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Objective: People with intellectual disabilities (ID) are largely dependent on their environment to live
healthily and, in this, ID-support organizations play a vital role. An environmental asset mapping tool for
ID-support settings has been developed. This study aims to provide insight into whether or not the tool can
provide a comprehensive view on assets in the system and actionable knowledge to improve health-
promoting capacities in ID-support settings.
Methods: Fifty-seven users from four setting completed the tool on availability, user satisfaction, and
dreams regarding social, physical, organizational, and financial assets.
Results: The findings provide a comprehensive view of available assets. Together with user satisfaction and
dreams for improvements, they provide actionable knowledge for improving the health-promoting capa-
cities of the settings, including: (1) how use of available assets can be improved, (2) the type of assets that
should be enriched, and (3) the assets that can be added to the system.
Conclusion: The asset mapping tool provides a comprehensive view on assets in the system and actionable
knowledge to improve health-promoting capacities in ID-support settings.
Practice implications: ID-support organizations can use the tool to generate actionable bottom-up knowl-
edge for priority setting and implementing interventions to improve their health-promoting capacities.

© 2021 The Author(s). Published by Elsevier B.V.

CC_BY_NC_ND_4.0

Keywords:

Health promotion
Long-term care
Intellectual disability
Settings approach
Health assets
Physical activity
Nutrition

Capacity building

1. Introduction

Support organizations for people with intellectual disabilities
(ID) play a vital role in facilitating health and health promotion for
people with ID [1-3]. They arrange (often) long-term everyday
support in daytime and living accommodations for people with ID,
who experience significant limitations in intellectual functioning
and adaptive behavior [4]. People with ID face more lifestyle-related
health problems and have unhealthier diets and lower physical ac-
tivity levels than the general population [5-7]. Health-promotion
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through ID-support organizations can help reduce health disparities
[8-11]. Moreover, people with ID themselves have expressed the
need for a supportive social and physical environment to be able to
live healthily [12,13]. However, ID-support organizations face diffi-
culties in embedding health promotion in their organization and
activities [3,14,15].

Health promotion for people with ID has focused mainly on
program-based interventions targeting individual behavior and may
benefit from expanding its focus to the context of settings in which
people engage in daily life [2,16,17]. As behavior patterns are created
and sustained through the setting in which people engage, it is
challenging to integrate in daily life what has been learned in pro-
grams. Recognition of the importance of context in health promotion
for people with ID helps to change behavior and maintain newly
adopted habits [2]. Studies focusing on the context where people
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with ID engage show that available health-promoting activities are
mostly stand-alone activities that lack embedment in ID-support
organizations’ policies [16,17]. Furthermore, studies on organiza-
tional factors in ID-support settings state that a health promotion
culture is often lacking and that staff members have training needs
and lack clarity on roles and responsibilities regarding health pro-
motion [3,14,15,18]. Gaining a more holistic view of how multi-
faceted factors in ID-support settings support a healthy lifestyle can
help ID-support organizations to make a strategic action plan and
improve the health-promoting capacities of their organization [2].

User involvement is key to gaining insight into a setting’s mul-
tifaceted factors that influence the lifestyle of people with ID. Users
have intimate knowledge of everyday practices, for example the
assets that are perceived to support healthy living. Assets are pro-
tective or promoting factors that maintain and sustain health and
wellbeing in a setting [20]. Also, users’ ideas for improvement foster
bottom-up organizational change that fits with users’ needs and
wishes [19-21]. To enable users of ID-support settings to identify
assets supporting physical activity and healthy nutrition and share
their ideas for change, an asset mapping tool was developed in a
previous study, named DlIscovering Health-promoting Assets in
Settings for people with Intellectual Disabilities (DIHASID) [22]. It
focuses on social, physical, financial, and organizational assets for
physical activity and healthy nutrition within ID-support settings
and contains questions about asset availability, user satisfaction with
those assets, and dreams for further improvements. Users of the
setting, e.g. people with ID and care professionals, can complete the
DIHASID tool. The tool aims to gain a bottom-up comprehensive
overview of the health-promoting capacities of a residential or
daycare setting and to create actionable knowledge. Further research
is needed to test the capacity of the tool.

In this study, the DIHASID tool is applied to ascertain whether or not
the tool can in practice provide a comprehensive view on assets in ID-
support settings and actionable knowledge to improve their health-
promoting capacities. The following research questions are answered:

o Is the DIHASID tool able to provide a comprehensive view of
social, physical, organizational, and financial assets for physical
activity and healthy nutrition available in ID-support settings?

o Is the DIHASID tool able to provide actionable knowledge to
improve health-promoting capacities in ID-support settings?

2. Methods
2.1. Setting

This study was performed in residential and daytime support
settings of Dutch ID-support organizations for people with moderate
to profound ID. In the Netherlands, about 70,000 people with ID live
in residential accommodations and another 20,000 persons use
daytime accommodations [23]. Support ranges from ambulatory
support for several hours a week, to day activity support, and to
long-term residential support and care in accommodations provided
by ID-support organizations [24|. These accommodations range from
clustered group homes, to small-group living in apartments, and to
single-family homes in neighborhoods [23]. In these residential ac-
commodations, care professionals, trained in social work and/or
assistant nursing, provide 24-hour support by assisting in personal,
daily, social, and health care. In the day-activity accommodations,
the care professionals provide recreational or unpaid labor activities
for people with ID.

2.2. Participants and procedures

Four residential and/or daytime accommodations for adults with
moderate to profound ID from four different ID-support providers
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were recruited. Contact persons from six regional ID-support orga-
nizations assisted in recruitment by disseminating information
flyers among team leaders in these settings. If they were interested,
the researcher contacted them to discuss participation. Users of the
setting, people with ID, proxy respondents for people with ID, care
professionals, and team leaders who met the inclusion criteria re-
ceived an information letter. Inclusion criteria for people with ID
were: age >18 years with moderate to profound ID. For people with
ID for whom verbal communication was difficult, proxy respondents
were sought. Inclusion criteria for proxy respondents were the same
as for the care professionals and team leaders: engaging for at least 2
months regularly at the setting where the study took place. Written
informed consent was obtained. For people with ID who had a legal
representative, that representative also signed the consent form.

Participants completed the DIHASID tool on paper or online. To
ascertain the credibility of the results, a participant check was
conducted in a group meeting at each setting within two weeks of
completion of the DIHASID tool. All participants were invited for this
group meeting which was led by the first author. The participant
check was conducted by discussing the accuracy and recognizability
of the summary and the infographic of the results of the DIHASID
tool. Also, differences in responses regarding availability of assets
were discussed.

The study was conducted according to the principles of the
Declaration of Helsinki and the EU General Data Protection
Regulation. The Medical Research Ethics Committee of Radboud
University and Medical Center approved this study (registration
number: 2018-4408). Data were collected between January and
April 2019.

2.3. Development DIHASID tool

The DIHASID tool is an inclusive bottom-up tool for environmental
asset mapping in ID-support settings. It helps users of a setting to
identify and reflect on available assets and to identify wishes regarding
environmental support for physical activity and healthy nutrition [22].
The tool is underpinned by the settings approach, a whole systems
approach aimed at embedding health within a setting’s routines and
culture [25]. The topics in the DIHASID tool are based on the Healthy
Settings for People with Intellectual Disabilities (HeSPID) framework, a
conceptual framework on assets for physical activity and healthy nu-
trition in ID-support settings developed by academics, people with ID,
and proxies of people with ID [26,27]. The DIHASID tool’s development
process is described in a previous study in which the tool is included as
an appendix [22].

The DIHASID tool consists of 37 questions about: (1) participant and
general setting characteristics, (2) social assets for healthy living in-
cluding the social network, types of support, and values regarding
healthy living, (3) physical assets for healthy living including tools, fa-
cilities, accessibility, and person-environment fit, and (4) financial and
organizational assets for healthy living. The tool enquires about
availability of, and wuser satisfaction with, available assets and
wishes/dreams. Question types include tick-box questions, multiple
choice questions (3-point smiley scale and 5-point Likert scale for
questions for care professionals and proxies), and open questions. The
tool can be completed in approximately 30 min by people with mild to
moderate ID assisted by a support person, proxy respondents for people
with severe/profound ID, care professionals, and team leaders. The
questions are tailored to the type of accommodation (residential or
daytime accommodation) and type of respondent (person with ID,
proxy respondent, professional caregiver, team leader).

2.4. Data analysis

The tick-box and user satisfaction answers were analyzed using
descriptive analysis in IBM SPSS (version 25). The answers to the
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dreams questions were grouped based on its content and then
described per type of asset (social, physical, financial and organiza-
tional).

To gain an overview of the available social, physical, organiza-
tional, and financial assets at each setting, the tick-box answers were
assessed. If 21 participant in a setting ticked the box indicating that
an asset was present, the asset was included in the list of assets at
the setting.

To gain an overview of the actionable knowledge gained through
the DIHASID tool, the answers on user satisfaction and dreams and
recordings of the participant checks were thematically analyzed. For
user satisfaction, median scores of the multiple-choice questions for
each theme were calculated per setting. Furthermore, a graphical
overview was developed for each setting by calculating a score for
the themes: total available social assets, user satisfaction with social
assets, total available physical assets, user satisfaction with physical
assets, perceived financial assets, and user satisfaction with organi-
zational assets. For total available assets, the available assets per
theme were counted. For each theme, the maximal score was cal-
culated by adding up the maximal score for each question relating to
that theme. The score on that theme for each setting was calculated
as a percentage: score on theme for setting X / maximum score *100.

3. Results

The participants’ answers to the DIHASID tool resulted in over-
views per setting on availability, user satisfaction, and dreams for
improvements regarding assets for physical activity and healthy
nutrition. This information is described below. Combined, this in-
formation provides actionable knowledge for health promotion
practice, which is described in the final paragraph of the results
section.

3.1. General characteristics of settings and participants

This study was performed in four ID-support settings of four
different ID-support providers. In total, 74 persons completed the
DIHASID tool to provide insight into the health-promoting capacities
in these four settings, see Table 1. At all locations more than half of
the employees and clients involved participated or were re-
presented.

3.2. Avdilability of assets

The DIHASID tool provides setting-level information on avail-
ability of social and physical assets, including potential stakeholders
for support, types of support, aids for physical activity and healthy
nutrition at the setting, nearby facilities, and ease of travel to nearby
facilities. A complete overview is provided in Appendix A.

All social assets enquired about were available at >1 setting.
Friends, clients, volunteers, and a massage therapist were available
to support healthy living at only one or two of the four settings. All
settings provided a large variety of types of support from care pro-
fessionals and health professionals to people with ID (at least 12 out
of 19 types of support), ranging from doing things together, to
helping with choosing, and help from health professionals with
exercise activities. Doing certain activities together, explaining
things, giving tips, or displaying role-model behavior were not
provided at all settings. Care professionals also received a variety of
types of support from health professionals, but inspiring materials
for healthy food or client-specific advice regarding nutrition were
not available at all settings. In the support to people with ID, several
levels of autonomy are given in decision making about healthy
living. In one setting, clients could not choose themselves (with or
without tips), but, in three settings, care professionals and clients
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Table 1
Setting and participant characteristics.
Setting characteristics Setting 1  Setting 2  Setting 3  Setting 4
Type of setting;
1. residential Yes Yes No Yes
accommodation
1. daytime care Yes No Yes No
accommodation
Place of setting;
1. setting in neighborhood  Yes No No No
1. setting on care No Yes Yes Yes
organization complex
Employees (n) 21 7 8 9
Clients (n) 11 5 12 12
Clients’ characteristics:
1. Age (min-max) 20-70 40-60 15*-45 12*-33
1. Spasms Yes Yes No Yes
1. Epilepsy Yes Yes Yes Yes
1. Autism Yes Yes Yes Yes
1. Tube feeding Yes No No No
1. Impaired vision or blind Yes Yes Yes Yes
1. Hard of hearing Yes Yes No Yes
1. Wheelchair use Yes Yes No Yes
1. Not allowed on the road  Yes Yes Yes Yes
by themselves
Participants:
Total (n) 25 12 12 15
People with ID (n) 5 0 2 2
Proxy respondents (n) 5 4 4
Daily caregivers and team 17 7 6 9
leaders (n)

*Clients under the age of 18 were not invited to participate in this study.

choose together, with possible restrictions via the options to
choose from.

Most of the physical assets enquired about are available at
>1 setting. All settings have enough space for physical activity and
accessible buildings for people with physical limitations. The fol-
lowing aids and equipment for physical activity were not available at
>1 setting: stationary bicycle, activity-stimulating games, and a book
with ideas about exercise activities. In the area surrounding the
settings, many facilities for healthy living were available. Shops,
supermarkets, hydro-therapy baths, and sports fields were not
within walking or biking distance (15 min) of one or two settings.

3.3. User satisfaction with assets

On user satisfaction, the results from the DIHASID tool generate
an overview of social, physical, financial, and organizational assets in
the four settings. A complete overview can be found in Appendix B.

The social assets mostly perceived as capable of improvement
were: support in making personal choices and discussions about
healthy living. Help for clients from health professionals was mostly
perceived as good for clients and satisfactory for care professionals.
In all settings, users perceived that there was often time to focus on
food and eating time and sometimes time to motivate clients to be
physically active and to talk about healthy living. Preconditions for a
team to support healthy living that were perceived as neutral in-
clude: sufficient knowledge and skills, clear agreements with clients’
family, and a shared vision on healthy living. Perceptions were more
positive about the team’s knowledge about providing clients with
personalized support and clear mutual agreements.

User satisfaction with physical assets was mostly positive. The aids
for healthy living at the settings and settings nearby for healthy food
and drinks, physical activity, and sports were perceived as good.
Activities for healthy living and the embedment of healthy living in day
and evening programs were perceived as capable of improvement.
Participants perceived ease of travel as safe and easy. The fit between
clients’ needs and the environment was perceived as enough for nearby
places and capable of improvement for things available in the settings.
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Participants’ user satisfaction with financial and organizational assets
was moderate or satisfactory. Whereas individual budgets and organi-
zational budgets for healthy living were perceived as moderate, settings’
budgets were perceived as satisfactory. The organizational assets mostly
perceived as moderate were: collaboration with clients in creating
health-promoting settings, collaboration with municipalities and sports
providers, organizational guidelines on knowledge needed by employees
and clients about healthy living, and coaching/education for care pro-
fessionals from other employees. The organizational assets mostly per-
ceived as satisfactory were: coaching/education for care professionals
from external parties, attention on healthy living and differences be-
tween target groups in the organization’s policy and communication,
and attention on healthy living in development plans for people with ID.

3.4. Dreams for improvements

The DIHASID also generated dreams for improvements regarding
social (n = 72), physical (n = 37), and financial and organizational
assets (n = 23).

Dreams on social assets focused mainly on types of support and
preconditions for support. The types of support wished for included:
more support through keeping an overview of clients’ nutritional
intake, cooking, providing healthy foods and variety in meals, reg-
ulating intake of unhealthy foods. Also, participants wished for more
opportunities for clients to be physically active; this relates to both
physical assets and care professionals’ competence to integrate
physical activity in daily routines. In general, participants wished for
support and activities that are better tailored to clients’ abilities and
more client involvement in decision making. Care professionals’
wishes on preconditions for social support included: knowledge on
healthy living, motivation skills, ability to tailor support and embed
healthy living in daily routines, role-model behavior, a positive at-
titude towards healthy living, and support from health professionals.
Other dreams about preconditions focused on care professionals
having more time to support healthy living, a shared vision, mutual
agreements, and acting uniformly as care professionals and family.

Dreams about physical assets included the wish for more aids:
treadmill, WII game computer, game materials, adjusted swings,
sensory stimulation materials in garden, adjusted bikes, multi-
sensory room, vegetable garden, and a healthy food book. Also,
participants wished that the available aids would receive more at-
tention and be used more often. Dreams about facilities in the
nearby area for healthy living included: a fitness room, a soccer field,
activity-stimulating materials in the swimming pool, a garden in the
village with physical-activity-stimulating elements, a restaurant
with healthy menus, and a supermarket with many healthy pro-
ducts. Access to facilities and a range of activities in which clients
can participate at those settings were also wished for.

Dreams regarding financial and organizational assets focused on
what participants would like to spend money on: aids and games that
support physical activities, exercise activities, healthy food, and per-
sonnel to support healthy living. Also, participants wished for more
attention on healthy living in the organization and its policy. Not only
did participants want their organization to make its vision on healthy
living clear, but also they wanted enough attention to be given to the
preconditions to support healthy living. Lastly, they wished for more
awareness regarding healthy living among personnel. For example,
training could be used to raise awareness of the occasions that present
opportunities to focus attention on healthy living and the aids that can
be used.

3.5. Actionable knowledge to improve health-promoting capacities in
ID-support settings

The combined information on asset availability, user satisfaction,
and dreams provides ideas on which areas and what kinds of changes
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can improve the health-promoting capacities in the ID-support settings.
Areas for improvement are visualized in Fig. 1, which provides a gra-
phical overview per setting on availability of, and user satisfaction with,
the different types of assets. For each location, this provides insight into
differences between availability and user satisfaction regarding social
and physical assets. Also, it identifies the domain (social, physical, fi-
nancial, and/or organizational) in which improvements can be made.
Regarding the content of potential change, it provides insight into how
the health-promoting capacities can be built: firstly, how available as-
sets can be tailored to users’ needs - for example, how support can be
better tailored to the autonomy that clients are able to have; secondly,
how available assets can be used in a different and better way - for
example, how health professionals can use part of their time to em-
power care professionals to support clients in doing movement ex-
ercises, so that clients receive more support. Lastly, it identifies the
assets that can be added to the system to make dreams regarding that
theme come true. During the participant check, users of the settings
confirmed that the results of the DIHASID tool provided actionable
knowledge. In each setting, a group meeting was held in which parti-
cipants confirmed that the summary of the results provided an accurate
description of the setting and actionable knowledge to improve health-
promoting capacities. They reflected on this by saying that the results
provide an overview of where changes are needed and provide ideas on
what to change. Also, they stated that the ideas of other users inspired
them to think about more ideas for improvements.

4. Discussion and conclusion
4.1. Discussion

This study aimed to provide insight into whether or not the
DIHASID tool can provide a comprehensive view on assets in ID-
support settings and generate actionable knowledge to improve
health-promoting capacities. By completing the DIHASID tool in four
settings, the 57 participants provided an overview of availability,
user perceptions, and dreams regarding social, physical, organiza-
tional, and financial assets that they perceived as comprehensive for
the setting in which they engage. Although studies exist on user
perspectives on factors that enable or hinder healthy living
[3,12,15,28-30], this is the first study to take a settings approach to
the multifaceted factors in the context of ID-support organizations.
The DIHASID provides three types of actionable knowledge that can
be used in a settings approach for health promotion. Firstly, an
overview of how available assets are perceived and ideas for chan-
ging the use of existing assets or linking them better with other
assets. Secondly, an overview of the type of asset enrichment needed
in the system. In this study, this encompassed budget, time, atten-
tion, and support persons’ capacities regarding healthy living; this
aligns with literature on barriers to health promotion for people
with ID [14,30-33]. Thirdly, insight has been gained into the com-
ponents that should be added to increase the health-promoting ca-
pacity of the system. These insights are key for ID-support
organizations to take the current context into account in building a
bottom-up settings approach to strategically embed adaptations in
the system and improve health-promoting capacities in settings.

A major strength of this study is that most users engaging in the
four settings completed the DIHASID tool; this strengthens the re-
liability of the overview of user perspectives. This, together with the
different question types and probing for different types of assets,
creates a holistic overview of the four settings. Furthermore, the
credibility of the outcomes of the DIHASID tool was confirmed by a
participant check. Such a complete overview of the current situation
is useful for asset-based development in practice [34].

Interpretation of the results is subject to some limitations how-
ever. As many of the people with ID engaging in the four settings had
a severe/profound ID, they were not able to participate. However, for
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Fig. 1. Graphical overview of available and perceived assets at the four settings.

these persons, proxy respondents replied on their behalf and people
with ID who did participate could share their perspective, as the
DIHASID tool was adjusted to their needs [22]. Also, a much-
discussed issue in asset-based approaches is the lack of overview on
power relations between stakeholders in a setting [35,36], which is
important in determining a strategy for implementing a settings
approach [37]. Although the users of a setting are often not the
stakeholders who have power over distribution of resources, en-
abling them to share their perspective can lead to empowerment
[38]. Also, stakeholders who possess this power can use the results
of the DIHASID as bottom-up input on the current situation/wishes
to determine the best strategy to implement a settings approach.
Lastly, this study focused on the Dutch context of care and provides
an overview for four ID-support settings. Although the results
cannot be generalized to other care settings or countries, the results
provide insight into the type of information that the DIHASID tool
provides. This can help stakeholders in practice and researchers in
other settings to determine how useful it is to apply this tool.

In future research, the DIHASID tool could be used as a first step
in participatory action research aimed at increasing health-pro-
moting capacities in ID-support settings. The tool provides in-
formation for understanding the context and for setting the
priorities needed to define actions to take in such an approach [39].
Evaluation of the process and outcome of those actions can provide
lessons for practice and research [35,39]. Furthermore, future

research could explore how a settings approach in ID-support
settings can facilitate other positive lifestyle factors such as sleep.

4.2. Conclusion

In conclusion, the DIHASID tool is able to provide a compre-
hensive picture of user perspectives on assets and actionable
knowledge to improve health-promoting capacities in ID-support
settings. Completing the tool provides a holistic overview of avail-
able social, physical, organizational, and financial assets, how they
are perceived by users, and in what way users think that the health-
promoting capacities in a setting can be improved. This provides
actionable knowledge on: (1) how available assets can be used in a
better way, (2) the type of assets that should be enriched, and (3) the
assets that should be added to the setting.

4.3. Practice implications

The DIHASID tool can be used in practice to facilitate users and
policymakers to take a bottom-up approach for improving health-
promoting capacities in ID-support settings. For users, completing
the DIHASID tool and receiving an overview of available assets can
help them recognize and utilize available assets and express their
wishes for change. In projects where users were involved in decision
making and collaborative action to make changes to their setting,
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this empowered the users and had a positive impact on their
self-efficacy and self-esteem [40]. Thus, involving people with ID in
decision making and collaborative action might empower them and
contribute to the exercising of their right to have a say about matters
that affect them [41]. Policymakers can use the DIHASID results to
apply a bottom-up approach for setting priorities, building a stra-
tegic action plan, and intervening through a settings approach to
increase health-promoting capacities in ID-support settings
[2,20,42,43].
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Appendix A. Availability of social and physical assets at the four settings

Available social assets Setting Available physical assets Setting

1 2 3 4 1 2 3 4
Stakeholders that help clients with healthy living Aids for physical activity at setting
Care professionals 1 1 1 1 Yardin which to exercise 1 1 1 1
Family 1 1 1 Enough space inside to do exercises 1 1 1 1
Clients or fellow residents 1 0 O 1 Ahallorspace for engaging in physical 1 1 1 1

activity

Friends 1 0 0 0 MSEspace 1 0 1 1
Volunteers 1 0 0 0 Stationary bicycle 0 0 0 O
An attendant who specifically helps with healthy living 1 0 0 0 Bicycle or buddy bicycle 1 1 1 1
Doctor 1 1 1 1 Bicycle for the wheelchair 0 0 1 1
Physiotherapist 1 1 1 1 Book with ideas about exercise activites 1 0 1 0
Exercise specialist 1 1 1 1 Exercise equipment 1 1 1 1
Occupational therapist 1 1 1 1 Gamesinwhich one needs to move 1 0 1 1
Masseur 0 1 0 O Patientelevator 1 0 1 1
Dietician 1 1 1 1 Building without thresholds 1 1 1 1
Speech therapist 1 1 1 1 Widedoors 1 1 1 1

Types of help for clients from stakeholders

Sports

Physical activity

Moving throughout the day

Grocery shopping

Cooking

Eating together

Talking about healthy living

Making agreements about healthy living

Encouraging healthy living

Explaining things about healthy living

Supporting by giving tips about healthy living

Showing others what healthy living looks like

Help with going to an exercise activity

Help with getting dressed for sports

Help choosing an exercise or sports activity

Help choosing food and drinks

Others buying healthy food and drink

Serving food and pouring drinks

Others prepare breakfast, lunch, and/or dinner

Exercise activities from health professionals

Movement exercises from health professionals

Assisted exercise from health professionals

Information and tips about exercising from health professionals
Information and tips about healthy food and drinks from health professionals
Cooking classes from health professionals

Advice from health professionals when healthy eating is difficult

Aids for healthy nutrition at setting

Kitchen and cooking supplies 1 1 1 1
Meal service 1 1 0 1
Meal-in-a-box or groceries are provided 1 1 1 1
Vegetable garden or fruit trees 1 1 0 0
Healthy food and drink at home 1 1 1 1
Foods list 1 0 1 1
Recipe book 1 0 1 1

Distance to facilities for healthy living near setting*

*1 =car distance, 2 = biking distance, 3 =walking distance
[Home/Daytime support center] 3 3 3 3
Supermarket

Shops

Swimming pool

Hydro-therapy baths

Riding stables

Gymnasium, sports hall, or fitness space
Playground or outdoor exercise area
Sports field

Area for walking and cycling

Green space for walking or cycling
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Types of support with decision making

Clients choose themselves, they do not receive help

Clients choose themselves, others give tips

Care professionals and clients choose together

Care professionals say what a client can choose from; clients choose what they want
Care professionals consider client preferences

Care professionals make the choice for the client

Health professionals who support care professionals
Physiotherapist

Exercise specialist

Occupational therapist

Speech therapist

Dietician

General practitioner (GP)

Intellectual disability physician

Types of support for care professionals from health professionals

_ o
_— e OO O
_ e e = O
—_mam oo

[ R
JUEF N NI
—_ e e
UG U NI G

Exercise aids 1 1 1 1
Exercise options and motivating clients 11 1 1
Ways to offer support for the exercises the clients have been given by physiotherapist or 1 1 1 1

exercise specialist

Inspiring materials to use (exercise folder, exercise bag) to motivate clients to engageinp- 1 0 1 1
hysical activity

Inspiring materials to use (such as cooking workshops, videos, menus) to create healthym- 1 0 0 0

eals
Ways to make eating easier for clients with problems swallowing 1 1 0 1
Ways food can be fine-tuned to what the clients need 1 1 0 1

Appendix B. Median score of perceptions on social, physical, organizational, and financial assets for healthy living

Setting 1 Setting 2 Setting 3 Setting 4
Social assets
Time that care professionals have to motivate clients to move' sometimes sometimes often sometimes
Time that care professionals have to focus on food and eating time' often often often often
Talking about healthy living with clients and care professionals' sometimes sometimes sometimes sometimes
Help in making personal choices regarding healthy living” can be im- can be im- good can be improved
proved proved
Perception of discussions about healthy living” good good can be im- can be improved
proved
Help with healthy living from care professionals, clients, and volunteers” can be im- can be im- good good
proved proved
Help with healthy living from family and friends” can be im- can be im- can be im- can be improved
proved proved proved
Help with healthy living from health professionals” good can be im- good good
proved
Assistance for care professionals from healthcare professionals® satisfactory moderate satisfactory satisfactory
The team has sufficient knowledge and skills in relation to healthy living* neutral neutral agree neutral
The team has sufficient knowledge about every client, so personalized support can be offered for agree agree agree neutral
healthy living”
The team has clear mutual agreements about supporting clients in relation to healthy living* agree neutral neutral neutral
The team has clear agreements with clients’ family about providing support in relation to healthy neutral neutral neutral neutral
living*
The team has a shared vision of healthy living* neutral neutral neutral neutral
Physical assets
Perception of aids for healthy living” good can be im- good good
proved
Perception of locations nearby for healthy food and drinks? good can be im- can be im- good
proved proved
Perception of locations nearby for physical activity and sport” good good good good
Perception of activities for healthy living” can be im- good can be im- can be improved
proved proved
Perception of embedment of healthy living in day and evening program’ can be im- can be im- can be im- can be improved
proved proved proved
Perception of safety in going to nearby places” can be safer safe can be safer can be safer
Perception of ease in going to nearby places® easy easy easy easy
Is what clients need available at the setting’ could be more could be more enough could be more
Is what clients need available near the setting’ enough enough enough enough
Financial assets
Individual budgets for healthy living® moderate satisfactory moderate moderate
Setting’s budget for healthy foods and tools for healthy foods® satisfactory moderate moderate satisfactory
Setting’s budget for physical activity, exercise equipment, and movement aids® satisfactory satisfactory moderate satisfactory
Organizational budget for healthy living and personnel capacity to support clients with healthy  satisfactory moderate moderate moderate
living®
Organizational assets
Attention on healthy living in organization's policy’ satisfactory satisfactory moderate satisfactory
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Attention on healthy living in organization's communication®
Collaboration of organization with municipalities and sports providers’

Attention on wishes of different target groups in policy”
Involvement of clients in creating health-promoting settings’
Attention on healthy living in client's development plan®

Organizational guidelines on knowledge needed by employees and clients about healthy living®
Coaching and education for care professionals from other employees about supporting healthy

Coaching and education for care professionals from external parties about supporting healthy li-

living®

ving’

Patient Education and Counseling Xxx (XXXx) XXX—XXX

satisfactory moderate moderate moderate
satisfactory moderate moderate very un-satis-
factory
satisfactory satisfactory satisfactory satisfactory
moderate moderate moderate moderate
satisfactory satisfactory satisfactory satisfactory
moderate un-satisfactory moderate un-satisfactory
satisfactory moderate moderate moderate
satisfactory satisfactory Un-satisfactory satisfactory

N o u AW N =

never = sometimes|often |always,

good | can be improved | bad,

very unsatisfactory | unsatisfactory | moderate | satisfactory | good,
completely disagree | disagree | neutral | agree | completely agree,
safe = can be safer |needs to be safer,

easy |could be easier |needs to be easier,

enough |could be more |needs to be more
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