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EXECUTIVE SUMMARY

INTRODUCTION

The American Society on Aging (ASA) and the Edward R. Roybal Institute for Applied Gerontology at California State University, Los Angeles (Roybal Institute), entered into a collaborative agreement with the Centers for Disease Control and Prevention (CDC) to develop a model Health Promotion and Disease Prevention (HPDP) national campaign.  The ultimate goal of the project is to provide HPDP guidance and tools to the staff of organizations that provide services to older adults.  In order to identify and better understand the priorities within the community and the essentials that need to be included in an effective HPDP model, the ASA and the Roybal Institute developed and conducted a written survey. The survey was designed to ascertain the priorities as identified by the survey respondents including the activities, training methods, materials, and strategies that will facilitate outreach to older adults.  

The survey instrument was designed to collect data from the types of organizations designated as target audiences for implementation of the HPDP model.  Six research questions were developed as the foundation for the survey.  The resulting survey was designed to: (1) establish a benchmark of current HPDP programs and services provided by target organizations that serve older adults across a range of service delivery settings; (2) assess the need for HPDP-related support in the form of information, tools, and programs relative to specific conditions, populations and skill categories; (3) guide the development and distribution of an HPDP model responsive to specific informational gaps, strategies, and resource needs as identified by the surveyed organizations, (4) acquire a profile of the providers and their clients who will benefit from this program, and (5) assist the project staff in setting priorities for the development of the HPDP model that will incorporate discrete disease- and condition-specific modules that can subsequently be incorporated into existing HPDP strategies.   

METHODOLOGY

Survey Construction

Two focus groups, each consisting of professionals in the field of aging, contributed to the formation of the research questions and influenced the subsequent survey questions.  Although a number of exceptional HPDP materials, services and educational programs are available in many communities, the focus groups pointed to gaps in information and skills in terms of conducting effective programs.  The resulting six (6) research questions revolved around two key points of interest: (1) components of existing programs and (2) gaps in information and training that community professionals experience in attempting to provide effective HPDP programs to older persons.

The HPDP project staff observed variances within the focus groups related to information requests based on geography, ethnicity and age of clients as well as the professional’s position in the organization such as manager, front-line staff, and/or planner.  To better understand the needs of various professionals providing health education and to define the target audience, questions were included in the survey that requested client demographics, the type of organization serving these clients and the position in the agency of the person completing the survey.

A draft of the survey was presented to the project Advisory Committee consisting of California-based health clinics and aging service administrators from all areas of the state.  This group recommended adding questions that solicited information based on western and non-western medical paradigms to obtain a more accurate consideration of ethnically diverse health beliefs.  The committee also recommended that questions be added to the survey that relate to future disease-specific health topic priorities and preferred methods of delivering information effectively.  

Instrumentation

The survey instrument consists of 16 questions.  Questions one (1) through four (4) address current health activities, training, and materials related to 31 disease processes or health issues; question five (5) asked respondents to identify clients’ use of traditional and non-traditional treatment modalities.  Question six (6) asked the respondents to rank the barriers they encountered in promoting health among older adults.  Questions seven (7) through ten (10) sought to determine the future priorities in topics to be addressed and which training assistance, resources, and formats to be developed.  Finally, questions eleven (11) through sixteen (16) were demographic in nature and designed to gather client and respondent information. 

Subject Selection

The survey was mailed to 3,000 organizations throughout the United States, Guam and Puerto Rico to organizations selected from the following four organizational categories:

 Health-related Entities:  community clinics, state and local health departments, hospitals, managed care organizations and mental health professionals.

 Aging Networks:  state units on aging and Area Agencies on Aging.

 Community-based Organizations serving older adults:  adult day care programs, senior centers, low-income housing sites, assisted living facilities.  Nursing homes were specifically excluded to narrow the target audience.

 Multicultural Organizations serving culturally diverse older adults:  national centers for Asian and Native American older adults and ethnic-specific social workers and nurses.

The project staff balanced the number of surveys sent to the health-related, community-based organizations and multicultural organizations.  All state units on aging and Area Agencies on Aging received a survey because this aging network group is significantly smaller (138 agencies) than any of the other three categories.

Two weeks after the survey was mailed, a follow-up reminder postcard was sent.  Respondents either mailed or faxed their completed surveys back to the American Society on Aging where the completed surveys were batched and forwarded to the Roybal Institute for data entry, processing and analysis.
Data Collection 

The data were collected over a three-month period beginning in August 2000 and ending in October 2000.  A total of 3,000 questionnaires were mailed and 371 surveys were returned.  Of the 371 returned, 351 (11.7% of surveys mailed) were complete and able to be processed.  Once received at the Roybal Institute, each questionnaire was given a number so that it could be located in the event of problems or if a survey needed to be checked against the input. The data were entered using Microsoft Excel in the form of a spreadsheet that was subsequently converted into an SPSS (Statistical Package for the Social Sciences) data file.  The data file was then examined for input errors and where problems were noted the data were compared with the corresponding questionnaire and corrected.

Once the data were checked for integrity, descriptive statistics consisting of frequencies and percentages were run for each of the 157 variables in the survey.  An initial review of the descriptive statistics resulted in the decision to run cross-tabulations on some of the data.  The cross-tabulations for selected questions were related to current barriers and future priorities vis-à-vis topics, training assistance, training resources, and training formats done against the four demographic variables of:

 races served by the respondent’s organization

 residential location (urban, suburban, rural) of the clients

 job title of the respondent, and

 type of organization at which the respondent was employed.

These results were then graphed and analyzed to determine which areas the respondents felt were covered and which they thought required the most attention.  Analysis of the cross-tabulated results showed that, in general, results were consistent with the overall population results.  Thus, for the purposes of the full report, focus is placed on the major findings for all respondents.  Tables and graphs documenting the results of respondent and client demographics, current outreach and educational efforts, barriers to presenting effective programs, and future priorities are located in the main body of the report in the Findings and Analysis sections followed by Conclusions and Recommendations.  The appendices contain the survey instrument, the cross-tabulated data, a compilation of the replies to questions that included the opportunity to supply “other” write-in responses, and a bibliography of selected literature.

Findings 

The survey findings are presented in the final report in narrative as well as table and chart formats.  The findings fall into the following categories:

 Clients (residential location, ethnic characteristics, and treatment resources) and Respondents (type of organization and job responsibilities)

 Current activities, training, and materials utilized by responding organizations

 Barriers that are perceived to interfere with providing services to clients

 Future topic priorities, and

 Preferred future training support including training assistance, resources and formats.

The data were analyzed and the results reviewed by the project staff.

Conclusions

Following the data analysis, the project staff and the evaluator discussed the analyzed findings and arrived at a set of conclusions that guided them in selecting useful topics, presenting the information in a user-friendly manner and preparing appropriate ancillary materials. 

Recommendations

Based on the findings and subsequent conclusions, consensus was reached regarding how to proceed with the project and which topics would take priority in production.  Recommendations are presented in the following clusters based on the key sections of the survey with associated recommendations presented in the next section of this document.

 Current activities

 Barriers

 Topic priorities

 Training assistance priorities

 Training resource preferences

 Training format preferences

Current Activities Recommendation

 Based on the results of questions one (1) through four (4), the HPDP project staff should emphasize the identification and development of model activities and trainings.  Emphasis should not be directed toward the development of materials similar to those that are currently the predominant outreach method.  This recommendation is based on the fact that respondents seem to have materials for each health topic but do seem to have much less involvement in activities and/or training.

Barriers Recommendations

 In addressing barriers to providing client services, the HPDP project staff should investigate and develop consumer activities, training methodologies, and materials that contain significant messages in formats that older adults will accept, including large print and culture- and language-appropriate materials. 

 Successful models on motivation and behavioral change among older adults should be identified, reviewed and included in the development of health messages. Pre-testing of the messages developed should occur prior to general dissemination.

 The HPDP project staff need to be responsive to the staff workload issue indicated by the respondents and design products or refer users to resources that are “user friendly” and “ready to go,” minimizing the need for staff resources.  Project staff should also keep in mind the goal of minimizing staff preparation time and directing providers to readily available and easily implemented client materials, training formats and activities.

 Materials that are developed for the project should be easily duplicated and accessible through the World Wide Web and/or on diskettes. 

 The barrier of “lack of media attention” should be addressed by the HPDP project staff by developing a “Media Guide for Health Organizations” which includes information on writing effective press releases, contacting and developing relationships with media personnel, and so forth.  In keeping with the “user friendly” recommendation, the guide should contain templates allowing the staff to simply add organizational and event-specific information.
Topic Priorities Recommendations

· The HPDP project staff should develop modules based on the following topics selected as priorities by the respondents.

· Alzheimer’s

· Caregiver Burden

· Chronic Illness

· Cognitive Decline

· Depression

· Diabetes

· Heart Disease

· Medication Issues

· The HPDP project staff should establish a timetable for module development.
Training Assistance, Resources and Format Priorities Recommendations

Based on survey results, project staff should develop “generic” modules on the following topics that can affect the success of outreach and/or educational programs. 

 Changing Behaviors and Changing Communities

 Changing Individual Behavior: Introduction

 Changing Individual Behavior: Tools

 Community Capacity Building

 Consortium Building Tools 

 Creating Culturally Sensitive and Effective Health Promotion Materials

 Developing Communications and Materials

 Evaluations

 Potential Problems and Solutions

 Preparing For Your Program

 Program Presentations

 Rationale for HPDP Program for Older Adults

 Using The Internet

 Working With Mass Media

The two HPDP training resources most preferred by respondents were materials in large-print format and brochures.  However, based on survey results, it is important to note that, currently, providers rely heavily on materials but simultaneously report that clients are resistant to change and that there is a lack of information tailored to older adults.  This may indicate, in part, that the messages and the method of delivering them are, at least, part of the resistance problem.  The dichotomy presented then is: (1) materials appear to be the predominant method of presenting messages to clients; (2) older adult clients are felt to be resistant to change; and (3) respondents are requesting brochures as a top resource.  This might suggest that perhaps the chosen medium is the problem, and that the providers are also, unknowingly, resistant to change.  This issue may also be related to lack of staff time, lack of funds and so forth, which can be addressed, in part, by supplying providers with modules that do not require staff time and resources.  

 Based on the findings in the barriers section, HPDP project staff should develop resource lists of culturally-sensitive existing materials in large print that carry messages tailored for older adults.

 HPDP project staff should identify and include lists of available resource materials, especially videos on specific topics and internet addresses for informational web pages that will be beneficial to them and their clients.  

 Since sixty-two percent of the respondents requested media kits, HPDP project staff should develop and provide a “Media Guide for Health Promotion” module which includes templates allowing the staff to simply add organizational and event-specific information to model news releases and fact sheets.

 The HPDP project staff should address the third top training priority, working with peers in other networks, coupled with the fourth priority, building coalitions, by developing a module that provides guidance in building community capacity.

 Project staff should make materials that are easily reproducible and accessible through the World Wide Web, CD-ROMs, and/or on diskettes.  Print copies should be made available for entities that do not have computers and/or access to the Internet.

 The HPDP project staff should develop a Web-based training program designed to educate provider staff on the availability and acquisition of HPDP materials available through the WWW.  

Overall careful consideration should be given to developing programs, guidelines, activities, and materials that will allow service providers to maximize their time and resources in reaching the greatest number of clients and be the most effective in helping their clients to Live Well, Live Long.
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