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24 Abstract

25 Background: Chronic illness is a major public health concern in Europe, the United States, 

26 and other high-income countries, limiting individuals’ capacity for self-management and 

27 health promotion. Empowerment interventions improve health outcomes while reducing 

28 healthcare utilization. 

29 Aim: This study assessed the feasibility of implementing the Bodyknowledging Program, a 

30 broadly applicable health promotion intervention developed in Norway, at the community 

31 level in the US to evaluate participants’ experiences, program components, and self-

32 management outcomes among adults living with chronic illness, and to identify the program’s 

33 strengths and areas for cultural adaptation to inform its cross-national transferability.

34 Methods: A multi-method feasibility design was used, including a group of participants living 

35 with various chronic illnesses. Reflexive thematic analysis was applied to analyze focus group 

36 data, examining participants’ experiences, program components, and outcomes. Facilitators’ 

37 field notes and post-intervention survey data were additional data sources. 

38 Results: Three themes emerged through the thematic analysis: (1) acceptability of the BKP’s 

39 health promotion content and approaches among US participants, (2) implementation of the 

40 BKP intervention in a US community context, and (3) demand and ideas for continued 

41 implementation. Facilitator field notes identified challenges in implementing the hybrid 

42 format. Survey data confirmed that participants strongly agreed that the program enhanced 

43 their ability to recognize bodily signs and tolerance limits, manage symptoms, prevent 

44 deterioration, and promote their health. Participants reached consensus on the value of the 

45 program’s content, materials, organization, and communication strategies.

46 Conclusion: The Bodyknowledging Program is feasible and well-suited for implementation 

47 in the US. This community-based empowerment intervention leverages existing but unutilized 

48 human resources to strengthen self-management and health promotion among people with 
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49 chronic illnesses across diagnostic categories. Further research across diverse settings is 

50 recommended to support broader dissemination. 

51

52 Keywords: chronic illness, empowerment, self-management, community-based, intervention, 

53 feasibility, health promotion

 . CC-BY 4.0 International licenseIt is made available under a 
perpetuity. 

 is the author/funder, who has granted medRxiv a license to display the preprint in(which was not certified by peer review)preprint 
The copyright holder for thisthis version posted July 10, 2026. ; https://doi.org/10.64898/2026.07.07.26357498doi: medRxiv preprint 

https://doi.org/10.64898/2026.07.07.26357498
http://creativecommons.org/licenses/by/4.0/


4

55 Introduction

56 The European Observatory on Health Systems and Policies [1] reports that more than 

57 one-third of Norwegian adults (37%) are diagnosed with at least one chronic condition, and 

58 24–28% of adults report low quality of life due to health-related challenges. This situation is 

59 similar in other Nordic countries and has economic consequences, as the main share of total 

60 health budgets (70–80%) in this region is spent on treatment and care for people with chronic 

61 illness. Many countries in Europe and beyond share the same challenges due to the growing 

62 number of people diagnosed with chronic illnesses. In the US, 76% of adults report having 

63 one chronic condition, and 51% reported multiple chronic conditions [2]. Individuals with 

64 chronic illness face challenges in managing and adapting to physical, psychosocial, and life-

65 course changes imposed by illness. These difficulties impact health perception, self-

66 recognition, and well-being, often leading to uncertainty, social isolation, loss of control, and 

67 restricted life activities [3]. Strengthening individuals’ empowerment and self-management 

68 capacities is essential to promote health and ensure social functioning for this large number of 

69 people [4].

70 The World Health Organization (WHO) defines empowerment as both an individual 

71 and a community “process through which people gain greater control over decisions and 

72 actions affecting their health” [5, p.190]. The empowerment process has four key 

73 components: (1) patients’ participation through understanding their role, (2) patients’ 

74 knowledge acquisition to engage with their healthcare provider, (3) patient skills to partner in 

75 decision-making, and (4) a facilitating environment for open communication. Empowerment 

76 is crucial for individuals with chronic illness because it enables patients to take an active role 

77 in managing their health, equipping them with self-management skills, and promoting quality 

78 of life, thereby improving health outcomes and reducing healthcare utilization [6].
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79 Empowerment interventions, including self-management support, are needed to 

80 address this public health challenge. Stepanian et al. [7] conducted a systematic review of 39 

81 empowerment intervention studies and found that empowerment interventions critically 

82 improved self-management and health in chronic disease. Varela et al. [8] argue that 

83 empowerment interventions promote autonomy, competence, and relatedness, thereby 

84 renewing a sense of purpose and enhancing resilience and self-efficacy in persons living with 

85 chronic illness. Equipping patients with the tools to understand and manage the physical and 

86 psychosocial changes of chronic illness is fundamental to achieving these objectives [9]. The 

87 Bodyknowledging Program (BKP), developed in Norway [10, 11], is a broadly applicable 

88 intervention designed to support empowerment, self-management, health, and well-being in 

89 people living with chronic illness. The BKP is grounded in the premise that individuals 

90 possess internal health resources that can be strengthened both within the person and through 

91 healthcare interactions and used to promote well-being and health [12-14].

92 Former research on the BKP in Norway

93 A study sample (n = 52) of adults aged 22 to 88 with various chronic illnesses (e.g., 

94 chronic obstructive pulmonary disease [COPD], heart disease, chronic inflammatory bowel 

95 disease [IBD], stroke, multiple sclerosis, or other neurological problems) participated in the 

96 first BKP trial [15]. The results captured participants’ experience of change in empowerment, 

97 self-management, and health. Participants described that “to be healthy within illness” implied 

98 coming out of a vacuum and participating in life again. This applied to various areas of life, 

99 including family, work, and social life, and showed that the BKP pays particular attention to 

100 psychosocial dimensions. Subsequently, the BKP was tested in a community-based sample (n 

101 = 11) who were aged 30 to 60. Results aligned with the first trial and additionally showed that 

102 the intervention contributed to participants’ regaining control of their life situation [16]. A 

103 third study (n = 108, aged 21–89) compared patient outcomes in specialist and community 
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104 care by measuring changes in individual sense of coherence during the BKP intervention [13]. 

105 The results showed a combined clinically significant increase in sense of coherence scores, 

106 with a larger mean change in the community care group. A fourth study [17] tested the 

107 efficacy of BKP in a community-based sample (n = 37), with an average age of 54, using the 

108 Outcome Rating Scale and found significant changes in recovery and health throughout the 

109 program period. The greatest change was in the personal and general well-being dimensions, 

110 with dysfunctional patients moving from below to above the ORS cut point of 25, indicating 

111 better coping, well-being, and recovery. 

112 Two qualitative studies [18, 19] were conducted to explore the feasibility of the BKP 

113 from the perspectives of healthcare professionals in Norway. Both studies showed that the 

114 BKP assisted professionals in addressing the whole person and individual needs and 

115 facilitated empowerment and patient activation. The professionals described being challenged 

116 to develop new competencies that required a major change in their professional role to 

117 promote participant activation and facilitate individuals’ health-promotion processes. Findings 

118 from all these studies provide evidence that the BKP is broadly applicable to strengthening 

119 empowerment, self-management, and health among individuals with chronic illness across 

120 diagnostic categories, ages, genders, and clinical sites. While the BKP has proven effective in 

121 Norway, its feasibility in other cultural contexts remains unexplored. The aim of this study 

122 was to assess the feasibility of implementing the BKP at the community level in the US; 

123 evaluate participants’ experiences, program components, and self-management outcomes 

124 among adults living with chronic illness; and identify the program’s strengths and areas for 

125 cultural adaptation to inform its cross-national transferability. 

126 Materials and methods

127 Design overview
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128 This multi-method feasibility study evaluated a 7-week pilot of the BKP in the US 

129 using a one-group pre-post intervention design, facilitated by two registered nurses trained in 

130 leading the BKP. Three primary data sources informed the evaluation: (1) a post-intervention 

131 focus group with participants, (2) facilitator field notes documented after each weekly session, 

132 and (3) a brief mixed quantitative and qualitative post-intervention survey. Data were 

133 collected and analyzed independently, then integrated to enhance credibility and provide 

134 contextualized findings from multiple perspectives [20]. The qualitative analysis generated an 

135 in-depth understanding of participants’ and facilitators’ experiences, which was compared 

136 with survey findings to inform feasibility conclusions and identify pragmatic adaptations for 

137 implementing the BKP in the new cultural context [21]. Quantitative analyses of validated 

138 instruments and program outcome data are reported separately.

139 Participant recruitment and sampling

140 The 7-week intervention took place from September to October 2024, with a 

141 convenience sample of community-based adults in New York City suburbs. Community 

142 partnerships and flyers were used to recruit participants. Interested parties underwent 

143 telephone screening for enrollment. Eligible participants were over 18 years old, had a chronic 

144 illness, sought self-management support, and were able to participate in group discussions. 

145 Individuals were excluded if they were receiving palliative cancer care, were experiencing an 

146 acute medical crisis, or had attended support groups within 3 months prior to enrollment. 

147 Twenty participants were screened; 18 were eligible and participated in the BKP; 16 

148 completed the intervention (attending at least 5 of 7 sessions) and a post-intervention survey. 

149 Nine participated in the focus group. 

150 Intervention: The Bodyknowledging Program

151 The first three group sessions were held in person; the last four were conducted online. 

152 The program approach includes structured dialogue, group work, facilitated discussions, 
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153 physical activity, and reflective activities such as journaling (Table 1). The BKP aims to 

154 leverage participant expertise to promote chronic illness self-management by applying 

155 salutogenic [22] and person-centered principles [23]. Participants’ inherent knowledge of 

156 illness and health is acknowledged and utilized as a key resource (i.e., awareness of personal 

157 tolerance limits for activity; physical and psychosocial factors; social interactions on 

158 uncovering factors that make the illness better or worse, and possibilities to be active and 

159 participate in society) [11, 14].

160 Table 1. Structure, Content, Pedagogical Methods, and Tools of the Bodyknowledging 
161 Program.

Session 1: Program 
Introduction 

Information about program structure, content, and pedagogical    
tools. Short introduction to the Bodyknowledging Model.  

Session 2: 
Uncertainty

Participants’ own themes about living with chronic illness, especially 
the phase of uncertainty—escaping and denying the sick body. 
Introduction to physical exercises and the use of the booklet/diary. 

Session 3: Loss of 
Life Space  

Introduction to the phase of Losing life space—grieving and anger.  
Participants’ own themes concerning challenges with a long-term 
condition and their health promotion strategies. 
The use of booklet/diary between and in sessions.  
Physical exercises. 

Session 4: Loss of 
Life Space (in-depth 
work) 

In-depth work on the phase of Listening and understanding the body´s 
signs—strengthening hope. 
Acknowledging their body as a source of knowledge about health.  
Exploring their body’s limits of tolerances concerning the type 
and magnitude of physical activity (i.e., work, workout), essential 
factors of the physical environment with an impact on their health and 
type and magnitude of social relations (social network, significant 
others, work-relations).  
Communicating their limits of tolerance to others. Participants’ own 
themes and strategies concerning health promotion in chronic illness. 
The use of booklet/diary.  
Physical exercises.  

Session 5: Listening 
and Understanding 
the Body’s Signs 
(introduction) 

Participants’ own themes and strategies for creating health within 
illness. 
How to get to know one´s limits of tolerance for activity, factors of the 
physical and social environment.  
Encounters with others. 
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Exploring the possibilities for extending their limits of tolerances in 
order to facilitate wellness.  
The use of booklet/diary.  
Physical exercises.  

Session 6: Listening 
and Understanding 
the Body’s Signs (in-
depth work) 

In-depth work on getting to know one’s body’s capacity. 
Introduction of the phase of Integrating embodied knowledge—
exploring new possibilities for health.  
Living with chronic illness and encountering significant others, 
work relations and the society.  
Participants’ own themes of health promotion in chronic illness. 
The use of booklet/diary.  
Physical exercises.  

Session 
7: Integrating 
Knowledge – New 
Possibilities for 
Well-being and 
Health 

Summary of the Bodyknowledging Model in relation to each 
participant.  
Encounters with society.  
Participants’ thoughts and actions on how to sustain and strengthen 
their health after program completion. 
Physical exercises. 

162

163 Ethical Considerations

164 Ethical approval was obtained from Northeastern University in Boston, MA, USA 

165 (IRB #24-02-11). All participants provided written informed consent to participate in the 

166 research after receiving comprehensive information about the study. To ensure 

167 confidentiality, personal identifiers were removed from the data before analysis. Electronic 

168 data were stored on password-protected, university-approved platforms, while physical 

169 documents were kept in a locked cabinet separate from study data and destroyed after study 

170 completion. A small financial incentive was provided for intervention participation and 

171 survey completion; however, no additional incentive was offered for participation in the focus 

172 group.

173 Data Collection 
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174 At 1-week post-intervention, the optional 90-minute online focus group was conducted 

175 using a semi-structured interview guide (S1 File). The guide used open-ended questions to 

176 explore the program’s structure, content, participants’ experiences, acceptability, and areas for 

177 improvement. Prompts were used to elicit more context-rich responses. The session was 

178 recorded and transcribed via Zoom for Teaching and Learning (version 6.0). The transcript 

179 was verified, de-identified, and distributed to the team for analysis. After each weekly session, 

180 facilitators recorded reflective field notes that captured group dynamics, facilitation insights, 

181 and program considerations. During Session 7, a post-intervention survey was administered 

182 via Qualtrics (Provo, UT); it included 36 items covering demographics, program evaluation, 

183 satisfaction, participation patterns, and feedback, as well as 7 open-ended questions.

184 Data Analysis

185 Qualitative analysis of the focus group transcript was adapted from Braun and 

186 Clarke’s [24] reflexive thematic analysis approach, a method for identifying recurring 

187 patterns, insights, and experiences (Table 2), using NVivo [25]. This process employed a 

188 hybrid inductive-deductive approach, with inductive themes reflecting participants’ 

189 perspectives, which were further analyzed using Bowen et al.’s [26] feasibility domains: 

190 acceptability, demand, implementation, practicality, and adaptation. Domains such as fidelity, 

191 integration, and limited efficacy testing were excluded as being beyond this evaluation’s 

192 scope. Participants’ experiences of the BKP were prioritized in presenting the findings. 

193 Furthermore, the facilitators’ field notes were sorted under relevant feasibility themes. The 

194 quantitative data from the post-intervention survey were analyzed in IBM SPSS Statistics 

195 (version 28) using descriptive statistics, and the seven open-ended questions were also 

196 analyzed thematically.

197 Table 2. Overview of the Focus Group Transcript Reflexive Thematic Analysis Process

Phase Description
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1
Familiarization 
with Data

US (KNT, SH, DK) and Norwegian (KH, MHL, GS, JJ) teams 
independently reviewed transcripts
Each member conducted initial coding independently

2 Initial Coding
Iterative process: Coding, discussing, refining codes
Teams compared and resolved codes using NVivo
New codes emerged prompting recoding 

3
Searching for 
Themes

US team visited Norway for joint session to identify interpretation 
similarities and differences and to harmonize approaches

Consolidated codes, merged or discarded; overlapping meanings 
combined, concepts renamed,

Researchers collated codes representing potential themes

Initial thematic overview created to assess coherence

Subthemes identified and certain themes merged or retained

4
Reviewing 
Themes

Each theme underwent a two-level review: First within coded 
extracts, then against entire dataset

Teams reorganized to combined US and Norway members to refine 
themes through online collaboration

5
Defining and 
Naming 
Themes

Revision process identified and clarified similar/overlapping themes

Concise descriptions captured theme essence

Map developed linking key ideas to illustrative quotes 

KH organized preliminary themes and subthemes by using Bowen’s 
feasibility framework and inductive-deductive approach 

6
Writing Up 
Themes

The final step involved writing study findings with supporting quotes

Teams drafted sections with feedback from all co-authors

198

199 Validity, Reliability, and Methodological Integrity

200 The semi-structured interview guide and post-intervention survey were standardized 

201 BKP tools previously piloted and shown to be reliable, then adapted for clarity and cultural 

202 appropriateness. Analytical trustworthiness and credibility were strengthened through 

203 multiple validation strategies, including an audit trail documenting coding decisions, dual 

204 independent coding with consensus resolution, and reflexive journaling to address researcher 

205 bias [27]. The researchers’ personal and professional backgrounds influenced the study’s 
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206 approach, facilitating community engagement and recruitment as well as providing theoretical 

207 and practical expertise in chronic illness self-management. The research team carefully 

208 considered transferability across cultural and organizational contexts, maintaining a reflexive 

209 awareness that participants possess experiential health knowledge that is often underutilized 

210 in traditional healthcare. This reflexive stance focused on the program’s feasibility toward 

211 health empowerment processes.

212

213 Results

214 The BKP final sample of 16 participants had an average age of 65 (SD = 14.5), with 

215 68% (n = 11) retired, 50% (n = 8) identifying as Black, and one male participant (Table 3). 

216 Participant health concerns included asthma, diabetes, high blood pressure, kidney disease, 

217 autoimmune illnesses, mobility limitations, chronic pain, obesity, depression, and memory 

218 loss. Half (n = 8) reported completing education at the bachelor’s degree or higher level. The 

219 sample demographics showed varying impacts from social and political determinants of 

220 health. Several participants reported needing outside assistance to meet basic financial needs, 

221 experiencing housing insecurity, or lacking healthcare coverage. Some also noted the limited 

222 availability of support from others. Those who had support systems identified children, 

223 friends, siblings, a pastor, and a girlfriend as key sources of support. 

224
225 Table 3. Post-intervention Evaluation Survey Participant Characteristics (N = 16)

n % M SD
Age 65 14.28
Education
     Bachelor’s degree or higher 8 50.0
     Some college, no degree 7 43.8
     Less than high school diploma 1 6.3
Employment
     Current 3 18.8
     Retired 11 68.8
     Disabled 2 12.5
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Income
     Can meet basic needs 11 68.8
     Can meet basic needs with some outside assistance 4 25.0
     Cannot meet basic needs 1 6.3
Housing security   
     Safe, adequate unsubsidized 8 50.0
     Safe, adequate subsidized 7 43.8
     Live with others (unstable) 1 6.3
Affordable healthcare coverage 15 93.8
Access to someone who serves as a support system 12 75.0
General health status described as good or better 11 68.8

226
227 The participant focus group and HCP field notes offered valuable insight into the 

228 intervention’s feasibility, acceptability, and practical implementation. The combined data 

229 sources provided a nuanced understanding of how the intervention was received and which 

230 areas needed improvement. Three main themes captured the feasibility of the intervention: (1) 

231 Acceptability of the BKP’s health promotion content and approaches among US participants; 

232 (2) Implementation of the BKP intervention in a US community context; and (3) Demand and 

233 ideas for continued implementation, containing a total of 11 subthemes (Table 4).

234
235 Table 4. Overview of the Main Themes and Subthemes 

Deductive Main 
Themes

Inductive Subthemes

Acceptability of the 
BKP’s health 
promotion content and 
approaches among US 
participants

The message of self-empowerment is a valuable component

Learning tools are catalysts for self-reflection and empowerment 

Discovering one’s own health promotion process involves 
acknowledging one’s own body and skill application

The strength of social interaction and support increases when 
sharing and learning together with peers

Implementation of the 
BKP intervention in a 
US community context

The program was well prepared and planned

The facilitator's compassionate presence is essential to participant 
experience

Physical and psychological barriers for implementation require 
creative solutions 
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The online format has advantages and challenges

Demand and ideas for 
continued 
implementation

Incentives impacted participation. 

Participants expressed a need for continuation and ideas for 
recruitment. 

Suggestions for program change, additional content, and methods 
were offered

236

237 Theme 1: Acceptability of the BKP’s health promotion content 

238 and approaches among US participants. 

239 This theme explores how the participants and facilitators involved in the BKP pilot 

240 assessed the content and pedagogical approaches as suitable, satisfying, or attractive, and how 

241 the participants assessed the outcomes. Four subthemes serve to elaborate on the main theme: 

242 The message of self-empowerment is a valuable component.

243 Participants highlighted self-empowerment as a central and valuable aspect of the 

244 BKP, involving learning to listen, understand, and utilize their inherent, experience-based 

245 knowledge of health and illness as a tool for health promotion. This was highlighted as a new 

246 experience in the encounter with healthcare:

247 We don’t get that message of self-empowerment strongly enough when we are in the 

248 regular sort of medical system. There’s very much emphasis on medication and 

249 procedures of more specialists, just this, while simple messages of taking things into 

250 your own hands as far as just listening to your own body and making your own 

251 choices based on paying attention is left out. 

252 The rainbow model (S3 Fig) in the poster and booklet was described as a means for 

253 participants to self-assess their current status and maintain wellness, allowing them to identify 

254 their position in their health promotion process and track their progress. Facilitators noted 

255 how readily the US participants engaged with the model, often sharing their self-assessments 
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256 from the first session onward and encouraging others to do the same. One of the facilitators 

257 reflected that even participants who were initially hesitant to join eventually opened up, 

258 sharing in depth experiences of illness, loss, and grief—particularly during Sessions 3 and 4, 

259 which focused on the “blue phase” (i.e., losing life space, grieving, and anger). 

260 Learning tools are catalysts for self-reflection and empowerment. 

261 Participants assessed the educational tools, particularly the booklet and the rainbow 

262 model poster, as attractive and helpful in facilitating their own health promotion process. The 

263 booklet’s diary format and reflective questions encouraged participants to track progress, 

264 recognize change, and make sense of their experiences living with chronic illness. One 

265 participant described it as “a personal diary” that reinforced learning between sessions and 

266 served as a lasting record of growth. Another participant shared:

267 I thought the questions were very good because it made you self-reflect, to see where I 

268 started and where I ended. I could see progression, or how I looked at my 

269 Bodyknowledging differently, and how I were able to have a strategy now to deal with 

270 what I’m going through, not as opposed before. When I look at my notes, it helped me 

271 realize that, okay, I’m moving forward, I get to another phase.

272 Participants conveyed that the learning activities served as a means of recognizing 

273 challenges in living with chronic disease and gaining new insights into their own health 

274 processes. The exercises encouraged reflection, mutual support, and the exchange of coping 

275 strategies among peers. By applying BKP principles, participants reported becoming more 

276 aware of their physical and emotional limits and learning to act on them in everyday life.

277 Structured learning activities helped participants articulate what concepts such as 

278 uncertainty, loss, or health meant to them and stimulated fruitful group discussions and shared 

279 learning. The relaxation exercises promoted presence and balance, although participants’ 
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280 experiences varied. Some needed time to feel confident using the technique, as one participant 

281 shared:

282 The first day I tried to do it, I could not concentrate, but after two, three days, I said to 

283 myself: I better concentrate, keep doing it, and see if it’s work. So, I tried to do it at 

284 home, and it worked. It’s helped me. I turn off the TV when I’m doing it, and I even 

285 pull down the shade. And then I stay in my room. I do my little prayer, and then I start 

286 doing it. That’s all I have to do. Stay in a quiet place, calm, quiet, and then it will 

287 work. I don’t know if it’s some kind of magic thing, but I find out that the pain on my 

288 knees is gone, and I am able to walk around more now, so I think that relaxation 

289 worked for me. 

290 The group’s willingness to share was a pleasant surprise to the HCPs; likewise, the 

291 interaction among participants was comforting and supportive. The “Enough is enough” 

292 learning activity was highlighted as being particularly powerful, allowing participants to 

293 explore personal boundaries and communicate them openly. Facilitators also noted strong 

294 engagement among BKP participants in this activity, even though some voiced that the online 

295 format limited sharing of experiences.

296 The pilot started with 18 and ended with 16 participants, although attendance varied 

297 slightly between sessions. Participants viewed the group size as manageable but suggested 

298 that smaller breakout groups could enhance discussions and interaction. Differences in 

299 attitudes towards technology emerged. Some participants felt that limited digital literacy 

300 among older adults could hinder participation in online sessions, while others argued that 

301 motivation, not age, determined one’s ability to use technology. As one participant illustrated:

302 It has nothing to do with age. I’m going to be [age] years old at the end of this year in 

303 December and I have been doing Zoom and other technologies for years. So, I say, 
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304 don’t put your age in the way of it. It has nothing to do with your age. It has to do with 

305 your needs and your desires.

306 Overall, motivation and support for technology use were emphasized as prerequisites 

307 for successful future implementation. This is further elaborated in the presentation of the third 

308 theme. 

309 Discovering one’s own health promotion process involves acknowledging 

310 one’s own body and skill application. 

311 Participants emphasized the BKP was transformative in developing individualized 

312 approaches to health promotion by acknowledging their bodies and applying self-care skills. 

313 The program helped them interpret physical responses and recognize how interpersonal 

314 relationships directly impacted their symptoms and overall well-being. As one participant 

315 explained:

316 I think that the rainbow model identifies the phases that you go through and the 

317 strategies you could use to get through a stage...so that you don’t have to stay stuck 

318 because now you can identify what’s really happening with you.

319 This heightened somatic awareness encouraged participants to set boundaries, 

320 disengage from draining relationships, and prioritize well-being, all of which were 

321 experienced as a shift toward self-advocacy and personal empowerment. Many integrated new 

322 practices such as walking, meditation, and outdoor activities into their daily routines, 

323 reporting improved physical and mental health. One participant enthusiastically shared the 

324 progress: 

325 Before, I could not walk one block.... I had to sit down for a few minutes and take my 

326 balance back, and then do it again. And you will not believe it. On Sunday, I walked 

327 from my house, all the way to the mall. I went alone and I didn’t feel any pain. I don’t 

328 know if it’s relaxation. I don’t know what it is, but I did it.
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329 Facilitators observed participants’ growing confidence as they took practical steps 

330 toward personal goals, from pursuing creative projects to planning community initiatives. 

331 These reflections illustrated the widening of the participants’ life space and their emerging 

332 ability to act on newfound insights, thus signaling meaningful changes in self-agency and 

333 health behavior.  

334 The strength of social interaction and support increases when sharing and 

335 learning together with peers.

336  Participants described social interaction and mutual support as key benefits of the 

337 BKP. Sharing experiences with peers facing similar challenges created a sense of belonging, 

338 reduced feelings of isolation, and fostered emotional relief. Being listened to and understood 

339 was emphasized as deeply validating and “humanizing” because it offered a safe space to 

340 discuss issues they seldom shared elsewhere. As one participant revealed:

341 It’s the really deep stuff of human experience, the most painful, you know, that really 

342 makes life poignant, and to be able to share it in a group setting is so validating and 

343 just humanizing because I think maybe some of us feel very alone in our illness. 

344 Because in general society, you know, we don’t usually talk about those things a lot. 

345 And it’s not socially acceptable to talk about it in happy gatherings when you get 

346 together with friends. This group provided the experience of sharing, you know, it 

347 slowed everything down, and then we got to talk with each other and provide support 

348 to each other.

349 Mutual peer support and facilitator support were described as having a healing effect, 

350 and participants expressed a desire to continue the group to have more of that experience. 

351 Unlike traditional support groups, the BKP environment emphasized personal strengths and 

352 wholeness rather than illness. Participants valued giving and receiving support and described 

353 learning from each other’s experiences as empowering. Witnessing their peers’ courage and 
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354 coping strategies helped them rediscover their own inner resources, fostering a sense of 

355 meaning, connection, and resilience. This was an opportunity for participants to discover and 

356 learn from their own and their peers’ experience-based knowledge. One participant put it this 

357 way: “There’s this inner knowledge, the survival knowledge, and I feel my peers’ strength, 

358 and it’s given me strength.”

359

360 Theme 2: Implementation of the BKP intervention in a US 

361 community context. 

362 Participants and facilitators highlighted key factors for the successful delivery of the 

363 BKP intervention in a community setting, such as a US public library; reported on the 

364 format’s functionality and implementation challenges; and offered recommendations for 

365 future implementation. The theme included four subthemes: (1) Program well prepared and 

366 planned; (2) Facilitators’ crucial role, presence, and compassion; (3) Advantages and 

367 challenges of the online format; and (4) Physical and psychological barriers for 

368 implementation requiring creative solutions.

369 The program was well prepared and planned. 

370 Participants assessed the implementation of the BKP as successful and attributed this 

371 success to the program’s preparation, format, and materials as well as the facilitators’ 

372 compassion and approaches. The seven-week structure—with three in-person sessions 

373 followed by four online sessions—was considered both feasible and effective. Meeting in 

374 person at the start was seen as important for building trust and comfort, enabling deeper 

375 sharing in later online sessions. While participants found the online sessions convenient, they 

376 emphasized the need for technical guidance to ensure equal participation. As one noted, “It is 

377 important to let people know that you’re gonna provide an opportunity to get to know online 

378 and to become more comfortable with it at whatever level they’re at.”
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379 The group process was highlighted as engaging and supportive, fostering openness and 

380 reflection. One participant noted; 

381 “By the seventh week, we were intertwined.” The group process helped them share 

382 their experiences and learn how to handle their health-related challenges. The 

383 facilitators could then facilitate the learning process by confirming the participants’ 

384 experience, offering support, and challenging them to explore more of the health 

385 promotion factors in their lives and how they could act in the direction of health and 

386 well-being:  Something happened during the sixth session: Some participants started to 

387 share their dreams for the future. The dialogue on this was exciting. I challenged these 

388 participants to think about how they could take a small step towards their dream and 

389 share something about this in the seventh session”.

390 The facilitator's compassionate presence is essential to participant 

391 experience. 

392 Participants highlighted the facilitators’ presence and compassion as essential to the 

393 BKP, and one participant argued that “compassion carries the program.” They described the 

394 facilitators as fully engaged, careful with their words, and skilled at creating an inclusive 

395 atmosphere where everyone felt welcomed and was given “a voice.” One of the participants 

396 expressed it this way:

397 You had such a good way of acknowledging everyone in the class. You let us speak 

398 out of turn. The diplomacy that you exhibited was something that I think most people 

399 didn’t realize that you were doing. But you just made everybody feel that they were 

400 correct, that everyone was right. Everyone felt welcome. You didn’t feel like you’re 

401 being singled out for anything unless it was positive. And that’s huge. That’s a talent.
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402 Participants emphasized the facilitators’ kindness, lack of superiority, and focus on 

403 empowerment and mutual support, which helped the participants share difficult stories and 

404 feel safe in the room. 

405 Many wanted the group to continue after the program and stressed that its 

406 effectiveness depended on having trained facilitators and a clear structure rather than an 

407 informal, “free for all” format. One of the participants stated: 

408 It was curated. It wasn’t just like “a free-for-all.” And that’s really what made it 

409 effective. But if there was some way to continue with the program…I don’t know how 

410 that would happen on a volunteer basis, you know, with the members of the group.

411 Physical and psychological barriers for implementation require creative 

412 solutions. 

413 Implementation at the library site presented both physical advantages and challenges for the 

414 facilitators. The venue offered suitable space, quiet surroundings, good internet access, and 

415 kitchen facilities, but the unexpectedly large group created logistical challenges, including the 

416 need to rearrange furniture, manage arrivals, and handle frequent interruptions. Facilitators 

417 responded by reorganizing the space to support focus and engagement and by introducing 

418 practical solutions such as name tags and structured use of breaks. They also noted the need 

419 for clearer rules about mobile phone use and for a gatekeeper to reduce disruptions during 

420 sessions. During Session 2, a circular seating arrangement was implemented to ensure focus 

421 on the session theme and user engagement. 

422 Participant psychological barriers, which appeared in a couple of sessions, created 

423 some worries for the group when one of the participants expressed distressing thoughts, such 

424 as the urge “to hit someone in the spine” or “to jump from a bridge.” Facilitators interpreted 

425 these statements in light of the speaker’s possible psychological or cognitive problems and 

426 managed the session by remaining calm, drawing on clinical expertise, and supporting the 
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427 group’s accepting response. Hearing such difficulties and recognizing the presence of quieter 

428 or less-engaged participants required continual adjustments to communication strategies. 

429 Facilitators described feeling uncertainty about how far to encourage participation without 

430 applying undue pressure. The question to consider was whether these participants were 

431 present because of the incentives, whether they preferred “to listen” over talking and sharing, 

432 or whether they had unidentified cognitive or emotional problems. One facilitator reflected:

433 I was struggling a bit with how much I could challenge a [person] in the group. On one 

434 hand, [they] need to be challenged to move out of passivity; however, when I 

435 challenge [them], [they] often offer general answers, and I get a feeling that [they’re] 

436 not really sharing how or what [their] plans are. I am afraid of “pushing” too much by 

437 asking [them] to be more concrete. For example, I would like to ask [them] what 

438 [their] plans are when it comes to returning to work.  

439 These reflections illustrated some of the challenges in the group’s leadership and the 

440 need for facilitators to combine professional knowledge from their BKP training with strong 

441 communication skills, underscoring the importance of skilled facilitation in future 

442 implementations. 

443 The online format has advantages and challenges. 

444 Transitioning the BKP to an online format during Sessions 4-7 introduced both 

445 advantages and challenges. Because facilitators were initially concerned about attendance and 

446 technical barriers, participants received detailed instructions, reminders, and targeted follow-

447 up, and an IT assistant supported a hybrid solution at the library. These measures were 

448 described as essential to preventing a larger number of dropouts. One facilitator reflected on 

449 the transition from face-to-face sessions to online: 

450 About half of the participants went to the library to get assistance from the IT expert. 

451 We started the meeting only a couple of minutes late, which was miraculous. Without 
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452 the IT assistance, this could have been a huge disruption. I was surprised that the 

453 technical problems were overcome so quickly and that we could start the sessions as 

454 planned. 

455 Participants generally appreciated the flexibility of attending online, particularly when 

456 ill or without transport, and some preferred receiving technical support at the library rather 

457 than from family. At the same time, facilitators observed that the first online sessions had less 

458 energy and focus than the in-person meetings, and that body awareness exercises were harder 

459 to facilitate online until the pace was slowed and more intentional guidance was used. 

460 Participants appeared to be more engaged as well, confirming that the exercise must be 

461 slowed down in an online environment. 

462 Facilitators underscored the need for practical adjustments to optimize the hybrid 

463 format, such as discouraging simultaneous phone and computer logins, rearranging chairs to 

464 improve on-screen visibility, and reconsidering session length to allow sufficient time for 

465 reflection and sharing. The 2-hour timeframe seemed insufficient to complete all the learning 

466 activities and allow all participants to share. One of the facilitators wrote: “I feel like I rushed 

467 through the exercise when I could have offered more prompts to help the participants develop 

468 their thoughts and explanations.”

469 Facilitators also emphasized that reliable technical support and a visible leadership 

470 presence—especially in key sessions such as the last meeting—were crucial to maintaining 

471 engagement and ensuring a sense of closure across both face-to-face and online formats. The 

472 facilitator who lived a 3-hour distance from the library concluded:

473 I decided that I had to go to New York to facilitate the last session and ensure the 

474 participants were supported and the post-surveys were completed because it was a 

475 critical point in the successful completion of the project. The majority of the 

476 participants showed up again, and most of them attended in the library. 
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477 A couple of participants said they wanted to attend the last meeting in person to close 

478 out the experience. The facilitator, who attended the last four sessions from another country, 

479 wondered if participants attended the library for the last session because the US-based 

480 facilitators had told them that she would be there. Furthermore, she noted that a routine should 

481 be established where the first three sessions are face-to-face, the next four are held online, and 

482 the seventh and last session is held on-site by one of the facilitators. 

483

484 Theme 3: Demand and ideas for continued implementation. 

485 Participants reflected on external and internal factors that motivated them to engage 

486 and adhere to the intervention. They also came up with ideas on continuation, recruitment, 

487 and improvements for future implementation. The theme is further elaborated in three 

488 subthemes: (1) The impact of incentives; (2) Expressed need for continuation and ideas for 

489 recruitment; and (3) Suggestions for program change, additional content, and methods.

490 Incentives impacted participation. 

491 Covering transport costs and providing refreshments at the library helped make 

492 participation feasible and created a welcoming atmosphere. Facilitators observed that the little 

493 café functioned well, made people feel welcome, and helped participants stay for the whole 

494 session. Participants agreed that the financial incentive and gift card initially attracted some 

495 people, but they emphasized that most stayed because they experienced the program as 

496 genuinely helpful and appreciated the emerging group community. One of the participants 

497 reflected:

498 A lot of people came because of the incentives and found out it benefited them more 

499 than the incentive, but the incentive brought them there, and by the seven weeks we’re 

500 still coming. So, it worked out. 
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501 Several participants described a shift from “coming for the money” to attending 

502 because they valued the support, learning activities, and sense of responsibility to the group. 

503 They added that incentives mainly worked as a gateway to meaningful engagement. At the 

504 sixth session, one of the participants put it this way: “Before, it was all about the money, but 

505 now, it is about the program. I really need this program.”

506 Participants expressed a need for continuation and ideas for recruitment. 

507 Upon program completion, participants asked for opportunities for follow-up and 

508 further networking within the group but expressed some concerns about how this should be 

509 led. Furthermore, the structure of the BKP was highlighted as important, and its possible 

510 absence in the follow-up would be a challenge. One suggestion that surfaced was to include 

511 some action themes that connected with the follow-up. 

512 A lot of people have expressed a desire to continue the group, if people wanted to band 

513 together and form a support group of some sort. And I don’t know how that would 

514 happen, or who would even lead that, because I think the power of the group was that 

515 there was a structure, and you guys were the guides and pulled it together, you know. 

516 It was curated. Everything was really perfect, but maybe some action items could be 

517 good. Maybe just list off one or two or three things that we would hope to take with us 

518 or continue, and then some kind of follow-up. 

519 Several participants said they would recommend the BKP to others living with chronic 

520 illness and were eager to help “send others to the program.” They proposed broad recruitment 

521 efforts targeting, for example, senior communities, outpatient clinics, mental health services, 

522 disease-specific organizations, and even people without a diagnosis who are interested in their 

523 health. They stressed the importance of presenting the BKP as a mutually shared experience 

524 within a caring community, as one participant described: “To let people know that it’s a 
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525 learning and sharing experience, you know. It does both. It supports, but you also learn. You 

526 are supported within a caring community.”

527 The facilitators reflected on possibly improving the recruitment strategies, including 

528 making the assessment of eligible participants more precise and developing a more 

529 appropriate question to screen those who might be disruptive to the group, such as “Do you 

530 have any emotions or memory issues that would hinder you from showing up to each meeting 

531 and communicating with the group?”

532 Suggestions for program change, additional content, and methods were 

533 offered. 

534 Overall, the participants shared the view that the program should continue as is, with 

535 minor adjustments for the US context, such as adding discussions of specific stressors people 

536 face in the US and explicit discussions of stress-management strategies. Participants also 

537 recommended continuing the BKP in its current format and expressed interest in 

538 recommending the program to others with health concerns. Another suggestion was to 

539 establish a certificate of completion. Furthermore, they emphasized the need for clear 

540 communication and emotional support during the transition from in-person to online sessions, 

541 including earlier and more gradual training on the digital platform. One participant put it this 

542 way: “You could tell people: You can do it, too, and we’re gonna help you.”

543 The facilitators identified several areas for refining content and methods. They 

544 proposed developing a recorded relaxation exercise to share after introducing it in the group, 

545 providing participants with ongoing access at home. In addition, one facilitator noted that the 

546 self-selected physical activity was only briefly mentioned in the opening announcements; 

547 instead, she should have asked if anyone wanted to discuss their activity progress or 

548 challenges, i.e., “I’m available if you want to speak to me about your home activity or speak 

549 with me about your activity goals.” The other facilitator, who was responsible for introducing 
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550 the intervention’s content, recommended streamlining the booklet by reducing or making 

551 some questions optional, and revising or removing items that did not work well in practice, to 

552 allow more time for meaningful dialogue during sessions. 

553 Post-intervention survey 

554 Most participants reported that the BKP offered appropriate and useful content, was 

555 well organized and appropriately timed, and introduced new approaches to managing their 

556 health (Table 5). Ninety-three percent of participants agreed that the program taught them to 

557 listen to their body’s signals and use that knowledge to cope and manage. Everyone was 

558 satisfied with their ability to talk with the BKP facilitators and would recommend the program 

559 to others. Participants strongly agreed on the program's value and efficacy across the domains 

560 of content, materials, organization, communication, and new discoveries.

561 Table 5. Summary of Post-intervention Survey (n = 15)
Questions n % Agreementa

Overall impression of the BKP program 
     Excellent 11 73.3
     Very Good 2 13.3
     Not Good or Bad 2 13.3
Attended five or more sessions 13 86.7
Engaged in physical exercise between sessions 15 100.0
Agreed financial incentives influenced participation 3 18.8
          Content 
The content in the BKP was interesting. 11 78.6b

The program taught me to listen to my body’s signs and use that 
knowledge to cope and manage.

14 93.3

The program taught me to trust my own experiences when handling 
my condition

12 80.0

The BKP helped me self-manage my illness. 10 66.7
The program helped me use self-care to prevent relapse. 13 86.7
The BKP was useful in learning how to communicate to others what 
is important for me to stay well while living with chronic illness.

13 86.7

          Materials
The poster 14 93.3
The booklet/diary 14 93.3
The questions in the booklet 15 100.0
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The homework assignments 15 100.0
The physical exercises during sessions 14
The physical exercises encouraged between sessions 15 100.0

          Organization
The organization of the program was 14 93.3
The number of sessions was 14 93.3
The length of each session was 14 93.3
The overall length of the program (7 sessions over 7 weeks) was 13 86.7

          Communication 
How satisfied are you with your ability to talk with the healthcare 
personnel leading the BKP?

15 100.0

How satisfied are you with your ability to talk with others in class? 14 93.3
          New discoveries 
Did you learn something new about your health and ability for self-
care?

14 93.3

Did you experience a change in how you think about your health and 
ability for self-care?

14 93.3

Did you discover new ways to take care of yourself? 12 80.0
Did you discover ways to improve your health and well-being 13 86.7
Did you learn new ways to self-manage your chronic illness(es)? 12 80.0
Would you recommend the BKP to others? 15 100.0

562 aPercent agreement in each domain was calculated by combining the positive response options 
563 as follows: content (somewhat + mostly agree), materials (very useful + mostly useful + 
564 useful), organization (very good or perfect + good or appropriate), communication (very 
565 satisfied + satisfied), new discoveries (absolutely + I think so). 
566 bOne participant did not respond to the first Content question, resulting in one response 
567 missing from the dataset.
568
569 Open-ended questions from the evaluation survey, which yielded 72 comments, also 

570 reflected participants’ satisfaction with the materials and exercises, particularly noting that 

571 they were informative and thought-provoking and also encouraged self-reflection and 

572 awareness of symptoms (S2 Table). 

573

574 Discussion

575 The aim of this study was to assess the feasibility of implementing the 

576 Bodyknowledging Program (BKP) at the community level in the US; evaluate participants’ 
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577 experiences, program components, and self-management outcomes among adults living with 

578 chronic illness; and identify the program’s strengths and areas for cultural adaptation to 

579 inform its cross-national transferability. Three main themes summarized the findings (Table 

580 4). Overall, the findings of this study were largely consistent with previous research 

581 evaluating the BKP intervention and participant outcomes, conducted in Norway. In the 

582 following discussion, themes and subthemes identified in this study are compared with 

583 previous research on the implementation of the BKP in Norway and other relevant studies. 

584 In Theme 1, US participants clearly conveyed the acceptability of the BKP 

585 intervention’s content and approaches and described various outcomes, consistent with the 

586 results from Norway. For example, “discovering one’s own health promotion process—

587 acknowledging one’s own body and skill application” aligned with “changing perspectives on 

588 health and illness and new ways of thinking and acting towards the illness,” while the 

589 subtheme “learning tools are catalysts for self-reflection and empowerment” aligned with two 

590 other themes from former studies: “changes in self-awareness, accepting the limits of one’s 

591 capacity and regaining control” and “understanding the situations, choices, and actions that 

592 make the health condition better or worse” [15, 16]. 

593 The participants in the present study highlighted the program’s message of self-

594 empowerment as a central and meaningful part of their experience, particularly how it 

595 encouraged them to listen to their bodies, reflect on their health, and develop practical 

596 strategies for managing the challenges of living with chronic illness. Similarly, Norwegian 

597 participants in previous studies reported that engagement in the BKP improved their ability to 

598 manage illness-related problems, leading to greater awareness and utilization of personal 

599 resources for health [13]. Furthermore, the US participants conveyed that the BKP supported 

600 the development of coping strategies, helped them regain a sense of control, and facilitated 

601 their self-management in everyday life, which aligned with Norway’s research outcomes [15, 
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602 16]. Both the US and the Norwegian participants reported discovering and utilizing their 

603 personal resources for health and becoming more physically and socially active during the 

604 intervention period, underscoring the program’s relevance as a health promotion initiative 

605 among people living with chronic illness [15, 17, 28]. These findings suggested that the core 

606 experience of capacity strengthening for chronic illness self-management was consistent 

607 across cultures.

608 The BKP is based on participants assessing their responses to long-term illness and 

609 discovering how they can alter their situation by using their own resources and those in their 

610 environment. By contrast, the starting point for the well-known lay-led Chronic Disease Self-

611 Management Program (CDSME) [28] is problem-based and relies heavily on the medical 

612 management of a condition. Instead, the BKP presents patient-centered expertise (the phases 

613 of Bodyknowledging) for interpretation and application by new patients participating in the 

614 program. This approach is in keeping with Paulo Freire’s “pedagogy of the oppressed,” in 

615 which the person in question defines their situation and dialogue serves as the main method 

616 for helping people to understand their situations and act in new ways. This seems to have a 

617 liberating effect because the solutions come from the person and are not based on predefined 

618 skills. While the CDSMP [28] targets empowerment through the acquisition of five core self-

619 management skills aimed at behavior change, the BKP approach employs structured learning 

620 tools, a reflective booklet, and Bodyknowledging theory visualized in “the rainbow model” 

621 [10, 11] (S3 Fig) to support iterative self-assessment, track health processes, and translate 

622 bodily signals into new personalized self-management strategies. Across US and Norwegian 

623 contexts, participants consistently reported enhanced understanding of their bodily responses, 

624 adjusted their activity levels, and reported greater confidence in their own capabilities and 

625 broader involvement in meaningful activities [10, 13, 18, 19].
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626 Evident in both the Norwegian and US samples was a gain in greater understanding of 

627 factors that made participants’ health conditions better or worse and led them to become more 

628 active. Further, peer reflection fostered a sense of belonging and emotional relief [16-19]. 

629 These similarities suggested that the central process underlying the BKP may operate 

630 similarly across different health service contexts. Such tools may serve as key mediators of 

631 empowerment, translating abstract concepts into actionable steps. Nevertheless, the cultural 

632 adaptability of these tools warrants further exploration, particularly for diverse populations 

633 and varied healthcare settings. 

634 This aligned with Hajdarevic et al.’s [29] narrative review of qualitative studies across 

635 chronic illnesses. The researchers note that meaning-making and identity reconstruction in 

636 chronic illness are influenced by social norms, relational expectations, and healthcare 

637 cultures, while Acuña Mora et al. [30] highlighted potential barriers related to professional 

638 roles and system structures within cardiovascular care. Consequently, further research is 

639 warranted to explore how the BKP’s reflective tools and visual models can be implemented 

640 adaptively across diverse populations and healthcare settings while preserving their core 

641 empowerment mechanisms. Participants consistently valued the program’s focus on self-

642 empowerment, describing it as a novel and transformative experience, compared to traditional 

643 healthcare encounters based on the biomedical model, which often rely on medication and 

644 procedural interventions. There is a gap in current practice, as patients rarely receive 

645 structured guidance to leverage their experiential knowledge to support behavior-related 

646 changes [8]. The BKP approach addresses this gap by fostering autonomy and self-agency, 

647 which are known predictors of improved health outcomes and quality of life [8, 30, 31].

648 The strong emphasis on peer interaction emerged as a distinctive feature of the BKP, 

649 offering participants a sense of belonging and validation that is often absent in conventional 

650 care settings. Unlike traditional support groups, the BKP framed discussions around strengths 
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651 and wholeness rather than illness, fostering resilience and mutual learning. This suggested 

652 that group-based interventions can serve as powerful vehicles for empowerment, provided 

653 they create safe spaces for sharing and emphasize positive identity reconstruction. Better 

654 outcomes from group-format interventions were demonstrated in a systematic review of 

655 empowerment interventions in chronic illness [32]. Facilitator strategies, group size 

656 considerations, and structured breakout sessions may further enhance interaction and learning 

657 in virtual formats. Healthcare professionals who have led BKP groups in Norway emphasize 

658 the value of a patient-centered conceptual framework that enables addressing the whole 

659 person and individual needs, as well as facilitating patient activation through dialogue-based 

660 support [18, 19]. The US participants highlighted the facilitators’ crucial role, presence, and 

661 compassion as important components in ensuring a positive outcome. This aligned with 

662 studies conducted in Norway [13], underscoring postgraduate training as a prerequisite for 

663 leading the BKP. A manual for healthcare professionals, an online training module, and 

664 simulation workshops are now established to ensure quality and fidelity in future 

665 implementation. 

666 One possible difference between the two contexts was that participants in this study 

667 more explicitly compared the program with their usual healthcare experiences. Many 

668 described the program’s emphasis on bodily knowledge and self-empowerment as largely 

669 absent in their current medical encounters. Such contrasts were less visible in the Norwegian 

670 studies, which may reflect differences in healthcare contexts. Another notable difference was 

671 that, in the US sample, the majority were women, whereas men and women were equally 

672 represented in the Norwegian studies. As the men reported good utility of the BKP in 

673 Norway, it is recommended to enroll comparable numbers of male and female representatives 

674 in future studies.
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675 Implementation considerations emerging from Theme 2 and the BKP evaluation 

676 questionnaire (Table 5 for quantitative and S2 Table for qualitative feedback) demonstrated 

677 high participant satisfaction with both program delivery and communication with facilitators. 

678 These findings aligned with prior Norwegian studies [15, 18, 19]. A notable adaptation in this 

679 US pilot was the condensed engagement structure, consisting of seven consecutive weeks 

680 rather than the Norwegian model of seven sessions over 12 weeks [11].  While shorter 

681 program durations have been adopted in other chronic disease self-management interventions 

682 to reduce participant burden, such formats may also intensify content delivery and increase 

683 cognitive and logistical demands [33, 34]. Despite this compressed timeline, participants 

684 reported sustained engagement, suggesting that the BKP core components remained intact and 

685 transferable.

686 Another distinguishing feature of the US pilot was the integration of online technology 

687 during Sessions 4-7, creating a hybrid delivery model that differed from earlier BKP 

688 iterations. The transition to remote participation introduced additional implementation 

689 demands, including digital literacy; secure internet access; working electronics (phone, 

690 computer, or tablet); accessible email accounts; and online meeting capability. Similar to 

691 experiences reported in broader chronic care and digital health interventions, technology-

692 related barriers emerged early during screening and enrollment, prompting the hiring of a 

693 dedicated technology support person [35, 36]. Technical considerations were discussed with 

694 the participants in the lead-up to the transition to full remote in Session 4. Approximately half 

695 of the participants preferred to continue in person, either to maintain community relationships 

696 or to obtain access to or competence with technology. 

697 These findings echoed chronic care literature, suggesting that while older adults may 

698 be open to using technology to increase convenience and support their activities, successful 

699 uptake frequently depends on tailored training, ongoing assistance, and perceived usefulness 
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700 [35, 37]. In line with this, the hybrid BKP format with on-site technical assistance proved 

701 essential in maintaining participation and minimizing dropout. However, this implementation 

702 also revealed important logistical challenges. Using a projector to display remote participants 

703 caused audio issues, including low volume and feedback, which disrupted communication for 

704 both in-person and online groups. Future implementations must thoroughly plan transitions 

705 from face-to-face to online delivery, with technological considerations included in the 

706 program guide for facilitators. Recruitment efforts will benefit from assessing the technology 

707 competencies of people with chronic disease before program onset. 

708 While the overall acceptability of the BKP was high, the findings revealed that older 

709 adult participants had mixed experiences with technology. Although some participants viewed 

710 digital literacy as a barrier, others emphasized motivation to learn to use new technology as a 

711 key determinant for engagement. These insights highlight the need for tailored support and 

712 possibly hybrid delivery models to ensure inclusivity. Other studies showed success with 

713 hybrid formats and digital health technologies, noting facilitators such as accessibility and 

714 motivation, and barriers such as limited digital literacy, limited access, and privacy concerns 

715 [35, 36]. This US pilot study demonstrated that the BKP can be delivered in a hybrid format, 

716 with positive health impacts and meaningful engagement, through program content, materials, 

717 organization, communication, and discoveries which were comparable to those reported in 

718 prior research [11, 16].

719 Financial incentives were used to support recruitment and retention in this multi-week 

720 pilot intervention, reflecting variability in healthcare access and utilization in the US and 

721 established trends in cultural acceptance and the efficacy of incentive-based approaches to 

722 encourage healthy behavior change [38]. Future iterations may reconsider incentives because 

723 only a few participants reported that financial incentives influenced their participation. A 

724 review of public institutions and insurance companies in upper-middle- and high-income 
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725 countries revealed that, while incentivized prevention programs demonstrated positive effects 

726 on targeted behaviors, there were concerns about sustaining behavior change once incentives 

727 were removed [39].

728 Strengths and limitations

729 The BKP was successfully implemented on the community level in a new US cultural 

730 context with a socioeconomically and culturally diverse sample. The retention rate was high, 

731 and most participants chose to engage in the post-intervention focus group to evaluate the 

732 intervention. Some limitations warrant consideration. First, men were not equally represented 

733 in the sample; therefore, the relevance for men should be further studied. Second, 

734 documenting and reporting chronic illness histories for participants with multiple 

735 comorbidities proved challenging. Third, limited computer literacy presented barriers; 

736 approximately half the group required assistance during sessions to access email, complete 

737 surveys, and navigate technical requirements. Participants also needed support with pre- and 

738 post-survey completion, and two participants did not complete the surveys within the allotted 

739 75 minutes. One participant insisted on completing the surveys at home. Future iterations 

740 should consider the advantages and disadvantages of moving survey completion to the end of 

741 Session 1 and explore options for storing pre-drafted emails to facilitate technical 

742 communication during sessions.

743

744 Conclusion

745 The BKP intervention was well received and acknowledged as a novel and valuable 

746 program for strengthening empowerment, health, and well-being among people living with 

747 chronic illness in the US, and the acceptability of its health promotion content and approaches 

748 was evident in this sample of US participants. The mix of face-to-face and hybrid formats 

749 required technical support, which was paramount to enable participants to continue attending 
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750 online sessions; this should be described as a requirement in the BKP manual. Insights gained 

751 relate to improving patient-centered interventions for chronic illness management and 

752 informing future large-scale intervention studies.
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889 eds., Health Promotion in Health Care—Vital Theories and Research. Springer International; 
890 2021: 209–226. (DOCX)
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