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Abstract

Aims: To evaluate the effectiveness of a multi-dimensional community-based health

promotion and risk prevention programme, named Salutogenic Healthy Ageing Pro-

gramme Embracement (SHAPE) for senior-only households in Singapore.

Background: In view of ageing population and its significant impacts on economy,

societal structure and policy-making, healthy ageing emerges as an important con-

cept in maintaining health through the engagement of health-promoting behaviour

and risk prevention actions in older people.

Design: A stratified randomized control trial with process evaluation is proposed.

Methodology: The salutogenic model, which focuses on positive well-being and

optimizing health outcomes, provides an underpinning theoretical framework for this

study. SHAPE is a 12-week intervention programme comprising of both weekly

group-based activity sessions and home visits. One hundred and fifty-four eligible

participants will be stratified and randomly allocated to either the SHAPE interven-

tion or the control group. Both outcome and process evaluation will be conducted.

Outcome measures include sense of coherence, quality of life, health-promoting

behaviours, self-efficacy and other health-related outcomes. These data will be col-

lected at four time points: baseline, 3 months, 6 months and 12 months. Individual

qualitative face-to-face interviews will be conducted for older people receiving

SHAPE to explore their views on the programme.

Discussion: The use of salutogenic model breaks away from the negatively

connoted conventional biomedical model and addresses optimization of positive

health, providing an overall holistic approach to care of older people. The

intervention SHAPE seeks to identify, equip and strengthen resources for senior-

only households, encouraging the adaption of health-promoting and risk-preventing

actions to achieve better health outcomes and higher quality of life.
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1 | INTRODUCTION

Population ageing, a worldwide growing phenomenon, is not unique

to Singapore where it is predicted that people over 60 years will

increase from 13% in 2005 - 38% in 2050 (United Nations, 2006).

This has significant ramifications on future economic prospects, soci-

etal structures and policy-making. Thus, healthy ageing emerges as

an important concept in maintaining health, by engaging in health-

promoting behaviours and preventive actions (World Health

Organisation, 2002). In a recent study, older people revealed the

importance of keeping active, upholding sense of control and mas-

tery over health and lifestyle and harmonizing social and financial

resources in the comfort of their homes (Sixsmith et al., 2014).

Keeping older people functioning well and independently in the com-

munity prevent institutionalization and reduce burden on society to

care for the disabled, reducing economic impacts. However, age-

related physiological changes might challenge the demands of older

peoples’ daily living and home maintenance (Fausset, Kelly, Rogers,

& Fisk, 2011).

1.1 | Literature review

Residences where older people live alone by themselves or with

their older spouses or another older person are referred as senior-

only households. These older people are more vulnerable to feeling

lonely, having poorer physical health, psychological well-being, self-

esteem and lesser social support; they adopt lesser health-promoting

behaviours and are less likely to use preventive care services (Chen,

Hicks, & While, 2014; Lau & Kirby, 2009; Lim & Kua, 2011; Sok &

Yun, 2011). In Singapore, about 30% of older people live alone or

with their spouses or with another older person (Wong & Teo,

2011) and these numbers are expected to increase further (Kok,

2015; Teo, 2004). Although these older Singaporeans developed

coping strategies to live independently, they reported feeling socially

isolated and depressed, having declining health and diminishing

resources (Tan, He, Chan, & Vehvilainen, 2015; Thang & Lim, 2012;

Wong & Verbrugge, 2009). Thus, community-based initiatives in pro-

moting healthy ageing in this group of vulnerable older people are

necessary. Internationally, interventions conducted on senior-only

households are primarily uni-dimensional (Zingmark, Fisher, Rocklov,

& Nilsson, 2014) or disease-specific (Gethin-Jones, 2014; Huang,

Wu, Jeng, & Lin, 2004), with a limited focus on multi-dimensional

approach in health promotion and prevention.

When developing community-based interventions, the content

and method of delivery must match the needs of recipients to maxi-

mize outcomes and minimize resources used. However, Lette, Baan,

van den Berg, and de Bruin (2015) reported incongruity between

demand and supply of community-based interventions, with overem-

phasis on physical health, rather than problems related to well-being,

living circumstances, social participation and integration between

health and social services that are crucial to older people. Addition-

ally, community context such as demographics, economic conditions,

values and norms have influences in moulding interventions through

planning and implementation (Kegler, Rigler, & Honeycutt, 2011).

Older people residing in senior-only households value independence

and take pride in being autonomous and self-reliant in their homes

(Tan et al., 2015; Thang & Lim, 2012). Thus, they will require person-

alized attention to cater to their individual needs. A local study

observed that having an active neighbourly network and support is

significant to senior-only households in rendering assistance when

needed (Thang & Lim, 2012). While community activities provided

by Senior Activity Centres in neighbourhoods are available to pro-

vide the social interaction, they are often non-programme based and

recreational (Tan, Chan, & Vehvil€ainen-Julkunen, 2014; Tan, Vehvi-

lainen-Julkunen, & Chan, 2014). Synergy of both individual home vis-

its and group-based interventions may provide the personalized care

to age healthily in their homes and allow these older people to reap

the benefits derived from the social interaction and support from

peers with similar experiences.

1.2 | Theoretical framework

Salutogenesis is a philosophical approach towards health promotion

which seeks to explain the origin of health. Proposed by Antonosky

(1987), salutogenesis focuses on improving human potential and sits

at the positive end of health continuum, away from the traditional

biomedical perspective on pathogenesis, in identifying the causes of

diseases. The model allows a proactive multi-dimensional approach

in creating conditions to promote holistic well-being and optimize

health outcomes (Becker, Glascoff, & Felts, 2010). Key salutogenic

concepts include Generalized Resistant Resources (GRRs) and Sense

of Coherence (SOC). GRRs are protective factors, such as knowl-

edge, material and social support, which allow people to understand

and make sense of their lives. Having to enhance GRRs can better

facilitate one to cope with life stressors (Lindstrom & Eriksson,

2005). SOC is a global orientation to perceive life as structured,

manageable and meaningful, influencing how people think and

behave by mobilizing the resources they possess (Lindstrom &

Why is this study needed?

� Older people residing in senior-only households experi-

ence declining health and have diminishing resources.

They are at higher risk for poorer health outcomes and

engage in lesser health-promoting and risk-preventive

actions. However, there is a lack of intervention studies

specifically targeting on health promotion and risk pre-

vention in this group of vulnerable population.

� By equipping and strengthening resources for older peo-

ple residing in senior-only households, SHAPE may

potentially encourage the adaption of health-promoting

and risk-preventing actions to achieve better health-

related outcomes.

2 | SEAH ET AL.



Eriksson, 2005). A systematic review revealed that SOC is a health-

promoting resource which enhance resilience and promote self-rated

health, quality of life and well-being (Eriksson & Lindstrom, 2006). It

comprises of three measurable components: comprehensibility (be-

lieve that the challenge is understood), manageability (believe that

resources to cope are available) and meaningfulness (having the

motivation to cope). One with higher SOC is less vulnerable in the

presence of stressors or difficult situations due to the ability to

mobilize the most appropriate resources that are at one’s disposal

(Antonosky, 1987).

Having positive life orientation allows one to have better coping

mechanisms in managing one’s health. Multiple studies have shown

that higher SOC is associated with higher engagement of healthier

lifestyle choices (Binkowska-Bury & Januszewicz, 2010; Suraj &

Singh, 2011; Wainwright et al., 2007). Another prominent concept

related to coping of resources and health behavioural change is self-

efficacy (Bandura, 1997). It refers to one’s belief in the capacity to

perform in situations or achieve certain attainments. As both SOC

and self-efficacy affect health behaviour, few studies have compared

and contrasted these two concepts (Posadzki & Glass, 2009; Trap,

Rejkjaer, & Hansen, 2016) and demonstrated that SOC is positively

correlated to self-efficacy (Trap et al., 2016). Having to enhance

self-perceived ability in performance reduces stress and thereby

improves manageability of coping capabilities (Wiesmann & Hannich,

2008). The higher the sense of coherence, the greater the self-effi-

cacy one exhibits, the more adoption of healthy lifestyle behaviour

(Posadzki, Stockl, Musonda, & Tsouroufli, 2010). With SOC as the

ubiquitous resource and self-efficacy as a potential GRR, health pro-

motion studies targeting on SOC may influence self-efficacy and

result in behavioural modifications (Trap et al., 2016).

In recent decade, salutogenesis has been studied as an approach

to healthy ageing. A longitudinal study revealed that SOC is develop-

mental, fortified by the accumulated experiences in older people

which shaped their set of coping skills (Silverstein & Heap, 2015).

However, in the presence of age-related health and social limitations,

their SOC declined (Silverstein & Heap, 2015). If resources in manag-

ing these health and social deficits are available, there is potential to

improve SOC in older people (Tan, Vehvilainen-Julkunen, et al.,

2014; Wiesmann & Hannich, 2008). Thus, identifying, strengthening

and creating of resources specific to older people to age healthily

are crucial to improve SOC, health outcomes and quality of life

(Eriksson & Lindstrom, 2007). In seeking to understand the important

mechanisms of responsiveness towards healthy ageing in senior-only

households, this study uses Salutogenesis as a theoretical framework

to underpin this intervention study (Figure 1).

2 | THE STUDY

2.1 | Aims

This study aims to develop and evaluate the effectiveness of a mul-

ti-dimensional community-based health promotion and prevention

programme, Salutogenic Healthy Ageing Programme Embracement

(SHAPE) among senior-only households in Singapore. The following

are the specific objectives:

1. To develop and evaluate the effectiveness of a multi-dimensional

community-based health promotion and prevention programme,

SHAPE, on sense of coherence, self-efficacy, health-promoting

behaviours, quality of life and other health-related outcomes

among older people residing in senior-only households in Singa-

pore.

2. To explore the views of participants towards the responsiveness

and usefulness as well as the strengths and weaknesses of

SHAPE and identify areas for future improvement.

2.2 | Design

A single-blinded stratified randomized control trial with process

evaluation is adopted in this study. Participants in the

SHAPE*

intervention

Sense of coherence

-comprehensibility

-manageability

-meaningfulness

Generalized 

resistance

resources

Health-

promoting 

behaviours

Health 

outcomes

& 

Quality of 

life

Aging 

process as 

stressor

Self-efficacy

F IGURE 1 Conceptual framework. *Salutogenic Healthy Ageing Programme Embracement (SHAPE) [Colour figure can be viewed at
wileyonlinelibrary.com]
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experimental group will receive the 12-week SHAPE, while partici-

pants in the control group will receive existing community and

care services provided in the community. Data will be collected at

four different time points: baseline, 3 months, 6 months and

12 months.

2.3 | Hypotheses

Participants will be randomly allocated to either the SHAPE interven-

tion group or control group. We hypothesized that participants in

the experimental group receiving the SHAPE intervention, compared

with the control group will have significantly:

1. Improved sense of coherence

2. Better quality of life

3. Higher levels of self-efficacy

4. Increase in taking up health-promoting actions

5. Better health outcomes, including improvement in blood

pressure, body mass index and better physical functional

mobility.

2.4 | Study setting and participants

This study will be conducted in a small residential estate in the West

of Singapore. In 2015, there are approximately 31,100 residents,

with about 3,000 older people age 65 and above. In the estate,

senior-only households range from one-room to five-room public

housing apartments, including those living in rented flats.

Posters and flyers will be distributed in public areas such as

community centre and senior activity centre to recruit potential

participants. Door-to-door recruitment will also be conducted to

reach out to older people who are less socially active. Conve-

nience sampling will be adopted. The inclusion criteria include

older persons: (1) age 65 years and above; (2) living by himself/

herself or living with his/her older spouse or living with an unre-

lated older person; (3) able to converse in either English or Chi-

nese language; and (4) willing to participate and be followed up

on home visits. Older persons with severe cognitive or psychiatric

disorders, any severe hearing and/or visual impairment, terminal ill-

ness with life expectancy <12 months, home visit follow-ups with

other organizations or involvement in other clinical trials will be

excluded.

The statistical power analysis recommended by Cohen (1992)

is used to determine the sample size of this study. Previous stud-

ies on community-based programmes conducted in community-

dwelling older people on sense of coherence have reported

medium effect size (d = 0.46–0.57) (Tan, Chan, Wang, & Vehvi-

lainen-Julkunen, 2016). Sample size calculation is therefore calcu-

lated based on a medium effect size of 0.5. A minimum sample

size of 64 participants in each group is needed to detect a differ-

ence between groups at an alpha of 0.05 and power of 0.80. We

estimate 20% attrition rate, a total of 154 participants would be

needed, with 77 in each group.

2.5 | Randomization

To account for differences in living arrangement and ensure that

older persons living in the same household are assigned to the

same intervention or control group, stratified permuted block ran-

domization will be used in this study. Participants will be grouped

according to either of the three strata: (1) single older person in a

household; (2) two older persons from same household participat-

ing in the trial (a pair); and (3) only one out of two older person

from same household participating in the trial. Blocks of four, with

the assignment of two to experimental group and two to control

group, will be used for each strata. Using a computerized random-

ization software, a statistician will generate the randomization list

and prepare three different sets of sealed envelopes. According to

their strata, the participant or the pair of participants will choose

from the respective set of envelopes themselves to determine the

group assignment.

2.6 | Intervention: Salutogenic Healthy Ageing
Programme Embracement (SHAPE)

An insight to how older people in senior-only households in Sin-

gapore cope with existing resources to maintain their health and

well-being paints a better picture of how resources can be

equipped and enhanced to promote health, independence and

achieve healthy ageing. Thus, the content of programme will be

developed based on past literature and findings of a qualitative

study which explores the perceptions of healthy ageing among

these groups of older people to better cater to their needs and

demands of daily living. This qualitative study used Appreciative

Inquiry, a ‘strengths-based’ methodological approach (Cooperrider,

Whitney, & Stravros, 2008) to obtain as many positive perceptions

and responses on how these older people maintain and move

towards positive health and well-being. It complements the saluto-

genic model on optimization work in creating positive health

(Becker et al., 2010). In addition, the content of the programme

will be further mould by expert opinion from a group of multi-dis-

ciplinary healthcare professionals and researchers.

The SHAPE intervention seeks to identify, equip and strengthen

resources in senior-only households. The proposed intervention is a

12-week programme comprising of at least two home visits, 10

weekly group-based activity sessions and a SHAPE health resource

booklet. The home visit will involve assessment, observation and

evaluation of older persons’ health status, lifestyle and home envi-

ronment, followed by guidance on health-promoting behaviour, with

emphasis on strengthening inner health resources. This will provide

an individualized approach to enhance personal health skills (Fager-

strom, Wikblad, & Nilsson, 2009). Group-based activity sessions are

directed to facilitate group interaction among peers as well as equip-

ping and enhancing external resources to the older persons. These

group sessions will be conducted at a local community centre.

Homework will be given at the end of each session to allow them to

reflect on the contents of each session. Refer to Table 1 for the

4 | SEAH ET AL.



proposed programme outline. Special considerations will be taken

during the design of SHAPE health resource booklet to cater to

older people’s needs such as larger prints, shorter sentences and pic-

torial examples. Two voluntary seniors will also be involved in shap-

ing the content of the booklet.

2.7 | Control: usual activities

Participants in the control group will continue to participate in activi-

ties offered or facilitated by senior activity centres and community

centres. Examples of such activities include playing simple ball

games, singing karaoke and playing tile-based games. Participants

can also register and attend classes, e.g. cooking and flower

arrangement on their own accord which are provided by community

centres.

2.8 | Outcomes: Quantitative data

2.8.1 | Sense of coherence

The 13-item Orientation to Life Questionnaire (SOC-13) measuring

sense of coherence consists of three domains: comprehensibility,

manageability and meaningfulness. Total score ranges from 13–91,

where higher scores indicate higher SOC. It is a widely used cross-

cultural valid and reliable instrument (Eriksson & Lindstrom, 2005)

and the Cronbach’s a for total scale of Chinese version is 0.82 (Ding,

Bao, Xu, Hu, & Hallberg, 2012).

2.8.2 | Quality of life

The World Health Organization Quality of Life-Older Adults mod-

ule (WHOQoL-OLD) is a 24-item valid and reliable cross-cultural

geriatric-centric instrument consisting of six subscales: sensory

abilities, autonomy, past, present and future, social participation,

death and dying and intimacy (Power, Quinn, Schmidt, & Group,

2005). The total score ranges from 24–120, with higher scores

suggesting higher quality of life. The WHOQoL-OLD has been

demonstrated to have good internal consistency of Cronbach’s a

0.89 (Liu et al., 2013).

2.8.3 | Health-promoting behaviours

The Health promotion lifestyle profile-II (HPLP-II) is an estab-

lished instrument measuring multi-components of health promo-

tion lifestyle behaviours. This established instrument consisted of

52 items with the following six subscales: spiritual growth, inter-

personal relations, nutrition, physical activity, health responsibility

and stress management. It has an overall internal consistency of

Cronbach’s a 0.92, with its subscales alpha coefficients ranging

from 0.70–0.91 (Walker, Sechrist, & Pender, 1987). Both English

and Chinese versions of the instrument are available. The 4-point

Likert scale reflects how often the individual engages in the

listed behaviour. The total score ranges from 52–208, with higher

scores suggesting greater engagement in health-promoting beha-

viours.

2.8.4 | Self-efficacy

The 10-item Generalized Self-efficacy Scale (GSE) was developed to

assess perceived self-efficacy with the intention to predict coping

with daily events and adaptation of stressful life events (Schwarzer

& Jerusalem, 1995). Both the english and chinese version of the tool

have a good internal consistency, with Cronbach alpha ranging from

0.76 to 0.90. (Schwarzer & Jerusalem, 1995), including the Chinese

version (Schwarzer, Born, Iwawaki, & Lee, 1997). A higher score indi-

cates better ability to cope with stressful situations.

TABLE 1 Proposed programme outline of Salutogenic Healthy Ageing Programme Embracement (SHAPE)

Week Itinerary Duration Objectives

1 Home visit 2-3 hr • Assess, observe and evaluate participants’ health status, lifestyle and home environment through appre-

ciative inquiry

• Identify resources in participants, share and discuss how these resources can be mobilized as strategies

on health-promoting and risk-preventive behaviour

• Setting personal goals and developing individualized plans in achieving targeted goals

2

3

4

5

6

Group-based

activity

2 hr • To get to know peers within group

• To incorporate team bonding activities as group-based learning strategies

• Encourage participants to share personal experiences

• Sharing information on available external resources in promoting healthy ageing (Specific content to be

developed from qualitative study)

7 Home visit 2-3 hr • Keep track of individual’s progress on achieving targeted goals

• Review of personal goals and individualized plans

• Further equip with internal health resources

8

9

10

11

12

Group-based

activity

2 hr • Promote interactive learning and facilitate discussion among participants on health resources to enhance

active ageing

• Sharing information on available external resources in promoting healthy ageing (Specific content to be

developed from qualitative study)

• Participants share their progress on achieving personal goals

SEAH ET AL. | 5



2.8.5 | Functional mobility

The Time-Up Go test (TUGT) is a simple, quick and widely used clini-

cal test to assess lower extremity function, mobility and fall risk,

even in healthy older individuals (Herman, Giladi, & Hausdorff,

2011). Participants will be asked to stand up from a standard chair,

walk a distance of three metres, turn, walk back and sit down. While

routine walking aids are allowed, they are not permitted to use their

arms to stand up and no physical assistance is offered. A stopwatch

will be used to record the time to complete the task and the average

time of two attempts will be taken as a reading. Shorter times reflect

better functional mobility.

2.8.6 | Cognitive function

The Mini Mental State Examination (MMSE) is a highly common

screening instrument for cognitive impairment and it has satisfactory

reliability and construct validity (Tombaugh & McIntyre, 1992). This

tool measures the global cognitive functioning of an individual, which

comprises of memory, attention, language, praxis and visual–spatial

ability. The tool was modified by Feng, Chong, Lim, and Ng (2012)

to ensure its cultural validity for Singapore context. The total scores

of MMSE ranged from 0–30, with higher scores demonstrating bet-

ter cognitive functioning.

Biomarkers such as blood pressure and fasting blood glucose will

be measured. Participants are to rest and stabilize for 10 min before

taking their systolic and diastolic using a standard mercury sphygmo-

manometer on the right upper arm (unless contraindicated). Capillary

blood glucose will be taken using the same blood glucose machine

from participants’ fingertip after 8 hr of fasting. Body mass index will

also be taken based on the calculation of weight and height (weight/

height2). Frequency of hospital admissions will also be assessed.

Socio-demographic data which include gender, age, ethnicity, reli-

gion, marital status, employment status, living arrangement, number

of children, household ownership, source of financial support and

amount of disposable allowance will be collected. In addition, self-

reported medical health conditions such as past medical history will

be obtained from participants.

2.9 | Outcomes: Qualitative data

To explore the responsiveness, strengths and weaknesses of

SHAPE, individual face-to-face interviews will be conducted for

participants from the intervention group after the start of inter-

vention at 6 months. Purposive sampling will be used to select

participants with significant changes in pre- and post outcomes

and those without significant changes to obtain feedback on the

content, activities and delivery of programme. A semi-structured

interview guide (Table 2) will be used to explore the perspectives

of participants towards the responsiveness and usefulness of

SHAPE intervention, as well as to understand the strengths and

weaknesses of the programme and identify areas for future

improvement.

2.10 | Data collection procedure

On the approval of ethics, the researcher will collaborate with the

community site investigator and volunteers from residents’ commit-

tee to recruit study participants. Eligibility of participants will be

assessed face-to-face by two researchers before obtaining informed

consent from participants. Figure 2 summarizes the data collection

protocol. Data will be collected at four different intervals: baseline

(pre-test), 3 months (posttest 1), 6 months (posttest 2) and

12 months (posttest 3) from the baseline. A research assistant who

is not involved in the delivery of intervention will be blinded to

group assignment. She/he will arrange appointment with participants

to collect the data through face-to-face interviews.

At 6 months from baseline, some participants from intervention

group will be contacted and recruited for one-to-one qualitative

interviews. Interviews will be conducted in the participants’ pre-

ferred spoken language, either English or Chinese language, by a

bilingual research team member till data saturation. Each interview is

estimated to take 30–45 min.

2.11 | Data analysis

Data will be analysed using SPSS version 24. Intention-to-treat anal-

ysis will be used to manage missing data. Baseline categorical demo-

graphic characteristics between the experimental and control groups

will be examined using chi-squared or Fisher’s exact test. Indepen-

dent t-test will be used for quantitative variables if normality and

homogeneity assumptions are satisfied; otherwise Mann–Whitney U

test will be used. Repeated measures analysis of variance (ANOVA)

will be performed to analyse the interaction effect (time 9 group)

between two groups on numerical outcomes over time, setting level

of significance at p < .05 for two-tailed test. In addition, general lin-

ear mixed model (GLM) will be used to compare the study outcomes

between two groups at each time point. To correct for type 1 error

TABLE 2 Semi-structured interview guide for process evaluation

Item Interview questions

1. What is your experience of the programme?

2. In what way is the programme useful? What are the

benefits of participating in this programme?

3. How has the programme influence you?

4. What do you like about the programme?

5. What do you not like about the programme?

6. What are the reasons (if applicable) why you would not

continue with the programme?

7. What are the strengths or advantages of this programme?

8. What are the weaknesses or disadvantages of this

programme?

9. Can you tell me which aspect of the programme needs

improvement? What can be done better?

10. How can this programme be made well-received to other

older adults?

6 | SEAH ET AL.



on multiple comparisons for each time point, statistical significance

will be set at p < .01.

Interviews will be audio-taped with the participants’ permission

and transcribed into either Chinese or English verbatim respectively,

depending on the language used during interviews. The transcripts

will be analysed in its original language to capture the views of

participants closely by bilingual research team members proficient in

English and Chinese language. Thematic analysis, using Braun and

Clarke (2006)’s six steps of analysis, will be adopted to provide in-

depth and rich analysis of narrative sharing of experiences by older

people (Vaismoradi, Turunen, & Bondas, 2013). All themes and

meaningful codes will subsequently be translated to English during

Assessed for eligibility (N =  )

Excluded  (N =   )

• Not meeting inclusion criteria (N =  )

• Declined to participate (N =  )

• Other reasons (N =  )

Analysed  (N =  )

Excluded from analysis (give reasons) (N =  )

Follow-up at 3-month from baseline (post-test 1)

(All primary and secondary outcomes except 

MMSE, HA)

Lost to follow-up (give reasons) (N =  )
Discontinued intervention (give reasons) (N = )

Allocated to SHAPE intervention (N = 77)

• Received allocated intervention (N =  )

• Did not receive allocated intervention (give reasons)
(N = )

Follow-up at 3-month from baseline (post-test 1)

(All primary and secondary outcomes except 

MMSE, HA)

Lost to follow-up (give reasons) (N =  )

Discontinued intervention (give reasons) (N =  )

Allocated to Control group (N = 77)

Analysed  (N =  )

Excluded from analysis (give reasons) (N =  )

Allocation

Analysis

Follow-Up

Randomized (N = 154 )

Enrolment

Baseline data collection (N = 154)

(Socio-demographic data, all primary and  
secondary outcomes) 

Follow-up at 6-month from baseline (post-test 2)

(All primary and secondary outcomes except 

MMSE, HA)

Lost to follow-up (give reasons) (N =  )

Discontinued intervention (give reasons) (N = )

Follow-up at 6-month from baseline (post-test 2)

(All primary and secondary outcomes except 

MMSE, HA)

Lost to follow-up (give reasons) (N =  )

Discontinued intervention (give reasons) (N =  )

Follow-Up

Follow-up at 12-month from baseline (post-test 3)

(All primary and secondary outcomes) 

Lost to follow-up (give reasons) (N =  )

Discontinued intervention (give reasons) (N = )

Follow-up at 12 -month from baseline (post-test 3)

(All primary and secondary outcomes )

Lost to follow-up (give reasons) (N =  )

Discontinued intervention (give reasons) (N =  )

Follow-Up

F IGURE 2 CONSORT flow diagram. SHAPE, Salutogenic Healthy Ageing Programme Embracement; MMSE, Mini Mental State Examination;
HA, frequency of hospital admissions [Colour figure can be viewed at wileyonlinelibrary.com]
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report writing and counter-checked among bilingual research team

members to ensure the meaning of translated themes and codes are

congruent to the participants’ voices.

2.12 | Validity and reliability

Randomization is employed to control pre-intervention confounding

variables to avoid selection bias. To further enhance the internal

validity of this study, intention- to-treat analysis is used to account

for participants who dropped out. This study uses the Salutogenic

Model, a theoretical underpinning framework to develop the SHAPE

intervention. The content of the intervention would be validated by

a multi-disciplinary team of expert panel to ensure the accuracy of

content delivered and applicability to the local community. Although

not all instruments used in this study to measure the outcome mea-

sures have been employed in local research studies, they are psycho-

metrically tested and are culturally applicable.

To ensure trustworthiness of qualitative studies, measures will

be taken to enhance credibility, dependability, confirmability and

transferability (Lincoln & Guba, 1985). Agreement of data is obtained

through member checking by summarizing discussion content before

the end of each interview. Audio-recorded interviews, checking of

themes and meaningful codes during report writing by another bilin-

gual research team member and analysis of data with co-researchers

to seek consensus on themes are some procedures taken to enhance

credibility and conformability. Dependability of findings is maintained

by keeping an audit trial of methodological steps and research deci-

sions, such as field notes, memos and documents illustrating various

stages of data analysis. Careful selection of participants via purpo-

sive sampling and provision of thick descriptions of findings will be

performed to ensure transferability.

2.13 | Ethical considerations

Ethics approval has been obtained from National University of Singa-

pore Institutional Review Board (NUS IRB). All study participants will

be informed of the aims and objectives of study, study procedures,

risks and benefits before obtaining their written consent. At any

point in time of the study should participants wish to withdraw from

the study, they may do so by informing the Principle investigator

and no penalties or loss of benefits will be imposed. Confidentiality

of participants will be maintained as data collected will not be used

for other purpose other than for this research study. All audio-taped

and transcribed qualitative data will be coded with pseudo-names at

the earliest possible stage of study. During the face-to-face inter-

views, participants will be advised that they can take a rest during

data collection if they feel tired. Should any participant experience

psychological distress or fatigue during the data collection, the

researcher will discontinue and attend to his/her needs. All softcopy

data collected, including participants’ personal details, will be

encrypted with password. Only the research team will have access

to the hardcopy and softcopy of data. There is minimal foreseeable

risk posed to participants in this study.

3 | DISCUSSION

The intervention SHAPE seeks to identify, equip and strengthen

resources for senior-only households, encouraging the adaption of

health-promoting and risk-preventing actions to achieve better

health outcomes and higher quality of life. This study is non-pre-

scriptive. It distinctively recognizes and identifies the specific needs

of senior-only households in Singapore to develop a personalized yet

social interactive intervention to promote healthy ageing. This

increases the applicability, effectiveness and sustainability of pro-

gramme.

The use of the Salutogenic Model in this study breaks away from

the negatively connoted conventional biomedical model and addresses

on optimization of positive health, providing an overall holistic

approach to the care of older people. In the prior qualitative study

which the content of SHAPE will be based on, the use of Appreciative

Inquiry to collect data hones in on what worked well for senior-only

households, instead of focusing on deficits. It sheds light on the vari-

ous positive coping strategies which facilitated them to maintain their

health. Such strengths-based approach concedes that individuals live

their lives, acquiring experiences on coping strategies, internal and

external resources (Hirst, Lane, & Stares, 2013). Correspondingly, the

healthcare professionals delivering the SHAPE home visits will need to

adopt such perspective during assessment, to identify strengths of the

participant, enhance and build on existing resources. Instead of per-

forming the conventional clinical assessment which is characterized as

a problem-based approach, further information, consistent with

strengths-based approach, on individual’s past experiences, existing

interests and goals will also be obtained (Sullivan & Fisher, 1994). The

dialogue between the healthcare professional and participant is crucial

in creating a common understanding of situation and collaborative

management to the participant’s health and well-being. Time will be

required to listen to the stories of these older people during assess-

ment (Hirst et al., 2013).

While the home visits provide an individualized care manage-

ment of health, the group-based education covers broad-ranging

health-related topics, providing information on the availability and

accessibility of existing health and social resources. One of the key

challenges anticipated during the group-based education sessions is

the ability to sustain interest of older people over the 12-week pro-

gramme to minimize participant attrition. Interactive learning strate-

gies such as having group discussions and sharing of personal

experiences are incorporated to engage participants, ensuring that

they have a part to play during the sessions and their voices are

been heard.

Several measures are taken to enhance the fidelity of the

intervention and ensure the quality of study design. To ensure

consistency of intervention delivery, only two trained healthcare

professionals will be conducting the home visits and the interven-

tion providers conducting group-based activities will be the same

for all classes in the intervention group. Data collection will be

performed by another research team member to abide to the sin-

gle-blind study design. The research team will adhere to the

8 | SEAH ET AL.



standardized study protocol closely and monthly research team

discussions will be conducted to improve on the quality of inter-

vention delivery.

Studies have shown that functional decline and dependency in

older people place huge financial strains on both short-term and

long-term healthcare services (Fried, Bradley, Williams, & Tinetti,

2001; Reuben et al., 2004). Such healthcare cost can translate to

higher taxes and influence the society at large in view of the ageing

population. Although this proposed study does not measure the

cost-effectiveness of SHAPE intervention, it is believed that the pre-

vention of functional decline and disability through the programme

can potentially reduce economic burden in the long run.

3.1 | Limitations

While the SHAPE intervention seeks to address the needs of senior-

only households in Singapore and move towards positive health,

there are a few limitations. It is not possible to perform a double-

blinded study, as older participants will know if they receive SHAPE

intervention. As multiple instruments are used to measure various

aspects of health and health-related outcomes, some older partici-

pants may take more than 45 min to complete the questionnaire.

This may compromise the data collected and contribute to attrition

rates. Clinical assessments such as blood pressure and fasting blood

glucose are performed at intervals during data collection to encour-

age participants to take breaks.

4 | CONCLUSIONS

This study seeks to develop and evaluate the effectiveness of a

community-based personalized yet social interactive programme to

promote healthy ageing. It targets on equipping senior-only house-

holds with resources and encourage the adaptation of health-pro-

moting and risk-preventing behaviours. This eventually may improve

their quality of life and health-related outcomes. If positive results

are yielded, future studies can explore on the sustainability, cost-

effectiveness and expansion of programme to senior-only house-

holds in other residential estates in Singapore. Ultimately, this study

is the first step to providing an evidence-based intervention to

achieve better health outcomes and quality of life in senior-only

households through healthy ageing.

ACKNOWLEDGEMENTS

We acknowledge the assistance rendered by staff from Boon Lay

Constituency, and the participants involved in this study.

AUTHOR CONTRIBUTIONS

All authors have agreed on the final version and meet at least one

of the following criteria [recommended by the ICMJE (http://www.ic

mje.org/recommendations/)]:

• substantial contributions to conception and design, acquisition of

data, or analysis and interpretation of data;

• drafting the article or revising it critically for important intellectual

content.

CONFLICT OF INTEREST

No conflict of interest has been declared by the authors.

ORCID

Wenru Wang http://orcid.org/0000-0002-0265-8215

REFERENCES

Antonosky, A. (1987). Unraveling the mystery of health: How people man-

age stress and stay well, 1st edn. San Francisco, CA: Jossey-Bass.

Bandura, A. (1997). Self-Efficacy. The exercise of control. New York, NY:

WH Freeman and Company.

Becker, C. M., Glascoff, M. A., & Felts, W. M. (2010). Salutogenesis 30

years later: Where do we go from here? International Electronic Jour-

nal of Health Education, 13, 25–32.

Binkowska-Bury, M., & Januszewicz, P. (2010). Sense of coherence and

health-related behaviour among university students - A questionnaire

survey. Central European Journal of Public Health, 18(3), 145–150.

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology.

Qualitative Research in Psychology, 3(2), 77–101. https://doi.org/10.

1191/1478088706qp063oa

Chen, Y., Hicks, A., & While, A. E. (2014). Loneliness and social support

of older people living alone in a county of Shanghai, China. Health

Social Care Community, 22(4), 429–438. https://doi.org/10.1111/hsc.

12099

Cohen, J. (1992). A power primer. Quantitative Methods in Psychology,

112(1), 155–159.

Cooperrider, D. L., Whitney, D., & Stravros, J. M. (2008). Appreciative

inquiry handbook: For leaders of change, 2nd edn. Brunswick, OH:

Crown Custom Publishing.

Ding, Y., Bao, L. P., Xu, H., Hu, Y., & Hallberg, I. R. (2012). Psychometric

properties of the Chinese version of Sense of Coherence Scale in

women with cervical cancer. Psychooncology, 21(11), 1205–1214.

https://doi.org/10.1002/pon.2029

Eriksson, M., & Lindstrom, B. (2005). Validity of Antonovsky’s sense of

coherence scale: A systematic review. Journal of Epidemiology & Com-

munity Health, 59(6), 460–466. https://doi.org/10.1136/jech.2003.

018085

Eriksson, M., & Lindstrom, B. (2006). Antonovsky’s sense of coherence

scale and the relation with health: A systematic review. Journal of Epi-

demiology & Community Health, 60(5), 376–381. https://doi.org/10.

1136/jech.2005.041616

Eriksson, M., & Lindstrom, B. (2007). Antonovsky’s sense of coherence

scale and its relation with quality of life: A systematic review. Journal

of Epidemiology & Community Health, 61(11), 938–944. https://doi.

org/10.1136/jech.2006.056028

Fagerstrom, L., Wikblad, A., & Nilsson, J. (2009). An integrative research

review of preventive home visits among older people–is an individual

health resource perspective a vision or a reality? Scandinavian Journal

of Caring Sciences, 23(3), 558–568. https://doi.org/10.1111/j.1471-

6712.2008.00637.x

Fausset, C. B., Kelly, A. J., Rogers, W. A., & Fisk, A. D. (2011). Challenges

to aging in place: Understanding home maintenance difficulties.

SEAH ET AL. | 9

http://www.icmje.org/recommendations/
http://www.icmje.org/recommendations/
http://orcid.org/0000-0002-0265-8215
http://orcid.org/0000-0002-0265-8215
http://orcid.org/0000-0002-0265-8215
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1111/hsc.12099
https://doi.org/10.1111/hsc.12099
https://doi.org/10.1002/pon.2029
https://doi.org/10.1136/jech.2003.018085
https://doi.org/10.1136/jech.2003.018085
https://doi.org/10.1136/jech.2005.041616
https://doi.org/10.1136/jech.2005.041616
https://doi.org/10.1136/jech.2006.056028
https://doi.org/10.1136/jech.2006.056028
https://doi.org/10.1111/j.1471-6712.2008.00637.x
https://doi.org/10.1111/j.1471-6712.2008.00637.x


Journal of Housing for Elderly, 25(2), 125–141. https://doi.org/10.

1080/02763893.2011.571105

Feng, L., Chong, M. S., Lim, W. S., & Ng, T. P. (2012). The Modified Mini-

Mental State Examination test: Normative data for Singapore Chinese

older adults and its performance in detecting early cognitive impair-

ment. Singapore Medical Journal, 53(7), 458.

Fried, T. R., Bradley, E. H., Williams, C. S., & Tinetti, M. E. (2001). Func-

tional disability and health care expenditures for older persons.

Archives of Internal Medicine, 161, 2602–2607. https://doi.org/10.

1001/archinte.161.21.2602

Gethin-Jones, S. (2014). Familial perceptions of the impact of outcome-

focused homecare with older people experiencing dementia and liv-

ing alone. Working with Older People, 18(2), 90–96. https://doi.org/

10.1108/wwop-12-2013-0031

Herman, T., Giladi, N., & Hausdorff, J. M. (2011). Properties of the ‘timed

up and go’ test: More than meets the eye. Gerontology, 57(3), 203–

210. https://doi.org/10.1159/000314963

Hirst, S. P., Lane, A., & Stares, R. (2013). Health promotion with older

adults experiencing mental health challenges: A literature review of

strength-based approaches. Clinical Gerontologist, 36(4), 329–355.

https://doi.org/10.1080/07317115.2013.788118

Huang, C. L., Wu, S. C., Jeng, C. Y., & Lin, L. C. (2004). The efficacy of a

home-based nursing program in diabetic control of elderly people

with diabetes mellitus living alone. Public Health Nursing, 21(1), 49–

56. https://doi.org/10.1111/j.1525-1446.2004.21107.x

Kegler, M. C., Rigler, J., & Honeycutt, S. (2011). The role of community

context in planning and implementing community-based health pro-

motion projects. Evaluation and Program Planning, 34(3), 246–253.

https://doi.org/10.1016/j.evalprogplan.2011.03.004

Kok, X. H. (2015). Elderly people more likely to die earlier if living alone.

The Straits Times. Retrieved from http://www.straitstimes.com/sin

gapore/health/elderly-people-more-likely-to-die-earlier-if-living-alone

on 7 June 2017.

Lau, D. T., & Kirby, J. B. (2009). The relationship between living arrange-

ment and preventive care use among community-dwelling elderly

persons. American Journal of Public Health, 99(7), 1315–1321.

https://doi.org/10.2105/AJPH.2008.151142

Lette, M., Baan, C. A., van den Berg, M., & de Bruin, S. R. (2015). Initiatives

on early detection and intervention to proactively identify health and

social problems in older people: Experiences from the Netherlands.

BMC Geriatrics, 15, 143. https://doi.org/10.1186/s12877-015-0131-z

Lim, L. L., & Kua, E. H. (2011). Living alone, loneliness and psychological

well-being of older persons in Singapore. Current Gerontology Geriatrics

Research, 2011, 673181. https://doi.org/10.1155/2011/673181

Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry. Beverly Hills, CA:

Sage Publications.

Lindstrom, B., & Eriksson, M. (2005). Salutogenesis. Journal of Epidemiol-

ogy Community Health, 59(6), 440–442. https://doi.org/10.1136/jech.

2005.034777

Liu, R., Wu, S., Hao, Y., Gu, J., Fang, J., Cai, N., & Zhang, J. (2013). The

Chinese version of the world health organisation quality of life instru-

ment-older adults module (WHOQOL-OLD): Psychometric evaluation.

Health and Quality of Life Outcomes, 11, 156. https://doi.org/10.

1186/1477-7525-11-156

Posadzki, P., & Glass, N. (2009). Self-efficacy and the sense of coherence:

Narrative review and a conceptual synthesis. Scientific World Journal,

9, 924–933. https://doi.org/10.1100/tsw.2009.107

Posadzki, P., Stockl, A., Musonda, P., & Tsouroufli, M. (2010). A

mixed-method approach to sense of coherence, health behaviors,

self-efficacy and optimism: Towards the operationalization of positive

health attitudes. Scandinavian Journal of Psychology, 51(3), 246–252.

https://doi.org/10.1111/j.1467-9450.2009.00764.x

Power, M., Quinn, K., Schmidt, S., & Group, W.-O. (2005). Development

of the WHOQOL-old module. Quality of Life Research, 14(10), 2197–

2214. https://doi.org/10.1007/s11136-005-7380-9

Reuben, D. B., Seeman, T. E., Keeler, E., Hayes, R. P., Bowman, L., Sewall,

A., & Guralnik, J. M. (2004). The effect of self-reported and perfor-

mance-based functional impairment on future hospital costs of com-

munity-dwelling older persons. The Gerontologist, 44(3), 401–407.

https://doi.org/10.1093/geront/44.3.401

Schwarzer, R., Born, A., Iwawaki, S., & Lee, Y.-M. (1997). The assess-

ment of optimistic self-beliefs: Comparison of the Chinese, Indone-

sian, Japanese and Korean versions of the general self-efficacy

scale. Psychologia: An International Journal od Psychology in the Ori-

ent, 40(1), 1–13.

Schwarzer, R., & Jerusalem, M. (1995). Generalized self-efficacy scale. In

J. Weinman, S. Wright & M. Johnson (Eds.), Measures in health psy-

chology: A user’s portfolio. Causal and control beliefs (pp. 35–37). Wind-

sor: NFER-NELSON.

Silverstein, M., & Heap, J. (2015). Sense of coherence changes with aging

over the second half of life. Advances in Life Course Research, 23, 98–

107. https://doi.org/10.1016/j.alcr.2014.12.002

Sixsmith, J., Sixsmith, A., Fange, A. M., Naumann, D., Kucsera, C., Tom-

sone, S., & Woolrych, R. (2014). Healthy ageing and home: The per-

spectives of very old people in five European countries. Social Science

& Medicine, 106, 1–9. https://doi.org/10.1016/j.socscimed.2014.01.

006

Sok, S. R., & Yun, E. K. (2011). A comparison of physical health status,

self-esteem, family support and health-promoting behaviours

between aged living alone and living with family in Korea. Journal of

Clinical Nursing, 20(11–12), 1606–1612. https://doi.org/10.1111/j.

1365-2702.2010.03551.x

Sullivan, W. P., & Fisher, B. J. (1994). Intervening for success. Journal of

Gerontological Social Work, 22(1–2), 61–74. https://doi.org/10.1300/

J083V22N01_05

Suraj, S., & Singh, A. (2011). Study of sense of coherence health promot-

ing behavior in north Indian students. Indian Journal of Medical

Research, 134(5), 645–652. https://doi.org/10.4103/0971-5916.

90989

Tan, K. K., Chan, S. W. C., & Vehvil€ainen-Julkunen, K. (2014). Self-care

program for older community-dwellers: Protocol for a randomized

controlled trial. Central European Journal of Nursing and Midwifery, 5

(4), 145–155. https://doi.org/10.15452/cejnm.2014.05.0010

Tan, K. K., Chan, S. W. C, Wang, W., & Vehvilainen-Julkunen, K. (2016).

A salutogenic program to enhance sense of coherence and quality of

life for older people in the community: A feasibility randomized con-

trolled trial and process evaluation. Patient Education & Counselling,

99(1), 108–116. https://doi.org/10.1016/j.pec.2015.08.003

Tan, K. K., He, H. G., Chan, S. W. C., & Vehvilainen, J. (2015). The experi-

ence of older people living independently in Singapore. International

Nursing Review, 62, 525–535. https://doi.org/10.1111/inr.12200

Tan, K. K., Vehvilainen-Julkunen, K., & Chan, S. W. C. (2014). Integrative

review: Salutogenesis and health in older people over 65 years old.

Journal of Advanced Nursing, 70(3), 497–510. https://doi.org/10.

1111/jan.12221

Teo, P. (2004). Health care for older persons in Singapore: Integrating

state and community provisions with individual support. Journal of

Aging & Social Policy, 16(1), 43–67. https://doi.org/10.1300/

J031v16n01_03

Thang, L. L., & Lim, E. (2012). Seniors living alone in Singapore. Singapore:

Fei Yue Community Services.

Tombaugh, T. N., & McIntyre, N. J. (1992). The mini-mental state exami-

nation: A comprehensive review. Journal of the American Geriatrics

Society, 40(9), 922–935. https://doi.org/10.1111/j.1532-5415.1992.

tb01992.x

Trap, R., Rejkjaer, L., & Hansen, E. H. (2016). Empirical relations between

sense of coherence and self-efficacy, National Danish Survey. Health

Promotion International, 31(3), 635–643. https://doi.org/10.1093/hea

pro/dav052

United Nations. (2006). Population aging 2006. (ST/ESA/SER.A/251).

10 | SEAH ET AL.

https://doi.org/10.1080/02763893.2011.571105
https://doi.org/10.1080/02763893.2011.571105
https://doi.org/10.1001/archinte.161.21.2602
https://doi.org/10.1001/archinte.161.21.2602
https://doi.org/10.1108/wwop-12-2013-0031
https://doi.org/10.1108/wwop-12-2013-0031
https://doi.org/10.1159/000314963
https://doi.org/10.1080/07317115.2013.788118
https://doi.org/10.1111/j.1525-1446.2004.21107.x
https://doi.org/10.1016/j.evalprogplan.2011.03.004
http://www.straitstimes.com/singapore/health/elderly-people-more-likely-to-die-earlier-if-living-alone
http://www.straitstimes.com/singapore/health/elderly-people-more-likely-to-die-earlier-if-living-alone
https://doi.org/10.2105/AJPH.2008.151142
https://doi.org/10.1186/s12877-015-0131-z
https://doi.org/10.1155/2011/673181
https://doi.org/10.1136/jech.2005.034777
https://doi.org/10.1136/jech.2005.034777
https://doi.org/10.1186/1477-7525-11-156
https://doi.org/10.1186/1477-7525-11-156
https://doi.org/10.1100/tsw.2009.107
https://doi.org/10.1111/j.1467-9450.2009.00764.x
https://doi.org/10.1007/s11136-005-7380-9
https://doi.org/10.1093/geront/44.3.401
https://doi.org/10.1016/j.alcr.2014.12.002
https://doi.org/10.1016/j.socscimed.2014.01.006
https://doi.org/10.1016/j.socscimed.2014.01.006
https://doi.org/10.1111/j.1365-2702.2010.03551.x
https://doi.org/10.1111/j.1365-2702.2010.03551.x
https://doi.org/10.1300/J083V22N01_05
https://doi.org/10.1300/J083V22N01_05
https://doi.org/10.4103/0971-5916.90989
https://doi.org/10.4103/0971-5916.90989
https://doi.org/10.15452/cejnm.2014.05.0010
https://doi.org/10.1016/j.pec.2015.08.003
https://doi.org/10.1111/inr.12200
https://doi.org/10.1111/jan.12221
https://doi.org/10.1111/jan.12221
https://doi.org/10.1300/J031v16n01_03
https://doi.org/10.1300/J031v16n01_03
https://doi.org/10.1111/j.1532-5415.1992.tb01992.x
https://doi.org/10.1111/j.1532-5415.1992.tb01992.x
https://doi.org/10.1093/heapro/dav052
https://doi.org/10.1093/heapro/dav052


Vaismoradi, M., Turunen, H., & Bondas, T. (2013). Content analysis and

thematic analysis: Implications for conducting a qualitative descriptive

study. Nursing & Health Sciences, 15(3), 398–405. https://doi.org/10.

1111/nhs.12048

Wainwright, N. W., Surtees, P. G., Welch, A. A., Luben, R. N., Khaw, K.

T., & Bingham, S. A. (2007). Healthy lifestyle choices: Could sense of

coherence aid health promotion? Journal of Epidemiology and Commu-

nity Health, 61(10), 871–876. https://doi.org/10.1136/jech.2006.

056275

Walker, S. N., Sechrist, K. R., & Pender, N. J. (1987). The health-promot-

ing lifestyle profile: Development and psychometric characteristics.

Nursing Research, 36(2), 76–81.

Wiesmann, U., & Hannich, H. J. (2008). A salutogenic view on subjective

well-being in active elderly persons. Aging & Mental Health, 12(1), 56–

65. https://doi.org/10.1080/13607860701365998

Wong, Y. M., & Teo, Z. (2011). The elderly in Singapore. Retrieved 12

July 2016, from https://www.singstat.gov.sg/docs/default-source/

default-document-library/publications/publications_and_papers/

population_and_population_structure/ssnsep11-pg1-9.pdf on 6 June

2017.

Wong, Y. S., & Verbrugge, L. M. (2009). Living alone: Elderly Chinese Sin-

gaporeans. Journal of Cross Cultural Gerontology, 24(3), 209–224.

https://doi.org/10.1007/s10823-008-9081-7

World Health Organisation. (2002). Active aging: A policy framework.

Retrieved from http://apps.who.int/iris/bitstream/10665/67215/1/

WHO_NMH_NPH_02.8.pdf

Zingmark, M., Fisher, A. G., Rocklov, J., & Nilsson, I. (2014). Occupation-

focused interventions for well older people: An exploratory random-

ized controlled trial. Scandinavian Journal of Occupational Therapy, 21

(6), 447–457. https://doi.org/10.3109/11038128.2014.927919

How to cite this article: Seah B, Kowitlawakul Y,

Chokkanathan S, et al. Salutogenic Healthy Ageing

Programme Embracement (SHAPE) for senior-only

households: A study protocol. J Adv Nurs. 2017;00:1–11.

https://doi.org/10.1111/jan.13502

The Journal of Advanced Nursing (JAN) is an international, peer-reviewed, scientific journal. JAN contributes to the advancement of evidence-

based nursing, midwifery and health care by disseminating high quality research and scholarship of contemporary relevance and with potential to

advance knowledge for practice, education, management or policy. JAN publishes research reviews, original research reports and methodological

and theoretical papers.

For further information, please visit JAN on the Wiley Online Library website: www.wileyonlinelibrary.com/journal/jan

Reasons to publish your work in JAN:

• High-impact forum: the world’s most cited nursing journal, with an Impact Factor of 1·998 – ranked 12/114 in the 2016 ISI Journal Citation

Reports © (Nursing (Social Science)).

• Most read nursing journal in the world: over 3 million articles downloaded online per year and accessible in over 10,000 libraries worldwide

(including over 3,500 in developing countries with free or low cost access).

• Fast and easy online submission: online submission at http://mc.manuscriptcentral.com/jan.

• Positive publishing experience: rapid double-blind peer review with constructive feedback.

• Rapid online publication in five weeks: average time from final manuscript arriving in production to online publication.

• Online Open: the option to pay to make your article freely and openly accessible to non-subscribers upon publication on Wiley Online Library,

as well as the option to deposit the article in your own or your funding agency’s preferred archive (e.g. PubMed).

SEAH ET AL. | 11

https://doi.org/10.1111/nhs.12048
https://doi.org/10.1111/nhs.12048
https://doi.org/10.1136/jech.2006.056275
https://doi.org/10.1136/jech.2006.056275
https://doi.org/10.1080/13607860701365998
https://www.singstat.gov.sg/docs/default-source/default-document-library/publications/publications_and_papers/population_and_population_structure/ssnsep11-pg1-9.pdf
https://www.singstat.gov.sg/docs/default-source/default-document-library/publications/publications_and_papers/population_and_population_structure/ssnsep11-pg1-9.pdf
https://www.singstat.gov.sg/docs/default-source/default-document-library/publications/publications_and_papers/population_and_population_structure/ssnsep11-pg1-9.pdf
https://doi.org/10.1007/s10823-008-9081-7
http://apps.who.int/iris/bitstream/10665/67215/1/WHO_NMH_NPH_02.8.pdf
http://apps.who.int/iris/bitstream/10665/67215/1/WHO_NMH_NPH_02.8.pdf
https://doi.org/10.3109/11038128.2014.927919
https://doi.org/10.1111/jan.13502
http://www.wileyonlinelibrary.com/journal/jan
http://mc.manuscriptcentral.com/jan

