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Introduction
Over the past 50 years, the proportion of 
older people in general populations has 
increased substantially within a relatively 
short time.[1] According to national 
statistics, 21.7% of Iran’s population will 
be over 60 by 2050.[2]

The concept of “successful aging” has been 
proposed in the field of geriatric research 
literature in the last 20 years. In fact, 
research paradigms have changed from 
the negative aspects of aging to positive 
elements of preventive medicine, such as 
lifestyle improvement, physical activity, 
nutrition modification, improving cognitive 
abilities, mental abilities, and active social 
participation.[3,4]

Previous studies have strongly emphasized 
the importance of social interventions 
as one of the strongest predictors of a 
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Abstract
Introduction: The aim of this study was to assess the effect of a community‑based 
intervention on social capital, quality of life, self‑care, and health literacy among elderly. 
Materials and Methods: This quasi‑experimental trial was conducted at two health‑care centers in 
Isfahan, Iran, which assigned to the intervention and control groups. A total of 86 elderly (60 years 
or above) enrolled in the study. The intervention program consisted of 12 weekly group sessions with 
various health topics. Nine sessions held in the health‑care center and three local tours in different 
locations of the neighborhood. The control group received routine care of health centers. Social 
capital, quality of life, self‑care, and health literacy were assessed at baseline and 1 month after the 
intervention in two groups. Results: Mental component of quality of life (P = 0.026), self‑care, and 
health literacy (P < 0.001) showed a significant increase in the intervention group compared to the 
control group at 1 month after the intervention. The total score of social capital and the dimensions 
of local community participation, social agency, feelings of security and trust, interactions with 
neighbors, and interactions with family and friends improved in the intervention group (P < 0.001). 
However, there was no significant difference in the dimensions of tolerance of diversity (P = 0.241) 
and value of life (P = 0.928). Conclusions: This community‑based interventions with a variety of 
diverse and participatory components can be used as a strategy to promote the health of the elderly 
in primary health care.
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successful aging.[5] Likewise, some research 
has shown the relationship between health 
literacy and self‑care behaviors with social 
factors, as well as their synergistic effect 
on each other.[6] Social determinants of 
health have been considered as mediating 
variables affecting health inequalities, 
because these determinants affect 
health‑related behaviors. Social capital is 
one of the social determinants of health 
that is closely related to both structural 
and intermediate determinants.[7,8] Social 
capital follows Putnam’s approach, 
according to a conceptual model designed 
for the elderly. It consists of private social 
resources (family and friends), collective 
social resources (community), structural 
aspects (social, contacts and partnerships), 
and thematic aspects (social support and 
sense of belonging).[9]

Self‑care is a conscious action that 
individuals, family members, and the 
community take to maintain their health. 
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The ability to perform self‑care depends on many social 
determinants and health situations.[10] Self‑care is as a 
major strategy for health promotion and disease prevention. 
Improving self‑care habits lead to increased healthy eating 
and physical activity, thereby reducing the risk of death 
and disabilities related to health inequalities among the 
elderly.[11]

Health literacy is defined as cognitive and social skills 
that give people sufficient motivation and ability to have 
access, perception, and proper use of information to 
maintain and promote optimal health status.[12] Low health 
literacy leads to less participation in prevention and 
health promotion activities, weakens self‑care in chronic 
diseases, increases hospitalization, and ultimately leads to 
increased morbidity and mortality.[13,14] Previous research 
has shown that two basic elements of participatory 
learning and social support in the context of interaction 
between individuals are effective in increasing the health 
literacy of the elderly. Innovative community‑based 
interventions can help improve understanding, judgment, 
and use of health information due to these two important 
factors.[15] In fact, such interventions can simultaneously 
improve the health literacy and the ability of the elderly 
self‑care.[16]

A complex intervention is an intervention that combines 
a number of synergistic and related components to 
achieve outcomes that cannot be obtained by focusing 
on one element.[17,18] When designing and implementing 
interventions that seek to assess the simultaneous impact of 
several components, the invention of complex interventions 
helps improve the quality of work.[19] Reviews have shown 
that complex interventions in health‑care centers improve 
positive outcomes such as the self‑rated health and quality 
of life.[20]

Despite the strong emphasis on education of self‑care, 
the repetition of traditional, scattered, and noncodified 
practices has reduced the power of this important aspect 
of health strategies. On the other hand, in many settings, 
health promotion services are incompatible with complex 
and psychological needs of older adults, which requires 
innovative interventions in the field of mutual trust and 
close interaction to increase accessibility and acceptance.[21] 
Interventions implemented in primary health‑care centers 
play a key role in improving health‑related behaviors.[22] 
Thus, design and implementation of group interventions 
that have synergistic effects on important health factors 
can provide evidence for more widespread use in health 
policy‑making.

The purpose of this study was to design and implement a 
multicomponent and complex intervention[23] to promote 
social capital, quality of life, self‑care, and health literacy 
in elderly in Isfahan (IRAN), with regard to dimensions of 
access and cocreation, so that it can be integrated in the 
services of the universal health network.

Materials and Methods
Trial design

A pragmatic community‑based, quasi‑experimental trial 
with a controlled group was designed and carried out in two 
academic primary healthcare centers from November 2019 
to January 2020, in Isfahan, Iran. Potential participants 
were assessed for eligibility in October 2019.

The trial was approved by the Ethics Committee of 
the Isfahan University of Medical Sciences, Isfahan, 
Iran (code: IR.MUI.MED.REC.1397.311). Furthermore, 
this study was registered in IRCT (approval code: 
IRCT20191011045056N1).

Study population

We used the comparison of mean differences, according 
to previous similar studies on quality of life, to measure 
the sample size (means differences of psychological 
dimension). With an effect size of 0.7, the sample size in 
each group was calculated to be at least 35 people.[24] The 
sample size was considered about 42 people in each group, 
based on statistical power of 80%, significance level of 5%, 
and 20% drop rate.

A convenience sampling strategy was adopted. Two 
academic urban health‑care centers, under the auspices 
of the district Health Center of Isfahan, which are 
geographically distant, but have the similar socioeconomic 
status and demographic structure, were allocated to 
intervention and control groups. They were selected from 
two different centers to prevent “contamination” between 
intervention and control participants. Potential participants 
were recruited in routine visits, or actively calling seniors 
who were registered in the electronic social impact 
bond (SIB) database (an abbreviation for the Persian 
equivalent of electronic “integrated health system”) and 
possibly met the eligibility criteria.

Participants were eligible if they were community 
dwelling from two urban areas that aged 60 years or 
above and had literacy skills for reading and writing. 
Participants were excluded if they needed help to go to 
the primary health‑care centers, had cognitive impairment 
or dementia, had medical conditions that contraindicated 
physical activity, and had any severe mental health 
problem that prevents individuals from participating in 
group activities.

Blinding was not possible with regard to the educational 
and group‑based nature of the intervention. Before the 
implementation of the trial, written informed consent was 
obtained from all the participants.

Intervention

This study was a community‑based study, with multiple and 
varied components implemented in a complex intervention 
program. Intervention and content of the sessions were 
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in line with a similar study protocol, published by Laura 
Coll‑Planas et al. in 2018.[11] The intervention was 
designed to enhance social support and participation (social 
capital) in the elderly as mediating factors between social 
determinants and health outcomes and with the potential to 
improve the quality of life and well‑being of the elderly. 
Intervention materials and methods slightly adjusted to fit 
our country’s cultural and indigenous conditions.

The intervention program consisted of 12 weekly, 2‑h 
sessions with the following topics:
1. Health and self‑care: The facilitator introduces the 

program, participants introduce themselves, facilitator 
conduct a group discussion using photos of self‑care 
daily activities, asking the group to bring a personal 
item from home the next meeting, creating a wall 
newspaper of member paintings, handicrafts, writing, 
etc.

2. Physical activity: Participants talk about the personal 
object they brought from home, discussing, and setting 
a specific achievable goal of daily living during the 
week. They identify appropriate locations for physical 
activity using local mapping, short instruction and 
discussing about the benefits and limitations of physical 
activity, agreeing on the destination for a group walk in 
the next session

3. Local first walk: Group does a walk with origins start 
and end at the health‑care center and does physical 
activity in a place like a park or gym

4. Emotional health: Participants talk about achieving 
personal goals. There will be short tutorials on 
problem‑solving techniques, group discussion on coping 
strategies, a relaxation exercise

5. Healthy eating habits: Short tutorials on healthy and 
inexpensive eating tips, group discussion on eating 
habits, cheaper nutrition tips, and about the places 
where they shop. Agree on the market or store for local 
circulation next week

6. Second local circulation: Groups visit the local 
supermarket. During the meeting, they discuss their 
eating habits and preferences for shopping

7. Loneliness and social relationships: A brief tutorial on 
concepts of loneliness and social relationships, group 
discussion focusing on thoughts, and perceptions of 
loneliness and social relationships. Divide the group 
into subgroups to create keywords stories about social 
communication

8. Community participation: Reading a story about a 
woman participating in local community activities 
by a member, identifying important local community 
activities using the local map and discussing them, 
group discussion on the limitations and benefits of 
social participation, agree on an important social place 
in the area for the next visit

9. Third local circle: The group visits an important local 
place, one of the site’s operators explains to the group 

about the place and its activities. Groups are encouraged 
to participate in social activities

10. Personal autonomy: A brief tutorial on the concept 
of personal autonomy, group discussion of personal 
autonomy, discussion of the practical case put forward 
by the trainer

11. Get in touch with health professionals: A video showing 
how to prepare for a medical encounter. Describe the 
thoughts and feelings of the group members when 
meeting a health‑care provider and their personal 
knowledge of health resources in the community

12. Group discussion final session: Expressing people’s 
thoughts and feelings about the program, creating, and 
donating an imaginary gift to another participant, the 
group shares a farewell meal.

The intervention team consisted of four health‑care 
providers, and one physician (with experience in health 
care), previously trained as group facilitators by the 
researchers during a 2‑day workshop based on the 
instructional guide. Intervention was carried out at two 
academic health‑care centers, including 12 sessions that 
were held weekly for 2 h, and was conducted in two 
groups of 20 participants. Nine of the 12 sessions executed 
in the center, and three sessions were held as local trips: 
In a public space for physical activity (park or pedestrian 
paths), in a large supermarket, and in a community asset 
that presents voluntary charitable activities that can be of 
interest to the participants.

One health‑care professional, as an observer, recorded 
quantitative and qualitative measures of implementation, 
such as fidelity and adherence. Each participant received 
a code and completed the questionnaires at the beginning 
of the study by interviewing them. Outcome interviewers 
were health‑care professionals who received the necessary 
training on interviewing and completing questionnaires, 
before starting the intervention. The control group received 
routine care of primary health centers.

Outcomes

Study outcomes included social capital, quality of life, 
self‑care, and health literacy, which were measured before 
starting the intervention and 1 month after the intervention. 
Participants could take a short break when answering 
questions wherever they got tired.

The Iranian version of short‑form health survey‑12 (SF‑12) 
was used to assess the quality of life, in two general 
physical and mental dimensions.[25] The minimum and 
maximum range of this questionnaire is 12–48, and scores 
are assessed as follows: 12–24 = weak, 25–36 = moderate, 
and 37–48 = good. Satisfactory internal consistency 
for both summary measures, which are the physical 
component summary (PCS) and the mental component 
summary (MCS), has been shown; Cronbach’s alpha for 
PCS‑12 and MCS‑12 was 0.73 and 0.72, respectively. In 
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addition, correlations between the SF‑12 scales and single 
items showed its good convergent validity for two main 
dimensions.[25]

To measure social capital, the Onyx and Bullen social 
capital questionnaire was used, in which eight dimensions 
are measured, which are participation in the local 
community; proactivity in a social context; feelings of 
trust and safety; neighborhood connections; family and 
friends connections; tolerance of diversity; value of life; 
and relationships and work connections.[26] The validity 
and reliability of this questionnaire in the Iranian elderly 
have already been reviewed.[27] This questionnaire consists 
of 36 questions of Likert scale (5‑point items from very 
low to very high). In this study, the last 5 questions, 
related to the work environment, have been omitted, 
due to the retirement of the most participants. Onyx and 
Bullen had previously used the social capital score not 
including questions for those employed (the 5 questions 
which were only applicable to people who were employed 
are not included), and validity and reliability of this form 
have already been reviewed.[26] Therefore, the minimum 
and maximum score of this questionnaire is from 31 to 
155 in our research.

The health literacy for Iranian adults questionnaire was 
designed by Montazeri et al. This questionnaire has 33 
items and examines health literacy in 5 dimensions of 
access, reading, understanding, appraisal, and decision.[28] 
Its minimum and maximum score is 33–165.

The questionnaire for assessing the self‑care ability 
of the elderly has 40 items. This questionnaire was 
extracted for the elderly population of Iran, based on 
a review of studies consistent with Orem theory. The 
result of exploratory factor analysis in this questionnaire 
indicates the existence of 5 factors: physical self‑care, 
daily self‑care, emotional self‑care, social self‑care, 
and self‑care when sick. These 5 factors explained 
nearly 79.93% of the variance of the questionnaire. 
Furthermore, the internal consistency (Cronbach’s 
alpha) was 0.864.[29] Its score is between minimum and 
maximum of 40–160.

Statistical analysis

SPSS 26(SPSS Inc., Chicago, IL, USA). software was used 
to describe and analyze the data. The baseline demographic 
characteristics were represented by frequency (percentage) 
and mean ± standard deviation. At the level of inferential 
statistics, an independent samples t‑test and the Chi‑square 
test were used to compare the means of age and to 
compare the frequency distribution of qualitative data 
between the two groups, respectively. According to the 
results of the Kolmogorov–Smirnov test indicating the 
normality of the data distribution, independent samples 
t‑test was used for comparing the changes of outcomes 
from baseline to 1 month after intervention between two 

groups. A significance level of < 0.05 was considered in all 
analyses.

Results
A total of 101 people were evaluated for eligibility, of 
which 86 people were included in the study (41 people 
in the intervention group and 45 people in the control 
group). Ten persons discontinued intervention (n = 4) 
or lost follow‑up (n = 6). Among the participants, 41 
and 35 patients completed the follow‑up in intervention 
and control groups, respectively, and others were 
lost [Figure 1].

The intervention was implemented for 12 weeks, between 
October and December 2019. Outcomes measured before 
the start of the study (baseline) and 1 month after the 
end of the intervention. A follow‑up and evaluation of 
outcomes was scheduled for 6 months after the end of 
the study, which was not possible due to the outbreak of 
COVID‑19 pandemic, and the limitations and restrictions 
placed on the presence of elderly in the community in this 
period of time.

Baseline characteristics

The basic demographic and clinical characteristics of the 
participants in two intervention and control groups are 
presented in Table 1. The mean age of study participants 
was 66.4 ± 4/2 years. More than half of the participants 
were women. They had mostly received primary education 
and less than diploma. The majority of participants lived 
with their spouses, and 15.8% lived alone (widowed or 
divorced or never married). Most of the participants had 
comorbidities such as diabetes and hypertension. Due to 
the uncertainty about the accuracy of the recorded data on 
income, the amount of income is not given in Table 1. The 
age mean and relative frequency of individuals in terms 
of gender, education, marital status, and comorbidities 
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101 assessed for eligibility

Included (n = 86)

Discontinued intervention (n = 4)
Lost follow-up (n = 2)

Allocated to intervention (n = 41)
Did not receive

Allocated intervention (n = 0)

Allocated to intervention (n = 45)
Did not receive

Allocated intervention (n = 0)

Discontinued intervention (n = 0) 
Lost follow-up (n = 4)

Analyzed (n = 35)
Excluded from analysis (n = 0)

Analyzed (n = 41)
Excluded from analysis (n = 0)

Excluded (n = 24)
- Not meeting inclusion criteria
(n = 12)
- Declined to participate
(n = 12)

Figure 1: Flow diagram of the study
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were the same in both intervention and control groups at 
baseline.

Outcomes

In the baseline, the mean score of most outcomes did not 
differ significantly between the two groups (P > 0.05). 
The results of comparison of changes between baseline 
and after the intervention are shown in Table 2, which 
indicates a significant improvement in the total scores of 
social capital in the intervention group (11.6 [8.21,14.98]) 
compared to control group (−2.36 [−4.93, 0.20]). Social 
capital in terms of tolerance for diversity was higher in 
the control group at baseline. However, we were able to 
adjust the baseline difference with the comparison of 
changes between baseline and after the intervention. When 
comparing the groups, a significant improvement was 
observed in the intervention group in terms of participation 
in local community, proactivity in a social context, feelings 
of trust and safety, neighborhood connections, and family 
and friends connections; however, no significant change 
was observed in the tolerance of diversity and value of 
life (P = 0.241, P = 0.928).

The results of statistical analysis with independent samples 
t‑test also showed that changes in the mental component 
of quality of life in the intervention group (1.48 [0.74, 
2.22]) compared to the control group (0.02 [−1.04, 
1.09]) demonstrate a significant improvement after the 
intervention (P = 0.026). Furthermore, the mean scores 
of Self care and health literacy in the intervention group 
showed a significant improvement 1 month after the 
completion of the intervention (P < 0.001) [Table 2]. 
Self‑care showed significant improvement in the dimensions 
of physical self‑care, emotional self‑care, social self‑care, 

and self‑care during illness. In addition, health literacy 
improved in terms of access, understanding, appraisal, and 
decision‑making (P < 0.05).

Discussion
This complex intervention seemed to improve social 
capital, the mental component of quality of life, self‑care, 
and health literacy in older adults under coverage of urban 
primary health‑care centers.

The intervention improved social capital in terms of 
participation in the local community, proactivity in a 
social context, feelings of trust and safety, neighborhood 
connections, and family and friends’ connections; however, 
no significant change was observed in the tolerance of 
diversity and value of life. Among these dimensions, social 
agency (proactivity in a social context) and sense of trust 
are the most important causal factors. Improving these two 
factors can lead to improving other dimensions such as the 
value of life and tolerance of diversity.[30] The community 
participation dimension is strongly related to the dimensions 
of friend and family relationships and neighborhood 
relationships.[31] In our results, the dimensions of tolerance 
of diversity and value of life did not show significant 
change. Changing these two factors may require longer and 
more fundamental interventions.

Previous studies using this questionnaire in the 
elderly population of Iran have often been descriptive 
cross‑sectional and have shown low participation in the 
local community. However, a significant relationship has 
been observed between the level of mental health, quality 
of life, and social capital of the elderly in all dimensions.[27] 
Our results demonstrated a significant improvement in the 

Table 1: Comparison of baseline demographic and clinical characteristics between two groups
Characteristics Intervention (n=35) Control (n=41) P
Gender, n (%)

Male 15 (42.1) 19 (46.3) 0.819†

Female 20 (57.9) 22 (53.7)
Age (years), mean±SD 65.5±4.4 66.7±3.9 0.23††

Education, n (%)
Less than high school graduate 18 (51.4) 25 (61) 0.49†

High school graduate and more 17 (48.6) 16 (39)
Marital status, n (%)

Single 3 (8.6) 9 (22) 0.129†

Married 32 (91.4) 32 (78)
Income, n (%)

Has income 19 (54.3) 23 (56.1) 1.0†

Has no income 16 (45.7) 18 (43.9)
Comorbidity, n (%)

Yes 31 (88.6) 31 (75.6) 0.235†

No 4 (11.4) 10 (24.4)
Data shown mean±SD or n (%). †Used of Chi‑square test, ††Used of independent samples t‑test. Single=widows and those who have never 
been married. Has income=retirees and freelancers; no income=unemployed and housewives. Comorbidities include diabetes, and chronic 
conditions such as hypothyroidism, cancer, and chronic respiratory disease. SD: Standard deviation
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mental dimension of quality of life in the intervention group 
compared to the control group. These promising results in 
improving social capital and quality of life are supported by 
previous studies which have shown that the most effective 
interventions to improve mental health of the elderly 
are multidimensional and social interventions.[5,32] These 
studies emphasize the effect of active group interventions 
on increasing social support and improving the health of 
the elderly. Indeed, loneliness and isolation of the elderly 
is one of the important factors in reducing the health of 
the elderly.[33,34] The WHO In “the Global Strategy and 
Action Plan on Aging and Health (2017) emphasizes the 
expansion of physical and social interventions based on 
social support for the elderly in communities. With this 
approach, primary health‑care providers can be effective 
in reducing inequality and increasing the well‑being of 
the vulnerable older adults.[35] However, the results of our 
study on improving social capital were different from the 
results of a similar study in deprived urban areas.[36] Our 
study was conducted in centers located in areas with a 
middle socioeconomic level, and the participants in our 
study probably had a high self‑management and desire to 
participate in a community‑based intervention. Previous 
researches have shown that socioeconomic low level and 
income can be a considerable barrier in social participation 
and self‑management.[37] Repeating similar studies for the 
elderly in disadvantaged areas is recommended to evaluate 
results in other socioeconomic settings.

Furthermore, the intervention promoted self‑care and health 
literacy generally. Self‑care showed significant improvement 
in the dimensions of physical self‑care, emotional self‑care, 
social self‑care, and self‑care during illness. In addition, 
health literacy improved in terms of access, understanding, 
appraisal, and decision‑making. The impact of complex 
interventions on improving self‑care, health literacy, and 

the mental health of the community‑dwelling older adults 
has been demonstrated in previous studies earlier.[16,20,38,39]

The important point in designing community‑based 
interventions is to pay attention to dimensions of access 
and cocreation, so that they can be integrated into the 
services of the universal health network, while their 
clinical effectiveness is also measured.[23] Comprehensive 
health centers in the Iranian health system have expanded 
well in cities in recent years. With the development of the 
SIB electronic health network, the quality and quantity 
of service to citizens has been improved. Now, with the 
increase of the country’s elderly population, new and more 
diverse programs must be designed and implemented using 
the cheap and available capacity of primary health‑care 
centers.

This intervention can be used as a model for designing 
similar simple interventions that have high feasibility and 
can be implemented in short periods of several weeks in 
primary health centers by health workers.

Study strengths and limitations

One of the limitations of this study was the small 
number of health care centers involved in the study, due 
to budgetary and time constraints. On the other hand, 
the quasi‑experimental nature of the study limits the 
generalizability of the study. However, the matching 
of intervention and control groups in demographic 
characteristics and outcomes at the baseline time point 
increases the power of study. In addition, selection of 
intervention and control groups from two different centers 
with geographical distance prevented contamination of 
samples.

The strength of the study is the implementation of a 
well‑designed 12‑week intervention program based on a 

Table 2: Comparison of outcomes at the baseline and one month after the intervention
Variable Baseline P† Intra group changes P††

Intervention Control Intervention Control
Total social capital 78.09±10.00 79.63±13.22 0.563 11.6 (8.21‑14.98) −2.36 (−4.93‑0.20) <0.001
Participation in local community 12.40±3.29 12.15±3.69 0.752 3.42 (2.07‑4.77) −0.0.17 (−1.06‑0.72) <0.001
Proactivity in a social context 13.46±2.05 13.71±2.45 0.629 1.97 (1.16‑2.77) −1.19 (−1.99‑−0.39) <0.001
Feelings of trust and safety 13.77±2.53 14.29±3.59 0.462 1.37 (0.72‑2.01) 0.39 (−0.33‑1.11) 0.044
Neighborhood connections 12.94±2.73 12.63±3.64 0.675 2.51 (1.51‑3.51) −1.73 (−2.44‑−1.01) <0.001
Family and friends connections 7.91±2.29 7.68±2.44 0.672 1.65 (0.79‑2.51) −0.56 (−1.33‑0.20) <0.001
Tolerance of diversity 5.43±1.77 6.44±1.58 0.011 0.08 (−0.52‑0.69) 0.60 (−0.03‑1.25) 0.241
Value of life 5.86±1.11 6.39±1.32 0.064 0.34 (−0.05‑0.74) 0.36 (0.04‑0.68) 0.928
other 6.31±1.16 6.34±1.48 0.929 0.22 (−0.30‑0.76) 0.14 (−0.33‑0.62) 0.826
Total quality of life 31.09±4.66 31.34±5.26 0.828 1.91 (1.05‑2.77) 0.46 (−1.01‑1.93) 0.090
Physical 12.77±1.99 12.73±2.09 0.933 0.42 (0.01‑0.83) 0.43 (−0.13‑1.00) 0.976
Mental 18.31±3.40 18.61±4.15 0.734 1.48 (0.74‑2.22) 0.02 (−1.04‑1.09) 0.026
Self‑care 136.46±7.04 136.34±7.13 0.944 11.02 (8.86‑13.19) 0.90 (−0.26‑2.06) <0.001
Health literacy 82.97±14.39 80.48±12.64 0.431 25.71 (20.59‑30.83) 2.56 (1.32‑3.80) <0.001
†Comparison of two groups at baseline, ††Comparison of group differences at one month after the intervention using independent samples 
t‑test, Data shown mean±SD. SD: Standard deviation
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precise protocol. Furthermore, the capacity to implement 
this intervention with the available facilities of primary 
health‑care centers in urban neighborhoods provides the 
generalizability and extending it to other local contexts.

Conclusions
Our results show that community and group‑based 
interventions with a variety of components in primary 
care centers can lead to an overall improvement in social 
capital, quality of life, and self‑care and health literacy 
in community‑dwelling older adults. However, it seems 
that increasing social capital in some dimensions requires 
continuous and longer interventions.
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