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Objective. Subjective well-being in older people is strongly associated with emotional, physical and mental health.
This study investigates subjective well-being in older adults in Ireland before and after the economic recession that
commenced in 2008.

Methods. Cross-sectional data from the biennial European Social Survey (2002–2012) were analysed for two separate
groups of older adults: one sampled before the recession and one after. Stratification and linear regressionmodelling were
used to analyse the association between subjective well-being, the recession and multiple potential confounders and
effect modifiers.

Results. Data were analysed on 2013 individuals. Overall, subjective well-being among older adults was 1.30 points
lower after the recession compared with before the recession (S.E. 0.16; 95% confidence interval 1.00–1.61; p< 0.001)
[pre-recession: 16.1, out of a possible 20 (S.D. 3.24); post-recession:14.8 (S.D. 3.72)]. Among these older adults, the pre- and
post-recession difference was especially marked in women, those with poor health and those living in urban areas.

Conclusions. Subjective well-being was significantly lower in older adults after the recession compared with before
the recession, especially in women with poor health in urban areas. Policy-makers need proactively to protect these
vulnerable cohorts in future health and social policy. Future research could usefully focus on older people on
fixed incomes whose diminished ability to alter their economic situation might make them more vulnerable to reduced
subjective well-being during a recession.
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Introduction

The Republic of Ireland fell into economic recession in
2008 (O’Toole, 2009). This was followed by a period of
financial austerity, sharp rises in unemployment, large
scale emigration, collapse of the property market and
stringent reductions in public expenditure (Hillyard
et al. 2010; Taborda, 2014). An overall decrease in self-
rated happiness in the general population followed the
recession (Doherty & Kelly, 2013).

In this study, we examine subjective well-being
(SWB) in older Irish adults before and after the
recession. We were concerned this population could
be at particular risk because public expenditure
cuts, such as cuts to the health budget and pensions,
disproportionately affect the elderly, and their potential
to change their financial situation tends to be more
limited.

SWB is an individual’s affective and cognitive
evaluations of his or her life (Diener et al. 2002) and
comprises a range of components including happiness
(current enjoyment) and life satisfaction (long-term
fulfilment) (Diener, 2000; Kahneman et al. 2006).
Steptoe et al. (2015) describe three components of
well-being: evaluative well-being (based on evaluations
of how satisfied a person is with his or her life);
hedonic well-being (based on feelings or moods, such
as happiness, sadness or anger); and eudaemonic well-
being (based on judgements about the purpose and
meaning of life).

Higher SWB is associated with multiple social
benefits (Lyubomirsky et al. 2005; Diener, 2012), good
physical health and longevity (Howell et al. 2007; Chida
& Steptoe, 2008; Diener & Chan, 2011), although
the effects on longevity might not be independent of
health status (Liu et al. 2016).

SWB has beenmeasured in a variety of ways ranging
from simple linear scales (Sacks et al. 2012) to more
complex, constructed measures (Huppert & So, 2013).
In this study, we used a composite measure of SWB that
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includes both happiness and life satisfaction, rated
directly by the individual. This measure is consistent
with those used in many previous studies (Lee et al.
1982; Suhail & Chaudhry, 2004) and meta-analyses
(Howell & Howell, 2008), and so facilitates comparison
of our findings with previous work.

For the present study, we studied SWB in older
Irish adults before and after the recession, comparing
findings from two methodologically consistent
cross-sectional surveys, one before and one after the
recession (as opposed to a longitudinal analysis on the
same people).

Methods

This analysis is based on cross-sectional data from the
European Social Survey (ESS), an academically driven,
biennial cross-sectional survey, collected between 2002
and 2012. Data were collected by hour-long face-to-face
interviews (Jowell & the Central Coordinating
Team, 2003) and are available on an open access basis
(www.europeansocialsurvey.org). A different cohort is
used for each round of the ESS so extensive work has
been done to ensure the reliability and validity of the
methodology (Jowell & the Central Coordinating Team,
2003; ESS, 2012). Response rates over the last 12 years
for Irish ESS samples have been almost 70% which is
consistent with the ESS target response rate. Samples
are designed to represent all individuals over the age of
15 years and are based on strict random probability
methods. Our analysis included only individuals aged
65 years or more in Ireland.

We calculated SWB by summing up participants’
responses to two ESS questions: ‘All things considered,
how satisfied are you with your life as a whole
nowadays?’ (where 0 means ‘extremely dissatisfied’
and 10 means ‘extremely satisfied’), and ‘Taking all
things together, how happy would you say you are?’
(where 0 means ‘extremely unhappy’ and 10 means
‘extremely happy’). These questions were answered on
Likert scales and, as a result, the potential range for
SWB scores was 0–20, with higher scores indicating
greater SWB.

The primary exposure in this study was the
economic recession, which started in 2008. All data
collected from 2002 to 2008 were considered unexposed
to the recession and all data collected from 2009 to 2012
were considered exposed. Data from 2008 was
considered unexposed because previous papers have
demonstrated that the effects of the recession take some
time to emerge (Doherty & Kelly, 2013; Van Hal, 2015).
We also examined a range of potential confounding
variables [subjective general health, living with a
partner (yes/no) and area of residence (urban/rural)]

and effect modifiers (age and gender). All data were
derived from the ESS.

‘Subjective general health’ was assessed by asking:
‘How is your health in general?’ Participants selected
one of five responses: ‘very good’, ‘good’, ‘fair’, ‘poor’
and ‘very poor’. The ‘poor’ and ‘very poor’ health
categories were combined due to low numbers, and this
was treated as a categorical variable.

Area of residence was ascertained by asking
participants to choose which term from a list best
described where they resided. Big cities, suburbs and
towns were coded as ‘urban’; farmhouses and rural
villages as ‘rural’.

We analysed data using IBM SPSS Statistics
(version 20). Data were checked using frequency
distributions for errors and inconsistencies. Missing
data were evaluated to ensure they were coded
correctly as missing. Data were weighted according to
the guidelines given by the ESS (Ganninger, 2007).
t-Tests were used to compare the means of continuous
variables before and after the recession. χ2 Tests were
used to compare categorical variables. A multi-variable
linear regression model was created to explore
covariates with SWB as the dependent (‘outcome’)
variable.

Results

The data set included 2013 participants ranging in age
from 65 to 101 years (Table 1). Of these, 1224 (60.8%)
were surveyed between 2002 and 2008 (inclusive) and
789 (39.2%) were surveyed between 2009 and 2012
(inclusive). Pre-recession and post-recession samples
did not differ in terms of age, gender, subjective general

Table 1.Demographic characteristics of all study participants (aged
over 65 years) (n = 2013)

Characteristics Value

Mean age [years (S.D.)] 72.9 (6.3)
Gender [n (%)]
Male 1044 (52.0)
Female 964 (48.0)

Subjective general health [n (%)]
Very good 411 (20.4)
Good 957 (47.6)
Fair 561 (27.9)
Poor 83 (4.1)

Area of residence [n (%)]
Urban 951 (47.4)
Rural 1056 (52.6)

Living with spouse/partner [n (%)]
Yes 1203 (59.9)
No 805 (40.1)
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health, area of residence or whether or not the
participant was living with a spouse or partner
(see Table 2). There was, however, a significant
difference in SWB, which was 1.30 points lower after
the recession compared with before the recession
[S.E. 0.16; 95% confidence interval (CI) 1.00–1.61;
p< 0.001]. Before the recession, mean SWB was
16.1 (S.D. 3.24), out of a possible 20; after the recession,
it stood at 14.8 (S.D. 3.72).

There was minimal variation in the association
between age and SWB before and after the recession
(Pearson’s correlation coefficient −0.017; p = 0.548 v.
Pearson’s correlation coefficient 0.003; p = 0.928) and as
a result age was not examined as a potential
effect modifier. Female gender, poor health and urban
living were associated with larger differences in
pre- and post-recession SWB (Table 3). Visual
inspection of these graphed trends (not shown)
and the variation in SWB observed in Table 3 (the most
reliable methods for detecting effect modification),
suggested the presence of effect modification.

Based on the results of stratification, we created a
stepwise linear regression model with SWB as the
outcome variable, and, through the addition of
interaction terms, found that female gender, urban
residence and poor subjective general health all
modified the association between recession and SWB:
all were associated with greater differences in pre-and
post-recession SWB. Results were therefore stratified by
these variables. The variables for ‘age’ and ‘living with
a partner or spouse’ were included in the regression
analysis as potential confounders (see Table 4). Overall,
the mean SWB of participants who described their

health as ‘good’ was 3.43 points higher than those who
described their health as ‘poor’ or ‘very poor’ (S.E. 0.39;
95% CI 2.66–4.20; p< 0.001).

Discussion

We found that Ireland’s economic recession was
associated with a significant lower in SWB in older
adults, especially women, those with poor health
and those living in urban areas. This is consistent with
the literature demonstrating that deprivation and
deficits in material standards of living, along with
compromised social support services, have a negative
impact on SWB in older adults (George, 2010).
Deprivation was strongly linked with SWB the data
examined by Watson et al. (2010).

Notwithstanding the sampling methodology
(two cross-sectional samples), it is notable that pre- and
post-recession groups did not differ in terms of age,
gender, subjective general health, area of residence or
whether or not the participant was living with a spouse
or partner (Table 2).

Our results suggest that, among older adults,
women, those with poor subjective health and urban-
dwellers were disproportionately affected by the
recession in Ireland, although it should be emphasised
that these observations are based on our comparison
of cross-sectional surveys in different people at
different times (rather than a longitudinal study of the
same people).

Good subjective general health seems to have been
protective. Older women in Ireland have previously
been identified as having high rates of isolation, lack of

Table 2. Comparison of study participants before (2002–2008) and after (2009–2012) the economic recession in Ireland

Variables
Before recession
[(2002–2008) (n = 1224)]

After recession
[(2009–2012) (n = 789)] t-Test χ2 p

Mean age [years (S.D.)] 72.9 (6.30) 72.8 (6.23) 0.43 0.67
Gender [n (%)]
Male 621 (50.9%) 422 (53.5%) 1.240 0.265
Female 598 (49.1%) 367 (46.5%)

Subjective general health [n (%)]
Very good 264 (21.6%) 147 (18.6%) 2.864 0.581
Good 579 (47.3%) 379 (48.0%)
Fair 332 (27.2%) 228 (29.0%)
Poor 49 (4.0%) 35 (4.4%)

Area of residence [n (%)]
Urban 571 (46.8%) 380 (48.2%) 0.335 0.563
Rural 648 (53.2%) 409 (51.8%)

Living with spouse/partner [n (%)]
Yes 732 (60.0%) 471 (59.8%) 0.010 0.919
No 488 (40.0%) 317 (40.2%)

Subjective well-being [mean (S.D.)] 16.1 (3.24) 14.8 (3.72) 8.04 <0.001
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personal support and poor community links
(Whelan, 2009). Our findings add to this concern by
suggesting links between gender and SWB during the
recession. Further investigation into the reasons why
women might be disproportionally affected by

recession would assist in targeting specific strategies
for intervention.

Existing literature provides some preliminary
suggestions. Whelan (2009), for example, in her study
of 495 people over the age of 70 years in Ireland found

Table 3. Reduction in mean subjective well-being in two different groups of older adults in Ireland after
the recession (2009–2012) (n = 789) compared with before the recession (2002–2008) (n = 1224),
stratified by potential confounders

Stratification
variables

Difference in subjective well-being in
pre-recession group compared with
post-recession group S.E.

95%
Confidence
interval pa

Overall
(unstratified)

1.30 0.157 1.00–1.61 <0.001

Gender
Male 0.95 0.217 0.52–1.37 <0.001
Female 1.68 0.228 1.23–2.13 <0.001

Subjective general
health
Very good 0.80 0.263 0.28–1.32 0.003
Good 1.22 0.213 0.80–1.64 <0.001
Fair 1.52 0.313 0.91–2.13 <0.001
Poor 1.77 1.060 −0.34–3.88 0.099

Area of residence
Urban 1.56 0.235 1.10–2.02 <0.001
Rural 1.06 0.211 0.65–1.48 <0.001

Living with spouse
or partner
Yes 1.26 0.207 0.85–1.66 <0.001
No 1.40 0.242 0.88–1.83 0.001

a Comparing each group before and after recession.

Table 4. Difference in mean subjective well-being in two different groups of older adults in Ireland after the recession (2009–2012) (n = 789)
compared with before the recession (2002–2008) (n = 1224), controlled for age and co-habiting status (stratified by effect modifiers: gender, area
of residence and subjective health status)

Gender
Area of
residence

Subjective
health status

Difference in subjective well-being in
pre-recession group compared with
post-recession group S.E. t-Test p

95% Confidence
intervals

Male Urban Very good 0.42 0.449 −0.94 0.349 −0.47–1.31
Good 1.67 0.445 −3.75 <0.001 0.70–2.55
Fair/poor 0.99 0.701 −1.41 0.161 −0.38–2.37

Rural Very good 0.79 0.530 −1.48 0.142 −0.27–1.84
Good 0.88 0.379 −2.32 0.021 0.13–1.63
Fair/poor 0.51 0.603 −0.844 0.400 −0.68–1.70

Female Urban Very good 0.94 0.570 −1.64 0.104 −0.20–2.07
Good 2.26 0.462 −4.89 <0.001 −1.35–3.17
Fair/poor 2.56 0.663 −3.87 <0.001 1.26–3.87

Rural Very good 1.13 0.614 −1.84 0.068 0.09–2.35
Good 0.22 0.433 −0.508 0.612 0.63–1.07
Fair/poor 2.44 0.544 −4.48 <0.001 1.36–3.51
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that 40.7% of respondents with moderate/severe
disability reported no state-provided home-help.
Women were significantly more isolated than men:
amongst those who lived alone, men were over twice as
likely as women to have access to their own car. In
terms of physical health, women scored lower thanmen
in all domains examined, the difference being especially
marked in terms of physical functioning. These factors –
isolation, poor general health and diminished physical
functioning – were all more common in women and
together might increase women’s vulnerability to the
effects of recession on SWB.

It is also possible, though unproven, that a stronger
sense of community in rural rather than urban areas
might be protective for the SWB of this group, but this
possibility requires further research. Other possible
contributors, such as direct income reduction, loss
of medical cards or benefits, exposure to crime or a
greater awareness of financial struggles amongst adult
children, also merit further study.

The present study has several strengths. We have
addressed an important issue, SWB in older adults, at a
critical and arguably unique juncture in Ireland’s
economic history. SWB is important not only in its own
right but also owing the association between low SWB
and poor mental and physical health in the elderly
(Ní Mhaoláin et al. 2012). This association is based on
cross-sectional findings, which does not elucidate
direction of effect, so it is essential that longitudinal work
is performed to elucidate the influence, if any, of SWB on
later outcomes. Finally, in the present study, we analysed
data relating to a large number of older adults, which
allowed us to account for multiple potential confounders
and optimises the generalisability of our findings.

This study also has limitations. The data used in this
study were obtained from a survey not specifically
designed for our research questions. It is, however,
relevant that extensive work has been done to ensure
the reliability and validity of the ESS questionnaire
(Jowell & the Central Coordinating Team, 2003; ESS,
2012) and the response rate over the last 12 years for the
Irish cohort is good (almost 70%), consistent with
the ESS target response rate. Nonetheless, as with
any survey, there is a possibility of respondent
bias, although it is unlikely that such bias would differ
significantly before and after the recession and it is thus
unlikely to have affected comparisons in our study.

It should also be noted that a different cohort is used for
each round of the ESS. As a result, our analysis was based
on cross-sectional survey data rather than looking at
the same individuals over time. It is therefore not possible
be certain that being exposed to recession is associated
with a decline in SWB. A longitudinal study of the same
individuals before and after the recession would be
necessary in order to elucidate this definitively.

Finally, this study did not take account of
socioeconomic status, which is likely to be related to
SWB. It is possible, for example, that higher
socioeconomic status provided some insulation against
the effect of the recession on SWB or, indeed, that
people in lower socioeconomic groups, such as those on
social welfare, did not feel it’s effects as acutely. In any
case, there is a strong need for a study that would
control for socioeconomic status and thus identify the
effect, if any, of the recession on SWB independent of
socioeconomic status. Ideally, such a study, unlike the
present one, would have assessed the same cohort of
people before and after the recession.

Future research could also usefully examine the
possible effects of social welfare benefits restoration or
media coverage of economic recovery and the impact, if
any, that these had on SWB. The effects of benefit cuts
and restorations are likely to be of particular relevance
in the special circumstances of many older people on
fixed incomes who have diminished ability to alter their
economic situation in the face of changes in broader
economic circumstances. This group merits particular
attention in future studies. The role of media is also
likely to be significant, especially as saturation negative
coverage of Ireland’s recession gradually shifted to a
more positive tone, possibly affecting population SWB
in the process. This merits closer study.

Conclusions

The results from our study present significant cause for
concern, especially given the potential association
between low SWB and increased risk of mental and
physical health problems in the elderly. Poor health, in
turn, might also diminish SWB in this population and
this may lead to a further downward spiral. Following
the economic recession in Ireland, there were
significant cuts to spending on medical and social care
(Hillyard et al. 2010), both of which disproportionately
affect the older adult population, especially those with
poor health. The risk that austerity measures pose to the
most vulnerable has already been highlighted in
the literature (Wahlbeck & McDaid, 2012). From the
perspective of SWB, our findings further emphasise the
importance of ensuring protections for this vulnerable
group in the event of future economic challenges.
Future research could usefully focus on older people on
fixed incomes who have diminished ability to alter their
economic situation and might thus be more vulnerable
to the effects of economic recession.
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