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Abstract 

Aims: This study examines the impact of personal resilience on the well-being of care 

workers and how perceptions of the quality of care provided and the social climate in the 

organization influences this relationship. We examine quality of patient care as both a 

mediating and outcome variable to better understand if  ‘doing good’ (quality of care) leads to 

‘feeling good’ (personal well-being).  

Background: As an ageing population and the care for the elder has become an increasing 

challenge to many societies, developing and retaining a professional care workforce through 

effective management is vital in providing care services.  

Design: A cross-sectional regression design was used in the study.  

Methods: In 2017 we surveyed care workers in twenty Australian aged care facilities. The 

sample consistent of 194 usable questionnaires. Using regression techniques, we constructed 

an interaction term (resilience X social climate) and investigated its impact on well-being (the 

outcome variable) and quality of care (the mediator variable).  

Results: Our results reveal that quality of care is important as an outcome variable 

particularly in a supportive climate where high personal resilience positively influences 

quality of care. Quality of care is also important as a mediating variable as it provides a 

conduit through which high personal resilience fosters well-being, especially in a supportive 

climate. Our results support the argument that ‘doing good’ leads to ‘feeling good’. 

Conclusion: These findings contribute to our appreciation of the important outcomes of 

resilience in the aged care context and its influence on perceived performance and carer well-

being.  
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Summary Statement 

Why is this research or review needed? 

• The Australian Productivity Commission (2011) reports that the Australian aged care 

sector has been subject to dramatic increases in demand for residential care, whilst 

simultaneously struggling with a shortage of skilled workers.  

• It is predicted there will be further, unprecedented increases in the demand for aged 

care services over the next two decades, as the baby boom generation enter their 

declining years. 

• Carers report high levels of stress and burnout and facilities experience difficulties in 

retaining experienced nurses and professional. 

What are the key findings? 

• Social climate moderates the direct relationship between resilience and quality of 

client care. 

• Carer well-being is directly influenced by high personal resilience and indirectly via 

their perception of the quality of care delivery.  

• The direct influence of resilience on well-being is only evident for carers with high 

personal resilience.  

• The indirect influence via quality of care is evident for all carers, but is stronger for 

carers with high personal resilience. 

How should the findings be used to influence policy/practice/research/education? 

• By exploring the process of how employee resilience influences the quality of care, 

this study highlights the importance of resilience and organizational support in 
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improving employee well-being and the quality of care provided to aged care 

residents.  

• Resilient carers working in a supportive work environment provide better care to 

residents and report higher levels of well-being. Managers may facilitate a supportive 

work environment through greater investment in formalised human resource 

management practices and leadership skills training. 

• Facility managers need to consider workforce strategies to increase the resilience of 

carers as an important lever in addressing increasing burnout and turnover rates.  

 

Introduction 

Australia’s aged care providers are facing a ‘perfect storm’. The Australian Productivity 

Commission (2011) reports that the Australian aged care sector has been subject to dramatic 

increases in demand for residential care, whilst simultaneously struggling with a shortage of 

skilled workers. It is predicted there will be further, unprecedented increases in the demand 

for aged care services over the next two decades, as the baby boom generation enter their 

declining years (Productivity Commission, 2011). At the same time, there is considerable 

evidence which infers that being a professional carer working in residential aged care 

facilities is a challenging occupation, in part due to resource constraints and occupational 

risks. Consequently, carers report high levels of stress and burnout and facilities experience 

difficulties in retaining experienced nurses and professional carers (Cheng et al., 2013; 

Johnstone, 2007). In this study, we posit that resilient carers possess the coping mechanisms 

required to manage the adversity they face during their working day, improving not only their 

own well-being and longevity, but also the quality of care they provide to residents.  

Resilience is the ‘developable capacity to rebound or bounce back from adversity, conflict, 

failure, or even positive events, progress and increased responsibility’ (Luthans, 2002, 702). 

Improving the resilience of nurses and care workers improves their ability to cope with the 

increasing demands of their workplace (Cooke and Bartram, 2015; Jackson et al., 2007; 

Hodges et al., 2005; Tusale and Dyer, 2004; Parse, 1998). There is growing interest among 

healthcare and nursing management scholars on how resilience can be developed at 

workplace settings, to support healthcare workers in the face of adversity. However, we know 

little about the precise mechanisms through which resilience has an impact on the quality of 

care provided and how this perceived level of care is related to worker well-being (Jackson et 
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al., 2007). Two studies suggest that quality of patient care delivery is positively associated 

with clinician well-being (Wallace et al., 2009; Firth-Cozens, 2001). There has been limited 

research in the nursing context, examining how personal resilience has an impact on nurse 

and care worker attitudes and behaviours, as well as the influence of organizational factors on 

these relationships. The importance of this research gap is heightened, given the growing 

evidence that resilient workers are more likely to be high performers and less likely to quit 

their jobs (Cooke, Cooper, Bartram, Wang and Mei, 2016). We contribute to this research 

gap by hypothesising that the social climate of a workplace enhances the benefits of a 

resilient workforce, through the shared perceptions of an organization’s social environment, 

which in turn shapes employee’s interactions and behaviours. Understanding the complex 

interplay between an employee’s resilience, the quality of care provided, perceptions of social 

climate and employee well-being are critical in the aged care sector. A clearer understanding 

of these relationships will facilitate improved management of work demands and enhance the 

welfare of both carers and residents and improve the efficacy of human resource management 

(HRM) practices and other support mechanisms.  

In this study, we build on Glomb et al.’s (2011) notion that by ‘doing good’, care workers 

‘feel good’ and argue that providing a high quality of care to residents in aged care facilities 

heightens the positive affect of the carer. To do this, we examine three hypotheses 

underpinned by Jackson et al.’s (2007) notion of personal resilience as a strategy for 

surviving and thriving. To test the hypotheses, we surveyed 194 nurses and Personal Care 

Assistants (PCAs) employed at 20 residential aged care facilities operating in Victoria, 

Australia.  

 

Residential aged care in Australia 

In Australia, the direct care of aged residents is provided via a combination of registered 

nurses (who have completed a 3-year undergraduate degree study); enrolled nurses (who have 

completed a mandatory 12 to15-month program); and personal care assistants (PCAs), who 

may be qualified (a Certificate III qualification requiring 6 weeks of study) and other 

unqualified care staff (Wells and Ellis, 2010). Over the last decade, the staffing profile of 

residential aged care facilities has changed considerably, with an increasing reliance on PCAs 

to provide a basic care to residents. Between 2007 and 2012, the proportion of PCAs working 

in residential aged care facilities increased from 58% to 68% of the direct care workforce. 
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During the same period, the proportion of Registered Nurses decreased from 21% to 15% 

(Wells and Ellis, 2010). The Aged and Community Services Australia (ACSA) claims that 

there will be a serious workforce shortage in the residential aged care sector by the end of this 

decade, estimating the need for ‘an additional 37,620 (FTE) care workers ….from 2013 to 

2023’ (Aged and Community Services Australia, 2015, 10). 

Research evidence suggests that the aged care workplace is characterised by adversity (e.g., 

Martin and King, 2008; Sargeant, Harley & Allen, 2010; Kaine, 2012). Aged care marks a 

transition for an individual, from living independently to requiring permanent residential and 

nursing care services. Aged care staff witness the progressive functional decline of residents, 

with little or no chance of meaningful recovery. Their roles encompass attending to residents 

and their families, often through difficult and distressing times (Polk, 1997). These 

demanding working conditions are intensified by the nature of care work itself and the high 

levels of emotional labor endemic to these occupations (Reynolds et al., 2000). Work 

intensification, often unattractive terms and conditions of employment, negative employee 

attitudes and increasing work stress and burnout are now common artefacts of work in the 

healthcare sector (Holland et al., 2013; King et al., 2013; Yau et al., 2012; Poghosyan et al., 

2010; Jackson et al., 2007). Moreover, the sector is increasingly reliant on casual employees 

to provide services, primarily to contain labour costs (Martin and King, 2008) and also to 

overcome staff shortage by drawing on (international) students as part-time workers (Cooke 

and Bartram, 2015). A consequence of these conditions is the erosion of carers’ commitment 

to and engagement with the facility and often with their profession itself. Carers who are 

dedicated to servicing a resident’s physical, emotional and social needs often garner intrinsic 

satisfaction from their work but can be adversely affected by increasing work intensity and 

poor working conditions (King et al., 2013). Several studies identified high staff turnover 

rates in the aged care sector (Sargeant et al., 2009; Martin and King, 2008).  

These challenges will undoubtedly intensify as demand for these services increases, 

particularly with respect to the recruitment and retention of care staff, necessitating strategies 

to manage the antecedents of nurse and care worker well-being more effectively. Personal 

resilience has been identified as an important factor in determining how care staff traverse the 

ever-present adversity in their work (Cameron and Brownie, 2010; Hodges et al., 2005; 

Tedeschi and Calhoun 2004; Tusale and Dyer, 2004); and could be used as a strategy for 

carers to cope with and even thrive in such conditions (Jackson et al., 2007). 
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Resilience, social climate and quality of care 

We propose that personal resilience will be positively associated with perceived quality of 

care and that this relationship will be moderated by employee’s perceptions of social climate 

of the aged care facility. Jackson et al. (2007) argues that resilience can enable an individual 

to positively respond to adversity, through the formation of positive and nurturing 

professional relationships, maintaining positivity and developing emotional insight. Rutter 

(1985, 608) suggests that ‘the promotion of resilience does not lie in avoidance of stress, but 

rather in encountering stress at a time and in a way that allows self-confidence and social 

competence to increase through mastery and appropriate responsibility’. Despite the 

perceived, practical benefits of resilience very few empirical studies examine the linkages 

between resilience, in-role performance and their impact on employee well-being (Wang et 

al., 2014; Cooke et al., 2016).  

We define employee resilience a set of skills and attributes that can be developed through 

organizational interventions (for example, Wang et al., 2014; Cooke et al., 2016). Following 

the work of Wang et al. (2014), employee resilience is comprised of nine dimensions: vision, 

determination, interactions at work, relationships, problem solving, self-organization, self-

confidence, flexibility, adaptability and proactivity. Initial research using this 

conceptualisation of resilience establishes a similar connection between employee resilience 

and in-role performance (Cooke et al., 2016). Much of the research on employee resilience 

has been shaped by positive psychology (Youssef and Luthans, 2007). Luthans (2002) argues 

that personal resilience, a dimension of Psychological Capital, is a determinant of worker 

performance. Studies have demonstrated that PsyCap influences employee attitudinal and 

behavioural outcomes, including employee performance (Avey et al., 2011; Luthans et al., 

2005; Luthans et al., 2010). Avey et al. (2011) propose that resilience can encourage 

employees to exert additional effort through greater perseverance to attain their goals and 

thereby increase performance output. Demonstrating effort is an important dimension of 

worker performance (Campbell et al., 1993). Workers with high levels of resilience will 

likely counter adversity with positivity and perseverance, thereby signifying effort in their 

work. 

However, despite these connections between resilience and performance, there is a paucity of 

research examining the relationship between personal resilience and quality of care provided 
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by clinicians, especially aged care workers. We argue that the personal resilience of nurses 

and carers will have a positive impact on the quality of care provided in aged care facilities. 

Quality of care comprises both technical (application of professional knowledge and skills) 

and interpersonal (relationships between patients and healthcare professionals and the 

contextual aspects of care) aspects (Donabedian, 1980; Leggat et al., 2010).  

Social context is acknowledged as an important foundation for the development of the 

behaviours and thought processes critical to fostering resilience (Lengnick-Hall et al., 2011). 

Social climate is defined as ‘the collective set of norms, values and beliefs that express 

employees’ views of how they interact with one another while carrying out tasks for the firm’ 

(Prieto & Santana, 2012, p. 193). Following Collins and Smith (2006), in this paper, we 

characterize and operationalize social climate by trust, cooperation and shared codes and 

language that exist among individuals in an organizational context. Developing resilient 

employees must be understood in the context of the broader social systems where the 

employee is situated (Coutu, 2002; Lengnick-Hall et al., 2011). Lengnick-Hall et al. (2011) 

contend that employee resilience is strengthened under conditions of psychological safety, 

social capital, diffuse power and accountability and broad resource networks, which 

encourage strong interpersonal networks which foster rapid and flexible responses to change. 

Supportive climates engender positive employee attitudes (Rogg et al., 2001) and enhance 

employee performance (Eisenberger et al., 1990). Employee resilience is strengthened when 

the climate is supportive, as employees will be encouraged to learn and grow by accepting 

challenges without fear of retribution for failures and are likely to recover after adversity or 

setbacks (Luthans et al., 2008). Tusaue and Fredrickson (2004) argue that social support is an 

important factor in fostering resilience and a study by Healy and McKay (2000) found that 

resilience was promoted amongst nursing graduates as a result of exposure to challenging 

clinical situations in an environment of collegial support. Therefore, Lengnick-Hall et al. 

(2011) argue that a climate which promotes shared trust, mutual dependence and 

organizational citizenship behaviours can augment the positive outcomes of employee 

resilience.  

We argue that a social climate of trust and cooperation between care workers, clinicians, 

managers and supervisors will strengthen the relationship between resilience and quality of 

care. A strong network of support, information exchange and camaraderie will act to 

strengthen the effect of personal resilience and quality of care, especially in a context of the 

adversity prevalent in the aged care sector. Therefore, we posit that: 
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Hypothesis 1: Social climate will moderate the direct relationship between resilience 

and the quality of client care. 

 

Resilience, social climate and well-being  

Employee well-being is a multi-dimensional construct, comprising psychological, physical 

health and social elements (c.f., Kooij et al., 2013; Grant et al., 2007). Wallace et al. (2009, 

1716) argue that ‘growing evidence points to important negative consequences of physician 

ill health to health-care systems by affecting recruitment and retention of physicians, 

workplace productivity and efficiency and quality of patient care and patient safety’. Choi et 

al (2011) and Rickard et al (2012) found that working in healthcare settings characterized by 

adversity resulted in poor mental and physical health outcomes, turnover and declining 

patient care.  

Empirical research shows that resilience is positively associated with well-being. For 

example, Britt et al. (2001) found that personal hardiness (resilience) enabled soldiers to elicit 

meaning in their work, which resulted in improved well-being. Ferns et al. (2005) report that 

a lack of personal and job resilience resulted in increased biopsychosocial strain amongst 

participants. Drawing on Conservation of Resources Theory (COR), Avey et al. (2010) argue 

that resilience (via psychological capital) represents a positive state that predicts employees’ 

positivity in relation to their well-being. According to COR Theory (Hobfoll, 2002, 312), 

individuals ‘seek to obtain, retain and protect resources and that stress occurs when resources 

are threatened with loss or are lost or when individuals fail to gain resources after substantial 

investment’. Work-related resources, such as resilience, are an important means to achieve 

goals and success and are critical to influencing worker’s primary resources such as well-

being (Westman et al., 2005). Furthermore, as argued earlier, a strong social climate will 

intensify the impact of resilience. Therefore, we contend that: 

Hypothesis 2: Social climate will moderate the direct relationship between resilience 

and well-being. 

 

Quality of patient care, resilience, social climate and well-being 

Given that clinicians and care workers may be drawn to this work by altruistic motives, we 

argue that positive perceptions of quality of care they provide may lead to higher evaluations 
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of work-related well-being. For many, altruistic motives attract them to a career in nursing 

and sustains their commitment to caring. Lane (1987) posits that this sense of ‘vocation’ or 

‘calling’ augments the care provided to patients. The desire to care for others is an essential 

ingredient to enhancing the quality of care provided (Raatikainen 1997). 

Building on positive psychology (Seligman 2002), we argue that providing a high quality of 

care to residents in aged care facilities heightens the positive affect of the carer. In other 

words, by ‘doing good’, they ‘feel good’ (Glomb et al. 2011). By savouring positive 

experiences through techniques such as sharing positive experiences with others, self-

congratulation and building memories of positive events, an individual’s positive affect is 

enhanced (Smith, Harrison, Kurtz and Bryant 2014; Bryant and Veroff 2007; Bryant, Smart 

and King 2005). By corollary, a carer’s perceptions of the quality of care they provide is 

inextricably linked to perceptions of their personal well-being. If a carer perceives delivering 

a high quality of care to clients, it will in turn have a positive impact on perceptions of their 

personal well-being. Despite these findings, there is limited examination of the link between 

perceptions of quality of patient care and work-related well-being among aged care workers. 

As in Hypothesis 1, we argue that social climate will moderate the indirect relationship 

between resilience and well-being, through its influence on the relationship between 

resilience and quality of care.  

Therefore, we argue that: 

Hypothesis 3: Social climate will moderate the indirect relationship between resilience 

and well-being via its influence on the resilience - quality of care relationship. 

 

The Study 

Aim 

In this study, we hypothesise that the social climate of a workplace enhances the benefits of a 

resilient workforce, through the shared perceptions of an organization’s social environment, 

which in turn shapes employee’s interactions and behaviours. Understanding the complex 

interplay between an employee’s resilience, the quality of care provided, perceptions of social 

climate and employee well-being are critical in the aged care sector. To do this, we examine 

quality of patient care as both a mediating and outcome variable to better understand if ‘doing 

good’ (quality of care) leads to ‘feeling good’ (personal well-being). A clearer understanding 
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of these relationships will facilitate improved management of work demands and enhance the 

welfare of both carers and residents and improve the efficacy of human resource management 

(HRM) practices and other support mechanisms (See Figure 1 for the mediated moderation 

model).  

 

Design 

A cross sectional regression study design was used. 

Data  

To test these hypotheses, a survey of care workers employed at residential aged care facilities 

in Victoria, Australia was conducted. Data were collected between January - March 2017. A 

random sample of 20 residential aged care facilities were included in this study, all of which 

are owned by the same corporate entity. Of these 20 facilities, 14 were located in 

metropolitan Melbourne and six in regional areas of Victoria. With the assistance of the 

Facility Manager, a total of 745 questionnaires were randomly distributed to registered 

nurses, enrolled nurses and PCAs across these 20 residential facilities. The questionnaires and 

accompanying documentation were placed in staff’s mailboxes where possible, or were 

distributed to relevant staff during meetings. A sealed submission box was left in a staff 

common room at each Facility and was collected five weeks after the distribution of the 

survey. This questionnaire consisted of a series of questions about the carer’s perception of 

the quality of care they provide, their current well-being, perceptions of their levels of 

personal resilience and social climate in the organization. A range of demographic questions 

were included, such as: their age, gender, occupation, the average numbers of hours they 

work per week and whether their facility was located in a metropolitan area. A total of 209 

questionnaires were received, however missing data reduced the sample size to 194. This 

equates to a response rate of 26%. The characteristics of respondents are presented in Table 1 

below. 

A census of the Commonwealth funded aged care workforce, sponsored by the Federal 

Department of Health and Ageing, was conducted in 2012 (King et al., 2012). The results of 

this study provide the most accurate description of the characteristics of aged care workers in 

Australia. The study reports that the residential aged care facilities are dominated by female 

carers (with males comprising 10% of the direct care workforce). The median age of 

residential care workers was 48 years and 35% of the carers were born overseas. About 72% 
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of aged care workers were employed on a permanent, part-time basis. Compared with the 

characteristics of our sample, this suggests that our sample approximates the characteristics 

of the broader population of aged care workforce in Australia. 

Measures 

Each multi-item variable was constructed by taking the mean of its component items. All 

items are listed in the Appendix.  

Outcome Variable 

Work-related well-being. Employees responded to seven statements related to their personal 

feelings of workplace-related well-being (Demerouti and Bakker, 2008). A sample item is: 

‘There are days when I feel tired before I arrive at work’ (reverse-coded), alpha = .81. 

Outcome variable / Mediator 

Employee perception of the quality of patient care s/he provides. Employees were asked to 

evaluate the quality of care they offered their patients in relation to ten issues (Bartram et al., 

2012). Sample items are: ‘Your ability to make residents comfortable and reassure them’; 

‘Amount of peace and quiet you provide to residents’ (1 = poor, 2 = fair, 3 = good, 4 = very 

good, 5 = excellent), alpha = .92. 

Predictor Variable 

Employee resilience. Employees responded to eight statements related to their personal 

ambition and determination (Wang et al., 2014). Sample items are: ‘I know what I want to 

achieve during my lifetime’; ‘ I have a strong determination to achieve certain things in my 

lifetime’ (1 = strongly disagree, 2 = disagree, 3 = neither agree nor disagree, 4 = agree, 5 = 

strongly agree), alpha = .93.  

Moderator  

Social climate. Employees responded to eight statements related to the social climate in their 

care facility (Prieto and Santana, 2012). Sample items are: ‘Employees have confidence in 

other employees’ intentions and behavior’; ‘ Employees are skilled at collaborating with each 

other to diagnose and solve problems’ (1 = strongly disagree, 2 = disagree, 3 = neither agree 

nor disagree, 4 = agree, 5 = strongly agree), alpha = .93. 

Control Variables 

Our analysis also included several control variables to improve generalizability and to reduce 
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the chance that unmeasured variables could explain the results. Control variables were drawn 

from extant literature and comprised employee age (continuous: 19 to 68 years), occupational 

group (1 = registered nurse, 0 = otherwise), part-time worker (1 = yes, 0 = no) and care 

facility location (1 = metropolitan area, 0 = otherwise). 

Ethical considerations 

The study was approved by both the University Human Research Ethics Committee and the 

aged care organization. 

Validity and reliability of the study 

Principal components analysis with varimax rotation was employed to conduct an exploratory 

factor analysis of all the items drawn from the four multi-item variables (quality of patient 

care, organization climate, resilience and well-being). The items loaded on the four 

associated separate factors. We moved on to assess the discriminant validity of these 

measures. We used AMOS (Arbuckle, 1997) to conduct a confirmatory factor analysis of a 

four-factor model with latent variables representing well-being, quality of care, resilience and 

organization climate. This generated χ2 = 893.96 (df = 489), p < .01. Indices showed a good 

fit to the data (CFI = .91; IFI = .91; RMSEA = .06). CFI and IFI values that are closer to 1 

reflect better-fitting models (Byrne, 2001) and values of .08 or less for RMSEA indicate good 

fit (Dilalla, 2000). In addition, we compared the four-factor model against a three-factor 

model (with a single latent variable representing quality of patient care and resilience). The 

single factor model generated χ2 = 1708.90 (df = 492), p < .01 (CFI = .71; IFI = .72; RMSEA 

= .11). Thus, the four factor model fit the data significantly better than the three-factor model: 

Δχ2

Data Analysis 

 (df = 3) = 814.94, p < .01. The means, standard deviations and correlations for all 

variables included in the regression analyses are shown in Table 2.  

We used regression techniques and bias-corrected bootstrapping with PROCESS macros for 

SPSSX (Hayes, 2013; Preacher et al., 2007). We constructed an interaction term (resilience X 

organization climate) to capture the moderating influence of climate on resilience and 

investigated its influence on quality of care and well-being. PROCESS automatically centres 

the variables used to construct the interaction term. The inclusion of multiplicative terms in 

regression analyses might raise concerns about multicollinearity, but the variance inflation 

factors (VIF) associated with the predictor and moderator variables were low, none reaching 

1.8. These results indicate very low levels of multicollinearity (Hair et al., 1998). 
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Results 

Hypothesis 1 - organization climate will moderate the direct relationship between resilience 

and quality of care - was tested by using quality of care as an outcome variable and 

regressing it on the interaction (alongside controls and main effects). Using quality of care as 

an outcome variable, the regression results are reported in Table 3, model 3(a). The 

interaction coefficient was significant (b = .21, p < .05). To better understand the interaction 

result, using Dawson (http://www.jeremydawson.com/slopes.htm), we calculated profile plots 

(see Figure 2). Higher levels of resilience generated greater quality of care in contexts of 

supportive organisation climate (b = .67, p < .01) and also, but to a significantly less extent, 

in contexts of poor organisation climate (b = .44, p = 01). Hypothesis 1 was supported. 

We moved on to investigate Hypothesis 2 - organization climate will moderate the indirect 

relationship between resilience and well-being via its influence on the resilience - quality of 

care relationship - by using moderated-mediation regression with well-being as an outcome 

variable and quality of care as a mediator. Well-being was regressed on the interaction 

(alongside controls, main effects and mediator). The results are reported in Table 3, model 

3(b). With regard to Hypothesis 2, the interaction coefficient was significant (b = .18, p < 

.05). Using Dawson (http://www.jeremydawson.com/slopes.htm), we calculated profile plots 

(see Figure 3). PROCESS results indicated a significant indirect effect of the interaction: 

index of moderated mediation = .43, p < .05, 95% CI [0.0015-0.1057]. PROCESS results also 

showed that higher levels of resilience generated greater quality of care in contexts of 

supportive organization climate (b = .11, p < .05, 95% CI [0.0241-0.2684]) and also, but to a 

lesser extent, in contexts of poor organization climate (b = .05, p < .05, 95% CI [0.0050  

0.1346]. Hypothesis 2 was supported.   

With regard to Hypothesis 3, the coefficient on the mediator (quality of care) was significant 

(b = .21, p < .05). PROCESS results indicated a significant indirect effect of the interaction: 

index of moderated mediation = .43, p < .05, 95% CI [0.0015-0.1057]. They also showed 

that, via indirect effects, higher levels of resilience generated greater well-being in contexts 

of good organization climate (b = .11, p < .05, 95% CI [0.0241-0.2684]) and also, but to a 

lesser extent, in contexts of poor organization climate (b = .05, p < .05, 95% CI [0.0050  

0.1346]. Hypothesis 3 was supported. 

 

Discussion 
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The results answer our research questions. The findings are important in relation to quality of 

care. They show that quality of care is important as an outcome variable: in a supportive 

climate, high personal resilience positively influences quality of care. It is also important as a 

mediating variable: it provides a conduit through which high personal resilience fosters well-

being, especially in a supportive climate. The results are also important in relation to personal 

well-being. They indicate that, in a supportive climate, high personal resilience also 

positively influences personal well-being directly. The results show that ‘doing good’ 

(increase in quality of care) leads to "feeling good" (increase in personal well-being).  

 

Knowledge contributions 

The study contributes to our understanding of the antecedents of quality patient care and carer 

well-being in several ways. First, the findings highlight an important link between employee 

resilience and the quality of patient care delivered by carers. To date, our understanding of 

the factors that contribute to the quality of care provision in healthcare settings has focused 

on the technical aspects of care delivery, with relatively little attention given to the socio-

emotional factors which might improve diagnostic and therapeutic processes (Eaton, 2000). 

Second, the study highlights the moderating effects of supportive social climates 

environments, particularly for resilient carers. Our study suggests that a high social climate in 

the organization coupled with quality of care produces high levels of personal resilience and 

well-being. Whilst the antecedents and consequences of personal resilience of employees is 

gaining momentum, the conceptualization and empirical validation of employee resilience is 

still in its infancy, particularly in the aged care context. Thus, the examination of carer 

resilience in the context of aged care informs a theoretical and practical problem.  

This study contributes to extending our knowledge about the effective management of carers 

in the aged care sector. Few studies have examined this cohort of healthcare workers, who 

face a unique set of workplace demands which distinguish them from mainstream healthcare 

service workers.   

Practical implications 

The findings of this study have practical implications for aged care managers and the 

development of a resilient workforce. Our findings suggest that supporting carers to reflect on 

the quality of patient care they provide will have a positive influence on carer’s well-being.  

Resilient carers working in a supportive environment where trust and collaboration are 
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important to providing better care to residents and report higher levels of well-being (Prieto 

and Santana, 2012; Wang et al., 2014). This finding is significant in light of the current 

narrative of acute levels of stress, burnout and high rates of turnover in the sector. Improving 

resilience amongst carers through systematic HRM practices (e.g., training and development, 

high quality work, appropriate rostering and supportive leadership) and investing in a 

supportive social climate may be an important lever to address high burnout and turnover 

rates (Cooke and Bartram, 2015; Cooke et al., 2016; Lengnick-Hall et al., 2011). Initiatives 

may be informal, such as initiating a dialogue between managers and front-line caring staff 

about their perceptions of the care they provide, through to more formalised interventions, 

including self-rated performance and personal reflection and action plans. Drawing on the 

notion of savouring espoused by Bryant and Veroff (2007), initiatives which promote the 

sharing of positive experiences with others; the building of memories to allow for reflection 

on positive events; and self-congratulation may serve to increase the positive affect achieved 

through the delivery of high-quality patient care.  

 

Limitations and future research directions 

Our study contains several conceptual and methodological limitations. First, the data were 

collected from a single source, raising concerns about common method variance. However, 

this is a rich data-set that has investigated well-being from a novel perspective and 

encourages future research regarding carer resilience for future research. Whilst common 

method variance was shown not to be an issue of concern in this study, any subsequent 

research should consider collecting multi-source data including measures of quality of patient 

care from residents and supervisors and objective measures of resilience and well-being. 

Second, the aged care facilities included in this study are owned by a common corporate 

entity. Therefore, the sample size and scope of this study did not enable to exploration of the 

consequences of carer resilience across multiple aged care providers. Moreover, a larger 

sample size may uncover gender differences amongst carers and may identify different 

patterns of results across facilities of different sizes and in different locations. Third, we only 

considered one level of analysis in this study – care workers in aged care facilities. It does not 

consider the interplay between workers, supervisory relationships and organizational level 

processes. Fourth, the study is cross sectional and the data were collected at one point in time. 

Future studies could apply longitudinal designs to further explore the changing nature of 

these relationships. 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



17 
 

This article is protected by copyright. All rights reserved 

 

 

Acknowledgements 

We acknowledge the care workers who took their time to complete the survey. 

Funding 

This research received no specific grant from any funding agency in the public, commercial, 

or not‐for‐profit sectors. 

Conflict of interest 

No conflict of interest has been declared by the authors. 

Author contributions 

All authors meet at least one of the following criteria (recommended by the 

ICMJE:http://www.icmje.org/ethical_1author.html) and have agreed on the final version: 

1. substantial contributions to conception and design, acquisition of data, or analysis and 

interpretation of data;  

2. drafting the article or revising it critically for important intellectual content. 

 

References 

Aged and Community Services Australia. (2015). Aged care workforce in Australia: Position 

Paper. Retrieved from 

https://opus.lib.uts.edu.au/bitstream/10453/36457/1/The%20Aged%20Care%20Workforce%

20in%20Australia%20FINAL.pdf 

Almedom, A.M. (2005). Resilience, hardiness, sense of coherence and posttraumatic growth 

all paths leading to light at the end of the tunnel. Journal of Loss and Trauma, 10(3), 253-

265. 

Arbuckle, J.L. (1997). Amos users' guide: Version 3.6. Chicago, Small Waters Corporation. 

Avey, J.B., Reichard, R.J., Luthans, F and Mhatre, K.H. (2011) Meta-analysis of the impact 

of positive psychological capital on employee attitudes, behaviours and performance. Human 

Resource Development Quarterly, 22(2), 127-152. 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t

http://www.icmje.org/ethical_1author.html�


18 
 

This article is protected by copyright. All rights reserved 

Avey, J.B., Luthans, F., Smith, R.M. and Palmer, N.F. (2010). Impact of positive 

psychological capital on employee well-being over time. Journal of Occupational Health 

Psychology, 15(1), 17-28. 

Bartram, T., Casimir, G., Djurkovic, N., Leggat, S.G. and Stanton, P. (2012). Do Perceived 

High Performance Work Systems Influence the Relationship between Emotional Labour, 

Burnout and Intention to Leave? A Study of Australian Nurses. Journal of Advanced 

Nursing, 68(7), 1567-1578.  

Britt, T.W., Adler, A.B. and Bartone, P. T. (2001). Deriving benefits from stressful events: 

The role of engagement in meaningful work and hardiness. Journal of Occupational Health 

Psychology, 6(1), 53–63.  

Bryant, F.B., C.M. Smart and S.P. King (2005) Using the past to enhance the present: 

Boosting happiness through positive reminiscence. Journal of Happiness Studies, 6, 227-260.  

Bryant, F. and J. Veroff (2007) Savoring: A new model of positive experience. New Jersey: 

Lawrence Erlbaum Associates Publishers.  

Byrne, B.M. (2001). Structural equation modeling with AMOS. Mahwah, N.J., Erlbaum. 

Cameron, F. and Brownie, S. (2010). Enhancing resilience in registered aged care nurses. 

Australasian Journal on Ageing, 29(2), 66-71.  

Campbell, J.P., McCloy, R.A., Oppler, S.H. and Sager, C.E. (1993). A theory of 

performance. In C.W. Schmitt and W.C.A. Borman (Eds.), Personnel Selection in 

Organizations (pp.35-70). San Francisco: Jossey Bass. 

Castle N.G. (2006). Mental health outcomes and physical restraint use in nursing home. 

Administration and Policy in Mental Health and Mental Health Services Research, 33(6), 

696–704. 

Castle N.G., Engberg J. anderson R., Men, A. (2007). Job Satisfaction of Nurse Aides in 

Nursing Homes: Intent to Leave and Turnover. The Gerontologist, 47(2), 193-204. 

Cheng, C., Bartram, T., Karimi, L and Leggat, S.G. (2013) The role of team climate in the 

management of emotional labour: implications for nurse retention. Journal of Advanced 

Nursing, 69(12), 2812-2825. 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



19 
 

This article is protected by copyright. All rights reserved 

Choi, S. P., Pang, S. M., Cheung, K. and Wong, T. K. (2011). Stabilizing and destabilizing 

forces in the nursing work environment: a qualitative study on turnover intention. 

International Journal of Nursing Studies, 48(10), 1290–1301.  

Cooke, F.L., Cooper, B., Bartram, T., Wang, J and Mei, H. (2016). Mapping the relationship 

between high performance work systems, employee resilience and engagement: a study of the 

banking industry in China. International Journal of Human Resource Management, DOI: 

10.1080/09585192.2015.1137618. 

Cooke, F. L. and Bartram, T. (2015). Guest Editors’ Introduction: Human Resource 

Management in Health Care and Elderly Care: Current Challenges and Toward a Research 

Agenda. Human Resource Management, 54(5), 711–735. 

Coutu, P. (2002). How Resilience Works. Harvard Business Review, 80(5), 46–50. 

Dawson, J. (2013). Interpreting interaction effects. Retrieved from 

http://www.jeremydawson.com/slopes.htm  

Demerouti, E. and Bakker, A.B. (2008). The Oldenburg burnout inventory: a good alternative 

to measure burnout and engagement. In Halbesleben, J. (Ed.) Handbook of Stress and 

Burnout in health care. Hauppauge NY, Nova Science.  

Dilalla, LF. (2000). Structural Equation Modeling: Uses and Issues, San Diego: Academic 

Press. 

Donabedian, A. (1980) Explorations in quality assessment and monitoring. Volume I: the 

definition of quality and approaches to its assessment. Ann Arbor, Health Administration 

Press.  

Eaton, S.C. (2000) Beyond ‘unloving care’: linking human resource management and patient 

care quality in nursing homes. International Journal of Human Resource Management, 11(3), 

591-616. 

Eisenberger, R., Fasolo, P. and Davis-LaMastro, V. (1990). Perceived organizational support 

and employee diligence, commitment and innovation. Journal of Applied Psychology, 75(1), 

51-9. 

Ferris, P.A., Sinclair, C. and Kline, T.J. (2005). It takes two to tango: Personal and 

organizational resilience as predictors of strain and cardiovascular disease risk in a work 

sample. Journal of Occupational Health Psychology, 10(3), 225–238.  

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



20 
 

This article is protected by copyright. All rights reserved 

Firth-Cozens, J. (2001) Interventions to improve physicians’ well-being and patient care. 

Social Science and Medicine, 52(2), 215-22. 

Glomb, T.M., D.P. Bhave, A.G. Miler and M Wall (2011) Doing good, feeling good: 

examining the role of organizational citizenship behaviors in changing mood. Personnel 

Psychology, 64(1), 191-223. 

Grant, A. M., Christianson, M. K. and Price, R. H. (2007). Happiness, health, or 

relationships? Managerial practices and employee well-being tradeoffs. Academy of 

Management Perspectives, 21(3), 51-63. 

Hair, J.F. anderson, R.E., Tatham, R.L. and Black, W.C. (1998). Multivariate data analysis 

(5th ed.). Upper Saddle River, N.J., Prentice-Hall. 

Hayes, A.F. (2013). Introduction to mediation, moderation and conditional process analysis: 

A regression-based approach. New York: Guilford. 

Healy, C.M. and McKay, M.F. (2000). Nursing stress: The effects of coping strategies and 

job satisfaction in a sample of Australian nurses. Journal of Advanced Nursing, 31(4), 681–

688. 

Hobfoll, S.E. (2002) Social and psychological resources and adaptation. Review of General 

Psychology, 6(4), 307–324

Hodges, H.F. Keeley, A.C. and Grier, E.C. (2005). Professional resilience, practice longevity 

and Parse's theory for baccalaureate education. Journal of Nursing Education, 44(12), 548-

54. 

. 

Holland, P.J., Allen, B.C. and Cooper, B.K. (2013) Reducing burnout in Australian nurses: 

the role of employee direct voice and managerial responsiveness. International Journal of 

Human Resource Management, 24(16), 3146-3162. 

Howe, A.L., King, D.S., Ellis, J.M., Wells, Y.D., Wei, Z. and Teshuva, K.A. (2012). 

Stabilising the aged care workforce: an analysis of worker retention and intention. Australian 

Health Review, 36(1), 83-91.  

Jackson, D., Firtko, A. and Edenborough, M. (2007). Personal resilience as a strategy for 

surviving and thriving in the face of workplace adversity: a literature review. Journal of 

Advanced Nursing, 60(1), 1-9. 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



21 
 

This article is protected by copyright. All rights reserved 

Johnstone, M.J. (2007). Nurse recruitment and retention: Imperatives of imagining the future 

and taking a proactive stance. Contemporary Nurse, 24(2), iii -v. 

Kaine, S. (2012). Employee voice and regulation in the residential aged care sector. Human 

Resource Management Journal, 22(3), 316-331. 

King, D., Wei, Z. and Howe, A. (2013) Work satisfaction and intention to leave among direct 

Care workers in community and residential aged care in Australia. Journal of Aging and 

Social Policy, 25(4), 301-319.  

King D., Mavromaras, K., Wei, Z., He, B., Healy, J., Macaitis, K., Miskos, M. and Smith, L. 

(2013). The Aged Care Workforce Final Report 2012. Canberra: Department of Health and 

Ageing. Retrieved from 

http://www.agedcarecrisis.com/images/pdf/The_Aged_Care_Workforce_Report.pdf 

Kooij, D.T.A.M., Guest, D.E., Clinton, M., Knight, T., Jansen, P.G.W. and Dikkers, J. S.E. 

(2013). How the impact of HR practices on employee well-being and performance changes 

with age. Human Resource Management Journal, 23(1), 18–35.  

Lane, J.A. (1987). The care of the human spirit. Journal of Professional Nursing, 3(6), 332-

337. 

Leggat, S.G., Bartram, T, Casimir, G and Stanton, P. (2010). Nurse perceptions of the quality 

of patient care: confirming the importance of empowerment and job satisfaction. Health Care 

Management Review, 35(4), 355-364. 

Lengnick-Hall, C. A., Beck T. E. and Lengnick-Hall, M. L. (2011). Developing a capacity for 

organizational resilience through strategic human resource management. Human Resource 

Management Review, 21(3), 243–255. 

Luthans, F. (2002). The need for and meaning of positive organizational behavior. Journal of 

Organizational Behavior, 23(6), 695-706. 

Luthans, F., Avey, J.B., Avolio, B.J. and Peterson, S.J. (2010). The development and 

resulting performance impact of positive psychological capital. Human Resource 

Development Quarterly, 21(1), 41-67. 

Luthans, F., Avolio, B. J., Walumbwa, F. O. and Li, W. (2005). The psychological capital of 

Chinese workers: Exploring the relationship with performance. Management and 

Organization Review, 1(2), 249-271. 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



22 
 

This article is protected by copyright. All rights reserved 

Luthans, F., Norman, S.M., Avolio, B.J. and Avey, J.B. (2008). The mediating role of 

psychological capital in the supportive organizational climate: employee performance 

relationship. Journal of Organizational Behaviour, 29(2), 219-238. 

Martin, B. and King, D. (2008) Who cares for older Australians: A picture of the residential 

and community based Aged Care workforce. Adelaide, National Institute of Labour Studies. 

Parse, R. (1998). The Human Becoming School of Thought: A Perspective for Nurses and 

other Health Professionals. Thousand Oaks, California, Sage. 

Polk, L.V. (1997). Toward a middle-range theory of resilience. Advances in Nursing Science, 

19(3), 1-13. 

Productivity Commission (2011). Caring for Older Australians: Final Inquiry Report. Report 

No. 53, Canberra, Australian Productivity Commission.  

Poghosyan, L., Clarke, S.P., Finlayson, M. and Aiken, L.H. (2010). Nurse burnout and 

quality of care: cross-national investigation in six countries. Research in Nursing and Health, 

33(4), 288-98. 

Preacher, K.J., Rucker, D.D. and Hayes, A.F. (2007). Assessing moderated mediation 

hypotheses: Theory, methods and prescriptions. Multivariate Behavioral Research, 42(1), 

185-227. 

Prieto, I.M. and Santana, M.P. (2012). Building ambidexterity: The role of human resource 

practices in the performance of firms from Spain. Human Resource Management, 51(2), 189–

212. 

Raatikainen, R. (1997) Nursing care as a calling. Journal of Advanced Nursing, 25(6), 1111-

1115. 

Reynolds, W., Scott, P.A. and Austin W. (2000). Nursing, empathy and perceptions of the 

moral. Journal of Advanced Nursing, 32(1), 235-242. 

Rickard, G., Lenthall, S., Dollard, M., Opie, T., Knight, S., Dunn, S., Walkerman, J., 

MacLeod, M., Seller, J. and Brewster-Webb, D. (2012). Organizational intervention to reduce 

occupational stress and turnover in hospital nurses in the Northern Territory, Australia. 

Collegian, 19(4), 211–221.  

Rogg, K.L., Schmidt, D.B., Shull, C. and Schmitt, N. (2001). Human resource practices, 

organizational climate and customer satisfaction. Journal of Management, 27(4), 430-449. 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



23 
 

This article is protected by copyright. All rights reserved 

Rutter M. (1985). Resilience in the face of adversity: protective factors and resistance to 

psychiatric disorder. British Journal of Psychiatry, 147(6), 598–611. 

Sargent, L., Harley, B. and Allen, B. (2006). Working in Aged Care Study. The University of 

Melbourne. Victorian Branch: Australian Nursing Federation.  

Sargeant, L., Harley, B., & Allen, B. (2010). Working in aged care: Unpublished preliminary 

findings from phase three of the Australian Nursing Federation (Victorian Branch). 

University of Melbourne, Australia. 

Seligman M.E.P. (2002) Positive psychology, positive prevention and positive therapy. In 

Snyder C.R. and S.J. Lopez (editors). The handbook of positive psychology (pp. 3-12). New 

York, NY: Oxford University Press. 

Smith, J.L., Harrison, P.R., Kurtz, J.L. and Bryant, F.B. (2014). Nurturing the capacity to 

savor: Interventions to enhance the enjoyment of positive experiences. In A.C. Parks and S. 

Schueller (Eds.), Handbook of positive psychological interventions (pp. 42-65). Oxford: 

Wiley-Blackwell. 

Tedeschi, R.G. and Calhoun, L.G. (2004) Post-traumatic growth: conceptual foundations and 

empirical evidence. Psychological Inquiry, 15(1), 1-18. 

Tugade M.M. and Fredrickson B.L. (2004). Resilient individuals use positive emotions to 

bounce back from negative emotional experiences. Journal of Personality and Social 

Psychology, 86(2)

Tusale, K. and Dyer, J. (2004). Resilience: An historical review of the construct. Holistic 

Nursing Practice, 18(1), 3–8. 

, 320–333.  

Wallace, J.E., Lemaire, J.B. and Ghali, W.A. (2009). Physician wellness: a missing quality 

indicator. The Lancet, 374(9702): 1714-1721. 

Wang, J., Cooke, F.L. and Huang, W. (2014). How resilient is the (future) workforce in 

China? A study of the banking sector and implications for human resource development. Asia 

Pacific Journal of Human Resources, 52(2): 132-154. 

Wells Y. and Ellis, J.M. (2010). Changes in the composition of the aged care workforce: Are 

they a good thing? Health Issues, 104, 20-25.  

Westman, M., Hobfoll, S. E., Chen, S., Davidson, O. B. and Laski, S. (2005). Organizational 

stress through the lens of Conservation of Resources (COR) theory. In P. L. Perrewe and D. 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



24 
 

This article is protected by copyright. All rights reserved 

C. Ganster (Eds.), Research in occupational stress and well-being (Vol. 4, pp. 167–220). 

Amsterdam: JAI Press. 

Yang, F-H. and Chang, C-C. (2008). Emotional labour, job satisfaction and organizational 

commitment amongst clinical nurses: a questionnaire survey. International Journal of 

Nursing Studies, 45(6), 879-887. 

Yau, S.Y., Xiao, X.Y., Lee, L.Y.K, Tsang, A.Y.K., Wong, S.L., Wong, K.F. (2012). Job 

stress among nurses in China. Applied Nursing Research, 25(1), 60-64. 

Youssef, C.M. and Luthans, F. (2007). Positive organizational behaviour in the workplace: 

The impact of hope, optimism and resilience. Journal of Management, 33(5), 774-800.  

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

Table 1: Sample Characteristics 

  

Occupational Group  

Registered Nurse 20.4% 

Enrolled Nurse 12.2% 

Personal Care Worker 67.3% 

Work Fraction  

Full-time 17.3% 

Part Time 82.7% 

Gender  

Female 97% 

Male 3% 

Age  

Less than 30 years 5.5% 

30 to 39 years 17.5% 

40 to 49 years 20.0% 

50-59 years 33.0% 

60-69 years 21.0% 

More than 70 years 3.0% 

Average age 50.26 years 

Country of Birth  

Australia 46% 

Other 54% 

English is primary language 59.4% 

Average length of tenure at Facility 5.9 years 

Average hours worked per week 30.17 hours 

 

 

Table 2:  Descriptives and correlations of model variables 
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   Mean SD 1 2 3 4 5 6 7 

_______________________________________________________________________ 

 

1. Age   46.97 11.94  ---- 

2. Occupation    0.33   0.47  .15*  ---- 

3. Part-time    0.83   0.38  .02 -.09  ---- 

4. Metropolitan   0.64   0.48 -.13*  .14* -.11  ---- 

5. Resilience    4.26   0.61 -.15* -.01 -.08 -.02  ---- 

6. Org climate    3.64   0.68 -.08 -.03 -.05  .25**  .44**  ----  

7. Quality of care   4.31   0.55 -.21**  .02 -.09 -.01  .43**  .27**  ---- 

8. Wellbeing    3.72   0.72 -.05 -.03 -.01  .17*  .25**` .34** .27** 

______________________________________________________________________ 

 

N=194 

 

 

Table 3:  Regression Results 

 

           3(a)         3(b) 

         

     Quality of care      Well-being 

______________________________________________________ 

           b    b 

     (SE)  (SE) 

______________________________________________________ 

Constant     0.38**  5.57** 

     (0.76)  1.19 

Controls 

Age     -0.01   0.01 

     (0.00)  (0.00) 

Occupational status   -0.04   0.02 

     (0.04)  (0.06) 
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Part-time    -0.09   0.08) 

     (0.09)  (0.13) 

Metropolitan hospital   -0.04   0.07 

     (0.08)  (0.11) 

Predictor  

Resilience    -0.36** -0.05** 

     (0.18)  (0.25)  

Moderator 

Organization climate   -0.76** -0.79** 

     (0.22)  (0.32) 

Mediator 

Quality of care     ----   0.20* 

      ----  (0.10) 

Interaction 

Resilience X      0.21*   0.18* 

  organization climate   (0.06)  (0.10) 

        

______________________________________________________ 

R-square   

______________________________________________________ 

* p < .05, ** p < .01 

 

N = 194 
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Figure 1: The moderated mediation model 
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Figure 2:  The relationship between employee resilience and quality of care, under varying conditions of social climate 
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