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Introduction

The term, “older persons” or “older adults” refers to indi-
viduals 60 years of age or older. Although the World Health 
Organization (WHO) later recommended changing the defi-
nition of older persons to 65 years and older,1-3 Thailand 
still uses the previous definition due to the context, devel-
opment plans, and related laws.4-6 Thailand is the second-
fastest aging country in the Association of Southeast Asian 
Nations (ASEAN) after Singapore.5 The proportion of older 
adults in Thailand rose from 5% of the total population in 
1995 to 13% in 2010 and 20.7% in 2022 and is projected to 
increase to 27.2% in 2030 and over 30% by 2040.6 Nakhon 
Ratchasima Province has the largest area with the second 
most populated province, located in northeastern Thailand.7,8 
The proportion of older adults in Nakhon Ratchasima has 

increased similarly to that of the country; 19.4% in 2022.9,10 
The transition to an increasingly aging society is a result of 
decreased births and deaths as well as increased life expec-
tancy which has risen from 70.67 years in 2000 to 77.74 in 
2022 and is projected to rise to 80.72 years in 2040.11 Older 
adults may become the country’s main workforce in place 
of younger working-age groups and become a burden in 
maintaining their health and improving their quality of life.

1241456 JPCXXX10.1177/21501319241241456Journal of Primary Care & Community HealthSilawan et al
research-article2024

1Mahidol University, Bangkok, Thailand

Corresponding Author:
Tassanee Silawan, Department of Community Health, Faculty of Public 
Health, Mahidol University, 420/1 Ratchawithi Rd., Ratchathewi District, 
Bangkok, 10400, Thailand. 
Email: tasanee.sil@mahidol.ac.th

Promoting the Wellness of Older Adults 
through Integrated Health-Promoting 
Programs and Supportive Peers: A  
Quasi-Experimental Study in Semi-Urban 
Communities of Northeastern Thailand

Tassanee Silawan1 , Arpaporn Powwattana1 , Phurithat Ponsen1,  
and Nuttawat Ninkarnjanakun1

Abstract
Introduction/Objectives: Thailand has approached an aged society in which the proportion of older adults rose 
from 5% in 1995 to 20.7% in 2022 and is projected to increase to 27.2% in 2030. Older adults face health risks and 
challenges, requiring supportive care. This research aimed to promote the wellness of older adults through Integrated 
Health-Promoting Programs and Supportive Peers (IHPP-SP) in semi-urban communities. Methods: A one-group pretest-
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supportive peers, and establishing a support system. Mean and proportion differences were analyzed using the paired t-test 
and McNemar test. Results: After implementing IHPP-SP, the mean score significantly increased for happiness (P = .004), 
Activities of Daily Living: ADLs (P = .034), and family support (P < .001), but did not differ regarding depression (P = .413). 
The proportion of healthy behaviors significantly increased for tobacco use (P = .035), dietary intake (P = .018), and physical 
activity (P < .001), but not for alcohol consumption (P = .377). Conclusions: The IHPP-SP provided potential benefits to 
promote the wellness of older adults.
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People of advanced age will experience changes in physical, 
mental, and social roles, including health problems, ill-
nesses, and decreased daily activities and quality of life. 
Common health problems among older adults include 
hypertension, diabetes, heart diseases, musculoskeletal sys-
tem diseases, depression, and the sequelae of these condi-
tions.12-18 Older adults are more likely to use Emergency 
Medical Services (EMS) than younger ages including repeat 
EMS use and pre-hospital emergency care.19-21 Approximately 
one-half of older adults sought care for issues including 
accessibility to healthcare services, financial support, social 
support, and long-term care.22 In addition, one-half of older 
adults with active lifestyles and exercise were also reported 
for functionally limited, indicating an increased risk for 
mobility and activity of daily living disability 4 years later.23 
An aging society and the implications for services highlight 
the need that older adults require care and support from 
themselves, family members, communities, and relevant 
institutions in a holistic manner. Related studies have found 
that programs for Thai older adults are not well-grounded. 
Most intervention programs developed by researchers focus 
on increasing the knowledge and developing the skills of 
family caregivers, such as by providing information, skills 
training, and home visits.24-27 These studies have used theo-
ries and concepts such as the Transitional Care Model, 
Orem’s Self Care Deficit Nursing Theory, and the Chronic 
Care Model.28-30 The limitations of the programs presented 
in related studies may stem from their focus on the indi-
vidual level, for example, family caregivers, rather than the 
family and community system, including the whole family 
as a unit. Few intervention studies have assessed family 
variables that may affect outcomes or measured family 
functioning in caring for older adults. Community-based 
elderly care encourages local government organizations to 
demonstrate the capacity to lead elderly care at the commu-
nity level. They have the advantage of residing close to 
local communities. Therefore, they know the local popula-
tion characteristics and specific health problems, helping 
them determine the best solutions to fit local contexts.31 The 
current research aimed to assess the wellness of older adults 
compared before and after implementing the integrated 
health-promoting programs and supportive peers (IHPP-SP) 
participatory developed by stakeholders from communities 
and involving sectors.

Methods

Study Areas

This study was conducted in Sung Noen District of Nakhon 
Ratchasima Province, possessing the largest area with the 
second most populous province located as a gateway to 
other provinces in northeastern Thailand. Sung Noen 
District comprises 11 subdistricts totaling 72,559 residents 

in 2022. Industrial estates and large industrial companies 
are located in the district and most residents are farmers and 
industrial workers.10,32

Study Design and Samples

A quasi-experimental study was carried out from August 
2018 to October 2019 using a one-group pretest-posttest 
design as illustrated in the following diagram:

O1    X    O2

where O1 and O2 were the variables evaluated before and 
8 months after implementing interventions consisting of 
physical and mental health (happiness, depression, Barthel 
Index for Activities of Daily Living (ADLs), family sup-
port) and health behaviors (tobacco use, alcohol consump-
tion, dietary intake, and physical activity); X were the 
interventions implemented to promote the wellness of the 
older adults through integrated health-promoting programs 
and supportive peers (IHPP-SP) as seen in Figure 1. The 
IHPP-SP was developed by stakeholders from communi-
ties, for example, community leaders, village health volun-
teers, representatives of elderly clubs, and caregivers, and 
involved multi-sectors (universities, district health office, 
community hospital, community development office, and 
private companies). Two participatory workshops among 
the stakeholders were conducted. The first workshop 
started by envisioning determining the desirable image of 
healthy older adults. Current situations from the baseline 
survey were discussed and gaps compared with the desir-
able image were identified. The prioritized health problems 
and health needs of older adults were noncommunicable 
diseases (NCDs); hypertension, hyperlipidemia, and diabe-
tes mellitus; and their complications, risk behaviors for 
NCDs (dietary intake, physical activity, tobacco use, alco-
hol consumption), depression, obstacles in performing 
daily activities, and lack of practical guidance and support 
for ongoing self-care. In the second workshop, approaches 
and strategies for promoting the wellness of older adults 
based on social capital and community context were brain-
stormed. Action plans were developed along with imple-
mentation mechanisms at the individual, household, and 
community levels. The supportive peers (SPs) were nomi-
nated by the communities and took part in the project on a 
voluntary basis. Two workshops, study visits on successful 
practices and a coaching system from the relevant sectors 
were conducted to improve their skills and implementa-
tion. The SPs then carried out activities with the individual 
older adults, their families and at community level. These 
included knowledge transfer, counseling, care plan moni-
toring, capacity building of family members, home visits, 
moral support, self-help group formation, community and 
environmental management, and evaluation.
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Our sample size was calculated by the following formula 
for comparing 2 dependent population means.33
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where the standard deviation (σ) of depression scores 

among older adults was 3.7534; the difference in means 
(∆) of depression scores between before and after imple-
mentation was 0.75; significant level (α) was 0.05, and 
type II error probability (β) was 0.20. Two subdistricts, 
municipality and outside municipality area, were ran-
domly selected by simple random sampling. Households 
having older adults aged 60 and older from all communi-
ties (22 villages) were then randomly selected using a 
simple random sampling method. The samples comprised 
229 older adults who could communicate in Thai, volun-
tarily participated in the project, signed the consent form, 
and stayed in the area throughout the implementation. 
Older adults who became sick and needed to be hospital-
ized for more than 4 weeks consecutively, as well as 
those who later withdrew from the project, were excluded. 
No compensation was provided for participating in this 

project apart from activities and services related to the 
project.

Research Tools and Measurements

The structured questionnaires used before and after imple-
menting the programs were developed and corrected for 
content validity by 5 experts from universities and colleges, 
academic institutes, and public health organizations in the 
study area. Thereafter, the questionnaires were piloted 
among ten older adults in nearby areas to check for under-
standing, and ensure a smooth interview process and were 
revised for collecting data in the study areas. Study vari-
ables and measurements are described below.

General characteristics consisting of sex, age, marital 
status, education, religion, occupation, income, and current 
illnesses were assessed using 8 multiple-choice and open-
ended questions.

Overall happiness was self-assessed by the older adults. 
A score from 0 to 10 for “not happy at all” to “happiest” was 
classified by applying the Happinometer assessment as 
“very unhappy” (0.00-2.49), “unhappy” (2.50-4.99), 
“happy” (5.00-7.49), and “very happy” (7.50-10.00).35

Figure 1.  Research interventions to promote the wellness of older adults through integrated health-promoting programs and 
supportive peers (IHPP-SP); *5As refer to Ask, Assess, Advise, Assist, and Arrange; **2As refer to Ask and Act.
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Depression was assessed to detect the risk of depression 
using 9 rating scale questions (PHQ-9) revised for the Thai 
central dialect. A score of 0 to 4 for “none” to “every day” 
was assigned. A total score (0-27) classified the older adults 
into 4 groups: “no symptoms or very few symptoms of 
depression” (0-6); “mild symptoms of depression” (7-12); 
“moderate symptoms of depression” (13-18) and; “having 
symptoms of severe depression” (19-27).34,36

ADLs were assessed using ten ordinal scale questions of 
the Barthel ADLs in the Thai central dialect. It comprised 
10 questions with 2 to 4 response options. A score of 0 to 3 
for “unable” to “independent” was assigned. A total score 
(0-20) classified older adults into the following 3 groups: a 
“social-bound” group (12-20) refers to older adults who 
are self-reliant and able to help others, community mem-
bers, and society; a “home-bound” group (5-11) refers to 
older adults who can partially take care of themselves and 
can partially help themselves; a “bed-bound or bed-ridden” 
group (0-4) refers to older adults who are unable to rely on 
themselves, are unable to help themselves, and are disabled 
or handicapped.37,38

Family support was assessed using 3 ordinal scale ques-
tions: indoor activities, discussing, and outdoor activities. A 
score of 0 to 3 for “none” to “regular” was assigned. A total 
score (0-9) was classified using the 75th percentile as the 
cutoff point in “poor to moderate family support” (0-6) and 
“good family support” (7-9).

Tobacco use and alcohol consumption were assessed 
using two-choice questions. Tobacco use was categorized 
as “never or rarely used” and “used regularly” meanwhile 
alcohol consumption was categorized as “never or rarely 
consumed” and “consumed regularly.” Dietary intake 
focused on a healthy diet to prevent and reduce NCD 
risks; vegetables and fruits, low-fat foods, low-sodium 
foods, and low-sugar foods and drinks. Dietary intake 
was assessed using 7 ordinal scale questions. A score of 0 
to 4 for “never ate” to “ate every day” was assigned. A 
total score (0-28) was classified using the cutoff point at 
the 75th percentile in “moderate to high risk for NCDs” 
(0-20) and “low risk for NCDs” (21-28). Physical activity 
was assessed based on WHO guidelines for adults aged 
18 to 64 years and adults aged 65 years and above who 
should have physical activity for at least 75 to 300 min 
throughout the week.39 Five multiple-choice with open-
ended questions were developed comprising vigorous, 
moderate, and light physical activity or exercise. A score 
of 0 was given to “having physical activity less than 
30 minutes/week,” while 1 was awarded to “having physi-
cal activity at least 30 minutes/week.” A total score (0-5) 
was classified using a cutoff point at the 75th percentile in 
“improper physical activity” (0-3)” and “proper physical 
activity” (4-5).

Data Collection

Face-to-face interviews, both before and after implement-
ing IHPP-SP were conducted by public health students from 
universities and colleges in the study area. The interviewers 
attended a 1-day training on interview objectives, ques-
tions, interview techniques, and unbiased interview guide-
lines including compliance with human research ethics. The 
respondents were informed of the research details, volun-
tarily participated in the project, and signed a consent form 
before being interviewed.

Data Analysis

Data were processed and analyzed using EpiData Version 
3.10 and SPSS for Windows Version 18.0.40,41 Study vari-
ables were described using percentage, arithmetic mean, 
and standard deviation. Mean differences between pre-and 
post-test were determined by Paired t-test, while proportion 
difference was analyzed using the McNemar test. P < .05 
was considered as statistical significance.

Research Ethics

This research was conducted according to human research 
ethics practices. Written informed consent was introduced 
and the respondents signed for voluntary participation. This 
project was approved by the Human Research Ethics 
Committee, Faculty of Public Health, Mahidol University 
[COA. No. MUPH 2018-168; Protocol No. 151/2018].

Results

Characteristics of Older Adults

The majority of older adults were female, 60 to 69 years old, 
married with spouses remaining together, educated at pri-
mary school or lower, and unemployed. About two-thirds 
had monthly income ≤1000 THB (about 28.89 USD) which 
was lower than the poverty line (78.83 USD/person/month) 
and one-half resided in a house with 4 or more members. 
More than half of them presented hypertension, while about 
one-third presented hyperlipidemia, and diabetes mellitus 
(Table 1).

Physical and Mental Health of Older Adults

After implementation, most older adults were very happy, 
had no symptoms or very few symptoms of depression, and 
had ADLs in a social-bound group. While one-half of them 
received good family support. The mean score of happiness, 
ADLs, and family support after implementing IHPP-PS 
was significantly higher than before implementation 
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(P = .004, P = .034, and P < .001, respectively), while the 
mean score of depression did not differ (P = .413) (Table 2).

Health Behaviors of Older Adults

After implementing the IHPP-PS, most older adults never 
or rarely used tobacco and never or rarely consumed 

alcoholic beverages, meanwhile, approximately two-thirds 
had proper physical activity, and one-half consumed low-
risk foods for NCDs. The proportion of older adults who 
exhibited improved behaviors significantly increased after 
implementing the IHPP-PS in terms of tobacco use 
(P = .035), dietary intake (P = .018), and physical activity 
(P < .001). Nonetheless, the proportion did not differ for 
alcohol consumption (P = .377) (Table 3).

Discussion

Based on major health problems of older adults, health 
behaviors in this research focused on health-promoting 
behaviors for reducing NCD risk factors; tobacco use, alco-
hol consumption, dietary intake, and physical activity.39,42-46 
The IHPP-SP affected to protective factors including happi-
ness, ADLs, family support, and healthy behaviors, although 
it did not differ regarding depression and alcohol consump-
tion. Unlike some developed countries, this research defined 
older individuals starting at 60 years according to “The Act 
on Older Persons B.E. 2546 (2003 A.D.)” of Thailand, 
which defined that “Older persons are persons who have 
attained the age of at least sixty years and are of Thai nation-
ality.”4 Although the WHO has later advised changing the 
definition of older person from the starting age of 60 to 
65 years, the definition of older person has not yet been 
enforced for the reason that different countries have differ-
ent definitions of the older person, both by age at birth and 
by society, culture, and functional markers.1-3 For Thailand, 
visions and policies to improve the quality of life for older 
adults of relevant ministries and agencies were targeted 
starting at 60 years old.6,37,42,43 Although Thailand has pro-
moted various measures for older adults under the National 
Plan for the Elderly since 2002, the measures implemented 
by the relevant organizations have not been implemented in 
the same direction and integration. The measures to imple-
ment the National Agenda on Aged Society were devel-
oped. The goal was for Thai older adults to be “Active 
Ageing: healthy, security, participation.” The key measures 
for improving elder and all generation quality of life 
included welfare and social protection, employment and 
income, health system, housing and public spaces, Time 
Bank system, and education for the young generation. In 
semi-urban communities, such measures are carried out by 
the community people and local institutions, such as volun-
teers for older adults, village health volunteers, elderly 
clubs, schools, Sub-district health-promoting hospitals, 
local administrative offices (municipalities and Sub-district 
administrative organizations), District Health Board, and so 
on.47 However, ongoing operations have shown that many 
older adults are still exposed to various threats and require 
holistic and close care and support.48-50

After implementing IHPP-SP, older adults exhibited bet-
ter wellness concerning ADLs, happiness, family support, 

Table 1.  Characteristics of Older Adults Participating in the 
IHPP-PS Program (n = 229).

Characteristic of older adults No. %

Sex
  Female 149 65.1
  Male 80 34.9
Age (years)
  60 to 69 101 44.1
  70 to 79 85 37.1
  80 and above 43 18.8
  Mean ± SD: 71.71 ± 7.87; Min.-Max.: 60 

to 93
 

Marital status
  Single 17 7.4
  Married and spouse remaining together 136 59.4
  Separated/widowed 76 33.2
The highest education
  Primary school or lower 193 84.3
  High school 28 12.2
  Diploma or higher 8 3.5
Religion: Buddhist 229 100.0
Occupation
  No occupation or unemployed 147 64.2
  Employees or daily hire 26 11.4
  Agriculture 25 10.9
  Trading or small business 22 9.6
  Retirement (governmental 

organizations or state enterprise)
9 3.9

Monthly income (THB)  
  ≤1000 145 63.3
  1001 to 3000 22 9.6
  ≥3001 62 27.1
  Mean ± SD: 3376.85 ± 5260.99; Min.-

Max.; 600 to 30,000
 

Family members  
  1 to 3 112 48.9
  4 to 6 103 45.0
  7 and above 14 6.1
Illness
  None 81 35.4
Diseases (multiple response)
  Hypertension 121 52.8
  Hyperlipidemia 87 38.0
  Diabetes mellitus 73 31.9
  Others (heart disease, stroke, emphysema, 

kidney failure, cancer, etc.)
25 10.9
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tobacco use, dietary intake, and physical activity. These 
may have been due to the project’s activities developed 
based on baseline data from quantitative and qualitative 
surveys at the personal, household, and community levels, 
as well as gathering ideas and resources using a participa-
tory learning process from relevant organizations and key 
actors including government, private, and community sec-
tors, to ensure that the activities conducted aligned with the 
needs and were practically feasible for the target group. 
Additionally, activities in the project were conducted in a 
holistic and integrated manner that encompassed the pro-
motion and modifying important risk factors affecting older 

adults’ wellness. These activities included individual, fam-
ily, and community-level covering knowledge providing, 
counseling, care plan monitoring, capacity building for 
household members, home visits, self-help group creating, 
and community and environment managing. The SPs were 
the main individuals of those implementation and provided 
close assistance to older adults and their families. This 
enabled older adults and their families to participate and 
engage in activities more thoroughly and continuously. 
Besides training on knowledge and skills for promoting the 
health of older adults, the SPs participated in the study visits 
in the successful community-based project, which helped 

Table 2.  Physical and Mental Health Among Older Adults and Analysis of the Difference in Mean Scores Compared Before and After 
Implementing IHPP-PS (n = 229).

Physical and mental health Before implementation After implementation Pa

Happiness (10 points); Mean (SD) 8.00 (1.38) 8.59 (1.46) .004*
  Very happy; No. (%) 156 (68.1) 188 (82.1)  
  Happy; No. (%) 73 (31.9) 10 (17.9)  
Depression (27 points); Mean (SD) 3.09 (3.25) 3.25 (2.84) .413
  No or very few symptoms; No (%) 196 (85.6) 204 (89.1)  
  Mild symptoms; No. (%) 30 (13.1) 22 (9.6)  
  Moderate symptoms; No. (%) 3 (1.3) 3 (1.3)  
ADLs (20 points); Mean (SD) 18.89 (3.10) 19.14 (2.76) .034*
  Social-bound; No. (%) 220 (96.1) 222 (96.9)  
  Home-bound; No. (%) 5 (2.2) 3 (1.3)  
  Bed-bound; No. (%) 4 (1.7) 4 (1.7)  
Family support (9 points); Mean (SD) 4.24 (1.89) 6.15 (2.44) <.001*
  Good; No (%) 0 (0.00) 116 (50.7)  
  Poor to moderate; No. (%) 229 (100.0) 113 (49.3)  

aPaired t-test.
*Significance at P < .05.

Table 3.  Analysis of the Difference in Proportions of Behaviors Among Older Adults Compared Before and After Implementing 
IHPP-PS (n = 229).

Behaviors

No. (%)

PaBefore implementation After implementation

Tobacco used .035*
  Never or rarely used 213 (93.0) 222 (96.9)  
  Used regularly 16 (7.0) 7 (3.1)  
Alcohol consumption .377
  Never or rarely consumed 205 (89.5) 199 (86.9)  
  Consumed regularly 24 (10.5) 30 (13.1)  
Dietary intake .018*
  Low risk for NCDs 109 (47.6) 134 (58.5)  
  Moderate to high risk for NCDs 120 (52.4) 95 (41.5)  
Physical activity <.001*
  Proper physical activity 94 (41.0) 151 (65.9)  
  Improper physical activity 135 (59.0) 78 (34.1)  

aMcNemar test.
*Significance at P < .05.
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them work more concretely and effectively. Moreover, as a 
result of being nominated by the community, the older 
adults and their families tend to trust and cooperate with the 
SPs’ advice. Additionally, having SPs provide advice and 
assistance to the older adults’ family members resulted in 
more support from their families to older adults, gaining 
better ADLs, better health behaviors, and greater happiness. 
Older adults who were educated, had sufficient income, had 
less morbidity, and were socially-bounded were more likely 
to engage in activities outside the home than the home-
bounded people, who often relied on others when traveling 
and spent most of their time resting and sleeping.26,27,38,51,52

The SPs willing to support older adults and their fami-
lies without compensation may be due to cultural and reli-
gious aspects. In Thailand, gratitude is an important part of 
Thai culture. Thais cultivate gratitude and an obligation to 
care for benefactors with sincere love.53,54 Moreover, SPs 
take on the caregiving role because of love and attachment. 
It constitutes a good opportunity to take care and show 
gratitude to benefactors and has become an accepted duty 
to care for older adults. Even though economic, social, and 
family conditions have changed in Thai society, the duty of 
taking care of older adults remains with the family mem-
bers and community members. Furthermore, SPs think 
they need to care for older adults because of their personal 
belief in the Law of Karma. According to Buddhist influ-
ences, Thai perspectives on life highlight spiritual well-
being and compassionate action for oneself and others as in 
the performance of a good deed.54 Age is an incredibly 
important marker of one’s place in the community and per-
vades every aspect of daily life in Thai culture. Older peo-
ple command respect whether or not, they deserve it and 
individuals must listen and abide by their advice, whether 
or not they agree with it. Thus, older people deserve to be 
cared for by their families. However, caring for older adults 
within the family faces numerous challenges and obstacles 
for family members, especially time constraints, emotional 
stress, and hands-on care. The SPs play a role in helping 
family members to care for older adults by providing guid-
ance, caregiving skills, encouragement, and mental sup-
port, as well as assisting families experiencing problems 
and older people who live alone.

Depression and alcohol consumption did not differ 
between before and after implementing IHPP-PS. This 
might due to most of older adults in this study had no symp-
toms or very few symptoms of depression (score < 7) since 
before the project started, resulting in very little change in 
depression score after the project ended. In addition, more 
than one-half resided in an extended family, which 4 or 
more members living together.55 Thai culture addresses a 
sense of duty and responsibility from the young towards the 
older adults. Accordingly, extended families living in com-
munity is generally social connected within and with 

surrounding communities. This might lessen the possibility 
of depression among the older adults.

For alcohol consumption, approximately one-tenth of 
older adults consumed alcoholic beverages regularly during 
the past year both before and after the implementation. 
Drinks (any kind of drinks) are part of Thai culture, and 
enjoying them is a way to bond with locals and experience 
their lifestyle. Having a drink with someone is a special way 
to socialize. However, the number of drinkers slightly 
increased after the intervention, which was likely due to the 
assessment of drinking considering only the frequency 
without the amount of drinking. Therefore, older adults who 
consumed small amounts of alcohol or herbal liquor were 
also counted as regular drinkers. Regularly consuming 
small amounts of alcoholic beverages or herbal liquors 
among older adults was a hard-to-change behavior because 
participants believed that “Drinking for health” helped 
improve blood circulation, energy, appetite, and high-qual-
ity sleep.

Due to the limited time for conducting the program 
activities, this study did not compare biological and clinical 
changes of older adults which should be evaluated in the 
long term. However, the findings indicated that the IHPP-SP 
provided potential benefits to promote the wellness of older 
adults, which in the long run will help prevent illness, con-
trol risk indexes, for example, blood glucose and blood 
pressure levels, and prevent complications. To ensure the 
sustainable wellness of older adults, the interventions 
should be strengthened including reducing local salt and 
restricting calorie intake for older adults at risk of NCDs 
and complications. Effective systems should be in place to 
continuously monitor, support, and incentivize the SPs’ per-
formance. Periodic refresher training on knowledge, work 
strategies, and aesthetic techniques for conversing with 
older adults and their families should be provided to the 
SPs. Resources should be coordinated and mobilized from 
relevant sectors to support continuous operations in pro-
moting the wellness of older adults holistically at the indi-
vidual, household, and community levels.

The study encountered limitations. This research was not 
designed to have a comparison group, due to resource limi-
tations and ethics, which affected the robustness of the proj-
ect's impact. Moreover, the influence of demographic and 
socioeconomic factors was not controlled, which may 
obscure the results. The relatively short implementation 
period may also raise questions about the sustainability and 
strength of operations over the long term. Although the 
questionnaires were checked for content validity as well as 
piloted, the overall happiness was assessed using a single 
question which may have caused older adults to have diffi-
culty determining their score. In addition, the assessment 
was based on answering a questionnaire, so the results may 
have deviated from the real behavior of respondents.
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Conclusion

After implementing the IHPP-SP, nearly all indicators of 
physical and mental health and healthy behaviors of 
older adults improved. This reflected that the IHPP-SP 
provided potential benefits to promote the wellness of 
older adults.
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