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ABSTRACT ARTICLE HISTORY
Purpose: The health perceptions of older adults with a lower socioeconomic status still

seems to be unsettled. To gain more insight in these perceptions, 19 older adults were Accepted 20 July 2021
interviewed with the use of a photo-elicitation method.

Methods: Participants reflected on ten photographs covering aspects of physical, social and
mental health, and were also asked if and how they experience to have control over their lower socioeconomic status:
health. qualitative research; positive
Results: The results showed that the perception of health depended on the background of health; self-management;
the participant, was experience-oriented and was mostly focused on the negative aspects of older adults

physical and mental health. Social contacts were an important contributor to well-being,

especially when physical health declined. Although most participants seem hardly aware of

having influence on their own health, several participants showed automatic self-

management abilities.

Conclusion: For participants who need more support to improve, or become more aware of

their self-management abilities, interventions with an experience-oriented approach are

needed.
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1 Introduction et al., 2011, p. 2). Positive health, according to various
groups of stakeholders, can be conceptualized by six
domains, covering aspects of physical, social and
mental health (Huber et al., 2016). In these terms,
positive health does not focus on a “complete state”
of health but rather on the achievement of, and satis-
faction on, every domain for an individual. Although
the study of Huber et al. (2016) resulted in six
domains comprising the concept of positive health,
there were still remarkable differences between sta-
keholders, especially between patients and health
professionals, about the relative importance of the
various domains. This indicates that the meaning
and perception of health depends on the specific
group to which respondents belong.

Research showed that especially for older adults
with a lower socioeconomic status (also referred to
as SES) the experience and meaning of health can be
different than for health professionals. The association
between lower SES and a higher risk of poor health is
well documented (Prag et al., 2016). Socioeconomic
status, which is related to educational level, income
and occupation, is a robust factor that influences
health from childhood on into older age, even across
countries (World Health Organization (WHO), 2018).

In a rapidly ageing population, maintaining a proper
health status for as long as possible—also referred to
as “ageing healthy and successfully”—is an overall
goal for older adults, health professionals, and policy
makers (World Health Organization (WHO), 2020). As
a consequence, the terms “healthy ageing” and “suc-
cessful ageing” are widely used in the literature.
However, what “a proper health status” or “ageing
healthy and successfully” exactly means for older
adults themselves, is still unsettled.

In 1948 the World Health Organization (WHO)
defined health as a “state of complete physical, men-
tal, and social well-being, and not merely the absence
of disease” in which health is more than a physical
condition (World Health Organization (WHO), 2006).
However, as Huber et al. (2011) convincingly argued,
the 1948 definition of the WHO is not suitable any-
more in an ageing society in which many people cope
with chronic illnesses, because the WHO definition
implies that a “complete” state of health should be
achieved. Huber and colleagues proposed the new
concept of “positive health” where health is seen as
“the ability to adapt and self-manage in the face of
physical, social and emotional challenges” (Huber
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Adults with a lower SES are more likely to experience
stressful life events, show more mental health pro-
blems, have a greater risk of diseases and of geriatric
frailty, have less access to health care facilities, and
have a greater risk of health-damaging behaviour,
such as smoking (Loef & Walach, 2012; Szanton
et al., 2010; Van Lenthe et al., 2004). As a result,
individuals with a lower SES have a shorter overall
life expectancy of, on average, seven years as com-
pared to individuals with a higher SES. Moreover,
individuals with a lower SES have a shorter life expec-
tancy without any health problems of, on average,
18 years (Knoops & van den Brakel, 2010).

So far, only some studies investigated specifically
the perception of health among older individuals with
a lower SES. For example, in a quantitative study
Barrett (2003) showed that the subjective experience
of health in older adults with a lower SES is less
positive than in older adults with a higher SES. The
results of two other quantitative studies showed that
older adults with a lower SES also tend to feel older
than their chronological age, and expect their lifespan
to be shorter than individuals with a higher SES
(Baum & Boxley, 1983; Wardle & Steptoe, 2003).
Barrett (2003) indicated that the experience of having
older identities among older adults with a lower SES is
partly due to being less optimistic about one’s health.
Steverink et al. (2001) revealed a positive relationship
between lower income and education level on the
one hand, and the experience of ageing as a process
of physical decline and social losses on the other
hand.

It can be concluded that previous studies showed
that older adults with a lower SES do perceive health
in different ways than older adults with a higher SES.
However, most studies used quantitative measure-
ments, which reveal a restricted picture of the experi-
ences and perceptions of health of this specific group
because of the standardized measurements. For
example, a study of Von Faber et al. (2001) showed
that, when using standardized questionnaires with
closed answer categories to assess physical, social,
and psycho-cognitive functioning and well-being,
only less than 10% (58/599) of the participants could
be classified as “successfully aged”. However, when
using qualitative (open) interviews with 27 partici-
pants, 22 older adults described themselves as “suc-
cessfully aged”. Older adults seemed to use other
criteria when expressing their own experiences than
the predefined criteria in the quantitative study. An
exception is the recent study of Flinterman et al.
(2019) which used a qualitative focus group approach
with concept mapping techniques to gain more
insight into the perception of health in individuals
with a lower SES. Results suggested that individuals
with a lower SES, indeed, refer to other dimensions of
health than other groups (e.g., patients, professionals,

general population (Flinterman et al.,, 2019). However,
the method of the latter study might still be debated,
because concept mapping techniques require
a certain amount of cognitive ability of the partici-
pants such as clustering and prioritizing (Flinterman
et al,, 2019). Many studies show the effect of a lower
SES on the cognitive functioning of older adults
(Kaplan et al., 2001; Lyu & Burr, 2016). It might, there-
fore, be questioned whether methods that require
cognitive abilities such as reading, writing, and verbal
expression, is adequate for older adults with a lower
SES. The current study aims to gain more insight into
the perception of health in older adults with a lower
SES, using a visual method, namely photo-elicitation
interviews (also referred to as PEI) (Mannay, 2013). The
research question of this study is as follows: What are
the positive health perceptions of older adults with
a lower socioeconomic status, when older adults are
interviewed with the use of photo-elicitation
techniques?

2. Method
2.1 Ethical considerations

This study is part of a larger project (Community
Wise) which focuses on the physical, social and men-
tal health of low SES older adults by developing and
testing a health-promotion intervention. For the
entire project, the Ethics Review Board of the
University Medical Center of Groningen examined
the ethical considerations and granted exemption
from further ethical review considering the minimal
burden for the participants in 2016 (METc2016.498).
By then, the regulations for non-medical research
were less strict than they are now. During the study
Dutch ethical and privacy laws and regulations chan-
ged, and we performed our research accordingly. We
acted along the ethical rules of the Netherlands
Organization of Health Research and Development.
All data are anonymized according to the new privacy
regulations. In addition, all participants gave their
active written informed consent to participate in the
study.

2.2 Design of the study

The current study aimed to gain more insight into the
perceptions of positive health among older indivi-
duals with a lower SES by using PEI. Basically, PEI
apply photographs taken by the researcher or parti-
cipant in a research interview (Glaw et al., 2017;
Harper, 2002; Mannay, 2013). The use of PEls facili-
tates the communication between researcher and
participant, and supports the associative thinking
and reflection of the participant ((Glaw et al., 2017;
Pain, 2012). Furthermore, the use of photos facilitates
the memory and expression of ideas, and was, there-
fore, a suitable method to use in research with older
adults with a lower SES (Collier & Collier, 1986; Copes
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et al, 2018; Pain, 2012). The photos that are used
during the interviews are gathered by the researcher.
One of the benefits of using photographs gathered
by the researcher is the ability to trigger responses
about concepts chosen by the researcher (Gong et al.,
2012).

The photographs used in the current study focused
on the concept of positive health and the biopsycho-
social model of illness (Engel, 1977; Huber et al.,
2011). The biopsychosocial model of illness from
Engel (1977) defines health as more than only biome-
dical processes and focusses on the impact of psycho-
logical and social aspects on health. Consequently,
the photographs used in the current study showed
physical, social and mental aspects of health. We also
focused on the concept of positive health defining
health as “the ability to adapt and self-manage in
the face of physical, social and emotional challenges
of life” (Huber et al., 2011, p. 2). Therefore, we asked
participants during the interview whether they
believe to have any influence on health.

2.3 Gathering photographs & testing the
photographs with representatives

The researcher searched on websites for available
photos without portrait rights. Searching terms
included e.qg., older adults and sports, older adults and
social contacts, older adults and physical health. The
researcher asked for consent with the photographer
when a suitable photograph had portrait rights. The
first photograph selection was based on two criteria.
First, the person displayed on the photo should be an
older adult, and second, the photo needed to show
a healthy and/or unhealthy situation in the domain of
physical, social or mental health.

In cooperation with the research team, a first selec-
tion of 17 photographs was made. The researcher
tested this selection of photographs during interviews
with representatives of the target group. The
researcher tested this selection of photographs during
interviews with representatives of the target group.
The representatives were people that were able to
relate to the situation of the target group. Therefore,
representatives belonged either to the target group
(60 years or older and with a low SES) or were profes-
sionals working with the target group. Three repre-
sentatives of the target group were above 60 years
old (two with a low education level and one with
a middle education level). The other three represen-
tatives worked as professionals with low SES older
adults (one social worker, one health professional
and one health care assistant). Four participants
were female and two participants were male.

During these interviews, the representatives were
asked to share reflections and associations on each
photograph. This information was used to make

adaptions in the selection of photographs. If
a representative stated that the photograph was not
appropriate to the situation of the target group, the
feedback of the representative was discussed in the
research team and another more suitable photograph
was gathered online and tested with a different repre-
sentative. For instance, a photograph were older
adults were gardening did not fit the situation of
most of the older adults in this study because these
older adults lived in apartment buildings with no
access to a garden. After testing 48 photographs
with six representatives, a final set of 10 photographs
was chosen to use in the interviews with the target
group. We choose a restricted number of 10 photo-
graphs, to keep the duration of the interviews within
a maximum of 60 minutes.

The final selection of photographs consisted of
photographs that facilitated associations closest to
the domains of physical, social and mental health.
Eight out of the 10 final photographs fitted these
three domains of positive health (see Table I). Due to
the lower SES of the individuals, we choose to use two
additional photographs relevant for the situation of
the target group. One photograph showed the parti-
cipant’s place of living (the village or apartment build-
ing), in order to investigate the associations of the
living environment on the perception of health. This
photograph was found online and was different for
each participant depending on his or her place of
living. The other photograph showed multiple bank-
notes with a total value of 70 euros, to evoke associa-
tions about participants’ financial situation in relation
to their health perceptions.

2.4 Interview questions

We strived to keep the interview schedule as open as
possible to facilitate the associations of the partici-
pants. In general, we asked one question when show-
ing the photograph:

Can you tell me something about this photograph?

The purpose of this question was to gain a first
understanding of the associations of the participants.
Depending on the participant’s degree of openness
and answers, some additional questions were asked,
such as:

Is the situation on the photograph healthy?

Does the situation shown on the photograph have any-
thing to do with health for you?

Are the people displayed on the photograph healthy?

The financial status and education level of the parti-
cipant were asked at the end of the interview. We
choose to ask only at the end of the interview about
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Table I. Final selection of photographs used in the study (n = 10).

Social
Health

Mental
Health

Physical %
Health

Money &
Place of

Living

financial status and educational level of the partici-
pant because of the sensitivity of the question. Doing
so, we hoped that the established relationship
between the interviewer and participant at the end
of the interview would increase the chance that the
participant would feel open to talk about their finan-
cial possibilities and education level, and conse-
quently get less social desirable responses.

2.5 Pilot study: testing the photo-elicitation
interview

The PEl with the 10 selected photographs was pre-
tested with two individuals of the target group, in
order to test the PEl method, the duration of the inter-
view and the interview questions. The older adults who
participated in the interviews were recruited at
a retirement home. The interviews had a duration of
20 to 45 minutes. After the interview, participants were
asked if the interview questions were clear and if they
understood the PEI method. Participants showed no
negative associations with the photographs and stated

to have no additional feedback. Therefore, no changes
were made in the design of the interview.

2.6 Participant selection

Participants needed to be above 60 years of age.
We asked the age of the participant during the
recruitment. Participants were recruited in neigh-
bourhoods with inhabitants with a lower SES.
Insight into the financial status of the participant
was gained with the use of the photograph with
banknotes. When discussing this photograph, parti-
cipants could reflect on their own financial situa-
tion. If there was a need for more information about
the financial situation of the participant, additional
information about the income of the participants
could be asked at the end of the interview. The
level of education of the participant was asked at
the end of the interview. The level of education of
the participants were divided in lower, middle and
higher education with the use of the classification
criteria of the Statistics Netherlands (Statistics
Netherlands, 2016). In this study, only older adults
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with a lower or middle level of education took part
in the study.

Multiple methods were used to recruit participants.
The intervention “Community Wise” aims to stimulate
the positive health of older adults. Five participants
were included with help of the recruitment for the
intervention “Community Wise”. During this recruit-
ment, older adults living in lower SES neighbourhoods
in the northeast of the Netherlands were asked to
participate in the intervention during a door-to-door
interview method. When they indicated to have no
interest in participating in the intervention, they were
asked to take part in the current study. One older
adult dropped-out of the first session of the
“Community Wise” intervention and participated in
the current study. Furthermore, organizations working
with older adults with a lower SES, such as sports
centres or foundations for older adults were asked
to invite their members to take part in the study.
Ten participants were recruited using the network of
these organizations. Finally, we used snowball sam-
pling, known as a method to include participants
which are not easy accessible (Ghaljaie et al., 2017).
After the interview with a participant, he/she was
asked whether he/she knew other older adults in
their network who might be interested to participate
in the study. These participants asked in their network
if someone wanted to take part in the study and
exchanged the telephone number of the researcher
in order to contact the researcher for an appointment.
This method yielded another four participants, result-
ing in a total of 19 older adults participating in the
study. None of the participants who signed up for the
interview dropped out of the study.

2.7 Data collection and procedure

The 19 PElI were conducted in a five months period
from November 2018 until March 2019. The
researcher conducted 17 interviews; two were con-
ducted by a research assistant. Both interviewers had
experience with the target group and with semi-
structured interviewing.

Saturation was achieved after coding 12 interviews,
which meant that the researchers did not notice new
information. However, after saturation occurred, we
included more male participants in order to have
more balanced insights of the perceptions of both
male and female participants. With the aim to obtain
more data in order to ensure that we gained a broad
understanding of participants’ perceptions, also
known as “meaning saturation”, more interviews
were needed to properly understand the data
(Hennink et al., 2017). The mean duration of the inter-
views was 35 minutes (SD = 11) ranging from 25 till
60 minutes.

The interview started with an introduction of the
interviewer and the participant, after which partici-
pants were asked for consent to audio-record the
interview. Before the start of the interview, partici-
pants received some brief information about the
duration of the interview and participants were told
that they were going to talk about ten photographs
which displayed daily life situations. It was decided to
debrief participants afterwards about the purpose and
topic of the study, in order to avoid influencing parti-
cipants’ associations about health at the start of the
interview. Participants were told that the informed
consent would be explained fully after the interview
was finished. All participants gave their consent to use
their data in the study. Although participants could
stop the interview, no interview was prematurely
truncated. Twelve interviews took place at partici-
pants’ homes, seven interviews took place in the can-
teen of the sports centre for older adults where the
participants were recruited.

2.8 Data analysis

All interviews were transcribed verbatim, except for
names and place of living of the participants which
were substituted with functional codes to ensure the
participants’ confidentiality. The transcripts were ana-
lysed to the standards of a thematic analysis, which is
a suitable method for describing patterns in data and
is used across a broad range of social research (Terry
et al., 2017). A hybrid approach was used, which
blends an inductive with a deductive approach to
identify meaningful themes in the data (Boyatzis,
1998; Swain, 2018). Meaningful themes can be
described as the capture of something important
with regard to the research question (Swain, 2018;
Terry et al,, 2017).

During the data coding phase, small units of the
transcripts were segmented by their meaning to
codes. To ensure intersubjectivity, two researchers
checked in different configurations the codes of the
researcher and differences in coding were discussed
in the whole research team. We coded the transcripts
based on the biopsychosocial model of health (Engel,
1977) and focused on fragments about social, mental
and physical health. After coding the first interviews,
the researchers noticed that participants often
described their behaviour when reflecting on the
photographs. Within the behavioural patterns of par-
ticipants, multiple self-management abilities and cop-
ing strategies were detected. These self-management
abilities and coping strategies were in line with the
definition of positive health to self-manage and adapt
in the face of physical, social and mental challenges
(Huber et al., 2011). We decided to use the Self-
management of Wellbeing (SMW) theory of
Steverink, Lindenberg and Slaets (2005) as a tool to
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code the self-management abilities of the participants
within the transcripts of the interviews. SMW theory
distinguishes six key self-management abilities: self-
efficacy beliefs, a positive frame of mind, taking the
initiative, investment behaviour, multifunctionality of
resources, and variety in resources. Being self-
efficacious refers to one’s belief in one’s competences
and pursue of goals. Having a positive frame of mind
refers to having a positive view or positive expecta-
tions towards the future. Taking the initiative refers to
one’s behaviour to actually taking action, and is the
opposite of being passive. Investment behaviour is
the behaviour one undertakes to invest in resources
for realizing certain aspects of well-being. Taking care
of multifunctionality of resources refers to resources
that serve both physical and social aspects of well-
being simultaneously, such as visiting a sports club
together with friends. Taking care of variety in
resources refers to the ability to have more than one
resource for realizing certain aspects of well-being,
such as having both a partner and a very good friend
to obtain affection from. All six key selfmanagement
abilities were used to code the data.

Second, during participants’ descriptions of their
behaviour, we also noticed the ability to cope with
physical, social or mental challenges. Therefore, we
determined whether the participant described active
or passive strategies when adapting to situations, and
coded these strategies as passive or active coping
styles. In general, coping can be seen as the set of
efforts people engage in to minimize the physical,
psychological, or social harm of an event or situation
(Lazarus & Folkman, 1984). In the context of this
study, active coping strategies consisted of behaviour
which was problem-solving, taking responsibility for
the problem and trying to control one’s problems.
Passive coping strategies consisted of avoidance
behaviour or relying on other people to solve the
situation.

After coding all the interviews, summaries of the
codes were connected to predetermined themes and
described in a scheme. The themes were: Physical
health, Social health, Mental health, Ability to adapt
and self-manage, Awareness of health and Financial
situation and health. All members of the research
team checked the scheme. In the next step of the
analysis, codes were categorized to subthemes. Such
as the subtheme “social contacts” for the theme Social
Health. Using both the subthemes and themes, pat-
terns were found and described as results. According
to Malterud (2001), the positionality of the researcher
(background and beliefs) may influence the analytical
process and the research outcomes. The gap between
the age of the interviewer and participant in the
current study was quite large (mean of 52 years).
Therefore, it might be that the interviewer did not
understand the reflections and/or associations of the

participants because they often referred to situations
that happened in a historically different time. An
example is for instance, a reflection about smoking
habits from a 91 year old participant. When the parti-
cipant was around twenty years of age, smoking was
seen as normal at that time and had a different social
status. The perception on smoking and health has
changed throughout the years. In order to be aware
of the effect of the researcher positionality on the
data, the interviewer discussed the coding and parti-
cipants reflections with members of the research
team. In addition, any reflections about the position-
ality of the interviewers were discussed within the
research team, to increase the transparency of the
results (Holmes, 2020).

3 Results
3.1 Characteristics of the participants

All 19 participants were community dwelling and liv-
ing in the northeast of the Netherlands. The mean age
of the participants was 77 years (SD = 7.9), ranging
from 61 to 90. Two participants requested their part-
ner to be near during the interview to feel more
comfortable. These interviews were, therefore, con-
ducted with two participants at the same time. We
compared the answers of participants who were inter-
viewed together with those of the individual inter-
views, but we did not find any differences.
Therefore, we counted the participants who were
interviewed together as two individual interviews. All
19 participants were Dutch, although one participant
was originally from Suriname and emigrated to the
Netherlands when she was around the age of 20. The
characteristics of the participants are presented in
Table II.

Table Il. Characteristics of the participants (n = 19).

Characteristics N
Gender Male 7
Female 12
Age 60-70 3
71-80 8
81-90 8
Partner Status Widow/widower 7
Married and living with partner 1
Found new love 1
Financial Old age pension [Dutch: Algemene Ouderdoms
situation Wet (AOW)]
Did not gave full disclosure about financial 13
situation
Educational Lower 1
level Middle 8
Previous job Facility 2
sector Industry 2
Sales & retail 6
Service 1
Agriculture 1
Education 2
Nursing & care 5
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3.2 Findings

Overall, all participants reflected on their perceptions
of physical, social and mental health with the use of
the photographs. First, the perceptions and experi-
ences of the participants on these domains were
described with the use of subthemes. Second, when
analysing the data, patterns were found in self-
management abilities and awareness on health. After
the description of the perceptions, these patterns
were described and illustrated with the use of quotes
and examples.

4 Physical health

Twelve out of the 19 participants currently partici-
pated in sports activities such as gymnastics for
older adults, tennis, exercising with
a physiotherapist, and daily physical activities such
as cycling and walking. For them the main goal of
exercising was to keep the body’s strength, endur-
ance and flexibility for as long as possible.

“I participate in gymnastics to keep up with my physical
health, | am 74 years old so | try to do what | still can”
(widow, 74 years old, P14).

Although the overall opinion was that exercising is
healthy for all older adults, some participants (7 out of
19) also claimed that older adults should avoid get-
ting injuries that might be more difficult to recover
from at an older age.

“You must be sure that you do not have any accidents
on such an age. You have to take care of your health in
a normal way” (widower, 90 years old, P1).

Consequently, these participants did not dare to be
involved in exercise or habitual physical activity. Most of
the participants, who did exercise, enjoyed exercising in
groups. Especially female participants mentioned that
exercising in groups helped to relieve stress, to be able
to talk about private problems with members of the
group, be more competitive during exercising and to
broaden social contacts, which contributed to both
physical health and social health.

“For me it is the good atmosphere. We are all older
adults and every Wednesday we sit together, play tennis
and afterwards drink coffee together” (widow, 84 years
old, P17).

4.1 Acceptance of physical disabilities

Many participants reported having physical disabil-
ities. They claimed that at an older age, one must
accept and deal with physical disabilities. For three
participants, especially those who participated in
sports at a professional level at a younger age; it
was harder to accept declines in physical fitness. For
instance, one participant (widower, 83 years old, P2)

who was a professional football player in his early
years claimed that he did not want to engage in
sports anymore, and lost all interest in sports, except
for watching sports on the television. Another parti-
cipant claimed that sports was a “Ship that had
sailed” (widower, 90 years old, P1), and said he
thought that sports is inappropriate at his age.
Furthermore, another participant explained that
she has a very hard time accepting her physical
limitations after working out in a gym and eating
healthy all her life. She felt her body abandoned her
after investing so much time in a healthy lifestyle.

“It is very hard for me to accept and give it a place in
my head that my body doesn't function anymore. | felt
so betrayed by my body. That feeling lasted for months
(female, married, 66 years old, P11).

4.2 Physical disease = bad luck

Almost all participants, 18 out of 19, said that disease
accidently “happened” to them. They experience
a lack of influence on their own health and disease
in their personal life or that of their spouse. One male
participant (87 years old, married, P3) claimed that
a disease is just “Bad luck”, while another participant
claimed, “I do not have any control on my body; | feel
different everyday” (female, married, 72 years old, P8).
These claims seem to be illustrations of a lack of
awareness of personal abilities to adapt and self-
manage physical challenges of
life.

5 Social health
5.1 Social contacts

Many participants talked about their family, friends,
acquaintances and neighbours. Social contacts with
their children and grandchildren meant a great deal
to these participants in terms of feeling well.

“It gives me great pleasure to do activities with my
grandchildren. That makes me so happy” (male, 81
years old, P6).

Besides, most participants stated that they are
proud of their children and grandchildren.

“You are even more proud on your grandchildren than
on your children” (widower, 90 years old, P1).

Some derived a kind of social status from the
achievements of their children and grandchildren,
for instance, having a child who is married to
a partner with an important social position, or having
a grandchild who graduated from university. For
some participants, neighbours are important social
contacts, contributing to feeling well.
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“I am glad that | live here, the people in the neighbor-
hood are nice and always want to talk with you”
(widow, 84 years old, P17).

Some participants mentioned that their friends and
acquaintances have been important contacts ever
since their children grew up, and the bonds of those
friendships have grown strong throughout the years.

“These friendships have grown with us throughout our
lives” (female, 72 years old, married, P8).

There seemed to be a difference in the size of the
social network of participants who kept living in the
same house or area, and participants who moved to
a new place. The size of the social network of partici-
pants who kept living in the same area seemed to be
larger. Participants who moved to a new living envir-
onment mentioned that it was hard to get involved in
new social contacts. Practical issues, such as remem-
bering names of people, could play a role in attaining
new contacts. “It is difficult to recall names of new
people” (widow, 84 years old, P17).

5.2 Loneliness

Some participants explained that feelings of loneli-
ness occurred when they were alone for a longer
period. A number of participants noticed that they
could not express their feelings (emotional loneliness).
Especially when there was limited contact with
nuclear and extended family members, or lacked visits
from other people.

“When you are alone for the entire weekend and
nobody visits, you can feel lonely” (widow, 72 years
old, P5).

Some participants seemed to be aware of their
own role in coping with loneliness. Especially for
widowed participants, their social network and parti-
cipation in (social) activities are important means to
reduce loneliness.

“I participate in gymnastics, playing cards and bingo.
Just as | said, you have to stay involved in social
activities” (widow, 72 years old, P5).

Participants with a partner participated in (social)
activities less frequently as widowed participants.
Noticeably, participants with a partner did not talk
about participating in activities to reduce loneliness.

6 Mental health
6.1 Family happiness and sorrow

When participants were asked about the impact of
family on health, most participants mentioned that
family could cause happiness, but also sorrow and
worries.

“Family brings you both joy and sorrow” (widow, 61
years old, P14).

Several participants associated mental health with
the worries that family can cause, such as work of
children, education of grandchildren, or health of
family members.

“We had worries about our children when we were
younger, for instance, about their clothes or their edu-
cation. Now it is the same with the grandchildren”
(female, married, 72 years old, P8).

However, family was mentioned to be one of the
main things, which made participants experience
happiness.

“With grandchildren, you get up from your chair and do
activities together. You have a lot of fun with grand-
children, it makes me very happy” (male, married, 81
years old, P6).

Four participants discussed their experiences with
family feuds, and made clear how the feud affected
their mental health. “/ had everything accepted for
a while [emotions about the death of her partner], but
now ... .my sister made everything worse again”
(widow, 72 years old, P5).

6.2 Dealing with the loss of a loved one

Seven participants mentioned that they lost their
partner. One of them found a new love. Participants
who lost their partner reported to experience feelings
of loneliness, decline of their social network, loss of
energy, not knowing what to do in the future, and
experiencing difficulties with accepting.

“I wanted to stay in bed after the death of my husband
and stay there” (widow, 84 years old, P17).

The experience of mourning differed; it seemed
that participants who undertook activities and
searched for social contacts had a shorter period of
mourning. For older adults who had a smaller social
network it seemed to be more difficult to undertake
activities, and for them the mourning period was
longer and more intense. Most female participants
mentioned that they proactively searched for informal
or formal help to cope with their grief.

“I go to a social worker to get help with the loss of my
husband. | asked the general practitioner if | could go to
someone who could help me. | am not going to wait
until | feel completely down” (widow, 73 vyears
old, P12).

Male participants who lost a loved one seemed to
be less aware of the mourning process and showed
avoidant coping towards their loss.

“The loss of my daughter, that was just something”
(male, married, 87 years old, P7). The death of their
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loved ones (especially the loss of the partner) had
a big impact on the plans of the widowers.

“When my wife still lived we had so many plans. She
died suddenly. It shattered every plan we had”
(widower, 90 years old, P1). Most widowers showed
no signs of proactively seeking informal or formal
help. Support of children helped widowers in the
mourning process. For one widower, a new love
helped with the acceptance of loss.

“I just sat there in the chair for all summer, doing
nothing. | was not able to stand up anymore. My
children said that | needed to do things again. Well
1 did, but nothing worked for me. | could go anywhere,
but | was still alone. Then suddenly, | walked into my
new girlfriend and everything changed” (widower, 83
years old, P2).

7 Financial status and health perception

Twelve out of the 19 participants made clear that they
needed to handle their finances carefully in order to
make ends meet. Seven participants did not give full
disclosure about their income. Some participants gave
illustrations of their low income, such as having
a tight budget for groceries, watching out for increas-
ing prices at supermarkets, participating in free activ-
ities or saving on health care insurance. Moreover,
some participants claimed that they needed to save
money for expenses such as anniversaries, wheel-
chairs, healthcare and holidays. Although most of
participants did have a tight budget, they all
explained that money is not the most important
issue in the world, and that they are satisfied with
their income. In fact, some participants, especially
males, stated that money “does not interest them”.
None of the participants mentioned how different
life could be if they would have more financial
possibilities.

“l do not care if | have thousand, ten thousand or
fifteen thousand, you can spend what you have and
nothing more” (Male, married, 77 years old, P9).

7.1 Financial possibilities and health

Only two participants stated that money has no rela-
tionship with health what so ever. The other partici-
pants described associations with financial
possibilities and better health care, health insurances,
tools to make life easier, and healthy food. These
participants explained that with more money you
could buy “tools” such as wheelchairs or electric
bicycles to make life easier. Especially, health insur-
ances are associated with financial possibilities and
health. These participants stated that a higher income
gives better options for health insurance and health
care facilities.

“In these times, money is important for your health.
Nowadays, you can buy your own health with use of
your health insurance and how much coverage you pay
for. If you cannot afford more than your basic health
insurance, there are many things you cannot go to
anymore” (female, married, 72 years old, P8).

8 Ability to adapt and self-manage

All participants explained how they managed their
health while giving descriptions of their behaviour
with regard to physical, social and mental health.
The self-management abilities of the participants are
described along the six key self-management abilities
of SMW theory of (Steverink, Lindenberg and Slaets,
2005): self-efficacy beliefs, a positive frame of mind,
taking the initiative, investment behaviour, multifunc-
tionality of resources and variety in resources.

Some participants described their belief in their
own competences to pursue health- and well-being-
related goals, which can be defined as the self-
management ability being self-efficacious. These par-
ticipants reported to belief in their own abilities to
exercise, to maintain social contacts and to control
their (negative) emotions. Almost all participants who
described health-related goals showed signs of taking
the initiative to pursue their goals.

“I notice that | have to exercise to stay flexible, therefore
I go to the exercise group” (widow, 84 years old, P17).

Taking the initiative is a self-management ability,
which 17 out of the 19 participants referred to. These
participants explained how they take the initiative to
stay healthy by going to sports clubs or participating
in social activities.

“I go to Bingo and we make cards in a group.
Sometimes they invite a singer where | go to” (widow,
74 years old, P4).

Most participants also talked about taking the
initiative to spend time with family, partner, children
and grandchildren.

“We invite our children and grandchildren for dinner
often” (Male, married, 81 years old, P6).

By participating in long-term activities or investing
in social relations, these participants also showed
investment behaviour. Two participants do take initia-
tive; however, these participants do not show invest-
ment behaviour.

“I do want to help people; | help my neighbor when she
needs me even in the middle of the night. They also
asked me multiple times to become a member of the
board, but | do not want any more” (widower, 83 years
old, P2).

Female participants showed more structural invest-
ment behaviour that resulted in a “safety net” when
social contacts are declining. This was visible in how
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they invested in their social network through partici-
pating in (social) activities such as joining sports clubs,
doing volunteer work, and playing games with inha-
bitants of the community.

“It was always so fun to go to the rehearsals of the
choir, it felt like family. During breaks, you could talk to
everyone” (Female, married, 83 years old, P14).

The male participants who lived with their partner
were less often involved in social activities as the
female participants. Most of the time, these male
participants claimed that they did not have an interest
in social activities or they did not like the obligations
to participate in social activities.

“l walk and cycle alone, | do not want to make appoint-
ments with other people, | am a free man” (male,
married, 87 years old, P3).

Noticeably, the social network of male participants
who lost members of the network became small.

“I have no friends anymore, just one friend who lives in
a nursing home, but you can’t do anything with him.
I am alone” (widower, 83 years old, P2). Children and
grandchildren were sometimes the only social con-
tacts left.

The self-management abilities taking care of multi-
functionality of resources and taking care of variety in
resources were described by both male and female
participants. Multifunctionality of resources, combin-
ing domains of well-being (social and/or physical well-
being), became most apparent when participants
mentioned being involved in sports groups or family
activities.

“l exercise for the mind and the contact with other
people” (female, married, 66 years old, P10).

Some participants had a limited variety in resources
for some domains of well-being. Throughout the
interviews, some participants showed for instance,
difficulties to obtain more resources for affection
when their social network became smaller.

“If there are no social contacts any more, than that’s
it” (widower, 83 years old, P2). Notably, participants
who showed the self-management abilities invest-
ment behaviour and taking the initiative, also showed
more in resources for domains of well-being.

With regard to a positive frame of mind, only some
females mentioned to have positive expectations
towards the future, such as having faith that the
future will be bright, or that sadness about the
death of relatives will eventually pass off. “I would
like to live for twenty years or longer when | feel like
this” (widow, 74 years old, P4). These participants
explained their positive frame of mind most when
talking about coping with the loss of a close relative.

8.1 Ability to adapt

The other important positive health behaviour is “the
ability to adapt” (Huber et al., 2011). One aspect of the
ability to adapt is one’s strategy to solve problems.
When dealing with (mental) health problems, partici-
pants showed both active and passive coping strate-
gies. When asked what they did when it was needed
to deal with (mental) health problems, nine partici-
pants talked about putting the situation into perspec-
tive, seeking help, searching for more information
online, and talking with others.

“I try to put things into perspective when dealing
with problems” (female, married, 66 years old, P11).

All these strategies can be classified as active cop-
ing strategies. However, ten participants also stated
that they ruminate, think about revenge, ignore the
situation, or avoid any confrontation when dealing
with problems, or go out into nature to clear their
minds.

“I count to ten when | encounter problems or | go out-
side to cycle” (male, married, 81 years old, P6).

In general, the male participants showed more
characteristics of passive coping strategies than the
female participants did, although four out of the
seven male participants claimed to experience no
worries or stress at the moment.

8.2 Awareness about control over health

To self-manage health-related situations, awareness of
one’s own influence on health seems to be beneficial.
The interviews revealed that most participants were
not aware of the control they could have over their
health. Participants were asked at the end of the
interview whether they felt to have control over
their physical, social or mental health. Only one parti-
cipant stated that she has control over her mental and
social health by actively participating in volunteer
work as a board member of the elderly association
and trying to put things into perspective when feeling
down.

“I do have control on my loneliness, | am a member of
the board and go to the Christmas market with the
board, | try meet up with people” (female, married,
66 years old, P11).

Other participants stated that disease just happens,
and you need to deal with the consequences that
come along. Although health is something that can
be controlled to some extent, these answers indicate
that most participants were not aware of the influ-
ence they can have on their own health. Some parti-
cipants even indicated that they have trouble
understanding the question and the meaning of con-
trol over their health. Some participants claimed that
they are in control over various or all aspects of their
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health, but could not explain how they do this. These
answers seemed to be reflections of aspects of their
lives they were happy with, rather than indications of
how they controlled these aspects.

9 What is the perception of health?

When exploring the perceptions of health of the older
adults with low SES in the current study, we noticed
that there is not one unequivocal perception of
health. For example, when discussing the photograph
with the older adult in the wheelchair, the interviewer
asked whether the older adult in the wheelchair could
be considered healthy. Participants gave a variety of
answers, such as “No, he is not healthy because he is in
a wheelchair” (widow, 47 years old, P4). Alternatively
“Yes, it is not visible that he does not want to do any-
thing anymore; he can still enjoy life” (widow, 61 years
old, P14). The answers varied between having good
mental health, being able to do what you want, being
physically healthy, having no cognitive impairments
such as dementia, enjoying life, and being able to eat.
Although participants gave a huge variety of answers
on what the perception of health entailed, we did
discover some commonalities among the perceptions
of health.

First, the perception of health seemed to be
dependent on the personal experience with diseases
or the experience of members of the social network,
such as having a relative who suffers from dementia.
Besides the experience with health-related issues, cul-
tural background also seemed to influence the per-
ception of health. For example, the only participant
who mentioned a relationship between the ability to
eat and health originally came from Suriname.

Furthermore, the participants’ financial situation
seemed to influence the perception of health. For
instance, some participants mentioned that with
more money one could afford better healthcare.
Overall, it seemed that the perception of health was
largely experience-oriented and depended on the
background of the participant.

Second, during the reflections of participants, we
noticed that most participants associated health with
negative physical aspects, such as disease, physical
impairments, but also with negative aspects of mental
health, such as dementia, stroke or depression.
Positive aspects of social and mental health, such as
the joy family gave, were mentioned to be important
for the wellbeing of the participant. Especially when
the physical health of the participant declined, parti-
cipant mentioned the importance of social contacts
more often. However, participants did not explicitly
made the connection between these positive aspects
and health. Therefore, it seems that the perception of
health is explicitly associated with the negative phy-
sical and mental aspects of health and no connections

were made with the more positive mental and social
aspects of health.

Third, most participants did not explicitly showed
awareness of how their actions can influence their
health. When asked whether they feel that they have
any influence on their health, most participants
explained that health “happens” to them. Instead of
trying to influence their health, participants seemed
to adapt to and accept health-related situations, such
as their monthly budget, physical possibilities and
their social network. Many participants showed signs
of “cognitive dissonance reduction” (Festinger, 1957;
McGrath, 2017), where contradictory beliefs, values or
actions of participants are changed to become con-
sistent and reduce psychological discomfort. For
instance; claiming to have no interest in participating
in sports anymore at an older age, likely due to phy-
sical limitations, while emphasizing the importance of
engaging in physical activity in general. Because many
participants were not aware of being able to influence
certain challenges of life, they mostly accept their
current situation, while remaining unaware of (possi-
ble) abilities to self-manage domains of health.
Although most of the participants were not aware of
their influence on health, all participants also showed
self-management abilities (as distinguished by SMW
theory). For instance, participants who stated to have
no control over their social life did go to exercise
groups to meet up with people to reduce loneliness.
Therefore, it can be concluded that all participants
self-managed aspects of physical, social and mental
health in a kind of “automatic” way. The self-
management of participants seemed to be driven by
the health experiences of the participant or their
social network. For instance, participants who men-
tioned to seek for mental help when dealing with the
loss of a loved one because of the mourning experi-
ences of their family members. We choose to use the
term “automatic” because it seemed that participants
did not make rational decisions to self-manage their
health. Participants behaved more intuitive towards
health-related situations without giving much
thought about why and how they should manage
their health.

10 Discussion

This study served as a step towards a better under-
standing of the health perceptions of older adults
with a lower SES. The use of photographs provided
the base to discuss aspects of physical, social and
mental health. In total, 19 participants discussed
their perceptions, experiences and beliefs about
health during the interviews. Results suggested that
the perception of health in older adults with a lower
SES depended on the background of the participant,
was predominantly experience-oriented and was
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mostly focused on the negative aspects and barriers
of physical and mental health, such as physical limita-
tions and depression. Participants mentioned social
contacts as an important part of their well-being,
but most participants made no connection between
social contacts and health. Although the awareness of
the participants’ influence on health was limited, all
participants showed at least some automatic self-
management ability to manage health-related
situations.

In general, there seemed to be a large variety in
perceptions of health, but we also discovered sev-
eral commonalities among participants. First, per-
ceptions of health depended on the personal
background of the participants, such as cultural
background and financial status. For instance, some
participants mentioned that with more financial pos-
sibilities they could afford better healthcare. In addi-
tion, the health perceptions of participants were
mostly experience-oriented, influenced by personal
experiences with disease and health experiences of
their social network members. Our findings are in
line with the study of Flinterman et al. (2019), which
also showed that the importance of positive health
aspects of adults with low SES, such as the impor-
tance of physical and social health, varied between
participants depending on cultural background,
financial status and health status.

Second, most participants associated health with
negative physical and mental health aspects, such as
physical impairments, disease, dementia, depression
and stroke. Although other research showed that
older adults perceived health in a multidimensional
way (Borawski et al., 1996), our finding that partici-
pants’ perceptions of health focused mainly on phy-
sical aspects is in line with results of the study of
Huber et al. (2016). In which all stakeholder groups,
such as health professionals and policymakers, con-
sidered “bodily functions” as the most important
representation of positive health. Our findings are
also in line with the study of Flinterman et al. (2019),
in which adults with a lower SES explained the
meaning of positive health mainly in terms of the
medical representation of physical and cognitive
health, such as “having no cognitive and physical
disabilities”. Consequently, older adults with a lower
SES perceive health primarily in terms of the biome-
dical model of health, which focusses on physical
and biological aspects of health and the absence of
disease (Wade & Halligan, 2004).

Third, although participants’ health perceptions
focused on the negative aspects of physical and
mental health, social aspects of health seemed to
be most important for the participants’ well-being.
Participants reported feelings of happiness interact-
ing with children and grandchildren and referred to

the importance of meeting with people to reduce
loneliness. Furthermore, social contacts were fre-
quently reported as one of the reasons to partici-
pate in group (physical) activities. The importance of
social health for well-being in older adults is in line
with the results of the study of Douma et al.,, 2017),
in which social life was mentioned to be the most
important domain of subjective well-being. Other
studies also suggest the importance of social rela-
tions for quality of life at an older age (Wilhelmson
et al.,, 2005) and the importance of social resources
for successful ageing (Jopp et al., 2015).

Noticeably, the current study also showed that the
relevance of social contacts increased when the phy-
sical health of participants declined. For instance, par-
ticipants who suffered from physical impairments
often referred to the importance of meeting with
grandchildren and children, and the positive effects
of these meetings on their mental state.

This finding is in line with a study of Huber et al.
(2016), who found that spiritual and social aspects of
positive health were more important for adults with
a chronic disease than for adults without a chronic
disease. In short, older adults with a lower SES did not
explicitly connect their social contacts with health, but
social contacts were an important contributor to their
well-being, especially when physical health declined.

Fourth, most participants stated that they could
not influence their health and that health is some-
thing that “happens” to them. Consequently, most
participants accepted their health problems, and
sometimes even changed their attitudes towards
aspects of health to reduce cognitive dissonance.
However, participants also showed various self-
management abilities on physical, social and mental
health aspects. For instance, a participant who
invested time in her social network to reduce feelings
of loneliness stated to have no control over her social
health. In these situations, most participants showed
intuitive behaviour when dealing with health-related
situations rather than making rational decisions. This
intuitive behaviour seemed to be influenced by pre-
vious personal health-related experiences or observed
within their social network. In other words, it seemed
that participants self-managed physical, social or
mental health challenges automatically without
being aware of doing so.

10.1 Strengths and limitations

Although the current study yielded important insights
into the perceptions of positive health among older
adults with a lower SES, it has some limitations as
well. First, most participants were recruited at sports
clubs or other activities for older adults, which likely
has resulted in the recruitment of participants that are
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on average more active in, and aware of, maintaining
their physical or social health. This may cause
a selection bias, which potentially affected the results.

Second, although almost all participants explained
that they enjoyed the PElI method, some participants
were unsure about their responses during the inter-
view. These participants asked for instance, whether
they gave the right answers when reflecting on the
photographs. “Did | give the right answer? That you
need to stay active” (widower, 83 years old, P2). One
participant indicated to have difficulties understand-
ing the choice of the photographs by the researchers
and the purpose of the study. For future research
using PEls or other creative methods with older
adults with a lower SES, it could be considered too
brief participants before the start of the interview
instead of afterwards to avoid any misunderstand-
ings about the procedure or purpose of the inter-
view. However, we decided to brief participants
after the interview, because our goal was to gain
insights in the perceptions on several domains of
health. By debriefing participants, we avoided men-
tioning the word health before the interview, and
avoided directing participants’ thoughts in certain
directions.

Third, it should be acknowledged that the choice
of photographs affects the research process and out-
comes (Church & Quilter, 2021; Padgett et al., 2013).
With the use of preselected researcher-gathered
photographs, we had the possibility to address var-
ious aspects of health. However, it is possible that we
missed certain perceptions that participants might
have had concerning health. Participant-generated
photographs, also known as “photo voice”, is
a different strategy within the PEI method (Church &
Quilter, 2021; Evans-Agnew & Rosemberg, 2016),
which give a “voice” to the involved participants. For
future research, it could be informative to discover
which photographs older adults with a lower SES
would gather/produce when thinking about their
meaning of health, and investigate whether this strat-
egy would reveal different or additional perspectives
of health.

Despite these limitations, several strengths of the
current study should be mentioned. First, by the crea-
tive method of the PEl, we were able to learn more
about the health perceptions of older adults with
a lower SES. Using this method, we gained insights
into the behaviour and experiences of the partici-
pants. Participants stated that they enjoyed the
method, and some participants mentioned that
reflecting on health was something they never did
before. “I have the feeling | take something out of this
experience” (male, married, 81 years old, P6). These
positive experiences of participants seem to indicate
that the use of photographs facilitated the interviews
with older adults with low SES, and therefore the PEI

method might be a more preferred way to interview
this target group compared to more conventional
verbal or written methods. This study might even
have given a broader or better understanding of
beliefs, experiences and perceptions of health and
well-being compared to the use of predominantly
verbal or written methods. However, this comparison
cannot be confirmed as, to our knowledge, no other
study used the PEI method in this target group.
Another strength of this study is that the design of
the PEI was developed and tested thoroughly before
the interviews with participants. The photographs
used in the study were selected with the help of six
representatives of the target group, and a research
team with five experienced researchers. The interview
was tested with the target group two times prior to
the start of the study. Furthermore, all members of
the research team were closely involved in the analy-
tical process, in order to increase the trustworthiness
of the results (Amankwaa, 2016).

10.2 Recommendations for future research

Based on our experiences and methodological lessons
learned, we recommend the following for future
researchers using the photo-elicitation method with
low SES older adults. First, it is recommended to work
together with the target group throughout the whole
research process, especially when selecting the photo-
graphs. This increases the chance that the visual tools
suit the experiences, perceptions and reality of the
target group. Second, we recommend to find a good
balance between informing participants properly at
the beginning of the interview, while avoiding fram-
ing participants’ associations before the start of the
interview. We noticed that some participants kept
asking questions during the interview about whether
they gave the right answer. Therefore, it is recom-
mended to test how and when to inform participants
adequately about the study (before the study or
debriefing afterwards).

10.3 Practical implications

There are many health-promotion interventions aim-
ing to improve the health of older adults. However,
the effectiveness of an intervention will depend on
how it is tailored to the needs of the target group.
Therefore, insight into the perceptions of older adults
with a lower SES are important for health-promotion
interventions to fit the needs and wishes of this target
group (Milat et al., 2015). This study showed that the
perceptions of health depend on the background of
participants, is experience-oriented and is mainly
focused on negative aspects of physical and mental
health. Aspects of social health were mentioned to be
most important for one’s well-being, although not
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directly linked to health. The PEl method seemed to
be a proper facilitator for older adults with a lower
SES to talk about experiences, health perceptions and
self-management abilities. Therefore, this method can
be used to investigate what health exactly entails for
an older adult who wants to participate in a health-
promotion intervention, in order to ensure that the
intervention fits this person’s health perception.

With the shift from a welfare state to
a participation society in the Netherlands, positive
health is a topic high on the agenda of health care
organizations and policymakers. Within a participation
society, older adults are expected to live indepen-
dently at home for as long as possible, and are
responsible for managing their own health (Delsen,
2016). Participants showed various self-management
abilities in the domains of physical, social and mental
health as automatic behaviour while often not being
aware of their self-management abilities. Noticeably,
most participants stated that they were not able to
influence their health. Consequently, participants
often accepted their health problems, and sometimes
even changed their attitudes towards health to
reduce cognitive dissonance. Within a participation
society, older adults having a more accepting way to
cope with health problems and a restricted awareness
of their self-management abilities might become
a vulnerable group when their health decreases. The
results of this study suggest that they might not ask
for support and, consequently, might not receive the
support they need to manage their health. Therefore,
interventions are needed which raise awareness
about self-managing positive health, probably with
a more experience-oriented approach. For older
adults who are aware of their needs to improve their
self-management abilities for positive health, effective
interventions are available, such as the “Self-
Management-of-Well-being” interventions (Frieswijk
et al., 2006; Kremers et al., 2006; Kuiper et al., 2019;
Schuurmans, 2004).

11 Conclusion

In this research, we use the photo-elicitation
method to gain more insight into the perceptions
of positive health for older adults with a lower SES.
The results of this study show that the use of PEl is
a suitable method, positively received by the parti-
cipants, to explore health perceptions, health
experiences, and self-management abilities. We dis-
covered several commonalities among the percep-
tions of health. The perceptions of health were
dependent on the background of the participants,
were mostly experience-oriented, and focused on
the negative aspects of physical and mental health.

Social contacts were an important part of partici-
pants’ well-being, especially when physical health
declined. Noticeably, participants did not explicitly
connected social contacts and health. Additionally,
most participants stated that they could not influ-
ence their health and, consequently, often
accepted their health problems. However, all parti-
cipants showed at least some automatic ability in
the realm of health-related situations. Health-
promoting interventions with an experience-
oriented approach are needed for older adults
with a lower SES who need more support to
improve or become aware of their self-
management abilities.
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