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Abstract

:

The purpose of this study was to learn how physical activity, anxiety, resilience and engagement can influence optimism in older adults. An observational, quantitative, descriptive and transversal design was used with non-probabilistic sampling. A descriptive statistical analysis of the sample, Cronbach’s alpha test of internal consistency and linear correlation using Pearson’s correlation coefficient (r) were performed. In addition, a t-Student test, analysis of variance (ANOVA), Kolmogorov–Smirnov test of normality and Levene test of homogeneity, as well as a multivariate linear regression model, were conducted. Participants who had not engaged in physical activity showed an increased total anxiety and significantly greater decrease in concentration compared to those who had engaged in physical activity. The Revised Life Orientation Test (LOT-R), Utrecht Work Engagement Scale (UWES) and resilience of participants who had not engaged in physical activity were significantly lower than those of the participants who had engaged in physical activity. Those with a partner showed significantly lower decreases in concentration compared to single women. Regarding UWES, the current scores and dedication of couples were significantly higher than singles, as for resilience. In addition, the levels of pessimism in participants living on the coast were significantly higher compared to those living inland; in addition, a greater number of days with less anxiety is seen in those who performed physical activity. A multivariate linear regression model, F(7, 349) = 30.6, p < 0.001, explained 38% of the variance of LOT-R; those attending a public center had a lower LOT-R than those who did not, and high values of anxiety were associated with low levels of LOT-R, while high values of resilience were associated with high values of LOT-R. The results from the study provide support for future programs for older adults, in order to be able to determine in a much more precise way the objectives of programs intended for users of this age group.
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1. Introduction


Today, the study of human behaviour in sport is an issue that has received considerable attention and is becoming increasingly important in the development of sports stakeholders, for coaches, teachers and managers alike. Thus, according to Gill et al. [1], it is necessary to understand psychological aspects related to sport, including the scientific study of people and their behaviors in the context of sport and physical activity as well as the practical applications of such knowledge. Eime et al. [2] directly linked sport engagement with physical health to an improvement in the psychological and social health of the individual.



The frequent practice of moderate-intensity Physical Activity (PA) has always been regarded as healthy, but it was not until the 1970s that physical activity began to be considered beneficial for both physical and mental health [3]. When the practice of PA is satisfactory for the subject, the subject judges his or her skill favorably and possesses a positive attitude towards the skill [4,5,6,7,8]. Research in physical activity and self-perception has suggested that attitudes to participation in physical sports activities increase feelings of competence and improve self-esteem more than more sedentary lifestyles [9].



In a study of older adults (OA) [10], it has been found that the practice of physical activity or exercise positively influenced both OAs’ physical health and psychological well-being [11,12]. OAs’ regular participation in physical activity programs led by a specialist was found to be an effective way to reduce or prevent some of the negative effects of aging [13,14]. Regular physical exercise adapted for OMs is the best non-pharmacological therapy for the main diseases associated with aging [15], so physical activity is a key element in the prevention of pathologies [16]. According to Graham et al. [17], physical activities such as basketball, tennis, weightlifting, self-defense and swimming helped participants improve and maintain their physical and mental health and quality of life. In addition, Nieman and Pedersen [18] reported that a moderate-intensity exercise program had a beneficial effect on the immune system. Specifically, moderate-intensity exercise was found to reduce the duration of illness. OAs have the same psychological and social needs to stay active as young people. Only when an individual performs physical activity does he or she feel happy, satisfied and adapted [19]. These effects manifest not only in the short term, but also in the long term, extending to over a year [20].



The theoretical pluralism characteristic of psychology has also contributed to complicating the task of establishing a single and valid definition of anxiety [21,22,23], especially if we consider that each psychological theory has developed its own explanatory model and its own definition. From a cognitive-behavioral perspective, Piqueras [24] conceptualized anxiety as cognitive and behavioral responses of an organism in response to a situation of physical or psychological threat or danger. Anxiety has been studied as part of other broader constructs, such as stress and fear of failure, but it has rarely been studied independently [25]. Anxiety manifestations can also be the product of age-specific health problems, or psychosocial changes within the family and socially. Its main impact is on capacity functionality, specifically on the development of everyday activities and quality of life [26]. The prevalence of anxiety disorders in old age is high enough to merit clinical care [27] but has not been given much attention in the literature [28]. Although it is highly common for older adults to complain about anxiety, its nature and clinical significance are not yet known [27]. Lasher and Faulkender [29] emphasized the importance of anxiety in aging as a major factor in the adjustment process in relation to old age.



Unlike anxiety, the role of resilience in the aging process has attracted much attention in the scientific community [30]. Current theories treat resilience as a multidimensional factor, including variables such as the ability to solve problems. In line with this, some authors have described it as the ability to face, resist and overcome adversity with more resources and better results than others [30] or as a dynamic process through which adaptive growth is achieved after effectively facing stressful situations, challenges and, above all, after overcoming adversities [31,32,33]. In addition, resilience has traditionally been associated with concepts such as adaptation [34]. Resilience has been found to have a direct impact on health, well-being and life satisfaction [35,36,37].



The results of studies such as that of Hosseini and Besharat [38] have shown that resilience is positively associated with sports success and psychological well-being, and has been negatively associated with stress, which often leads to a state of distress and non-adaptation. García-Gómez and Aldana [39] suggested that resilience could be either innate or acquired; although some people seem to possess some capacity for tolerance towards frustrations, difficulties or diseases from birth, it is also possible to learn such tolerance later in life by incorporating it into one’s personal repertoire of new ways of thinking and doing. Research in the field of senior citizens, such as that of Lavretsky [40] has promoted resilience as a strategy to prevent disorders in this advanced stage of life. Some research has determined the role of resilience as a predictor of well-being [41,42], and in a study by Meyers [43], high resilience was found to be a protective factor against anxiety, working positively for both the patient and the caregiver. However, overall, resilience has not received enough attention in the adult area [44].



It has recently been proposed that resilience is related to optimism [45,46]. Optimism is one of the most relevant constructs of positive psychology [47] and can be defined as the willingness to have positive expectations about what will happen in the future [48]. Optimism has been found to be beneficial for both physical and psychological well-being, while pessimism has been identified as a predisposing factor for depression [49,50]. Optimism increases the ability to socialize and build social support networks with friends and family [51]. Thus, optimists have skills with which to achieve their goals because they hope to achieve them, while pessimists understand that their results will always be negative. In addition, optimists have higher levels of health and well-being than pessimists [52,53,54]. Optimism has been described as a predictor of resilience in people who have been in highly traumatic situations [55].



Finally, commitment is a psychological factor that holds a salient role in society, whether in the personal or work sphere. Engagement can be understood as a sense of energy and a need to face up to what one is doing or practicing. It can be understood as the opposite of the term ‘burnout’. A more complete definition is that engagement is a positive, satisfying and work-related mental state, characterized by vigor, dedication and absorption. More than a specific and momentary state, engagement refers to a more persistent and influential affective-cognitive state, which is not focused on a particular object, event, individual or behaviour [56]. We know that optimism mediates anxiety [57], that resilience is a modulator of stress in general [58] and is related to optimism and commitment [59]. Based on all of the above, the following six objectives for the present research have been developed: (i) Determine the correlations between the anxiety, optimism, engagement and resilience scales; (ii) Identify the differences in the anxiety, optimism, engagement and resilience of participants who practiced physical activity and those who did not; (iii) Compare groups depending on marital status (married or single); (iv) Compare groups based on the participants’ place of residence (littoral or inland); (v) Compare groups based on occupation (retired, unemployed or working).(vi) Investigate the effects of variables (place of residence, type of center, physical activity) on engagement, anxiety and resilience in optimism.




2. Materials and Methods


For this research, an exploratory and descriptive methodology was chosen, which is usually used in research of this type. It is quantitative in nature, as this methodology is appropriate and suitable for addressing the objectives. The study is an ex-post facto study of a non-experimental and transversal type through a questionnaire. The sampling was non-probabilistic, since the researcher selected the sample based on certain subjective criteria and the nature of the research [60]. The fieldwork was carried out between October and November 2019.



2.1. Participants


The initial sample comprised 410 participants and was reduced to 381 participants after applying criteria to minimize biases of minimal effort (answers had the first box checked) and acquiescence (responding with an attitude, spontaneous and thoughtless, marking the same value in the scales). Of the final sample, 50.1% were male and 49.9% were female, aged between 52 and 94 years with an average age of 68.8 years (SD = 8.7). Older adults were understood as those over 52 years, since many of these were retired. In terms of marital status, 71.7% of subjects had a partner and 28.3% were single. With regard to education, 38.6% of the participants were not educated, 33.3% had completed primary education, 16.0% had a Bachelor’s/ Vocational training degree and 12.1% had completed a university degree. Most of the participants, 260 participants (68.2%), were retirees, and the remaining 25 (6.6%) were unemployed, 95 (24.9%) were working, and one was studying (0.3%). Regarding the center at which the study was performed, 30.2% of the participants attended a public center, 9.3% attended a private center and 60.6% did not attend either. Of the sample, 85% are institutionalized—live or work in a public/private/concert facility—and 15% are not. Of the participants, 71.1% claimed to do some form of physical activity, 28.9% indicated that they did not engage in any physical activity, and of the participants who were physically active, 8.3% exercised one day a week, 32.3% exercised two days a week, 16.5% exercised three days a week and 42.9% exercised more than three days a week. Regarding geographical situation, 38.1% lived on the coast and 61.9% lived inland.




2.2. Procedure


Participants were contacted directly on the street, at the entrance and exit of the centers, as well as by contacting the heads/directors/managers of the different institutions (senior centers/social centers/sports centers) and administrations that included OA among their members, depending on place of residence. The design did not contain any ethical aspects requiring prior authorization from the Bioethics Committee of the University of Murcia, Spain. After explaining the objectives, those who had decided to participate in the study completed the informed consent form and questionnaire in the presence of one of the researchers trained for this purpose. The protocol was applied respecting at all times the Helsinki 2013 declaration, thus ensuring that all participants received the same information when completing the questionnaires. The study complied with European Data Protection Law.




2.3. Instrument


The instrument in this research was a questionnaire consisting of several tests: the Sport Anxiety Scale-2, SAS-2 Anxiety questionnaire, the Revised Life Orientation Test (LOT-R) test, the Utrecht Work Engagement Scale (UWES), and the Connor-Davison Resilience Scale CD-RISC questionnaire. The SAS-2 Anxiety Questionnaire [61] contains a total of 15 items measuring three dimensions: somatic (A-S), concern (A-P) and deconcentration (A-D) on a 4-point Likert scale. The total score is based on the sum of all of the items and has a range of values between 15 and 60. In this study’s sample, the questionnaire showed good internal consistency (⍺ = 0.88) as a whole and for both the A-P (⍺ = 0.83) and A-D (⍺ = 0.81) dimensions. Only the A-S dimension showed fair reliability (⍺ = 0.79).



For the measurement of optimism in the questionnaire, the LOT-R test was used. This determines the participants’ expectations for positive or negative results from events that may occur. For the purposes of this study, the Spanish version of the test by Otero et al. [62] was used. Composed of 10 items measuring two dimensions, optimism (O) and pessimism (P), responses were recorded on a 5-point Likert scale. In the sample under study, the reliability of the total scale was ⍺ = 0.86 and divided by dimension; the optimistic dimension was ⍺ = 0.84 and the pessimism dimension was ⍺ = 0.85.



To measure the level of engagement (UWES) [63], consisting of 9 items and 3 dimensions, was used. The dimensions included: vigor (E-V), dedication (E-D) and absorption (E-A). Each response was recorded on a 7-point Likert scale, ranging from 0 (never) to 6 (always). The total engagement value was obtained by adding the scores from all of the items and dividing the sum by the number of dimensions. The average scores of the three dimensions were obtained by adding the scores of each subscale and dividing the result by the number of items in the respective subscale. Thus, the UWES-9 could yield three sub-scores, corresponding to each subscale, and a total score within the range of 0 to 6 points. In the sample analysed, the questionnaire presented a reliability of ⍺ = 0.85 for the total scale. In the analysed sample, the UWES questionnaire presents good internal consistency of ⍺ = 0.85 as a whole and for both the vigor dimension (⍺ = 0.82) and the absorption dimension (⍺ = 0.80). Only the dedication dimension showed an acceptable reliability (⍺ = 0.79).



Resilience was evaluated using the short version of the CD-RISC in Spanish [64]. This consisted of 10 items corresponding to the original scale from Connor & Davidson [31]. Responses were given on a 5-point Likert scale ranging from 0 (totally disagree) to 4 (totally agreed). In the sample analysed, the CD-RISC questionnaire has a reliability of ⍺ = 0.84.




2.4. Statistical Analysis


For the descriptive statistical analysis of the sample, the number of cases present in each category and the corresponding percentages for the qualitative variables were obtained. For the quantitative variables, the minimum, maximum, mean, and standard deviation (SD) values were used. Cronbach’s alpha was calculated with the aim of checking the reliability of the different scales in this particular sample, and correlations between variables were calculated using the Pearson linear correlation coefficient (r). In addition, with regard to quantitative variables, the t-Student test was performed for means comparisons between two groups, and for comparisons of more than two groups an analysis of variance (ANOVA) was performed. The assumptions of normality and uniformity of variances necessary for the means comparisons were tested using the Kolmogorov-Smirnov test and the Levene test, respectively. Finally, a multivariate linear regression model was produced to determine the possible effects of the demographic variables (i.e., place of residence, type of center and physical activity) as well as the UWES, SAS-2 and LOT-R scales. The statistical analyses were performed on the SPSS 25.0 program for Windows (IBM, New York, NY, USA). Statistical significance was defined as p < 0.05.





3. Results


In this section, the data obtained in the research will be explained. To facilitate the understanding of the results obtained, the details have been provided in Table 1, Table 2, Table 3 and Table 4.



The mean (typical deviations), Cronbach’s alpha reliability indices and correlations between the different scales used in the research are shown in Table 1. The internal consistency indices were all greater than 0.70, indicating high reliability.



The SAS-2 scale correlated statistically significantly and positively with A-S, A-P, A-D and P and negatively with LOT-R, O, UWES, E-V, E-D, E-A and Resilience. A-S correlated significantly and positively with A-P, A-D and P and negatively with the remainder of the scales and dimensions. A-P correlated statistically significantly and positively with A-D and P and negatively with LOT-R, O, UWES, E-V and Resilience. It did not correlate with the remaining dimensions. A-D correlated statistically significantly and positively with P and negatively with the remainder of the scales and dimensions. The LOT-R correlated significantly and negatively with P and positively with the remaining scales and dimensions. O correlated significantly and negatively with P and positively with the other scales and variables. P only showed a significant negative correlation with Resilience. The UWES correlated significantly and positively with all of the scales and dimensions, as well as with E-V, E-D, E-A and Resilience.



The results of each scale according to Physical Activity, as well as the results of the t-Student tests performed to identify statistically significant differences between those who did not perform physical activity and those who did, showed statistically significant differences (p < 0.001) overall on the SAS-2, LOT-R, UWES, and CD-RISC scales. In relation to anxiety, people who do not engage in physical activity had significantly higher total levels of anxiety (M = 36.65, SD = 10.30), as well as in the A-S (M = 11.46, SD = −4.63) and A-D (M = 11.70, SD = 4.69) subscales, compared to those engaged in physical activity (p < 0.001). The total LOT-R and O of those who did not exercise was also significantly lower than that of those who did (p < 0.001). In terms of UWES, all of the scores of people who did not perform physical activity were significantly lower than those of the participants who did perform physical activity (p < 0.001). Finally, the resilience scores of non- physical activity participants were significantly lower than the resilience scores those who performed physical activity (p < 0.001).



With regard to the number of days performing physical activity, Pearson’s correlation coefficient showed a statistically significant negative relationship between anxiety and physical activity (r = −0.274, p = 0.004), with reduced anxiety as the number of days increased. The other scales did not present any significant relationships with the number of days engaged in physical activity.



Marital status showed statistically significant differences in the SAS-2 (p = 0.085), LOT-R (p = 0.365), UWES (p = 0.072) and Resilience (p = 0.002) scales. With regard to anxiety, those with partners showed an A-D significantly lower than that in single women (p = 0.027). The UWES data revealed that the scores in E-V (M = 4.32, SD = 11.32) and E-D (M = 4.39, SD = 11.28) of those with a partner were significantly higher than the scores for single women, p = 0.038 and p = 0.044, respectively. Lastly, the resilience scores for those with a partner (M = 28.31, SD = 7.77) were significantly higher than the single participants’ scores (p = 0.002).



Depending on the place of residence, coastal or inland, the results showed statistically significant differences in P (p = 0.0.29) in the LOT-R scale, where the scores of those residing on the coast (M = 6.55, SD = 2.46) were significantly higher than for those living inland (M = 5.93, SD = 2.80).



In terms of occupation, the ANOVA showed statistically significant differences in the anxiety, optimism and engagement scales. Retirees has significantly higher scores in total anxiety and deconcentration than the unemployed and workers, with no significant differences between the participants who were unemployed and those who worked. Workers also had significantly higher scores than retirees and the unemployed with regard to optimism, with no significant difference between retirees and the unemployed. The total UWES scores and the scores on the E-V and E-D dimensions were significantly lower in the unemployed participants than in the retirees and workers, with no significant difference between the retirees and workers. The remaining scales did not show any significant differences.



In terms of age groups in Table 3, the ANOVA showed statistically significant differences in the scales of anxiety, commitment to optimism and resilience. In relation to anxiety, adults <55 years showed the highest values for total anxiety and worry and adults >75 years for somatic anxiety and distractibility. With regard to age groups, there are significant differences between the groups of <55 and >75 years in relation to those of 55–64 and 65–75 years in total anxiety and somatic anxiety. In terms of deconcentration, there are significant differences between the >75 group and the other three groups (<55; 55–64 and 65–75 years).



Adults aged 55–64 years achieve the highest scores in total LOT and optimism, while in pessimism it is the older adults <55 years who obtain the highest score. In the LOT there are significant differences between the <55 years and the other age groups in optimism and pessimism.



In the UWES there are significant differences between adults >75 years and the other three age groups (<55; 55–64 and 65–75 years) in UWES total, vigor, dedication and absorption.



In terms of resilience there are significant differences between <55 and >75 years in relation to adults over 55–64 and 65–75 years.



When comparing the different scales in relation to sex, no significant differences were found in any of the scales or in their dimensions.



To determine the possible effect of the variables, place of residence, type of center and PA practice or not, as well as the UWES, Anxiety, Resilience and LOT-R scales, a multivariate linear regression model was carried out, the results of which are shown in Table 4. The model was statistically significant, F (7,349) = 30.6, p < 0.001, explaining 38% of the variability of optimism. Of the demographic variables, the type of center showed a statistically significant effect, with those attending public centers having lower LOT-than those who do not belong to any facility. In terms of scales, anxiety and resilience showed significant effects, such that higher values in anxiety were associated with lower levels of LOT-R, while higher values in resilience were associated with higher values in LOT-R. The assumptions of normality, independence and homoscedasticity are verified after the analysis of waste, after carrying out Pearson’s correlation between the explanatory variables, the residues (r ≈ 0) being the exogenous variables.



Attached are Figure 1 and Figure 2 where we can see the results of each scale with respect to optimism.




4. Discussion


The benefits of physical activity on OA’s physical and psychological states, as well as on satisfaction with OA life, are undeniable [3,65]. It is thus necessary to be able to specify what these benefits are and to narrow the extent to which these aspects affect OAs or not. To this end, the study aimed to determine the correlations between anxiety, optimism, engagement and resilience. It was revealed that there was a negative correlation between anxiety and resilience, coinciding with Perdomo [66], as well as between anxiety and optimism, in line with Suarez’s study [67]. In addition, the data determined a significant and positive correlation between engagement and resilience, which was partly similar to the findings of Gil et al. [68]. Equally significant was the inverse correlation between anxiety and resilience, coinciding with García-León et al. [69]. The data showed that participants with higher resilience had lower levels of anxiety, in line with Benetti and Kambouropoulos [70] and Beutel et al. [71], considering resilience as a component of adequate social adaptation, which is associated with mental health [72]. On the other hand, it was observed that optimism was positively related to resilience as Maury-Ortiz et al. [73] also found.



Another objective of the study was to identify the differences between participants who practiced physical activity and those who did not practice physical activity. The results showed that the participants in the study who did not practice physical activity had a total anxiety, A-S and A-D, significantly higher than those who performed physical activity. This result was in the line with other research that had studied these relationships [74,75,76]. In relation to optimism the data showed a clearly significant negative relationship between non-physical activity participants and optimism, similar to that of previous studies [77,78], indicating that optimism could be a protective factor against anxiety [79].



A third objective was to study the different scales in relation to whether there were differences depending on marital status. The results showed statistically significant differences in all of the scales. In terms of anxiety, those with a partner showed significantly lower deconcentration compared to single women, in line with similar studies on psychological well-being [80]. With regard to engagement, the current scores and dedication of couples were significantly higher than in single women, consistent with Jürschik’s study [81], where living situation was found to be only one of the factors influencing the deterioration in OA. Finally, the resilience score of couples was significantly higher than in single women, in line with the studies of Losada and Alvarez [82], which studied depressive symptoms, although this result differs from Cruz’s study [83], where no significant differences were found between resilience and living alone or with a partner in a sample of institutionalized OA [84].



With regard to the third objective, place of residence (coastal or inland) showed statistically significant differences only in pessimism on the LOT-R scale, where the score of coastal residents was significantly higher than those living inland. Caicedo and Berbesi [84] also had similar findings, with differences in self-referred health in different geographical areas. This study, however, did not differentiate between coastal and inland residences. Finally, the results showed that more physical activity practice days produced less anxiety, coinciding with [85].



In exploring the differences in occupation and the different scales, the results showed statistically significant differences in anxiety, optimism, and engagement. In total anxiety and in deconcentration, retirees showed a significantly higher score than the unemployed and workers, with no significant difference between the unemployed and workers. In total optimism, workers had a significantly higher score than retirees and the unemployed, with no significant difference between the latter two groups. In engagement, the total score and the strength and dedication of the unemployed were significantly lower than those of retirees and workers, without significant differences between retirees and workers. This possibly indicates that OAs, both retired and working, carry out a successful and positive aging process, linked in the scientific literature to the health and well-being of OAs [86].



The final objective was to show the possible effects of demographic variables (place of residence, type of center and Physical Activity) and the anxiety, engagement and resilience scales on the LOT-R. Of the demographic variables, the type of center showed a statistically significant effect so that people attending a public center had a lower LOT-R score than those who did not attend any facility. In terms of the scales, anxiety and resilience showed significant effects such that higher values of anxiety were associated with lower levels of optimism, while higher values of resilience were associated with higher values in LOT-R, coinciding with the results described in the previous scientific literature [45,46] and indicating Vizoso’s findings [87] that optimism has predictive power over resilience, corroborating previous studies [35,36,37].



The study had some limitations, given the cross-cutting nature of the data. The first limitation is related to the impossibility of establishing generalizations. In addition, causal inferences of the results could not be obtained. Finally, it is interesting to propose for future research the establishment of other conditions that may have causal effects on optimism against other psychological variables, as well as the extension of this study to different cultural and geographical contexts, adding socioeconomic variables that better contextualize the specific needs of OAs.




5. Conclusions


The data from the study was in line with previous studies. However, this work presented an important path in the study of the interrelationship between different psychological variables in this age group, with the many problems associated with it that, in one way or another, can impair the ability to develop a successful and positive aging process. Knowing these interrelationships may help to increase the quality of life for these OAs. The data in the study served as a support for future programs for OAs, in order to be able to determine in a much more precise way the objectives of the programs intended for users of this age group.



Once the results were obtained and analysed, they were compared and analysed with other research in order to obtain precise conclusions on the analysed constructs and objectives raised, as shown in the previous section.



Therefore, the OAs in the sample who practice physical activity on the greatest number of days, live in pairs and reside in the interior show low anxiety and high engagement values. The practice of physical activity is shown as a counterbalance to anxiety, optimism, commitment and resilience in the OAs of the sample. Participants attending a public center had lower LOT-R levels than those not attending a center. In terms of the scales, anxiety and resilience showed significant effects, so higher values of anxiety were associated with lower levels of LOT-R, while higher values of resilience were associated with higher values of LOT-R.



In relation to anxiety, adults <55 and >75 show significant differences in relation to the age groups 55–64 and 65–75 in total anxiety and somatic anxiety, while in relation to deconcentration, adults <75 show significant differences in relation to the other age groups.



The OCs of <55 years show significant differences in optimism and pessimism on the LOT scale, as compared to the other age groups.



With regard to the UWES-9 scale, adults >75 present significant differences with respect to the other age groups in the total of the UWES-9 scale as well as in its dimensions.



The resilience scale indicates that there are significant differences between the groups of older adults <55 and >75 in relation to the groups of 55–64 and 65–75 years. There are no significant differences in worry in the anxiety scale and total LOT, with respect to the age groups. As a final conclusion, it should be noted that physical activity has a moderating effect on anxiety, and those who practiced more days of physical activity obtained lower values on the anxiety scale. Resilience acts as a catalyst for optimism; the greater the resistance, the greater the optimism and the lower the anxiety; and the lesser the optimism, the greater the anxiety.
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Figure 1. Relationship between anxiety and optimism (Source: the Authors). 
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Figure 2. Relationship between resilience and optimism (Source: the Authors). 
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Table 1. Means, standard deviations, reliability and correlations of the scales.
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	Mean (SD)
	Cronbach’s alpha
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11





	Anxiety (SAS-2)
	
	
	
	
	
	
	
	
	
	
	
	
	



	1. Total
	33.71 (10.48)
	0.880
	1
	
	
	
	
	
	
	
	
	
	



	2. Somatic (A-S)
	9.88 (4.31)
	0.797
	0.865 *
	1
	
	
	
	
	
	
	
	
	



	3. Concern (A-P)
	13.16 (4.04)
	0.839
	0.717 *
	0.408 *
	1
	
	
	
	
	
	
	
	



	4. Deconcentration (A-D)
	10.7 (4.52)
	0.811
	0.861 *
	0.696 *
	0.388 *
	1
	
	
	
	
	
	
	



	Optimism (LOT-R)
	
	
	
	
	
	
	
	
	
	
	
	
	



	5. Total
	14.85 (3.82)
	0.860
	−0.462 *
	−0.447 *
	−0.179 *
	−0.483 *
	1
	
	
	
	
	
	



	6. Optimism (O)
	8.82 (2.55)
	0.848
	−0.353 *
	−0.365 *
	−0.154 *
	−0.343 *
	0.780 *
	1
	
	
	
	
	



	7. Pessimism (P)
	6.17 (2.69)
	0.850
	0.338 *
	0.300 *
	0.166 *
	0.351 *
	−0.783 *
	−0.148 *
	1
	
	
	
	



	Engagement (UWES)
	
	
	
	
	
	
	
	
	
	
	
	
	



	8. Total
	4.27 (1.25)
	0.852
	−0.382 *
	−0.404 *
	−0.102 *
	−0.423 *
	0.409 *
	0.547 *
	−0.034
	1
	
	
	



	9. Vigor (E-V)
	4.23 (1.38)
	0.821
	−0.372 *
	−0.379 *
	−0.117 *
	−0.409 *
	0.417 *
	0.530 *
	−0.059
	0.940 *
	1
	
	



	10. Dedication (E-D)
	4.3 (1.34)
	0.790
	−0.331 *
	−0.363 *
	−00.074
	−0.367 *
	0.381 *
	0.519 *
	−0.015
	0.944 *
	0.843 *
	1
	



	11. Absorption (E-A)
	4.27 (1.29)
	0.806
	−0.369 *
	−0.392 *
	−00.094
	−0.410 *
	0.346 *
	0.484 *
	−0.019
	0.920 *
	0.785 *
	0.804 *
	1



	CD-RISC (Resilience)
	27.49 (8.23)
	0.844
	−0.369 *
	−0.365 *
	−0.138 *
	−0.392 *
	0.542 *
	0.639 *
	−0.150 *
	0.633 *
	0.588 *
	0.601 *
	0.588 *







* p < 0.001.
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Table 2. Descriptive and comparative analysis of the scores on the scales according to occupation.






Table 2. Descriptive and comparative analysis of the scores on the scales according to occupation.





	

	
Occupancy, Mean (SD)

	
ANOVA

	
eta2




	

	
Retired

	
Unemployed

	
Working

	
F (2, 377)

	
p-Value






	
Anxiety (SAS-2)

	

	

	

	

	

	




	
Total

	
34.84 (10.65) a

	
31.08 (10.87) b

	
31.39 (9.46) b

	
4.723

	
0.009

	
0.024




	
Somatic

	
10.15 (4.35)

	
8.83 (3.61)

	
9.45 (4.31)

	
1.68

	
0.188

	
0.009




	
Concern

	
13.29 (4.01)

	
12.17 (4.02)

	
13.09 (4.13)

	
0.864

	
0.422

	
0.005




	
Deconcentration

	
11.43 (4.64) a

	
10.32 (4.61) b

	
8.83 (3.58) b

	
12.116

	
< 0.001

	
0.061




	
Lot

	

	

	

	

	

	




	
Total

	
14.54 (3.78)

	
14.48 (3.69)

	
15.76 (3.89) b

	
3.629

	
0.028

	
0.02




	
Optimism

	
8.78 (2).51)

	
8.32 (2.90)

	
9.07 (2.57)

	
0.986

	
0.374

	
0.005




	
Pessimism

	
6.43 (2.70)

	
5.84 (2).03)

	
5.52 (2.76)

	
4.307

	
0.014

	
0.022




	
Utrecht Work Engagement Scale (UWES)

	

	

	

	

	

	




	
Total

	
4.21 (1.34) a

	
3.89 (1.29) b

	
4.53 (0.91)

	
3.645

	
0.027

	
0.019




	
Force

	
4.14 (1.48) a

	
3.92 (1.38) b

	
4.54 (1.02) a

	
3.544

	
0.03

	
0.018




	
Dedication

	
4.23 (1.44)

	
3.91 (1.32) b

	
4.60 (1.01) a

	
3.734

	
0.025

	
0.019




	
Absorption

	
4.24 (1.36)

	
3.84 (1.28)

	
4.47 (1.03)

	
2.573

	
0.078

	
0.013




	
Resilience

	
27.29 (8.62)

	
25.16 (9.13)

	
28.67 (6.70)

	
2.066

	
0.128

	
0.011








SD: standard deviation. eta2: effect size. a-b: two-to-two column comparisons. Between two different columns letters indicate statistically significant differences (Bonferroni correction).
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Table 3. Descriptive and comparative scale scores according to age.
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Age, Mean (SD)

	
ANOVA

	
eta2




	

	
<55

	
55–64

	
65–75

	
>75

	
F (2, 377)

	
p-Value






	
Anxiety (SAS-2)

	

	

	

	

	

	

	




	
Total

	
38.00 (8.56) a

	
31.66 (10.26) b

	
33.38 (9.90) b

	
37.22 (11.51) a

	
4.929

	
0.002

	
0.038




	
Somatic

	
10.86 (5.30) a

	
9.59 (4.27) b

	
9.32 (3.84) b

	
11.52 (4.96) a

	
5.159

	
0.002

	
0.04




	
Concern

	
16.29 (3.50)

	
12.84 (4.34)

	
13.15 (3.92)

	
13.46 (3.81)

	
1.783

	
0.15

	
0.014




	
Deconcentration

	
10.86 (4.88) a

	
9.26 (3.94) a

	
10.90 (4.38) a

	
12.34 (5.09) b

	
7.655

	
< 0.001

	
0.058




	
Lot

	

	

	

	

	

	

	




	
Total

	
13.40 (4.51)

	
15.46 (3.37)

	
14.86 (3.70)

	
13.97 (4.60)

	
2.441

	
0.064

	
0.02




	
Optimism

	
7.71 (4.15) a

	
9.04 (2.21) b

	
9.00 (2.42) b

	
8.17 (3.05) b

	
2.732

	
0.044

	
0.021




	
Pessimism

	
9.14 (3.98) a

	
5.64 (2.44) b

	
6.21 (2.74) b

	
6.53 (2.60) b

	
4.951

	
0.002

	
0.038




	
UWES

	

	

	

	

	

	

	




	
Total

	
4.44 (0.73) a

	
4.45 (1.00) a

	
4.41 (1.24) a

	
3.68 (1.44) b

	
7.742

	
< 0.001

	
0.058




	
Force

	
4.19 (0.81) a

	
4.46 (1.08) a

	
4.35 (1.39) a

	
3.64 (1.60) b

	
6.623

	
< 0.001

	
0.05




	
Dedication

	
4.38 (0.95) a

	
4.51 (1.07) a

	
4.43 (1.35) a

	
3.71 (1.52) b

	
6.743

	
< 0.001

	
0.051




	
Absorption

	
4.76 (0.96) a

	
4.37 (1.11) a

	
4.45 (1.22) a

	
3.69 (1.51) b

	
7.315

	
< 0.001

	
0.055




	
Resilience

	
24.86 (5.76) a

	
28.58 (7.06) b

	
28.38 (8.21) b

	
24.12 (9.23) a

	
6.16

	
< 0.001

	
0.047








SD: standard deviation. eta2: effect size. a-b: two-to-two column comparisons. Between two different columns, letters indicate statistically significant differences (Bonferroni correction).
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Table 4. Effects of variables and scales on Revised Life Orientation Test (LOT-R) scores.
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	B (ET)
	Beta
	T
	p-Value





	Residence (littoral or inland)
	−0.30 (0.35)
	−039
	−0.862
	0.389



	Center type
	
	
	
	



	None
	Ref.
	
	
	



	Private
	−0.10 (0.60)
	−0.008
	−0.174
	0.862



	Public
	−0.85 (0.37)
	−0.102
	−2.282
	0.023



	Physical activity (Yes vs. No)
	0.47 (0.38)
	0.056
	1.241
	0.215



	UWES
	0.17 (0.18)
	0.056
	0.976
	0.33



	Anxiety
	−0.10 (0.02)
	−0.272
	−5.73
	< 0.001



	Resilience
	0.19 (0.03)
	0.398
	7.211
	< 0.001



	Assumptions
	
	
	
	



	Normality †
	p = 0.200
	
	
	



	Independence ‡
	2.031
	
	
	



	Homoscedasticity +
	p = 0.721
	
	
	







B: non-standardized regression coefficient. ET: typical error. Beta: standardized regression coefficient. † Test of Kolmogorov-Smirnov normality of waste. ‡ Test of Durbin-Whatson. + Levene test between residual and predicted values.
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