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Abstract 

Background  The Community Wise (CW) intervention applies a community-based approach to improve the physical 
fitness, self-management ability, loneliness, social cohesion, and well-being of older adults living in neighbourhoods 
characterized by lower socioeconomic status (SES).

Methods  Participants (N = 108) were recruited using several strategies, including door-to-door visits and community 
key peers. The study was based on a pre-test/post-test design. Outcomes were assessed through mixed methods 
using questionnaires, performance tests, semi-structured interviews, and focus-group sessions.

Results  Results showed significant improvements on aerobic endurance and shoulder flexibility, but no significant 
improvements on self-management ability, social cohesion, loneliness, or well-being. Qualitative data analysis did 
indicate that participants experienced improvements on social connectedness with members of the group, as well as 
on self-management ability.

Conclusion  The results of the intervention seem to depend on programme fidelity and method of assessment. 
Adapting the intervention and including more older adults with poor health status could lead to better outcomes in 
the future. This results of this study should be interpreted in light of the complexity and methodological challenges of 
conducting a community-based health-promotion intervention for this target group.

Trail registration  Retrospective registration.

Keywords  Community-based, health-promotion interventions, Positive health, low socioeconomic status, Older 
adults, Mixed methods
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Introduction
Many older adults with low socioeconomic status (SES) 
are confronted with personal and health problems, while 
also being forced to live in neighbourhoods characterized 
by low SES. These neighbourhoods, in which a relatively 
high number of residents have low SES, also tend to have 
fewer resources (e.g., shops or facilities), less social par-
ticipation, and less exchange of informal care [1]. Resi-
dents of lower-SES neighbourhoods have a shorter life 
expectancy than do their counterparts in higher-SES 
neighbourhoods, even after taking individual SES into 
account [2, 3]. These results demonstrate the strong 
effect that a neighbourhood has on health status.

Neighbourhoods can also facilitate the health and well-
being of their residents (e.g., through the presence of 
community buildings that facilitate social participation) 
[4]. Several studies have demonstrated the importance of 
social support and social contacts in neighbourhoods as 
buffers for the disadvantages associated with lower SES, 
as well as for improving well-being [5, 6]. Because older 
adults are currently expected to live independently and 
self-manage their health for as long as possible, social 
contacts and social support in neighbourhoods could 
be beneficial in stimulating well-being within this tar-
get group. For this reason, health-promotion interven-
tions focusing on improving self-management ability and 
well-being in older adults might generate better results 
by embracing the community and its potential for social 
support.

Community can be defined in several ways [7, 8], 
including in terms of geographic area (e.g., neighbour-
hoods, cities, or villages) or in terms of social groups 
that share a common culture, identity, values, or sense 
of belonging (e.g., church groups or exercise groups) [7, 
9]. In this study, we refer to a community according to a 
combination of two definitions: 1) as a geographic area 
(e.g., a street or small village) and 2) as a group of indi-
viduals who participate together in activities and share 
the same interests.

Interventions using a community-based approach 
focused on changing individual behaviours in the com-
munity, as well as on modifying community resources to 
improve the health of residents [7, 10]. As observed by 
McLeroy and colleagues [9], three types of community-
based approaches can be distinguished: (1) using com-
munities for recruitment, with the intervention focusing 
primarily on individuals; (2) aiming the intervention at 
behavioural change through social-ecological processes 
within the community (e.g., through family, neighbours, 
or local sports clubs); (3) aiming the intervention at 
changing the social and/or physical environment (e.g., 
the availability of resources for healthy eating in the 
neighbourhood) [7, 9].

As highlighted by review studies, community-based 
interventions for adults have yielded inconclusive 
results concerning their effects on health outcomes, 
largely because of differences in the designs and 
populations addressed in the various studies [7, 11]. 
Nevertheless, Brand and colleagues [7] report that 
community-based interventions were successful in 
improving healthy eating and physical activity amongst 
older adults, while reducing fall-risk factors and 
enhancing physical abilities within this target group 
[12]. Community-based approaches have yielded more 
positive effects when interventions are executed in 
groups or when self-monitoring elements and motiva-
tional prompts are added. Moreover, these approaches 
apparently offer a successful strategy for reaching older 
adults with low SES [13].

Each of the community-based health-promoting 
interventions designed for older adults mentioned 
above focuses exclusively on a single aspect of health 
(e.g., physical activity or mental health) [12, 13]. In 
current understandings, however, health is often 
regarded as entailing more than a purely physical 
state. For example, Huber and colleagues define health 
as ‘the ability to adapt and self-manage in the face of 
physical, mental and social challenges’ [14]. To focus 
on the overall health of individuals, new community-
based interventions for adults with low SES should 
target the combination of physical, psychological, and 
social health factors [15], as well as on self-manage-
ment ability [14].

To our knowledge, no existing health-promoting inter-
ventions have targeted these components of health in a 
single community-based approach for older adults with 
low SES. We therefore developed a new intervention—
‘Community Wise’ (CW): a social-ecological commu-
nity-based health-promoting intervention executed 
in low-SES neighbourhoods in the northern and east-
ern regions of the Netherlands. The intervention was 
intended to improve the physical fitness, self-manage-
ment ability, social health, and well-being of older people 
living in low-SES neighbourhoods.

The main objective of this study is to evaluate the 
changes in physical fitness, self-management ability, 
social health, well-being, and perceptions of CW partici-
pants, based on a mixed-methods approach. First, we use 
quantitative measures (i.e., performance tests and ques-
tionnaires) to assess whether improvements occurred in 
physical fitness, self-management ability, social health, 
and well-being, following a pre-test/post-test experimen-
tal design. Second, we draw on qualitative measures (i.e., 
semi-structured interviews and focus-group sessions) to 
explore the experiences of participants with regard to the 
intervention and the resulting improvements.
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Method
Design and recruitment
The current study was part of a larger project, which 
was based on a pre-test/post-test experimental design 
with two follow-up assessments. The pre-test consisted 
of one baseline assessment (T0), an assessment directly 
after the intervention finished (T1), and two follow-up 
assessments: one after 6 months (T2) and the other after 
12 months (T3). In the current study, we investigate our 
research question using a combination of both quanti-
tative and qualitative research methods and measures 
(performance tests, questionnaires, semi-structured 
interviews, and focus-group sessions).

Community Wise was developed as a community-
based intervention. Participants in the same community 
or neighbourhood were allocated to the same inter-
vention group. The target group for the intervention 
consisted of adults living in low-SES communities or 
neighbourhoods. We initially focused on adults 40 years 
of age or older. This was because, in the Netherlands 
groups with lower SES start developing chronic condi-
tions around the age of 40 years, as compared to 49 years 
for those with higher SES [16]. Because of the commu-
nity-based approach, however, we did not exclude any 
community residents who were willing to participate.

Several strategies were used to recruit participants for 
this study. The first consisted of door-to-door visits. This 
was done in collaboration with municipalities, social care 
organizations, and a cooperative building association 
that identified communities with a relatively high num-
ber of older residents with low SES and in which, at that 
time, no health interventions were offered. We received 
addresses of inhabitants who were 40  years of age and 
older within these communities. One week before the 
door-to-door visits, information letters were distributed 
in the post boxes of residents, containing information 
about the upcoming visits, along with contact informa-
tion, should they not wish to be visited.

Residents were interviewed according to the ‘commu-
nity scan’, which consisted of a semi-structured question-
naire aimed at obtaining a better understanding of the 
experiences of residents with their neighbourhoods. It 
was developed in collaboration with local stakeholders 
(e.g., social workers or members of the neighbourhood 
activity committee). The interviews were conducted by 
trained research assistants and social care (and other) 
professionals working in the communities. All residents 
of the community were invited to participate in a health 
check consisting of a physical fitness test and short con-
versation with one of the researchers, research assistants 
or trainers concerning the intervention. During this con-
versation, the purpose of and programme for the inter-
vention sessions were discussed briefly.

The health check served two purposes. First, it pro-
vided a tool for reaching residents and motivating them 
to participate in the intervention by providing them 
with information about the intervention. Second it gen-
erated a baseline measurement of the physical fitness of 
participants. The health check was organized for resi-
dents in a local community building. During the health 
check, residents participated in a performance test, 
received information about the CW intervention, and 
had the opportunity to enrol in the intervention. Resi-
dents who were not at home at time of the door-to-door 
visits were visited again on a different day. If they were 
not at home during the second visit, they received writ-
ten information on whom to contact if they would like 
to be visited. The second recruitment strategy involved 
key peers living in the neighbourhood, along with local 
professionals from home care organizations, social care 
organizations, and sports organizations. The third strat-
egy consisted of a notice containing information about 
the CW intervention distributed through social media 
and local newspapers. The fourth strategy consisted of 
‘hallway conversations’, in which the residents of hall-
ways in residential facilities were invited to participate in 
a group discussion concerning the liveability of the resi-
dential facility. After this hallway conversation, residents 
were invited to participate in the health check and CW 
intervention.

We performed a power calculation based on the results 
of the DELFGOUD intervention study (a study of the 
Groningen Active Ageing Strategy) [17]. The small-
est effect size was observed for leg strength (0.21). We 
therefore performed a power calculation on this outcome 
measure, with the expectation that the other outcome 
measures would reach statistical significance with the 
same sample size. The results (power = 0.8; p-value = 0.05; 
effect size f for repeated measures = 0.21) indicated that 
a total sample of 154 participants. Assuming that about 
one fourth of the participants would drop out of the 
study, we aimed to recruit 200 participants.

The Community Wise (CW) intervention
The CW intervention was based on the theory of Self-
Management of Well-being (SMW) [18, 19]. According 
to this theory, six self-management abilities are impor-
tant to gaining and maintaining social and physical well-
being. The CW intervention comprises a programme of 
education and exercise, with some exercises from the 
SMW group intervention [20, 21] and some from the 
Groningen Active Ageing Strategy (GAAS) programme 
[22]. More importantly, new exercises were added, which 
were specifically designed for older adults with low SES. 
For example, we avoided abstract tasks (prioritizing or 
clustering) or discussions about abstract subjects, and we 
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included physical exercises suited to the physical abilities 
of older adults. In addition, the reading and writing exer-
cises of the SMW group intervention were replaced with 
active group exercises or group discussions.

As a community-based group intervention, CW also 
aimed to improve social cohesion within the group. The 
intervention was developed in a team that included the 
developers of the SMW intervention and the GAAS pro-
gramme, as well as SMW-certified teachers who also 
worked with the target group. The SMW group interven-
tion [in Dutch: GRIP&GLANS groepscursus] was found 
to have significant effects in improving self-management 
ability and well-being, while reducing loneliness [20, 21, 
23]. The Groningen Active Ageing Strategy (GAAS) [in 
Dutch: Sociaal Vitaal], which is based on the programme 
of the Groningen Active Living Model, significantly 
improved the physical and social vitality of older adults 
with lower SES through physical exercises and group 
activities [22, 24, 25].

The CW intervention consisted of 12 weekly sessions, 
each lasting 90 min. All sessions followed the same struc-
ture, starting with a warm-up, followed by one or more 
exercises aimed at improving various aspects of health, 
and then drinking coffee or tea with the group and dis-
cussing the highlights of the session. Nine of the inter-
vention sessions focused on the combined improvement 
of physical fitness, self-management ability, social health, 
and well-being. These sessions included educational 
exercises, group discussions, and physical activities. The 
other three sessions were ‘movement classes’, with a focus 
on physical activities suited to the needs and wishes of 
the participants. One of the trainers for these sessions 
was professionally trained to develop sport exercises spe-
cifically for older adults. The physical capacities of the 
participants were taken into account, based on the results 
of the physical-fitness test. The exercise programme was 
aimed at enhancing the participants’ muscle strength, 
endurance, and coordination. For example, low-impact 
exercises (e.g., chair yoga) were applied in intervention 
groups consisting primarily of vulnerable older adults. 
Other groups participated in higher-impact exercises, 
such as a circuit of multiple physical exercises for older 
adults. The assessments were conducted during the first 
and last sessions of the intervention. The final session 
consisted of a short wrap-up activity and a joint closing, 
followed by the post-assessment (Details about the pro-
gramme of the intervention sessions have been described 
in Dutch [26]).

All CW sessions were guided by two out of a pool of 
eight qualified trainers, all of whom had experience work-
ing with the target group. At least one of the two trainers 
in each session had been officially trained and certified 
by the SMW Programme as a SMW group-intervention 

instructor. Some were also sports trainers for older 
adults. Prior to the start of the intervention, all eight 
trainers received the CW manual containing instructions 
about the purpose and execution of the sessions, as well 
as a brief training about the CW intervention programme 
(given by one of the researchers).

Assessments
The baseline assessment was conducted at the end of the 
first intervention session. During the break, participants 
were invited to complete two questionnaires and asked to 
participate in performance tests. During the final session, 
participants were asked to complete the same two ques-
tionnaires that had been used during the first session and 
to participate in the performance tests. Each participant 
was also invited to evaluate the intervention in an indi-
vidual semi-structured interview and one focus-group 
session.

Quantitative data collection
The quantitative data collection was performed by the 
first author (FP) and a pool of research assistants who 
had received a brief training course on the physical-
fitness test and information about the questionnaires 
before the start of the data collection.

Physical fitness
Health-related fitness was measured according to five 
validated, standardized, performance-based tests. Reli-
ability and validity indicators for the fitness test applied 
in this study ranged between 0.79 and 0.97. [27]. Aero-
bic endurance was assessed according to the Two-Minute 
Step Test [27]. During this test, the participant is asked 
to march in place while raising the knees as many times 
as possible for two minutes. Leg strength was assessed 
according to the 30-s Sit-to-Stand test [27]. In this test, 
the number of times the participant completed a sitting-
to-standing movement without using them arms during a 
period of 30 s. Dynamic balance was assessed according 
to the timed ‘Up-and-Go’ test [28], which measures the 
time that a participant needs to rise from a chair, walk to 
a cone, and return to the seat. The best score out of two 
trials was recorded. Grip strength was measured by hav-
ing the participant squeeze a dynamometer three times 
with one hand. The best score out of three was docu-
mented. Shoulder flexibility was measured by having 
a participant place one hand on the shoulder and reach 
around behind the back with the other hand, while trying 
to touch the fingers of both hands together. If a partici-
pant could not touch both hands together, the distance 
between the hands (in centimetres) was documented.
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Self‑management ability
Self-management ability was measured according to 
the 30-item Self-Management Ability Scale (SMAS-30), 
which consists of 30 items and six sub-scales [29]. Each 
sub-scale refers to one of the six self-management abili-
ties, as elaborated by SMW theory [19]. The sub-scales 
are scored on five-point or six-point Likert scales and 
transformed into a 100-point Likert scale. Total scores 
ranged from 0 to 100, with higher scores indicating 
greater self-management ability. The internal consistency 
of the overall scale was 0.86 at T0, and 0.87 at T1.

Loneliness
Loneliness was measured according to the six-item Lone-
liness Scale (i.e., the short version) [30]. Each question 
had five response options: ‘yes!’, ‘yes’, ‘more or less’, ‘no’, 
and ‘no!’. As suggested by the authors, the scores were 
dichotomized, such that the total score ranged from 0 
(not lonely) to 6 (extremely lonely) [30]. The internal con-
sistency of this scale was 0.83 at T0 and 0.59 at T1.

Social cohesion
Social cohesion in the neighbourhood was assessed 
according to the eight-item instrument developed by 
Fone and colleagues [31]. Each question had a five-
point response scale ranging from ‘strongly disagree’ to 
‘strongly agree’. The internal consistency of this instru-
ment in the current study was 0.82 at T0 and 0.80 at T1.

Secondary outcome

Well‑being
Well-being was assessed according to the short version 
of the Social Production Function Index Level (SPF-IL) 
scale [32]. This scale consists of 15 items, with five sub-
scales: comfort, stimulation, affection, behavioural con-
firmation, and status. Each sub-scale contains three items 
and a total score. All sub-scales are scored on a four-point 
Likert scale ranging from ‘never’ to ‘always’. The internal 
consistency of the scale was 0.74 at T0 and 0.79 at T1.

Demographic characteristics
We asked participants to indicate their age, gender, mari-
tal status, country of origin, education level, and financial 
situation in a short questionnaire.

Quantitative analytical strategy
The data were analysed using IBM SPSS Statistics for 
Windows, version 26. We executed an independent-
sample t-test and Chi-squared test to compare the par-
ticipants who dropped out to those who completed the 
intervention. To examine possible differences in the 
outcome variables of physical fitness, self-management 

ability, social health, and well-being at T0 and T1, we per-
formed a paired-sample t-test, with significance defined 
at a value of p < 0.05.

Qualitative data collection
Individual semi‑structured interviews
During the final (12th) session of the intervention, par-
ticipants were invited to be interviewed about their 
experiences with the intervention and their perceptions 
of improvement in terms of physical fitness, self-man-
agement ability, social health, and well-being. The topic 
guide for the interview was semi-structured and devel-
oped in collaboration with the research team. Questions 
in the interview addressed a variety of topics, including 
whether participants felt that their physical fitness had 
improved and how they had experienced the group exer-
cises. The individual interviews were conducted either by 
one of the researchers or by a trained research assistant.

Focus‑group sessions and individual interviews
During the final session of the intervention, one of the 
researchers also held a focus-group session with all par-
ticipants in the intervention group. A total of 10 focus-
group sessions were held. The topics addressed in these 
discussions differed from those addressed in the indi-
vidual interviews. More specifically, the focus of the 
interviews was on individual experiences with the inter-
vention, while the focus-group sessions concentrated on 
group interactions. For example, during the interview, we 
discussed the improvements that participants perceived 
in terms of physical fitness or mental health. During the 
focus-group discussions, we often focused on the feel-
ing of social connection between group members. There 
were no additional inclusion criteria for participation. 
All participants were invited for the group discussion, 
and they were if they would be willing to participate in 
a one-to-one conversation for the interview. The focus-
group sessions were intended to stimulate a discussion 
between participants, which could result in a broader 
understanding of the experiences and perceptions of the 
participants. The topic guide for the focus-group sessions 
was semi-structured and developed in collaboration with 
the research team. Examples of questions included how 
the group had experienced the intervention programme 
and the connection that they felt with other participants 
in the group. The sessions were conducted by the first 
author (FP), who has been trained to guide focus-group 
sessions.

Qualitative analytical strategy
Throughout the entire analysis, we took measures to 
enhance the reliability of our results [33]. Both the 
interviews and focus-group sessions were transcribed 
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verbatim, except for the names and residences of the par-
ticipants which were substituted with functional codes to 
ensure the participants’ confidentiality. The transcripts 
were analysed according to the standards of thematic 
analysis. This analytic method was selected because it 
focuses on collective shared meanings and experiences, 
instead of on unique experiences with a single item [34].

We coded the data in ATLAS.ti version 9 using a com-
bined inductive and deductive approach in the codebook. 
This approach is well-suited to this study, given its clear 
and applied focus [35]. After becoming familiar with the 
data, we developed and defined codes, which were refined 
as data analysis progressed. The deductive codes followed 
our research aim, and inductive codes were developed 
throughout the analyses to ensure a rich description 
of the data. The codebook included codes on physical 
health, social health, self-management ability, well-being, 
and the continuity of the group. Coding was carried out 
systematically by three research assistants and the first 
author (FP). To reach consensus about the meaning of 
the codes, differences in coding were discussed in several 
meetings with all research assistants and the first author 
(FP) [36]. After coding all text fragments, codes with the 
same meaning were merged and codes were clustered 
into themes. To enhance the transparency of the analyti-
cal process, the codes were documented in the codebook, 
along with all changes to the codes throughout the pro-
cess and the relationship between codes and themes [37, 
38]. The themes capture important aspects in the data 
in relation to the research question. They were clustered 
according to similarities and overlaps in the codes [35]. 
The themes, were used to identify and describe shared 
meanings and experiences of the participants.

Results
Quantitative results
Overview of participants
The CONSORT flowchart (Fig.  1) depicts the flow of 
participants through the study. Of the total 1,117 indi-
viduals approached in the recruitment process, 142 took 
a physical fitness test (recruitment rate of 12.7%). Of 
these participants, 34 participants chose not to start the 
intervention (due to lack of interest). The mean age of 
the participants who did not start the intervention was 
74  years (SD = 16.5), and most (n = 23) were female. In 
all, 108 participants started the intervention and partici-
pated in at least one session. After having followed one or 
more sessions, 39 participants dropped out. We refer to 
this group as ‘non-completers’. Reasons for dropping out 
included illness, lack of motivation because the interven-
tion did not meet the participants’ preferences, mobil-
ity problems, personal problems, and an argument that 

occurred within the group. For the analysis of differences 
in the outcome variables from T0 to T1, we included only 
the data on participants who followed at least eight ses-
sions (n = 69), as this ensured that they had been exposed 
to activities aimed at all intended elements (physical fit-
ness, self-management ability, social health, and well-
being) at least once. We refer to this group as ‘completers’. 
The characteristics of completers and non-completers 
are presented in Tables  1 and 2. Significant differences 
between completers and non-completers at T0 were 
identified for country of origin, education level, income, 
and age (see Tables 1 and 2).

T0–T1 differences in physical fitness, self‑management 
ability, social health, and well‑being
The results indicate that the aerobic endurance and 
shoulder flexibility of the participants improved signifi-
cantly between from T0 and T1. No significant improve-
ments were found for other aspects of physical health 
(see Table  3). The self-management ability (and specific 
multifunctionality of resources) of completers decreased 
significantly between T0 and T1. No significant differ-
ences in social health (loneliness and social cohesion) 
or well-being were observed between T0 and T1 (see 
Table 3).

Qualitative results of interviews and focus‑group sessions
Participants’ experiences of the CW intervention and 
their perceptions of improvement.

In this section, we describe the results according to 
the following deductive themes: physical health, social 
health, self-management ability, well-being, and the con-
tinuity of the group. Quotations are provided to illustrate 
the themes. The characteristics of the intervention par-
ticipants who also participated in the interviews (inter-
viewees) and focus-group sessions are described in 
Table 4.

Participants’ perceptions of changes in physical fitness due 
to Community Wise
All of the participants interviewed were positive about 
the CW movement exercises and reported having 
found these exercises enjoyable. Almost all interviewees 
described having been physically healthy before the start 
of the intervention. These participants had been par-
ticipating in multiple physical activities (e.g., swimming, 
cycling, walking, fitness, dancing) before starting CW. 
For this reason, they did not perceive that the movement 
exercises had improved their physical health. In addition, 
multiple interviewees stated that the exercises were not 
intensive or frequent enough to improve their physical 
fitness.
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Fig. 1  CONSORT Flowchart for participants
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I didn’t notice anything different about my own 
body. I didn’t find it intensive either, but that could 
also be because I do quite a lot of sports and exercise 
myself. (Interviewee 6, female)

These interviewees also explained that physical differences 
between individuals in the group influenced the intensity of 
the ‘movement classes’. Some interviewees would have liked 
for the exercises to have been more intensive.

During the focus-group sessions, participants were 
given time to reflect on their perceptions concerning the 
effects of the intervention on their physical fitness. In 
general, they talked about the positive effect of the physi-
cal exercises on the connection between group members, 

which they described as having improved—especially 
when a game element was involved.

When you exercise together or play games together, 
you get to know each other in a playful way. (Focus-
group session 9)

Similar to the interviewees, most focus-group partici-
pants identified the movement classes and exercises as 
the most enjoyable parts of the intervention. Participants 
with more physical vulnerabilities also mentioned the 
group discussions as important and enjoyable. Some par-
ticipants experienced the combination of physical exer-
cises and group discussions in one session as difficult. 

Table 1  Demographic characteristics of non-completers and completers

% percentage, n sub-sample size
*  p < 0.05 significant

Non-completers 
(T0) (n = 39)

Completers (T0) 
(n = 69)

Difference between completers 
and non-completers (Chi-
squared)

% n % n p-value

Gender .483

  Female 84.6 33 75.4 52

  Male 15.4 6 24.6 17

Marital status .548

  Married 10.3 2 37.7 26

  Divorced 2.6 1 10.1 7

  Widowed 15.4 6 36.2 25

  Unmarried 5.1 2 2.9 2

  Cohabiting 0 0 1.4 1

  Missing 66.7 26 11.6 8

Income .027*

  I can easily make ends meet 12.8 5 53.6 37

  I can exactly make ends meet 20.5 8 31.9 22

  I have difficulty making ends meet, and I sometimes do not make 
payments on time

2.6 1 0 0

  Missing 64.1 25 14.5 10

Education .030*

  Less than six years of primary school 2.6 1 4.3 3

  Six years of primary school 0 0 4.3 3

  More than primary school, without completing further education 5.1 2 8.7 6

  Trade school 10.3 4 15.9 11

  Secondary vocational education 7.7 3 29 20

  Higher general or pre-university education 0 0 8.7 6

  University/Higher education 0 0 8.7 6

  Other 7.7 3 4.3 3

  Missing 66.7 26 15.9 11

Country of origin .029*

  Netherlands 23.1 9 85.5 59

  Other 7.7 3 4.4 3

  Missing 69.2 27 10.1 7
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They would have preferred to have had only physical 
exercises or only group discussions.

Participants’ perceptions of changes in social health (social 
contact with group members and outside the intervention 
group) due to Community Wise
During both the interviews and the focus-group ses-
sions, the conversation focused specifically on social 
aspects of the intervention. The social aspect was also 
mentioned as one of the main reasons for continu-
ing with the intervention programme, specifically for 
interviewees who reported being physically healthy. 
According to some interviewees, the intervention 
also contributed to building and maintaining mean-
ingful relationships outside the intervention group, 
as participation had improved their social skills and 
encouraged them to become more interested in the 
feelings and thoughts of their loved ones. They also 
felt encouraged to contact people they had not seen for 
a while:

I noticed it in how I deal with other people. Yeah, 
before the intervention, I was always introverted. 
That’s no longer the case. I notice that I am much 
more outwardly focused. (Interviewee 2, male)

During the focus-group sessions, most participants 
mentioned that CW had helped them to build new and 
meaningful relationships with members of the interven-
tion group by sharing interests and talking about their 
personal lives. Participants who had experienced feel-
ings of loneliness before the intervention explained that 
belonging to a new group and having new social con-
tacts had reduced their loneliness.

I had locked myself up for some time and had very 
few social contacts. This group is so enriching; the 
people here are great. (Focus-group session 5)

Participants nevertheless differed in their need for 
social contacts. One main reason was that participants 
who were living with a partner felt less need for social 
contacts. In addition, some focus-group participants 
indicated that they simply did not feel the need for much 
social contact with other people.

There are always people who don’t like being in a 
group. I’m not really a person who likes to be in a 
group. (Focus-group session 5)

Social connection with members of the intervention group
There was a considerable amount of overlap between the 
results concerning social contacts and social connection 
between group members, as participants often men-
tioned social connection as part of their social contacts 
within the group. Almost all interviewees stated that the 
social connection between group members had grown as 
the intervention progressed.

I feel really bonded with everyone. At one point. they 
asked about friendship. Well, I say that these are my 
friends. (Interviewee 3, female)

Not all interviewees felt strong connections with all 
group members. Some noted that some group mem-
bers did not listen to each other, and that this had dis-
turbed the atmosphere within the group. In some groups, 
interviewees mentioned that some participants always 
took the lead in the conversations and that other group 
members felt that they could not interfere. As explained 

Table 2  Results on outcome variables for non-completers and completers

T0 baseline measurement, M mean, SD standard deviation, n sub-sample size
*  p < 0.05 significant

Non-completers (T0) (n = 39) Completers (T0) (n = 69) Difference between 
completers and non-
completers (t-test)

M SD n M SD n p-value

Age 67 16.1 39 75 10 68 .029*

Leg strength 12.7 4.75 34 13.4 5.94 62 .459

Aerobic endurance 65.6 36.3 30 72 38.4 60 .385

Shoulder flexibility -4.4 16.1 35 -9.1 16.6 62 .452

Dynamic balance 8.0 4.0 30 8.3 5.0 62 .985

Grip strength 25.6 9.1 36 27.1 8.7 66 .592

Self-management ability 57.0 17.8 10 62.3 11.9 56 .077

Well-being 25.6 6.5 6 26.5 5.2 44 .150

Loneliness .83 1.7 12 .46 .93 56 .316

Social cohesion 27.0 6.6 11 27.5 4.9 57 .656
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by one interviewee, differences between group members 
(in this case, in terms of education level) made it difficult 
to share interests or passions with the group. In some 
groups, interviewees felt more connection with group 
members who had similar interests.

I can’t actually share the activities that I enjoy 
myself with the others [group members]. Their inter-
ests are different. (Interviewee 8, male)

During the focus-group sessions, almost all partici-
pants were positive about other group members and the 
atmosphere within the group. The exercises that stimu-
lated sharing personal situations facilitated the social 

connection within the group. The guidance provided by 
the trainers (e.g., ensuring a sense of safety to share per-
sonal stories, humour, and listening to other group mem-
bers) contributed to a positive atmosphere within the 
group.

Yes, that had grown immensely, that connection. I 
can see that from how people bring certain things 
up... someone mentions something and then some-
one reacts to it later or makes a certain joke about it. 
(Focus-group session 2)

During one focus-group session, however, some par-
ticipants did not feel safe sharing their personal stories 

Table 3  Paired-sample t-test results of the pre-test/post-test intervention measurement on outcome variables

T0 baseline measurement, T1 post-intervention measurement, M mean, SD standard deviation, n sub-sample size, t calculated difference represented in units of 
standard error, df degrees of freedom
*  p < 0.05 significant

Outcome variables M SD n t df p-value

Physical Health
  Aerobic endurance T0 77.01 38.54 46 -2.319 45 .025*

T1 88.93 33.92 46

  Leg strength T0 13.64 5.71 53 .069 52 .945

T1 13.60 4.94 53

  Dynamic balance T0 7.55 4.76 50 .301 49 .765

T1 7.43 3.65 50

  Grip strength T0 27.20 8.74 56 .671 55 .505

T1 26.68 7.90 56

  Shoulder flexibility T0 -8.23 16.40 51 -2.105 50 .040*

T1 -1.65 15.99 51

Self-management ability T0 63.46 12.07 41 2.427 40 .020*

T1 61.37 10.55 41

Self-efficacy beliefs T0 73.60 12.69 50 .368 49 .714

T1 74.12 9.95

A positive frame of mind T0 66.45 13.36 48 -.335 47 .724

T1 66.97 11.92

Taking the initiative T0 56.46 14.67 50 -1.529 49 .133

T1 56.48 13.61

Investment behaviour T0 66.66 14.55 48 .706 47 .484

T1 65.54 13.69

Multifunctionality of resources T0 53.34 16.50 44 9.195 43  < .001*

T1 37.54 15.43

Variety of resources T0 59.56 16.91 48 .557 47 .580

T1 58.54 14.63

Well-being T0 26.14 8.19 27 -1.490 26 .148

T1 27.48 6.53 27

Social health
  Social cohesion T0 28.25 4.23 43 1.050 42 .300

T1 27.69 4.61 43

  Loneliness T0 .56 1.04 39 .784 38 .438

T1 .41 .88 39
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during the focus-group session. One participant indi-
cated that she did not feel safe sharing her personal expe-
riences in the group, and this had also affected the feeling 
of connection withing the group.

Social support from members of the intervention group
Social support is defined as emotional or practical 
help experienced from others [39]. Some interview-
ees did experience emotional support from other group 
members during the intervention sessions. Interview-
ees described experiences with support as listening to 
one another, showing empathy, and giving advice. No 

interviewees provided any indication that practical help 
had been a form of support within the intervention 
group.

There was certainly a listening ear; we also gave each 
other a lot of advice. And what you also do is coming 
back to each other. That you say, ‘Last time, you had 
this problem. How are you doing now?’ (Interviewee 
11, female)

Some interviewees indicated that they had not expe-
rienced any increase in social support. These interview-
ees noted that they already had sources of social support 

Table 4  Demographic characteristics of interviewees and focus-group participants

SD standard deviation, N sample size, % = percentage
* M = mean

Interviewees (N = 11) Focus-group participants 
(N = 63)

M SD M SD

Age (years) 73 5 76 9

% N % N
Gender
  Female 72.2 8 74.6 47

  Male 27.3 3 25.4 16

Marital status
  Married 45.5 5 39.7 25

  Divorced 18.2 2 9.5 6

  Widowed 27.3 3 41.3 26

  Unmarried 0 0 3.2 2

  Cohabiting 0 0 1.6 1

  Missing 9.1 1 4.8 3

Income
  I can easily make ends meet 72.7 8 57.1 36

  I can exactly make ends meet 27.3 3 31.7 20

  I have difficulty making ends meet, and I sometimes do not make payments 
on time

0 0 0 0

  Missing 0 0 11.1 7

Education
  Less than six years of primary school 0 0 1.6 1

  Six years of primary school 0 0 4.8 3

  More than primary school, without completing further education 0 0 9.5 6

  Trade school 9.1 1 19 12

  Secondary vocational education 45.5 5 31.7 20

  Higher general or pre-university education 18.2 2 9.5 6

  University/Higher education 27.3 3 6.3 4

  Other 0 0 4.8 3

  Missing 0 0 12.7 8

Country of origin
  Netherlands 23.1 9 92.1 58

  Other 7.7 3 4.7 3

  Missing 69.2 27 3.2 2
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outside of the intervention group and that they had no 
need for additional support. As they explained, they did 
not always feel an urge to share their personal stories/
problems during the intervention sessions:

I do have a lot of people around me with whom I can 
talk and express myself. And then I might not have 
much need for something like that (the intervention). 
(Interviewee 5, female)

During the focus-group sessions, the social support 
between group members was also discussed. The results 
were similar to those of the interviews. Only one focus-
group participant reported not having experienced 
receiving social support from the group.

Participants’ perceptions of changes of in self‑management 
ability due to Community Wise
During the intervention sessions, the phrase ‘control over 
one’s life’ was used to explain to participants the ability 
to self-manage aspects of their life/health in plain words. 
In the interviews, participants were asked whether they 
perceived having more control over their lives after the 
intervention, as well as whether they perceived being 
more resilient. Some participants described ‘control over 
one’s life’ as the ability to say ‘no’ more often:

Yes, certainly [more control]. I’ve also become a bit 
less shy about saying ‘no’ and not always giving in. 
I no longer feel guilty when saying ‘no’. It just feels 
good. (Interviewee 8, male)

Some interviewees did not understand the question 
about resilience and talked about ‘control over one’s life’ 
and resilience as similar terms. Others apparently under-
stood resilience in physical terms, describing it as the 
ability to exercise for a long period of time. It is therefore 
not clear whether participants understood the definition 
of resilience within context of the intervention.

I’ve participated in sports for more than 40 years 
in my life, so, yes, I have resilience. (Interviewee 2, 
male)

Although participants did not specifically mention the 
term ‘self-management ability’, analysis of both the inter-
views and focus-group sessions revealed several self-
management abilities of the participants, based on SBW 
theory [18]. The most frequently mentioned was taking 
initiative. More specifically, interviewees reported that 
the intervention had positively affected their tendency 
to take initiative in their personal lives and to engage in 
new activities or new social relationships, which they had 
avoided before the start of the intervention. Some inter-
viewees also started to volunteer in the community after 
the intervention, which they had previously not dared to 

do. They noted that support from group members and 
trainers had helped them to take these steps. Interview-
ees also described having more self-confidence and try-
ing to have a positive mindset more often. These aspects 
are part of the self-management abilities self-efficacy and 
positive frame of mind.

At first, I found it difficult to find any positive 
aspects of myself. Later, when I could think of more 
positive qualities, I realized, ‘I am good as I am’. 
(Interviewee 10, female)

Not all participants improved or talked about their 
self-management ability. One common feature shared 
by these participants was that they had other means of 
maintaining their self-management ability (e.g., through 
existing social networks). During the focus-group ses-
sions, participants were asked whether they perceived 
having more resilience and control over their lives. These 
issues nevertheless received less attention in the focus-
group sessions than they did in the interviews. During 
one focus-group session, participants reported having 
become more aware about how to self-manage their lives. 
Other focus-group participants noted that they had 
learned how to create a positive mindset.

Participants’ perceptions on changes in well‑being due 
to Community Wise
As mentioned in the title of the SMW group interven-
tion, the word ‘glow’ (in Dutch, glans) can be used to rep-
resent well-being in life, while the word ‘grip’ can refer 
to the ability to self-manage one’s own well-being. As a 
part of the CW intervention, participants were taught to 
think about their current situation with regard to the five 
dimensions of well-being, as specified in SMW theory, by 
using a ‘well-being plate’. Derived from five basic human 
physical and social needs, the dimensions of well-being 
include the need for comfort and stimulation (physical 
needs), as well as for affection, behavioural confirmation, 
and status (social needs) [20]. The following question was 
specifically included in the interview: ‘Do you think that 
the intervention has helped you give more glow to your 
life?’ Participants gave a variety of answers, which were 
similar to their responses concerning resilience and hav-
ing control over one’s life. Some participants had diffi-
culty answering the question.

Well, more glow in life…I think it’s such a vague 
term. I don’t really know. (Interviewee 6, female)

Participants also varied widely in terms of who did and 
did not enjoy working with the well-being plate. Many of 
those who did not like to work with it mentioned a spe-
cific preference for the physical exercises of the interven-
tion. According to these participants, working with the 
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well-being plate was more suitable for vulnerable older 
adults.

There are a lot of these kind of courses that have 
the same subject. For a lot of people, that would be 
ideal. I don’t need it. (Interviewee 8, male)

Interviewees who enjoyed working with the well-being 
plate spoke primarily about improving social contacts 
and learning how to cope with negative emotions. They 
also reported having become more aware about their 
personal situations.

During the focus-group sessions, answers also varied 
widely between intervention groups. Groups with more 
physically vulnerable older adults enjoyed working with 
the well-being plate more, as compared to groups of par-
ticipants with fewer physical vulnerabilities.

Continuation of the group after the end of Community Wise
In both the interviews and focus-group sessions, par-
ticipants were asked if they would like to continue with 
the group after completing the intervention. In addition, 
during the 11th intervention session, trainers asked par-
ticipants to think about the continuation of the group. 
Although interviewees often expressed interest in contin-
uing the group, the types of activities remained unclear, 
and many possible activities were suggested. The inter-
viewees specifically highlighted the importance of group 
continuation to maintaining social connection between 
group members.

The continuity of the group was discussed in greater 
depth during the focus-group sessions. In these sessions, 
most participants expressed a desire to stay in contact 
with the group. At the same time, however, they noted 
that group activities should be less frequent than once a 
week, so that they could also engage in other social (or 
other) activities. The desired type of group activity also 
depended on the physical fitness of the group members. 
Those who were less healthy physically showed more 
interest in activities that involved talking or playing 
games.

Get together once a month, and then play a game 
and exercise, or discuss things once in a while. 
(Interviewee 5, female)

Despite expressing interest in continuing the group, 
participants found it difficult to make concrete plans. All 
participants stated that a group leader (professional or 
member of the group) would be needed if the group were 
to be continued. None of the participants wanted to do 
this, however, as it would require too much work. Partici-
pants with previous experience or skills in group leader-
ship mentioned that the group leader should be someone 

younger, given the energy and time needed to organize 
the group activities.

We need someone younger with motivation and 
vitality, someone who can think outside the box. 
(Focus-group session 1)

Discussion
The main objective of this study was to assess pre-test/
post-test differences in physical fitness, self-manage-
ment ability, social health, and well-being. A second-
ary objective was to evaluate participants’ perceptions 
of their improvement and experiences with CW, as 
well as their interest in continuing the group. Although 
the use of mixed methods gave us a broad understand-
ing of the effects of the intervention, the results of this 
study are inconclusive. Analysis of the quantitative data 
revealed that participants experienced only limited phys-
ical improvements, and no improvements were found for 
self-management ability, social health, or well-being. In 
contrast, the qualitative data analysis indicated that par-
ticipants experienced improvements in their social health 
and self-management ability. In this section, we discuss 
the results for each outcome variable.

Physical fitness
The quantitative and qualitative data revealed contradic-
tory results. Although the performance tests did reveal 
some improvements, the interviewees and focus-group 
participants did not perceive any improvement in their 
physical fitness. The results of the performance tests 
showed significant improvements in the aerobic endur-
ance and shoulder flexibility of completers. Given that 
aerobic endurance is known to decline in older adults 
over time [40], improvements in the aerobic endurance 
of participants after following the intervention suggests 
that the participants did experience some improve-
ment in physical fitness. At the same time, however, the 
improvements reflected in the performance tests might 
have been due to measurement errors. More specifi-
cally, the performance tests were administered by mul-
tiple research assistants. Although all research assistants 
received instructions, some might not have measured all 
tests accurately, thus possibly leading to inaccuracies.

According to the qualitative analyses, the interview-
ees did not experience any improvement in their physi-
cal fitness. The difference in results might be explained 
by the representativeness of the interviewees and their 
level of physical health before the intervention. These 
participants volunteered to be interviewed, and all had 
engaged in many physical activities before starting the 
intervention. Their experiences might thus have differed 
from those of the participants who were not interviewed. 
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Given that aerobic fitness decreases in older adults over 
time (as mentioned before), maintaining the same level of 
fitness could also indicate that decline was prevented. In 
addition, within some intervention groups, some partici-
pants were more physically vulnerable than others were. 
Because the trainers needed to take into account the 
physical level of all participants in the group, the exer-
cises were not intensive enough for those with a higher 
physical level. All things considered, the physical health 
of the CW participants was thus either maintained or 
slightly improved. For future CW intervention groups, it 
could be advisable to divide the group according to physi-
cal level during the movement classes, in order to meet 
the needs and wishes of all participants.

Self‑management ability and well‑being
The quantitative and qualitative data also revealed con-
tradictory results on self-management ability. Accord-
ing to the analysis of the qualitative data, participants 
perceived that they had improved in terms of having 
more control over their lives and taking more initiative, 
in addition to having a more positive frame of mind and 
increased self-efficacy.

Surprisingly, analysis of the quantitative data revealed a 
significant decrease in self-management ability, and spe-
cifically with regard to multifunctionality of resources. 
The analysis revealed no differences in well-being. We 
are convinced that this decrease was not caused by the 
CW intervention, but by other factors. First, life events 
(e.g., changes in personal situations, such as the loss of 
a loved one) might have influenced the self-management 
ability of participants (e.g., having a positive frame of 
mind). Second, older adults with lower SES might have 
more trouble with tasks that require a higher level of lit-
eracy (e.g., completing questionnaires) [41]. We noticed 
that the last part of the questionnaire, which included the 
questions about self-management ability and well-being, 
was especially prone to missing data. Given that the data 
collection was conducted at the end of the intervention 
session, it is possible that some participants had already 
become tired from answering some questions and par-
ticipating in the performance test, and they therefore 
did not complete the last part of the questionnaire. We 
also noticed that some participants did not complete the 
questionnaire in a serious manner. In some groups, par-
ticipants were talking with each other and joking around 
during the data collection, thus indicating that these par-
ticipants were not completely focused on completing the 
questionnaires.

The qualitative data do indicate that participants 
showed some improvement in self-management abil-
ity. More specifically, participants reported taking more 
initiative, being more aware of having a positive frame of 

mind, and exhibiting more self-efficacy. In addition, some 
participants perceived having more control over their 
lives. It is possible, however, that the participants did not 
fully understand the questions related to self-manage-
ment ability. For example, some participants asked for 
clarification of the question during the interview, thus 
indicating that this question might have been too difficult 
for some participants. Analysis of the data revealed that 
focus-group participants had used different definitions or 
had not answered the question about self-management 
ability. In future CW intervention studies, we recom-
mend adding an explanation of the concepts used in the 
interview questions, in addition to evaluating the feasi-
bility of the interview questions for the target group in 
advance of the actual data collection.

Social health
Our results pointed to a marginal improvement in the 
social health of CW participants. While the quantita-
tive data analyses did not show any improvement in 
loneliness or social cohesion, the qualitative data analy-
ses indicated that some participants perceived some 
improvement in their social skills and social networks. 
The finding that the social health of completers (in terms 
of loneliness and social cohesion) showed no significant 
improvement might be explained by the relatively high 
level of social health that the participants had prior to the 
start of the intervention, thus resulting in a ‘ceiling effect’ 
[42]. According to the qualitative analysis, participants 
reported experiencing improvement in their social skills, 
as well as in both the quality and quantity of their social 
networks. Interviewees who said that they had not expe-
rienced any improvement in their social health explained 
that they already had social networks and that they did 
not feel the need to invest in new social relationships. 
This result might also reflect a ‘ceiling effect’ [42]. During 
the focus-group sessions, almost all participants seemed 
to agree that their social health had improved. This dif-
ference between the interviews and focus-group sessions 
might have be caused by social desirability bias, as par-
ticipants in the focus-group sessions might have found it 
difficult to tell the group that they had not experienced 
any improvement in their social health or that they felt 
no need to invest in new social relationships [43].

Practical implications of using a community‑based 
approach
This intervention study was conducted according to a 
community-based social-ecological approach. Using this 
approach, we were able to include 108 participants from 
a target group that is known for being difficult to reach: 
older adults with low SES [44]. This relatively low inclu-
sion rate is in line with multiple studies recruiting older 
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adults for health-promotion interventions using a com-
munity-based approach [7, 45]. The information that we 
provide in this study on the characteristics of completers 
and non-completers of the intervention (Table  1 and 2) 
could be used to adjust interventions in future studies to 
make them more suitable for those fitting the descrip-
tion of the non-completers in our study (e.g., non-com-
pleters were significantly younger than completers). An 
intervention programme held in the evening or during 
the weekend, with a focus on younger older adults, could 
potentially be more successful in reaching a larger target 
group.

The sustainability of the intervention was enhanced by 
its effect on the social networks of participants: eight of 
the nine intervention groups organized new sessions or 
activities as a group together after the end of the interven-
tion. These results are in line with those reported by Lev-
asseur and colleagues [4], who suggest that working with 
local peers can increase the impact of an intervention. 
The fact that our findings identified only minor physical 
improvements might have been due to the intensity and 
duration of the intervention, as suggested by Luten, Rei-
jneveld, Dijkstra, and de Winter [13]. Other studies using 
a community-based approach for both older adults and 
individuals with lower SES have reported that commu-
nity-based approaches have been associated with positive 
changes in terms of physical activity, dietary fat intake, 
weight loss, loneliness, and interest in life. One com-
mon feature of these studies is that they were based on 
interventions of high intensity or relatively long duration 
(e.g., 6 months or one year) [46–48]. Although the SMW 
group intervention was found to have positive effects on 
self-management ability, loneliness, and well-being after 
six weeks [21, 23], future community-based interventions 
might consider using interventions of greater intensity or 
longer duration in order to increase the effect on improv-
ing physical health.

Contribution to mixed‑method research
The use of mixed methods is known to support the devel-
opment and evaluation of intervention studies [49]. In 
this study, we used a combination of quantitative and 
qualitative research methods to evaluate the effects of 
the intervention. Although the combination of research 
methods yielded a broad understanding of the interven-
tion’s effects, the questionnaires used in this study might 
not have been the most suitable for our target group. 
In general, however, questionnaires remain useful for 
assessing pre-test/post-test differences, and possibly for 
comparing interventions that have been assessed with 
similar instruments. We therefore recommend pre-test-
ing the concepts measured in questionnaires for future 
research involving this target group. For example, the 

questionnaires could be discussed during focus-group 
sessions with older adults to gain more insight into what 
they need in order to be able to complete the instruments 
properly. Similarly, any questions to be used in inter-
views and focus-group sessions concerning abstract top-
ics should also be pre-tested with the target group. After 
pre-testing, we are convinced that mixed methods are of 
value for assessing the effects of intervention.

Strengths and limitations
This study has several strengths. First, the use of both 
quantitative and qualitative measurements yielded broad 
insight into the effects of the CW intervention. The com-
bination of research methods also enhanced understand-
ing of the advantages and disadvantages of using these 
methods with this target group. Second, the reliability 
the triangulation built into the research design (i.e., the 
combination of interviews and focus-group sessions) 
enhanced the reliability of our findings [33, 37]. Third, 
instead of focusing on a single component of health, the 
community-based approach allowed the CW interven-
tion to address multiple aspects, thereby providing a use-
ful first step towards promoting health within this target 
group, which is known for being difficult to reach.

Our study is also subject to several limitations. First, as 
a result of the community-based approach, we included 
some participants who already had higher levels of 
physical health, self-management ability, social health, 
and well-being. These participants did not show much 
improvement after following the intervention. As evi-
denced in the literature, individuals who are in most 
need of health interventions are unlikely to participate, 
and those who do participate usually have higher levels 
of health [50, 51]. For future CW interventions, we rec-
ommend recruiting more vulnerable participants by 
requesting assistance from local social workers and gen-
eral practitioners.

A second limitation of our study is that it is based on 
a pre-test/post-test design without a control group. It is 
therefore unclear whether the effects of the intervention 
should be attributed to the intervention alone or whether 
external factors were also at play. Although we initially 
intended to include a control group, the number of indi-
viduals willing to participate within each community was 
too small to divide them into an intervention and a con-
trol group.

A third limitation has to do with the programme fidel-
ity of the intervention used in the study, which might 
have caused the inconclusive effects of the interven-
tion. During interviews with the intervention trainers, 
we learned that some exercises had been adapted to the 
needs of participants. Moreover, some exercises had been 
postponed due to circumstances during the intervention 
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sessions. For example, when one participant needed extra 
attention and time to speak about a personal problem in 
the group, some trainers found it difficult to start another 
physical exercise and allowed more time to the group dis-
cussion. For future CW interventions, the programme 
should be further developed and evaluated with assis-
tance from the intervention trainers.

Conclusion
Community Wise is a community-based health-promo-
tion intervention focused on improving the physical fit-
ness, self-management ability, social health, and well-being 
of older adults living in communities characterized by 
lower socioeconomic status. The results of our study are 
inconclusive, and they suggest that the intervention had 
only minor positive results on the physical fitness of par-
ticipants. At the same time, however, the qualitative data 
indicated that participants perceived that the CW had had 
positive effects on various aspects of their self-manage-
ment ability, social health, and well-being. The interviews 
and focus-group sessions with participants thus appar-
ently generated broader insight into the effects of CW on 
concepts other than those assessed in the questionnaires. 
For future research, several aspects of the intervention 
should be improved, including programme fidelity, specific 
recruitment of older adults with poor health status, and 
the tools used to assess the effects of the intervention.

This study was the first step in evaluating the CW 
intervention. The results should be interpreted in light 
of the complexity of developing and executing a com-
munity-based health-promotion intervention for this 
target group. We hope that this manuscript will serve 
as a stepping stone in working towards the development 
of successful community-based interventions aimed at 
improving the physical fitness, self-management ability, 
social health, and well-being of older adults with low SES.
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