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Objectives: To examine associations of sociodemographic and clinical factors with cognitive, 

physical, and mental health among independent living older adults in a continuing care senior 

housing community (CCSHC).

Design: Cross-sectional study.

Setting: Independent living sector of a CCSHC in San Diego County in California.

Participants: English-speaking adults age 65-95 years, two-thirds women. Of the 112 subjects 

recruited, 104 completed basic study assessments.

Measurements: We computed composite measures of cognitive, physical, and mental health. 

We also assessed relevant clinical correlates including psychosocial factors such as resilience, 

loneliness, wisdom, and social support.

Results: The CCSHC residents were similar to a randomly selected community-based sample of 

older adults on most standardized clinical measures. In the CCSHC, physical health correlated 

with both cognitive function and mental health, but there was no significant correlation between 

cognitive and mental health. Cognitive function was significantly associated with physical 

mobility, satisfaction with life, and wisdom, whereas physical health was associated with age, self-

rated physical functioning, mental well-being, and resilience. Mental health was significantly 

associated with income, optimism, self-compassion, loneliness, and sleep disturbances.

Conclusions: Different psychosocial factors are significantly associated with cognitive, 

physical, and mental health. Longitudinal studies of diverse samples of older adults are necessary 

to determine risk factors and protective factors for specific domains of health. With rapidly 

growing numbers of older adults who require healthcare as well as supportive housing, CCSHCs 

will become increasingly important sites for studying and promoting the health of older adults.
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Introduction

The US population over age 65 increased from 36 million in 2003 to 45 million in 2013, and 

is expected to total 84 million by 2050 (1, 2). Aging is a major risk factor for decline in 

cognitive and everyday functioning capacities and autonomy. Impairment in cognitive 

function is cited as the number one concern for older adults (3). Although most older adults 

would prefer to age in place, this goal becomes difficult to sustain as cognitive and physical 

disabilities increase, barriers to autonomy grow, and adequate caregiving becomes 

unavailable or unaffordable . Choosing between staying at home and moving to a more 

supportive housing is a complex decision impacted by a large number of “pushing factors” 

such as declining function, driving status, lack of assistance, and loneliness, and “pulling 

factors” like the need for replenishing social networks and a comfortable living 

environment .

Senior housing or retirement communities are a prime growth industry of the future (4). A 

popular model is a continuing-care senior housing community (CCSHC) which provides 
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transitions along a continuum of care – independent living, assisted living, and memory care 

(5). It offers its residents stability of housing and healthcare when aging-associated cognitive 

and/or physical disabilities result in a move from independent to assisted living. As the ratio 

of older patients to younger caregivers increases (6), greater numbers of older adults may 

move into CCSHCs. For many CCSHCs, the monthly payment increases steeply when 

residents transition to assisted living. Delaying these transitions through facilitating longer 

independent living in a CCSHC should be an important healthcare goal.

As the World Health Organization has stated, the current healthcare system – focusing on 

acute treatment and disease cure – is too fragmented and inefficient (7). The future 

healthcare will involve more direct care within the community including the home (8). 

Promotion of lifestyle-based group interventions such as diet, physical activity, and 

cognitive stimulation is more feasible in CCSHCs than in the general community where 

older adults are geographically scattered. Characterization of the cognitive, physical, and 

mental health of the people living in CCSHCs is necessary for identifying treatment targets 

and planning effective interventions. Yet, we found few comprehensive studies of these 

different domains of health in residents of such retirement communities.

The main goals of this cross-sectional study were to describe a sample of older adults in the 

independent living sector of a representative CCSHC; assess their physical, cognitive, and 

mental health; and examine associations with potential risk factors and protective factors 

related to aging-related decline in health. Such data would help develop specific hypotheses 

for longitudinal studies of this population. To capture the broad phenomenon within each 

construct, we combined two or more related measures in each domain (e.g., physical health) 

and created composite scores by using principal component analysis, a dimension-reduction 

technique widely used to optimally summarize information from different outcomes. Risk 

factors are those reported in the literature as contributing to an increased risk of cognitive, 

physical, and mental disabilities and mortality. These include older age, smoking, substance 

use, sedentary behavior, loneliness, and worse health in other domains (e.g., poor 

cardiovascular health may increase the risk of cognitive decline). Protective factors are those 

that have been reported to promote positive health or delay decline in health; examples 

include resilience, optimism, social engagement, wisdom, and active lifestyle.

For the present study, we selected a CCSHC that was representative of CCSHCs in the US in 

terms of the sociodemographic characteristics of its residents. A typical CCSHC has 

residents with a mean age of 84 years, 68% being women, mostly white, 69% with college 

education, 41% married, and 72% with annual incomes of ≥ $50,000 (9).

We also sought to assess the generalizability of our findings to non-CCSHC older adults 

living in the community. For this purpose, we compared the CCSHC sample to randomly 

selected, age-and sex-comparable individuals from a separate ongoing study in the general 

community, called SAGE (Successful AGing Evaluation; (10, 11)). For the CCSHC cohort, 

we hypothesized that (1) cognitive, physical, and mental health composite measures would 

be related to each other; and (2) worse cognitive, physical, and mental health would be 

associated with older age, lower education and income, higher body mass index (BMI), 
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loneliness, and sleep disturbances, and lower levels of positive psychosocial factors 

including resilience, optimism, wisdom, and self-compassion.

Research Design and Methods

Participants and Procedures

Senior Housing Residents: Participants for this study were recruited from a senior 

housing community in San Diego County. This CCSHC has a total of 278 independent 

residential units and offers all three levels of care: independent living, assisted living, and 

memory care. All subjects came from the independent living sector and provided a written 

informed consent for study participation.

Selection criteria for enrollment were: i) English speaking individuals ≥ 65 years, ii) Ability 

to complete study assessments, and iii) no known diagnosis of dementia or any other 

disabling illness. This study protocol was approved by the University of California San 

Diego Human Research Protections Program (HRPP). Participants were recruited through 

short presentations using HRPP-approved script and flyers.

Comparison Group: The comparison participants came from the SAGE study, which 

involves over 2,000 community-dwelling adults in San Diego County, aged 21 to 100 years, 

selected using random digit-dialing (10, 11). Participants were English-Speaking, able to 

provide informed consent, participate in a phone interview (mainly for cognitive 

assessment), and complete a survey questionnaire (online or mailed) that included a number 

of published rating scales for assessing physical and psychosocial functioning, but no in-

person evaluations such as physical examinations (unlike CCSHC residents). We excluded 

participants residing in nursing homes or requiring daily, skilled nursing care, or with a 

diagnosis of dementia or a terminal illness. This study too had been approved by the 

university’s HRPP.

We compared the CCSHC sample to 3 different (but overlapping) subsamples from the 

SAGE cohort: (1) all the SAGE subjects within the CCSHC age-range of 65-95 years 

(N=625), (2) one-to-one age (plus or minus 1 year) and sex-matched subsample of SAGE 

subjects (N=104), and (3) a subsample of SAGE participants matched by CCSHC age group 

percentages (N=119). For this last purpose, we divided the CCSHC sample into seven half-

decade age groups (65-69, 70-74, etc.) to determine the percentage of participants within 

each group. Participants from the SAGE cohort were then randomly selected to create a 

subsample of subjects matched by half-decade age percentages (N=119). Results were 

largely similar across all the three sub-samples. Because of space constraints, we have 

presented results from the last subsample only.

Measures

Trained study staff conducted structured interviews with the CCSHC residents to obtain 

following data.

Socio-Demographics included age, sex, education, race/ethnicity, marital status, and 

personal income, all based on self-report.
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Cognitive and Everyday functioning was measured with the Montreal Cognitive 

Assessment (MoCA) (12) and UCSD Performance Based Skills Assessment-Brief (UPSA-

B) (13). Both MoCA and UPSA-B have been used internationally and validated as objective 

measures of cognitive status and everyday functioning, respectively, (14, 15). In the SAGE 

study, cognition had been assessed with the modified version of the Telephone Interview for 

Cognitive Status (TICS-m; 16).

Physical health was assessed primarily by using two objective measures: the Short Physical 

Performance Battery (SPPB) and Timed Up and Go (TUG) Test (17, 18), which have been 

widely used and validated as objective measures of lower extremity function and mobility 

(19) and as predictors of disability, global decline, and mortality (19). Other measures 

included the physical health component from the Medical Outcomes Study (MOS) 36-item 

Short Form (SF-36; 20), Patient-Reported Outcomes Measurement Information System 

(PROMIS) Sleep Disturbance measure (21), BMI (kg/m2), and Cumulative Illness Rating 

Scale for Geriatrics (CIRS-G) (22).

Mental health was primarily evaluated with the Satisfaction with Life Scale (23), Happiness 

Subscale (24) of the Center for Epidemiological Studies – Depression (CES-D) scale (25), 

mental health component score of the SF-36 (20), Brief Symptom Inventory or BSI Anxiety 

Scale (26), Patient Health Questionnaire – 9-item Depression Module (PHQ-9; 27), and 

Perceived Stress Scale (28). Additional measures of psychosocial factors included 10-item 

Connor-Davidson Resilience Scale or CDRS, (29), Life Orientation Test – Revised or LOTR 

for optimism (30), Neff Scale for Self-Compassion (31), UCLA-3 scale for loneliness (32), 

Social Support Inventory (33), and Brief Multi-Dimensional Measure of Religiousness/

Spirituality (BMMRS) (34).

Analytic Procedures

Descriptive statistics (proportions for categorical variables, and means and standard 

deviations for continuous measures) were computed for the sample. Independent group t-test 

was used for continuous and chi-square test for categorical variables when comparing the 

CCSHC and SAGE groups. Spearman’s r (rs) was calculated to assess bivariate correlations.

Principal component analysis (PCA) was used to reduce dimensions of correlated outcomes 

and develop composite measures of the three main health domains: cognitive, physical, and 

mental health. The Cronbach’s alpha and omega statistics for internal consistency were 

calculated for each composite measure (35). The purpose of the regression analysis was to 

determine significant associations among those three principal domains of health, without 

any causal inferences. Each regression started with all relevant predictors plus covariates in 

the model. The least absolute shrinkage and selection operator (LASSO) was used to trim 

the model, and statistical significance was computed for the predictors/covariates that 

remained in the trimmed model (36). The variance inflation factor (VIF) was calculated to 

detect any potential multicollinearity (37). The backward elimination procedure ensured 

minimum bias in the final model (38).
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Results

Participant Characteristics

We recruited 112 CCSHC subjects (76 women and 36 men), of whom 2 failed medical 

screening criteria for enrollment and 9 dropped out: 2 had surgical and medical procedures 

that made their participation difficult, 5 were no longer interested after signing the consent 

form, 1 moved out of the community, and 1 was lost to follow-up. All 9 drop-outs were 

white, between ages of 76 and 92 years, and 3 of them were women. Of the subjects being 

studied, 104 completed most assessments and were included in the analyses. These 104 

subjects did not differ significantly from the 7 with incomplete assessments, on any 

sociodemographic measures.

The 104 study participants ranged in age from 65 to 95 years, and 67% of them were women 

(Table 1). Our CCSHC subjects were similar to the national CCSHC population in terms of 

mean age, gender and race/ethnicity distribution, education, marital status, and income (5). 

However, our CCSHC groups included fewer racial/ethnic minority subjects (specifically, 

Latinos and Asian Americans) and had more years of education than their age- and sex-

comparable SAGE counterparts. Yet, the CCSHC and SAGE groups were similar on most of 

the self-reported sociodemographic, cognitive, physical, and mental health measures that 

were common to both groups. (The SAGE study had not included in-person cognitive or 

physical assessments.) The only exceptions were higher BMI, more cognitively stimulating 

activities, greater loneliness, and less optimism and self-compassion in the CCSHC group.

Computation of the Composite Domain Measures of Cognitive, Physical, and Mental 
Health:

Although missingness of values for most measures was low (20% or less), we performed 

multiple imputation to avoid listwise deletion in some regressions. The maximum number of 

computations was set at 20.

Cognitive function: The MoCA and UPSA-B scores were positively correlated (rs = 0.54, 

p<0.001), thus PCA could be used to reduce the number of dimensions from 2 to 1. Higher 

scores on these two scales indicate better functioning. The first principal component (PC1) 

explained 76.1% of the information on MoCA and UPSA-B, and it had high loadings from 

both with the same directional effects. The second factor representing the contributions from 

the MoCA and UPSA-B contained 23.9% of the total information. The cognitive composite 

measure was a linear combination of MoCA and UPSA-B scores.

Physical health: The SPPB and TUG scores were negatively correlated (rs = −0.76, p 

<0.001), thus PCA could be used to reduce the number of dimensions from 2 to 1. (Higher 

scores on SPPB and lower scores on TUG reflect better physical functioning.) The first 

principal component (PC1) explained 85.2% of the information on SPPB and TUG, 

indicating that PC1 mainly represented the difference in the effects of SPPB and TUG. The 

second PC mainly represented additive effects of SPPB and TUG; it contained 14.8% of the 

total information. The physical composite score was a linear combination of SPPB and TUG 

scores.
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Mental health: As reported previously for the SAGE study, the mental health composite 

score was computed by standardizing total scores of three positive and three negative 

psychological attributes, calculating the average value (with negative attributes weighted by 

−1), and then standardizing the outcome (11). The three measures reflecting positive 

attributes included the Satisfaction with Life Scale (23), Happiness Subscale of CES-D (24), 

and SF-36 mental health component (20). The three negative attributes included the BSI 

Anxiety Scale (26), PHQ-9 depression scale (27), and the Perceived Stress Scale (28). The 

internal consistency of the mental health composite score has been shown to be high 

(α=0.78), with variance being dominated by a general factor (ωh=0.87).

We examined correlations among the three composite domain measures (Figure 1). There 

were significant positive correlations between cognitive and physical health (rs = 0.26, p 

=0.01), and between physical and mental health composite scores (rs = 0.34, p <0.001). 

There was, however, no significant correlation between the cognitive and mental health 

composite scores (rs = 0.13, p = 0.22).

Results of Linear Regression Analysis on the Association of the 3 Composite Domain 
Measures with Putative Risk or Protective Factors:

Cognitive function: Higher cognitive composite scores were significantly associated with 

better lower extremity function and mobility (TUG test), lower satisfaction with life and 

greater levels of wisdom, and VIF value was less than 1.1, suggesting that collinearity was 

minimal (Table 2).

Physical Health: Higher physical composite scores were significantly associated with 

older age, higher self-rated physical functioning, higher mental well-being, and greater 

resilience; VIF values were all less than 1.2, suggesting that collinearity was minimal (Table 

3).

Mental Health: Higher mental health composite scores were significantly associated with 

higher personal income, higher optimism and self-compassion, lower levels of loneliness 

and sleep disturbances, and better self-rated successful aging; VIF values were all below 1.3, 

suggesting that collinearity was minimal (Table 4.)

Discussion and Implications

The CCSHC group had fewer racial/ethnic minority participants and higher level of 

education than a randomly selected and age- and sex-comparable sample of older adults 

from the same metropolitan area (SAGE study); yet, the two groups did not differ 

significantly from each other on most of the other self-reported health measures, with just a 

few exceptions. The CCSHC sample had higher BMI, lower optimism and self-compassion, 

and greater loneliness - factors that might be associated with the decision to move into the 

supporting environment of a CCSHC, although the cross-sectional nature of our data does 

not permit us to make causal interpretations. The greater number of cognitively stimulating 

activities in the CCSHC likely reflect on the various social activities common that setting. 

The lack of significant differences between the two groups on most of the other self-reported 
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health measures suggests that our results may be generalizable to the diverse community at 

large.

Of the three composite health domains (cognitive, physical, and mental), the physical health 

measure was significantly related to the other two. Absence of a significant relationship 

between cognitive function and mental health needs further exploration. Several studies have 

reported that depression, anxiety, and stress are associated with impaired cognitive 

functioning (39). Nonetheless, it is worth noting that the effect sizes of the significant 

associations between physical health and cognitive or mental health were small (rs ~0.3), 

suggesting that these three principal domains of health are partially independent from one 

another and require separate evaluations.

In terms of statistical “predictors” of these components, psychosocial factors were 

associated with all the health domains (satisfaction with life and wisdom with cognitive 

health; mental well-being and resilience with physical health; and optimism, self-

compassion, loneliness and self-rated successful aging with mental health.) Additionally, 

physical mobility (TUG) was associated with cognitive health, age and subjective physical 

well-being with physical health, and personal income and sleep quality with mental health.

There has been growing literature reporting on a positive impact of resilience and adverse 

effects of loneliness on health (40). Resilience has been linked with positive health-related 

behaviors (e.g., adherence to self-care routines, psychiatric treatment, and exercise) as well 

as better mental and physical health outcomes. We and others have shown that resilience 

may buffer some of the adverse health effects of negative influences like childhood trauma 

(41). Conversely, loneliness has been associated with negative mental and physical health 

outcomes including depression, hopelessness, substance use, cognitive impairment, 

malnutrition, hypertension, disrupted sleep, and frailty (42). Distinct from objective social 

network size, loneliness describes the distress stemming from a discrepancy between 

perceived and desired social relationships (42). The Irish Longitudinal Study on Ageing 

(TILDA) reported a longitudinal association between experiencing loneliness and a higher 

risk of developing depressive and anxiety disorders two years later (43). Attention to 

loneliness in the United Kingdom has extended to the government-level, including the 

creation of a Ministry of Loneliness.

Correlated with cognitive health, wisdom is a complex human trait with several components- 

i.e., emotional regulation, self-reflection, pro-social behaviors such as empathy and 

compassion, decisiveness, social advising, tolerance of divergent values, and spirituality (44, 

45). Wisdom may increase with age (46), and has been linked to enhanced physical (47) and 

mental health (48). Interestingly, our study found wisdom to be associated significantly with 

cognitive health, which may be related to cognitive aspects of wisdom (decisiveness, 

knowledge) and the importance of well-being to cognitive health.

The influence of psychosocial factors on mental health has been well established. Optimism 

has been shown to be an important inverse predictor of depression (49). Self-compassion is 

protective against development of mental health problems in older adults (50). Self-rated 

successful aging has been associated with better mental well-being (SF-36) (51). 
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Interestingly, higher satisfaction with life was associated with lower cognitive health, which 

may seem counterintuitive. However, Ihle et al. showed in a study of over 3,000 older adults 

that the link between poor cognitive abilities and lower well-being were moderated by 

greater cognitive reserve and social support (52). The sample in the current study was highly 

educated and it is possible that social supports buffered the cognition-well-being link. In 

addition, Wilson et al. have shown that lower cognition has differential impact on various 

aspects of well-being, e.g., purpose versus self-acceptance (53).

The linkage between cognitive and physical functioning in older adults has long been 

recognized (54). Cognitive and physical decline may go hand in hand, representing a global 

decline in health status; it is also possible that decline in one domain may be a leading 

indicator of more global decline. Interventions to improve physical activity have salutary 

effects on cognition in multiple populations (55); it is not known if cognitive interventions 

could also improve physical health.

Throughout the lifespan, and in particular among older adults, sleep disturbances are linked 

with worse mental health including anxiety, depression, and suicidal behaviors (56). 

Furthermore, aging itself is associated with increased sleep disturbances. Older individuals 

have higher rates of insomnia and other sleep disorders, as well as more frequent sleep 

disturbances (e.g., lower sleep efficiency) and shorter overall sleep time (57). Thus, sleep is 

an important component of health in older adults.

Aging is a well-established risk factor for physical and cognitive decline. However, our 

study did not find a significant relationship between age and cognitive health composite 

scores, after controlling for other variables. The age range among the study participants was 

restricted to 65-95 years. Furthermore, all the participants were living independently in a 

CCSHC. Due to the demands of living independently, these participants may be more 

similar in their levels of cognitive functioning in this cross-sectional assessment, despite the 

variations in age. It is possible that the individual participants’ trajectories of cognitive 

functioning will vary widely, if they are followed longitudinally.

This study has several strengths, including comprehensive cognitive, physical, and mental 

health evaluations using standardized and validated rating scales, specific assessment of 

psychosocial factors such as resilience, social support, and loneliness, and comparison with 

an age- and sex-matched group of community-dwelling subjects selected using random digit 

dialling (the SAGE cohort). We developed composite measures for all three main health 

outcomes, which are likely to be more reliable and valid than single tests or scales. 

Furthermore, we employed objective measures of cognitive (MoCA and UPSA-B) and 

physical (SPPB and TUG) health to compute composite measures of those two health 

domains. (Mental health is, by definition, subjective.) We adjusted for age and sex in all 

regression models exploring the effects of other potential risk and protective factors. Finally, 

this is one of the few studies of senior housing residents from a geriatric psychiatry 

perspective that focuses on health in a broad sense and not only on putative risk factors that 

need to be mitigated but also on potential protective factors that need to be enhanced.
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There are also several limitations to this investigation. The cross-sectional nature of these 

data precludes demonstration of causal relationships among specific variables. We are 

planning to follow our study participants longitudinally to assess health outcomes along with 

risk and protective factors over time. The study sample consisted predominately of well-

educated White participants from middle and upper socioeconomic strata, and the results 

may not apply to socioeconomically disadvantaged or racial/ethnic minority groups. 

Although we compared our sample to the ethnically diverse SAGE sample, the latter did not 

have in-person assessment measures such as UPSA-B, SPPB, and TUG. Another limitation 

was that the cognitive measure was broad and might have missed more subtle impairments, 

compared to a comprehensive neuropsychological test battery. We did not include 

neuroimaging, blood-based biomarkers of aging, or anticholinergic burden from 

medications. Our findings may not apply to people with disabilities or those in assisted 

living settings. Finally, any study of older adults inevitably involves healthy survivor bias as 

well as birth cohort bias, meaning that the results may not generalize to younger or middle-

aged adults.

Clinical Implications

This cross-sectional study suggests that some psychosocial factors are related to every 

domain of health, i.e., cognitive, physical, and mental. Larger and longitudinal studies in 

diverse samples of older adults are necessary to determine if these variables constitute 

potential risk or protective factors related to cognitive, physical, or mental disabilities. Such 

data would pave the way for developing new interventions. A growing body of research 

already supports the use of mind-body therapies (e.g., tai-chi, yoga, walking meditation) as 

minimally invasive and effective approaches for the management of late-life mood and 

cognitive disorders (58).

With the national healthcare system in flux, especially for older adults, new models of 

healthcare will be tested. We propose that CCSHCs may be a good model for future clinical 

research, allowing for assessment of individuals and their environment as well as their 

response to interventions. The number of senior housing or retirement communities is likely 

to continue its rapid growth. Partnerships between senior housing communities and 

academic/industry researchers will foster pragmatic trials with appropriate study designs and 

meaningful outcome measures, including healthcare economics. Future CCSHCs will be 

expected to implement evidence-based strategies that facilitate healthy aging, including 

healthy diet, physical and cognitive activity, social engagement, stress reduction, sleep 

hygiene, and regular healthcare. Technology-enabled solutions in senior housing may be 

needed for addressing residents’ healthcare coordination and promoting healthy lifestyle 

(59).
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Highlights

What is the primary question addressed by this study?

This study examined sociodemographic and clinical associations of cognitive, physical, 

and mental health in a sample of older adults in the independent living sector of a 

continuing care senior housing community.

What is the main finding of this study?

Physical health was correlated with both cognitive and mental health, but there was no 

significant correlation between cognitive and mental health. Psychosocial factors 

(satisfaction with life, wisdom, mental well-being, resilience, optimism, self-compassion, 

and loneliness) were associated with one of the three health domains. Additionally, 

physical mobility was associated with cognitive health, age and self-rated physical 

functioning were associated with physical health, and income and sleep disturbances 

were associated with mental health.

What is the meaning of the finding?

Longitudinal studies in diverse samples of older adults are necessary to determine if the 

above-mentioned psychosocial and other variables are potential risk or protective factors 

related to cognitive, physical, or mental health and diseases. The eventual goal would be 

to develop new health-focused interventions. Continuing care senior housing 

communities are important sites for studying and promoting health in older adults.
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Figure 1: Relationship Among the Three Composite Measures of Health: Components and 
Putative Predictive Factors
Note: Please see the text for the computation of the three composite measures. Components 

of each composite measure are shown inside the circles.

Putative predictors of each component are shown outside the circles.

Abbreviations:

BSI = Brief Symptom Inventory Anxiety Scale

CDRS = Connor-Davidson Resilience Scale

CES-D = Center for Epidemiological Studies – Depression scale

PHQ-9 = Patient Health Questionnaire – 9-item Depression Module

PROMIS = Patient-Reported Outcomes Measurement Information System

rs = Spearman’s r

SCS = Self-rated Compassion Scale (Neff)

SF-36 = Short-Form 36 item scale

SWLS = Satisfaction with Life Scale

UCLA-3 = UCLA-3 scale for loneliness
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Table 2:

: Linear Regression Analysis (Backward Selection): Significant Correlates of Cognitive Composite score (df = 

93)

B SE t p η2

Intercept −1.01 1.50 −0.73

Mobility (TUG) −0.10 0.03 −2.95 0.004 0.88

Satisfaction with life (SWLS) −0.06 0.02 −2.47 0.02 0.003

Wisdom (SD-WISE) 0.98 0.36 2.74 0.007 <0.001

Cronbach’s alpha of Cognitive Composite Score = 0.46 with 95% CI [0.37 ,0.56]

Omega of Cognitive Composite Score =0.73

Spearman’s r between MoCA & UPSA: 0.5369 with p-value < 0.0001.

F(df =3,93) = 6.99, p < 0.001. Adjusted R2 of model = 0.16

Abbreviations:

SD-WISE = San Diego Wisdom Scale

SWLS = Satisfaction with Life Scale

TUG = Timed Up and Go
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Table 3:

Linear Regression Analysis (Backward Selection): Significant Correlates of Physical Composite score (df = 

92)

B SE t p η2

Intercept −1.33 1.93 −0.69

Age 0.04 0.02 −2.46 0.02 0.10

Physical well-being (SF-36) 0.04 0.01 3.70 <0.001 0.11

Mental well-being (SF-36) 0.03 0.01 2.36 0.02 0.07

Resilience (CDRS) 0.05 0.02 2.20 0.03 0.04

Cronbach’s alpha of Physical Composite Score = 0.85 with 95% CI [0.8 ,0.91]

Omega of Physical Composite Score =0.87

Spearman’s r between SPPB & TUG: −0.7559 with p-value < 0.0001.

F(df = 4,92) = 10.9, p < 0.001. Adjusted R2 of model = 0.29

Abbreviations:

CDRS = Connor-Davidson resilience scale

SF-36 = Short Form – 36-item scale
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Table 4:

Linear Regression Analysis (Backward Selection): Significant Correlates of Mental Health Composite Score 

(df = 89)

B SE t p η2

Intercept −3.00 1.07 −2.82

Income* 0.55 0.16 3.40 0.001
0.099

†

Income** 0.33 0.18 1.85 0.07

Sleep Disturbances (PROMIS) −0.03 0.01 −3.13 0.002 0.04

Optimism (LOTR) 0.09 0.02 4.38 <0.001 0.04

Self-Compassion (Neff SCS) 0.03 0.01 2.54 0.01 0.006

Loneliness (UCLA-3) −0.02 0.01 −2.61 0.01 0.005

Self-rated successful aging 0.17 0.05 3.07 0.002 0.04

*
Comparison of middle tier of income with lowest tier

**
Comparison of highest tier of income with lowest tier

†
For income variable as a whole

Cronbach’s alpha of Mental Health Composite Score = 0.78 with 95% CI [0.73 ,0.84]

Omega of Mental Health Composite Score =0.87

F(df = 7, 89) = 22.4, p < 0.001. Adjusted R2 of model = 0.61

Abbreviations:

CDRS = Connor-Davidson resilience scale

LOTR = Life Orientation Test – Revised

PROMIS = Patient-Reported Outcomes Measurement Information System

SCS = Self-Compassion Scale

UCLA-3 = UCLA-3 scale for loneliness
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