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ABSTRACT
Objectives: Loneliness and social isolation (L&SI) are associated with physical and cognitive decline in
older adults. Walk ‘n’ Talk for your Life (WTL) is a community-based program of socialization, health
education, falls prevention exercise and walking for community-dwelling older adults. This qualitative
study was done to gain further insight into the experience and impacts of the WTL on seniors’ L&SI.
Methods: One-on-one semi-structured interviews were conducted with sixteen participants who had
completed the WTL . Interview questions focused on eliciting a better understanding of how the WTL
impacted participants’ feelings of L&SI. Content analysis was used to classify the qualitative data .
Results: This qualitative evaluation helped to obtain a richer understanding of WTL participants’
reasons for loneliness and the benefits of the program on participants’ experience of L&SI.
Participants felt WTL helped motivate them to socialize and reduced their feelings of loneliness by
providing a sense of ‘belonging’ which appeared to be mediated by the group exercise/walking
component of the program.
Discussion/Conclusions: This study provides insight into participants’ experiences of L&SI. Further
research in a broader population of older adults is mandated to determine the efficacy of community
exercise programs in reducing L&SI.
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Introduction

Loneliness and social isolation (L&SI) play a significant role in
the health and wellbeing of older adults. Loneliness is defined
as the subjective measure of negative feelings associated
with the perceived lack of a meaningful social network, and
social isolation is defined as the quantifiable measure of a
reduced social network (Valtorta & Hanratty, 2012). The lonely
and socially isolated are at higher risk for a multitude of psy-
chosocial and physical disorders including dementia, depres-
sion, physical decline, falls, hospitalization and premature
mortality (Cacioppo, Grippo, London, Goossens, & Cacioppo,
2015; Nicholson, 2012). As the number of older adults living
alone and at risk for L&SI is rapidly growing, interest in deter-
mining the most efficacious interventions to alleviate L&SI in
older community dwelling adults has escalated over the past
decade. Numerous systematic reviews have endeavoured to
assess the effectiveness of such interventions in older adults
(Cattan, White, Bond, & Learmouth, 2005; Cohen-Mansfield &
Perach, 2015; Dickens, Richards, Greaves, & Campbell, 2011;
Gardiner, Geldenhuys, & Gott, 2016; Hagan, Manktelow,
Taylor, & Mallett, 2014; Windle, Francis, & Coomber, 2011).

Shared or group physical activity interventions that are
participatory in nature and focus on social interaction may
alleviate L&SI by promoting and supporting social networking
and development and/or strengthening of friendships among
participants (Chan, Yu, & Choi, 2017; Cohen-Mansfield & Per-
ach, 2015; Dickens et al., 2011). These interventions may also
counteract some of the functional physical decline, morbidity
and mortality associated with L&SI (Stenholm et al., 2016).
Few published studies or programs targeting L&SI among

older adults incorporate group physical activity and/or walk-
ing. Inclusion of group activities has been shown to be a moti-
vator that helped participants overcome some of the barriers
to social participation, such as avoidance of social interactions
(Goll, Charlesworth, Scior, & Stott, 2015).

In a recent Finnish group-based psychosocial intervention
(Routasalo, Tilvis, Kautiainen, & Pitkala, 2009), participants
selected one of the three activities (art and inspiring activities,
group exercise and discussions, and therapeutic writing and
group therapy) for six hours once a week for 12-weeks. Using
methodological triangulation which included review of group
leaders’ diaries, researcher observation and participant ques-
tionnaires, researchers sought input on how the program
impacted participants’ feelings of loneliness. It was deter-
mined that participants benefited from taking part in shared
activities, felt a sense of ‘togetherness’ and increased social
activation and almost universally (95%) felt that their feelings
of loneliness had lessened.

With current evidence in mind and grounded in the activ-
ity theory of aging (Havighurst, 1961), the Walk ‘n’ Talk for
Your Life (WTL) program was created collaboratively with
over 200 older adults residing in low income housing. The
aim of the program was to provide active (productive) com-
munity-driven shared activities to reduce L&SI and improve
physical functioning among older adults (Akyurekli & Wilson,
2015). The distinguishing features of the WTL program are
that it is free of charge to participants and that it has an
emphasis on socialization in addition to maintaining or
improving functional fitness among participants. Facilitated
by a program coordinator and interdisciplinary groups of
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University of British Columbia Okanagan campus (UBCO) and
Okanagan College undergraduate students, this 12-week pro-
gram took place in local community centres and seniors’ resi-
dence buildings in Kelowna, BC. Sessions occurred twice a
week and consisted of a 45-minute fitness program, a 30-min-
ute pedometer-based group walk, followed by a 60-minute
interactive health education session and 20-minute open
socialization (Akyurekli & Wilson, 2015). The fitness program
was based on the validated Otago program developed at
Otago medical school, and consisted of weight and strength
training designed to reduce falls and fall-related injuries (Rob-
ertson, Devlin, Gardner, & Campbell, 2001). Participants were
coached to ‘go at their own speed’ and ability. Topics for the
interactive health education sessions were chosen by partici-
pants. Speakers ranged from community professionals to vol-
unteers from UBCO. The pedometer-based group walk took
place in the community streets around the respective venues
after the group exercise. Participants walked in groups with
volunteers and were given opportunities to socialize during
the walks. The 20-minute open and unstructured socialization
sessions allowed participants to have free open discussions
with each other. The program was evaluated using validated
paper-based questionnaires assessing measures of L&SI filled
out by participants at the start and end of the program. These
included: the six-item Lubben Social Network Scale measuring
self-reported ‘structure and function of social relationships’,
the revised 20-item UCLA Loneliness Scale (version three)
(Russell, 1996) measuring subjective loneliness including ‘per-
ceived availability, adequacy, feelings and emotions regarding
social relationships’, and the de Jong Gierveld Loneliness
Scale (de Jong-Gierveld, 1985), which supplements the UCLA
measures, assessing overall (subjective) emotional, and social
loneliness on an 11-item scale.

Program evaluations from the 57 WTL participants for
whom complete data was available, indicated that the vast
majority of participants were satisfied with the program. They
found that the program helped them to meet new people, to
socialize more and that it improved their emotional and mental
wellbeing. Measures of social isolation (Lubben et al., 2006) did
not change significantlypossibly due to the short intervention
period as this has been reported in other studies with short
intervention periods (Chan, Lee, Lee, Sit, & Chair, 2013). On the
other hand, the revised UCLA loneliness score (version three)
(Russell, 1996) showed a significant decrease in loneliness, and
the de Jong-Gierveld score (de Jong-Gierveld, 1985), showed a
significant decrease in emotional loneliness. Additionally, signif-
icant improvements in measures of functional fitness were
observed. However, due to these inconsistencies and the fol-
lowing, the WTL quantitative results have not been published.

As outlined by Bartlett et al (Bartlett, Warburton, Lui, Peach,
& Carroll, 2012), there are challenges associated with the eval-
uation of community programs such as WTL that are not ran-
domized controlled trials (RCTs) and that are implemented by
students and staff rather than highly trained research person-
nel. Such studies preclude drawing reliable conclusions about
the effectiveness of the program. For the WTL program, the
major challenges included no control group, incomplete data
collection and a short intervention timeline (12 weeks). With-
out a control group, regression to the mean could not be
ruled out as explaining changes in the validated measures of
L&SI and functional fitness.

This supplementary qualitative research study was under-
taken after the quantitative study to explore and develop a

richer understanding of the experience of living with L&SI
from the perspective of WTL participants, their experience of
participating in the WTL program, and how it impacted them.

Methods

Research team

This qualitative research was carried out by researchers JH,
LW,and TD, and the research supervisor, CAJ. The interviews
were carried out by JH and TD who had no previous involve-
ment with any of the participants of this study. JH and LW
performed the data analysis.CAJ facilitated numerous sociali-
zation, health education and physical activity sessions in the
WTL program. Previous interaction with participants might
bias or affect participants’ responses to the interview ques-
tions; therefore, CAJ did not play a direct role in the interview
or data analysis processes.

Study design

Content analysis of semi-structured guided interviews using
targeted probes was used to provide insight into participants’
experiences of loneliness, social isolation and the WTL
program.

Participant selection

A purposive sampling technique was used. Interviewees were
randomly selected based on their previous completion of the
12-week WTL program. Exclusion criteria included WTL partici-
pants who self-reported a hearing loss and those who were
not available during scheduled interview times (June-August
2015). Consent was signed prior to the interview. Recruitment
and interviews continued until no new themes or concepts
arose from the interviews (saturation) (Creswell, 1994). All
WTL participants that were eligible for this study agreed to be
interviewed.

Study participants

Twenty-five participants were picked at random from our
database of 79 participants (87% female) who completed the
WTL program. A total of 16 underwent interviews. Nine partic-
ipants were not available during the two-month interview
period. Participant characteristics are detailed in Table 1.
Fifteen of the sixteen interviewees were female, which is rep-
resentative of the predominance of female in the WTL pro-
gram. The average age was 76.6 (range: 65–88). Eleven lived
alone and of those that did not, two (participants 7 and 8)
were caregivers for their ill husbands.

Setting

One-on-one interviews took place in a quiet room located at
or near the WTL venues.

Data collection

Data was collected over a two month period (July-August)
using semi-structured interviews consisting of three main
questions. A sample interview guide was formulated in con-
sultation with a qualitative researcher (SdeL). Open-ended
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and guided questions were designed in order to encourage
participants’ open communication of their experiences relat-
ing to the WTL program. Based on the participants’ answers,
targeted probing questions were asked to further clarify or
explain participants’ experiences in detail.

The three main questions were:

‘Could you tell me your story on your experiences with the Walk ‘n’
Talk program?’

‘Can you tell me about how the program may have affected a
friend or one (or more) of the other participants?’

‘The program may have decreased feelings of loneliness in some.
Can you comment on this?’

Interviews lasted approximately thirty-minutes each. Inter-
views were audio recorded and then transcribed verbatim
manually.

Analysis

Transcript analysis was conducted manually by two research-
ers (JH, LW) using content analysis (Miles & Huberman, 1994)
methodology. The researchers independently read through
the transcripts twice, then coded relevant quotes into major
categories or clusters based on their relevance to the inter-
view questions and then arranged the quotes into recurring
themes (or sub-categories of each cluster). Transcripts were
reviewed again together to assure data saturation (no new
information beyond the five main clusters and themes) had
been reached. Together the two researchers came to consen-
sus on the final clusters, themes and sub-themes (Table 1).
Participants were not involved in the feedback on the find-
ings, as the program had been completed prior to this study
and many had dispersed for the summer holidays.

Results

Qualitative evaluation

Content analysis of the interview transcripts revealed five
main clusters: Reasons for Loneliness, Perceptions of Loneli-
ness, Benefits of the WTL program, Interest in Continuation of
a WTL-like program, and Strengths of the WTL program
(Table 2).

Cluster 1: Reason for loneliness
Participants described a variety of reasons for loneliness. The
participant’s descriptions of loneliness exemplified life
changes common in members of the senior population, such
as retirement, a geographic move, lack of opportunity to
socialize or loss of a close one.

1.1 Significant life changes
A. Move to a new community

Movement to a new geographic area occurred in some
seniors due to limited number of spots in subsidized senior
housing near their old neighbourhood. Because of this move,
and consequent lack of supports, some of these individuals
became lonely.

‘I didn’t know anybody and I moved in September and Walk ‘n’
Talk started that spring.’ (2)

Table 1. Participant demographics, Lubben, UCLA and de Jong-Gierveld scores.

de Jong-Gierveld score

Participant Age Live alone Annual income Lubben score UCLA score Emotional Social

# Years Y/N $ Initial Final Initial Final Initial Final Initial Final

1 67 Y <25,000 5 - 53 - 5 - 3 -
2 68 Y <25,000 6 6 64 55 6 - 6 -
3 65 Y <25,000 5 10 63 32 4 0 4 1
4 77 Y <25,000 14 16 43 45 3 2 3 2
5 80 N** <25,000 16 19 53 47 5 3 4 4
6 81 Y <25,000 13 13 46 49 3 3 2 3
7 85 N* - 15 20 24 35 0 0 3 4
8 79 N* <25,000 14 5 46 - 6 6 2 4
9 88 Y <25,000 14 21 30 - 2 2 3 0
10 75 Y - 11 12 45 36 4 1 2 3
11 85 N 26–50,000 11 17 25 27 1 1 1 0
12 74 Y 26–50,000 15 15 36 45 2 1 3 2
13 76 Y 26–50,000 - 27 - 48 - 3 - 1
14 82 Y - 14 - 50 - - 4 - 5
15 65 Y - 20 - 45 - 0 - 2 0
16 76 N - 20 15 33 26 0 0 2 3

* Caregiver to ill husband
** Husband has hearing loss

Table 2. Clusters, themes and sub-themes.

Cluster Themes

1. Reason for Loneliness 1.1 Significant life changes
A. Move to a new community
B. Separation from family
C. Retirement

1.2 No similar age group at home
1.3 Habit
1.4 Difficulty making social
connections
A. Lack of opportunity to make social
connections
B. Difficulty making strong
connections

2. Perception of loneliness
3. Benefits of the WTL program 3.1 Improved physical and mental

wellbeing
A. Interviewee’s impression of self-
improvement
B. Interviewee’s impression of others’
improvement

3.2 Decreased loneliness or social
isolation

3.3 Increase in Motivation
4. Strengths of program 5.1 Student volunteers

5.2 Socialization and education
5.3 Exercise regime

5. Interest in continuation of a
WTL-like program

Numbers following the quotes refer to participant numbers in Ta
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B. Separation from Family
Some participants found it distressing to be away from rela-
tives for an extended period of time. This separation, despite
lasting for long periods of time, still caused the participants to
isolate themselves in their home and prevented them from
seeking new social supports. Instead of seeking new supports,
some participants felt that they needed to physically leave
this new isolating environment and reconnect with previous
supports.

‘8 months and I don’t know anybody. I don’t have any relative
here. So I have to think about how to get out.’ (1)

C. Retirement
Retirement was also a common theme that arose from the
interviews and was another factor that brought about change
and loneliness. Despite having more time to socialize in retire-
ment, participants were having difficulty forming meaningful
relationships. Retirement was described as a change in their
lives that they needed to adjust to.

‘I was new to the building and new to the retirement. So, basically
no social networking yet.’ (3)

1.2 No similar age group at home
For some that were living with their family and not in a senior
group home, they found it isolating if there was no one of
similar age around them. Despite family being at home, par-
ticipants felt they needed to build additional relationships
with people of a similar age group to feel less lonely.

‘There is no elderly or the same age of people in the home.’ (11)

1.3 Habit
While the majority of participants felt loneliness as a negative
aspect of their life that was associated with being a senior,
one participant felt she was used to being alone her entire life
and chose to be alone.

‘I tend to be a loner, you know. It’s not that I don’t like socializing.
It’s just that I don’t know what it is, but I quite enjoy my own com-
pany.’ (4)

1.4 Difficulty making social connections
A. Lack of opportunity to make social connections

Participants described their environments as a contributing
factor to their loneliness. Because those around them often
spent time alone, they felt that it was difficult to make social
connections in this environment where most people seemed
to comfortable keeping to themselves.

‘Everybody is quiet, in their own little world. Because we are all
seniors and of course most of us live by ourselves.’ (2)

B. Difficulty making strong connections
The quality of conversations between social connections was
important in influencing their feelings of loneliness. This was
particularly apparent in those who were living in senior group
homes. Even though there were a lot of seniors in the same
building, they felt it was still difficult to continue conversa-
tions that led to meaningful relationships.

‘Making new friends is not easy, you know. Hello, goodbye is ok
but not deep, close together.’ (1)

Cluster 2: Perception of loneliness
The interviews demonstrated the depth and characteristics of
loneliness and social isolation in the participants. Feelings of

loneliness and social isolation impacted participants’ mental
health and wellbeing.

‘It’s depressing to sit home alone.’ (5)

‘Because I’ve got nobody here. That’s why it’s really helped me.
Otherwise, I’m going, I know myself, going crazy. I would commit
suicide because I’m so lonely. It kill me.’ (1)

Cluster 3: Benefits of the WTL program
A wide spectrum of perceived benefits was noted from the
interview results, including improvements in physical, mental,
and social factors. Responses also illustrated individual per-
sonal development and increases in intrinsic and extrinsic
motivation as a result of the program.

3.1 Improved physical and mental wellbeing
A. Interviewee’s perception of self-improvement

Participants noticed improvements in themselves, such as
becoming more outgoing, learning new things about their
neighbourhood, and improving their physical wellbeing.

‘It got me out of my shell. I’ve continued with the walking. And I’ve
learned all sorts of good things about my neighbourhood, which I
hadn’t realized that they were even there … Community gardens,
bike walk, a bike path that I didn’t realize you didn’t have to walk
on the road.’ (2)

‘I think within two weeks I started sleeping better and my posture
was really bad I kind of slumped and I know that’s really helped
me. And I’ve never done weights before so I find doing the
weights has helped me because I can pick up things easier now.
And the biggest thing for me with this problem was I sleep bet-
ter…My sleeping and more confidence.’ (16)

‘I felt my basic wellbeing and strength just multiply. I’m beginning
to reap the benefits. This is a year later, I’m beginning to really
reap the benefits of physical activity, fitness, mentally I’m in a
really really good space. Very comfortable with myself and my
retirement.’ (3)

B. Interviewee’s perception of others’ improvement
Participants also noticed improvements in others around
them and perceived others to be happier and more cohesive
as a group.

‘People are a lot happier. When I started, there wasn’t much talk-
ing between the group and socializing but now definitely. Every-
body says hi to everybody and we feel more like a group, you
know.’ (16)

‘There is a lot of ladies that come here and that’s all they do. They
don’t have any other activities that they co-operate in and I think
this is one way of getting them out to do something outside their
home.’ (9)

‘They’ve told me that they got to know other people, that they got
more comfortable with them, just getting to know a bit more per-
sonal rather than just seeing them in the elevator or something
and just saying hi. They actually know who they are.’ (2)

Not all participants felt the same degree of benefit. Some partici-
pants described that the feelings of loneliness persist in some.

‘I think they still have loneliness. I think I’m not quite their age so
my observation and that I think it’s they need, just like I do to, I
need companion, and friendship with women. I think that has
helped them to look forward to something.’ (15)

3.2 Decreased loneliness or social isolation
Participants talked about improvements in their social net-
work and sense of belonging.

‘I made a lot of new acquaintances in the building that I live … I
feel more comfortable in my situation. I’m not just sitting there
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looking at four walls.… When somebody says let’s go for a walk,
I’m willing to drop anything and go for a walk. Of course, before
nobody ever said that because I didn’t know anybody and I moved
in September and Walk ‘n’ Talk started that spring.’ (2)

‘…gradually I’m very confident to come every Monday and Thurs-
day and make me more easy to cope with that new environment,
because very quiet here. It’s totally different from Vancouver.…
This is like a small community. So I come here to make me
happy… . and give me more ‘I’m here’ ‘I belong here.’’ (1)

Some described improved social connections and social
supports.

‘There were maybe 11–14 people that I would call regulars in our
program. And I feel that they would support me if I, I know that if I
got into some sort of trouble I could go to those people and they
wouldn’t turn their back on me or you know what I’m saying. I
have a connection with them.… So they are not strangers any-
more in other words.’ (3)

‘I think because they were alone so they needed company like that
but we are sort of bonded now, the group of us, you know.’ (16)

3.3 Motivation
Some also noticed an improvement in motivation, such as
increased determination to reach physical goals, or to get out
of the house. For some, increased motivation was associated
with concrete goal setting using pedometers or formation of
groups that motivated one another to walk outside.

‘I find it very motivating because of the pedometers. Like I’m set-
ting myself goals with it.’ (15)

‘It has given me a little bit more ambition to get out. Before, I was
just sitting there and trying to cope [with husband’s illness]’ (8)

Cluster 4: Strengths of the WTL program

4.1 Student volunteers
Volunteer students were a positive part of WTL. Participants
enjoyed how the volunteer students were friendly and pro-
moted conversation in the groups.

‘You got to know the people that you were walking with and also
the volunteer students were just absolutely fantastic they got
everybody talking. They asked certainly not personal questions
but just questions to make you kind of loosen up a little bit.’ (2)

4.2 Socialization and education
Another aspect the participants enjoyed was the educational
sessions.

‘It’s a wonderful program for seniors to get them out and get them
interested in other things and you know, learning, you are never
too old to learn I think, you know.’ (7)

‘It’s very educational first of all and improving in social activities
and so this is very important to have that for the elderly people.’
(11)

4.3 Exercise regime
Some described their enjoyment of the Otago fitness exercise
regime which allowed some participants to engage in exer-
cise at their own time even after the program ended.

‘We sort of encourage and mentor each other since. I myself have
gone on to a fairly rigorous exercise program on which I have
incorporated the Otago fitness program, plus the Otago exercises
plus a fitness room routine and I complete five miles of walking in
a day.’ (3)

‘[My favorite part is] probably the exercises, because I don’t do
enough of them on my own.’ (13)

Cluster 5: Interest in continuation of a WTL-like program
Participants showed interest in continuing the program or
they stated that they are trying to find a program similar to
WTL, as they found this program unique due to the socializa-
tion aspect.

‘I’m really sorry it’s over with now because I want to continue on
with some other program and I’m gonna look into that and see if I
can find something.’ (11)

‘I sort of heard comments from people around me and you know
they are all sorry that’s it’s over with now so I think it’s just, it’s
helped them too… . And I’m gonna miss them. But it’s been super
positive. Yeah, I want more.’ (16)

Discussion

Participants in this qualitative study provided their insight
into their experiences of living with L&SI, participating in the
WTL program and how it impacted them. Participants voiced
their perceptions of how the WTL program had a positive
impact upon their own and other participants’ feelings of
loneliness, psychosocial and physical well-being. Interaction
with student volunteers and ‘productive’ group activities
(socialization/education and exercise/walking) provided a
sense of belonging and were identified as the key compo-
nents participants appreciated the most. Addition of this qual-
itative evaluation of the WTL program complemented the
previous quantitative findings and provided deeper insight
into the psychosocial and health benefits of the program for
community-dwelling older adults who are at risk of or
experiencing loneliness and/or social isolation.

Causes and perceptions of loneliness and social isolation

The content analysis helped to classify the various expressed
causes of L&SI in the WTL participants. Consistent with litera-
ture on loneliness in older adults (Savikko, Routasalo, Tilvis,
Strandberg, & Pitkala, 2005; Smith, 2012; Victor et al., 2005),
participants identified a lack of social opportunities associated
with separation from or loss of loved ones, being a caregiver,
living alone, geographic re-location, immigration and chal-
lenges with making new and meaningful social connections.
These results imply that there are many factors associated
with aging that perpetuate the experiences of L&SI. Accessible
programs such as the WTL that are sensitive to and incorpo-
rate productive and shared group activities that ‘socially acti-
vate’ participants may help to ameliorate the downstream
effects of some of the identified factors (Windle et al., 2011).

Improvements in loneliness and social isolation

The interviews complemented and clarified the quantitative
findings of the previous WTL program evaluation revealing
that the program helped decrease perceived feelings of lone-
liness/social isolation by making new social connections, gen-
erating feelings of belonging, motivating and improving
health and well-being. The majority felt that the group sociali-
zation and walking/physical activity aspects along with the
student interactions were the most gratifying and beneficial
components of the program. These findings are consistent
with the activity theory of (successful) aging (Havighurst,
1961) and are in agreement with the those of Toepoel (2013)
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and others (Cohen-Mansfield & Perach, 2015; Gardiner et al.,
2016; Nicholson, 2012; Windle et al., 2011). They suggest that
active or ‘productive’ shared activities (e.g. social/cultural,
educational or physical activities), as opposed to ‘consump-
tive’ independent activities (e.g. reading or watching TV), and
activities that include intergenerational connections, improve
quality of life and in the case of exercise interventions, reduce
the risk for many of the co-morbidities and premature mortal-
ity (McPhee et al., 2016) associated with L&SI.

Other unexpected benefits

Our data imply that seniors may have chosen to participate in
the WTL program not only to reduce L&SI, but for other rea-
sons, including a desire for improved physical health, health
education and to seek freedom outside the household. These
benefits may be good incentives for seniors to participate in
future programs as suggested by several others (Chan et al.,
2017; Goll et al., 2015; Hopman-Rock & Westhoff, 2002).

Limitations

This study has several limitations. The qualitative data gener-
ated from this small, female-dominated sample derived from
a program of self-selected participants located in several sites
within one city in British Columbia may not be generalizable
to other groups of older adults in other locations. Further
research including an RCT with larger numbers of participants,
more male participants and in other locations is needed to
determine if the benefits of the WTL program can be
extended and reproduced. Additionally, while the baseline
demographics and quantitative measures of L&SI of the
study’s participants were similar to those WTL participants
that were not interviewed, it is possible that the findings of
this study do not apply to all WTL participants. Further, as the
participants of the WTL program are self-selected, and inde-
pendently ambulatory we have no way of knowing if we
selected for the ‘socially-active’ (Cattan et al., 2005) and have
not reached those who are truly socially isolated (e.g. those
with disabilities and men) and might benefit more from the
program. During the interview, some probing interview ques-
tions may have had a leading nature, which may have influ-
enced interviewees comments. While the findings of this
qualitative study are consistent with the results of the vali-
dated survey questionnaires used in the original WTL pro-
gram, further iterations of the WTL should use more robust
recruiting methods (Bonevski et al., 2014; Saito, Kai, & Taki-
zawa, 2012) aimed specifically at the harder to reach lonely
and isolated individuals and that attract more men, who com-
monly are under-represented in community-based exercise
programs (Gandy, Bell, McClelland, & Roe, 2016). Addition of
these qualitative findings support the feasibility of initiating a
RCT in a broader population assessing the effectiveness of the
WTL program on loneliness, social isolation and physical
health and wellbeing.

Conclusions and future recommendations

The addition of a qualitative evaluation of the WTL program
helped to obtain a richer understanding of the potential ben-
efits of community programs on participants’ experience of
L&SI, and physical well-being and lent credence to the quanti-
tative program evaluation data suggesting the same. This

select group of WTL participants perceived that the program
improved their psychosocial and physical wellbeing. Partici-
pating in WTL appeared to help motivate them to socialize
and reduced their own (and other WTL participants’) feelings
of loneliness by providing a sense of ‘belonging’ possibly
mediated by the group exercise/walking component of the
program. Further research in a broader population of older
adults, such as a longitudinal cluster RCT, is mandated in
order to determine the efficacy of the WTL program to reduce
L&SI and the downstream negative impact on morbidity and
mortality.

The importance of sustained participation in community
programs has been demonstrated by McAuley (McAuley
et al., 2000) who showed that satisfaction with life may
decrease after the conclusion of a program without the social
support from the exercise group. This, along with the conclu-
sion that several WTL participants described interest in con-
tinuing the program, supports the need for sustained
programing in order to decrease L&SI and its downstream
negative influence on psychosocial and physical welling and
mortality.

Considerations for participant recruitment in future pro-
grams might include using the successful incentives such as
student volunteers, socialization/educational presentations,
and the ‘go at your own pace’ walking/exercise regime. Pro-
viding a choice of physical activity (such as swimming, cycling
etc.), tailoring activities to participants’ abilities, as well as pro-
viding activities at a low cost can also be considered as possi-
ble incentives.

For future questionnaire development, future programs
should focus on a particular social relationship dimension
(such as ‘loneliness’). Valtorta described that different tools
for measuring L&SI have different degrees of subjectivity in its
questions. Use of Valtorta’s classification in future projects will
allow researchers to decide upon the appropriate tool and for
research to be focused on that particular dimension of social
relationships (Valtorta, Kanaan, Gilbody, & Hanratty, 2016).

Future studies investigating the effects of community
walking programs on senior health should consider the use of
control groups or an alternate (Saito et al., 2012; Yancy et al.,
2011) design such as a wait list control group; this may
increase the quality and confidence in the evidence gener-
ated form such programs.
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