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Abstract

This 6-year longitudinal study of 103 community-dwelling older women examined changes in physical and mental health and self conceptions and the relationships among self conceptions, physical health, and depression. Over time, physical health, personal growth, and purpose in life declined; depression increased; and positive relations and autonomy were stable. Regression analyses indicated declines in physical health rarely affected the self; increase in depression was related only to concurrent physical health; and prior depression did not predict subsequent physical health. Thus, positive self conceptions and physical health appear to be independent in elderly women, but declines in physical health are associated with depression.


  Theories about women's self-development have focused on developmental processes in childhood and adolescence that shape a woman's self concept and self-worth. These theories maintain that a woman's sense of self is related to her sense of connection and interrelationship with others, and these self-perceptions develop from family socialization experiences and societal norms concerning appropriate feminine behaviors and values. [1-4] However, these theories have not addressed the ongoing development of the self in women through adulthood and old age. Lack of attention to life span development implies that development is static after adolescence. Yet, lifespan developmental theories [5,6] and theories of positive mental health [7,8] suggest the self is dynamic and changes across the life span. In old age, positive developmental outcomes are reflected in the ability to maintain a sense of purpose and meaning in life, a belief that one will continue to grow as a person, having positive and loving relations with others, and maintaining a sense of autonomy or personal control. [9]

  Taken together, theories of women's development and lifespan development suggest that positive mental health in older women is reflected in self-perceptions that include high levels of positive relations with others, personal growth, purpose in life, and autonomy. However, neither theories of women's development nor lifespan theories specifically address the impact of the context of older women's lives on their sense of self. They thus neglect a salient aspect of life for older women, physical health. [10-13] Physical health is a particularly important aspect in the lives of elderly women as there are age-related changes in physical functioning, symptomatology, and chronic and acute illnesses as women age, [14,15] and declines in physical health and functioning are linked to increases in depression in old age. [16-19]

  Particularly for older women, the diseases and illnesses of old age are accompanied by symptoms and disabilities that are both distressing and interfere with performing day-to-day activities. These changes may affect the self in a number of ways. For instance, physical health problems may interfere with an older woman's supportive or positive relations with others by restricting her physical activity or her ability to engage in reciprocal relationships with friends or family. Physical health problems may reduce a woman's sense of autonomy through a decline in carrying out activities of daily living (ADL) or diminish her sense of purpose in life and personal growth due to a chronic erosion of functional or cognitive skills. Self-perceptions may change due to changes in functional abilities or as physical health problems lead one to reevaluate possible future selves. [20] Finally, physical health problems might be linked generally with negative self-perceptions that are correlated with depression in elderly women.

  This study was based on a developmental model of the self in which the self is seen as dynamic and multidimensional. That is, different aspects of the self may change or remain stable throughout the lifespan as self-conceptions are influenced by experience. Experiences with physical health changes associated with aging are hypothesized to influence self-perceptions. These self-perceptions, as well as changes in physical health, may be associated with depression in older women.

  The purposes of this longitudinal study were twofold: to examine older women's self-development over time and to examine the influence of changes in physical health and functioning on women's self-perceptions. In addition, the relationship between the self, physical health, and depression in older women was examined.
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  METHOD

  Participants

  Participants in this study were community-dwelling women, aged 60 and over, who were recruited through various civic and social organizations, churches, and agencies serving the elderly in southern and central Wisconsin. The sample for this study comprised 103 women who completed self-report surveys at three times. At time 1 (n = 179), their average age was 73.3 years (SD = 5.76) with a range of 61 to 93 years. Fifty-four percent were widowed, 57% lived alone, and 97% were retired. These women were somewhat more educated (M = 13.5 years) and better off financially than elderly women in the general population. [21]

  Two years later (time 2), 149 women (83%) were surveyed again. Reasons participants were not resurveyed included: declined (n = 2), deceased (n = 5), incomplete data (n = 2), no forwarding address (n = 9), and no response (n = 12). Women lost to follow up were compared with resurveyed women on time 1 demographic, physical health, and psychological well-being variables to detect any systematic bias in the time 2 sample. Of 17 comparisons, only 2 were significant: women lost to follow up were more likely at time 1 to be widowed and to have lower incomes. Those who remained in the study were not significantly different from those who dropped out on the full array of measures of health status and psychological well-being.

  Four years later (time 3), 120 (80% of time 2 respondents) women agreed to take part in a third survey. One hundred and five surveys were returned (70% of time 2 respondents). Two surveys were missing substantial data and were discarded. One participant was deceased, two left no forwarding address, two refused (by return postcard), and 10 did not respond. The 103 women at time 3 were compared with 75 women who dropped out after time 1 on all measures. Of 22 comparisons, only 2 were significant. Women who dropped out after time 1 had significantly (p < .05) lower scores on personal growth and purpose in life. In general, there were few differences between the original sample at time 1 and those who remained in the study 6 years later over three data collection times. At time 3, the average age was 77.3 (SD = 5.04), 50% were widowed, 54% lived alone, and 43% with spouse or family. Twenty-five percent reported incomes less than $12,000 per year; 58%, from $12,000 to $40,000 per year, and 15% over $40,000 per year. The final sample for this study comprised the 103 women with data for all three time periods.
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  Procedure

  At time 1, a letter describing the study, a consent form, and questionnaires were distributed to potential participants through various civic, church, and community organizations. Participants completed the questionnaires at home, returned them in prepaid envelopes, and were paid $10.00 for their time. At time 2, participants were contacted by letter and instructed to return a postcard indicating either their willingness to complete the time 2 questionnaires or, if unwilling, their reasons for declining. Those who completed time 2 questionnaires were paid $5.00 for their participation. At time 3, participants were again contacted by letter and instructed to return a postcard indicating either their willingness to complete time 3 questionnaires or, if unwilling, their reasons for declining. Those who completed time 3 questionnaires were paid $5.00 for their participation.
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  Measures

  Physical health

  Health status was assessed by four self-report instruments chosen to assess different dimensions of health: subjective health, the number of health problems, difficulties with activities of daily living, and symptom bother. Subjective health was measured by asking respondents how they would rate their current physical health on a 5-point scale from "poor" to "excellent." Although the elderly generally tend to rate their subjective health status on the high end of the scale, these rating are reported to be more predictive than physician ratings of future health status. [22,23]

  The number of health problems was measured using the Older Americans Resources Survey (OARS) [24] schedule of illnesses, an instrument widely used to assess health status in community-dwelling samples of middle-aged and older adults. Two items, osteoporosis and hip fracture, were added to the list of illnesses because of their prevalence in elderly women, resulting in a 20-item checklist. Respondents identified whether or not they experienced each illness in the recent past, and the total number of health problems was computed.

  Difficulties with ADL were measured by the OARS ADL measure, [24] another widely used measure of functional health status in community samples. This measure consists of 13 items reflecting different ADL and instrumental ADL. Women rated how much difficulty they experienced in carrying out each activity on a 5-point scale (1 = no difficulty, 5 = a great deal of difficulty), and a mean score was computed. The ADL scale has been shown to be reliable (internal consistency = .98, test-retest = .89). Validity was demonstrated with significant correlations with other measures of functional status, depression, anxiety, and life satisfaction. [24,25] The reliability (alpha) coefficient in this study was stable across time at .87.

  A 13-item scale assessed the degree of bother from 13 symptoms typically associated with aging or chronic illness (eg, aching, pain, stiffness, fatigue). [11,12] Participants rated how much they were bothered by each symptom on a 1 to 5 scale with higher scores indicating more symptomatology. In previous studies, symptom bother was positively related to difficulty with ADL and depression and negatively related to subjective health, giving support to the validity of the scale. [10-12] The reliability (alpha) coefficient in this and previous studies ranged from .78 to .85.
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  Self conceptions

  Self conceptions were assessed using four developmentally based measures of psychological well-being (purpose in life, personal growth, positive relations, and autonomy). These scales, constructed by Ryff, [9] were derived from the literatures on lifespan development, mental health, and personal growth. Purpose in life refers to changing goals in old age concerning productivity and creativity as well as having intentions or a sense of direction that contribute to a feeling that life is meaningful. Personal growth indicates the ability to continue to develop one's potential or actualize one's self in old age. Positive relations with others emphasizes the achievement of intimacy and generativity, having empathy and affection for others, and the ability to love. Autonomy taps qualities such as self-determination, self-regulation, and independence as well as turning inward in the later years and freeing one's self from the norms of everyday life. To attain a state of well-being or a high level of functioning in old age means being successful in each of these areas.

  In previous studies, the four scales were shown to be significantly related to affect balance, life satisfaction, self-esteem, depression, morale, and locus of control and changed in the predicted directions with age, providing evidence for validity. [9,17] Reliability of the scales (alpha coefficients) ranged from .91 to .86, and test-retest reliability ranged from .88 to .81. In this sample, the internal consistency (alpha coefficients) of the scales ranged from .86 to .91 at each time period. Each scale consisted of 20 items, divided between positive and negative items, and randomly mixed into a single self-report instrument. Respondents answered according to a 1 (strongly disagree) to 6 (strongly agree) response format. Higher scores indicate higher levels of well-being.
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  Depression

  Depression was measured by the Center for Epidemiological Studies Depression scale (CES-D), [26] a 20-item self-report scale designed to measure depressive symptomatology in the general population. Respondents answer each item based on how often they felt or behaved that way in the past week (on a 0 to 3 scale) with higher scores indicating higher levels of depression. This measure was chosen because it is widely used in research on older adults, emphasizes depressed mood or affect, has few somatically based items, and has had extensive pyschometric testing. Validity was established by correlations with both diagnostic clinical ratings and other self-report measures of depression. [26] Internal consistency has been shown to range from .84 to .90. [26] The internal consistency (alpha) coefficient in this sample was .88 to .90. Scores above 15 are considered to indicate clinical depression.
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  DATA ANALYSIS AND RESULTS

  All analyses reported are for the 103 participants with data for all three time periods.

  Descriptive statistics are reported for the physical health measures, the four measures of self, and depression. In order to examine the course of physical and mental health and self-development of older women over time, within subjects repeated measures (three time periods) MANOVAs were performed. When significant time differences occurred, post-hoc Sheffe tests were conducted. To examine possible reciprocal relationships between physical health, depression, and the self over time, hierarchical multiple regressions were performed.
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  Physical health

  Over time, there were significant (p < .01) increases in the number of health problems, symptom bother, and difficulty with ADL and declines in ratings of subjective health (Table 1). These differences generally were due to change from time 1 to time 3 scores. The percentages of women reporting specific chronic conditions and symptoms at Time 3 is reported (Table 2). Each symptom (except indigestion) was reported by over 50% of the women, and a significant number reported the major chronic illnesses in old age. The mean scores indicate that the number of death problems at time 3 were similar to data reported for the older person in the general population (Table 1). [21]

  [image: Table 1]Table 1. Physical health measures over time (n = 103)

  

  [image: Table 2]Table 2. Percent of women reporting health problems and symptoms at time 3 (n = 103)
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  The self

  Over time, there were significant (p < .001) decreases in personal growth and purpose in life and increases in depression. These differences were due to the changes from time 1 to time 3. There were no significant changes in positive relations with others or autonomy. The mean scores for depression at each time were below the criterion score (16) for clinical depression on the CES-D (Table 3). Of the 103 women who were in the study at time 3, 17% scored above 15 on the CES-D at time 1, 18% at time 2, and 27% at time 3. These scores indicate possible clinical depression.

  [image: Table 3]Table 3. Self-conception measures over time (n = 103)
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  Relationships between physical health and the self

  To determine whether changes in physical health were associated with changes in the self over time, we performed hierarchical multiple regressions. Separate regressions were performed for each self measure. First (model 1 in Table 4), age and income were entered to control for their effects. Second (model 2), the time 1 self-measure was entered to control for baseline self-conceptions. Third (model 3), time 1 difficulty with ADL was entered. Fourth (model 4), time 3 (concurrent) difficulty with ADL was entered. In hierarchical regression analyses, a significant change in physical health is indicated by a significant R2 change for model 4.

  [image: Table 4]Table 4. Predictors of time 3 self-measures

  

  Results of these regression (Table 4) indicate that physical health declines affected only one aspect of the self, positive relations with others. The only significant predictors of decline in purpose in life and personal growth were their baseline scores. Decline in autonomy was predicted by advancing age and time 1 autonomy.
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  Relationships among physical health, depression, and the self

  There were significant (p < .001) correlations between time 3 depression and time 1 health problems (r = .33), difficulty with ADL (r = .31), and symptom bother (r = .37). Correlations with concurrent physical health measures were also significant (r's ranged from .34 to .47). These correlations indicate that worse physical health was related to higher levels of depression over time.

  To examine the influence of physical health and depression on self-conceptions, hierarchical multiple regressions were conducted. The same order of entry as above was followed except that model 5 was added, which was the entry of time 1 CES-D scores. Time 1 depression did not add significantly to the prediction of any time 3 self-conceptions.

  It was also possible that prior self-conceptions contributed to the development of depression over time. To examine this possibility hierarchical regressions were conducted predicting time 3 depression with the following order of entry of predictors: age and income, time 1 CES-D, time 1 difficulty with ADL, time 1 self-measures (separately), and time 3 difficulty with ADL. None of the self-measures predicted depression at time 3 after time 1 depression was controlled. However, an increase in difficulty with ADL at time 3 added a significant 2% to 3% (betas = .21 to .22) to the explained variance in depression at time 3.

  A final possibility was that depression leads to declines in physical health and functioning over time. To examine this possibility, time 3 physical health measures were regressed on time 1 depression, controlling for age, income, and time 1 physical health. Depression at time 1 was not a significant predictor of any of the four physical health measures after controlling for time 1 physical health.
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  DISCUSSION

  This 6-year, longitudinal study of older women's health examined changes in physical and mental health and self-conceptions over time and possible reciprocal relationships among the self, physical health, and depression in older women. A life span developmental model of self development served as the conceptual basis of this study. According to this model, the self is dynamic and multidimensional, and the self is formed and changes as a result of experience. The aspects of the self examined were drawn from the literature on women's development and life span development and included four measures: purpose in life, personal growth, autonomy, and positive relations with others.

  For these older women, both stability and change in self-conceptions were found over a 6-year period. Stability was found for the perception of being an autonomous, independent person with a sense of control over one's life. Stability was also found for the perception that one's relationships with others were positive, meaningful, loving, and reciprocal. Positive relations with others is an aspect of the self posited as central to a woman's self-concept in theories of women's development. The importance of positive relations to women is supported by the finding that the mean scores of women on this measure at each time of measurement were higher than the means of the other self measures. Autonomy is an aspect of the self considered important in theories of life span development. Although the means for autonomy remained stable for these older women gives credence to the importance of autonomy at a time when chronic illness and frailty could limit women's ability to maintain their independence and sense of control. Thus, although their actual physical health and functional ability declined, their perceptions of autonomy remained stable.

  At the same time, declines were found in perceptions that one's life has purpose and that one is continuing to grow and develop in a positive way. Declines in these two self-perceptions have been found in a number of cross-sectional studies [21-29] and in the 2-year follow up in this sample. [12] The decline in these two important aspects of the self was not related to declines in physical health and functioning nor as a consequence of depression. They were related to increasing age and, to a lesser extent, lower levels of education. The steady decline over time in purpose in life and personal growth, regardless of health status, suggests that these are developmental functions. These two aspects of the self are different from the others in that they have a future orientation. Given that one's future becomes restricted with age in the sense that there is less "time left," having less of a future orientation with future goals seems appropriate.

  While there was both change and stability in the self over time, the physical health of these women did decline, and their level of depression increased. Declines in physical health and functioning were found for four different aspects of health: functional abilities, number of chronic illnesses, number and severity of symptoms, and subjective health. The decline in physical health is tempered by the observation that the degree of functional impairment remained low overall as did the severity of symptoms. On the other hand, the mean number of chronic conditions was 3.87, and 12 of 13 symptoms of aging and chronic illness were reported by a majority of the women. Both the mean level of depressive symptoms increased significantly over time as did the number of women having CES-D scores indicating clinical depression.

  Perhaps the most important findings, however, concern the relationships among physical health, depression, and the self. Physical health did not predict change in purpose in life, personal growth, or autonomy over time. These findings support the premise that the alterations in some aspects of the self-concept may be related to advancing age rather than physical health. The only aspect of the self that was related to physical health was positive relations with others, and this relationship was found for both current and past functional health. That is, difficulties with ADL over time may erode an older women's ability to maintain supportive relationships with others. Given the importance of social support to health, [19] this suggests that an important intervention for older women would be to find ways to bolster their support system or to facilitate their ability to interact with important others when their physical fucntioning begins to decline. This finding also suggests that physical health is not global in its effects on older women's sense of self. This finding is theoretically interesting but also has clinical relevance. An appreciation of the multidimensional, dynamic nature of the self-concept of older women, not just of their physical health and functioning, will help nurses assess the psychological well-being of older women and give indications of sources of strength, rather than disability or frailty, in these women.

  This study also explicated some of the causal links between older women's self-concepts, physical health, and depression. Depression and also by declines in physical health at time 3. Self-conceptions at time 1, however, did not contribute to depression at time 3. Declines in physical health were also not related to previous depression. That is, the causal direction was from physical health decline to depression, but not from depression to a decline in physical health.
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  IMPLICATIONS FOR FUTURE RESEARCH

  These findings together suggest some directions for future research into nursing interventions for elderly women. Since women in poor physical health had higher depression levels both concurrently and over time, a multifaceted approach to the treatment of older women is indicated. Interventions targeted at both managing health problems and managing depressive symptomatology seem warranted, rather than focusing on either separately. Moreover, focusing on fostering and helping women maintain their social ties should be part of a comprehensive approach since this aspect of the self was quite salient to women and was also an aspect of the self affected by physical health declines.

  Caution in interpreting these results is warranted. Although the longitudinal nature of this study adds to its strength, there is probably some selective bias in the sample that completed all three times of measurement. The sample at the onset of the study was a somewhat select group of older women, who were advantaged in terms of education and income, although similar to most older women in terms of health status. The fact that many of the women were recruited from social and civic organizations might also mean that these women were more active, independent, and involved with others than older women in general. Thus, this research needs to be replicated in a more representative sample of older women and in women with more severe health problems. This caution, however, needs to be balanced by the fact that there is little research on older women and even less that is longitudinal that has followed women through their late seventies and some into their nineties. Further longitudinal research is sorely needed, particularly following women into their most frail and advanced years.

  In summary, understanding older women's lives as they experience the changes of aging and chronic illness requires an appreciation of their strengths and abilities. Some of these strengths can be found in the multifaceted self-conceptions of older women that contribute to their sense of self and their sense of well-being. Both lifespan theory and theories of women's development can facilitate an appreciation of the dynamic nature of the self in women's physical and mental health and provide models that can stimulate research focused on older women's strengths.
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