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Abstract

Objective: The purpose of this pilot project was to employ a goal-based, individualized behavior-change
approach to promote engagement in health care self-management activities and physical activity among vulnerable
older adults living in subsidized housing. The specific aims were: (1) to determine the acceptability and feasibility of
a wellness coaching model among urban-dwelling, low-income older adults, and (2) to test whether participation in
the wellness coaching program would result in higher activation levels, increased physical activity, and an improved,
self-rated quality of life and health status when compared to a wait-list control group.

Methods: The project implemented a feasibility study and quasi-experimental design to achieve its aims. The
sample included minority older adults residing in one of two subsidized housing sites, both within one large, urban
housing authority. Fifteen participants (5 females and 10 males, mean age 77.4 ± 7.9 years) were assigned to the
intervention group and 13 older adults (7 females and 6 males, mean age 75.8 ± 9.1 years) from another housing
site comprised the wait-list control group, crossing over to the intervention after six months. The intervention was an
integrative, geriatric assessment and wellness coaching program introduced to low-income older adults. InterRAI’s
Health & Social Check-up and the Lifestyle Survey were the primary data collection tools. Participants also
completed the Patient Activation Measure.

Results: Independent t-tests revealed statistically significant improvement in physical activity and self-reported
health status and quality of life for the group receiving the intervention for one year compared with those who
received the intervention for a short time period.

Conclusion: Urban-dwelling, low-income older adults were able to identify their goals and, through a wellness
coaching process, engage in the development of their personal healthy aging plan, facilitating their involvement in
health care self-management. Capitalizing on social networks and other low or no-cost options to support goal
achievement may be a key strategy in resource-restricted environments.

Keywords: Patient activation; Personalized wellness coaching;
Physical activity; Self-management; Low-income older adults; Senior
housing, InterRAI

Introduction
At an increasing rate, both rich and poor older adults are living

longer despite the presence of chronic disease and illness [1]. The
number of older adults, age 65 years or over and currently representing
14.5% of the United States (US) population, is projected to more than
double to 98 million by 2060 [2]. The older adults are more likely to
experience repeated hospitalizations and/or unplanned visits to their
health care provider, while facing increased costs to manage their
health [3]. Prolonged life, though desired by many, brings new
challenges. Many older adults struggle to maintain quality of life and
independence in the presence of complex, chronic diseases and
prevailing illness symptoms. With limited access to key resources and
support, these challenges are even more profound.

Over 4.5 million (10%) U.S. older adults live below the poverty level
with another 2.4 million (5.3%) classified as “near-poor” having an

income up to 125% of the poverty level [1]. Low-income elders are a
diverse and complex group of older adults who have socioeconomic
stressors, low health literacy, chronic co-morbidities, and limited
access to health care [4]. They are twice as likely to rate their health as
fair or poor (57%) compared to elders in other community settings
(27%) [5]. In contrast to higher-income groups, the poorer population
in the US continues to experience significant disparities in health and
health care [6].

An estimated 6% of adults over 61 years old and, predominantly
single women, live in subsidized housing [7]. These vulnerable seniors
tend to be more challenged than older adults in general and are at
greater risk of having unmet needs [8]. The incidence of pain,
depression, chronic disease, and disability is increased among low-
income older adults who often have limited access to care providers to
help manage these problems [9-14].

Sufficient evidence exists on promising health-promoting
interventions and self-management programs targeting older adults
[15,16]. However, one of the primary challenges is motivating people
to adopt and sustain behaviors promoted within these programs. By
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nature of their living environment, low-income older adults in
subsidized housing may be well positioned to engage in efforts towards
adopting and sustaining health-promoting interventions. Accessing
proper community organizations and resources, this particular
population may benefit from self-sustaining health interventions. As
the US healthcare system continues its efforts towards becoming an
efficient, cost-effective model, there is a critical need to provide all
persons, and particularly, low-income older adults, with support to
promote their independence, enable them to adopt healthy life-style
choices, assume responsibility for their own disease management, and
ultimately attain an improved quality of life. This outcome is central to
the successful aging model.

Theoretical Framework
Supporting successful aging requires a personal, multi-factorial

approach involving the older adult, significant others, and care
providers. Based on Tornstam’s theory of gerotranscendence (1996)
and the Roy adaptation model (1984), Troutman developed a mid-
range level nursing theory of successful aging. Troutman’s theory of
successful aging involves three coping processes: 1. functional
performance mechanisms, 2. spirituality, and 3. intra-psychic factors
[17]. Functional performance mechanisms refer to the use of conscious
awareness and choice as an adaptive response to physiologic and
physical aging. Spirituality consists of the person’s beliefs and views
that relates to something greater than self. Innate features that
contribute to the person’s ability to adapt to change and solve problems
serve as the basis for the intrapsychic factors. Each of the three
processes contribute to the complex process of gero-transcendence
and, ultimately, successful aging (Figure 1).

Presently, health care is structured on potential or existing patient
problems with care directed towards prevention or management of
disease states. Geriatric care, in particular, applies the translation of
decades-long scientific research focused on disease states or clinical
symptoms. Most previous research efforts have pursued isolated body
systems (e.g. cardiac, renal, endocrine); yet an older adult’s daily
function is dependent upon effective symbiotic relationships among
multiple physical systems. Intertwined within these relationships are
the psycho-social, intra-personal, and spiritual elements that have
started to receive attention in healthcare and relevant research efforts.

Figure 1: Troutman’s theory of successful aging (adapted for use
from Topaz, et al; 2014).

When the older adult is provided opportunity to select health care
options and lifestyle strategies that align with their self-identified goals,
a comprehensive and holistic approach to successful aging is
underway. Formally implemented health care programs that follow this
approach are notably absent from the current formal health care

system. With an expanding aging population accessing an already
strained health care delivery system, new models that assume a
person-centered, holistic approach directed towards promoting
successful aging among all older adults need to be implemented and
evaluated. The purpose of this pilot project was to employ a goal-based,
individualized behavior-change approach to promote engagement in
health care self-management activities and physical activity among
vulnerable older adults living in subsidized housing. The specific aims
were: (1) to determine the acceptability and feasibility of a wellness
coaching model among urban-dwelling, low-income older adults, and
(2) to test whether participation in the wellness coaching program
would result in higher activation levels, increased physical activity, and
an improved, self-rated quality of life and health status when compared
to a wait-list control group.

Materials and Methods

Study design
The project implemented a feasibility study and quasi-experimental

design to achieve its aims. An integrative, geriatric assessment and
wellness coaching program was introduced to low-income older adults
residing in subsidized housing within one large, urban housing
authority. Originally developed for older adults residing in continuing
care retirement communities, [18], the investigator adapted the
wellness coaching program for implementation in a resource restricted
environment. The process for the wellness coaching began with an
individualized comprehensive assessment. Then, a summarization of
the assessment framed the collaboration and conversation with one
wellness coach to establish the participant’s life goals and create a
healthy aging plan, an individualized road map delineating specific
activities directed at personal goal achievement. The healthy aging plan
guided subsequent discussions that occurred during the weekly
contacts by the wellness coach. The study was approved by the IRB
committee of the primary university for this project.

Tools: InterRAI assessment tools, the Health and Social Check-up
(HSC) and the Lifestyle Survey (LS), and the Patient Activation
Measure (PAM) 10 measurement instrument were used in this project.
InterRAI assessment tools are based on a common metric to measure
major questions of interest [19] with established validity and reliability
[20,21]. The HSC contains a comprehensive set of measures on disease
state, clinical complications, cognition, function, mood, social
supports, environmental conditions, medication use, health service
use, etc. The LS collects personal, preferential data within the context
of the wellness domains. Data collected via the HSC and LS are
summarized in a Resident Snapshot to guide the coaching process.
PAM, a 10-item, self-administered tool assessed the extent to which the
participants were informed of and participated in their own health care
[22]. The PAM includes psychological factors and personal
competencies needed by an individual to manage their own health.
Cumulative item responses are segmented into 1 of 4 progressively
higher activation levels.

Sample
Inclusion/exclusion criteria: For inclusion in the study, participants

had to be 60 years or older, living in subsidized housing within the
urban housing authority, and have a language preference of English or
Spanish. Older adults under the age of 60 years or not living within the
housing authority were excluded.
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Sites: The first housing site had 181 units with 42.7% of the residents
living below the poverty line [23]. Its population was ethnically diverse
with 12% White non-Hispanic, 41.5% Black non-Hispanic, and 43.5%
Hispanic. The second housing site, located within the same
neighborhood, was made up of 82 units and was used to recruit the
wait-list control group. Here, the residents are also ethnically diverse
with 3.6% White non-Hispanic, 72.6% Black non-Hispanic, and 21.4%
Hispanic [23].

Recruitment: The principal investigator and the wellness coach met
with resident service coordinators from both housing sites to review
the specific elements of the study. Material and scheduled discussions
were presented and posted at the two sites to explain the project. In
addition, residents received a written letter inviting them to join the
study and participate in the assessment process. The letter indicated
that they would receive an in-person contact by program staff and if
the resident had any questions, a second personal contact was
scheduled.

Phase I: Ten participants from Site #1 initially were enrolled in the
wellness coaching program for a 3-month trial. During this period,
standard assessment data were collected and monthly, semi-structured
interviews conducted to obtain feedback regarding the usability,
acceptability, and satisfaction with the coaching process and platform.
At the end of the 3-month feasibility trial, a more detailed debriefing
via focus group discussion was completed with all project participants
to ascertain how best to adapt the coaching process in preparation for
the second stage of the research project. The adaptations included
culturally specific strategies to increase physical activity and
integration of no-cost resources to promote health behaviors. The
book, Exercise & Physical Activity: Your Everyday Guide from the
National Institute on Aging, was distributed to all enrollees. After
determining frequently visited sites, such as place of worship, grocery
store, public transportation access, the participants were provided with
walking maps to provide direction as well as a mileage and step
measure of the walking distance. Information about existing exercise
classes within the Housing Authority was shared among the group.

Phase II: After program revisions were complete, five new
participants from Site #1 for a 12-month test of the intervention and
thirteen new participants from Site #2 for the wait-list control (for the
following six months) were recruited. At the end of the six months, Site
#2 participants received the intervention. At the completion of the
study, all participants received a $10 gift card to the local grocery store.

Measurement of Outcomes
Four primary outcomes of the intervention were assessed in this

pilot project: patient activation, physical activity level, self-rated health
status, and self-rated quality of life. The first outcome was measured by
the PAM. The remaining three outcomes were drawn from the two
interRAI’s assessment tools used to complete the comprehensive
assessment upon entry into the project, the LS and HSC. The specific
outcome measures were selected because they represent aspects of
successful aging and confidence towards managing one’s own health
and health care.

Analysis
Data analyses were performed using SPSS (Version 23.0).

Descriptive, exploratory analyses investigated treatment differences at
each time point from both sites. Independent t-tests (p<0.05) were
calculated to compare baseline and follow-up results. Analyses were

done for the first ten participants testing the feasibility and
acceptability of the intervention, the five participants who participated
in the intervention six months later, and for the wait-list control group
before and after crossing over to the intervention.

Results
The specific aims of this pilot project were to: (1) determine

appropriate strategies for implementing the wellness coaching model
among low-income older adults from populations with health
disparities and (2) to conduct a pilot test to determine whether low-
income older adults who participate in a personalized, strategic
wellness coaching model as compared to a wait-listed control group
will have higher self-management behaviors of increased activation,
increased physical activity, and result in an improved self-rated health
status and quality of life.

We initially obtained a target sample of 10 older adults to achieve
specific aim #1. During the first six months of the project in examining
the feasibility of the intervention, one study participant left the site and
moved to a long-term care facility. Within this group, there were 3
females (2 Hispanic) and 7 males (3 Hispanic); ages ranged from 61 to
85 years old. After the initial six months, we recruited an additional
five participants from the Site #1 to enroll in the project and receive the
intervention. Within this group there were 2 females and 3 males
whose ages ranged from 60 to 89.

At the same 6-month point in the project, thirteen study
participants were recruited for the wait-list control group from Site #2.
These participants ranged in age from 60 to 88 years old. There were 7
females and 6 males, 23% Hispanic and 77% Black. Baseline at
recruitment, 6-months, and one-year follow-up data were collected
from this control group. The study participants from Site #2 crossed
over to the intervention group after the six months. During the initial
six months, they attended health education sessions provided on-site
by graduate nursing students. They participated in the wellness
coaching intervention for the final six months of the project.

To achieve our first aim, we introduced the intervention to a group
of 10 older adult residents. After participating in the intervention for
three months, we conducted a focus group discussion with nine of the
participants. The results of this discussion led to the development of
specific strategies described previously, to support the wellness
coaching process and provide key resources to these individuals.

In conducting preliminary, descriptive data analyses, participants
were initially placed in one of three sub-groups: Site #1 with an 18-
month exposure to the intervention, Site #1 with a 12-month exposure
to the intervention, and Site #2, the control group for six months, then
cross-over with exposure to the intervention for six months.
Subsequently, independent t-tests were performed comparing Site #1
and Site #2 at baseline, six, and twelve months.

Key outcomes
Patient activation: This outcome was measured using a targeted tool,

the Patient Activation Measure. All three sub-groups demonstrated an
increase in the mean patient activation score from baseline to post-
intervention but only one of these increases, Site #1, 12-month group,
was statistically significant. Comparison of Sites #1 and #2 revealed no
statistically significant difference in average PAM scores at baseline
and 12-month follow-up. Table 1 provides a summary of the results.
Figure 2 displays the average PAM scores for the three sub-groups at
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baseline and follow-up. There was no significant difference in follow-
up PAM scores between Site #1 and Site #2 and t-test results are
summarized in Table 1.

Figure 2: Average PAM Score.

Site #1 Site #2

Mean SD Mean SD T-value df p

Baseline 62.77 7.85 56.15 9.96 1.96 26 0.06

Follow-up 68.97 12.62 62.17 12.62 1.26 22 0.22

Table 1: T-test results for patient activation score.

Physical activity level: There were statistically significant
improvements in physical activity levels for the participants in each of
the Site #1 sub-groups with physical activity level measured as the
amount of time spent engaged in exercise or other exercise-type
activities. For Site #2, the physical activity level declined from baseline
to post-intervention assessment although this decline was not
statistically significant. Figure 3 presents the average physical activity
level for each sub-group.

Figure 3: Physical activity level score.

At baseline assessment, there was no significant difference in
physical activity level between the two study sites although the average
was higher for Site #2 participants. At the 6-month follow-up where

only the Site #1 received the intervention, there was a statistically
significant difference between the two sites with greater improvements
among Site #1 participants. Table 2 summarizes these results. The
significant difference was sustained at 12 months.

Site #1 Site #2

Mean SD Mean SD T-value df p

Baseline 1.27 0.96 1.92 1.49 -1.39 26 0.174

Follow-
up 1

2.43 1.08 0.88 0.64 3.66 20 0.002*

Follow-
up 2

2.23 1.01 1.18 1.16 2.36 22 0.028*

*statistically significant (p<0.05)

Table 2: T-test results for physical activity level.

Self-rated health status: Scores for the self-report of health status
improved for the two sub-groups from Site #1 and had little variability
for the group in Site #2. Average scores for the sub-groups over the
length of the project are presented in Figure 4.

Figure 4: Self-rated health status score.

Independent group comparisons for health status revealed
statistically significant results at the second follow-up, the point at
which Site #1 participants had received the intervention for twelve
months and Site #2 participants had received the intervention for six
months. Table 3 contains the analyses results.

Site #1 Site #2

Mean SD Mean SD T-value df p

Baseline 2.6 0.74 2.31 0.85 0.972 26 0.34

Follow-
up 1

2.86 0.77 2.5 0.53 1.15 20 0.261

Follow-
up 2

3.08 0.64 2.36 0.81 2.41 22 0.025*

*statistically significant (p<0.05)

Table 3: T-test results for health status.

Self-rated quality of life: The scores for the quality of life measure
improved for both of the Site #1 sub-groups but worsened for Site #2.
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For Site #2, the decreased mean score post-intervention was
statistically significant. The results are summarized in Figure 5.

Figure 5: Self-rated quality of life.

There were statistically significant differences in self-rated quality of
life between Site #1 and Site #2. While similar at baseline, ratings
improved after participating in the intervention for participants from
both sites but at the 6- and 12-month follow-up, Site #1 had
consistently higher ratings. T-test analysis results are summarized in
Table 4.

Site #1 Site #2

Mean SD Mean SD T-value df p

Baseline 4.33 0.9 4.69 0.947 -1.027 26 0.314

Follow-up
1

4.93 0.917 3.88 0.834 2.67 20 0.015*

Follow-up
2

5.08 0.954 4.09 1.13 2.31 22 0.030*

*statistically significant (p<0.05)

Table 4: T-test results for quality of life.

Discussion
Our results show modest gains with patient activation and self-

reported health status and quality of life. Among all participants, there
was an increase in the average PAM score from baseline to the 12-
month follow-up. Although the paired comparisons were not
statistically significant, the group that received the intervention for
twelve months, as opposed to six months, demonstrated higher average
activation levels. Chubak et al. [24] found that PAM scores tend to
fluctuate over time although an adverse event or change in health
status was not associated with lower scores. While health literacy was
not assessed among the participants, the wait-list control group did
receive health education and both literacy and education have been
shown to reduce racial differences in patient activation [25].

Improvement in physical activity levels was more dramatic,
particularly for the initial Site #1 sub-group who, after three months,
received targeted support to improve this outcome. Promoting walking
groups and exercising with friends was encouraged by the wellness
coach and appeared to work effectively with the Site #1 participants.
Greaney, Lees et al. [26] suggest interventions that counter negative
attitudes towards exercise for older adults such that regular exercise is a

socially acceptable may improve participation. Older adults who
capitalized on their social networks to exercise with others
demonstrate improved outcomes and retention [27,28]. Anecdotally,
the wellness coach noted that the participants favored walking with a
companion or small group to going out alone.

Central to the intervention tested in this pilot project is the use of a
healthy aging plan and repeated contacts by the wellness coach. The
use of a healthy aging plan parallels implementation intention, an
intervention shown to increase physical activity levels [29]. Older adult
women reported increased physical activity during a 4-week
implementation intention intervention although there was an
association between stronger executive function and increased activity
suggesting need for optimal cognitive performance [30]. In another
study, health action plans that included individualized goals and
preferences resulted in increased engagement with exercise and
decreased depressive symptoms [31-37].

Limitations
The pilot project was an initial attempt to introduce and modify a

wellness program, successful among suburban-based, continuing care
retirement community residents (CCRC) for vulnerable, urban-
dwelling, low-income older adults [18]. Unlike the CCRC setting,
recruitment of study subjects was challenging despite use of multiple
community events and strategies as well as close collaboration with the
resident service coordinator. A small sample size resulted, although
racial and ethnic diversity was present. A small number declined to
complete the follow-up assessments although the wellness coach
continued to contact these individuals at the same scheduled intervals.
Upon further reflection and discussions with the wellness coach, a
distinguishing factor emerged for the participants from Site #2.
Anecdotally, the wellness coach reported that during the 6-month
intervention period, some Site #2 participants experienced health
issues requiring hospitalizations, rehabilitation, and repeated health
care visits. This report concurs with no change assessed for health
status, a decrease in quality of life as well as a decrease in the physical
activity level for those from Site #2. Thus, comparative evaluation of
the wellness coaching intervention must be limited although decline in
health status among older adults often occurs and the self-report of
health status did not decrease significantly over the study period.

Conclusion
Similar to continuing care retirement community residents, urban-

dwelling, low-income older adults were able to identify their goals and,
through a wellness coaching process, engage in the development of
their personal healthy aging plan, facilitating their involvement in
health care self-management. Capitalizing on social networks and
other low or no-cost options to support goal achievement may be a key
strategy in resource-restricted environments. Notably, the increase in
physical activity level was an important outcome with benefits
extending to other aspects of wellness. Several established health care
self-management programs rely on peer leaders to enhance program
effectiveness. The use of informal peer support as well as formally
trained, volunteer peer mentors among low-income elders is worthy of
study, particularly considering the need for low-cost, self-sustaining,
scalable programs for a growing older adult population. The less than
favorable outcomes from the sub-group that experienced repeated
health challenges suggests a need to adjust personal goals based upon a
changing health status. Appropriate and innovative strategies must be
implemented to help aging adults live with dignity and independence.
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An informed, active population of low-income older adults has the
most to gain through new approaches to personal responsibility, goal-
setting, and self-management of their health. Future research to
implement and evaluate innovative, cost-effective approaches is
needed to best serve this vulnerable population.
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