Challenges and Healthy Ageing: the role of resilience across the life course (ResNet)

Notes of the meeting (academic partners) 30th September 2009

Present:
Gill Windle, Jenny Perry, Bob Woods (DSDC, Bangor University); Eryl Roberts, Julia Roberts (CRC Cymru); Gopal Netuveli (Imperial College London); Amanda Sacker (ISER, Essex University), Jane Noyes, Jo Rycroft-Malone (School of Healthcare Sciences, Bangor University); Cherie McCracken  (Liverpool University); Martin Orrell (UCL).

Apologies:

Ness Burholt, Swansea

Kate Bennett, Liverpool

Marta Ciesla, Bangor

1. Progress update
The work programme is behind schedule due to a number of problems at the start with RefWorks and developing the search strategy. The reviewing will be completed by the end of October.

The literature review methodology 
This is not a systematic review per se (i.e. in which the methodology and quality of the paper is appraised) but a review that has taken a systematic approach to screening, including/excluding and extracting data.  

Results
The work still in progress but the presentation summarised the results so far. It is expected that the trends identified (study design x population; population x adversity) will remain the same, although the numbers will change as new papers are added (presentation available online). 
The particular populations under study were discussed and how different populations affect the definition and means of measurement. As expected, most of the resilience research has been carried out on children and adolescents with far less with older people (criteria 55+ years) leaving a gap in mid life. 

The transitions between the developmental stages has received limited attention (requires longitudinal analysis)

From a disciplinary perspective, there is a definite lack of research incorporating a biological perspective - most of it is psychosocial.

Definition of resilience 
Information regarding the definition/conceptualisation of resilience has been extracted from all included papers. 
A preliminary content analysis would indicate that the defintions used by other researchers broadly concur with those suggested by Masten (2007; see handout in presentation). However there were some distinctions. The definition ‘recovery to normal functioning’ is debatable and is contested by Bonnano (bereavement  research). Bonnano claims that ‘recovery’ is not the same as ‘resilience’. It was also suggested that ‘functioning and developing well in the context of adversity’ would cover it all but this was not agreed on.

Masten’s research largely summarises the children’s literature, Bonnano’s work is with adults – is there a need for a life course definition of resilience?

GN commented that ‘bouncing back from’ and ‘flourishing in the face of’ adversity have been found to be the most useful terms and pointed out that people react to adversity and that resilient people tend to ‘bounce back’ faster.  
The definitions of resilience vary according to the adversity and the population being studied. 
JN suggested a concept analysis framework could be applied to the data extracted so far. GW will apply this and circulate results via e-mail to derive a final working definition. To be presented to stakeholders on December 4th for feedback.
GW presented a ‘speculative’ visual model of resilience for discussion (see slide in presentation) It was agreed this was a good way of organizing the concept and that it fitted very well with preventative medicine, i.e. ‘primary’ ‘secondary’ and ‘tertiary’ preventions.
Further development of the model – in the life course context the outcomes at one stage can be protective or lead to vulnerability/risk for the next stage.
MO suggested using a matrix of 9 boxes (as used in Psychiatry) to include physical, biological and socio/psychological factors which can be predisposing, precipitating or perpetuating and allows collation of factors in different categories. 
Overarching theoretical framework

GW presented Bronfrenbrenner’s Ecological Systems Theory of Development (cf. PPT presentation handout). This has been mainly used to understand childhood development, but is now also being applied to gerontology research. AS and GN noted that the theory may have underpinned earlier work by the ESRC capability and resilience network, and shared similarities with a conceptual framework of the WHO. AS to forward these to GW.

The functions of religion and belief as positive factors to resilience and the fact that some people thrive on adversity (e.g. Churchill), were discussed.
The theoretical framework and the conceptual diagram introduce a methodological framework for examining resilience – multi-level and interactive (mediate and moderate).

Measuring resilience

The review so far has highlighted that researchers have used a plethora of assessment tools and that the operationalisation of resilience is largely driven by the definition adopted for the study.

There are differences in how the data is obtained according to the population under study, e.g. most of the data that has been gathered on children comes from other people’s accounts such as parents and teachers reports/assessments. In contrast research on adults has focussed more on personality traits with data being collected via self reports.

Many studies have undertook secondary analysis of existing datasets, and may have been constrained in the ‘optimal’ measures of resilience -researchers have to ‘make the most’ with the available data.  
Data on the prevalence of resilience varies across studies, largely dependent on how it has been defined and measured.

There are a number of scales which have been developed (mostly with adults) to directly measure resilience – these primarily focus on individual level, psychological resilience.

The key point is that there has to be some theoretical and conceptual reason why the adversity would produce the outcome of interest, and also the effects of the risk and protective factors.
Interventions
The academic review has identified little in the terms of interventions. This reflects the findings of an earlier review by Newman & Blackburn (2002).

JN noted that a lot of work has probably been done by the 3rd sector 

and so would not be in the academic literature. Such work is not always easy to access. Resilience may come under a whole package of life skills and not just under resilience per se. It would be in reports to government and would not necessarily get picked up in the review.

GW noted that the Scottish Executive has explicitly addressed resilience in the context of health inequalities – Equally Well (2008).

Handout reflects the findings of a quick Google search – mainly focus on CBT approaches. To be developed further.

Research development
The progress to date highlights a number of gaps in the research, including:

· Adults and older adults

· Families

· Life course approach – transitions across all developmental stages, especially from adolescence onwards.
· Biological approaches (including genetics and brain functioning)

· Longitudinal approaches
· Interventions and robust evaluations

· Multi-level/multi-disciplinary study of resilience

The plan is to consolidate the work program into a published position paper so as to disseminate the findings and underpin the rationale for the research development.

The biology/health focus important if MRC to be considered for future funding. 

Strengths of this network – focus on resilience, Knowledge transfer. Some of the other MRC networks funded under this call have a broader remit.
BW queried whether we take a well group of people and study what keeps them well (i.e. select those who are not depressed) or do we take a group that have an adverse event and see who copes and who doesn’t? This could be followed by an intervention(a  public health intervention?) to see how it will help people cope in the future or give them coping skills now.  

GW noted that the ‘vision’ for the network’s research would likely be a large programme of work with an overarching research question, that encompassed mixed methods and enabled each co-applicant to contribute.

The next call from the MRC under the lifelong health and well-being is likely to be issued April 2010. There is no indication that the themes will differ (mental capital, mental health and well-being; markers for the ageing process; interventions that promote healthy ageing and independence in later life; to improve the understanding of the interplay between the factors that influence healthy ageing, resilience and wellbeing).

MO noted that there is a need to identify the gaps and then create the program around it.  It needs to be focused and very coherent. 
JRM suggested looking at culture and family as nothing seems to have been researched about resilience in that area. JP to contact the AWEMA and ask if anything has been implemented/researched regarding resilience with BME populations. 
It was suggested that we should develop a validated approach to test out the conceptualizations of resilience and test that out in different communities, through age, gender and culture?  
Use of existing data sets

Earlier work on resilience by GW used the ESAW UK data set. This incorporated a measure of psychological resilience. Potential for a second wave follow up, should Ness Burholt (data owner) be interested. 

GN noted that the Boyd Orr cohort data was in need of another wave of data collection. 
AS presented some of they key points about Understanding Society. This new source has great potential. It builds on the British Household Panel Survey which started in 1991. It includes data from 100,000 individuals from 40,000 households. A range of biomedical data is to be collected, including personality/well-being measures and biomarkers. It is expected that data will be released on an annual basis and that the first wave will be available from 2011.
Other opportunities

GW has been in discussion with Michael Ungar, Professor at the School of Social Work, Dalhousie University, Halifax, Nova Scotia, Canada. He leads  The International Resilience Project (IRP) a multi-year international research study (details in handout). There are a number of opportunities for collaboration; as yet the IRP has no UK partners. GW has been invited to meet with the IRP and all agreed that GW should pursue this. 
The work of Diana Kur at the MRC Unit for Lifelong Health and Ageing was discussed. From their project summary there appear to be a number of potential areas of mutual interest. Future research development needs to ensure there is no replication. It was felt that their study is very ambitious and would be taking a different perspective to resilience i.e. it is likely to be more focussed on the medical model.
Diana Kur could be considered a possible stakeholder in our research development?

Knowledge transfer

ER has updated the KTP strategy based on discussions at the last meeting and other work she has identified.  JRM noted the importance of monitoring the impact of stakeholder contributions to project decisions. 

Next meeting

It was proposed that the next meeting for Academic Partners and Stakeholders/Collaborators be convened in the 1st or 2nd week in February 2010 at The Management Centre in Bangor. This will be the last meeting before the end of the project. JP to organise a Doodle Poll to find the most convenient date for everyone. 
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