps to explain the relationships among variables (Neuman, 2010). Therefore, 

quantitative research was used in this study to test the original and extended model, as 

well as investigate the similarities and differences in the dimensions of successful 

ageing and life satisfaction between the rural and urban Korean elderly, the 

relationships among the identified variables, and the proportions and characteristics of 

successful agers.  
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3.3.1. Study location  

Selection of study location   

To compare the rural and urban elderly populations, Seoul and rural areas of Gangwon 

province were selected as study locations (Figure 3.3). By the criteria of the Korean 

administrative divisions
6
, this research defined eup, myeon or ri as rural areas and dong 

as urban areas, which are common classifications. According to these criteria, Seoul
7
 as 

a whole does not include any administrative divisions defined as rural areas, thus Seoul 

is defined as an urban setting. On the other hand, Gangwon province is composed of 11 

counties (gun) and seven cities (si), which include different levels of administrative 

divisions. A county (gun)
8
 is subdivided into many small entities such as eup, myeon, 

and ri, which were all included in rural areas, while a city (si)
9
 comprises a mixture of 

rural (eup, myeon, and ri) and urban (dong) areas, including dong defined as an urban 

area. Thus, rural areas of Gangwon province in this study were defined as the whole 

areas of the counties (gun) which included eup, myeon, and ri, and the rural areas (eup, 

myeon, and ri except dong) of the cities (si).  

                                                 

6
 Korean administrative divisions are composed of a variety of levels and entities. A provincial level is 

subdivided into municipal level which includes sub-municipal  level:  

- Types of provincial level: province (do), special self-governing province (teukbyeol-jachi-do), 

special city (teukbyeol-si), special self-governing city (teukbyeol-jachi-si), Metropolitan city 

(gwangyeok-si) 

- Types of municipal level: city (si), county (gun), district (gu) 

- Types of  sub-municipal level: gu/dong > eup> myeon > ri (from bigger to smaller entities) 
7
 All administrative divisions of Seoul are classified as urban areas as follows: special city (teukbyeol-si) 

> district (gu) > neighbourhood (dong) 
8
 county (gun): eup > myeon > ri 

9
 city (si): dong  > eup > myeon > ri 

http://en.wikipedia.org/wiki/Provinces_of_South_Korea
http://en.wikipedia.org/wiki/Special_cities_of_South_Korea
http://en.wikipedia.org/wiki/Special_cities_of_South_Korea
http://en.wikipedia.org/wiki/Special_cities_of_South_Korea
http://en.wikipedia.org/wiki/List_of_cities_in_South_Korea
http://en.wikipedia.org/wiki/List_of_counties_in_South_Korea
http://en.wikipedia.org/wiki/List_of_districts_in_South_Korea
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Seoul and rural areas of Gangwon province are considered ageing societies. Older 

people accounted for 9.5% (362,266 individuals) of the population in Seoul (Korean 

Statististical Information Service, 2013
10

). Although the proportion of the elderly is 

relatively low compared to the other regions of Korea, the population density of Seoul 

means that it actually represents the largest group of elderly people in Korea. Although 

the percentage of older people in Gangwon province reached 13.4% (72,062 people) in 

2010 (Korean Statististical Information Service, 2013), this figure represents both rural 

and urban settings. The percentage of elderly people within counties (gun), defined as 

rural settings, is reported to be much higher, approximating 20% 20%) (Korean 

Statististical Information Service, 2013). Therefore, the older populations in Seoul and 

the rural areas of Gangwon province are considerably different in terms of both the 

number and percentage of elderly. 

 There are several reasons for choosing Seoul and the rural areas of Gangwon province 

as the study locations. First, they have distinctively different features. Seoul is the 

capital and the biggest city of Korea. It has a population of over 10 million and the 

highest population density
11

 in Korea with over 17,000 people per square kilometre 

(Korean Statististical Information Service, 2013). Additionally, Seoul is highly 

advanced technologically and is considered the political, economic and cultural centre 

of Korea. Thus, it is highly representative of urban characteristics. On the other hand, 

rural areas in Gangwon province show typical rural characteristics. This province 

predominantly comprises natural environment with many mountains (81% of the total 

land area) and southern coasts, and limited industrial development. The main industries 

are tourism, commerce and service businesses as well as primary production including 

                                                 

10
 The latest statistics to date in May 2013 

11
 The number of people living in 1 km

2
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farming, fishing, forestry and livestock industries. The population of a county is less 

than 150,000 and the population density of the province is the lowest among the eight 

provinces of Korea, with 87 people per square kilometre (Korean Statististical 

Information Service, 2013). Thus, the focus on older individuals in Seoul and rural areas 

of Gangwon province provides very different perspectives and experiences of ageing 

from one another. 

Figure 3.3 Study locations 

 
Left: Seoul shaded by red (605 Km

2
) on the map of South Korea (white areas) 

Right: Gangwon province (16,874 Km
2
) composed of 7 cities-si (white areas) and 11 counties-gun 

(shaded areas) 

 

Another reason to compare Seoul and rural areas of Gangwon province is because there 

are limited comparison studies for these two locations in the field of successful ageing. 

Seoul has been a popular site for data collection, while Gangwon province has received 

less research attention. This may be due to the larger number of tertiary education and 

research institutes located within Seoul, and also data collection in Seoul may be 

relatively convenient and attractive for researchers because the geographical location 
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and population density allow easy access to potential research participants. According to 

the literature review prepared for this study, twelve journal papers related to successful 

ageing have compared the rural and urban elderly in Korea. However, examination of 

the current literature revealed that some of these papers reported findings from the same 

sample, with only seven different samples of urban and rural elderly having been 

studied. Among them, four included Seoul as one of their comparison locations, while 

only one sample was based in Seoul and Chuncheon which is a middle sized city (si) of 

Gangwon province, with a mixture of rural and urban areas. Although this study chose 

Seoul and one of the cities (si) in Gangwon province, this is different from the current 

project, particularly in the scale of the rural settings. All three peer-reviewed journal 

articles which investigated this sample (Yoon & Lee, 2006; Yoon & Yoo, 2006; Yoon, 

2007) defined the urban elderly as those either from Seoul or the urban areas (dong) of 

Chuncheon city (si), and the rural elderly as those rural areas (eup, myeon, or ri) of 

Chuncheon. In contrast, the present project includes significant rural areas with eight 

counties and four ri areas (rural settings) of two cities (si) in Gangwon province. The 

inclusion of these study locations means that this research will widen the knowledge of 

successful ageing in Korea. 

Selection of study data collection sites 

The older population in a community is one of the more difficult demographic groups to 

survey. Randomly visiting household units was not considered feasible for this survey 

due to the limitations of time and financial resources. Additionally, telephone, mail or 

online surveys were likely to have a low response rate for the elderly. Thus, this study 

selected particular places where the elderly, who live in the community but not elderly 

facilities, visit and gather:  senior citizen centres, senior welfare centres and parks. The 

characteristics of each of these places are discussed below. 
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Senior citizen centres 

Senior citizen centres in Korea play a role in promoting friendships by providing a place 

for seniors to interact with each other. There are a number of senior citizen centres 

located in almost every village. Although these centres are not staffed, representatives 

and instructors from a senior welfare centre visit and conduct some programmes usually 

once a week. The only exception to this would be if the senior centre was not 

government-run but belonged to a village, which is rare. During the survey, it was 

observed that senior centres were utilised in various ways: communal cooking and 

eating, meeting and talking with friends, playing games with each other, exercising on 

sports equipment in some centres, participating in classes run by external instructors 

from welfare centres, and voluntary cleaning undertaken by the visitors. Because these 

centres were commonly located in each small village or in an apartment block, many 

older adults in the oldest age group or those with health issues including difficulties in 

walking, could access a centre with the help of family or friends.  

Senior welfare centres  

Senior welfare centres provide a recreational and resting place for the elderly. Most 

centres are run by the central or local government and there are a small number of 

private centres which are commonly located in large cities. There is usually one senior 

welfare centre in each city (si) and district (gu). However, there is none or one senior 

welfare centre in a county (gun) of Gangwon province, despite the high percentage of 

the older population in rural settings, while there are a number of senior welfare centres 

in Seoul and large cities. These institutes are different from senior citizen centres in that 

they conduct various programmes and provide meals, for free or a low cost, and are 

managed and administered by directors and staff working for a centre.  
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Parks  

Parks were chosen as an additional survey location, as many older adults utilise park 

areas to exercise, walk, rest, gather with friends, or play games. This study location was 

included in this study based on the results of the pilot study which indicated that this 

location offered one way to balance the proportion of men and women. While there 

were far more women than men in the other study locations (senior citizen/welfare 

centres), with this even wider in rural areas, this did not hold true for parks where a 

greater proportion of males were found, compared to the proportions in the senior 

citizen and welfare centres. Therefore, by including parks as study locations, a more 

balanced sample by gender could be collected.   

3.3.2. Study sample  

Inclusion and exclusion criteria of sample 

The target population of this study was those aged 65 years and over, and who were 

community dwellers of Seoul or the rural areas of Gangwon province of South Korea. 

The inclusion and exclusion criteria of the sample in this study is outlined below.  

Inclusion criteria for participants in this study were as follows: 

- Koreans aged 65 and over; 

- in relatively good health; 

- able to attend and engage in an interview and a survey; 

- resident in Seoul or rural areas of Gangwon province; and 

- community-dwellers 

 

Exclusion criteria for participants in this study were as follows: 

- not able to be interviewed physically; 
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- insufficient cognitive capacity to participate; 

- residing in a retirement village, aged care facilities or in-patient; or 

- not able to understand survey questions or interview questions 

This study included participants 65 years and over. While the World Health 

Organization (WHO) defined the older population as 60 and over, many countries, 

particularly industrialised countries consider the transition point to old age as 65 years. 

Retirement age in Korea is usually between 55 and 65 years old in most Korean 

companies (Bang, 2010) and most pensions or welfare programmes or benefits for the 

elderly start from 65 years old,  thus the age group of 65 years and above was 

considered the most appropriate.  

Sample size 

The sample size required to undertake the planned statistical analyses for the present 

study was calculated by G*Power 3.1(Faul, Erdfelder, Buchner, & Lang, 2009), which 

is a power analysis program for various statistical tests, and is frequently applied in the 

behavioural, biomedical, and social sciences (Faul, Erdfelder, Lang, & Buchner, 2007). 

From this assessment the total sample size needed to examine the mean differences 

between two groups, urban and rural, was calculated before conducting the research to 

ensure an appropriate sample size. Under the assumption of a power level of .90 which 

is considered to be high, a 5% significance level, a two–tailed test and a medium effect 
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size
12

 of .50 (Cohen, 1988), sample size was calculated as 172. Thus, this study set the 

minimum sample size as 200, considering missing data. As the result of data collection, 

the total cases available were 624, including 298 from rural areas and 326 from urban 

areas, which surpassed the calculated required sample size. 

Sampling design 

As a procedure of selecting survey samples from a large scale population, a sampling 

design plays an important role to represent or generalise the characteristics of the entire 

population and to minimise sampling error. The sampling design in this study, was 

conducted in several stages. Once layers were classified by certain criteria at each step 

in the sampling design, non-probability sampling was conducted within the final two 

steps (institute/park and individual unit selection) with all potential respondents 

satisfying the criteria invited to participate. The stages of sampling were carried out in 

the following steps as shown in Figure 3.4. 

Step 1. Primary sampling unit selection: Among rural and urban areas in South Korea, 

Seoul and the rural areas of Gangwon province were chosen as urban and rural areas, 

respectively. Rationale for selecting these two sites was presented in section 3.4.1. 

                                                 

12
 Effect size conventions by Cohen  (1988): 

 r effects: small ≥ .10, medium ≥ .30, large ≥ .50 

d effects: small ≥ .20, medium ≥ .50, large ≥ .80 
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Step 2. Sample place selection: In this stage, the primary sampling units which were 

still on a large scale, were sub-grouped into the administrative districts of Seoul and 

Gangwon province: after dividing Seoul into north, south, east, and west, two or three 

districts were selected in each of the four parts among 25 districts (gu), while in 

Gangwon province, eight among 11 counties (gun) and four rural areas among seven 

cities (si) were chosen. The purposive sampling was conducted depending on receiving 

consent from the senior welfare centre.. 

Figure 3.4 Overview of sampling design 

 

Step 3. Institute or park selection: In Seoul, senior citizen centres (8 places), senior 

welfare centres (4), and parks (6) were selected among the selected districts. Regarding 

rural areas of Gangwon province, senior citizen (8) and welfare centres (4), and parks 

(2) were chosen in the counties (gun) which were selected in step 2 above. However, 

only senior citizen centres (4) were chosen in the rural areas of the selected cities (si) in 

the province: senior welfare centres do not exist in these areas; and in parks, there is a 

high possibility that the elderly are from any parts of the city (si) which is a mix of rural 

and urban settings. The survey was conducted in each selected welfare centre for two 

consecutive days, and some senior citizen centres and parks were visited twice. 
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Step 4. Individual unit selection:  

Senior citizen centre:  All the elderly who visited a senior centre on the day of the 

survey were invited to participate in the survey.  

Senior welfare centre: The survey was conducted with a purposive selection of elderly 

people who were in a lounge or resting room. The elderly in the centres usually 

participated in the survey before or after the classes. 

Park:  In selected parks, based on purposive sampling, participants were chosen after 

first  checking if they met the inclusion criteria.  

3.3.3. Questionnaire 

Description of questionnaire  

This study used a questionnaire as a quantitative data collection method, which is a very 

common instrument to collect data in quantitative research (Leedy & Ormrod, 2009). 

Using a questionnaire is an efficient way to gather information from a large number of 

respondents and is well suited to statistical analysis for theory testing (Groves, Fowler, 

Couper, Lepkowski, & Singer, 2009; Rubin & Babbie, 2008). In this study, the 

questionnaire type for this phase was written, with mostly close-ended and some open-

ended questions.  

Language of questionnaire 

The questionnaire was written in both English and Korean. First, English and Korean 

versions of the questionnaire were produced for ethical approval from the Griffith 

University Human Research Ethic Committee. With regard to the field work, only the 
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Korean version of the questionnaire was utilised since this study targeted Koreans. Back 

translation of the scales in the questionnaire was not required because some scales were 

originally developed in Korean while Korean versions of the other scales were already 

available.  

Instrument of questionnaire 

All scales used in this study are documented as reliable and valid measures of health. 

The pilot study (see 3.4.4) established key criteria for selecting scales which included 

the degree to which the elderly found the scales understandable and the length of the 

scales. Information on the alternative measures of the instruments and the rationale used 

to select these measures in the domains within the dimensions of successful ageing is 

provided below as Table 3.1 which summarises the scales used in other studies on 

successful ageing based on Rowe and Kahn’s model, as well as Table 3.2 which 

describes the scales used in this study.  
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Table 3.1 Scales used in other successful ageing studies based on Rowe and Kahn’s model  

Researchers Strawbridge, 

Wallhagen, & 

Cohen (2002) 

Sung & Cho (2005) Jeon, Shin, & 

Lee (2012) 

Young, et al 

(2009) 

          Samples 

 

 

Domains 

A sample from the 

Alameda County 

Study with 6,928 

participants aged 

65 and over 

450 Korean elderly 

living in Seoul, aged 60 

and over 

600 Korean 

elderly aged 65 

and over in a 

middle-sized city 

Suggested 

operational 

definitions (not 

applied in a real 

survey) 

Risk of disease/disability 

Disease  Absence of heart 

disease, stroke, 

bronchitis, 

diabetes, cancer, 

osteoporosis, 

emphysema, and 

asthma  

Absence of chronic 

diseases 

Absence of 

disease among 12 

chronic diseases 

(Andrews, Clark, 

& Luszcz, 2002) 

 

Subjective health 

(Lee & Park, 

2006) 

Physiological 

dimension: 

Comorbidity 

among 18 

chronic 

conditions 

Disability Absence of 

disability assessed 

by the ability to 

perform all 7 

activities of daily 

living 

N/A N/A N/A 

Risk factors of 

disease 

(risk/health 

behaviours) 

Absence of risk 

factors: smoking, 

hypertension, and 

obesity 

Smoking, habitual 

drinking  

Smoking, alcohol 

drinking, dietary 

habits, exercise 

N/A 

Physical and cognitive functioning 

Physical 

function 

Ability to perform 

3 physical 

activities 

Ability to perform 3 

physical activities 

(Strawbridge, et al., 

2002), and items about 

sensory loss, 

mastication, and 

digestion 

Ability to perform 

3 physical 

activities 

(Strawbridge, et 

al., 2002) 

Physical 

impairment 

(Andersen-

Ranberg, 

Schroll, & Jeune, 

2001) 

Cognitive 

function 

Assessed by 3 

items regarding 

memory 

4 items regarding 

memory including 3 

items used by 

Strawbridge and 

colleagues  (2002), and 

disorientation of time 

and place 

3 items regarding 

memory 

(Strawbridge, et 

al., 2002), and 

disorientation of 

time and place 

Cognitive 

function 

(Folstein, 

Folstein, & 

McHugh, 1975) 

Active engagement with life 

Social support Connections: 

monthly contact 

with three or more 

close friends or 

relatives 

6 items related to social 

network based on the 

items, and emotional 

and instrumental 

support based on the 

items used by  

Instrumental and 

emotional support 

(Seeman, et al., 

1996; Sung & 

Cho, 2005) 

Degree of 

interacting with 

environment and 

engaging with 

social activities: 

5 items 
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(Seeman, Bruce, & 

McAvay, 1996) 

 

Spirituality 

(Daaleman & 

Frey, 2004; HO, 

1994) 

Productive 

activities 

Involvement in any 

productive 

activities including 

paid work, care of 

(grand) children, 

volunteering, and 

house work 

Involvement in any of 

the productive activities 

including paid work,  

caring for  (grand) 

children, volunteering, 

house work, learning 

and club activities 

(Herzog, Kahn, 

Morgan, Jackson, & 

Antonucci, 1989) 

Paid work, 

volunteer work, 

group activity, 

housework, caring 

for grandchildren 

(Herzog, et al., 

1989) 

Psychological factor 

Psychological 

health 

 Depression (Dupuy, 

1978), life satisfaction 

(Diener, Emmons, 

Larsen, & Griffin, 

1985), self-efficacy 

(Rodin & McAvay, 

1992) 

Self-efficacy 

(Seeman, Rodin, 

& Albert, 1993), 

life satisfaction 

(Diener, et al., 

1985) 

Emotional 

vitality (Penninx 

et al., 1998), 

depression 

(Yesavage et al., 

1983) 

Subjective successful ageing 

I am ageing 

successfully 

(ageing well) 

I am ageing 

successfully 

(ageing well): 4-

point Likert scale 
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Table 3.2 Description of the content of the instrument 

Domain Definition Measure Item Response category Chronbach’s α /reference 

Life satisfaction  

Life 

satisfaction 

(dependent 

variable) 

Global life satisfaction SWLS (Satisfaction with Life Scale) 

(Diener, Emmons et al. 1985) 

Korean translation by Kim and Kim (1997) 

 

5 5 point Likert scale Two samples (176 and 163) of 

undergraduate students in the  USA 

(Diener, et al., 1985): .87 

324 elderly in two cities of Poland 

(Kostka & Jachimowicz, 2010): .84 

157 Korean, elder-family caregiver 

dyads (Kim, Reed, Hayward, Kang, & 

Koenig, 2011): .76 

207 first-generation Korean immigrants 

(Park, Roh, & Yeo, 2012): .88 

Successful ageing   

1) Objective measure  

Low risk of disease and disability including risk factors of disease 

Disease Number of chronic diseases 

currently diagnosed 

Chronic diseases currently diagnosed among the 

leading causes of death in older populations  (cancer, 

heart disease, hypertension, diabetes, cerebrovascular 

disease, pneumonia, chronic obstructive pulmonary 

disease, and liver disease) 

1 Open-ended  (Kim, et al., 2009); (Shin & Lee, 2009) 

Disability Hearing loss  Hearing problems which interfere with day-to-day 

living 

1 1=Not at all 

2=A little 

3=A moderate amount 

4=Very much 

5=An extreme amount 

(Seidel et al., 2009) 

Vision problems Poor eyesight which interferes with day-to-day living 1 

Smoking Current smoking status Whether or not a current smoker  1 1=Current smoker 

2=Former smoker 

3=Never  

(Korean National Health Survey, 2011) 

Drinking Frequency of alcohol 

consumption 

Frequency of  alcohol consumption  1 1=Never 

2=Less than one time/mth 

file:///I:/CHAPTERS/eunhee%20Chapter%203%20methodology%200801.doc%23_ENREF_13
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3=About once a month 

4=About 2-4 times/mth 

5=About 2-3times/mth 

6= More than 4 times/wk 

Exercise  Frequency of exercise  Frequency of exercising more than 30 minutes per 

week 

1 1= Never 

2= More than 5 days/wk 

3= 3-4 days/wk 

4= 1-2 days/wk 

Obesity BMI Calculating from self-reported height 

and weight  

BMI = weight (kg) / [Height (m) x Height (m)] 

2 height, weight (open-ended) (Hank, 2011; Huh et al., 2011; Pruchno 

& Wilson-Genderson, 2012) 

High physical and cognitive functioning 

Physical 

functioning 

Activities of daily living, 

dependence on medicinal 

substances, energy/fatigue, 

mobility, pain and discomfort, 

sleep and rest, work capacity 

Physical functioning scale on the WHOQOL-BREF 

questionnaire 

7 5 point Likert scale 286 Spanish elderly (Lucas-Carrasco, 

Laidlaw, & Power, 2011): .80  

192 Canadian and 469 Norwegian 

elderly (Kalfoss, Low, & Molzahn, 

2008): .89~.87  

538 respondents, including 171 

outpatient and 367 healthy subjects 

(Min, Lee, Kim, Suh, & Kim, 

2000): .76  

Cognitive 

functioning 

The ability of cognitive 

behaviours related memory 

function 

Ability to:  

1) Remember things without difficulty 

2) Remember where one put something  

3) Find the right word when talking 

3 1=Not at all 

2=A little 

3=A moderate amount 

4=Very much 

5=An extreme amount 

(Strawbridge, et al., 2002; Sung & Cho, 

2006) 

Active engagement with life 

Social 

support 

Social support from family, 

friends and significant other 

Multidimensional Scale of Perceived Social Support 

(Zimet, Dahlem, Zimet & Farley, 1988) 

12 5 point Likert scale (modified 

from 7 point Likert scale as a 

result of the pilot study of this 

project) 

275 undergraduates from one 

university in the USA (Zimet, Dahlem, 

Zimet, & Farley, 1988)Zimet, Dahlem 

et al. 1988): .88 T; .72 FA; .85 FR; .75 

SO 

file:///I:/CHAPTERS/eunhee%20Chapter%203%20methodology%200801.doc%23_ENREF_59
file:///I:/CHAPTERS/eunhee%20Chapter%203%20methodology%200801.doc%23_ENREF_59
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170 college students in the USA 

(Dahlem, Zimet, & Walker, 1991): .91 

T; .90 FA; .94 FR; .95 SO  

2015 high school students in HK 

(Cheng & Chan, 2004): .78 FA; .76FR; 

69 SO 

 

(T: the total of three subscales, 

FA=family support, FR=support from 

friends, SO=significant others) 

Productive 

activities 

Participation in activities, 

which generate goods and 

services or improve capacities, 

regardless of being paid for or 

not 

Involvement  in  part-time and full-time jobs, taking 

care of grandchildren, volunteering, school alumni 

meetings,  religious activities  and other regular club 

activities 

7 1= No 

2= More than 5 days/week 

3= 3-4 days/week 

4= 1-2 days/week 

5= 1-2 days/month 

6= 5-6 days/year 

7= 3-4 days/year 

8= 1-2 days/year 

(Glass, Seeman, Herzog, Kahn, & 

Berkman, 1995); Sung & Cho, 2005; 

(McLaughlin, et al., 2010) 

Psychological factor 

Psychologic

al health 

Bodily image/appearance, 

negative feelings, positive 

feelings, self-esteem, 

spirituality, concentration 

6 questions of physical functioning scale on the 

WHOQOL-BREF questionnaire 

6 5 point Likert scale  

 

 

 

 

- 286 Spanish elderly (Lucas-

Carrasco, et al., 2011): .76 

- 192 Canadian and 469 Norwegian 

elderly (Kalfoss, et al., 2008): .81.   

- 538 respondents, including 171 

outpatient and 367 healthy subjects 

(Min, et al., 2000): .80  

Subjective measure 

Subjective 

successful 

ageing 

Self-assessment if ageing 

well/successfully 

I am ageing successfully (or ageing well) 1  5 point Likert scale  (Strawbridge, et al., 2002) 

Socio-demographic characteristics 

Age Chronological age  Current age 1 Open-ended 

file:///I:/CHAPTERS/eunhee%20Chapter%203%20methodology%200801.doc%23_ENREF_10
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Gender Male or female Male/female 1 1=Male  2=Female 

Marital 

status 

Current marital status Whether or not being currently married   1 1=Married/De facto         

2=Divorced/separated 

3=Widowed 

4=Other 

Children The number of a child The number of child 1 Open-ended  

Religion 

affiliation 

Current religion Whether or not being affiliated with a religion 1 1. Agnostic/Atheist 

2. Protestant 

3. Roman Catholic 

4. Buddhist 

5. Other 

Socio-economic characteristics 

Education The highest level of education 

you have completed or are 

currently enrolled in 

Highest level of education completed 1 1=None 

2=Seudang/hanack 

3=Primary school 

4=Middle school 

5=High school 

6=College (2-3 years) 

7=University (4 years) 

8=Graduate school 

House 

tenure 

The ownership of the dwelling 

where you currently live 

Ownership of the dwelling where currently live 1 1=Owned by household 

2=Rented (monthly rent) 

3=A house on a deposit basis 

4=Government subsidised  

5=Other  

Occupation Main occupation for most of 

the life 

Previous occupation before retirement 1 Open-ended  

Life event 

Life events Events experienced in the last 

12 months 

Events happened  in the last 3 years  

1) Death of close friends and family 

2) Severe injury of self  

3) Severe illness/injury of  close friends and family 

4) Negative events with relationships  

5) Negative financial circumstances  

6) Other 

6 1= Yes 

2= No 
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Risk of disease and disability 

This study operationalised disease as the number of self-reported chronic diseases from 

among the major leading causes of death in the older population. Disease is frequently 

measured by the number of diseases, and self-reported presence or absence of major 

chronic diseases such as cancer, diabetes, and heart disease (Jeon, et al., 2012; 

Strawbridge, et al., 2002; Sung & Cho, 2005; Young, et al., 2009). Most social science 

studies rely on self-reported morbidity because it is not easy to take medical records 

into account in large surveys of community-dwellers (Puts, Deeg, Hoeymans, Nusselder, 

& Schellevis, 2008). Although it is argued that prevalence or number of diseases by 

self-report is likely to be lower than actual prevalence in medical records, the trends of 

increasing morbidity across diseases in older populations are similar between self-

reported and actual medical records (Crimmins et al., 2005; Parker, Ahacic, & 

Thorslund, 2005).  

Disability was operationalised by sensory loss, particularly hearing and vision in this 

research. It is common to measure the ability of daily living (by the ADL scale) (Katz, 

Downs, Cash, & Grotz, 1970), and the instrumental activities of daily living (by the 

IADL) (Lawton & Brody, 1969) for older people. Despite the popularity of these scales, 

hearing and vision problems/loss were selected for this study in order to avoid 

overlapping the concept of disability with physical functioning which includes the items 

such as capacity of daily living, mobility and energy.  

Risk factors of disease and healthy behaviours are considered to be a crucial domain in 

health promotion. Rowe and Kahn (1987, 1997) underlined the importance of healthy 

lifestyles in maintaining health and achieving successful ageing in later life. These are 

measured through smoking, alcohol consumption, obesity/underweight, and exercise in 
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this study. In a large scale survey research, this information is commonly measured by 

one or two items for each domain, asking frequency (e.g. exercise, drinking) or 

involvement in certain activities (e.g. smoking). Compared to other successful ageing 

studies, this study incorporated a high number of risk factors and healthy behaviours 

including smoking, alcohol consumption, exercise and normal weight. 

Physical and cognitive functioning 

There are a range of reliable measures of physical functioning. As noted earlier, ADL or 

IADL are popular measures of physical functioning or disability in ageing research 

(Clark et al., 2009; Crews & Campbell, 2004; Fuller-Thomson, Yu, Nuru-Jeter, 

Guralnik, & Minkler, 2009). Despite the wide use of these measures in older 

populations, they are generally about basic activities in everyday life or relatively lower 

levels of physical functioning (e.g. ADL; bathing, dressing, toileting, transferring, 

continence, and feeding; IADL: using telephone, shopping, preparing food, 

housekeeping, doing laundry, using transportation, taking medication, and handling 

finances). Thus, these measures are more appropriate for older adults in care facilities, 

who are frail or disabled to some extent, or need clinical treatment (Cohn, Fredrickson, 

Brown, Mikels, & Conway, 2009; Shelkey & Wallace, 1998). Another widely accepted 

measure is the Short Form Health Survey (SF-36, SF-12: (Diener, 2000), which 

includes physical and mental health scales. However, previous studies that have 

employed this scale frequently do so to evaluate health outcomes of general patients. On 

the other hand, the WHOQOL-BREF survey (Diener, Napa-Scollon, Oishi, Dzokoto, & 

Suh, 2000) assesses quality of life and is also commonly used in general population. 

Among the four domains (physical health, mental health, social relationships, and 

environment) of this survey, physical health evaluates various facets such as energy and 

fatigue, mobility, pain and discomfort, work capacity and sleep and rest and includes 
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fairly simple seven items. Thus, this is more suitable for the community-dwelling elder 

population, who have no or fewer ADL-IADL difficulties.  

With respect to measure cognitive functioning, the Mini Mental State Examination 

(MMSE) (Berkman, Glass, Brissette, & Seeman, 2000) is a clinical assessment tool 

used most frequently for screening cognitive impairment with older adults, particularly  

dementia (Cummings, 1993). Hence, the effectiveness of examining the threshold of 

dementia may be limited in a study targeting fairly healthy elderly. Moreover, this 

examination should be administered by a researcher or an examiner for five to ten 

minutes, thus excludes the use of a self-reporting questionnaire. In the context of 

successful ageing research based on Rowe and Kahn’s model, Strawbridge and 

colleagues (2002) used three items regarding memory to measure cognitive functioning, 

which has since been applied in other Korean successful ageing studies (Jeon, et al., 

2012; Sung & Cho, 2005). These items have been shown to be an effective self-report 

measure of cognitive functioning of older adults.  

Engagement with life 

Social support is measured and defined with various terms such as social network, 

social ties, and social relationships. Consequently, diverse scales measuring them have 

been applied, such as sources (Zimet, et al., 1988), types (Norbeck, Lindsey, & Carrieri, 

1981), and directions and types (Shakespeare-Finch & Obst, 2011) of social support. 

Among the diversity of social support measures, the multidimensional scale of 

perceived social support (Zimet, et al., 1988) was chosen for this study, because it was 

the most appropriate in terms of length of the survey and the purpose of this project 

comparing the rural and urban elderly. Compared to the Korean urban elderly, the rural 

elderly are generally considered to have closer relationships with neighbours but live 
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apart from their adult children. Consequently, these different features might reflect 

differing relative importance of the sources of social support (e.g. family, friends, and 

significant others) between the rural and urban settings. 

Productive activities includes not only paid work, but also irregular work, and unpaid 

work (Menec, 2003). Researchers generally assess this construct through the number, 

frequency, or involvement with a variety of productive activities such as paid work, 

volunteer work, religious activities, club activities, alumni meeting, policy related 

activities and recreational activities (Holahan & Velasquez, 2011; Jeon, et al., 2012; 

Morrow-Howell, 2010; Strawbridge, et al., 2002; Sung & Cho, 2005; Young, et al., 

2009). From these options, this study chose part-time and full-time jobs, taking care of 

grandchildren, volunteering, school alumni meetings, religious activities and other 

regular club activities. As a result of the pilot study, policy activities and housework 

were deleted. This was due to a low number of people actively involved in policy 

activities, while house work was markedly skewed by gender and thus could be a biased 

criterion of involvement in productive activities. Although the response categories for 

these questions were designed to ask the frequency of participation in these activities, 

these responses were then transformed into a dichotomous variable (yes or no). This 

was done to prevent participants from responding with a ‘yes’ for an activity even 

though they may rarely partake in the activity. Thus while the initial question design 

upheld the accuracy of the data, the dichotomous variable assisted with further 

statistical analyses (see section 3.4.5). Accordingly, these measures provided the degree 

of active engagement with society and life. 



85 

 

 

 

Psychological health 

Although this domain was incorporated as being an addition to the Rowe and Kahn 

(1987, 1997)’s model, other studies on successful ageing have employed psychological 

health related factors (Jeon, et al., 2012; Sung & Cho, 2005; Young, et al., 2009). A 

number of measures for psychological health have been used, yet it can be broadly 

classified as positive or negative aspects of psychological health. Positive aspects of 

psychological health have been measured in various ways, such as resilience, self-

efficacy, life satisfaction and psychological wellbeing, while depression has gained 

great popularity as a measure of a negative aspect of psychological health. This study 

applied depression, resilience, and self-efficacy scales during the pilot study. However 

these scales accounted for a large proportion of the multivariate survey, and many of 

them included relatively similar questions within a scale, which led the participants to 

decrease their interest in the questionnaire or to stop responding altogether. Thus, to 

reduce the length of questionnaire for older adults, but to include positive and negative 

aspects of psychological health, the psychological health domain of the WHOQOL-

BREF instrument was chosen for this study, which includes six items comprising both 

positive and negative aspects of psychological health.  

Life satisfaction 

Among validated and reliable scales developed to date, the Satisfaction With Life Scale 

(SWLS) is thought be one of the most popular scale (Diener, et al., 1985), which is a 

short five item survey with a 7-point Likert scale for overall judgment of life 

satisfaction. This scale has been accepted cross-culturally by translating into over 29 

languages and being employed a wide range of population over the world. As another 

multidimensional approach, Ryff’s (1982, 1989) psychological wellbeing scale includes 
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six dimensions: autonomy, environmental mastery, personal growth, positive relations 

with others, purpose in life, and self-acceptance. The Life satisfaction Index (LSI) also 

comprises multidimensional factors, and various versions have been developed, hence 

widen the availability of length of survey from 12 to 35 items, as well as survey 

population including a version for those over 50 years old. Three language translations 

were also available in this scale including English, Chinese, and Japanese. Although 

these two scales are reliable and comprises multiple factors, a large number of items 

may lead to difficulties in applying large scale surveys with questions of various 

domains for the older population and lower a survey participation rate. 

Definition of successful ageing 

Rowe and Kahn (1987, 1997, 1998) described successful agers as those who satisfy all 

three dimensions of successful ageing. However, as noted Chapter 2, criticisms of this 

concept have highlighted the low proportion of successful agers who could meet all the 

dimensions of successful ageing according to this definition, as well as the strong 

emphasis on biological health to the exclusion of other types of aspects of successful 

ageing (Masoro, 2001). More importantly, this concept cannot embrace individuals who 

have disease or disability, but who may meet the criteria of the other dimensions and 

age successfully.  

To fill this gap, this study applied the multidimensional perspectives of successful 

ageing from Rowe and Kahn’s model, but extended the model by adding a new 

dimension, high levels of psychological health (Figure 3.5), and by modifying the 

definition of successful agers. Successful agers were variously defined as those who 

meet not only all criteria of all four dimensions, but also satisfying all domains within 

each single dimension, as well as any combinations of four dimensions of successful 
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ageing, rather than including only those meeting the criteria of all dimensions. This 

approach will help to understand the heterogeneity of successful ageing in the older 

populations and how the proportions of successful agers who meet the criteria of single 

or various combinations of dimensions of successful ageing vary among the rural and 

urban elderly. 

 Figure 3.5 An adapted model of successful ageing showing the location of definitional 

areas and areas of overlap  

 
Modified from Rowe and Kahn’s model (1997) 

1&2&3: Rowe and Kahn’s definition of successful ageing (1987, 1997) 

4: The added dimension to Rowe and Kahn’s model 

This research also applies the terms ‘successful ager’ and ‘usual ager’, as established by 

Rowe and Kahn (1987), and provides operational definitions of each term (Table 3.3). 
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Rowe and Kahn (1987, 1997) did not provide an operational definition of successful 

ageing, but did conceptualise the dimensions that incorporated successful ageing and 

provided definitions of successful and usual agers. Thus, this study defined the working 

definitions of the dimensions of successful ageing based on their model with this model 

extended to include a dimension, psychological health. 

Table 3.3 Operational definition of successful ager 

Domain Successful ager Usual ager 

1. Risk of disease/disability  

Disease  

Number of chronic diseases 

currently diagnosed among the 

diseases of leading causes of death 

among the elderly 

One or more chronic diseases currently 

diagnosed 

Disability 

Not having major problems related 

to hearing and visual function in 

daily living 

Having major problems related to hearing 

and visual function in daily living 

Smoking Currently non or former smoker Current smoker 

Alcohol 

consumption 

Consuming alcohol less than 3 

times a week 

Consuming alcohol more than 4 times a 

week 

Normal weight 
18.5 ≤ BMI < 24.9 BMI ≥ 25, < 18.5  

(underweight, overweight, and obese) 

Physical inactivity 
Exercise three times or more per 

week for 30 minutes and more 

Exercise less than three times per week for 

30 minutes and more 

2. Physical and cognitive functioning 

Physical functioning Mean score of 7 items: 3 and above Mean score of 7 items: less than 3 

Cognitive 

functioning 

Sum score of three items = 15 and 

above 

Sum score of three items = less than 15 

3. Active engagement with life 

Family support Mean score of 4 items: 3 and above Mean score of 4 items: less than 3 

Social support from 

friends Mean score of 4 items: 3 and above 

Mean score of 4 items: less than 3 

Social support from 

significant others 

Mean score of 4 items: 3 and above Mean score of 4 items: less than 3 

Productive activity 
Involving in one or more 

productive activities among 8 items 

Not involving in any productive activities  

among 8 items 

4. Psychological factor 

Psychological health Mean score of 6 items: 3 and above Mean score of 6 items: less than 3  
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3.3.4. Data  collection  

Survey method 

The quantitative research stage used face-to-face interviews as a survey completion 

method because it was identified as the most suitable survey method to gather data from 

the older population. Although this survey method is likely to be time and resource 

intensive, it has a number of advantages. As the most reliable among the survey data 

collection methods (Morris, 2006), compared to telephone, mail or online surveys, this 

method tends to maximise the response rate (Groves, et al., 2009) and permit the use of 

a complex or longer questionnaire (Neuman, 2011). Additionally, the face-to-face 

aspect of this study was able to eliminate or reduce some obstacles such as a poor 

understanding of questionnaire, poor reading skills or some physical difficulties such as 

vision loss that can occur in older populations. The ability to observe situations and 

surroundings and assess participants’ nonverbal communication was another main 

benefit of this method (Neuman, 2011). Interviewer bias, which is one of the 

disadvantages of this method, was less affected in this study, as all interviews were 

conducted by the researcher. Accordingly, this approach is most suitable for the present 

research as the target population is an older population that is most likely to respond 

best to a face-to-face method. 

Pilot study 

Before moving into the field work, conducting pilot studies is a critical initial step as 

indicated by the variety of definitions of pilot studies: a trial study to test reliability of 

validity of the research design; a smaller scale version of research before the actual field 

work to develop a larger scale; the initial research or trial run of testing a new 
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methodology or treatment (Blessing & Chakrabarti, 2009; Sproull, 2002). The pilot 

study in this study aimed at identifying any issues with the questionnaire; refining 

survey protocols; and building confidence in the feasibility of the data collection (Hall, 

2008; van Teijlingen & Hundley, 2001).  

The pilot study consisted of two phases: peer review; and a pre-test of those who fitted 

the sampling criteria of this study. First, the survey was administered to six people with 

academic qualifications within public health in order to gather feedback from persons 

within the field. The main problems identified in this stage were that the survey was too 

long for the elderly. Thus, some instruments were substituted with relatively shorter 

ones and those instruments that were similar to each other were omitted.  

The revised questionnaire based on the results of the first stage of the pilot study, was 

then administered with fifteen people from the target population in a middle sized city, 

Wonju, which has both characteristics of urban and rural settings. The pilot study was 

undertaken in three senior citizen centres in urban areas and in three senior citizen 

centres in rural areas. The researcher conducted individual face-to-face surveys, 

carefully observing participant’s reaction or responses to the questions and taking notes 

about problems from survey questions and the procedures of conducting surveys. It took 

on average one hour to conduct one questionnaire, ranging between 40 minutes and one 

and a half hours.  

The major issues that arose from this second stage of the pilot study were difficulties or 

ambiguity in the understanding of some questions or words. Like the peer review stage, 

the survey length was also a key problem, despite a considerable reduction in the length 

after the peer review. Furthermore, some of the major observations in the pilot study 

were that fewer elderly men visited senior centres and the gift, which was a pen that 
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also acted as an acupressure device was offered as a reward for participating in the 

study, but did not appeal to some elderly women.  

Based on the results of the pilot studies through the two stages, the researcher fully 

revised the questionnaire (Table 3.4). Most modifications concerned the deletion of the 

scales which can be substituted with the WHOQOL-BREF or SWLS which were 

already in the questionnaire. Additionally, seven point Likert scales were replaced by 

five point Likert scales as the majority of participants had difficulties working with 

seven point response options. Parks were also added as a study location as a possible 

solution for surveying men. Moreover, an alternative gift for participation in the study 

was offered, participants could choose either the pen or a small fabric bag as a token of 

appreciation. Therefore, the process of the pilot study improved the quality of the 

questionnaire, reduced the risk of procedural problems in data collection and increased 

the response rate and gender coverage.  
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Table 3.4. Summary of main changes in the questionnaire after the pilot study 
Subject Before After 

Words/sentences Ambiguous words/sentences Change to easy and clear 

words/sentences for the elderly 

Physical health Physical functioning domain of 

the SF-36 scale (Ware, Kosinski, 

Dewey, & Gandek, 2000): 7 

items 

Use the domain scale (physical 

health) of the WHOQOL-BREF 

which already existed in the 

questionnaire 

Three items about physical 

functioning used by Strawbridge 

and colleagues (2002) 

Psychological health General self-efficacy scale: 10 

items (Schwarzer & Jerusalem, 

1995), resilience (Connor & 

Davidson, 2003), depression 

(Radloff, 1977) 

Use the domain scale  

(psychological health) of the 

WHOQOL-BREF  

Subjective successful ageing 7 point Likert scale 

(from 1=very strongly disagree 

to 7=very strongly agree) 

5 point Likert scale 

(from 1=strongly disagree to 5= 

strongly agree) 

Study setting Senior citizen centre 

Senior welfare centre 

Senior citizen centre 

Senior welfare centre 

Park 

Token of appreciation Pen with acupressure device Pen with acupressure device; or 

Small fabric bag 

 

Survey administration protocol and data collection 

Survey protocols were developed to guide the interviews and provide information to 

senior welfare centres on how the research would be conducted. With regard to senior 

welfare centres, where there are administration staff, permission was requested by 

sending an official letter and email first, and following up with a telephone conversation. 

Once permission was gained, a date for the survey was determined through discussions 

with staff in the centres. With prior notice arranged, the survey was conducted. In senior 

citizen centres, the survey was conducted with the informed consent process.  

The survey was implemented from 26 May to 30 September 2012, after the changes and 

revisions were applied in the questionnaire based on the results of the pilot study. The 
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response rate was relatively high at 75%. All surveys commenced after distributing 

information about the project, which was delivered using both a research information 

statement sheet and verbal explanation, as well as gaining permission from participants 

by use of a consent form. The survey was then conducted in one of two ways depending 

on the participant’s choice: either the researcher stayed with the participants who 

completed the questionnaire and assisted them when they had a difficulty or a question; 

or the researcher interviewed participants and completed the questionnaire for the 

participant. Interestingly, most of participants in senior centres or parks were likely to 

want the researcher to interview them and to complete the questionnaire because most 

of them felt that this would be easier or they were not confident enough to complete the 

questionnaire independently. On the other hand, many participants in senior welfare 

centres, tended to complete the questionnaire by themselves.  

After surveys were completed, participants were asked to provide a postal or email 

address if they wanted a summary report of the project, and a gift was offered as a token 

of appreciation. Participants were also asked if they were interested in partaking in an 

interview which would be conducted in two to six month time. Interviewees for the 

qualitative phase of this study were selected from participants who provided this 

consent together with their contact details.   

3.3.5. Data Analysis  

Data preparation  

A codebook was first established with variable names, summary of questions, and value 

labels. Data were then entered on a case basis and saved as a SPSS file. After entering 

the data completely, errors such as misspelling, outliers or nonsense values which might 
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have occurred during the process of data entry, were checked by performing descriptive 

statistics.  

Table 3.5 Transformation of discrete variable 

Valuable Recode 

Gender 1 = Male, 0 = Female 

Marital status 1 = Married/ de facto/remarried 

0 = Divorced/separated/widowed 

Religion 1 = Religion affiliation (Christian, Buddhist, other) 

0 = No religion affiliation 

Negative life event related variables 1 = Experienced for last 3 years 

0 = No experience for last 3 years 

Education 1 = High school + 

0 = Less than high school 

House ownership 1 = Owned by household 

0 = A house on a deposit basis/ rented/ government 

subsidised/other 

Occupation  1 = Unskilled labour/ home duties 

0 = Professional/ white collar/ armed forces/ skilled labour 

BMI 1 = Normal weight range (18.5 ≤ BMI < 24.9) 

0 = Underweight (BMI: < 18.5), overweight (BMI ≥25, <29.9) 

obese (BMI ≥30) 

Exercise 1 = 3 to 4 times for 30 min+/wk , 5 times and more/wk 

0 = none, 1-2/wk, Less than 3 times/wk 

Smoking 1 = Current smoker, 0 = Former/non smoker 

Alcohol drinking 1 = 4 times and more/wk  

0 =  From never during last 12 months to less than 4 times/wk  

Hearing/vision problems 1 = Not at all/ a little 

0 = A moderate amount/ very much/ an extreme amount 

Cognitive funcioning 1 = Not at all/ a little 

0 = A moderate amount/ very much/ an extreme amount 

Productive activities Part-time and full-time jobs, taking care of grandchildren 

religious Activities and other regular club activities:  

  1=More than 5 days/wk,3-4/wk, 1-2/wk 

  0=1-2/mth, 5-6 days/yr, 3-4 days/year, 1-2 days/yr 

Volunteering: 

  1=More than 5 days/wk,3-4/wk, 1-2/wk, 1-2/mth  

  0=5-6 days/yr, 3-4 days/year, 1-2 days/yr 

School alumni meetings:  

1=1-6/ yr 

0=No 

Subjective successful ageing 1 = Strongly agree/ agree 

0 = Strongly disagree/ disagree/ neutral 
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To fix or eliminate these errors, the cases or variables which caused errors were 

searched by using ‘temp select if’ command, and values corrected by checking against 

the original questionnaires. To conduct multivariate analyses, categorical variables were 

recoded into dummy variables as shown in Table 3.5. 

 

Missing data 

Missing data is problematic in any research, however, no matter the research design or 

quality processes undertaken, it is almost inevitable to encounter missing data 

particularly in large scale or multivariate datasets (Baraldi & Enders, 2010; Peyre, 

Leplège, & Coste, 2011; Spratt et al., 2010; Sterne et al., 2009; White & Carlin, 2010; 

Zhou, Eckert, & Tierney, 2001). In this study, 26 cases out of 650 total cases were 

excluded from the analyses – these contained more than 50% of missing values or did 

not meet the inclusion criteria which was usually age (criterion) of under 65 years of 

age .  

There were common issues with the 26 deleted cases clearly indicating incomplete data: 

for example only the front pages of some questionnaires were completed as participants 

may not have realised that the survey was printed on both sides of the three pages; some 

participants could not complete their questionnaires because their classes started or their 

commuter bus was about to leave the senior welfare centre; while others stopped 

completing a questionnaire with the reasons of the length of the survey or their health 

problems such as being dizzy or having a headache. However, where possible, the 

researcher administered the questionnaire face-to-face which helped to keep the amount 

of missing values to a minimum. This assistance was particularly effective when 

participants were struggling with the length of the survey. The entered cases for the 
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analyses included 2.2% missing values which were those that remained unanswered or 

were answered inappropriately with two or more response categories. 

Missing values were treated in different ways across the two separate chapters of 

quantitative research results. For the initial quantitative research analysis (Chapter 4), 

cases with more than 50% of the missing values were excluded from the analyses. In the 

next stage of analysis (Chapter 5) a multiple imputation procedure (Rubin, 1987) was 

selected among various imputation methods to analyse a complete dataset. Using the 

same technique for dealing with missing data used in the first chapter of quantitative 

research led to a different total of cases in each variable in this latter (second) chapter, 

because of the exclusion of missing values. Thus, it was possibly to meaningfully 

compare the proportions of successful agers by various combinations of the dimensions 

of successful ageing in line with the intent of the research questions. 

Although multiple imputation is demanding computationally, this method is one of the 

most recent and advanced methods among the techniques of imputing missing values 

(Baraldi & Enders, 2010). By producing multiple complete-datasets with imputed 

values, this method is far more reliable than single imputation methods and more 

importantly, immensely reduces biases of parameter estimates by estimating uncertainty 

of parameter estimates in a reasonable way (Baraldi & Enders, 2010; Graham, 

Olchowski, & Gilreath, 2007; Schlomer, Bauman, & Card, 2010). Therefore, these two 

methods of handling missing values which were used in the two results chapters, helped 

adjust bias which may have arisen from missing values and subsequently prevented the 

loss of information. 
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Statistical methods of data analysis 

Quantitative data were analysed using the SPSS (Statistical Package for the Social 

Sciences) software version 21. The quantitative results are presented in two chapters as 

previously indicated. 

First chapter of quantitative data analysis 

a. T-test and chi-square test: analyse the difference in the domains within 

the dimensions of successful ageing between the locations (rural/urban); 

b. Correlation analyses: investigate the relationships between identified 

variables;  

c. Hierarchical multiple regression analyses: examine the extent to which 

dimensions of successful ageing predicted life satisfaction 

 

Second chapter of quantitative data analysis 

a. Chi-square: examine the differences in the percentage of successful agers 

between the rural and urban elderly 

3.4. Phase 2: Qualitative Research  

A qualitative approach was applied in the second phase of the sequential explanatory 

mixed methods design. Qualitative research explores the behaviours, attitudes, beliefs 

and views that are derived from sharing culture, thereby providing rich detail to describe 

phenomena embedded in local contexts (Creswell, 2013; Denzin & Lincoln, 2011; 

Johnson & Onwuegbuzie, 2004; Merriam, 2009). This phase of the study was aimed at 

explaining significant results of the initial quantitative research by investigating older 
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people’s perspectives of successful ageing in Korea. Thus, the qualitative research 

method in this study helped deliver a holistic and deeper understanding of the complex 

phenomena of successful ageing across the rural and urban elderly population. 

3.4.1. Recruitment of participants and sampling 

The interviewees were recruited from participants who completed the questionnaire in 

the first phase of the study. During quantitative data collection, participants who 

expressed interest in partaking in the interview were asked to provide their contact 

information. A total of 147 participants (23.6% of the total participants) provided their 

contact information, and among them 25 participants, including 12 from rural and 13 

from urban areas, were selected for an interview. Quota sampling by location, gender 

and age was employed to identify the interviewees, in order to include a similar number 

of male and female elderly aged either under 75 years or 75 years and above in each 

rural and urban setting. Gaining consent for the interview was relatively easy, because 

the participants had already met the researcher through participating in the 

questionnaires. Over 79% of those who were contacted agreed to participate in the 

interview and the main reasons for refusing the interview was appeared to be health 

problems.   

In qualitative research, the adequacy of sampling is prioritised over obtaining a large 

sample size (Onwuegbuzie & Collins, 2007). However, a guideline of three participants 

per subgroup is suggested as a minimum sample size (Onwuegbuzie & Leech, 2007) 

and 12 participants for interview (Guest, Bunce, & Johnson, 2006). The sample size of 

this qualitative phase was appropriate based on these suggestions.  
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3.4.2. Interview method 

Interviews are the most popular and commonly used strategy for qualitative data 

collection, and a core tool of qualitative research (Bryman, 2012; DiCicco‐Bloom & 

Crabtree, 2006). Semi-structured interviews were employed in this study as they 

provided scope to explore interviewees’ perspectives in a thorough way. This is because 

of the flexible nature of this interview method which allows questions to be prepared 

beforehand while also allowing the researcher to use probing and follow up questions 

during the interview (Qu & Dumay, 2011). These advantages of this method helped 

capture and understand perspectives and views of successful ageing among the rural and 

urban elderly. 

Consistent with the sequential explanatory mixed methods design of this study, the 

significant results from the quantitative research informed and guided the development 

of the interview questions. The interview questions included open-ended questions 

related to perspectives of life satisfaction and successful ageing, as well as significant 

factors identified through the quantitative component of the research including family 

support and psychological health. Furthermore, close-ended questions were asked about 

background information such as marital status, family size, education, home ownership, 

and (previous) occupation (see Appendix 2). The structure and order of the questions 

were carefully checked to encourage the interview to flow smoothly. The range of data 

collected through the interviews produced rich data to understand and interpret 

individuals’ real life experience, and values or perspectives, despite its labour-intensive 

and time-consuming nature (Johnson, 2002). 
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3.4.3. Data collection 

The face-to-face interviews were implemented with 25 rural and urban elderly from 3
rd

 

December 2012 to 15
th 

January
 
2013. The arrangements about the date, time, and place 

for the interview were made with the potential interviewees by phone, and were decided 

according to their preferences. The interview was preceded by observation about the 

interview locations, and attitudes and appearance of the interviewee with a short 

informal talk. An informed consent form was then completed which included a request 

for permission to record the interview, as well as an explanation about the research 

purpose and topic. The data collection comprised three aspects: audio recording made 

during an interview; brief and quick field notes during the interviews; and full field 

notes after an interview about special conditions or circumstances, feelings, 

interpretations, and comments. Interviews took approximately 30 minutes on average, 

ranging from 20 minutes to one hour. Based on the sequential mixed methods procedure, 

the researcher had already met the participants, and had visited and spent some time at 

senior citizen or welfare centres in the settings and during the surveys. This allowed the 

interview to run smoothly in these locations, thereby helping gain an understanding of 

the participants and the interviewees’ settings.   

3.4.4. Quality of interview 

The planning of interviews in this study complied with the suggestions of Shensul 

Shensul, and LeCompte (1999) for good quality of the interviews. First, it ensured that 

the flow of interviewees’ stories was not disrupted by interviewer interruptions and by 

allowing the interviewees to ask questions during interviews in order to understand the 

topic. Second, positive relationships were maintained between the researcher and 

interviewees during the interview. As the participants previously met the researcher for 
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the survey, they showed relatively favourable attitude toward the interview. Finally, the 

researcher bias was minimised by the researcher interviewing all participants within a 

short period of time, thereby enhancing interview reliability. By complying with these 

strategies, a sound standard of interview quality was achieved in this study. 

3.4.5. Data Analysis 

This project applied thematic analysis to analyse the qualitative data, which involved 

identifying and analysing patterns (themes), subtle trends, connections and findings 

within the data through coding and categorising techniques (Braun & Clarke, 2006; 

Denardo, 2005). The analytical procedure followed in this study complied with Braun 

and Clarke (2006)’s guide for thematic analysis, and was conducted using NVivo, 

version 9. 

Phase 1. Initial reading: Once all recorded interviews were transcribed into electronic 

word documents, the researcher listened to the recording and read the transcripts 

repeatedly and actively, by highlighting important quotes and searching for meanings 

and patterns in the texts. Although this process is time consuming, Braun and Clarke 

(2006) emphasise the importance of this phase as it allows the researcher to become 

familiar with all aspects of the data set and to develop codes in the future phases.  

Phase 2. Coding in each group: All transcripts were entered into NVivo (state 

versionhere) qualitative software programme to develop codes. This software is widely 

available and has gone through a series of versions suggesting the software has 

improved over time (Welsh, 2002). The use of qualitative analysis programs are an 

efficient way to manage qualitative data, as it contains functions to assign codes in a 

simple way, to connect codes to interviewees, and to show the codes visually (Denardo, 
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2005). Before entering all transcripts into NVivo, participants were classified by groups, 

depending on which criteria among the four dimensions of successful ageing they met.  

Phase 3. Creating factors within a group: Before creating themes from all interviews 

across the groups, factors were identified within each group,. This was done by 

clustering related codes under relevant ideas or factors. The processes of creating 

factors, and merging, separating or deleting codes, was simply conducted by handling 

nodes (same concept of codes) in NVivo software.  

Phase 4. Creating themes across the groups: Once each group had their individual 

factors in phase 3, these factors were clustered and combined into overarching themes 

across the groups in phase 4, in order to explore the trends and relationships across the 

groups.  

Phase 5. Review and refine themes: This phase involved reviewing and refining the 

established codes, factors and themes. The main criteria used to judge the suitability of 

factors and themes was the extent to which the codes or data within themes were 

meaningfully coherent with each other. In contrast, the heterogeneous relationships 

between themes must be evident so that themes can be clearly distinguished from each 

other (Braun & Clarke, 2006; Patton, 1990). 

Phase 6. Define and name the themes: At this stage, the core points of each factor, 

theme or overall structure of the explanation were identified, and descriptive names for 

themes were developed and the data labelled.   
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3.5. Data integration 

Data integration refers to the point at which the results from both quantitative and 

qualitative research methods are drawn together for interpretation and discussion 

(Ivankova, Creswell, & Stick, 2006). However, the two different methods were mixed 

from the beginning stages of the research. For example, both methods influenced the 

conceptualisation of the research aims and the development of the research questions. 

Furthermore, during the intermediate stage of this research, the interview protocol of the 

qualitative research was grounded in the findings of the quantitative research. In 

accordance with the procedure of the sequential explanatory mixed methods design, the 

results amassed from both the quantitative and the qualitative research analyses were 

integrated in the discussion section of the dissertation through combining and 

interpreting outcomes of both data sets. Integrating data from the two different methods 

has made the research inquiry richer and stronger and provides a deeper understanding 

of successful ageing in Korea. 

3.6. Ethical Considerations 

The implementation of this proposed research project complies with the ethical 

guidelines of the National Statement on Ethical Conduct in Research Involving Humans. 

Conducting research in accordance with ethical principles and codes is fundamental in 

scientific inquiry to avoid risk of any harm, marginalisation or disempowerment, and 

encroachment on people’s rights (Creswell, 2009; Kjellstrom, Ross, & Fridlund, 2010). 

Consequently, a study that upholds ethical standards throughout the entire research 

process benefit both the researcher and the participants (Creswell, 2009; Orb, 

Eisenhauer, & Wynaden, 2001). To conduct this research, the researcher applied for 

ethical clearance from the Griffith University Human Research Committee based on the 
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provisions of the National Statement of Ethical Conduct in Research Involving Humans. 

The following ethical issues were carefully considered during the entire process of this 

proposed project:  

1) Research purposes and questions: The benefits and importance of this study was 

clearly stated under ethical rationale (in the literature review section) and the 

participants will be informed of this.   

2) Data collection: The research procedures used in this study ensured that 

participants had the right to participate voluntarily, withdraw at any time, ask 

questions, and obtain the study results. An informed consent form and 

information sheet was given to all participants which included the purpose and 

significance of the study. Personal information was collected only for the purpose 

of this research based on lawful and fair means. The quantitative research 

respondents remained anonymous, but those who agree to participate in the 

qualitative research provided their contact details on a separate form from the 

questionnaire. Permission to conduct the research in the organisations (senior 

welfare institutions) was also sought from these organisations and once granted 

the researcher was not to disrupt the running and operations of the institutions 

during data collection.  

3) Data analysis: During coding, participants’ anonymity and confidentiality was 

carefully considered. The data from the qualitative research was written using 

acronyms. Data was stored in a locked filing cabinet and tape recordings of 

interviews were erased after they had been transcribed.  
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3.7. Conclusion 

Complementary research methods were carefully selected to achieve the aim of this 

study, understanding successful ageing among the rural and urban elderly in Korea. 

Using a comparative design, Seoul as an urban setting and rural areas of Gangwon 

province were selected as study locations. According to the procedures of the sequential 

explanatory mixed methods design, quantitative research was conducted first with a 

total of 650 older adults who were aged 65 and over and living in the community, after 

piloting of the survey instrument. The face-to-face survey was conducted in senior 

citizen centres, senior welfare centres and parks in compliance with the survey protocol. 

The questionnaire was developed with validated instruments that measured risk of 

disease and disability, physical and cognitive functioning, social support and productive 

activities, psychological health, life satisfaction and socio-demographic and SES factors. 

The operational definitions of successful and usual agers were also set for further 

analysis. Finally, after excluding incomplete questionnaires, 624 cases were used for the 

data analysis. Various statistical analyses were conducted using SPSS software, 

including hierarchal multiple regression, chi-square, and t-test procedures. 

During the second phase of this study qualitative research was conducted using quota 

sampling by gender, age, and location. A total of 25 interviewees were selected from the 

pool of participants who were willing to participate in the interview and provided their 

contact information. Face-to-face semi-structured interviews were conducted with 

questions informed by the significant results of the quantitative research. The quality of 

interviews was ensured by complying with the suggestions of Shensul and colleagues 

(1999). The collected data was analysed, using NVivo qualitative software through the 

application of a thematic analytic method. This analysis was undertaken both within and 
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between identified groups of participants to develop the depth and credibility of 

explanation. 

The final integration of the data from both the quantitative and qualitative research 

phases will occur in the discussion chapter as the third phase of the research procedures. 

The entire process of this project complied with the ethical guidelines of the National 

Statement on Ethical Conduct in Research Involving Humans. Strategies were 

developed to moderate any limitations that emerged in the study, which strengthened 

the research methods and ultimately produced valuable insights that helped to meet the 

aim of this study. The next chapters move on to present the results of the research and 

discuss these findings.  
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4. Chapter 4. Results I: Relationships between successful ageing 

and life satisfaction 

 

4.1. Introduction 

Having established the rationale and methodology of the research in preceding chapters, 

this chapter presents results relating to the relationships between the dimensions of 

successful ageing and life satisfaction. The chapter commences with a the preliminary 

analysis of the similarities and differences between the rural and urban elderly with 

regard to life satisfaction, dimensions of successful ageing, socio-demographic and 

economic factors. Based on this information, relationships between life satisfaction and 

the dimensions of successful ageing are then explored through statistical approaches, to 

determine the relative importance of the dimensions of successful ageing in achieving 

greater life satisfaction. An overview of this chapter is provided in Table 4.1 including 

the research questions, hypotheses, and statistical analyses. 
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Table 4.1 Overview of the chapter 

 

4.2.  Background Information on the sample 

Preliminary analyses was conducted using descriptive and inferential statistics to 

investigate socio-demographic characteristics and socio-economic status (SES); life 

satisfaction; and the dimensions of successful ageing. These results provided the 

background information on the sample, identifying similarities and differences in these 

variables between the rural and urban elderly participants in this study. As noted in the 

methodology, the number of responses to each question are presented, indicating some 

missing responses. 

Section Research question Hypothesis 
Statistical 

approach 

Control variable: Background information (socio-demographic characteristics and SES) 

 

descriptive 

statistics 

Dependent variable 

Life satisfaction  

Are there differences in levels 

of life satisfaction between the 

rural and urban elderly? 

There will be a significant difference 

in life satisfaction between the rural 

and urban elderly 

t-test 

chi-square 

Independent 

variable Dimensions 

of successful ageing  

Are there significant 

differences in the dimensions 

of successful ageing between 

the rural and urban elderly? 

There will be significant differences 

in the dimensions of successful 

ageing between the rural and urban 

elderly 

t-test 

chi-square 

Relationships 

between successful 

ageing and life 

satisfaction 

What is the extent to which 

dimensions of successful 

ageing can predict life 

satisfaction between the urban 

and rural Korean elderly? 

The dimensions of successful ageing 

will be associated with life 

satisfaction 

 

There will be different predictors of 

life satisfaction among the 

dimensions of successful ageing, 

between the rural and urban elderly 

correlation 

multiple 

regression 

 

hierarchical 

multiple 

regression 
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4.2.1. Socio-demographic characteristics  

Socio-demographic characteristics were similar between the rural and urban elderly. 

Table 4.2 shows the socio-demographic characteristics of the sample, including gender, 

age, marital status, the number of children and religion for all participants, as well as the 

rural and urban categories. Responses from a total of 624 persons were included in the 

statistical analyses, of which 298 (47.8%) were from rural areas and 326 (52.2%) were 

from urban areas. More women (69.1% rural; 58.3% urban) participated in this survey 

than men (30.9% rural; 41.7% urban), particularly in rural areas. The age of participants 

ranged from 65 to 96 years, with an average age of 74 years. The average age of the 

urban elderly (M = 74.52, SD = 5.98) was just over one year older than the rural elderly 

(M = 73.43, SD = 5.97), with higher percentages in the age categories of 80 to 84 years 

and 85 years and older. The majority of the participants were either married (55.0%) or 

widowed (41.2%). Those who were divorced or separated contributed only 4% and 

3.4% of the urban and rural elderly, respectively. The participants had slightly over 

three children on average, showing that the rural elderly (M = 3.40, SD = 1.57) had 

slightly higher average number of children than the urban elderly (M = 2.98, SD = 1.44). 

With regard to religious affiliation, in both settings, slightly less than a quarter were not 

affiliated with any religion (24.9% rural; 23.4% urban), although the percentages of 

participants who affiliated with Christian or Buddhist beliefs were different between the 

rural and urban elderly populations.  



110 

 

 

 

Table 4.2 Socio-demographic characteristics of the total, rural and urban samples 

Variable 
Total Rural Urban 

n % n % n % 

Gender       

Male 228 36.5  92 30.9 136 41.7 

Female 396 63.5  206 69.1 190 58.3 

Total  624 100.0 298 100.0 326 100.0  

Age M=74.00   SD=6.00 M=73.43     SD=5.97 M=74.52 SD=5.98 

65-69 162 26.0 86 28.9 76 23.3 

70-74 172 27.6 84 28.2 88 27.0 

75-79 159 25.5 78 26.2 81 24.8 

80-84 91 14.6 36 12.1 55 16.9 

85 and older 40 6.4 14 4.7 26 8.0 

Total  624 100.0 298 100.0 326 100.0 

Marital status       

Married/de facto/remarried 338 55.0 153 52.6 185 57.3 

Divorced/separated 23 3.7 10 3.4 13 4.0 

Widowed 253 41.2 128 44.0 125 38.7 

Total  614 100.0 291 100.0 323 100.0 

Children M=3.18 SD=1.52 M=3.40 SD=1.57 M=2.98 SD=1.44 

Religion       

Agnostic/Atheist 150 24.1 74 24.9 76 23.4 

Christian  261 42.0 109 36.7 152 46.8 

Buddhist 190 30.5 104 35.0 86 26.5 

Other 21 3.4 10 3.4 11 3.4 

Total  622 100.0 297 100.0 325 100.0 

 

4.2.2. Socio-economic status 

Table 4.3 shows socio-economic status (SES), which was determined by education, 

occupation and house ownership, for the total, the rural and the urban samples. While 

the socio-demographic characteristics of the rural and urban elderly were similar, some 

differences were found between the rural and urban elderly regarding SES. The highest 

level of education achieved was examined, and those who attained high school 

education or above accounted for 38.8% in the total sample. When comparing the rural 

with urban elderly, the urban elderly had a higher level of education, with the 
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percentage of those who achieved middle school education and above higher in urban 

elderly (65.5% urban; 48.4% rural). Occupations before retirement, which were divided 

into six groups according to an open-ended question, showed that the highest category 

was unskilled labour (36.9%), followed by home duties (31.7%) and white collar 

workers (23.4%) in the total sample. In the comparison between the rural and urban 

elderly, the percentages were similar for professionals, armed forces, and skilled labours. 

On the other hand, more rural elderly worked in unskilled labour (28.1% rural; 12.1% 

urban), while more urban elderly worked in white collar positions (19.9%  rural; 26.5% 

urban) or home duties (27.4% rural; 35.5% urban). A majority of participants lived in 

their owned home. A higher percentage of the rural elderly (82.8%) lived in their owned 

house than the urban elderly (69.0%). On the other hand, the percentages of the urban 

elderly who resided in a house on a deposit basis (16.6% urban; 5.1% rural) or living in 

a government subsidised housing (8.6% urban; 3.4% rural) were relatively higher than 

the rural elderly. The percentage of those living in a monthly rented house was similar 

between the rural (6.1%) and urban (4.9%) elderly. 
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Table 4.3 SES of the total, rural and urban samples 

Variable 
Total Rural Urban 

n % n % n % 

Education
a
       

None 68 10.9 44 15.2 24 7.6 

Seudang
b
 6 1.0 5 1.7 1 0.3 

Elementary school 184 29.5 100 34.6 84 26.6 

Middle school 105 16.8 47 16.3 58 18.4 

High school 145 23.2 59 20.4 86 27.2 

College  16 2.6 5 1.7 11 3.5 

University/Masters/PhD 81 13.0 29 10.0 52 16.4 

Total  605 100.0 289 100.0 316 100.0 

Occupation before retirement       

Professional 7 1.2 4 1.4 3 1.0 

White collar 139 23.4 56 19.9 83 26.5 

Armed forces 11 1.9 6 2.1 5 1.6 

Skilled labour 29 4.9 59 21.0 73 23.3 

Unskilled labour 219 36.9 79 28.1 38 12.1 

Home duties 188 31.7 77 27.4 111 35.5 

Total  593 100.0 281 100.0 313 100.0 

House ownership
13

       

Owned by householder 470 75.6 245 82.8 225 69.0 

A house on a deposit basis (jeonse)
c
 69 11.1 15 5.1 54 16.6 

Rented (monthly rent-wulse) 34 5.5 18 6.1 16 4.9 

National rental housing 38 6.1 10 3.4 28 8.6 

Other 11 1.8 8 2.7 3 0.9 

Total  622 100.0 296 100.0 326 100.0 
a
Korean education system: elementary school (6 yrs) - middle school (3 yrs) - high school (3 yrs) -

college(2/3 yrs)/university (4 yrs); 
b
Seudang: an education institute which was popular until the early 

1900’s before the modern education system was established; and 
c 

Long-term rental houses for 10 years 

or over at a lower rate than the market value rent, particularly for the middle/low class 

                                                 

13
 In Korea, renting a house on a deposit basis (jeonse) is different from monthly rent (wulse) in that the 

former is to rent a house with relatively small amount of deposit and pay a rent monthly, while the latter 

is to rent a house with a large deposit usually without paying a monthly rent and paid back with the 

termination of a contract, generally a two year term. In particular, housing is expensive in Seoul (capital 

city), so renting a house on a deposit basis is more popular than the small cities and rural areas. Further, 

because it is more affordable to buy a house in cheaper areas, it is sometimes more likely that people are 

living on a deposit basis in more expensive areas. Thus, this type of housing is not necessarily connected 

with economic status. 
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4.2.3. Negative life events 

Negative life events experienced within the past three years were examined across six 

categories: deaths of family/ friends; serious injury of self; serious injury or illness of 

family /friends; negative events with relationships; financial problems; and any other 

serious problems. They were included in this section as negative life events might affect 

the level of participant life satisfaction and successful ageing. Table 4.4 presents the 

results of the chi-square test of differences between negative life events for the last three 

years and location (urban or rural).  

Over two-fifths of the participants (43.3%) experienced deaths of family/close friends, 

while the second highest percentage accounted for the experience of serious 

injury/illness of family/close friends/relatives (32.8%). The least experienced category 

was negative events with relationships, with only 7.5%. The percentage experiencing 

negative life events for the past three year period was higher in the urban elderly 

through all categories, except ‘any other serious problems’ such as accidents or 

operations. However, only two categories including deaths of family/ friends (χ
2 

= 9.532, 

p =.002) and any other serious problems (χ
2 

= 16.768, p < .001) were significantly 

different between the rural and urban elderly, with the urban respondents more likely to 

experience deaths of close family/relatives (49.2% urban; 36.9% rural) while the rural 

respondents were more likely to experience other significant problems (19.8% rural; 

8.4% urban). 
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Table 4.4 Negative life events for the past three years with statistical differences  between 

urban and rural groups indicated (df=1) 

Variables 
Total Rural Urban 

χ
2
 p OR 

CI (95%) 

n % n % n % Lower Upper 

Deaths of family /friends  

Yes 266 43.3 108 36.9 158 49.2 9.532 .002 .602 .436 .832 

No 348 56.7 185 63.1 163 50.8      

Total 614 100.0 293 100.0 321 100.0      

Serious injury of self  

Yes 510 16.9 44 15.0 60 18.7 .225 .238 .769  .502 1.177 

No 104 83.1 249 85.0 261 81.3      

Total 614 100.0 293 100.0 321 100.0      

Serious injury or illness of family /friends  

Yes 201 32.8 94 32.1 107 33.4 .128 .721 .940 .671 1.318 

No 412 67.2 199 67.9 213 66.6      

Total 613 100.0 293 100.0 320 100.0      

Negative events with relationships  

Yes 46 7.5 21 7.2 25 7.8 .085 .770 .914 .500 1.671 

No 568 92.5 272 92.8 296 92.2      

Total 614 100.0 293 100.0 321 100.0      

Financial problems  

Yes 74 12.1 30 10.3 44 13.7 1.661 .197 .723 .442 1.185 

No 540 87.9 262 89.7 278 86.3      

Total 614 100.0 292 100.0 322 100.0      

Any other serious problems (e.g. operations etc.)  

Yes 530 13.8 58 19.8 27 
8.4 

16.768 < 

.001 

2.697 1.656 4.392 

No 85 86.2 235 80.2 295 91.6      

Total 615 100.0 293 100.0 322 100.0      

 

4.3.  Life satisfaction 

The aim of this section is to examine if there is a significant difference in the levels of 

life satisfaction between the rural and urban elderly (hypothesis 1). Life satisfaction was 

measured by the Satisfaction with Life Scale (SWLS). Before conducting the 

descriptive and inferential analyses for this scale, its reliability was examined by 
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calculating Cronbach’s alpha coefficient. The life satisfaction scale included five items, 

and was found to be highly reliable with Cronbach’s alpha coefficient of .85, as shown 

in Table 4.5.  

Table 4.5 Reliability of life satisfaction assessment scale 

Domain Item 
Cronbach’s 

Alpha 

Life satisfaction 

1. In most ways my life is close to my ideal 

2. The conditions of my life are excellent 

3. I am satisfied with life 

4. So far I have gotten the important things I want in 

life 

5. If I could live my life over, I would change almost 

nothing 

.85 

 

To test hypothesis 1, t-tests comparing the rural and urban elderly were conducted with 

results presented in Table 4.6. The mean scores of the SWLS were over 3 in the total 

sample, reflecting that the participants were relatively satisfied with their life. However, 

no significant difference was found between the rural and urban elderly. Hence, as these  

results do not support the stated hypothesis, the first null hypothesis is retained.  

Table 4.6 T-test results comparing life satisfaction on the total, rural, and urban samples 

 

4.4. Successful ageing  

This section aimed to determine if there would be a significant difference in the 

dimensions of successful ageing between the rural and urban elderly. Successful ageing 

Variable 
 Total  Rural Urban 

t p 
n M SD n M SD n M SD 

Life satisfaction  588 3.21 .84 271 3.22 .88 310 3.21 .81 .274 .785 
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in this study is composed of four dimensions of successful ageing (see Chapter 2), 

which includes risk of disease and disability; physical and cognitive functioning; 

engagement with life; and psychological health.  

4.4.1. Risk of disease and disability 

Risk factors of disease were defined as cigarette smoking, frequent alcohol consumption, 

inadequate exercise, and underweight/obesity; diseases as measured by the number of 

chronic diseases currently diagnosed from among the leading causes of death for the 

Korean elderly; and disability was measured by whether or not the participants were 

suffering from major hearing or vision problems (Table 4.7). To test hypothesis 2-1, 

that there would be a significant difference in the risk of disease and disability between 

the rural and urban elderly, t-test or chi-square tests were conducted on each domain 

within this dimension of successful ageing on the total, the rural and the urban samples. 

Smoking  

The greater majority of participants were non-smokers (91.9%), including those who 

were ‘never’ (72.2%) and ‘former’ (19.7%) smokers. Current smoking rate of the total 

participants was only 8.1%, with 6.5% of the rural elderly and 9.6% of the urban elderly. 

There was no significant difference in smoking between the rural and urban elderly, 

χ
2
(2) = 3.539, p = .170. However, there was a significant difference between gender by 

location, χ
2
(2) = 293.190, p = < .001, showing that the percentage of the current 

smokers in the urban elderly men (20.9%) was higher than the rural elderly men 

(16.5%), while that of the current smokers in the rural elderly women (2.0%) were 

marginally higher than that of the urban elderly women (1.6%). Interestingly, there was 

an opposite trend in the percentages of former smokers, with 52.7% of the rural elderly 
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men and 47.0% of the urban elderly men, as well as 2.5% of the rural elderly women 

and 3.2% of the urban elderly women.   

Alcohol consumption 

Alcohol consumption, which was measured by the frequency of alcohol consumption 

over the last 12 months, demonstrated similar trends similar to the smoking status trends 

between the rural and urban elderly. Results indicated that a majority of participants 

were not drinking alcohol over the last 12 months. The percentages of those who drank 

alcohol ‘more than 4 times a week’ over the past 12 months represented only 5.1% of 

the rural elderly and 4.9% of the urban elderly. On the other hand, 66.6% of the 

participants did not consume alcohol during the period. There was no significant 

difference in alcohol consumption between the rural and urban elderly, χ
2
(5) = 7.541, p 

= .183. However, by gender, the percentage of those who did not drink alcohol over the 

last 12 months were significantly higher in elderly women (73.2%), than elderly men 

(48.9%),  χ
2
(5) = 73.258, p = < .001.  

Exercise 

Exercise was defined as 30 minutes of leisure time physical activity, which excluded 

physical activity related to work or home duties. A total of 76.7% exercised more than 

once a week including more than half of participants (51.9%) exercising at least five 

times a week, while almost a quarter of participants (23.2%) did not exercise. A 

comparison of exercise frequency between rural and urban participants showed  more 

urban elderly exercised more than three times per week (71.9% urban; 59.8% rural); 

however more rural elderly exercised once or twice a week (13.4% rural; 8.1% urban). 

A significant difference in exercise was found between the rural and urban elderly, χ
2
(3) 

= 10.748, p = .013, showing that more urban elderly (80%) participated in exercise than 

rural elderly (73.2%). 
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Table 4.7 T-test/chi-square results on the domains of risk of disease and disability 

Variable 
Total Rural Urban 

df t/χ
2
 p 

n % n % n % 

Smoking          

Current smoker 50 8.1 19 6.5 31 9.6  

3.539 .170 Former smoker 122 19.7 53 18.0 69 21.3 2 

Never 446 72.2 222 75.5 224 69.1  

Total 618 100.0 294 100.0 324 100.0    

Alcohol consumption 

Never in the last 

12 months 

410 66.6 199 68.2 211 65.1  

7.541 .183 

<1 day/month 54 8.8 21 7.2 33 10.2  

1/month 38 6.2 24 8.2 14 4.3 5 

2-4/month 47 7.6 19 6.5 28 8.6  

2-3/week 36 5.8 14 4.8 22 6.8  

≥4/week 31 5.0 15 5.1 16 4.9  

Total 616 100.0 292 100.0 324 100.0    

Exercise 

Over 5 times/wk 317 51.9 139 47.8 178 55.6 

3 10.748 .013 
3-4 times/wk 87 14.2 35 12.0 52 16.3 

1-2 times/wk 65 10.6 39 13.4 26 8.1 

None 142 23.3 78 26.8 64 20.0 

Total 611 100.0 291 100.0 320 100.0    

BMI M=23.98 SD=3.17 M=24.33 SD=3.21 M=23.67 SD=3.10 569 2.491 .013 

Underweight 

(BMI<18.5) 

14 2.5 7 2.6 7 2.4 

3 6.260 .100 

Normal range
 
 

(18.5, <24.9) 

367 64.3 162 59.1 205 69.0 

Overweight 

(≥25, <29) 

169 29.6 93 33.9 76 25.6 

Obese  (≥30) 21 3.7 12 4.4 9 3.0 

Total 571 100.0 274 100.0 297 100.0    

No of chronic 

conditions 
M=.92 SD=.98 M=.97 SD=.93 M=.89 SD=1.03 607 1.005 .315 

Hearing problems         

No
a
 505 82.7 246 84.5 259 80.9 

1 1.376 .241 
Yes

b
 106 17.3 45 15.5 61 19.1 

Total  611 100.0 291 100.0 320 100.0    

Vision problems          

No
a
 446 72.9 204 69.9 242 75.6 

1 2.564 .109 
Yes

b
 166 27.1 88 30.1 78 24.4 

Total 612 100.0 292 100.0 320 100.0    
a
No = ‘not at all’ or ‘a little’, 

b
 Yes = ‘moderate amount’, ‘very much’ or ‘an extreme amount’ 
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BMI 

The average BMI
14

 score of all participants was slightly below 24 which is in the 

‘normal weight’ category. The difference between the mean values of BMI between the 

rural and urban elderly was statistically significant, t
 
(569) = 2.491, p = .013, showing 

that BMI of the rural elderly was higher than the urban elderly. However, there was no 

significant difference between BMI categories (underweight to obese), χ
2 

(3) = 6.260, p 

= .100. Although the mean score of BMI in the rural elderly (M = 24.33, SD = 3.21) 

was higher than the urban elderly (M = 23.67, SD = 3.10), t(569) = 2.491, p = .013, both 

mean scores indicated the normal weight range. The largest category was ‘normal 

weight range’, showing that the percentage of the urban elderly (69.0%) was about 10% 

higher than that of the rural elderly (59.1%).  

Chronic conditions 

The number of chronic conditions that were diagnosed at the time of the survey, from 

among the leading causes of death in the elderly, had a mean of .92 for the total sample, 

reflecting fairly healthy participants. There was no significant difference in the mean 

scores of the number of chronic diseases between the rural and urban elderly, t(607) = 

1.005, p = .315. 

                                                 

14
 body mass index = weight(kg)/height(m)

2
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Disability: Hearing & Vision 

Disability in the study was defined as having major difficulties in hearing and vision in 

daily living. Both were measured by a single question with a 5-point Likert scale and 

transformed from ‘not at all’ and ‘a little’ into ‘no’, and ‘a moderate amount’, ‘very 

much’ and ‘an extreme amount’ into ‘yes’ for further analyses (regressions). From the 

results it was apparent that the majority of the total participants were without major 

hearing (82.7%) or vision problems (72.9%). There was no significant difference among 

the rural and urban elderly in either hearing problems, χ
2
(1) = 1.376, p = -.109 or vision 

problems, χ
2
(1) = 2.564, p = .109.  

4.4.2.  Physical and cognitive functioning 

The following section examines hypothesis 2-2 which stated that there would be a 

significant difference in physical and cognitive functioning between the rural and urban 

elderly.  

Physical functioning 

Physical functioning was measured by the physical health scale included from a domain 

of the WHOQOL-BREF instrument. This scale, which contains seven items, was found 

to be reliable with Chronbach’s Alpha coefficient of .79 (Table 4.8). 
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Table 4.8 Reliability of physical health 

Domain Item 
Cronbach’s 

Alpha 

Physical health 

 

1. Activities of daily living 

2. Dependence on medicinal substances and medical 

aids 

3. Energy and fatigue 

4. Mobility 

5. Pain and discomfort 

6. Sleep and rest 

7. Work capacity 

.79 

 

The levels of physical functioning of the total sample were relatively high (Table 4.9). 

The urban elderly (M = 3.37, SD = .69) showed slightly higher levels of physical 

functioning than rural elderly (M = 3.27, SD = .74); however, there was no significant 

difference between the rural and urban elderly, t (577) = -1.633, p = .103.  

Table 4.9 T-test results comparing rural and urban elderly on physical and cognitive 

functioning 

Variable 
Total Rural Urban 

df t p 
n M SD n M SD n M SD 

Physical
a
 579 3.32 .71 271 3.27 .74 308 3.37 .69 577 -1.633 .103 

Cognitive
b
 608 12.76 2.26 288 12.66 2.16 320 12.84 2.34 606 -.932 .352 

a = from 1 strongly disagree to 5 strongly agree 

b = rage from 3 to 15 (12 and above = no major problems with cognitive functioning) 

 

Cognitive functioning 

Cognitive functioning comprises diverse mental processes such as attention, learning, 

reasoning, memory and problem solving. In this study, cognitive functioning was 

measured by three items regarding difficulties in memory. The scores of these three 

items, which were measured by the 5-point Likert scale (5 = not at all to 1 = an extreme 

amount), were all added resulting in a summated score ranging from 3 to 15. Thus, 
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scores more than 12 mean that the participant selected ‘not at all’ or ‘little’ regarding 

their difficulties in memory, while scores less than 12, mean that ‘a moderate amount’, 

‘very much’, or ‘an extreme amount’ were chosen. The majority of participants did not 

have major problems in their cognitive functioning, reporting that the mean values of 

cognitive functioning were all in the positive range (12 and above) (Table 4.9). The 

urban elderly showed slightly better levels of cognitive functioning than the rural 

elderly, although these differences were not significant, t (606) = -.932, p = .352. 

4.4.3. Active engagement with life 

The results reported in this section stem from a series of t-tests that were used to test 

hypothesis 2-3 which predicted that there would be a significant difference in the levels 

of active engagement with life between the rural and urban elderly. 

Social support 

The multidimensional scale of perceived social support (Zimet, Dahlem, Zimet & 

Farley, 1988) comprises three domains including social support from family, friends, 

and significant others (Table 4.10). Cronbach’s alpha coefficients in all three domains 

showed high reliability with over .80.  
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Table 4.10 Reliability of the multidimensional scale of perceived social support 

Domain Item 
Cronbach’s 

Alpha 

Family 

1. My family really tries to help me 

2. I get the emotional help and support I need from my family 

3. I can talk about my problems with my family 

4. My family is willing to help me make decisions 

.88 

Friend 

1. My friends really try to help me 

2. I can count on my friends when things go wrong 

3. I have friends with whom I can share my joys and sorrows 

4. I can talk about my problems with my friends 

.86 

Significant 

others 

1. There is a special person who is around when I am in need 

2. There is a special person with whom I can share my joys and 

sorrows 

3. I have a special person who is a real source of comfort to me 

4. There is a special person in my life who cares about my feelings 

.80 

 

As shown in Table 4.11, the mean scores in all three sub-domains of social support were 

over 3, which means the majority of the participants were likely to receive an adequate 

amount of social support. However, no significant difference in the level of perceived 

social support was found between the rural and urban elderly. 

Table 4.11 T-test/chi-square results comparing rural and urban elderly on social support 

and productive activity 

Variable 
 Total  Rural Urban 

df t/ χ
2 p 

n M SD n M SD n M SD 

Family 580 3.58 .91 273 3.62 .94 307 3.55 .89 578 -.908 .364 

Friends 587 3.13 .95 277 3.14 1.00 310 3.12 .89 585 -.210 .834 

Significant 

other 
587 3.48 .89 276 3.46 .88 311 3.49 .89 585 .444 .658 

No of 

productive 

activity  

613 2.56 1.58 293 2.66 1.59 320 2.48 1.56 611 1.366 .173 
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Productive activity 

The results indicate that participants were relatively active, showing that many were, on 

average, involved in more than two types of productive activity (Table 4.11). Productive 

activity in this study comprised part-time or full-time jobs, taking care of grandchildren, 

voluntary service, school reunions, religious activities, and any other regular club 

activities. No significant difference was found between the rural and urban elderly, 

t(611) = 1.366, p = .173.  

4.4.4. Psychological health 

Hypothesis 2-4 predicted that there would be a significant difference in the levels of  

psychological health between the rural and urban elderly. Before testing this, the 

reliability of the psychological health scale was examined by Cronbach’s alpha. A 

domain of psychological health in the WHOQOL-BREF instrument was employed, and 

this includes six items. A level of reliability showed an acceptable level with 

Cronbach’s alpha of .79 (Table 4.12).  

Table 4.12 Reliability of psychological health 

Domain Item 
Cronbach’s 

Alpha 

Psychological health 

1. Bodily image and appearance 

2. Negative feelings 

3. Positive feelings 

4. Self-esteem 

5. Spirituality/religion/personal beliefs 

6. Thinking, learning, memory and concentration 

.79 

 

The mean value of psychological health in the total sample (M = 3.07, S.D. = .72) 

indicated that the level of psychological health of the participants was fairly high (Table 

4.13). The result of the t-test confirmed the hypothesis, showing that the level of 
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psychological health in the urban elderly (M = 3.14, S.D. = .69) was significantly higher 

than that of the rural elderly (M = 2.99, S.D. = .74), t (572) = 2.633, p = .009.  

Table 4.13 T-test/chi-square results comparing rural and urban elderly on psychological 

health 

Variable 
Total Rural Urban 

df t p 
n M SD n M SD n M SD 

Psychological 

health 
574 3.07 .72 268 2.99 .74 306 3.14 .69 572 2.633 .009 

 

4.4.5. Summary 

This section explored the dimensions of successful ageing, aiming to examine the 

similarities and differences in the dimensions of successful ageing in the rural and urban 

elderly. Four hypotheses predicting significant differences across the dimensions of 

successful ageing, between the rural and the urban elderly, were tested using t-test or 

chi-square procedures (Table 4.14).  

Overall, the urban elderly appeared to have relatively better levels of health. Hypothesis 

2-1 (risk of disease and disability) was partially supported, showing significant 

differences in exercise and mean scores of BMI. Compared to the rural elderly, a higher 

percentage of the urban elderly exercised more than three times per week, and the mean 

value of the BMI in the urban elderly was lower. In line with hypothesis 2-4 

(psychological health), there was a significant difference between the rural and urban 

elderly, showing that the urban elderly had higher levels of psychological health. 

However, hypotheses 2-2 (high levels of physical and cognitive functioning) and 2-3 

(active engagement with life) were rejected, showing no significant difference between 

the rural and urban elderly.   
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Table 4.14 Summary of hypotheses: objective and subjective measures of successful ageing 

Alternative hypothesis Test result 

H2-1: There is a significant difference in risk of disease 

between the rural and urban elderly. 

Partially supported depending on each 

domain  of risk of disease 

 

Accepted:  

- exercise (exercise more than three 

times a week: urban 80% > rural 

73.2%) 

- Mean scores of BMI (urban > rural) 

 

 

Rejected:  

- smoking  

- alcohol consumption 

- number of chronic conditions 

- disability (hearing and vision 

problems) 

H2-2: There  is a significant difference in physical and 

cognitive functioning between the rural and urban elderly.  

Rejected  

H2-3: There  is a significant difference in engagement with 

life between the rural and urban elderly.  

Rejected  

H2-4: There  is a significant difference in the levels of 

psychological health between the rural and urban elderly.  

Accepted 

(urban > rural): urban with more positive 

levels 

 

4.5. Relationships between life satisfaction and dimensions of 

successful ageing 

To examine that the extent to which dimensions of successful ageing can predict life 

satisfaction among the urban and rural Korean elderly, correlations and multivariate 

regressions were conducted on the total, the rural and the urban samples. For these 

statistical analyses, discrete variables were recoded as dummy variables (see table notes, 

and Capter 3). Hypothesis 3-1 stated that the dimensions of successful ageing would be 

associated with life satisfaction, and hypothesis 3-2 stated that there would be different 
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predictors of life satisfaction among the dimensions of successful ageing between the 

rural and urban samples. 

Correlations were first conducted to investigate the bivariate relationships between the 

dimensions of successful ageing and life satisfaction. Table 4.15 indicated that all 

variables except smoking and vision problems in the dimensions of successful ageing 

were significantly correlated with life satisfaction in the total sample. Having higher 

levels of physical functioning, receiving support from family, friends, or significant 

others, being involved in productive activity, having higher levels of psychological 

health were significantly correlated with subjective successful ageing in all three sets of 

successful ageing. On the other hand, exercising more than three times a week, not 

having major hearing problems, and having higher levels of cognitive functioning were 

correlated with life satisfaction only in the rural elderly, while among the urban elderly, 

not being in a normal weight range by BMI, and having fewer chronic diseases were 

significantly correlated with life satisfaction.  
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Table 4.15 Correlations among life satisfaction and the dimensions of successful ageing 

 Total Rural Urban 

Risk of disease and disability 

 BMI (1=normal weight)   -.114
**

 -.075  -.153
*
 

 Exercise (1=3+/week)    .130
**

     .203
**

  .058 

 Smoking (1= current smoker) -.048 -.050 -.045 

 Alcohol consumption (1= 4+/week)  -.095
*
 -.095 -.095 

 Number of  chronic conditions   -.118
**

 .008     -.231
***

 

 Hearing problems (1=yes)   -.117
**

 -.139
*
 -.098 

 Vision problems (1=yes) -.056 -.105 -.009 

Physical and cognitive functioning 

 Physical functioning      .450
***

     .455
***

    .448
***

 

 Cognitive functioning     .171
***

     .240
***

 .112 

Engagement with life 

 Family support     .494
***

    .517
***

   .472
***

 

 Friends support     .403
***

    .468
***

   .335
***

 

 Support from significant others     .482
***

    .523
***

   .445
***

 

 Productive activity (1= number of activities ≥1)     .162
***

   .207
**

 .117
*
 

 Psychological health     .577
***

    .631
***

   .542
***

 
*
p < .05, 

**
p < .01, 

*** 
p < .001 

Note. Coding: BMI 0=underweight/obese; exercise 0= less than 3 times/wk; smoking 0=former/non-

smoker; alcohol consumption; less than 3 times/wk; hearing/vision problems 0=no major problems; 

cognitive functioning 0= having major problems; productive activity 0=no involvement with activities  

 

Before conducting  hierarchical multiple regressions of the predictors of life satisfaction, 

multiple regressions were conducted without controlling socio-demographic and SES 

variables (Table 4.16). In the total sample, BMI (β = -.023, p = .016), frequency of 

alcohol consumption (β = -.129, p = .003), hearing problems (β = -.111, p = .001), 

physical functioning (β = .078, p = .006), support from family (β = 192, p = < .001) and 

friends (β = .158, p = .011), productive activity (β = -.035, p = .037), and psychological 

health (β = .466, p = < .001) were significant predictors of life satisfaction. For rural 

elderly, not consuming alcohol more than four times per week (β = -.109, p = .016), 

receiving support from family (β = -.132, p = .046) and friends (β = .113, p = .015), 

having high levels of psychological health (β = .372, p = < .001) were significantly 

associated with high levels of life satisfaction, whereas among the urban elderly, not 
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being in the normal weight range by BMI  (β = -.142, p = .004), having fewer chronic 

diseases (β = -.170, p = .001), not having major hearing problems (β = -.131, p = .015), 

having higher levels of physical functioning (β = .176, p = .012), receiving family 

support (β = .208, p = .008), involvement in productive activity (β = -.111, p = .036), 

and enjoying high levels of psychological health (β = .309, p = < .001) were 

significantly related to high levels of life satisfaction. 

Table 4.16. Multiple regression of predictors of life satisfaction  

Variable 
Total Rural Urban 

β p β p β P 

Risk of disease and disability 

BMI (1=normal weight) -.023 .016 -.087 .678 -.142 .004 

Exercise (1=3+/week) .018 .796 -.009 .742 -.022 .654 

Smoking (1= current smoker) .040 .495 .025 .452 .036 .474 

Alcohol consumption (1= 4+/week) -.129 .003 -.109 .016 -.082 .102 

No of  chronic conditions .072 .109 -.059 .172 -.170 .001 

Hearing problems (1=yes) -.111 .001 -.132 .046 -.131 .015 

Vision problems (1=yes) -.019 .314 .040 .741 .087 .115 

Physical and cognitive functioning       

Physical functioning .078 .006 .060 .314 .176 .012 

Cognitive functioning -.071 .071 .015 .246 -.080 .138 

Engagement with life       

Family support .192 <.001 .217 .010 .208 .008 

Friends support .158 .011 .113 .015 .061 .327 

Support from significant others .015 .331 .056 .859 .120 .148 

Productive activity (1= no of activities ≥1) -.035 .037 -.079 .535 -.111 .036 

Psychological health .466 <.001 .372 <.001 .309 <.001 

Adjusted R
2
 .462 .480 .471 

R
2
 .479 .516 .502 

F  28.149
***

  14.374
***

  16.137
***

 
 *** 

p < .001 

coding: BMI 0=underweight/obese; exercise 0= less than 3 times/wk; smoking 0=former/non-smoker; 

alcohol consumption; less than 3 times/wk; hearing/vision problems 0=no major problems; cognitive 

functioning 0= having major problems; productive activity 0=no involvement with activities  

 

 

To examine the extent to which the different dimensions of successful ageing predicted 

life satisfaction, hierarchical multiple regressions were conducted using the total (Table 

4.17), the rural (Table 4.18), and the urban (Table 4.19) samples. Life satisfaction was 
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entered as a dependent variable, with demographic and socioeconomic factors and 

dimensions of successful ageing (disease and disability and risk of disease, physical and 

cognitive functioning, social support and productive activity, and psychological health)                 

as independent variables. After controlling for socio-demographic and socio-economic 

factors, the dimensions of successful ageing were entered in blocks in a sequence that 

mirrored the hierarchical order of the dimensions of successful ageing by Rowe and 

Kahn (1987, 1997): disease and disability including risk of disease, physical and 

cognitive functioning, social support and productive activity (see Chapter 2). 

Psychological health was entered last, which was added into the Rowe and Kahn’s 

model in the present study. Therefore, six models were included: Model 1. 

Demographic characteristics; Model 2. Socio-economic status; Model 3. Risk of disease 

and disability; Model 4. Physical and cognitive functioning; Model 5. Engagement with 

life; and Model 6. Psychological health.  

4.5.1. Predictors of life satisfaction in Korean elderly 

The hierarchical multiple regression was conducted on data from the Korean elderly 

participants (Table 4.17). Among the first cluster of variables that related to socio-

demographic characteristics, gender (β = -.154, p = .005), marital status (β = .170, p 

= .002) and number of children (β = .144, p = .006), religion (β = .144, p = .020) were 

significant predictors of life satisfaction. This model was statistically significant, 

showing that the probability of the F-statistic for the model was significant level, F = 

4.461, p < .001. This model explained 7.3% of the variance in life satisfaction.   

Model 2 was also significant, F = 5.432, p < .001. All robust predictors of life 

satisfaction in the previous model remained significant. Among SES variables, which 
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were added in this stage, only house ownership (β = .221, p < .001) was significant. 

This model contributed a further 4.8% of explaining the variance in life satisfaction.  

In model 3, risk of disease and disability was entered as the first of the four dimensions 

of successful ageing, F = 5.718, p < .001. Many significant predictors of life satisfaction 

were found among the sub-domains in this dimension: BMI (β = -.121, p = .010), 

exercise (β = .117, p = .015), frequency of alcohol consumption (β = -.115, p = .018), 

the number of chronic diseases (β = -.137, p = .003), and hearing problems (β = -.143, p 

= .006). However, the robust predictors in the previous model were no longer 

significant in this model except gender (β = -.131, p = .032) and house ownership (β 

= .221, p = < .001). This model contributed a further 8.9% of the variance in life 

satisfaction.  

Model 4, where physical and cognitive functioning were added, was significant, F = 

12.399, p < .001. Physical functioning (β = .468, p < .001) was a strong predictor of 

successful ageing. There were some differences in significance among the previous 

significant predictors of life satisfaction: Like the previous model, gender (β = -.141, p 

= .009), house ownership (β = -.168, p < .001),  BMI (β = -.100, p = .018), alcohol 

consumption (β = -.149, p = .001), and hearing problems (β = -.123, p = .008) remained 

significant, while age (β = -.123, p = .006), religion (β = .088, p = .035), and education 

(β = -.110, p = .031) became significant in this model. Exercise and chronic conditions 

was not significant anymore. This model explained a further 17.9% of the variance in 

life satisfaction.  



132 

 

 

 

Table 4.17 Hierarchical multiple regression of predictors of life satisfaction in the Korean 

elderly 

Variable 
1 2 3 4 5 6 

β p β p β P β P β p β p 

Socio-demographic characteristics 

Rural/urban .004 .940 .040 .422 .016 .737 -.020 .647 -.011 .783 -.036 .335 

Gender  -.154 .005 -.165 .006 -.131 .032 -.141 .009 -.064 .209 -.040 .402 

Age -.021 .681 -.028 .583 -.080 .113 -.123 .006 -.105 .013 -.092 .018 

Marital status .170 .002 .110 .043 .092 .082 .064 .170 -.007 .876 .000 1.000 

No of children .144 .006 .113 .033 .083 .104 .081 .076 .009 .842 .024 .539 

Religion .114 .020 .111 .022 .089 .062 .088 .035 .075 .051 .070 .051 

Deaths -.031 .533 -.042 .406 -.042 .397 -.049 .263 -.054 .177 -.043 .249 

SES 

Education   -.062 .284 -.096 .095 -.110 .031 -.165 .001 -.179 <.001 

House ownership   .221 <.001 .221 <.001 .168 <.001 .079 .057 .105 .007 

Occupation    -.070 .243 -.079 .173 -.055 .291 -.016 .744 .002 .965 

Risk of disease and disability 

BMI     -.121 .010 -.100 .018 -.089 .021 -.055 .126 

Exercise     .117 .015 .057 .185 .043 .277 .043 .243 

Smoking     .063 .215 .067 .136 .067 .099 .046 .228 

Alcohol consumption     -.115 .018 -.149 .001 -.107 .007 -.100 .007 

Chronic conditions     -.137 .003 -.017 .687 -.022 .567 -.013 .719 

Hearing problems     -.143 .006 -.123 .008 -.118 .005 -.114 .004 

Vision problems     -.023 .658 .050 .285 .036 .406 .003 .949 

Physical and cognitive functioning 

Physical functioning       .468 <.001 .369 <.001 .123 .019 

Cognitive function       .010 .824 -.008 .860 -.043 .288 

Engagement with life             

Family support         .230 <.001 .186 .001 

Friends support         .085 .080 .085 .059 

Support from significant others          .136 .029 .077 .189 

Productive activity         -.004 .926 -.023 .573 

Psychological health           .410 <.001 

Adjusted R2 .057 .099 .166 .350 .457 .531 

R2 .073 .121 .201 .380 .488 .559 

∆R2 .073 .048 .089 .179 .108 .071 

F 4.461*** 5.432*** 5.718*** 12.399*** 15.749*** 20.013*** 

*
p < .05, 

**
p < .01, 

*** 
p < .001 

coding: gender 1=male, 0=female; age 1=65~74 years, 0=75+; marital status 1=married, 

0=divorced/widowed; religion 1=engaged in religion, 0=not engaged in religion; death of family/close 

friends 1=having an experience for last 3 years, 0=not having the experience; education 1=more than high 

school, 0= none to middle school; house ownership 1=yes, 0=no; occupation 1=unskilled labours/home 

duties, 0=professionals/white collars/armed forces/skilled labours/; BMI 1=normal weight, 

0=underweight/obese; exercise 1=3+/week, 0=less than 3 times/wk; smoking 1=current smoker, 

0=former/non-smoker; alcohol consumption 1=4+/week, 0=less than 4 times/wk; hearing/vision problems 

1= yes, 0=no; cognitive functioning 0= having major problems; no of productive activity= 1= ≥1, 0 = not 

involvement with productive activity 
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In model 5, the sub-domains of engagement with life were added, which included social 

support from family, friends, and significant others, as well as productive activities, F = 

15.749, p < .001. Support from family (β = .230, p = < .001) and significant others (β 

= .136, p = .029) were significant predictors of life satisfaction amongst the added 

variables. Among the previous variables, the significant predictors were age (β = -.105, 

p = .013), education (β = -.165, p = .001), BMI (β = -.089, p = .021), frequency of 

alcohol consumption (β = -.107, p = .007), hearing problems (β = -.118, p = .005), and 

physical functioning (β = .369, p = < .001). This model explained additional 10.8% in 

explaining the variance in life satisfaction.  

The final model (model 6) added psychological health and remained strongly significant, 

F = 20.013, p < .001. Age (β = -.092, p = .018), education (β = -.179, p <.001), house 

ownership (β = .100, p = .007), frequency of alcohol consumption (β = -.100, p = .007), 

hearing problems (β = -.114, p = .004), physical functioning (β = .123, p = .019), family 

support (β = .186, p = .001) and psychological health (β = .410, p <.001) were 

significant. House ownership, BMI, support from significant others were not significant 

anymore. In total, this model explained 55.9% of the variance in life satisfaction. 

Overall, the biggest contributor to life satisfaction, among the four dimensions of 

successful ageing, was physical and cognitive functioning (Model 4), which solely 

explained 17.9% of the variation in life satisfaction. However, examination of the p-

values of each variable, shows that psychological health was the strongest predictor of 

life satisfaction, followed by education. According to the final model, being in the older 

age group (75 years old and over) than the younger age group (from 65 to 74 years old), 

attaining limited education (i.e. none to some education up to middle school), living in 

owned home, consuming alcohol less than four times per week, not having major 
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hearing problems, enjoying high levels of physical functioning, receiving high levels of 

family support, having high levels of psychological health were significantly associated 

with high levels of life satisfaction. 

4.5.2. Predictors of life satisfaction among the rural elderly 

Table 4.18 presents the predictors of life satisfaction among the rural elderly. When 

socio-demographic factors were first entered into the regression model, this model was 

statistically significant, by showing that the probability of the F-statistic for the model 

was at a significant level, F = 2.906, p = .01. Only gender (β = -.168, p = .034) and 

marital status (β = .286, p = <.001) were significant. This model explained 8.7% of the 

variance in life satisfaction.  

Model 2, where socio-economic factors were added, was statistically significant, F = 

3.829, p < .001. Gender (β = -.205, p = .017) and marital status (β = .221 p = .005) 

remained robust predictors of life satisfaction. House ownership (β = .246, p = .001) 

was identified as a significant contributor to the model among socio-economic factors. 

This model contributed a further 7.4% of explaining the variance in life satisfaction.  

Model 3 was significant after adding one of the dimensions of successful ageing, risk of 

disease and disability, F = 3.467, p < .001. Among the predictors of life satisfaction in 

the previous model, gender did not remain significant, while  marital status (β = .207, p 

= .007), and house ownership (β = .254, p = <.001) stayed significant. Additionally, 

exercise was positively related with life satisfaction (β = .154, p = .036), while alcohol 

consumption (β = -.164, p = .024) was negatively related with life satisfaction. This 

model explained additional 8.3% of variance of life satisfaction.  
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Model 4 was statistically significant, F = 6.532, p < .001, when physical and cognitive 

functioning were added to the analysis. Marital status (β = . 139, p = .044), and house 

ownership (β = .204, p = .043) remained at significant levels. Additionally, age (β = -

.157, p = .019) and gender (β = -.183, p = .018), which was not significant in the 

previous models, became significant. Among the variables which were added in this 

model, physical functioning (β = .439, p = <.001) was a strong contributor of life 

satisfaction, but there was no significant relationship between cognitive functioning and 

life satisfaction. The addition of physical and cognitive functioning accounted for an 

extra 16.5% of variance in life satisfaction in this model.  

Social support and productive activities were added in model 5 and the model was 

statistically significant, F = 7.392 p < .001. Age (β = -.155, p = .018) and house 

ownership (β = .137, p = .028), alcohol consumption (β = -.181, p = .003) and physical 

functioning (β = .327, p = < .001) still remained significant, while education (β = -.156, 

p = .043) became significant; however, gender (β = -.109, p = .142) was not significant 

anymore. Among social support and productive activities added in this model, only 

family support (β = .177, p = .038) was a significant factor of life satisfaction. This 

model explained further 8.6% of variance in life satisfaction.  

The final model 6, was significant, F = 10.433, p < .001. Psychological health (β = .523, 

p = <.001), which was added this model, was highly significant. Age (β = -.138, p 

= .019), education (β = -.166, p = .016), alcohol drinking (β = -.139, p = .013), and 

family support (β = .160, p = .039) were still significantly related with life satisfaction; 

however, physical functioning (β = .048, p = .541) was not significant anymore. This 

final model explained 59.3% of variance in life satisfaction in total, with psychological 

health contributing an additional 9.8% of variance.  
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Table 4.18 Hierarchical multiple regression of predictors of life satisfaction in the rural 

elderly 

Variable 
1 2 3 4 5 6 

β p β p β P β P β p β p 

Scio-demographic characteristics 

Gender  -.168 .034 -.205 .017 -.189 .028 -.183 .018 -.109 .142 -.109 .104 

Age -.055 .476 -.061 .409 -.119 .111 -.157 .019 -.155 .018 -.138 .019 

Marital status .286 <.001 .221 .005 .207 .007 .139 .044 .070 .289 .062 .296 

No of children .042 .581 .009 .909 -.003 .964 .027 .696 -.048 .473 -.030 .615 

Religion .091 .209 .049 .500 .019 .793 -.007 .915 .025 .684 .024 .666 

Deaths .059 .433 .063 .395 .067 .362 .056 .395 .024 .700 .028 .615 

Socio-economic status 

Education   -.072 .433 -.106 .243 -.119 .140 -.156 .043 -.166 .016 

House ownership   .246 .001 .254 <.001 .204 .002 .137 .028 .105 .063 

Occupation    -.162 .085 -.175 .056 -.120 .148 -.088 .257 -.052 .462 

Risk of disease and disability 

BMI     -.099 .152 -.072 .250 -.061 .308 .009 .863 

Exercise     .154 .036 .129 .050 .099 .116 .078 .168 

Smoking     .094 .198 .058 .379 .078 .206 .032 .562 

Alcohol consumption     -.164 .024 -.200 .002 -.181 .003 -.139 .013 

Chronic conditions     .027 .695 .107 .084 .091 .120 .098 .064 

Hearing problems     -.121 .111 -.138 .043 -.123 .054 -.084 .147 

Vision problems     -.077 .287 .018 .795 -.005 .939 -.038 .517 

Physical and cognitive functioning 

Physical functioning       .439 <.001 .327 <.001 .048 .541 

Cognitive function       .049 .507 .030 .666 -.033 .608 

Engagement with life             

Family support         .177 .038 .160 .039 

Friends support         .094 .196 .097 .141 

Support from significant others          .132 .156 .015 .859 

Productive activity         .043 .503 .020 .728 

Psychological health           .523 <.001 

Adjusted R2   .057 .119 .174 .346 .428 .536 

R2   .087 .161 .244 .409 .495 .593 

∆R2   .087 .074 .083 .165 .086 .098 

F        2.906** 3.829*** 3.467*** 6.532*** 7.392*** 10.433*** 

*
p < .05, 

**
p < .01, 

*** 
p < .001 

coding: gender 1=male, 0=female; age 1=65~74 years, 0=75+; marital status 1=married, 

0=divorced/widowed; religion 1=engaged in religion, 0=not engaged in religion; death of family/close 

friends 1=having an experience for last 3 years, 0=not having the experience; education 1=more than high 

school, 0= none to middle school; house ownership 1=yes, 0=no; occupation 1=unskilled labours/home 

duties, 0=professionals/white collars/armed forces/skilled labours/; BMI 1=normal weight, 

0=underweight/obese; exercise 1=3+/week, 0=less than 3 times/wk; smoking 1=current smoker, 

0=former/non-smoker; alcohol consumption 1=4+/week, 0=less than 4 times/wk; hearing/vision problems 

1= yes, 0=no; cognitive functioning 0= having major problems; productive activity= 1= ≥1, 0 = not 

involvement with productive activity 
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Despite physical and cognitive functioning having the highest R
2
 statistics, when 

investigating coefficients and p-values of each variable, psychological health was the 

most robust predictor of life satisfaction. The robust predictors of life satisfaction in the 

final model were: age, education, frequency of alcohol consumption, family support, 

and psychological health. In other words, being in the older age group (75 years old and 

over) than the younger age group (from 65 to 74 years old), attaining limited education 

(none to some education up to middle school),  consuming alcohol less than four times 

per week, receiving high levels of family support, having high levels of psychological 

health were significantly associated with high levels of life satisfaction. 

4.5.3. Predictors of life satisfaction among the urban elderly 

Table 4.19 presents the hierarchical regression analysing predictors of life satisfaction in 

the urban elderly. Model 1 was significant, F = 5.081, p = < .001, with number of 

children (β = .287, p = < .001) and religion (β = .135, p = .039) significant predictors of 

life satisfaction. This model explained 12.8% of the variance in life satisfaction. Once 

SES variables were entered, Model 2 was still significant, F = 5.185, p < .001, and 

contributed 5.7% of variance in explaining life satisfaction. The number of children (β 

= .262, p = < .001), and religion (β = .146, p = .023) remained significant, while deaths 

of family or close friends (β = -.140, p = < .036) became significant. Among the entered 

variables into this model, only house ownership (β = .255, p = < .001)  was significant. 

Model 3 was statistically significant, F = 5.137, p < .001. The number of children (β 

= .220, p = .001), deaths of family and close friends (β = -.141, p = .030), and house 

ownership (β = .234, p < .001) remained significant. Among risk of disease and 

disability, BMI (β = -.150, p = .019), number of chronic conditions (β = -.245, p < .001) 
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and hearing problems (β = -.162, p = .020) were significant predictors of life satisfaction 

among the added variables. This model accounted from further 10.8% of variance in life 

satisfaction.  

Model 4 was also strongly significant F = 9.161, p < .001. When physical and cognitive 

functioning was entered, religion (β = .139, p = .013), BMI (β = -.134, p = .018), 

smoking (β = .105, p = .081), and frequency of alcohol consumption (β = -.120, p 

= .035) became significant. The number of children (β = .189, p = .002), deaths of 

family and close relatives or friends (β = -.150, p = .009), house ownership (β = .179, p 

= .002), and number of chronic diseases (β = -.121, p = .039) were still significant 

predictors of life satisfaction. Physical functioning (β = .466, p = < .001) was the 

strongest predictor among the variables entered in this model. An additional 16.4% of 

variance in life satisfaction was explained.  

Model 5 was significant by adding social support from family, friends, significant 

others and productive activities, F = 11.949, p < .001. Among the additional variables, 

family support (β = .289, p <.001) was the only significant predictor of life satisfaction. 

There were some changes in the variables that were significantly predictive of life 

satisfaction: children (β = .121, p = .028), deaths of family and close relatives or friends 

(β = -.128, p = .014), BMI (β = -.125, p = .014), number of chronic conditions (β = -

.113, p = .032), and physical functioning (β = .370, p = < .001) remained significant; 

religion and house ownership, and frequency of alcohol consumption were not 

significant anymore; and education (β = -.151, p = .011) and hearing problems (β = -

.119, p = .033) became significant in this model. Extra variance, 12.1% in life 

satisfaction was accounted for by this model. 
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Model 6 was significant, F = 13.165, p < .001. There were a number of significant 

contributors of life satisfaction: children (β = .126, p = .017), deaths of family and close 

relatives or friends (β = -.120, p = .016), education (β = -.169, p = .003), house 

ownership (β = .110, p = .038), BMI (β = -.117, p = .017), number of chronic diseases 

(β = -.110, p = .029), hearing problems (β = -.130, p = .016), physical functioning (β 

= .184, p = .010), and family support (β = .247, p = .001). Psychological health (β 

= .284, p = < .001), which was added in this model showed the highest coefficient 

among the variables. This final model explained 61% of variance in total, by 

contributing an additional 3.5% to predicting life satisfaction.  

The results indicated that having more children, not experiencing death of family or 

close friends, attaining none to some education up to middle school, living in owned 

home, not being in the normal weight range by BMI , having fewer chronic diseases, 

not having major hearing problems, having higher levels of physical functioning, 

receiving family support, and enjoying high levels of psychological health were 

significantly related to high levels of life satisfaction among the urban elderly. 

Examining each variable indicated that psychological health was the strongest predictor 

of life satisfaction, which is consistent with the total and the rural samples. 
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Table 4.19 Hierarchical multiple regression of predictors of life satisfaction in the urban 

elderly 

Variable 
1 2 3 4 5 6 

β p β p β p β P β p β p 

Socio-demographic characteristics 

Gender (1=male) -.145 .051 -.124 .126 -.082 .314 -.107 .138 -.042 .533 -.014 .832 

Age  .029 .679 .027 .693 -.034 .619 -.078 .198 -.055 .310 -.050 .341 

Marital status  .040 .584 -.032 .661 -.030 .679 -.026 .683 -.096 .098 -.080 .151 

No of children .287 <.001 .262 <.001 .220 .001 .189 .002 .121 .028 .126 .017 

Religion  .135 .039 .146 .023 .120 .057 .139 .013 .085 .101 .080 .109 

Deaths  -.122 .069 -.140 .036 -.141 .030 -.150 .009 -.128 .014 -.120 .016 

SES 

Education    -.069 .344 -.075 .297 -.083 .191 -.151 .011 -.169 .003 

House ownership    .255 <.001 .234 <.001 .179 .002 .072 .185 .110 .038 

Occupation    .007 .924 -.011 .877 -.013 .844 .039 .510 .048 .402 

Risk of disease and disability 

BMI      -.150 .019 -.134 .018 -.125 .014 -.117 .017 

Exercise      .059 .337 -.024 .660 -.035 .477 -.018 .703 

Smoking      .078 .248 .105 .081 .092 .085 .082 .112 

Alcohol consumption      -.088 .171 -.120 .035 -.051 .324 -.060 .226 

Chronic conditions     -.245 <.001 -.121 .039 -.113 .032 -.110 .029 

Hearing problems      -.162 .020 -.119 .055 -.119 .033 -.130 .016 

Vision problems      .026 .706 .064 .316 .046 .423 .022 .695 

Physical and cognitive functioning 

Physical functioning       .466 <.001 .370 <.001 .184 .010 

Cognitive function       -.077 .211 -.087 .117 -.103 .055 

Engagement with life             

Family support         .289 <.001 .247 .001 

Friends support         .068 .281 .070 .251 

Support from significant others         .124 .142 .089 .276 

Productive activity         -.031 .600 -.039 .491 

Psychological health           .284 <.001 

Adjusted R2 .103    .150   .236  .407  .530 .567 

R2 .128    .185   .293  .457  .578 .613 

∆R2 .128    .057   .108  .164 .121 .035 

F 5.081*** 5.185*** 5.137*** 9.161*** 11.949*** 13.165*** 

*
p < .05, 

**
p < .01, 

*** 
p < .001 

coding: gender 1=male, 0=female; age 1=65~74 years, 0=75+; marital status 1=married, 

0=divorced/widowed; religion 1=engaged in religion, 0=not engaged in religion; death of family/close 

friends 1=having an experience for last 3 years, 0=not having the experience; education 1=more than high 

school, 0= none to middle school; house ownership 1=yes, 0=no; occupation 1=unskilled labours/home 

duties, 0=professionals/white collars/armed forces/skilled labours/; BMI 1=normal weight, 

0=underweight/obese; exercise 1=3+/week, 0=less than 3 times/wk; smoking 1=current smoker, 

0=former/non-smoker; alcohol consumption 1=4+/week, 0=less than 4 times/wk; hearing/vision problems 

1= yes, 0=no; cognitive functioning 0= having major problems; productive activity= 1= ≥1, 0 = not 

involvement with productive activity 
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4.5.4. Summary 

The aim of this section was to examine the extent to which dimensions of successful 

ageing can predict life satisfaction between the urban and rural Korean elderly. To 

achieve this aim, hypothesis 3-1 anticipated that the dimensions of successful ageing 

would be associated with life satisfaction, and hypothesis 3-2 suggested that there 

would be different predictors of life satisfaction among the dimensions of successful 

ageing, between the rural and urban samples. To test these hypotheses, hierarchical 

multiple regressions were conducted on the total, the rural and urban samples.  

Socio-demographic characteristics and SES were included in the analyses as control 

variables. All models were statistically significant, and among the four dimensions of 

successful ageing, physical and cognitive functioning solely accounted for the biggest 

variation in life satisfaction; however, when considering the p-values and stepwise 

regressions across all variables, the strongest predictor of life satisfaction was 

psychological health.  
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Table 4.20 Summary of hierarchical multiple regression results: significant predictors of 

life satisfaction in the total, rural, and urban samples 

Variable Total Rural Urban 

Socio-demographic characteristics    

Gender (1=male)    

Age (1=65~74 years) -
*
 -

*
  

Marital status (1=married)    

No of children   +
*
 

Religion (1=yes)    

Deaths (1=yes)   -
*
 

SES    

Education (1=high school+) -
***

 -
*
 -

**
 

House ownership (1=yes) +
**

  +
*
 

Occupation (1=unskilled/home duties)    

Risk of disease and disability     

BMI (1=normal weight)   -
*
 

Exercise (1=3+/week)    

Smoking (1= current smoker)    

Alcohol consumption (1= 4+/week) -
**

 -
*
  

No of  chronic conditions   -
*
 

Hearing problems (1=yes) -
*
  -

*
 

Vision problems (1=yes)    

Physical and cognitive functioning    

Physical functioning +
*
  +

*
 

Cognitive functioning (1= good levels of functioning)    

Engagement with life    

Family support +
**

 +
*
 +

**
 

Friends support    

Support from significant others    

Productive activity    

Psychological health +
***

 +
***

 +
***

 

Adjusted R
2
  .531  .536   .567 

R
2
  .559  .593   .613 

∆R
2
  .071  .098   .035 

F 20.013
***

 10.433
***

 13.165
***

 
*
p < .05, 

**
p < .01, 

*** 
p < .001 

coding: gender 0=female; age 0=75+; marital status 0=divorced/widowed; religion 0=not engaged in 

religion; death of family/close friends 0=not having the experience; education 0= none to middle school; 

house ownership 0=no; occupation 0=professionals/white collars/armed forces/skilled labours/; BMI 

0=underweight/obese; exercise 0= none to some less than 3 times/wk; smoking 0=former/non-smoker; 

alcohol consumption; none to some less than 3 times/wk; having major problems with hearing and vision 

problems 0=no; cognitive functioning 0= having major problems; productive activity= 0 = not 

involvement with productive activity 
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As a result of hierarchical multiple regressions (Table 4.20), the significant predictors of 

life satisfaction for both rural and urban elderly, were attaining none to some education 

up to middle school, receiving high levels of family support, and having high levels of 

psychological health. Differences in the predictors of life satisfaction between the rural 

and urban elderly were also found: being in the older age group (75 years old and over) 

than the younger age group (from 65 to 74 years old) and not consuming alcohol more 

than four times per week were significantly associated with higher levels of life 

satisfaction only in the rural elderly, while among the urban elderly, having more 

children, not experiencing death of family or close friends, living in owned home, not 

being in the normal BMI weight range, having fewer chronic diseases, not having major 

hearing problems, and having higher levels of physical functioning were significantly 

associated with higher levels of life satisfaction. The overall results provided support for 

hypothesis 3-2, whereas hypothesis 3-1 was partially supported.  

 

4.6.  Conclusion 

This chapter examined the relationships between life satisfaction and the dimensions of 

successful ageing in the Korean rural and urban elderly. Sample characteristics were 

established, highlighting a high percentage of women in the sample, particularly in rural 

areas. The age ranged from 65 to 96 years with the average age being 74 years old. The 

majority of participants were married, the average number of children was 3.2, and 

approximately three out of four people affiliated with a religion. While the urban and 

rural elderly did not show any differences across these socio-demographic 

characteristics, SES did show some differences. Compared to urban elders, a higher 

percentage of rural elders attained none to some education up to elementary school, 

worked as unskilled labours, and lived their owned home.  
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As a result of preliminary analyses, the similarities and differences were investigated 

using t-test and chi-square procedures. Levels of life satisfaction was high for both the 

rural and urban elderly, showing no significant difference between the groups. The 

levels of psychological health was higher in the urban elderly than the rural elderly, 

while no significant difference was found in physical and cognitive functioning, and 

engagement with life. With respect to the risk of disease and disability dimension of 

successful ageing, some domains showed a significant differences, reporting that higher 

percentages of urban elders participated in exercise and exhibited lower BMI than rural 

elders. 

In bivariate correlations between life satisfaction and the dimensions of successful 

ageing, only smoking status and vision problems were not significantly associated with 

life satisfaction for all participants. As a result of hierarchical multiple regression 

showing the relative importance of the variables in predicting life satisfaction, receiving 

family support and enjoying higher levels of psychological health increased levels of 

life satisfaction across the total, the rural, and the urban samples. Surprisingly, attaining 

none to some education up to middle school was also positively associated with life 

satisfaction.  

On the other hand, in the rural elderly being in the older age group (75 years old and 

over) and not consuming alcohol more than four times per week were significant 

predictors of life satisfaction. Among the urban elderly, having more children, not 

experiencing death of family or close friends, living in owned home, not being in the 

normal BMI weight range, having fewer chronic diseases, not having major hearing 

problems, and having higher levels of physical functioning were significantly associated 

with greater life satisfaction.  
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Across all variables, psychological health was the strongest predictor of life satisfaction. 

In addition to the significant predictors of life satisfaction, the multivariate regressions 

where socio-demographic and SES factors were not controlled for, indicated that 

hearing problems and support from friends in the rural elderly, and productive activity 

in the urban elderly were significantly associated with life satisfaction. The next chapter 

will continue to present results of this study by exploring the percentage of participants 

classified as successfully ageing and elderly’s views of successful ageing. 
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5. Chapter 5. Result II: Percentages of successful agers and 

perspectives of successful ageing 

 

5.1. Introduction   

The previous chapter examined the similarities and differences within the dimensions of 

successful ageing, life satisfaction, and background information between the rural and 

urban elderly, and the relationships between the dimensions of successful ageing and 

life satisfaction. This chapter extends these initial results to explore the percentages of 

successful agers, and the elderly’s perspectives of successful ageing in these rural and 

urban samples. The first part of this chapter presents the results of the quantitative 

analyses of both objective and a subjective measure of successful ageing. The objective 

measure of successful ageing, is based on four dimensions  with identification of those 

who meet each dimension as well as those that meet all four. Thus, the percentages of 

successful agers defined by various combinations of the dimensions of successful 

ageing, can be compared across the rural and urban elderly samples. Successful ageing 

has also been examined using a subjective measure reflected by a single question which 

gathered information about the respondents perceptions of their successful ageing. 

In this second results chapter, in addition to the material synthesising the quantitative 

findings of successful ageing, the results of the qualitative data analysis are also 

presented to provide further details of respondents’ views of the factors and experience 

of successful ageing. These were explored through interviews with 25 participants with 

responses categorised into five groups depending on which the dimensions of successful 
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ageing they met, based on the information that each individual reported as part of their 

survey completion. Qualitative analysis involved identifying themes that emerged in the 

interviews both within and across these groups. Thus, the reporting of qualitative data in 

this section will help develop a more comprehensive understanding of successful ageing 

among the rural and urban elderly. Table 5.2 provides the overview of this chapter to 

aid understanding, and further information about the columns of the Table 5.2 are 

provided below in Table 5.1.  

Table 5.1 Explanatory material for Table 5.2 
Column Explanation 

Quantitative results 

Objective successful ageing 
Measured by an operational definition of successful ageing based on the 

four dimensions of successful ageing 

Dimensions of successful 

ageing 

The four dimensions of successful ageing includes low risk of disease and 

disability, high physical and cognitive functioning, active engagement with 

life, and high psychological health   

Domains Each dimension includes one domain to seven  

Positive(P)/negative(N) 
Participants were classified into either a positive or negative level of each 

domain. domain, this refers as a ‘positive level’, which will be   

Criteria of positive and 

negative levels of the 

domains 

Each domain has criteria of dividing participants into a positive or negative 

level, based on the operational definition used in this study.  

Subjective successful 

ageing 

Measured by a self-rating item, “I’m ageing successfully/well”, with a 5-

point Likert scale 

Quantitative  Qualitative  

Groups 

All positive levels of the domains were merged within each dimension. 

Thus, successful agers were defined when an individual met the criteria of 

the all positive levels of domains within a dimension. The example of 

merging domains in the low risk of disease and disability dimension, is 

presented by arrows.  

 

This allowed examination of successful agers in single dimensions as well 

as any possible combinations of the dimensions. Numbers in this column 

denotes the dimensions of successful ageing as follows: 1=low risk of 

disease and disability; 2=high physical and cognitive functioning; 3=active 

engagement with life; and 4=high levels of psychological health. This 

symbol ‘&’, means integration/combination of the dimensions. For 

example, 1&2 means successful agers who satisfy the criteria of both ‘low 

risk of disease and disability’ and ‘high physical and cognitive 

functioning’ The category, usual agers, indicates those who did not satisfy 

any criteria of the dimensions of successful ageing 

 

These categories, which include a single dimension or combinations of the 
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dimensions of successful ageing, informed the qualitative data analyses, in 

categorising the participants.  

Qualitative results 

Factors in each group/ 

Themes 

After conducting interviews, participants who were randomly selected 

from those who participated in the quantitative research and provided their 

contact details for the further research, were classified into a category, 

depending on which criteria they met. Various factors emerged in each 

category based on the qualitative data analyses, and themes were emerged 

across the groups 
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Table 5.2 Overview of the chapter  

Quantitative results 

(Percentages of successful agers) 

 
Quantitative  

 Qualitative 

Qualitative results 

(Elderly’s perspectives of successful 

ageing) 

Objective measure of successful ageing  

 

Groups 

 

Factors in each group Themes 

Dimensions 

of 

successful 

ageing 

Domains  

 

Positive (P)/ 

Negative(N) 

Criteria of positive and  

negative levels of the domains 

 

 

 

 

†eg 

1
 L

o
w

 r
is

k
 o

f 
d

is
ea

se
 a

n
d

 d
is

a
b

il
it

y
 

1.1 BMI 

P1.1 18.5 < BMI ≤ 24.9 Single dimension   

Health 

Psychological 

capital 

Engagement 

with life 

Reflections of 

success  

N1.1 BMI < 18.5, BMI ≥ 25 
1: 

disease/disability 

 

1.2 Exercise 
P1.2 30 min+ , 3+/wk 

2: 

physical/cognitive
 

 

N1.2 none to less than 3 /wk 

3: engagement 

with life 

Success in career; 

family relationships; 

coping with illness 
1.3 Smoking 

P1.3 former or non-smoker 

N1.3 current smoker 

1.4 Alcohol 

consumption 

P1.4 none to 3 times/wk 
4: psychological 

health 

Coping with 

difficulties; family 

relationship 
N1.4 4+/wk 

1.5 Presence of 

chronic diseases 

P1.5 number of disease=0 

N1.5 number of disease =1+ Combinations of  
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dimension 

1.6 Hearing 

problems 

P1.6 never, a little 1&2  

N1.6 
a moderate amount, very much, or an 

extreme amount 
1&3 

 

1.7 Vision problems 

P1.7 never or a little 1&4  

N1.7 
a moderate amount, very much, or an 

extreme amount 
2&3 

 

2
 H

ig
h

 p
h

y
si

ca
l 

a
n

d
 c

o
g

n
it

iv
e 

fu
n

ct
io

n
in

g
 

2.1 Physical 

functioning 

P2.1 mean score of 7 Qs
 c
 ≥ 3 

2&4 

Optimism; social 

participation; social 

relationships 
N2.1 mean score of 7 Qs < 2 

2.2 Cognitive 

functioning 

P2.2 sum of the score
d
 of 3 items ≥ 12 

N2.2 sum of the score of 3 items < 12 

3&4 

Being a role model to 

children; positive 

attitude toward life and 

ageing; social support  

3
 A

ct
iv

e 
en

g
a
g

em
en

t 
w

it
h

 

li
fe

 

3.1 Family support 
P3.1 mean score of 4 Qs ≥ 3 

N3.1 mean score of 4 Qs < 2 

3.2 Support from 

friends 

P3.2 mean score of 4 Qs ≥ 3 1&2&3ǂ  

N3.2 mean score of 4 Qs < 2 1&2&4  

3.3 Support from 

significant others 

P3.3 mean score of 4 Qs ≥ 3 1&3&4  

N3.3 mean score of 4 Qs < 2 

2&3&4 

Health/healthy life 

styles/ having things to 

do during free time; 

ethical values/positive 

3.4 Productive 

activities 

P3.4 
number of productive activity 

involved ≥ 1 

N3.4 no. of productive activities = 0 
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4
 3

 4 Psychological 

health 

P4.1 mean score of 8 Qs ≥ 3 
attitudes; meaning of 

success 

N4.1 mean score of 8 Qs < 2 

 

1&2&3&4 

Being involved in 

various activities; 

Personal growth; 

health/autonomy 

Subjective successful ageing 

 I am ageing successfully/well SA
1
 ‘strongly agree’ or ‘agree’ 

Usual agers 

Coping with changes; 

relationships with 

children 
UA

2
 ‘neutral’, ‘disagree’ or ‘strongly disagree’ 

† An example of the process of the successful agers (SA) by criterion of each domain within the ‘risk of disease and disability’ dimension 

1= SA: successful ager; 2=UA usual ager; 3=Psychological health 
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5.1. Percentages of successful agers  

The aim of this section is to identify the percentage of successful and usual agers
15

 and 

compare the percentages of successful agers in the rural and urban elderly, as well as by 

objective and subjective measures. It was hypothesised that there would be a significant 

difference in the percentage of successful agers between the rural and urban elderly (H 

4-1), and the percentage of successful agers by a subjective measure would be higher, 

compared to an objective measure (H 4-2). To test these hypotheses, successful ageing 

was measured both objectively and subjectively (Table 5.3). The objective measure of 

successful ageing used in this study comprised the four dimensions of successful ageing, 

including risk of disease and disability; physical and cognitive functioning; engagement 

with life; and psychological health (see Chapter 2). The subjective assessment of 

successful ageing was based on a self-rating using a 5-point Likert scale in response to 

the statement, ‘I am ageing successfully/well’.  

Table 5.3 Objective and subjective measures of successful ageing 

Objective Subjective 

Scales related to four dimensions of successful ageing 

- Risk of disease and disability 

- Physical and cognitive functioning  

- Engagement with life 

- Psychological health 

I am ageing successfully/well 

 

(one item measured by a 5 point Likert 

scale: strongly disagree to strongly 

agree) 

Details in methodology  

                                                 

15
 This study uses the terminology which  Rowe and Kahn (1987, 1997) established (see Chapter 2):  

- Successful agers who are high functioning and actively engaged with life and with low risk of 

aging related to disease or disability 

- Usual agers who experience typical non-pathologic aging processes, but are at high risk for 

disease or disability  
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5.1.1. Objective successful ageing 

Successful and usual agers were classified using the operational definitions of this study. 

Each domain of the four dimensions of successful ageing, was first divided into positive 

and negative levels for successful ageing. Following this, all positive levels of the 

domains within each dimension of successful ageing were combined, which enabled the 

comparison of the percentages of successful agers defined by the criteria of each single 

dimension, in the rural and urban elderly.  

Table 5.4 provides a summary of the percentages of those in a positive level of each 

domain in the four dimensions of successful ageing, reported by the location (i.e. rural 

or urban). The components of each domain were defined, based on the operational 

definition of a successful ager used in this study (see Chapter 3) overviewed below.  

Domain level 

Dimension: Risk of disease and disability 

The ‘risk of disease and disability’, is composed of body mass index (BMI), frequency 

of exercise, cigarette smoking, and frequency of alcohol consumption as risk of 

diseases; presence of chronic diseases among the leading causes of death in the Korean 

elderly, as disease; and whether or not suffering from major hearing or vision problems 

as disability. The domains which showed a significant difference between the rural and 

urban elderly, regarding the positive level of each domain, were BMI (58.1% rural; 

68.7% urban), exercise (60.4% rural; 72.1% urban), and no presence of chronic diseases 

(36.6% rural; 44.8% urban).  
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Table 5.4 Chi-square results comparing rural and urban elders on the percentages of 

those in a positive level of each domain 

Dimension/ 

domain 
Positive (P) 

Criteria of P/N 

(operational definition) 

Total 

(n=624) 

Rural 

(n=298) 

Urban 

(n=326) 
χ

2
 p 

1: Risk of disease and disability 

1.1: BMI  P1.1 18.5 < BMI ≤ 24.9 63.6 58.1 68.7 7.641 .006 

1.2: Exercise  P1.2 30 min+ , 3+/wk 66.5 60.4 72.1 9.540 .002 

1.3: Smoking  P1.3 former or non-smoker 92.0 93.6 90.5 2.074 .150 

1.4: Alcohol 

consumption 
P1.4 none to 3 times/wk 95.0 95.0 95.1 .005 .943 

1.5:Presence of 

chronic diseases 
P1.5 number of disease=0 40.9 36.6 44.8 4.340 .037 

  1.6: Hearing  

problems 
P1.6 never, a little 82.7 84.6 81.0 1.354 .245 

1.7: Vision 

problems 
P1.7 never or a little 72.4 69.1 75.5 3.127 .077 

2: Physical and cognitive functioning 

2.1: Physical 

functioning§ 
P2.1 mean score of 7 Qs

b
 ≥ 3 69.9 64.1 75.2 9.046 .003 

2.2: Cognitive 

functioning 
P2.2 

sum of the score
c
 of 3 

items ≥ 12 
76.8 74.8 78.5 1.192 .275 

 3: Engagement with life 

3.1: Family 

support§ 
P3.1 mean score of 4 Qs ≥ 3 81.9 81.5 82.2 .046 .829 

3.2: Support 

from friends§ 
P3.2 mean score of 4 Qs ≥ 3 64.3 63.4 62.5 .175 .675 

3.3: Support 

from significant 

others§ 

P3.3 mean score of 4 Qs ≥ 3 79.5 78.2 80.7 .591 .442 

3.4: Productive 

activities 
P3.4 

number of productive 

activities involved ≥ 1 
92.6 93.6 91.7 .829 .363 

4: Psychological health 

4.1: 

Psychological 

health 

P4.1 mean score of 8 Qs ≥ 3 60.9 55.7 65.6 6.459 .011 

df=1 

a = N1.1 BMI < 18.5, BMI ≥ 25; N1.2 none to less than 3 /wk; N1.3 current smoker; N1.4 4+/wk; N1.5 number 

of disease =1+; N1.6 a moderate amount, to an extreme amount; N1.7 a moderate amount, to an extreme 

amount; N2.1 mean score of 7 Qs < 2; N2.2 sum of the score of 3 items < 12; N3.1, N3.2, N3.3 mean score of 4 

Qs < 2; N3.4 number of productive activities = 0; N4.1 mean score of 8 Qs < 2  

b = Questions; c = Ranging from 3 to 15  

§ = 5-point Likert scale, mean scores ranging from 1 to 5 
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Across all these domains, the percentages of those in a positive level were significantly 

higher in the urban elderly than the rural elderly. With respect to the percentage of those 

who were smoking, consuming alcohol more than four times a week, or having hearing 

or vision problems, the percentages were similar between the two groups. Overall, more 

than 90% of participants were classified as being at a positive level of smoking or 

frequency of alcohol consumption, while only around 40% of the elderly were 

categorised at a positive level by the criteria of presence of chronic disease. 

Dimension: Physical and cognitive functioning 

The physical and cognitive functioning of the participants was generally satisfactory, 

accounting for 69.9% of successful agers by the criteria of physical functioning and 

76.8% of cognitive functioning. Thus, the majority of the total participants were 

included in the positive level of the criteria for physical and cognitive functioning. With 

regard to differences across location, the percentages of those in the positive level were 

higher in the urban settings than the rural settings for the criteria of either physical 

functioning (64.1% rural; 75.2% urban) or cognitive functioning (74.8% rural; 78.5% 

urban). However, a significant difference between two settings was only found for 

physical functioning, χ
2 

= 9.046, p = .003.  

Dimension: Engagement with life 

 The participants appeared to be fairly socially active, showing similar levels between 

rural (93.6%) and urban elderly (91.7%) with respect to the percentage of those 

involved in one or more productive activities among the eight items. Therefore, a high 

percentage of the participants met the criteria of a positive level for social support and 

productive activities. Comparison between the rural and urban elderly indicated that the 

percentages who met the criteria for social support from family, friends, or significant 

others, were similar. The majority of participants considered that they received support 

from family (81.9%), friends (64.9%), or significant others (79.5%).  
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Dimension: Psychological health 

Psychological health, which this study added to Rowe and Kahn’s model (1987, 1998), 

included a comparatively lower percentage of participants in a positive level with 60.9%, 

compared with the other dimensions. The percentage of those who met the criteria of 

the positive level for this domain was significantly higher in urban areas (65.6%) than 

rural areas (55.7%), χ
2 

= 6.459, p = .011.  

Dimension level  

The percentages of successful agers were examined, based on the classifications of a 

positive level for each domain as presented in Table 5.4. Based on this, Table 5.5 shows 

the percentages of respondents who met the criteria for one of the dimensions of 

successful ageing. In this table, those that met all criteria of the domains within each 

dimension were classified as ‘Successful Agers’ for that dimension. For example, in 

‘engagement with life’, those who satisfied the positive levels for both domains of 

social support and productive activities were defined as successful agers (SA3) for this 

dimension. Participants who did not meet both these criteria were defined as a usual 

ager (UA3) .  

However, in this study, because usual agers were ultimately defined as those who did 

not meet any of criteria of the four dimensions of successful ageing, some of the usual 

agers on this dimension could be successful agers on another dimension, if they met the 

criteria for all domains in that dimension. After analysing the percentages of successful 

agers who met the criteria of each single dimension, all possible combinations of the 

four dimensions of successful ageing were then examined.  
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Table 5.5 Differences in percentage of those who meet the criteria of one or combinations 

of dimensions of successful ageing by the rural and urban elderly 

Single or 

combinations of 

dimensions 

SA/UA
b
 

Total 

(n=624) 

Rural 

(n=298) 

Urban 

(n=326) 
χ

2
 p 

  N % n % n %   

1: disease &/ 

disability (DD) 

SA1 68 10.9 23 7.7 45 13.8 
5.938 .015 

UA1 556 89.1 275 92.3 281 86.2 

2: physical &/ 

cognitive (PC) 

SA2 362 58.0 156 52.3 206 63.2 
7.512 .006 

UA2 262 42.0 142 47.7 120 36.8 

3: engagement with 

life (EWL) 

SA3 337 54.0 158 53.0 179 54.9 
.223 .636 

UA3 287 46.0 140 47.0 147 45.1 

4:psychological 

health (PSY) 

SA4 380 60.9 166 55.7 214 65.6 
6.459 .011 

UA4 244 39.1 132 44.3 112 34.4 

1&2: DD&PC 
SA1&2 53 8.5 18 6.0 35 10.7 

4.417 .036 
UA1&2 571 91.5 280 94.0 291 89.3 

1&3: DD&EWL 
SA1&3 38 6.1 14 4.7 24 7.4 

1.932 .165 
UA1&3 586 93.9 284 95.3 302 92.6 

1&4: DD&EWL 
SA1&4 50 8.0 16 5.4 34 10.4 

5.409 .020 
UA1&4 574 92.0 282 94.6 292 89.6 

2&3: PC&EWL 
SA2&3 211 33.8 98 32.9 113 34.7 

.220 .639 
UA2&3 413 66.2 200 67.1 213 65.3 

2&4: PC&PSY 
SA2&4 282 45.2 126 42.3 156 47.9 

1.951 .163 
UA2&4 342 54.8 172 57.7 170 52.1 

3&4: EWL&PSY 
SA3&4 234 37.5 104 34.9 130 39.9 

1.646 .199 
UA3&4 390 62.5 194 65.1 196 60.1 

1&2&3
a: 

DD&PC&EWL&PSY 

SA1&2&3 30 4.8 10 3.4 20 6.1 
2.628 .105 

UA1&2& 594 95.2 288 96.6 306 93.9 

1&2&4: 

DD&PC&PSY 

SA1&2&4 45 7.2 15 5.0 30 9.2 
4.044 .044 

UA1&2&4 579 92.8 283 95.0 296 90.8 

1&3&4: 

DD&EWL&PSY  

SA1&3&4 27 4.3 9 3.0 18 5.5 
2.353 .125 

UA1&3&4 597 95.7 289 97.0 308 94.5 

2&3&4: 

PC&EWL&PSY 

SA2&3&4 175 28.0 83 27.9 92 28.2 
.010 .918 

UA2&3&4 449 72.0 215 72.1 234 71.8 

1&2&3&4: 

DD&PC&EWL&PSY 

SA1&2&3&4 24 3.8 8 2.7 16 4.9 
2.081 .149 

UA1&2&3&4 600 96.2 290 97.3 310 95.1 

df=1 

a Rowe and Kahn’s definition of successful ageing 

b Successful agers/Usual agers 
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Single dimension 

Successful agers, who satisfied each of the four dimensions, were reported in Table 5.5. 

A comparison of the percentages of successful agers, across the four single dimensions, 

indicated that dimension 4 (psychological health) accounted for the highest percentage 

of successful agers. In this dimension, the percentages of successful agers (60.9%) were 

significantly higher in the urban elderly (65.6%) than rural elderly (55.7%), χ
2 

= 6.459, 

p = .011. On the other hand, not surprisingly, dimension 1 (risk of disease and 

disability) accounted for the lowest percentage of successful agers in the both settings, 

with the percentage of the urban elderly (13.8%) who had low risk of disease and 

disability, higher than for the rural elderly (7.7%), χ
2 

= 5.938, p = .015 The percentage 

of successful agers on dimension 2 (physical and cognitive functioning) was 

significantly higher in the urban elderly (63.2%) than the rural elderly (52.3%), χ
2 

= 

7.512, p = .006. In dimension 3 (engagement with life), the percentages of successful 

agers were similar between the rural (53.0%) and the urban elderly (54.9%). Thus the 

percentages of successful agers across the dimensions were significantly higher in the 

urban elderly than the rural elderly except in engagement with life. 

Combinations of the dimensions of successful ageing 

Once the percentages of successful agers who met the criteria of each dimension were 

examined, successful agers who satisfied various combinations of successful ageing 

dimensions were investigated. The percentage of successful agers who satisfied the 

combinations of all dimensions of successful ageing appeared to be similar between the 

rural and urban elderly. Because of the low percentage of the successful agers in 

dimension 1, any combinations that included this dimension also resulted in a low 

percentage, ranging between 3.8% (all four dimensions)  and 10.9% (risk of disease and 

disability). Among the combinations of dimensions, 2 and 4 (physical and cognitive 
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functioning and psychological health) captured the highest percentage of successful 

agers (42.3% rural; 47.9% urban).  

Figure 5.1 Percentages and numbers of those participants who meet each criteria of 

dimensions 

 

The percentage of successful agers who met all the criteria for each of the four 

dimensions was low with only 2.7% for the rural elderly and 4.9% of the urban elderly. 

The percentage of successful agers according to the criteria of Rowe and Kahn’s model 

(1&2&3) accounted for 3.4% of the rural elderly and 6.1% of urban elderly, while those 

who met the Group 2&3&4, accounted for 28.0% (rural: 27.9%, urban: 28.2%). Overall, 

across the combinations of dimensions, the percentages of successful agers in the urban 
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elderly were higher than or similar to the rural elderly, in accordance with the results of 

the percentages of successful agers by the criteria of a single dimension. Figure 5.1 

below shows the numbers and percentages of successful agers in each group for all 

agers.  

5.1.2. Subjective successful ageing 

The other measurement of successful ageing undertaken in this research was through a 

self-rating item, asking ‘I am ageing successfully/well’. As shown in Table 5.6, 

approximately two-thirds of the rural elderly (67.1%) and urban elderly (66.2%) 

selected ‘agree’ or ‘strongly agree’, whereas only 13.4% of rural and 15.4% of urban 

elderly responded ‘strongly disagree’ or ‘disagree’. The most frequent category was 

‘agree’, with 55.7% of the rural elderly and 56.7% of the urban elderly. The percentages 

of each of five categories that ranged from strongly disagree to strongly agree, were 

similar between the rural and urban elderly, χ
2
 = 1.115, p = .892.  

Table 5.6 Chi-square result of a subjective successful ageing measure by the rural-urban 

elderly 

Category 
Total Rural Urban 

χ
2
 df p 

n % n % n % 

Strongly disagree 17 2.7 8 2.7 9 2.8 

1.115 

 

.892 

Disagree 73 11.7 32 10.7 41 12.6  

Neutral 118 18.9 58 19.5 60 18.4 4 

Agree 351 56.3 166 55.7 185 56.7  

Strongly agree 65 10.4 34 11.4 31 9.5  

Total  624 100.0 298 47.8 326 52.2    

 

As displayed in Table 5.7, successful agers were defined as those who selected ‘strongly 

agree’ or ‘agree’, while usual agers were defined those who chose ‘strongly disagree’, 

‘disagree’ or ‘neutral’, regarding the statement, ‘I am ageing successfully/well’. A 
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majority of the participants were classified as successful agers, and their percentages 

were similar between the rural and urban elderly. 

Table 5.7 Chi-square comparing rural and urban elderly on subjective successful ageing 

Successful ager 

(SA)/ 

usual ager (UA) 

Criteria of SA/UA 

(operational definition) 

Total 

(n=624) 

Rural 

(n=298) 

Urban 

(n=326) 
χ

2
 

df 

p 

SA strongly agree or agree 66.7 67.1 66.3 

.051 1 .821 

UA 
strongly disagree, disagree or 

neutral 
33.3 32.9 33.7 

 

5.1.3. Summary 

This section examined the hypothesis that there would be a significant difference in the 

percentages of successful agers between the rural and urban elderly, and this hypothesis 

was partially supported (Table 5.8). To test this hypothesis (H4-1), successful ageing was 

measured both objectively and subjectively. With respect to objective successful ageing, 

successful agers were classified as those who satisfied the criteria for any dimension of 

the four dimensions of successful ageing, thereby extending the definitions of 

successful agers by Rowe and Kahn (1987, 1997).  

To examine the percentages of successful and usual agers at a dimensional level, the 

positive and negative levels of each domain within a dimension were first analysed. The 

percentages of the urban elderly who satisfied the criteria of positive level, were 

significantly higher than the rural elderly, on the criteria of BMI, exercise, number of 

chronic diseases, physical functioning, and psychological health, although showing no 

difference on the other domains. 



163 

 

 

The percentages of successful agers defined by the criteria of each single dimension of 

the risk of disease and disability, physical and cognitive functioning, or psychological 

health were significantly higher in the urban elderly than the rural elderly. However, the 

percentages of successful agers who met the criteria of engagement with life dimension 

was similar between two settings. Among the percentages of successful agers who met a 

single dimension, the percentage of successful agers by ‘low risk and disease and 

disability’ dimension was the lowest, showing the rural elderly with 7.7% and the urban 

elderly with 13.8%, while the percentages of successful agers, who met the criteria of 

any other dimensions, ranged from 52.3% to 65.6%.  

Table 5.8 Summary of hypothesis  

Alternative hypothesis Test result 

H4-1: There would be a significant difference in the 

percentages of successful agers between the rural and 

urban elderly. 

Partially accepted 

 

Accepted (rural < urban) 

- low risk of disease and disability 

- high physical and cognitive functioning 

- high levels of psychological health 

Rejected 

- active engagement with life 

- any combinations of four dimensions of 

successful ageing  

- subjective successful ageing 

H4-2: The percentage of successful agers by the 

subjective measure would be higher than the objective 

measure 

Accepted 

- by subjective measure: 66.7% 

- by objective measure: between 3.8% and 

60.9% 

Among the combinations of the dimensions of successful ageing, The percentage of 

successful agers who met all the criteria of the four dimensions accounted for 2.7% of 

the rural elderly and 4.9% of the urban elderly. The percentage of successful agers by 

the criteria of Rowe and Kahn’s model (1&2&3) accounted for 4.0% of the rural elderly 

and 6.1% of urban elderly, while 28% of the elderly satisfied the group 2&3&4, which 

exclude low risk of disease and disability dimension. There were no combinations that 

showed a significant difference between the rural and urban elderly, yet the percentages 
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of successful agers in the urban settings were higher than in the rural settings, across all 

possible combinations.  

When measured by a self-rating item of successful ageing (subjective successful ageing), 

a majority of the participants were classified as successful agers, showing that 67.1% of 

the rural elderly and 66.9% of the urban elderly selected ‘agree’ or ‘strongly agree’ 

regarding the statement, ‘I am ageing successfully/well’. This, however, did not reach 

statistical significant, reporting similar percentages of successful agers in both settings. 

In support of hypothesis 4-2, these figures were higher than the percentages of 

successful agers measured by the objective measure of successful ageing, ranging from 

3.8% to 60.9%. 

5.2. Perspectives of successful ageing 

This section presents the qualitative research results with the aim of understanding 

participants’ perspectives of successful ageing and exploring the factors that help or 

hinder successful ageing. To achieve these aims, the perspectives of successful ageing 

are investigated after classifying the participants into groups in accordance with their 

results from the quantitative data analysis, followed by thematic analysis across the 

groups. The results from this qualitative data will be integrated with quantitative results 

in the discussion chapter, by adding further commentary behind the results of the 

quantitative data analyses. 

5.2.1. Characteristics of participants 

Twenty-five interviewees were selected from those who had stated on their 

questionnaires that they would like to assist further in this research by participating in a 
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face-to-face interview (see Chapter 3). After these interviews were completed, 

participants were classified into the various categories (Figure 5.2), depending upon 

which dimension of successful ageing they satisfied based on their questionnaire survey 

results. Five people did not meet any criteria of the four dimensions of successful 

ageing, while there were three participants for Group ‘1&2&3&4’, which means that 

they met the criteria of all the four dimensions of successful ageing. In addition, seven 

participants for Group ‘2&3&4’, four for Group ‘2&4’, two for Group ‘3&4’, two for 

Group ‘3’, and two for group ‘4’ were classified. The last three groups were merged as 

one group due to these groups having similar patterns of responses and only two people 

having been categorised in each group (i.e. 3 and/or 4).  

Figure 5.2 No. of participants who met a single or combinations of dimensions of 

successful ageing 

 
values inside parentheses: the number of participants who ultimately met the group 
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Table 5.9 shows a brief summary of the interviewees’ background information on socio-

demographic and economic factors, as well as the categories in which they fulfilled the 

criteria of successful ageing. The participant sample included 13 individuals from rural 

areas and 12 from urban areas, and 10 (40%) men and 15 (60%) women, who ranged in 

ages from 66 to 87 years (average age = 73.84 years old). Among the participants, 14 

individuals were married and 10 participants lived alone. With respect to the socio-

economic status of participants, participants generally fell between lower to middle 

classes. The highest education attained showed that nine graduated high school or above, 

and two did not receive school education. The majority of the participants (16 persons, 

64%) lived in their own home, while five participants were living in a national rental 

house or in a house for which they paid a monthly rent. One participant did not have a 

home and stayed at a security office working as a night guard. In addition, the most 

popular previous occupations were self-employed or running their own business (which 

applied to seven individuals), followed by six white collar workers including a teacher, 

banker, bookkeeper, and three farmers.  
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Table 5.9 Background information of the participants  

No Name
a
 M

b
/F

c
 Age Marital 

status 

FS
d
 Education Home 

ownership 

Occupation
h
  Category

i
 

Urban 

1 Taeho M 77 Married 2 College Owned Advertising 

agent/ 

interior 

design 

2&3&4 

2 Inhe F 75 Widowed 1 High 

school 

A house 

on a 

deposit 

basis
f
 

Bookkeeper 2&4 

3 Minsu M 66 Separated 1 Middle 

school 

A house 

on a 

deposit 

basis 

Publishing 

company 

2&4 

4 Taehee F 81 Married 2 Elementary 

school 

National 

rental 

housing 

Home duties None 

5 Suri F 74 Divorced 1 University National 

rental 

housing 

Nurse None 

6 Nami F 69 Married 2 Elementary A house 

on a 

deposit 

basis 

Factory 

worker 

1&2&3&4 

7 Yuri F 66 Divorced 1 College Owned  Banker 1&2&3&4 

8 Ohjin M 75 Married 5 None Owned Self-

employed 

2&3&4 

9 Jun M 79 Married 7 Middle 

school 

Owned Farmer 4 

10 Jawook M 68 Married 4 Middle 

school 

Owned Self-

employed 

2&3&4 

11 Misun F 84 Widowed 2 High 

school 

Owned  Home duties 3&4 

12 Su F 71 Married 5 University Owned Teacher 3 

13 Yuna F 78 Widowed 1 Withdraw 

from 

middle 

school 

Monthly 

rent
g
 

Office 

worker 

None 

Rural 

14 Suhee F 68 Widowed 1 Middle 

school 

Owned  Insurance 

saleswoman 

1&2&3&4 

15 Sungjun M 74 Widowed 1 Post 

graduate 

Owned Office 

worker 

2&4 

16 Mija F 87 Married 2 Elementary Owned Managed 

commercial 

business 

2&3&4 

17 Sora F 66 Married 2 University Owned Social 4 
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a= False names; b= Male; c= Female; d= Family size: the number of family members, currently living 

with the participant, including the participant; e= Institute/school teaching letter,  reading, Confucian 

ideas, and etiquette, and existed until early 1900s; f, g= Details described in Chapter 4 (see footnote 13) 

h= Occupation before retirement; i= see figure 5.1 

 

5.2.2. Constructs: within each group 

Group 1&2&3&4 

Participants, who satisfied all criteria of the dimensions of successful ageing (SA) 

(Figure 5.3), emphasised active involvement in activities and enjoyed their autonomy, 

as well as tended to set goals for later life.  

worker for 

the disabled 

18 Juwon M 77 Married 2 College Owned  Pastor 2&3&4 

19 Dongwon M 66 Divorced 1 University Homeless, 

staying at 

a 

workplace 

Teacher None 

20 Juhyuk M 71 Married 2 High 

school 

Owned Self-

employed 

2&3&4 

21 Dongsu M 75 Married 2 Middle 

school 

National 

rental 

housing 

Farmer 2&3&4 

22 Bora F 71 Widowed 2 None National 

rental 

housing 

Cleaner 2&4 

23 Mirae F 76 Widowed 1 None Owned  Farmer None 

24 Woori  F 75 Married 2 Elementary Owned Home duties 3 

25 Hana  F 77 Married 1 Seodang
e
 Owned Restaurant 

manage 

3&4 
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Figure 5.3 Category of those who met the criteria of all dimensions of SA 

 

Being involved in various activities 

All respondents in this category were pleased with being involved in various activities. 

These participants were taking classes in a senior welfare centre and enjoying them: 

I go to the senior welfare centre, and do volunteer work and participate in 

activities….. I do yoga for my health. I do various things. I sing in choir as 

well…….. I’m not staying home (all the time), but I often participate in various 

activities outside my home. I’m satisfied with that. (Suhee, 68F, rural) 

Another benefit of taking classes in a welfare centre was expressed. Nami, who was 

from an urban area, enjoyed learning and talking with friends: 
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I go to the senior welfare centre and talk with friends and take classes. I’m pleased 

that I’m learning everyday. (Nami, 69F, urban) 

Ageing was also evaluated by the degree to which participants were active and positive. 

For Suhee, in response to being asked if she had aged successfully, she denied ageing. 

She pointed out her optimistic personality and active engagement with activities, as a 

reason why she had not thought that she had been ageing: 

Ageing? I have never thought about that, because I’m optimistic and participating 

in many activities, not just staying home. I’m satisfied with my life. (Suhee, 68F, 

rural) 

Thus, participants benefited from engaging in various activities and with friends at a 

senior welfare centre. The extent to which participants could be involved in social 

activities was also thought to be one of the criteria of how much an individual had aged. 

This also linked to a sense of personal growth.  

Personal growth 

Respondents considered their personal growth important and goal-oriented. They still 

had things they wanted to do, and made goals in later life. They felt no pressure to 

achieve their goals which they made voluntarily, but they were enthusiastic about what 

they had been doing or what they would do, and enjoyed the process of learning: 

I should do what I would like to. I would like to do something I like during the rest 

of my life. I would like to study senior counselling. I think that welfare systems for 

the elderly will be developing a lot in 10 to 20 years. Even older adults will be able 

to work and succeed, as much as we like. (Yuri, 66F, urban) 

I made goals for my later life: 1. Volunteer, 2. Trip, 3. Hobbies. I think I have done 

all. (Suhee, 68F, rural) 
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Health/Autonomy 

The participants appeared to relate their health to their autonomy. They appreciated the 

fact that they were healthy, hence they could do whatever they wanted to do: 

Because so far I’m not sick but healthy, I do whatever I think I would like to do. I 

always appreciate this and live with pleasant feelings. (Suhee, 68F, rural) 

I’m 69 years old but I’m healthy, and I go to the senior welfare centre everyday. 

(Nami, 69F, urban) 

Another respondent enjoyed the fact that she was living by herself with full autonomy, 

after her unhappy marriage ended in divorce: 

I’m happy because I do what I want. I’m alone, and I do what I want, I go out when 

I want to hang out, and meet the older adults (when I want). In the past, my 

husband was so stubborn because he had a hard time when he was young. (So I 

didn’t have a sense of freedom.) However, these days I’m so comfortable (without 

him) because I do whatever I want. (Yuri, 66F, urban) 

In summary, all respondents stated that they were satisfied and pleased with their 

current life. The comments of these respondents suggest that successful ageing requires 

individual’s to be active, independent, and healthy. Setting goals in later life also helped 

give meaning to participants’ lives. Although some respondents in this category were 

living alone, they enjoyed their life with full autonomy, by participating in various 

activities and learning things in which they are interested. 
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Group 2&3&4 

The participants in this category met the criteria of three out of four dimensions of 

successful ageing, which was all, except ‘low risk of disease and disability’, according 

to the quantitative data analyses results (Figure 5.4). They stressed health/healthy 

lifestyles, having things to do in their spare time, positive attitudes and successful 

previous careers, as important factors of successful ageing.  

Figure 5.4 Category of those who met the criteria of physical and cognitive functioning, 

engagement with life, and psychological health  
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Health/healthy lifestyles/ wellness 

Although the respondents in this category did not satisfy the dimension ‘low risk of 

disease and disability’, the majority of them thought that they were healthy, showing 

broad and various definitions of health. Although physical health was generally 

considered as an important factor of successful ageing, mixed views about this emerged. 

For example, Juwon believed that being content and a sense of self-satisfaction helped 

achieve successful ageing, prioritising it over physical health or material satisfaction:  

I think that for successful ageing, physical health and money are important, but the 

most important thing is peace and joy in mind. To make this happen is up to myself. 

Human beings hardly feel satisfaction (because desire/ambition is endless), but I’m 

trying to think about the satisfying aspects of my life. (Juwon, 77M, rural) 

Dongsu expressed satisfaction with his health, as one of the reasons that he thought that 

he had been ageing successfully.  

I’m healthy, so I feel happy…. I don’t want anything more regarding my health. 

(Dongsu, 75M, rural) 

However, when Dongsu was asked about his satisfaction with health, he noted that 

although he had chronic diseases, he considered these as a part of the ageing process, 

and thought his infrequent hospital service use indicated that he is not sick but healthy. 

Dongsu appreciated and was satisfied with his health status:   

Now I’m old, so I have some difficulties in my joint. I’ve been also taking medicine 

for three years because of hypertension. However, I hardly go to hospital. The most 

important thing is health, so I have always appreciated that my parents have given 

me this healthy body. (Dongsu, 75M, rural)  
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The importance of a healthy lifestyle were also emphasised and discussed, including 

eating healthy food and engaging in regular exercise. Practising healthy lifestyles 

appeared to provide high levels of perceived health: 

As I get older, the most important thing is health. I think I should exercise 

regularly. (Jaewook, 68M)  

I have kept fit and exercised for 30 minutes each day for 38 years. Maybe because I 

have been doing whatever is good for my health, I’m healthy. I eat well, especially 

Cheonggukjang (fast-fermented bean paste). Even in the winter time I eat it 

everyday. I also like Kimchi. I eat things like that often, but I barely eat meat. (Mija, 

87F, rural) 

These healthy lifestyles were considered very important not only to healthy people, but 

also those who were suffering from disease. Taeho, who was suffering from diabetes, 

had been maintaining a healthy lifestyle for a long time through eating habits, exercise, 

non-smoking and no alcohol consumption. He seemed to be aware of the importance of 

a healthy lifestyle to keep healthy, and to improve, or not to worsen, the state of his 

chronic disease: 

I have been playing gateball for four hours a day for last 12 years, I have been told 

that I look like in my late 60s… this is my secret of health… I was diagnosed with 

diabetes… I don’t eat things that is bad for my diabetes. I don’t eat meat, don’t 

consume alcohol, and don’t smoke… Thus, even though I’m suffering from diabetes, 

my sugar levels have not gone up. Furthermore, because I’m exercising, I think 

that this disease won’t affect my life/death and I think positively. (Taeho, 77M, 

urban) 

However, some participants’ comments reflected discontent with their health. For Ohjin, 

who had recovered from cancer, trying to be healthier by exercise and positive attitudes 

was his key aim. Notwithstanding these efforts and recovery from cancer, he was not 

happy with his health status, and showed anxiety or fear of a re-occurrence of his 

illness: 
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I was not healthy. I was suffering from cancer for five years. The doctor said that I 

could be relieved from it now, but not totally. So I’m trying to be generous and not 

to be frustrated with life for my health. … I think that keeping fit with the degree 

that I can move around is important. I try to be healthier by exercising such as 

exercise walking. … I don’t think I’m satisfied with my life. Because I have health 

problems and the things that I want to do are difficult, I don’t feel like I’m satisfied 

with my life that much. (Ohjin, 84M, urban) 

Having things to do during free time 

For the majority of participants, having possessions or activities that they could enjoy in 

their spare time had various benefits in their lives, such as gaining positive feelings 

from expanding knowledge or social relationships, and having fun. A number of 

participants enjoyed classes in a senior welfare centre: 

I take a history class on Mondays, and the Sajaseongeo and Myeongsimbogam 

classes on Wednesdays. During the rest of time, I play gateball for four hours a 

day. (Taeho, 77M, urban) 

I’m participating in classes such as things like choir, physical exercise, yoga, 

traditional musical instruments, and folk song. I should come to the senior welfare 

centre through the weekdays. Then I can have fun. (Mija, 87F, rural ) 

Some participants expressed that they benefited not only by having fun from taking part 

in classes at senior welfare centre, but also gaining confidence by being proud of 

themselves, as they were still learning new things in their later life which provides them 

with a sense of personal growth. Jawook benefited from learning photography, and it 

led him to engaging in other social activities, while Ohjin felt the things that he was 

learning were difficult, but simultaneously thought that the knowledge was helpful in 

his life: 

I like taking pictures, so I learnt how to do it … Although I’m not a professional 

photographer, I have more skills and experiences than layman. That helps me 
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enjoy my life and I can be involved in clubs and various activities related to 

photography. It really helps me age well. (Jawook, 68M, urban) 

I’m learning drawing and calligraphy. I learnt Chinese character when I was 

younger, and now I’m learning the Analect of Confucius and Mencius (Chinese 

thinker). Although I’m old and they are difficult to learn, but I think that the things 

which I’m learning can be applicable to my life. (Ohjin, 84M, urban) 

Meeting friends was stressed as another benefit of taking a class in a senior welfare 

centre, which was also an important factor of enjoying life: 

As I get older, I think I should have things I can enjoy in my free time. So I’m going 

to the senior welfare centre everyday and talking with friends and having fun. 

(Taeho, 77M, urban) 

Nowadays, I feel younger because I’m getting along with younger people here in a 

senior welfare centre. I feel that I’m still in my 70s, although I’m old and look old. 

So I like the senior welfare centre. (Mija, 87F, rural) 

Enjoying their spare time by engaging in activities that participants liked to do also 

provided a sense of autonomy, even for those who did not go to a senior welfare centre. 

Juhyuk had things to enjoy at home regularly, and appreciated the autonomy that he 

could do whatever he wanted: 

These days, I’m playing baduk (similar to a chess game) in the morning, writing at 

night. I’m satisfied with doing whatever I want. (Juhyuk, 71M, rural) 

Ethical values and positive attitudes 

Statements relating to participants’ values and attitudes were highlighted as a key factor 

in determining whether or not they had achieved successful ageing. Ethical values, 

which have guided them through their life course, included diligence, generosity, 
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honesty, and responsibility. For Taeho, having an honest life with positive thoughts was 

the key factor in his psychological health: 

I think positively. The way to live happily and enjoy my life is to have a 

comfortable mind, but to be diligent and responsible. … I can say that I’m 

blameless. I have never committed a sin. I’m also active. That’s why I’m 

psychologically healthy.  (Taeho, 77M, urban) 

Likewise, for Dongsu, obeying the ethical principles relating to hard work throughout 

his life was also an important way to increase positive perceptions of successful ageing. 

In addition, he wanted to act as a role model to children:  

Successful ageing is about living diligently without greed. I have been working 

hard and diligently during my whole life and even now at my age, I’m still farming 

hard. … Honesty is also important. If people lie once, they would lie again. When I 

had an honest life, my children would also learn from it. That has been my 

philosophy to life. (Dongsu, 75M, rural)   

Additionally, other comments stressed that being goal-oriented was helpful in ageing 

well. However, they were not focused only on whether or not they were achieving  their 

goals, but also emphasising the process of achieving their goals and the sense of 

satisfaction they derive from the pursuit of their goal at any stage:  

Achieving your own goals…(is successful ageing). Although people may not 

achieve their goals, if they keep making an effort for that, this may be successful 

ageing. (Ohjin, 84M, urban)  

I think that I achieved my goals that I wanted to. However, the desire of human 

beings is endless, so I try not to be greedy. (Juhyuk, 71M, rural) 

Positive attitudes about current situations was also considered to be important to deal 

with illness. This attitude of positive acceptance was previously expressed by some 

participants, who did not meet any criteria of the dimensions of successful ageing, as a 



178 

 

 

strategy of successful ageing. In this category, Juwon acknowledged his diseases were 

his only difficulty, yet stressed that when engaging in situations that he could not 

change, he accepted and thought about them in a positive way, while things that he 

could overcome or change with his efforts, he tried to do so:  

Difficulties for me is not money, knowledge, nor physical pleasure, but just I’m 

feeling some difficulties because of diseases. However, I think that is also my 

current circumstances (which I cannot change). So, that is my life, where I try to 

overcome the disease… If I cannot change the current situation (illness), I’m trying 

to live pleasantly with them. … I’m trying to think positively by accepting the 

things that I cannot change, and enjoy my life. (Juwon, 77M, rural)  

Similarly, some participants emphasised the value of approaching their current 

circumstances with acceptance, positive thoughts, and prioritising health over money, to 

achieve happiness and satisfaction with life: 

When I think about my experience, if people think that they are satisfied with their 

current circumstances, they feel happy, while those who think that they always 

want to be richer, they always think they lack money. The way to think and live for 

me is to be satisfied with my current situation, by doing so, I’m comfortable and 

happy.  (Jawook, 68M, urban) 

Satisfaction is a matter of material things. However, (happiness is different from 

that) because I let go of my greed for money and think positively, I’m healthy and 

feel happy. (Dongsu, 75M, rural)  

Affiliating with a particular religion and conducting downward comparisons, were 

helpful for some participants to positively accept the current situations around him: 

I believe in God, and I accept my circumstances by following him but at the same 

time I try to overcome difficulties. By doing so, I’m living pleasantly. (Juwon, 77M, 

rural)  
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I think I’m ageing successfully. There are people who cannot even come to a senior 

welfare centre. There are people who should be sponsored because they are 

unhealthy/disabled and poor. Compared with them, my situation is better. (Ohjin, 

84M, urban) 

Meaning of success 

Some participants concluded that they had been ageing successfully based on individual 

definition of success. Success in their previous careers was considered a major criteria 

of successful ageing. Mija provided examples of how she was enjoying her life, 

mentioning her previous career and her husband’s work, while Juhyuk was happy with a 

licence that he attained at the time of interview, although there were difficult times with 

his career: 

When I was younger, I ran a flower shop for about 20 years and my husband was a 

policeman as well as worked in a broadcasting station…. I have been a leader of 

women’s association for 25 years. I’m enjoying my life. (Mija, 87F, rural) 

I got a licence as a real estate agent about 10 years ago. Of course, there was a 

time of profit or loss, but I can still earn some money because I attained the licence. 

(Juhyuk, 71M, rural) 

Children’s success was also expressed as a factor of successful ageing. For some 

participants, their children’s success in obtaining a high social position was internalised 

as their own social position, with the success of their children being a reflection of their 

own success: 

Second [another reason for the successful ageing is that], my children were all 

successful. My first daughter is a professor, and son-in-law is also a professor at 

KAIST (one of the prestigious universities in Korea), my son is a director (of a 

company), the youngest daughter is a school commissioner. All are successful. 

(Juhyuk, 71M, rural) 
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Overall, the majority of the respondents who were classified in this category, showed 

positive attitudes and active involvement with life. Interestingly, a majority of 

participants were satisfied with their health, although the only dimension of successful 

ageing in which they did not meet the criteria was ‘low risk of disease and disability’. In 

fact, these participants (1&2&3) tended to be as active in social involvement as those 

meeting all criteria of the dimensions of successful ageing (1&2&3&4). However, 

compared to the latter group (1&2&3&4), the majority in this group (1&2&3) expressed 

a greater focus on health promotion. Additionally, these participants loosely defined 

health as mental health, and healthy lifestyles, or accepted some chronic disease and 

some degree of difficulties in physical function as part of the normal ageing process. 

Additionally, ethical values and strategies to overcome unpleasant situations were 

openly discussed. Ethical values, including diligence and honesty, allowed them to 

consider themselves as successful agers while positive attitudes helped participants to 

overcome their illness and poor financial situations. In addition to admitting their 

current situations, prioritising health over money, affiliating religion, and downward 

comparisons were helpful approaches to maintain positive attitudes. Accordingly, most 

participants in this group appeared to enjoy their life and age successfully, by being 

very active, engaging with life and maintaining health, despite being diagnosed with 

some chronic illnesses.  

Group 2&4 

Participants in this category satisfied two dimensions of successful ageing according to 

the quantitative analyses, which included high levels of physical and cognitive 

functioning, and psychological health (Figure 5.5). Some specific patterns emerged, 

such as optimism, social participation, and social relationships. 
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Figure 5.5 Those meeting the criteria of physical and cognitive functioning, and 

psychological health 

 

Optimism 

One of significant contributors to perceived successful ageing was optimism. 

Participants considered that successful ageing could be achievable, when they thought 

positively, despite present difficulties. They were likely to endeavour to deliberately 

manifest a sense of optimism: 

I think that things depend on the way I think about them, because if I think I’m 

unhappy and blame the current situation, I would be captured by these thoughts. 



182 

 

 

However, if I think I should be satisfied with my life, I feel good. So I’m living in 

this way. (Inhe, 75F, urban) 

Because this is the last years of my life, I would like to make them beautiful; thus, I 

have been trying to consider even trivial things around me as joy and happiness. 

That has been becoming my personality, so this makes me see the bright side of 

everything…. This makes me different from the people who always see the bad side 

of things. I thought my levels of happiness would decrease, but I’m feeling happier. 

(Minsu, 66M, urban) 

As was often addressed in other categories, positive acceptance was also a major coping 

strategy for some respondents who were dealing with poor financial circumstances. 

Minsu stated that his priority in life and attitudes had shifted from money to other 

values, while Sungjun had positively accepted and adapted to the current circumstances: 

I’m confident to say so (I’m ageing successfully). I think I can do it (successful 

ageing) and I can live comfortably in later life. Because I thought I couldn’t do 

anything without money in the past. However, now I’m poorer than other people. 

Despite that, I’m feeling abundant in it (poverty).  (Minsu, 66M, urban)   

I think so (I’m successfully ageing). But the reality is different from my thoughts. 

…Because I do not have much fortune, but I’m satisfied with the current situation 

because I have a strong will to adapt myself to circumstances. (Sungjun, 74M, 

rural) 

Social participation 

Engagement with life in advanced age helped increase participants’ levels of life 

satisfaction and positively influenced ageing in other categories. For Minsu who was 

from an urban area, although he experienced some negative events such as divorce, he 

enjoyed and was satisfied with his life even more than when he was younger. Minsu 

regarded his ongoing contribution to society, such as through volunteer work, as an 

important value to age successfully: 
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I think that successful ageing should be accomplished with a society. If I’m happy 

by myself, I don’t think that’s true happiness. We should contribute to our society. 

(Minsu, 66M, urban) 

Conversely, when social participation could not be achieved, particularly among those 

who were not physically able, this possibly increased stress for participants in this 

situation. For example, Sungjin, who was from a rural area, expressed a sense of 

frustration that he did not have an opportunity to work, although he thought that he had 

an ability to work:  

As I get older, because I don’t have things to do for work, and just live, I’m not 

feeling better than when I was younger. If there is a field in which I can participate, 

I can do that now, but it seems difficult. (Sungjun, 74M, rural) 

Social relationships 

Some participants considered relationships with children or friends as an important 

factor of successful ageing. For Bora, children’s success and good behaviours was the 

major factor that positively influenced  her perception of successful ageing: 

I’m happy now. I had many difficulties in the early years of my marriage, but my 

children are good and successful, and well behaved to me, so I’m satisfied with 

that. (Bora, 71F, rural) 

On the other hand, living apart from children and not frequently meeting with them 

were likely to lead the respondent to feel isolated: 

Family relationships last forever; however, I and my children are living separately, 

I hardly have a chance to see them….. As we get older, we have been going 

separate ways, I sometimes feel isolated. (Sungjun, 74M, rural) 
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Inhe, who was living by herself, pursued her satisfaction with relationships with friends 

rather than children, believing that relationships with friends were getting more 

important as she was ageing: 

I think that close friends are now very important in later life, those who are 

understanding to each other and have a good conversation. (Inhe, 75F, urban) 

Taken together, the majority of participants within this group considered themselves to 

be ageing successfully. The participants classified in this group were similar to those in 

the previous group (2&3&4) in that majority of them perceived themselves as healthy, 

optimistic, and ageing successfully. Despite that, as the group classification shows, this 

group was likely to be less actively involved with their hobbies and activities that 

promote healthy lifestyles. One out of four participants emphasised the value of 

volunteering in later life, whereas fewer opportunities for social participation made 

another respondent disappointed and depressed. A positive attitude was a key factor of 

successful ageing, in line with the participants in many other categories. Similarly, 

social relationships were also influential for participants in various ways, depending on 

with whom or which value was considered to be the priority in their relationships. As 

such, in this group, inconsistent statements arose regarding social participation, while 

optimistic views on their current situations as well as social relationships with family 

and friends were seen as beneficial in achieving successful ageing. 

Group 3 and/or Group4 

This group was formed as a result of the integration of three groups, due to these groups 

having similar patterns of codes and only two people having been categorised in each 

group: 3. Active engagement; 4. Psychological health; and 3&4. Active engagement & 
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psychological health (Figure 5.6). The patterns that emerged in this group included 

coping with illness and ageing, social support and the meaning of success. 

Figure 5.6 Those meeting the criteria of high levels of psychological health and/or active 

engagement with life 

 

 

Coping with illness and ageing 

Consistent with other participants in other categories, a positive attitude towards 

difficulties was emphasised as a major strategy to achieve successful ageing. In line 

with this, a number of participants in this group also saw themselves as aging 
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successfully, even though they were suffering from chronic conditions. They did not 

complain about their health, but focused on the ways in which they could cope with 

their illnesses. Both Jun and Su from urban areas emphasised the importance of exercise 

and being content with what they were doing. Additionally, Su prioritised his mental 

health rather than physical health: 

I’m exercising in the senior welfare centre everyday. I’m almost 80 and have 

(suffering from) diabetes and hypertension, but I’m taking medicine well and 

exercising well, so I’m dealing with these diseases well. … Thus I think I’m aging 

successfully. (Jun, 80M, urban) 

Exercise is important to keep fit; however, more important thing is to make 

mentally healthy. If I do my best for the things I should do, and am satisfied with 

that, keep healthy, I wouldn’t be regretful that I’m ageing. (Su, 71M, urban) 

Similarly, Hana and Woori from rural areas also mentioned that they had been taking 

medicine every day.  Hana conveyed confidence in her ability to deal with her chronic 

condition with her perceived high levels of resilience, whereas Woori positively 

accepted her illness as just part of the normal ageing process, by comparing herself with 

others who were in similar situations:  

I’m not really satisfied with my health because I need to take medicine until I die. 

However, I have strong mind. (Hana, 77F, rural) 

I’m taking medicine everyday. Well, old people usually live with medicine. 

However, I’m relatively satisfied with my health. (Woori, 75F, rural) 

These positive attitudes appeared not only to help these participants cope with illness, 

but also ageing. Hana’s focus on being positive and active, for example, seemed to alter 

her perceptions of ageing, stating that these strategies helped her to feel younger than 

her real age and enjoy a pleasant life: 
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Successful ageing is dependent on a person’s way of thinking. I don’t think in a 

negative way, for example … I think if I’m active I will be healthy and be younger. 

I would like to live until I’m 200 years old. Ageing is made by myself. I should 

think I’m young. (Hana, 77F, rural)  

Conversely, ageing was perceived as a scary or unpleasant thing for Sora, who is one of 

the youngest participants at just 66 years old. She expressed that she was struggling 

with a fear of ageing and death, but that she was also trying to overcome those feelings, 

by being active during the day:  

I don’t really have any problems with my children and health, but I’m sad that I’m 

getting older. I think that I feel gloomy because of the fact that if I die, I cannot 

come back again and that is my last. I think I’m old and have not many years left. 

I’m satisfied with my life but sometimes those negative feelings made me blue. … 

These feelings only came up to me just before falling asleep. I’m fine during day 

times since I’m hanging around. (Sora, 66F, rural) 

 Social support  

Social support played an important role in ageing well. Having an extended family and 

maintaining good relationships with family members positively affected successful 

ageing. Jun and Su in Seoul, who lived with their partners and son’s family, were 

satisfied with their living arrangements and their family relationships: 

I’m likely to be satisfied with my family relationships. I like to talk with them and 

laugh together, and to eat something delicious together. I like being together with 

them. (Jun, 80M, urban) 

I wanted to have a big family and my son and daughter-in-law also wanted that. 

We live together now and nobody complains about it and are happy with that. (Su, 

71M, urban) 
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These participants were able to identify some positive factors that increased their 

satisfaction with family relationships, such as shared religious affiliation within the 

family: 

I’m pleased with that my children are good, and all family members trust in God 

(laugh) (Su, 71M, urban) 

Another factor related to greater satisfaction with family relationships was downward 

comparison. Misun considered herself happy with her circumstances and family 

relationships after comparing herself to others who were in a worse situation. Although 

she had difficulties in physical functioning, she felt content with the support she 

received from her children and her good relationships with them: 

Although there are people who have sons and daughters, some children fight 

because of inheritance, otherwise (if their parents don’t have assets), some 

children ignore parents, send their parents to an elder care facility, or don’t care 

for their parents. When I heard stories like this around me, I can say I’m very 

happy. Although I cannot move around by myself independently, I feel happy. … 

Compared to other friends, I’m happy with family relationships, and can enjoy 

religious life, so I feel happy. (Misun, 84F, urban) 

However, when living alone, support from friends/neighbours is as important as family 

support, particularly when older adults are not physically healthy. This kind of support 

helped to increase participants’ feelings of positivity and cheerfulness, giving them a 

sense that they can cope with their illness: 

There are many people (neighbours) helping me. My neighbours say to me to tell 

them when I go to hospital, then they will give me a ride. They also take me to 

supermarket voluntarily. I think that is love. …When I’m writing a journal at home, 

I (often) write that my friends are my medicine, because they make me pleased, so 

I’m not sick. I wish I could live until I’m 200 years old. (Hana, 77F, rural) 
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I have children, and they have taken care of me well and been very helpful. If I 

have any difficulties, they help solve the problems…… I go to the senior centre. 

There are about 10 people who love and understand me. I think I haven’t done 

much for them, but they like me a lot, so I’m very grateful about that…… It has 

been difficult for me to move around by myself for the last three years because I 

have a disability. However, I’m exercising a bit, and a friend of mine, who lives 

nearby, has been helping me. My children are also taking care of me a lot, so it 

makes me less lonely and they are very helpful. (Misun, 84F, urban)  

On the other hand, another rural respondent expressed feelings of sadness regarding her 

son’s attitude: 

I’m living apart with my children. I sometimes feel a bit sad because of even just 

trivial thing with my son. … My daughters are good to me, but my son tends to be 

brusque…. When I looked back over the things I did to my parents,  I think I also 

did to my parents, then I just stop thinking things in my mind (about the expectation 

to my children) (Sora, 66F, rural) 

Meaning of success 

Some participants judged whether or not they had been ageing successfully depending 

on their different criteria or values of success, which appeared to be linked with their 

past and with themselves or their children. Success in, and satisfaction with, previous 

career influenced perceptions of successful ageing. Su was proud of the fact that he had 

worked as a teacher until retirement age as this was the goal he set out to achieve when 

he was in the field: 

When I saw seniors who were retired at their retirement age (when I was working), 

they could work until their retirement age because they worked hard and were 

healthy; hence their lives after retirement were also secure (with pensions for 

government employees). So I thought that their life was successful. Therefore, 

working until my retirement age became my goal, and I made an effort to achieve 

that. (Su, 71M, urban) 
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Another respondent, however, when asked about the meaning of successful ageing, said 

that she did not feel successful due to a lack of confidence in her occupation, which she 

did not consider a high position in society: 

I’m not successful because I have been just farming. (Woori, 75F, rural) 

However, she was satisfied with her children, showing that she was likely to equate 

their success and good behaviours as her success:  

My children are good to me. ..and successful ... I’m satisfied with that. (Woori, 75F, 

rural) 

‘Success’ did not always have a meaning related to career. Misun pointed out that the 

meaning of successful ageing was to be a role model for her children. This implied that 

she valued the pursuit of an ethically good life:   

Successful ageing is to show my children the person I have become, so that when 

my children think of me, they think ‘My mother has lived well (in a good way). I 

should live like my mum.’ When I looked back over my life, I think there were times 

that I sometimes did good or bad. However, I always think that I need to be a good 

model to my children. (Misun, 84F, urban) 

In summary, although participants in this group only satisfied the criteria relating to 

‘engagement with life’ and/or ‘psychological health’, a majority of them considered 

themselves as ageing relatively successfully. They were coping with chronic conditions 

by maintaining their health through exercise, prioritising mental health over physical 

health, keeping sound and strong mind, or accepting illness as a normal process of 

ageing. Additionally, ageing seemed to be another thing that these elderly chose to deal 

with, and being active and positive was seen as an important strategy to positively 

optimise ageing.  
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Although these strategies helped participants to handle ageing and their changes in 

health or ill health, they were similar to those used by other groups including ‘high 

physical and cognitive functioning’.  For this group however, social support appeared to 

play a more crucial role, mitigating the poor health resources and increasing positive 

aspects of psychological health. This group showed more family-oriented attributes and 

were close to their neighbours, rather than actively making friends or becoming 

involved with group activities. Thus, extended family seemed to have a positive 

influence on successful ageing, while for those living alone, the importance of support 

from friends or neighbours was stressed as well. Furthermore, to support their 

judgements that they were ageing successfully, participants cited their career path or 

success, children’s career and wellness, and their own good behaviours to be a role 

model to children as important criteria. Overall, although these participants did not meet 

the dimensions related to physical health, they perceived their ageing as successful, 

supported by various definitions of success and moderating factors of their illness and 

ageing such as a positive attitude and social support. 

Group-none: usual agers 

Even though the participants in this category were not classified as successful agers by 

the criteria of the dimensions of successful ageing in the quantitative data analyses of 

this study, interestingly some of them responded that they had been ageing successfully 

(Figure 5.7). The interviews with these participants revealed unique patterns of 

comments regarding attitudes towards present and past circumstances or events, and 

relationships with their children, compared to respondents who stated that they had not 

been ageing successfully.  
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Figure 5.7 Those meeting none of the criteria of high levels of psychological health 

 

Coping with changes: attitude towards past and current situations 

All participants commented about their past events, including previous career situations 

and deaths of family members; however, different attitudes towards these events were 

expressed between the respondents who considered themselves as successful agers and 

those who did not.  

Suri from Seoul, who said that she had been ageing successfully, mentioned her past, 

particularly, her high education attainment. During Suri’s youth, when education 
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attainment was low, achieving a university degree, particularly for women, was not 

common. The positive experience and pride about that led her not to regret her past, and 

influenced her positive perception of successful ageing until later life: 

I’m satisfied with my life because I have done everything which I would like to do. 

In the past, it was difficult to go to university… but I studied nursing at university. 

… if I gave up as the older people said, when I had a hard time, I could not live 

successfully. (Suri, 74F, urban) 

Conversely, the respondents who said that they did not age successfully, mentioned past 

negative events such as deaths of family members and loss of money. Mirae who 

experienced deaths of her daughter and husband, has struggled to overcome the tragedy 

of the loss of her husband last year, as his death has left her without any remaining close 

family members: 

I had a daughter when I was 21, but she died without eating anything and without 

seeing a doctor at that time. … My husband … had stroke, while he was sleeping 

about eight years ago, so he was hospitalised for about five months, and when he 

got better a bit, he came home. I diapered him for eight years, and sometimes 

changed his clothes twice a day, but luckily he could eat well, … Last year… he 

had acute pneumonia …I got a phone call from the intensive care unit at about 2 

am… he passed away two hours later. (Mirae, 76F, rural) 

Other comments regarding past negative events were linked with financial loss. For 

these participants, their current financial strain due to previous financial losses was a 

key perceived factor affecting their ability to age successfully: 

I’m not satisfied with my life. That is because of my carelessness… I’m retired after 

35 year work. However, I was ripped off because I guaranteed somebody’s debt. So 

now I cannot receive my pension of one hundred million Kwon because I had it 

attached to the debt, so I’m living in here poorly. (Dongwon, 66M, rural) 
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I’m not ageing successfully at all. I barely make a living, because my husband had 

an operation. Successful ageing is about having a large fortune, I could live with 

being satisfied with that, but I don’t… (Taehee, 81F, urban) 

Although all participants experienced negative events, these participants were not 

always unhappy and discontent with their life. Yuna, who said that she was satisfied 

with her life, also quoted a past negative event, but demonstrated a different attitude 

towards it, compared to those participants above. She accepted the previous negative 

event related to financial loss, and was still able to enjoy her current life: 

I was unhappy for a while when I lost a lot of money during the economic crisis 

period; however, I accepted the situation, and overcame it and I’m having fun now. 

(Yuna, 78F, urban) 

She also stressed the importance of positive and active attitudes in life, and not 

prioritising money. Her value about happiness has been shifted from money to a 

positive and active attitude towards her life through the process of accepting and 

overcoming her past negative event: 

Success is up to myself. People may not be always happy, even if they have a lot of 

money. However, in spite of not having enough money, some people live happily if 

they make their lives happy. (Yuna, 78F, urban)  

On the contrary, non-accepting attitudes towards not only past negative events, but also 

current situations, appeared to be a barrier to achieving successful ageing, such as 

changes in their occupational or employment status. Unemployment in later life made 

one of the participants desperate. For Dongwon, although he considered himself healthy 

enough to work with the ability to work, not being employed aggravated his 

circumstances in terms of his financial situation and confidence. He was very frustrated 

with his current situation and blamed his age: 
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At institutes such as welfare centres, kindergarten or schools, I would like to teach 

English, of course paid work, so I applied for a job, but I failed because of my age. 

Since my retirement, I have been discouraged quite a lot. I have a counselling 

certificate, so I can do counselling work, but I was refused, because of my age, 

even though I was a previous English teacher and had 35 years experience… 

(Dongwon, 67M, rural) 

Relationships with children 

Maintaining close relationships with children was also an important factor of successful 

ageing. The respondents talked about their children. Yuna, who considered that she had 

been ageing successfully, was satisfied with the relationships with her children.  

I’m happy because my children know how much I took care of them when they 

were young. They are well behaved and caring towards me now; I’m satisfied with 

just that. I know I shouldn’t be greedy for other things (laugh). (Yuna, 78F, urban) 

For Suri from Seoul, who also thought that she had been ageing well, the perception of 

satisfaction with the relationships with children, however, showed differently from 

Yuna. She was not as happy with her children, showing a sense of frustration about the 

lives of her children, yet simultaneously she admitted their autonomy and 

acknowledged that that was not the things she could control: 

I’m not really feeling good about how my children are living, because they are not 

living in the way that I thought they would. But I think that this isn’t a thing that I 

can force or control. (Suri, 74F, urban) 

On the other hand, the respondents who were not satisfied with their life and did not 

consider themselves successful agers expressed discontent about the relationships with 

children. Taehee living in Seoul, complained about infrequent contacts with children 

and being a long distance away from her children: 
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I’m not really satisfied with my life … I have four children, but two of them are 

living in Australia, and the rest of them are living in here but not Seoul. So I can’t 

meet them often because they are busy in working. (Taehee, 81F, urban) 

For Dongwon living in a rural area, he was sad about and very disappointed with his 

financial situation and blamed his children who did not help him and did not have the 

ability to help him:  

My family didn’t help me at all. My children do not have secure jobs, so they 

couldn’t help me at all… (I said to them) “You are in your 40s, and I’m living in 

poverty, how can’t you help me, why don’t you work more?...” (Dongwon, 66M, 

rural) 

Overall, although this category included those who did not meet any criteria of the four 

dimensions of successful ageing, the results revealed that some of the respondents 

perceived themselves as ageing successfully. For these participants, adapting and 

accepting their past and current situations, as well as being satisfied with children or not 

being stressed by unfavourable situations of their children helped their positive 

perspectives of successful ageing. On the other hand, the others who felt that they were 

not ageing successfully, showed negative, upset or non-accepting attitudes towards their 

previous or current events/circumstances and struggled with coping with them, as well 

as a sense of dissatisfaction with the relationships with their children. As such, for this 

group, manifesting accepting attitudes towards past and current situations largely 

influenced their perceptions of successful ageing, and those who positively accepted 

their negative events, generally showed good relationships with, and satisfaction with 

support from, their children. On the contrary, those who did not consider themselves as 

successful agers, were likely to be left with a sense of fragility from negative events, to 

experience difficulties even when recovered from them, and to be discontent with the 

infrequent contact with their children and with their financial support. 
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5.2.3. Thematic analysis: across the groups 

Participants’ perspectives of successful ageing, particularly regarding its perceived 

meaning and determining factors, were explored during the interviews with 25 Korean 

elderly who had already participated in the quantitative research of this study. The 

results of the qualitative data analyses indicated that a majority of participants 

considered themselves as successful agers. This section explores the various patterns 

and themes that emerged within each of the five groups. Four main themes were 

identified, which were health, engagement with life, psychological capital, and the 

meaning of success (Table 5.10).  

Table 5.10 Heterogeneity with similarity across the groups  
†: Classified by the criteria of the dimensions of successful ageing 

a: 1 low risk of disease and disability & 2 high physical and cognitive functioning & 3 engagement with 

life & 4 psychological health 

b: 2 high physical and cognitive functioning & 3 engagement with life & 4 psychological health 

c: 2 high physical and cognitive functioning & 4 psychological health 

d: 3 engagement with life & 4 psychological health 

e: meeting none of the criteria within the four dimensions of successful ageing 

+: positive statement 

-: negative statement 

 

Engagement with life 

Engagement with life was discussed as vital to successful ageing and was generally 

connected with social participation, social relationships and social support. The 

importance of social participation was predominantly raised by those who met the 

criteria of all dimensions of successful ageing, and those who met ‘risk of disease and 

       Group† 

Theme 
1&2&3&4

a
 2&3&4

b
 2&4

c
 3&4

d
 None

e
 

Health X (+) X (+, -)    

Engagement with life X (+) X (+) X (+, -) X (+, -) X (+, -) 

Psychological capital X (+) X (+) X (+) X (+, -) X (+, -) 

Reflections of success  X (+)  X (+, -)  
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disability’, ‘high physical and cognitive functioning’ and ‘engagement with life’ 

dimensions. These respondents were more likely to be very active and participate in 

various social activities, to gain a sense of personal growth and self-esteem from 

learning, and to be grateful for their health and autonomy which allowed them to do 

whatever they wanted. Moreover, they benefited from attending classes, from taking 

opportunities to meet friends, or from volunteering. Being active also allowed the 

participants to feel younger, and for some participants, this (being active) was their way 

of dealing with their fears relating to ageing/death or to overcome difficulties in 

accepting ageing. However, although many of these individuals enjoyed engaging with 

others and social participation, some were discouraged by difficulties they experienced 

participating in or searching for work as they thought that they had physical and 

cognitive capacities to work.  

The other major factor of engagement with life was social support and social 

relationships. The main sources of social relationships were family and 

friends/neighbours. Specifically, it appeared that relationships with children played a 

critical role in later life. Some participants were pleased that they were living with their 

children’s family, or were at least maintaining good relationships with their children. 

While others were not satisfied or complained about infrequent contact with their 

children, their children’s behaviours, or a lack of financial support from them. 

For those who did not satisfy either dimension of ‘risk of disease and disability’ or 

‘physical and cognitive functioning’, satisfaction with their social support was largely 

discussed as a vital element that facilitated successful ageing. In other words, social 

support appeared even more important for those with poor health resources as it seemed 

to promote positive attitudes and thoughts regarding their life and help participants cope 

with their health issues. Moreover, the participants with lower levels of physical 

functioning and those who were living alone reported needing a high level of social 
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support from various sources including family and friends/neighbours, due to the 

difficulties associated with independent living. Satisfaction with the level of received 

social support mitigated negative feelings that stemmed from frail health and loneliness. 

Discussions regarding downward comparisons indicated that some participants felt 

satisfied with their social support when they compared their circumstances with that of 

others who received less social support. Overall, social participation was likely to be 

more apparent in healthy elderly who generally met the criteria of ‘low risk of disease 

and disablity’ and ‘high physical and cognitive functioning’, while social relationships 

and support were more crucial to those with relatively poor health.  

Psychological capital 

Participants across all categories mentioned many constructs related to psychological 

wellbeing and attitudes, including autonomy, personal growth, optimism, and the 

importance of ethical values. As these constructs are linked with positive psychological 

health, they were all clustered under a theme called ‘psychological capital’. These 

constructs were recognised as the central criteria that participants used to judge whether 

they were ageing successfully and seemed to mitigate effects of negative events or 

health issues on their perspectives of life satisfaction.  

The role of psychological capital differed to some extent across the groups. For those 

satisfying all criteria of the four dimensions of successful ageing, psychological capital 

focused on their development and future goals. They also enjoyed autonomy and 

personal growth, and consequently were likely to have positive views of their current 

and future lives. Those meeting the criteria of physical and cognitive functioning, 

engagement with life, and psychological health also expressed goal-orientation values, 

but focused more on the sense of satisfaction that arose from the process of pursuing 

their goals. These participants also highlighted the importance of complying with 
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ethical values, optimism and prioritising psychological wellbeing over money to 

achieve successful ageing.  

On the other hand, for those with poor health resources, whether or not they were 

positively accepting of their negative life events or chronic illness largely influenced the 

perceptions of successful ageing. In other words, positive feelings and a sense of 

acceptance were beneficial, particularly as a strategy to cope with difficulties and 

changes in current life, past negative events, financial resources, relationships, or illness. 

The participants who were actively dealing with their unpleasant situations or poor 

health that was beyond their control, were likely to have positive views on successful 

ageing. A wide range of strategies to practise the positive attitudes towards life and 

current circumstances were cited, such as changing their priorities or values to foster 

contentment with their current circumstances, trusting in God, having a sense of 

resilience, thinking positively, and engaging in  downward comparisons. As such, 

positive-accepting attitudes allowed these participants to enjoy higher levels of life 

satisfaction and a sense of contentment with their circumstances.  

Health 

The physically healthy elderly who satisfied all criteria of the four dimensions of 

successful ageing, appreciated and were satisfied with their health. Their good health 

status allowed these participants to enjoy full autonomy in their lives. Nevertheless, 

interestingly satisfying ‘risk of disease and disability’ dimension was not always the 

most important requisite for achieving successful ageing. Participants who judged 

themselves as ageing successfully and who did not meet the criteria of ‘risk of disease 

and disability’, did not consider their physical health as the most important factor of 

successful ageing. Rather, they expressed their own definitions of health in various 
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ways. For example, health was defined broadly and loosely, and focused on 

psychological/mental health rather than physical health, or practising a healthy lifestyle.  

In addition to this, a variety of strategies to increase their perceived health status were 

addressed. Many participants accepted illness or difficulties in functioning as a normal 

ageing process, or tried thinking positively about their current health status. A portion of 

participants compared their health resources to others who were dealing with worse 

circumstances than themselves, and as a result considered their health as fine or good. In 

particular, among those who satisfied all dimensions of successful ageing except ‘risk of 

disease and disability’, a majority expressed confidence regarding their health. Despite 

the presence of chronic illness, if participants’ had managed it well generally through 

practising healthy lifestyles, and/or if they did not perceive major difficulties in their 

physical functioning, they were likely to think that they were healthy. Rarely using 

hospital services and not skipping medicine, were also considered as criteria of judging 

their health. However, one of the participants indicated that he was fearful of a 

reoccurrence of cancer which he had recently recovered from, which seemed to suggest 

that major negative health events may have an enduring and detrimental effect on 

perceived health and stability of mind. Taken together, the elders who were categorised 

as ‘healthy’ felt grateful for their health and enjoyed a sense of independence due to 

their good health. Whereas for many participants with poor health resources, the 

definitions of health varied, and functioning tended to be the first criteria used to judge 

their health status, rather than whether or not they were suffering from disease. 

Reflections of success 

When asked their perspectives of successful ageing, some participants focused on the 

meaning of success. Their views on success can be broadly organised into categories: 

career paths of the participants, being a past and current role model for their children, 
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and children’s success. Some participants displayed satisfaction with their previous 

careers which became a main criterion of successful ageing. However, the definitions of 

success participants applied to their previous occupation were variable and included 

social position, higher education attainment, and working until retirement age. Previous 

career success was not the focus of other participants, who preferred to reflect on their 

past and current behaviour to inform their idea of success. The sense that they are 

perceived as positive role models for their children, based on their behaviour and 

ethically sound decision making, seemed to be an important criterion of success.  

For some participants, children’s success was the most important criteria of their 

perception of successful ageing, by internalising their children’s success as their success 

or social position. Having lived in a period of poorer economic conditions and usually 

having attained none or lower levels of education, their children’s success in securing a 

higher social position from higher levels of education than themselves, enabled some 

participants to positively reframe their perception of successful ageing. Although these 

participants defined success in very different ways, their own subjective meaning of 

success meant that they all felt able to see themselves as successful agers.  

5.2.4. Summary 

This section explored the experiences and perspectives of successful ageing from the 

elderly perspectives. This qualitative analyses were involved in two stages. Firstly, 

factors were investigated within each group that participants were categorised 

depending upon which dimension of successful ageing they satisfied based on their 

questionnaire survey results. As a result, each group showed some unique 

characteristics. Across these groups, thematic analyses were conducted and revealed 

four themes, which included health, engagement with life, psychological capital, and 
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reflections of success. Table 5.11 presents the themes, which embrace the factors in 

each group. 

Table 5.11 Heterogeneity with similarity across the groups  

†: Classified by the criteria of the dimensions of successful ageing 

a: 1 low risk of disease and disability & 2 high physical and cognitive functioning & 3 engagement with 

life & 4 psychological health 

b: 2 high physical and cognitive functioning & 3 engagement with life & 4 psychological health 

c: 2 high physical and cognitive functioning & 4 psychological health 

d: 3 engagement with life & 4 psychological health 

e: meeting none of the criteria within the four dimensions of successful ageing 

+: positive statement 

-: negative statement 

 

 

 

 

5.3. Conclusion 

This chapter presented both quantitative and qualitative results. The first part of this 

chapter focused on the quantitative data results from objective and subjective measures, 

in order to identify percentages of successful agers. Through the objective measure, the 

percentages of successful agers were measured with various combinations of the 

dimensions of successful ageing, which ranged between 3.8% and 60.9%. Among the 

Group† 

Theme 
1&2&3&4

a
 2&3&4

b
 2&4

c
 3&4

d
 None

e
 

Health 
Health/Autonomy 

(+) 

Health/Healthy 

lifestyles/Wellness 

(+, -) 

   

Engagement 

with life 

Being involved in 

various activities 

(+) 

 

Having things to 

do during free 

time 

(+) 

Social 

participation 

(+, -) 

Relationships 

(+, -) 

Social 

support 

(+, -) 

Relationships 

with children 

(+, -) 

Psychological 

capital 

Personal growth 

(+) 

Ethical values/ 

positive attitudes 

(+) 

Optimism 

(+) 

Coping with 

illness/ageing 

(+, -) 

Coping with 

changes 

(past/current) 

(+, -) 

Reflections 

of success 
 

Meaning of 

success 

(+) 

 

Meaning of 

success 

(+, -) 
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four dimensions, the lowest percentages of successful agers were classified according to 

the criteria of low risk of disease and disability with 10.9%. Three dimensions showed a 

significant difference in the percentages of those satisfying the criteria, between the 

rural and urban elderly: low risk of disease and disability, high physical and cognitive 

functioning, and high levels of psychological functioning. Across all these three 

dimensions, the percentages of successful agers were higher in urban elderly than the 

rural elderly. This trend was also reflected in the percentages of successful agers who 

met the criteria of the combinations of the dimensions, although all categories did not 

show any significant difference between the rural and urban elderly. 

The results from the subjective measure of successful ageing presented a somewhat 

different perspective. Based on the single self-rating item, which asked participants 

about their degree of agreement about their successful ageing, 66.7% of participants 

were classified as successful agers. Moreover, there were similar percentages of 

successful agers for the rural elderly (67.1%) and  for the urban elderly (66.3%). These 

figures represented a higher percentage of successful agers than any objective measure 

of successful ageing.  

The second part of this chapter presented qualitative results. Based on the classification 

of the dimensions of successful ageing in the first part of this chapter, the participants, 

who were interviewed, were categorised into five groups and themes were analysed 

within and across the groups, using thematic analysis. Although there were no apparent 

differences in the perspectives or experiences of successful ageing between the rural and 

urban elderly, four major themes emerged across the groups: engagement with life, 

psychological capital, health, and reflections of success.  

Engagement with life was important for all participants, although this was expressed  

somewhat differently across individuals. Social activities and participation were more 
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important for healthy elderly, while for the elderly with poor health resources, social 

relationships and/or social support played a critical role in promoting positive attitudes 

towards life and coping with their health issues. Psychological capital seemed to be the 

key factor influencing perceptions of successful ageing and helped decrease the effects 

of negative circumstances or poor health on participants’ perspectives of life satisfaction. 

Health was also vital in later life, with good health instilling some participants with a 

sense of independence, while those with poor health were likely to have developed 

strategies to cope with their illness. Some participants used their own meaning of 

success, including career paths or achievements, being a past and current role model for 

their children, and children’s success, to support their sense that they were ageing 

successfully. 

Within each group, different features were upheld under these themes. Those in Group 

1&2&3&4
16

, which met all criteria of the four dimensions of successful ageing, were 

very positive and content. Furthermore, they were actively involved in social activities, 

delighted in meeting friends, and enjoyed a sense of autonomy and personal growth that 

stemmed from learning and planning or achieving their goals in later life.  

Group 2&3&4 and Group 2&4 did not meet ‘low risk of disease and disability’, yet a 

majority of the participants in these groups were positive and considered themselves 

healthy in accordance with their diverse and personal definitions of health. Despite this 

similarity between these groups, as indicated in the criteria of classifying the group, 

those in Group 2&3&4 were more likely to be actively participating in various social 

                                                 

16
 1 = low risk of disease and disability, 2 = high physical and cognitive functioning, 3 = active 

engagement with life, 4 = high psychological health 
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activities and to show an active drive towards maintaining health through healthy 

lifestyles. Conversely, Group 2&4 tended to focus more on relationships with family 

and friends, while the majority did not mention practising healthy lifestyles such as 

exercise, and social activities, although one participant addressed the benefits and 

importance of volunteer work.  

Similarly, the majority of participants in the Group in which three groups 3, 4, and 3&4 

were merged, also saw themselves as ageing successfully. However, due to their poorer 

health status, particularly participants with very low levels of physical functioning, 

coping proactively with their poor health resources using their own strategies and 

receiving social support from family and neighbours were even more important than for 

the other groups.  

The group of participants who did not satisfy any criteria of the dimensions of 

successful ageing articulated a mixture of thoughts about successful ageing which have 

been captured within each theme. Although these participants were classified as usual 

agers according to their quantitative responses, some participants still mentioned they 

were ageing successfully, while others were negative about their experience of ageing. 

The core differences between these two different types of participants were reflected in 

their attitudes towards their past and current circumstances, and the degree of 

satisfaction they had with their relationships with, and support from, their children. 

These study findings, together with the previous chapter, will be further discussed in the 

next chapter. 
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6. Chapter 6. Discussion and conclusion 

6.1. Introduction 

This thesis argues that in order to more fully understand, and thereby effectively address 

issues with successful ageing, we need to move beyond prioritising physiological 

factors. Instead, it is necessary to determine whether a person is successfully ageing by 

establishing multidimensional models of successful ageing and embracing the values of 

qualitative considerations. Using both quantitative and qualitative techniques, this 

research has identified key factors that influence the experience of ageing, including 

psychological factors, social participation/support/relationships, health risk factors, 

disease, disability, and physical functioning from the perspective of the elderly 

themselves. Furthermore, the breadth of individual differences that emerged in this 

research highlights that the elderly are not an homogenous group. Although the elderly 

described successful ageing in a way that mirrored the components of successful ageing 

in a quantitative research phase, the role and importance of each factor varied depending 

on the participants’ circumstances and attitudes to their life.   

More importantly, from the subjective experience of ageing, this research shows that in 

order to successfully age, one does not have to meet all the criteria as defined in the 

current literature such as the conceptualisation of successful ageing by Rowe and Kahn 

(1997). This research has identified that psychological health, a dimension added to the 

Rowe and Kahn (1997) model, markedly influences successful ageing in that it reflects 

the elderly participants’ capacity to positively understand their circumstances, by 

accepting and adapting to their health status and current situations. Moreover, engaging 

with life as an aspect of ageing is imperative for participants to bolster positive attitudes 

towards ageing and to mitigate the negative effect of the physical limitations of ageing. 

Finally, in assessing healthy ageing, it is also important to consider differences in 
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environmental conditions (rural/urban), socio-demographic and economic factors and 

cultural backgrounds, when thinking about resourcing to promote successful ageing. By 

doing so, we can better understand how to address the different needs of various subsets 

of the elderly population to facilitate their successful ageing.  

6.2. Elderly’s views on physical health 

One of the most significant findings of this research is that physical health is not, as is 

currently argued, the primary requirement to age successfully. For example, Rowe and 

Kahn (1997) defined successful ageing with a hierarchical order of three components, 

which suggests that older adults with absence/low risk of disease and disability are 

likely to maintain high physical and cognitive functioning, and consequently actively 

engage with life. Hence, in order to fully achieve successful ageing, an absence of 

disease and disability is necessary. Contrary to this, the findings from this research 

support the idea that absence of disease is not a mandatory component of experiencing 

successful ageing in the elderly. In the findings from the qualitative research component, 

the majority of interviewees considered themselves healthy and successfully ageing, 

despite having chronic diseases and/or regularly taking certain medication. The 

comment of Jun (an 80 years old male living in Seoul) reflected this trend: 

I’m exercising in the senior welfare centre everyday. I’m almost 80 and have 

diabetes and hypertension, but I’m taking medicine well and exercising well, so I’m 

dealing with these diseases well. … Thus I think I’m ageing successfully.  

While the objective measures used in this study assume that successful ageing can be 

captured as a static state by the four pre-determined dimensions, the elderly’s views on 

health were not defined by an absence of chronic illnesses. The older adults in this study 

defined health broadly and loosely, by characterising ill health as part of the normal 

ageing process and recognising the relativity of health by comparing themselves with 
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others with worse circumstances, so called downward comparisons (Wills, 1981). 

Infrequent use of health care services, not skipping medication, practising a healthy 

lifestyle and/or prioritising mental health over physical health were also key 

components of health according to the elderly. Consistent with this, Reichstadt and 

colleagues (2010) found similar definitions of health through the elderly’s perspectives 

in their qualitative study based on focus group meetings of 72 American elders, 

providing definitions of health which included physical, mental, and spiritual aspects. 

Moreover, some quantitative studies have reported that declining health is not the most 

powerful factor of successful ageing and wellbeing, which is more strongly associated 

with perceived health than objective indicators of health such as presence or numbers of 

chronic diseases (Abu-Bader, et al., 2003; Fernandez-Ballesteros, Dolores, & Angel, 

2001). For instance, Chen (2001) revealed that health deterioration was not the most 

powerful indicator of life satisfaction. In this regard, many researchers have criticised 

Rowe and Kahn’s 1997 model in terms of its limited consideration about health 

deterioration as a part of ageing (Bowling & Dieppe, 2005). 

The quantitative assessment provided further detail on the definitions of those who had 

aged successfully, further confirming that for the elderly the absence of disease is not 

seen as a prerequisite for achieving successful ageing. One of the key findings that 

support this is that a larger percentage of successful agers were identified using a 

subjective measure than through the objective measures. Notably, a large percentage of 

the elderly (66.7%),  considered themselves successful agers when asked their views (i.e. 

using the self-rating item ‘I am ageing successfully/well’), which is a very high 

percentage, given that only 10.9% of the participants live with a low risk of disease and 

disability. On the other hand, from the objective criteria, the number of successful agers 

ranged from 3.8% (meeting all criteria) to 60.9% (meeting the criteria of high levels of 

psychological health), depending on the various combinations of the dimensions of 

successful ageing. Furthermore, only 10.9% of participants had a low risk of disease 



210 

 

 

and disability, a much lower percentage than those who met the criteria of high physical 

and cognitive functioning (58.0%), engagement with life (54.0%), or psychological 

health (60.9%). With the very small minority of participants satisfying criteria related to 

risk of disease and disability, only 3.8% of participants met all the objective criteria of 

the four dimensions of successful ageing, showing a wide gap in the percentages of 

successful agers, when compared to the subjective measure. Thus, the criteria for low 

risk of disease and disability only accounts for a low percentage of successful agers, 

although a majority of the elderly rate themselves as ageing successfully without 

meeting the criteria. Consequently, the subjective measure of successful ageing in the 

quantitative research displays higher accordance with the elderly’s views on successful 

ageing. 

These large disparities in the percentages of successful agers between the subjective and 

objective measures are consistent with previous studies (Cernin, et al., 2011; Montross, 

et al., 2006; Strawbridge, et al., 2002). Furthermore, similar to the concerns expressed 

in this study, Montross and colleagues (2006) pointed out the difficulties in meeting the 

successful ageing criteria for physiological factors in later life. They reported that only 

15% of participants satisfied the absence of disease and 28% were free from physical 

limitations in their successful ageing model based on Rowe and Kahn’s dimensions, 

although self-identified successful agers represented a much higher (92%) percentage of 

participants. In turn, those who rated themselves as successful agers were not always 

free from illness. Strawbridge and colleagues (2002) revealed that over 40% of self-

rated successful agers had one or more chronic conditions and 16.7% had three or more. 

This suggests that the differences in the percentages of successful agers between the 

objective and subjective measures of successful ageing reflect disparities in the way 

researchers have viewed successful ageing and defined health in later life, and how 

ageing and health are viewed by the elderly themselves. This consequently calls into a 
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question the effectiveness of the four dimensions of successful ageing in defining 

successful ageing.  

6.3. Healthy lifestyles and psychological traits 

One of the major factors contributing to these wide disparities in the perceptions on 

successful ageing between researchers and the elderly, is the views on health. Contrary 

to the objective health measures related to the presence of chronic illnesses, older adults 

construct and apply a variety of definitions of health or different coping strategies, 

depending on their circumstances and stages of the ageing process. In the qualitative 

phase of this research, which explored the factors from within and across the five 

groups of interview participants who met different criteria of successful ageing, 

generally two types of strategies to maintain or cope with health emerged, including 

maintaining a healthy lifestyle and being psychologically stable or healthy.  

6.3.1. Importance of healthy lifestyles 

Health is defined somewhat differently depending on the elderly’s circumstances. 

Healthy lifestyle choices, such as exercise, healthy eating habits, non-smoking, and 

moderate or non-alcohol consumption, are considered very beneficial even in later life. 

This research finding indicates that even for those with illnesses, health-promoting 

behaviours are popular and commonly perceived as a way of maintaining health. From 

the qualitative findings, health-related behaviours were highlighted as a focal point for 

participants who were physically able, including the group of the elderly who met 

criteria for all four dimensions of successful ageing and those with an illness but who 

were still physically active, compared to the less healthy elderly.  
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Ford, Spallek and Dobson (2008) reported that health-promoting behaviours, rather than 

social factors, are more strongly associated with longevity, and stressed the 

effectiveness of healthy lifestyles even in advanced age, based on their findings from an 

Australian longitudinal study on women’s health. Consistent with this finding, previous 

empirical evidence underscores the importance of health-promoting behaviours, 

showing its significant associations with lower mortality risk and delay of health 

deterioration (De Groot, Verheijden, De Henauw, Schroll, & van Staveren, 2004; Khaw 

et al., 2008; Steptoe, Wright, Kunz‐Ebrecht, & Iliffe, 2006). The qualitative findings in 

this study go further, as they show that those who engaged in healthy lifestyle practices 

(or health-related behaviours) experienced not only physical benefits, but also expressed 

an increased confidence in managing their health independently. This suggests that 

engagement in a healthy lifestyle, supported by a broad and encompassing definition of 

health, may positively influence mental health by allowing the elderly to think of 

themselves as healthy and ageing successfully. Thus, the individuals who satisfy the 

objective criteria for three or all dimensions of successful ageing are not only ageing 

successfully, but are also able to choose to engage in activities that may prolong their 

successful ageing experience. Taeho, a 77-year-old man, captured the importance of 

healthy lifestyles and showed confidence in managing his chronic illness:   

I have been playing gateball for four hours a day for last 12 years, I have been told 

that I look like in my late 60s… this is my secret of health… I was diagnosed with 

diabetes… I don’t eat things that are bad for my diabetes. I don’t eat meat, don’t 

consume alcohol, and don’t smoke… Thus, even though I’m suffering from diabetes, 

my sugar levels have not gone up. Furthermore, because I’m exercising, I think 

that this disease won’t affect my life/death and I think positively. 

The importance of health-related behaviours was also reflected in the quantitative 

research outcomes. In this research phase, predictors of life satisfaction were examined 

among the dimensions of successful ageing to assess the relative importance of the 

dimensions of successful ageing, because life satisfaction is generally considered as a 
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key outcome of successful ageing (Baltes & Baltes, 1990; Fisher, 1995; Smith, et al., 

1999; Veenhoven, 1996). Healthy lifestyles discussed in the qualitative phase were 

linked with the risk factors of disease and disability in the quantitative research phase, 

which included BMI, alcohol consumption, physical inactivity, and smoking. The 

results of this analysis indicated that life satisfaction for the rural and urban elderly is 

linked to different health-promoting behaviours. Among the rural elderly for example, 

consuming alcohol more than four times a week was associated with decreased life 

satisfaction. Empirical evidence shows that frequent and heavy drinking is problematic, 

because the harmful effects of alcohol over-consumption on health can be exacerbated 

in later life, with an increased risk of negative drug-alcohol interactions, such as 

reduced metabolism functioning, and a greater possibility of accidents and falls (Emlet, 

Hawks, & Callahana, 2002; Mukamal et al., 2003; Sorocco & Ferrell, 2006). Despite 

limited research on the predictors of binge and frequent drinking in the rural older adults, 

an earlier Korean study revealed the significant predictors of heavy drinking in the 

Korean rural elderly, showing stress and family history were contributors (Sung & Cho, 

2006). Therefore, the negative effect of frequent alcohol consumption on life 

satisfaction may be the consequence of negative events. However, although this study 

examined frequency of alcohol consumption, it did not examine quantity of alcohol 

consumption, with more research needed to clarify the effect of alcohol consumption on 

life satisfaction in the elderly. 

With respect to the urban elderly, BMI was a significant predictor of life satisfaction. 

Surprisingly, a normal weight range as classified by BMI was negatively associated 

with life satisfaction. It was not clear which category of BMI was significantly 

associated with greater life satisfaction, because BMI was transformed as a dummy 

variable as normal weight versus underweight, overweight, and obese, in order to 

conduct regression analyses; however this type of analysis was able to confirm that 

being a normal weight as classified by BMI was associated with less life satisfaction. 
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Although the negative relationships between obese/underweight and health/mortality is 

well established (Houston, Nicklas, et al., 2009; Morton & Weng, 2013; 김승용, 2004), 

the effect of being overweight remains controversial (McGee, 2005). Flegal and 

colleagues (2005) reported that being overweight was not associated with an increased 

risk of death, while Choi and colleagues (2013) even reported a lower mortality rate in 

overweight individuals than those of normal weight in Korean elderly. Wang and 

colleagues (2005) revealed that overweight/obese individuals aged between 65 to 74 

years had higher medical costs than normal weight counterparts, whereas this result was 

reversed in those aged more than 75 years. Furthermore, the adverse effect of obesity 

and overweight in older age groups is not as apparent as it is in younger populations 

because of the survivor effect where fit and healthy people are more likely to live to an 

older age (Calle, Thun, Petrelli, Rodriguez, & Heath Jr, 1999; Peeters et al., 2003). 

Given these inconclusive results, the findings reported in this study may be influenced 

by the positive relationships between being overweight and life satisfaction as well as 

the survivor effect, yet more studies are required to examine the relationships between 

successful ageing and BMI categories, particularly the overweight category.  

6.3.2. Roles of psychological factors in later life 

Comparisons between healthy elderly participants with elderly participants experiencing 

poor health, indicated that both of these groups discussed the importance of healthy 

behaviours and lifestyles in a similar way. However, more importantly, positive 

acceptance and adaptability were key strategies for the elderly who were experiencing 

health problems. In the qualitative research, those with physical limitations who 

perceived themselves as successful agers, positively accepted their health deterioration 

as part of the normal ageing process, and adapted to it by comparing their health status 

with those with poorer health resources or shifting their values about health from 
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physical health to mental health. These trends were captured in comments from Woori 

(a 75 years old female) and Juwon (a 77 year old male): 

I’m taking medicine everyday. Well, old people usually live with medicine. 

However, I’m relatively satisfied with my health.  

Difficulties for me are not money, knowledge, nor physical pleasure, but just I’m 

feeling some difficulties because of diseases. However, I think that is also my 

current circumstances (which I cannot change). So, that is my life, where I try to 

overcome the disease… If I cannot change the current situation (illness), I’m trying 

to live pleasantly with them. … I’m trying to think positively by accepting the 

things that I cannot change, and enjoy my life.  

These psychological and cognitive adaptations are suggested as protective factors for 

wellbeing in later life (Romo, et al., 2012), as they help to increase the elderly’s positive 

perspectives of ageing, by maximising their available resources throughout the dynamic 

process of lifespan development (Baltes & Baltes, 1990; von Faber, et al., 2001). 

Additionally, this is also related to a concept termed the disability paradox (Albrecht & 

Devlieger, 1999). This concept suggests that some elders with a disability may 

experience a good quality of life, if they are able to manage their physical limitations 

through developing a full understanding of their circumstances and by using resources 

such as social support or assistive devices.  

In line with the positive roles of psychological acceptance and adaptation for those with 

physical limitations, these coping strategies play an important role for those who are 

experiencing stressful events, such as changes in health, and their social position (e.g. 

retirement), financial issues, and loss of loved ones. In particular, among the 

interviewees who were categorised into the usual ageing group according to the 

objective criteria, some still thought of themselves as ageing successfully. The most 

apparent difference between these groups was that those who did feel that they were 

successfully ageing had positively accepted changes from past and current negative 
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events, particularly negative events that were beyond their control. The elderly 

articulated their own tactics for this, including changing their priorities or values to 

foster contentment with their current circumstances, having positive attitudes towards 

ageing and life, and engaging in downward comparisons. Additionally, high resilience, 

which some participants expressed as strong mindedness or strong willed, was another 

protective factor to recover from past negative events or to accept their circumstances. 

Hsu (2005) revealed that resilience reduces not only the impact of major life challenges, 

but also of daily stressors in later life. Accordingly, psychological factors are widely 

beneficial in advanced age which is a time when a variety of physical and social 

changes occur.  

In addition to the important roles of adaptability and acceptance in coping with ageing 

and promoting positive aspects of successful ageing, a sense of personal growth is also 

vital, particularly for the healthy or fairly health elderly. The healthy elderly are 

relatively younger with cognitive and physical advantages such as the ability to take up 

more opportunities to learn and/or attend classes. In the qualitative interviews, many 

healthy elderly spoke of their enjoyment of continuous learning and were pleased with 

the sense of personal growth which it gave them. Additionally, they showed relatively 

goal-oriented characteristics and even made goals for later life. Yuri, a 66 year old 

woman, showed a positive attitude towards learning and pursuing goals throughout old 

age: 

I should do what I would like to. I would like to do something I like during the rest 

of my life. I would like to study senior counselling. I think that welfare systems for 

the elderly will be developing a lot in 10 to 20 years. Even older adults will be able 

to work and succeed, as much as we like.  

These results are consistent with previous findings and current understandings of 

personal growth. Knight and Ricciardelli (2003) reported that 15.85% of the participants 
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mentioned personal growth as a major theme of successful ageing based on interviews 

with 60 Australians aged 70 to 101 years. This is reflected in the concept of successful 

ageing by Ryff (1982), which included personal growth and purpose in life as 

dimensions of successful ageing. While engagement with learning activities also aligned 

with cognitive functioning in the quantitative research, it did not show a significant 

relationship with life satisfaction in multivariate analyses. This may be because a 

majority of the participants in this study are cognitively healthy.  

As noted, given that psychological traits are central aspects in achieving successful 

ageing, it is not surprising that the importance of psychological health also emerged in 

the quantitative research phase. One of the major differences between the model of 

successful ageing tested in this study and that developed by Rowe and Kahn (1997), is 

the addition of a psychological dimension. In the multivariate analyses which examined 

the relationships between the dimensions of successful ageing and life satisfaction, 

when psychological health was entered in the last model, it became the strongest 

predictor of life satisfaction with or without controlling for socio-demographic and SES 

factors, by showing the highest standardised coefficient in both the rural and urban 

samples. Particularly, in the rural sample, the effect of home ownership and physical 

functioning on life satisfaction dissipated when psychological health was added to the 

model. This indicated that psychological health was more influential in the rural elderly, 

even though this remained the strongest predictor of life satisfaction in both the rural 

and the urban samples. Hence, both quantitative and qualitative findings suggest 

psychological factors as a central factor of ageing successfully, reflecting its critical 

importance in understanding and defining successful ageing. Consistent with this, after 

testing five types of models of successful ageing, Bowling and Iliffe (2011) reported 

that only the psychological approach, which included resilience and self-efficacy, 

significantly predicted quality of life. Therefore, the findings of the present study 

support existing evidence that attests to the importance of psychological perspectives in 
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exploring successful ageing, rather than focusing only on health or biomedical 

perspectives in later life. 

6.4. Benefits of engaging with life  

In addition to understanding physiological and psychological factors of successful 

ageing, engagement with life is worthy of consideration due to its reinforcing effect on 

the elderly’s positive mood in later life, as well as its mediating effect on the 

relationships between physical limitations and successful ageing. However, careful 

consideration of an elderly person’s circumstances is needed when applying this 

dimension of successful ageing as the results of this study indicate that engagement with 

life is heterogeneous in nature, which means that the way that older adults engage with 

life, varies depending on their circumstances. The qualitative findings presented three 

major factors: social participation, social relationships, and social support. Across these 

three areas, it was evident that certain aspects of participants’ circumstances were a 

determining factor of how they viewed their engagement with life. For example, while 

social relationships were important across all groups, social participation was more 

important for the elderly who were physically able  including those who met the criteria 

of four dimensions of successful ageing, and who had high physical functioning and 

were active despite having disease. Meanwhile, social support was vital for the elderly 

with poor health resources. As such, it seemed that from good to ill health, the 

importance of the factors related to engagement with life were likely to transition from 

social participation to social support which is consistent with the functional decline 

commonly associated with deteriorating health.  

Social participation or social activities is particularly beneficial for those who are still 

healthy/fairly healthy or active. For example, a majority of older adults, who met the 

criteria of low risk of disease and disability and/or physical and cognitive functioning, 
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were actively involved with social activities. Furthermore, when comparing participants 

with high risk of disease and disability but with high physical, cognitive and 

psychological functioning, active elderly (PC&EWL&PSY) were likely to be involved 

in exercise and club activities and to attend classes for learning, whereas inactive elderly 

(PC&PSY) pursued good relationships with others, rather than actively engaging in 

social activities, despite having the physical capacity for social participation. These 

forms of social participation were largely beneficial in maintaining health and a positive 

mood, as they helped to tackle social isolation. These results are consistent with 

previous findings, supporting the positive relationship between social participation and 

physical and psychological wellbeing, thereby enhancing quality of life and life 

satisfaction (Guralnik, et al., 1996; Litwin, 2005; Peruzza, et al., 2003). 

In contrast, older adults who felt that they failed to be actively involved in society, 

despite a strong desire for social participation, expressed a great sense of 

discouragement. This mostly related to searching for a job after retirement, particularly 

for men who felt that they were physically and cognitively capable to work, and had 

concluded that their age was the biggest reason for failing to find a job. Jeon and Shin 

(2009) reported that the elderly in their 80s experienced ageism from unfair 

employment more than the other age groups,  those in their 60s or 70s. Yet this result 

differs from the qualitative findings of the present study, which found that those who 

were only recently retired were more likely to struggle to find further employment, 

while the older age group were more likely to accept this type of situation. Therefore, 

the experience of unemployment may contribute to negative perceptions about ageing 

for some elderly, while also increasing their risk of experiencing poorer economic 

circumstances(Johnson & Kawachi, 2008).  

In spite of a large body of literature supporting the benefits of, and need for, social 

participation, these benefits are not necessarily experienced as a by-product of 
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productive activities. In the quantitative research phase of this study, social participation 

was defined as engagement with productive activities, which includes religious 

activities, club activities, full/part time job, attending senior classes, and being involved 

in school alumni. Despite the opportunities these activities provide for social 

participation, productive activity was only significantly associated with life satisfaction 

in bivariate analyses, whereas it was not identified as a significant predictor of life 

satisfaction in the multivariate analyses. One possible interpretation of this non-

significant result, is that productive activity may be influenced by socio-demographic 

characteristics and SES factors in multivariate analyses. Another interpretation is that 

productive activity is associated with psychological health and wellbeing differently, 

depending on the type and purpose of the activities. For instance, it was expected that 

the rural elderly could benefit from being involved with work, particularly farming as it 

is not restricted by an expected retirement age. However, previous research has also 

established that the majority of Korean rural elderly work for money and would actually 

stop working if given the choice (Lee & Han, 2003), and in these cases farming did not 

positively influenced psychological satisfaction, with Yoon and Han (2004) reporting 

that the effect of productive activities on psychological health varies depending on the 

types of productive activities and gender. Similarly, Walker (2006) stressed that activity 

should be purpose-driven to positively influence wellbeing.  

Understanding the associations between sources of social support/relationships, and 

circumstances/health status of the elderly is required to adequately grasp the needs 

relating to social support in later life. Social support is an important part of facilitating 

successful ageing in later life, however, it is more critical for the elderly who were 

experiencing ill-health and some physical limitations, together with negative life events 

or poor economic resources. In the quantitative findings, all three different sources of 

social support, including family, friends, and significant others, were significant in the 

bivariate analyses, while in multivariate analyses, only family support was significant 
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for both rural and urban elderly. Similarly, the qualitative research findings indicate that 

family support or relationships, particularly with adult children, is considered to be the 

most influential type of social support. Contradictory findings have been reported in 

literature in terms of the relative importance of the sources of support or relationships, 

despite the consensus on the importance of social support in later life. Consistent with 

the study findings, Yeung and Fung (2007) highlighted that both emotional and 

instrumental support from family is relatively more influential on life satisfaction than 

support from friends among the Chinese elderly. In contrast, Pinquart and Sörensen 

(2000) highlighted that friendship is more important than kinship, because these 

relationships are typically of a higher quality due to opportunities they provide to share 

positive and similar experiences within the same age group, are voluntarily developed, 

and endure only if they are perceived as satisfactory, while unsatisfactory relationships 

are commonly abandoned as people age.  

However, no matter which sources of social support or relationships are more influential 

on life satisfaction in later life, we should note that neighbours and friends living close 

by are very important sources of social support particularly for those who are frail and 

live alone. These participants needed more social support to physically attend social 

activities, unlike the healthy elderly who actively meet friends by attending social 

activities whenever they want. In this regard, this finding also indicates that social 

support mitigates the effect of physical limitations for the elderly. This is clearly 

reflected in the quote from Misun whose mobility was completely dependent on an 

assistance device:   

I have children, and they have taken care of me well and been very helpful. If I 

have any difficulties, they help solve the problems…… I go to the senior centre. 

There are about 10 people who love and understand me. I think I haven’t done 

much for them, but they like me a lot, so I’m very grateful about that…… It has 

been difficult for me to move around by myself for the last three years because I 

have a disability. However, I’m exercising a bit, and a friend of mine, who lives 
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nearby, has been helping me. My children are also taking care of me a lot, so it 

makes me less lonely and they are very helpful.   

Bøen (1986) found a direct effect of social support on psychological stressors such as 

negative life events and health problems, and a considerable body of epidemiological 

research has documented the benefits of social support on health (Kwag, Martin, 

Russell, Franke, & Kohut, 2011; Seeman, 2000; Uchino, 2006). Therefore, the benefit 

of social support seems to be widespread, mitigating negative life events across a range 

of areas including finance, health problems, and deaths of family members. 

Consequently, social support also helps protect individuals from negative aspects of 

psychological health.  

6.5. One size does not fit all 

The definitions and components of successful ageing cannot be universally applied due 

to the diversity that exists within elderly populations in terms of the experiences of 

ageing, social contexts and backgrounds. The concept of successful ageing interacts not 

only with individual characteristics, but also with contextual factors. Furthermore, 

cultural and social norms and values influence how successful ageing is defined. To 

account for these differences and develop knowledge of successful ageing in different 

contexts in Korea, this study compared groups of elderly people in rural and urban 

settings, taking into account socio-demographic and economic factors and cultural 

contexts. 

6.5.1. Dimensions of successful ageing 

Generally, the urban elderly appeared to be healthier than the rural elderly. Although the 

qualitative findings did not show much difference in the experience of successful ageing 
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between the rural and urban areas, the quantitative analysis highlighted similarities and 

differences between these settings across the dimensions of successful ageing. Some 

factors show a similar level between the rural and urban elderly, including the level of 

life satisfaction, and subjective successful ageing, the percentage of self-reported 

successful agers, levels of social support and cognitive functioning, as well as 

involvement with productive activities, while some differences were found among the 

four dimensions of successful ageing. Among the elements of successful ageing, 

compared to the rural elderly, the urban elderly had lower BMI scores within the normal 

weight range, and a higher percentage exercised more than three times a week or did not 

have a chronic illness. Additionally, the urban elderly had higher levels of physical and 

psychological functioning. Consequently, the percentage of successful agers who met 

all elements within the four dimensions of successful ageing, was slightly higher in the 

urban elderly (4.9%) than rural elderly (2.7%). 

The lower levels of physiological health and psychological health in the rural elderly 

may possibly reflect limited environmental factors within rural settings, such as fewer 

health and welfare resources, leisure facilities, and opportunities to access health 

information. Some studies indicate that there is a significant relationship between an 

individual’s environment and engagement in leisure time physical activities (King et al., 

2011; Wilcox, Bopp, Oberrecht, Kammermann, & McElmurray, 2003; Wilcox, Castro, 

King, Housemann, & Brownson, 2000). That is, individuals who live within an 

environment that does not provide opportunities for activity are less likely to exercise 

and more likely to have sedentary lifestyles. During data collection, it was observed that 

in Seoul, numerous parks were available which the elderly used to exercise and socialise, 

whereas in Gangwon province, the few parks that were available had limited spaces 

provided for sitting. This meant that the rural elderly were more likely to spend their 

time talking with friends and/or playing a game in a senior citizen centre, rather than 

exercising and being active. Moreover, some parks in Seoul provided diverse activities 
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such as performances and exhibitions, which the elderly could easily access and enjoy 

without expense. Additionally, despite a number of senior citizen centres and health 

centres situated in rural settings, senior welfare centres that offer regular classes and 

programmes are limited compared to the urban settings. This provides fewer chances for 

the rural elderly to access health information and health promotion interventions. 

Previous studies also point out a lack of welfare facilities in rural settings, which 

promote health and various hobbies, resulting in the rural elderly spending their free 

time sedentarily (Lee and Han 2003) Therefore, this disparity in the availability of parks 

and senior welfare centres may negatively influence the rural elderly’s physical and 

psychological wellbeing.  

Nevertheless, although the urban elderly showed better physiological and psychological 

health in this study, previous studies have reported mixed findings when comparing 

these domains between Korean rural and urban contexts. The similar levels of 

subjective successful ageing between the rural and urban areas reported in this study is 

consistent with the research of Montross (2006) who reported similar ratings of 

successful ageing across four sites of America. On the other hand, in the Korean context, 

Kang and Bang (2010) reported that levels of successful ageing were higher in rural 

settings than urban settings in Chungbook province, using a scale developed by Kim 

(2008). However, the scale used in this study seems more closely related to 

psychological wellbeing and engagement with life, with relatively less focus on 

physiological factors that were limited to independent living capabilities. In this regard, 

comparing levels of successful ageing with these previous studies is difficult, with the 

scale of successful ageing and the type or size of locations largely influencing the 

results. Further, because little research in this area has been conducted in a Korean 

context, it is difficult to compare and generalise the results.  
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Among the dimensions of successful ageing, engagement with life was similar between 

the settings in this study; however various subsets of engagement with life measured in 

previous studies have produced inconsistent findings in the Korean context. While 

higher social support (Son, 2006) and participation in social activities (Kim, 2007; Son, 

2006) have been found in urban elderly samples, other Korean studies indicate that the 

rural elderly are likely to experience better family functioning (Yoon, 2007), more 

frequent contact with children and close friendships (Park, 2010) and have higher 

satisfaction with social activities (Kim, 2007). Therefore, the wide range of domains 

and scales related to engagement with life may contribute to the mixed findings and 

confound comparisons of engagement with life between rural and urban areas. 

The findings of this study regarding physical health are largely consistent with previous 

Korean studies, indicating that the urban elderly are more likely to show an absence of 

chronic disease (Yoon, 2007), have better perceived health (Park, 2010; Yoon, 2007), 

higher physical functioning (Oh & Yoon, 2006; Son, 2006), and practice more health 

behaviours (Eun et al., 2007). Nevertheless, in a comparison study between famers in 

rural areas and the urban elderly at senior welfare centres, the rural elderly out-

performed their urban counterparts in five out of six types of physical fitness tests (Sung, 

2011). Furthermore, comparisons between male and female elderly in rural 

Chungcheungnam province and Seoul revealed that elderly urban males experienced the 

worst levels of physical functioning (Lee & Goo, 2007). As such, although Korean 

studies generally report higher levels of physical functioning in the urban elderly, some 

diversity is evident depending on the particular characteristics of the sample and gender. 

This suggests that facilitating successful ageing is also dependant on individual 

differences which seem to interact with contextual factors. 

In support of previous findings, this study indicates that the urban elderly enjoy better 

levels of psychological health and wellbeing than the rural elderly. The majority of 
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Korean studies report better psychological health in the urban elderly with lower 

reported depression (Yoon & Lee, 2006; Kim, 2010) and higher self-esteem (Jee & Goo, 

2007; Kim, 2010; Shin, 2006; Sok & Kim, 2008; Yoon & Lee, 2006), whereas gender 

comparisons across locations showed that urban male elders experience the poorest 

level of psychological wellbeing (Yoon & Lee, 2006). Previous studies have argued that 

lower economic status is a key reason for lower levels of psychological health in rural 

areas (Kim, 2010; Son, 2006). Overall, despite the consistent finding of lower physical 

and psychological health in the rural elderly compared to the urban elderly in this study, 

there remains widespread disagreement within current literature regarding health 

differences in rural and urban elderly populations. 

In line with this, physiological factors are more likely to influence life satisfaction for 

the urban elderly compared to the rural elderly. The quantitative results from the 

multivariate analyses showed that among the urban elderly, having fewer chronic 

illnesses, having minor hearing problems, and high levels of physical functioning led to 

greater life satisfaction, whereas none of these factors presented as a significant factor 

of life satisfaction among the rural elderly. This may be because the urban elderly are 

exposed to an environment within which there is greater opportunities to interact with 

new or less well known people, thus having hearing problems and physical limitations 

restrain their relationships, while the rural elderly usually interact with close neighbours 

within a community, who fully understand their health status.   

Another interpretation of this trend in the rural settings is that psychological health has a 

more powerful effect on life satisfaction for the rural elderly than the urban elderly. In 

hierarchical multiple regressions, when the elements within the low risk of disease and 

disability dimension were entered first, diagnosis of a chronic condition was a 

significant factor of life satisfaction, however its significant effect on life satisfaction 

disappeared when physical and cognitive functioning were entered in the next model. 



227 

 

 

Finally, when psychological health was entered last, this factor was the most significant; 

with the effect of physiological health on life satisfaction insignificant.  

Additionally, the rural elderly are less likely to reflect their actual health status when 

rating their life satisfaction. It is suggested that the rural elderly are more likely to 

compare themselves with reference groups that are experiencing similar or worse 

situations. Kivett (1988) explained the rural-urban paradox of actual and perceived 

living conditions, stating that the rural elderly are more likely to evaluate their life 

circumstances as a reflection of those around them. This consideration may also be 

connected with the way of evaluating perceived health. Groot (2000) reported that 

among individuals with a similar health status, they report their perceived health 

somewhat differently depending on the reference group each respondent chose to 

compare themselves with, and the extent to which they had adapted their situation. This 

aligns with the finding that a majority of elders self-identified as successful agers 

despite their high risk of disease and disability, and that life satisfaction appears to be 

influenced by psychological factors more than physiological factors, particularly in the 

rural elderly.  

Nevertheless, functioning, particularly physical functioning, appeared to be critical in 

determining important factors of successful ageing for both rural and urban elderly. In 

the quantitative research, the dimension of physical and cognitive functioning explained 

17.0% of the variance in life satisfaction, the greatest contribution to the total variance. 

In line with this, the qualitative findings indicate that physical functioning is important 

in understanding the ways in which the elderly engage with life and their overall views 

on their health. Thus the elderly were more likely to show similar characteristics within 

a similar level of physical functioning, rather than whether or not they had a chronic 

disease. This may be because while the elderly often learn to accept, and manage within 

the limitations of a long term physical disability/chronic disease, the restrictions that 
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limited physical functioning places on mobility, markedly influences their engagement 

with productive and social activities.  

6.5.2. Background characteristics and successful ageing   

To reflect the heterogeneity within ageing populations, this study considered a range of 

background characteristics including socio-demographic characteristics and SES. 

Overall, levels of life satisfaction in the rural elderly are less likely to be influenced by 

socio-demographic characteristics and SES, compared to the urban elderly. Importantly, 

general and specific factors across the rural and urban settings were identified as 

predictors of life satisfaction. Education was the only common predictor of life 

satisfaction among the rural and urban elderly. On the other hand, among the urban 

elderly, having more children, not having recently experienced of  deaths of family 

members, and house ownership were associated with greater life satisfaction, while 

among the rural elderly, age was a significant predictor of life satisfaction.  

Socio-demographic characteristics and differences 

The significant relationship between more children and greater life satisfaction only in 

the urban elderly may reflect differences in the social environment of the urban and 

rural areas. Although having more children is also positively associated with social 

support, this result mirrors an increased tendency of the urban elderly to rely on 

relationships with and support from their adult children over other sources of social 

support or relationships, compared to the rural elderly. This may be because of more 

apparent trends of collectivism and community oriented lifestyles in rural settings, 

leading the elderly in these locations to rely on their community. The rural community 

is smaller than the urban areas and a majority of the rural elderly have lived in the same 

place for a long time, thus rural elderly are more likely to be community-oriented, and 
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have close relationships among neighbours. These close relationships were also 

observed during the data collection, which showed that while most rural elderly were 

living some distance from their children compared to the urban elderly, they received 

support from friends and neighbours. Frijters, Haisken-DeNew, and Shields (2004) 

identified that having additional children is beneficial for both genders, but more 

powerful for men than women in terms of gaining life satisfaction, whereas Angeles 

(2010) reported that for married individuals, life satisfaction increases with the number 

of children. Thus, given that the urban elderly accounts for higher percentages of males 

and married couples than the rural sample, the significant relationship between the 

number of children and life satisfaction only in the urban setting may be also partially 

influenced by demographic factors such as gender and marital status.  

Negative life events are negatively associated with life satisfaction and often elevate 

negative mood such as depression (Cheng & Boey, 2000; Grant & Casey, 1995). 

Furthermore, among a wide range of events, experiencing deaths of family members 

and close friends is one of the most stressful events in later life. However, the result 

indicates that only among the urban elderly, deaths of family members or close friends 

are a significant predictor of life satisfaction. This may be influenced by the inherent 

characteristics of the sample. A significantly higher percentage of the urban elderly 

experienced deaths of family members or close friends than the rural elderly. The 

findings regarding social support networks of rural and urban elderly provide another 

interpretation of this result. Compared to urban elderly, rural elderly access greater 

support from neighbours, rather than only family members, in line with the explanations 

regarding the significant effect of the number of children on life satisfaction among the 

rural elderly as previously noted. A range of existing evidence shows that social support 

mediates the effect of negative life events on depressive symptoms or negative mood 

and cognitive decline (Chou & Chi, 2001; Dunér & Nordström, 2005; Mui, 2000).  
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In the rural elderly, only age was a significant factor of life satisfaction. Interestingly, 

the findings indicate that life satisfaction does not decrease with age. That is, the older 

age group with those aged 75 years and over, were more likely to be satisfied with their 

life than those aged 65 to 74 years. Despite the significant relationship between the 

greater age and greater life satisfaction, when analysing the total sample (comprising 

rural and the urban samples), this trend is more significant for the rural elderly. Previous 

findings present contradictory information about the relationships between age and life 

satisfaction, showing either stable (Blazer, 2002), U-shape (Blanchflower & Oswald, 

2008) or decreasing with age (Albandar, et al., 2000). However, the qualitative 

outcomes support the quantitative finding of this study, showing that younger elderly 

express fear of ageing and/or death, or experience difficulties in overcoming previous 

negative events and in adapting to changes in their social position not long after 

retirement. Consistent with this, Brandtstädter and Renner (1990) stressed that life 

satisfaction does not decline with age, because older adults progressively shift or 

modify their goals and preferences to fit their circumstances including deteriorating 

health, changes in living conditions, and reduced income.  

With respect to religion, despite its beneficial effect on physical and mental health 

through social activities and spiritual belief, it did not show any statistical significance 

on life satisfaction in the quantitative findings of this study. However, among the urban 

elderly, religious involvement was a significant predictor of life satisfaction before 

physical and cognitive functioning was entered in the fourth model of the hierarchical 

multiple regressions. This may be because the urban elderly had a higher percentage of 

Christian devotees and were more involved in religious activities. In the qualitative 

research phase, however, religion appeared to benefit some participants, by increasing 

their happiness and life satisfaction in later life. Bono and McCullough (2004) 

explained close relationships among age, religion, and forgiveness, stressing that 

religiousness increases as ageing and older adults are more likely to be forgiving, 
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thereby playing an important role in enhancing physical, social, and psychological 

wellbeing in old age. In line with this, Juwon (a 77 year old man) illustrated the close 

relationships among faith in God, acceptance, and enjoyment in life: 

I believe in God, and I accept my circumstances by following Him but at the same 

time I try to overcome difficulties. By doing so, I’m living pleasantly.  

 

Socioeconomic status  

SES is also critical in later life. However, given that the elderly are likely to adapt and 

accept their situations, coping strategies are also applied to changing or challenging 

financial situations. Interviewees addressed the importance of financial security and 

money, but they prioritised other values over this and adjusted their spending. In the 

quantitative research, education was significantly associated with life satisfaction in 

both the rural and urban elderly, while home ownership was a significant predictor of 

life satisfaction only in the urban elderly. On the other hand, occupation was not a 

significant predictor of life satisfaction; this may be because the majority of participants, 

particularly the women, fell into a house duties category.   

House ownership is important to maintain or enhance a level of quality of life and life 

satisfaction, by providing a feeling of comfort and security in old age (Marcellini, Giuli, 

Gagliardi, & Papa, 2007). The study found that living in an owned home was positively 

associated with life satisfaction only for the urban elderly. This is possibly because 

there is a wide gap between the rich and poor in the urban areas, while the rural elderly 

are advantaged in terms of house ownership and available spaces, a narrow gap in SES 

within a same community, and a high percentage of house ownership due to the cheaper 

house prices in rural areas. Despite higher SES in the urban elderly compared to the 
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rural elderly, house ownership is relatively less influential on levels of life satisfaction 

in the rural elderly under the similar SES within a rural community.  

Another important SES factor is education. Surprisingly, a lower level of education was 

associated with greater life satisfaction in both rural and urban elderly. In the 

quantitative findings, those with limited education (none up to middle school education) 

expressed greater life satisfaction than those who accomplished more than high school 

education. This outcome is inconsistent with most previous findings, which show a 

significant relationship between higher education and life satisfaction (Kahana & 

Kahana, 2001; Pinquart & Sörensen, 2000; Yang, et al., 2012). One possible 

explanation for this finding is that life satisfaction may be partly influenced by the 

relationships among age, education, and adaptability. When considering historical 

factors and established general trends, education levels are lower in older populations, 

and as noted earlier, these older people are likely to accept and adapt to their 

circumstances more readily than those who are younger, thereby manifesting a greater 

sense of satisfaction with their life, despite low levels of education. These relationships 

may help to interpret this unexpected finding between lower education and greater life 

satisfaction. Furthermore, the benefits of higher education tend to diminish with age, 

where people no longer occupy professional roles that require such knowledge. Thus the 

relationships between education and life satisfaction may be confounded by various 

factors, including attitudes, age, and occupational status. 

6.5.3. Meanings of success 

The homogeneous and heterogeneous features of successful ageing are made more 

complex by the variety of meanings attributed to successful ageing, depending on how 

social/cultural values are interpreted. In particular, the ambiguity inherent in the concept 

of ‘success’ itself, leads to various definitions and factors of successful ageing as a 
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product of subjective judgements. Some interviewees tried to interpret the meanings of 

success in later life, and frequent quotes were about their success in the previous careers, 

their higher education attainment, having lived an ethical life making them a role model 

for their children, or their children’s wellness, higher education, or career success. 

Additionally, some people highlighted the importance of ethical values, such as 

diligence, honesty, and moderation. Dongsu, a 75 year old man, connected his ethical 

life with being a role model for his children. 

Successful ageing is about living diligently without greed. I have been working 

hard and diligently during my whole life and even now at my age, I’m still farming 

hard. … Honesty is also important. If people lie once, they would lie again. When I 

had an honest life, my children would also learn from it. That has been my 

philosophy to life.  

These values are related to cultural norms and the influence of Confucianism, which 

focus on the roles of parents and children, and family, moderation and harmony. 

Furthermore, their social and historical backgrounds have led some participants to 

emphasise hard work, and to diligently educate their children for success and better 

opportunities and higher social position. These participants have commonly experienced 

times of hardship such as the Japanese colonial period (1910~1945), Korean War 

(1950~1953), and/or fast economic development (1962~1981). These meanings of 

successful ageing are also reflected in some Korean studies (Kim & Kwon, 2013). Thus, 

it is important to understand cultural norms and values and how these differ across the 

social and cultural contexts when promoting successful ageing.  

6.6. Limitations 

Acknowledging the limitations of the present study sets the direction and scope for 

future research. The major limitations are mostly linked with generalising the research 
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findings, which is a common issue across many studies. While this study was able to 

access detailed assessments from 624 participants from rural and urban Korean settings 

the cross-sectional and exploratory study design restricts the extent to which results may 

be generalised. The non-probability sampling procedures employed throughout the 

study, are one aspect that hinders the generalisation of the study’s findings by 

compromising the representativeness of the samples. While random sampling is most 

desirable for this type of research, randomly identifying and visiting household units 

where the elderly lived was not feasible for this study due to the limitations of time and 

financial resources. The sample of participants included in this study were those who 

were accessing senior citizen or welfare centres, or visiting parks, which does not 

completely represent the Korean community-dwelling elders. Due to the characteristics 

of these study sites, a fairly high percentage of the participants in this study were likely 

to be active and healthy and already receiving some level of social support.  

There are also limitations relating to the geographical locations that were selected as 

study settings. Only Seoul, which is the capital and largest city in Korea, and rural areas 

of Gangwon province were selected, thus the comparison between them is not 

necessarily representative of the rural and urban comparison in Korea. Some limitations 

stem from self-report bias. Although the researcher offered assistance to those who 

completed the questionnaire, or interviewed participants to fill the whole questionnaire 

in, the data still relied on self-report. Additionally, limitations are related with the way 

of selecting the instruments for this study, because the most frequent selection criteria 

used, was how easy, short, and culturally acceptable for the elderly in responding to 

questions. This selection process contributed to an increase in the response rate. 

However, at the same time, this also caused difficulties in taking some detailed factors 

into account, such as income or financial assets. In addition, although the operational 

definitions of successful agers were based on the conceptualisation of Rowe and Kahn 

(1987, 1997), the outcomes of the percentages of successful agers will change 
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depending on the decision about the cut-off point of each domain and the rigorousness 

of each scale.  

Nevertheless, in including the large sample, multiple strategies were implemented to 

ensure the sample reflected a heterogeneous portion of the community. Such strategies 

involved selecting various locations in Seoul and rural areas of Gangwon province, 

including three types of study sites including senior citizen centre, senior welfare centre, 

and parks, obtaining a large sample size to lower the chance of sampling error, and 

surveying participants via face-to-face interviews. Particularly, face-to-face interviews 

played a critical role in administering data collection procedures with the elderly and 

recruiting a greater number of participants. Including parks as a study setting was a 

strategy aimed at increasing the number of male participants, as the pilot study results 

showed that proportionally, the female elderly were predominant visitors of senior 

citizen and welfare centres. Notwithstanding some limitations in this study, these 

limitations were mitigated to some extent by implementing comparative and mixed 

methods designs which produced a comprehensive understanding of the research topic. 

Overall, the strengths of this study, afforded by these methodological strategies, 

minimised the limitations and ensured that the aim of the study was met. 

6.7. Future research directions and implication 

This study has provided an enriched understanding of current models and modes of 

assessments of healthy ageing in both rural and urban environments, in particular 

through the inclusion of the dimension of psychological health and also through the 

explicit inclusion and consideration of the views of those who are ageing. There are 

many avenues for future research in the field of successful ageing that can be drawn 

from this study.  
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From a theoretical perspective, further exploration of the relationships between the four 

dimensions of successful ageing applied in this study is important. This research 

extended the three dimensions of the original model (Rowe and Kahn: 1987, 1997) with 

the inclusion of psychological health, however, according to the qualitative findings, 

there appears to be a close relationships between some domains across the dimensions 

studied (e.g. between cognitive functioning and psychological health, between 

disease/disability and physical functioning). Thus, it would be useful to investigate such 

interrelationships and extend the model of the dimensions. Further, as psychological 

adaptation and acceptance have been identified as important in achieving successful 

ageing, it would be useful to explore successful ageing by combining activity theory, 

emphasised in this study, and also developmental theory, such as the model of selective 

optimisation with compensation by Baltes and Baltes (1993). 

Methodologically, some limitations related to the generalisability of the study findings 

were identified, in particular the use of only one urban setting (capital city) to 

characterise the rural-urban differences. The replication of this study in other 

geographical sites with a wider range of locations in Korea would provide evidence to 

support the findings from this study and thus further the understanding of the factors 

impacting on healthy ageing. This will provide valuable information to support the 

planning and delivery of future health care and welfare services that meet the varying 

needs of the Korean elderly.  

The mixed method design used in this study proved to be particularly suitable for 

exploring the elderly’s experience and perspectives of successful ageing and in 

understanding the complexity that underpins the concept of successful ageing. It is 

suggested that a future longitudinal study design, together with a cohort study, would 

extend the findings of the present study by testing the predictive validity of the four 

dimensions of successful ageing over time, and also understanding the cohort effect and 
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causal relations among the factors. For instance, healthy lifestyles, psychological factors, 

and engagement with life were identified as important in protecting against disease and 

disability and delaying the ageing process, so consequently supporting successful 

ageing. However, the causal pathways are not definitive: are healthy people enjoying 

healthy lifestyles, or are those enjoying healthy lifestyles healthy? Furthermore, future 

research and practice in the field of ageing are required to develop health promotion 

interventions based on the extended model of successful ageing presented in this study 

and test the effectiveness of such interventions in meeting the elderly’s needs.  

Finally, while this study went some way to clarifying the heterogeneity of successful 

ageing, further studies are required in this area to accurately reflect the large diversity 

that exists within elderly populations. Due to the focus of this study, being centred on 

normal agers, the target population was restricted to community-dwellers. However, the 

findings of this study indicate that health status largely influences the way that 

successful ageing may be facilitated. Thus, focusing not only on rural and urban 

comparisons, but also comparing those with differential levels of health, disease or 

disability, will extend the definitions and knowledge of successful ageing. One way this 

may be done is by drawing on various types of samples such as those from nursing 

homes or with a specific disease. For instance, some studies have investigated 

successful ageing among those with HIV/AIDS (Grov, et al., 2010; Kahana & Kahana, 

2001; Moore et al., 2013), but this type of research is limited in Korea.  

In line with this, there is a need to consider differences in the elderly’s perceptions and 

their available resources depending on demographic and socioeconomic characteristics 

in achieving successful ageing, such as between gender, among age groups, and 

between high economic status and low economic status. Given the diversity in ageing 

and the older population, models and definitions of successful ageing should be 

developed that account for various subsets of older adults without discriminating or 
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ignoring minority groups within the elderly population. For instance, for future studies, 

developing a separate model depending on the levels of SES in the elderly may be 

useful to understand their different needs to age successfully and the different relative 

importance of each element within a successful ageing model. Such research will 

provide strong evidence for developing guidelines for successful ageing at a 

government level and at the level of everyday practice. The conclusions of this research 

place an onus on social workers, health practitioners, and policy makers to consider 

ageing from a holistic viewpoint. 

6.8. Conclusion 

This thesis provides a rich and comprehensive understanding of successful ageing that 

is based on empirical evidence and detailed information of the views of the elderly on 

successful ageing in Korea. While ageing issues have become central to the Korean 

society, with various societal and political challenges, this mixed methods study 

addresses an identified gap in the current understanding of the factors important in 

defining successful ageing. The addition of the psychological dimension to the original 

Rowe and Kahn (1997) model, along with the views of respondents on their ageing, has 

added valuable insights to this area of gerontology research. 

One of the most significant contributions in the present study is that it has produced 

evidence that shows how physiological factors, while important, are not the only 

component shaping successful ageing. The study findings suggest that a majority of the 

elderly, including those with medical conditions, engage in activities that serve as 

protective factors, such as healthy lifestyles, psychological factors, and social 

participation/support, and applied these protective behaviours somewhat differently, 

depending on their circumstances. Although these protective factors are important for 

all elderly, healthy and active people were more likely to be involved in health-
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promoting behaviours and social activities, whereas for those with poor health resources, 

social support as well as positive acceptance and adaptability were more critical in 

fostering positive perceptions of ageing. Consequently, those who more actively 

accessed these protective factors, no matter whether their situation was perceived as 

good or bad, tended to rate themselves as ageing successfully. Thus this research argues 

that successful ageing research must move beyond its current focus on physiological 

factors, factors that  deteriorate with ageing, to recognise the importance of a more 

comprehensive and holistic view of the definitions and models of successful ageing 

which acknowledge also the power of people’s positive approach to ageing along with 

their physiological condition. 

This study also calls for the careful consideration of heterogeneity of the ageing 

population. The results from this comparative research between the rural and urban 

elderly, indicate that some predictors of successful ageing and life satisfaction can be 

regionally specific. Thus, while the self-ratings of successful ageing did not show any 

significant difference between the rural and urban respondents, with similarly perceived 

factors important to successful ageing and psychological traits and family support 

critical for both settings, there were some areas of difference. The urban elderly were 

physically and mentally healthier, and physiological factors were more influential on 

their greater life satisfaction, compared to the rural elderly. Furthermore, different 

predictors of life satisfaction were found in participants’ background characteristics, 

including socio-demographic and economic factors, between the settings. These 

findings will guide the future directions for the political, social, and medical practices 

regarding ageing to recognise the diversity that exists across contextual as well as 

individual factors, and applying targeted services to meet the needs of various subsets in 

the elderly.  



240 

 

 

This thesis has used a comparative mixed methods design to examine successful ageing 

in Korean rural and urban elderly. The findings provide considerable insight into both 

the conceptualization of successful ageing and, perhaps most significantly, how this 

marries with the experience of Korean elderly striving to maximize quality of life while 

dealing with functional decline associated with the ageing process. At the conceptual 

level, the research has extended the successful ageing construct with the integration of a 

psychological health dimension. It has also challenged the centrality of the absence of 

chronic disease to the definition of successful ageing. From the elderly’s perspectives, 

successful ageing was achievable despite the presence of a chronic disease and/or 

disability, by defining health broadly with greater emphasis upon lifestyle and quality of 

life. Important factors in achieving successful ageing also emerged such as healthy 

lifestyles, coping with their circumstances by acceptance and adaptability, and social 

participation and support; however individuals emphasised these factors to suit their life 

depending on their situations and health status. The thesis has investigated and extended 

the conception of successful ageing for Korean elderly. The application of the findings 

will be important for understanding and improving the quality of life for Korean elderly 

and the broader social and economic wellbeing of an ageing Korean society. 

(Rowe & Kahn, 1987; Rowe & Kahn, 1997, 1998; Ryff, 1982; Ryff, 1989; 

StatisticsKorea, 2010, 2010) 
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