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Abstract

Objective—To assess the cost-cffectiveness
of a primary care based intervention
aimed at increasing levels of physical
activity in inactive people aged 45-74.
Methods—A total of 714 inactive people
aged 45-74, taken from two west London
general practices, were randomised into
two groups. Intervention subjects were
invited to a consultation with an exercise
development officer, and offered a person-
alised 10 week programme to increase
their level of regular physical activity,
combining leisure centre and home based
activities. Control subjects were sent in-
formation on local leisure centres. All
subjects were followed up at eight months.
Results—There was a net 10.6% (95%
confidence interval 4.5 to 16.9%) reduction
in the proportion of people classified as
sedentary in the intervention group com-
pared with the control group, eight months
after the intervention. The intervention
group also reported an increase in the
mean number of episades of physical activ-
ity per week, as compared with the control
group (an additional 1.52 episodes (95%
confidence interval 1.14 to 1.95)). The cost
of moving a person out of the sedentary
group was shown to be less than £650. The
cost of moving someone to the now com-
monly recommmended level was estimated at
almost £2500.

Conclusions—Moderate physical activity
can be successfully encouraged in previ-
ously sedentary men and women aged
45-74 through a primary care based inter-
vendon, The process of recruitment was
the most important variable cost. A high
uptake rate would maximise cost-effective-
ness, and sensitivity analysis suggests that
unit costs could be halved with a more
effective recruitment strategy.

(Br ¥ Sports Med 1998;32:236-241)
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A recent report on physical activity ind health
by the US Surgeon General' highlighted the
main effects of physical activity on health and
discasc: lower total mortality rates and de-
creased risk of cardiovascular mortality, colon
cancer, and non-insulin dependent diabetes. In
addition, regular physical activity prevents or
delays high blood pressure, reduces blood
pressure in those with hypertension, and
relieves the symptoms of depression and anxi-
ety. A meta-analysis relating to physical activity

in the prevention of coronary heart discase
concluded that the relative risk of developing
coronary heart disease in the Jeast active com-
pared with the most active was 1.9,° similar 10
that of other risk factors such as smoking and
hypertension.

It has been estimated that seven out of 10
men and eight out of 10 women take insuffi-
cient exercise to derive health bencfits.” Current
recommendations’ are that adults should un-
dertake either vigorous cxercise three days a
week for at least 20 minutes on each occasion or
moderate intensity exercise five days a week for
at Jeast 30 minutes on each occasion. The first
of these recommendations was derived mainly
from the cflect on cardiorespiratory endurance,
but recently the benefits of less vigorous activiry
has become recognised, particularly for those
who take little or no exercise. The recommend-
adon of moderate activity is not meant to
replace that for vigorous activity, but rather
complement it.

We report 4 randomised controlled trial of
the effectiveness and cost effectivencss of a
“Prescription for Exercise” scheme, based in
primary care. The aim of the scheme was to
increase levels of physical activity in inactive
people aged 45-74.

Primary care was chosen as the base for the
scheme to ensure recruitment of a wide range
of participants, as represcatative as possible of
the British pupulation. It has been estimared
thar almost 80% of peaple visit their doctor’s
surgery at least once a year.’

Methods

RECRUITMENT TO THE TRIAL

To identify currently inactive people, a self
assessment questionnairc was sent 10 everyone
on the surgery list aged 45-74. The three page
questionnaire asked for basic demographic
daia (education, ethnicity, marital status, and
econumic activity) and a self assessment of the
number of ¢pisodces of moderate and vigorous
exercise, undertaken for at least 20 minutes, in
the last four weeks. A list of activitics was
included to describe typically moderate and
vigorous activily in terms of the activities of
everyday life (scc table 1). ‘The questivnnaire
was adapted from a self administered seven day
recall questionnaire used in other community

Table I Classification of moderate and vigorous actitities

Moderate Vigerous

Rrisk walking
Heavy gardening
Cycling for pleasure
Heavy DIY

Swimming leisurely

Jogging:runming
Caonpctitive sports
Swimming lengths briskly
Climbing stainy

Fast cyeling
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Promotion of physical acivirty
m Baseline questionnaires sent
Returned questionnaires
Inactive
m Medical exclusions
Randomised
Intervention Control
Invited to consultation l 363 I l 351 l Sent exercise promotion

with EDO materials

1st consuitation

2nd consuiltation “

Returned 8 month

questionnaire 200 [_21—5—I
Figure 1  Srudy design. EDO, exercise development officer.

interventions.® People who returned the com-
pleted physical activity questionnaires were
classified into four levels of activity:

(a) sedentary—fewer than four 20 minute
episodes of moderate or vigorous inten-
sity activity in the previous four weeks;

(b) low intermediate—berween four and
eleven 20 minute episodes of moderate
or vigorous intensity activity in the previ-
ous four weeks;

(¢) high intermediate—12 or more 20 minute
episodes of moderate or vigorous inten-
sity activity in the previous four wecks,
but less than either of the current recom-
mendations;

(d) active—a minimum of either 20 30 min-
ute episodes of moderate intensity exer-
cise or 12 20 minute episodes of vigorous
intensity exercise.

Subjects in the first three groups were regarded
as inactive and eligible for randomisation into
the trial, unless there was a medical reason for
excluding them—for example, being registered
disabled or having a diagnosis of heart disease.
Eligible subjects were randomised using a ran-
dom number generator to either the interven-
tion or the control group.

NATURE OF THE INTERVENTION
The intervention subjects were sent a letter
from their general practitioner inviting them 10
attend a consultation with an exercise develop-
ment officer at a local leisure centre, which was
centrally located within the ward. The consul-
tation consisted of:

(a) a full explanation of the scheme;

(b) a medical/lifestyle questionnaire/consent
form;

() physical measurements (height/weight/
body mass index);
(d) assessment of present activity level;

Page 30t 7

237

(e) options available 1o be more physically
active;

(f) introduction to the physical activity diary.

An important aspect of the intervention was
the lack of any preset goals or minimum
achievements. Participants were made aware of
the existing recommendations on physical
actvity and health, bur they were neither
cxpected nor pressured into achieving these
standards. The options to become more physi-
cally active were designed to increase what the
participants already did, rather than to try to
force major changes to lifestylc.

The exercise programme lasted for 10 wecks,
after which subjects were invited to return fora
second consultation to discuss their progress.

Control subjects were sent information in
the post on local leisure centres and heslth
clubs along with information on physical activ-
ity and health. Figure 1 shows a summary of
the trial.

OUTCOME EVALUATION

Eight months after randomisation, all subjects
received a follow up quecstionnaire on self
assessment of physical activity levels. The
primary outcome of the trial was the change in
rcported levels of physical activity in the eight
months between the completion of the baseline
and follow up questionnaires. Subjects who did
not complete the second questionnaire were
assumed not to have changed their actuvity level.

STATISTICAL ANALYSIS
Statistical analysis was carricd out using SPSS
for Windows version 6.1. Differences between
the intervention and control groups were tested
using the comparison of means test and the ¢
test of significance. Unless otherwisc stated,
results are described on an “intention to weat™
basis, with those subjects for whom there was
no outcome measure being assigned to the
activity level they reported at the start of the
study.

ETHICS

Ethical approval was given by the Ealing,
Hammersmith and Hounslow Health Author-
ity Ethics Committee.

Results

RECRUITMENT

The baseline questionnaire was sent to 2253
people, and 1288 returned completed question-
naires, a response rate of 57%. A comparison of
the original general practice lists with the popu-
lation returning the questionnaire showed thar
63% of women returned a questionnaire com-
pared with 46% of men. The response rate for
subjects aged 65-74 years was 64%, while that
for those aged 55-64 years was 54%, and the
youngest age group (45-54 years) had a
response rate of 37%. Of those who returned the
questionnaire, 827 (64%) were classified as not
active—that is, in the lower three activity
categories—but 113 of them were excluded
from the study on medical grounds. A total of
714 subjects were randomised into the two trial
groups.
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Table 2 Demographic and healsh related characteristics of the sampie

Intervention Congrol
group (n=363) yroup (n=151)
Percentage men 40 44
Mean age (years) 59.1 59.2
Age band (%)
4594 37 16
55-64 26 28
65-74 37 36
Body mass index (%)
<20 4 5
20-23 50 53
>25 46 42
Current smokers (% of to1al) 18 17
Demographics
Economically active (%) 55 52
Exbnicirty (%)
White 87 83
Black 5 4
Asian 4 3
Other 4 5
Fducation (%)
Degreeiteaching 2R 3
A level 12 12
O leveVGCSE 1 15
Orther 9 13
Noae 36 32
Physical activity leve] group (%)
Sedentary 55 51
Low intermediate 42 15
High intcrmediate 3 4
Active 0 0
Juble 3 Mean ber of oc of physical in the four wecks before follow up
95% Confidence
Inrervention  Contral Differance interval
Moderate physical activity 5.09 3.64 1.45 1.03101.74
Vignrous physical activity 0.86 0.78 0.08 0.011t00.30
All episodes 5.95 443 1.32 1.14tw0 1.95
RANDOMISATION

There were 363 subjects randomised to receive
an invitation for a consultation with an exercise
development officer (the intervention group)
and 351 subjccts randomiscd to receive an
information pack on leisure centre facilities in
the post (the control group). Table 2 gives
details on baseline characteristics of the
intervention and control groups, and shows
that the groups were broadly similar, with no
significant differences.

LUPTAKE OF THE INTERVENTION EXBRCISE
PROGRAMME

Of the 363 subjects randomised to the
intervention group, only 126 (35%) attended
the first consultation with the exercise develop-
ment officer. Ninety one subjects (25%)
returned for the second consultation at the end
of the 10 week exercise programme.

PHYSICAL ACTIVITY LEVELS AT FOLLOW UP

Table 3 shows the mean number of occasions
of physical activity in the previous four weeks
reported by the intervention and control
groups at cight months follow up. It*must be

Steverns, Hillsdon, Thorogoed, et al

Shift (%)

-15 —

R T [
Sedentary Low High
intermediate intermediate

IO
Active

Figure 2 Change in the proportion of subjects in cach
physical activity level group, relative ro the conwrol, between
baseline and aight month followo up, with 93" confidence
intervuls.

noted that all measures of physical acovity are
self reported and as such must be open to the
usual levels of scrutiny. Both moderate and
total occasions of physical activity were signifi-
cantly greater in the intervention group. Vigor-
ous activity was also higher in the intervention
group but did not reach significance.

Table 4 shows leisure centre usage and toral
physical activity in subjects classified as seden-
tary and low intermediate at baseline (no high
intermediate subjects completed all parts of the
tnal). Subjects who were more active at
baseline were more likely 10 have used thc
leisure centre at some time during the {our
weeks before the first cansultation while hoth
groups increased their usage during the cight
months. Table 4 also shows that at follow up
both groups wcre cxercising away from the lei-
sure centre at least as often as they were
exercising at it.

Figure 2 shows the percentage change in
activity categories at eight months in both
intcrvention and control subjects. There is a
reduction in the number of subjects in the low-
€SI [wo activity categories and an increase in
the highest two categorics in the intervention
group, with similar but smaller changes in the
control group. Figurc 3 shows the eight month
activity level of subjects by their baseline level
of physical activity. Subjects not available at
follow up (n = 163) were assumed not 1o have
changed. Overall, 79 subjects moved into a
higher level of physical activity with only 17
moving down. The biggest changes were from
sedentary to low intermediate (14%) and low
mtermediate to high intermediate (14%). Few
subjects moved into the active group.

COSTS
Recruitment costs were calculated using a top
down approach. All resources were costed unless

Tabic 4  Lcisure contre usage and rotal activiry by baseline level of physical activiry in inter subjects complering all
stages of the study
Percemage of Percemage of Mean wecasions
paziencs reporting  Meun nomber of patierss reparting Mean mumber of of physicul
wstng a levsure vt o leasure wsing a letsure visits to leisure aciivay in ¥
cenrre at I3t centre in 4 weeks centre at 8 monuth  centre in 4 weeks werks before
Buseline activily stains consulrarion before baseline Jollotz up befose Jollow up Jolloiz up
Sedentary (n=53) 4 2.5 16 4.1 79
Low intezmediate (n=36) 25 2.2 33 4.0 9.0
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1)
' Baseline activity
group

Bl High intermediate

$8 Low intermadiate
[ Sedentary
Il 143 || 147
28
Inter- Control Inter- Control Inter- Control Inter- Control
vention vention vantion vantion
Sedentary Low intermedigte  High intermediate Active

Follow up actwity group

Figure 3 Number of subjects s each p}g'slcal group at follow up by bascline group
(intervention n = 363; control n = 351

Table 5 Costs of recruitment by siage

Stage 1 Stage 2 Stage 1
I dmdimmn (irvited for  (complered
as ltarion) prog )
Population 2253 363 363
Respunse 1288 126 91
Respanse rate (%) 57 35 25
Postage £985 (227 £30
Stationery £380 {145 £33
Labour*
Admininistration Y52 £224 £840
EDO — £984 £18 040
Equipment — — L4819
Toral costs £2517 £1580 £24 044

*Labuur costs include institution costs as well as wage costs;
EDQ, Exercise Development Officer.

they were deemed to be uscd for research
purposes only. For costing of the baseline
recruitment (stage 1), the costs of questionnaire
design and production, mailing, and follow up of
those people who did not reply first ime were
included. However, only one third of the cost of
processing the data from the questionnaires was
included, as about two thirds of the data were
collected for research purposes, unrelated to
carrying out the intervention.

Table 5 shows the participation and comple-
ton rates at each stage together with the costs of
each stage. Stage 1 was the recruitment stage,
mvolving the mailing, completion, and analysis
of the baseline questivnnaires, stage 2 was the
process of invitation to an exercise consultation,
and stage 3 was the intervention itself,

COST-EFFECTIVENESS

We used three measures of effectriveness in cal-
culating cost-effectiveness. Firstly,"'we consid-
ered the cost of inducing one sedentary person
to undertake more physical activity, the main
intended outcome of the trial. This is measured
by the net decrease in the proportion of seden-
tary people after the intervention net of the
same decrease seen in the control group and
gives a cost per person of £623. Secondly, we
considered the cost of moving someone who is
active, but below the minimum required level,
to that minimum level, This is calculated as the

Page 5 of 7
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Table 6 Cost-effecn of the vuer

Reducnonm  Incrvase in no Movemens mw
o of sedentary of people aho :g:ﬂk“fﬂl

people are acnve wal actroity
Total cost £24 043 L£24 043 £24 043
Gromshift (%) 112 58 21
Ne shift (%) 10.6 27 20
People equivalent* 38 10 73
Cost per person £623 {2498 £327

*n=363.

proportionate increase net of the control group
for the number attaining the top group
classification. This was achieved at a cost of just
under £2500 per person. Thirdly, we consid-
ered the cost of achieving any increase in an
individual’s level of physical actvity. The cost
of this was £327 for movement into a higher
activity group or less than £200 for an absolute
increase in physical activity. Table 6 gives a
summary of the results.

SENSITIVITY ANALYSIS
Table 7 shows the breakdown of medium term
fixed and variable costs for the intervention by
stage. Most costs, such as the salary of the exer-
ase development officer and the equipment,
were fixed. The main factor that would affect the
cost-cffectiveness of the intervention is the take
up rate, In this trial, there was a planned capac-
ity of up o 363 attendees in the exercise
programme, but a response of just 35%, leaving
underused resources. Because this was a rela-
dvely small scale trial, the administrative work
(posting, data entry, and appointment manage-
ment) was carricd out by the exercise develop-
ment officer. On a larger scale, this work could
be performed by a clerk at Jower cost. The
equipment costed for the project was under-
utilised, but also has a working life beyond the
duration of the trial. Most of the equipment has
a capital life of between five and 10 years and
therefore annual equivalent cost was used to
ensure a more realistic programme cost.
Scnsitivity analysis shows no sizeable change
to unit costs from the changes in definition of
capital and administration costs, but table 8
gives details of the effect on unit costs when the
stage one and two response rates are changed.
The range of testing took the stage 1 response
rate up to 74% and the stage 2 rcsponse rate up
to 68%, rates that have actually been achicved in
another continuing trial by one of us (M H).
Variation in recruitment rates had a profound
effect on unit cost. With a combination of a 74%
response rate in stage 1 and a 68% rcsponse rate
in stage 2, unit costs were less than half of that
recorded during this intervention, assuming
similar levels of adherence to the programme in
all subjects. The response rate at stage 2 had the
biggest effect on this. Recruitment strategy will
be an important aspect of the cost-effectivencss
of any exercise promotion intervention.

‘Table 7 Costs of intervention by siage

Suape 1 Srage 2 Stage 3
(idennficosi (made labla  (complerad
inactice)  for kation)
Tonal costs () 2517 1579 24 043
Fixed costs ([) 952 1208 23 698
Variabk cosis (£) 1565 n 345
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Table 8 Sensiuvity analysis and cost conseq s (0 was undertaken away from the centre. Environ-

mental efforts focused on increasing opportu-
nities for activities not requiring attendance at

Cosr per complete Cc::r per Covi per peson. Cost per

prog y person  clussified av person moved
redisced agtive up u group a leisurc centre, such as walking, may have a
Current programme 279 623 2198 327 greater impact on the prevalence of inactivity.
Response rate ot stage 1 The cost-effectiveness analysis showed the
:2;/: g: ;gg gf:: ;},g importance of the success in recruitment. A
70% 222 517 2018 273 high take up of the offcred advice enables bet-
74% 212 491 1928 260 ter management of the cxpensive resources,
“‘:5;': e rule at suage 2 236 550 2145 290 particularly the personnel, and cven a small
50% 197 460 1793 242 difference in take up rates at each stage could
:g: :;: ;g: }322 f;: have sizcable cffects on the cost of achieving
With stage | response rate at 74%, response rate at stage 2 outcomes.
40% 182 4 1652 223 We identified two arcas where a change in
Zg: :;g ;g; ll;:; :g; the organisation of the trial might have
68% 122 284 1107 150 improved response.
(1) The letter of invitation specifically men-
Discussion

This study is the largest United Kingdom
based randomised controlled trial 1o darte
evaluating physical activity promotion in pri-
mary care. It provides encouragement for the
continuing development of a primary care
based physical activity strategy.

One difference between this study and other
“Prescription for Exercise” trials reported in
the literature is that in this trial general practi-
tioners were not dircctly involved in either the
recruitment of subjects or the intervention
itself. An exercise specialist was used at both
stages. Other trials have found it difficult to
rccruit using general practitioners, because the
competing demands on the general practition-
er’s time lead to the activity intervention taking
a low priority, with low levels of recruitment
and a focus on patients at lower risk of health
problems (mainly younger women who want to
lose weight).” * If physical activity promotion is
going t make an impact on population health,
then the intervention needs to be made
gvailable and attractive 10 those with the most
health benefit to gain.’ This study also showed
a higher proportion of women attending the
first stage of the intervention. Different meth-
ods for recruiting men to such interventions
nced to be identified.

One possible method of increasing the prior-
ity of physical activity promotion is to have a
dedicated member of staff. The person used in
this study was an exercise specialist with
relevant qualifications. What remains unclear is
whether or not this level of expertise would
necessarily be required in a non-research inter-
vention. Also, this study only used one exercise
development officer and therefore it is unclear
as 1o whether any particular characteristics of
this person influenced the outcomes of the
study, limiting the generalisability of the
results. It is difficult to assess the impact of this
“therapist effect™, because of the lack of similar
wials for comparison. Future intcrventions
could be run by existing primary care staff such
as a community physiotherapist or a practice
nurse, This would involve additional training,
and its associated costs, but this may be offsct
by lower overall wage costs.

Although the proportion of subjects who
made use of the leisure centre increascd during
the course of the study, most physical activity

tioned exercise and could have been inter-
preted as being critical of the patient’s cur-
rent less than active lifestyle. A copy of the
letter is shown in the appendix. Peoplc are
usually reluctant to come to any consulta-
tion if they expect 10 be “rold oft”. The
method of invitation should be designed to
be as non-judgemental as possible. We
have experienced more succcess in recruit-
ing in another continuing tral with a more
neutral invitation Jetter.

The letter of invitation to a consultation
did not include a set consultation time. It
asked for the recipient of the letter to take
the initiative in arranging an appointment.
Again, a highcr response has been achieved
when an appointment timc is given and the
recipient is asked to cancel or rearrange it
if not convenient.

2)

Morc rescarch into optimal methods of recruit-
ing participants for all primary car¢ based
health promotion initiatives is needed.

This study has shown that it is possible to
reducc the proportion of sedentary people in
this population, but it is morc difficult to
achieve the current recommended levels af
activity. We have seen an increase in the level of
physical activity for subjects in each of the
baseline activity levels. Small gradual changes
in activity hehaviour seem to be more achiev-
able than major ones, and an increase in mod-
erate intensity physical activity has proved
easier to achieve than an increasce in vigorous
intensity activity. The lack of objective meas-
ures to corroborate self reported physical activ-
ity in this study should be considered when
interprering these findings.

Some commentators have argued that any
increase in the leve] of physical activity among
older people, especially those who are seden-
tary, will be of benefit 10 their health.* '* The
definition of positive outcomes in physical
activity interventions should be broad cnough
to include small gains in thosce at greatest risk,
rather than setting a threshold below which any
activity is seen as being of no value. We should
concentrate on changes in lifestyle that are
achievable, because a small gain for a lot of
people can represent a large gain for the health
of the pupulation.
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CONCLUSIONS

This study has shown that it is possible to
increase levels of physical activity at a moderate
intensity in men and women aged 45-74
through a primary care based intervention.
The results of the cost-effectiveness analysis
show that the recruitment process was the most
important aspect of the intervention. To
maximise cost-effectiveness it is important to
have a high take up rate. Sensitivity analysis
suggests that unit costs can be halved with a
better recruitment straregy.

We would like to thank Pat Mahoncy for the original idea, the
doctors and patients a1 both the Avenue Crescent Practice and
Southfields Medical Centre as well a3 Ealing Leisure Services
for their cooperation and assistance with this project. This trial
was supported by West London Health Promotion Agency
through o grant swarded by North Thames NHS Exccutive
Responsive Funding Prcgnmm: (RFG(13). W S,MH,and M
T are ull supported by the Heahh Gain Projecr, funded jontly
by North Thames Nils Execurive and the Health Education
Authority.

1 US Dcpartment of Health and Human Services. Physical
acivity and health: a repurt uf the Swgeon General. Adanta,
GA: US Departnent of Health and Human Services,
Centers for Disease Contro) mnd Prevention, National
Center for Chronic Discase Prevention and Health Promo-
tion, 1996,

2 Berlin JA, Colditz GA. A meia-analysis of physical activity in
the prevention of coranary heart discase. Anm ¥ Epidemniol
1990;132:639-46.

3 Allied Dunbar Natiwnal Fitncis Survey Main findings.
London: Sports Council und Heslth Education Autharity,
1992,

4 Pate RR, Prarr M, Biair SN, ef o/, Physical activity and pub-
lic health: a recommendation from the Center for Disease
Conuol and Prevention and the Amenican Colkge of
Sports Medicine, JAMA 1995;273:402-7.

5 Royal College of Generul Practitivners. Morbtdity starssacs

m  general practice: fo-mh narional srudy. 1991-1992.
London: Office of Population Censuses and Surveys, 1995.

& Blair SN. How 10 assess exercise habits and phvsical fimess.
1n: Mamaa JD Weiss SM, Herd SA, et al, eds. Behaviour
health: a handbook of health aml drscase preven-

fion. New York: W'llcy, 1984,

Commentary

241

7 Fielder H, Shorney S, Wright D. Lesson from 2 pilot srudy
on prescribing exercise. Health Educanon Journal 1995; $4:
445-452.

8 Lord 1.C, Green F. Exerdse on pi iption: does it work?
Health Educotion Journal 1995;54:453-64.

9 Naidoo B, ‘Thormgnod M, McPherson K, er al. Modelling
the effects of increased physical activity on coronary heary
disease in England and Wales. ¥ Epudemiol Communry
Health 1997,51:144-50.

10 Haskell WL. Health cnnu:qumccs nf phy:lnl actwity:
dosc resp

undersianding
Med Sai Sports Exere 1994;26: 649~60

Appendix: Invitation to meet with
exercise specialist
Dear Sir/madam,

Thank you for taking the time 1o rerurn your
Physical Activity Questionnaire. The informa-
tion has been invaluable in helping to provide a
picture of the health nceds of our local popu-
lation.

It has been well established thar physical inac-
tivity is a major factor contributing to coronary
heart disease.

I have arranged a consultation with an exer-
cise specialist for you. He will advise you on how
1o incorporate a greater degree of physical activ-
ity, helping you to maintain an active and enjoy-
able lifestyle. The consultation will look at what
kind of physical activity you would get the most
benefit from. It will take into account your per-
sunal cdircumstances and what faclities and
activities are available to you.

To fix an appointment please fill in the en-
closed card and post it in the reply paid en-
velope.

Yours sincerely

DrX

This paper shows the modest effectiveness of a prescription for exercise scheme based in primary
care. In two urban practices, 2253 paticnts were sent questionnaires, based on a response rate of
57%, and 64% were found to be sedentary. After randomisation to consultation with an exercise
development officer, eight months later 204/363 = 56% were active in the exercise prescription
group compared with 174/351 = 49% in the control group {odds ratio = 1.30; 95% confidence
intcrval = 1.27 to 1.34). While this improvement is encouraging, the fact that only 12% of the
sedentary individuals at risk actually would have benefirted from such a programme limits its
effectiveness as a useful strategy. This limited penetration of physical activity to the at risk popu-
ladon is especially important since disabled patients and those with coronary heart disease, who
would both benefit from increased physical activity, were excluded from this study.

The principal advantage of addressing physical activity in the primary care setting is to build
on the continuity of care over time that primary care practitioners provide and the ability of the
primary care provider to morivate patients at teachable moments. The strategy presented in this
report does not incorporate these aspects of primary carc. The cost analysis is revealing and
demonstrates the high cost of making people active and relatively low cost of increasing activity
levels to higher levels in those with intermediate levels of physical activity. The lessons learned
from this trial and others’ ? in primary care will in time lead to cflective physical activity coun-
selling. Ultimarely, I am confident thar a cost-effective method that utilises both physician and
health care team members and appropriate social and economic reinforcements will be found.

C BEATON
Pawtucket, Rhode Isiand

) 'l‘lu: Gn:cn Prescription Study: « andomised controlled trial of exercise prescription in general practice. Aw J Public Health (in

2 Lalf:ls Kj Long BJ, Dallis JF, &1 al. A controlled trial of p
Med 1996;25:225-33.

elling to p te the adop of physical activicy. Prov

Page 70t 7 _




From: RelaisFax To: Date: 4/30/99 Time: 14:44:53 Page 2 of 13
§ b <3

3 A Health Promotion Program: Staying Healthy
Society are sponsoring the After Fifty

s 10-12, 1990, in Washing:

ir 2000: Promoting Cancer Jeannette J. Simmons, DSc

the world will address the

1cer .control.. More thm? 30 Eglgl::elg) bl:::?%ﬂsc

media, public and patient

mtact the Sixth National Zora Travis Salisbury, EdD, MPH

Suite 500, Rockville, MD, : Edna Kane-Williams, MA
Lisa Benson, MPH

In this article, a description of how a comprehensive health promotion program for
older adults was developed, tested with a quasi-experimental study design, and then
revised to become a nationwide AARP and Red Cross program is presented. Teaching
and learning methods used in the course are described with supporting education and
behavioral theory, The course content for instructors, facilitators, and course partici-
pants is outlined. The key elements in the preparation of instructors and facilitators
are identified. Results of the implementation of the program are given.

INTRODUCTION

The fastest growing age group in the United-States is the population over 65; it
accounts for the major increase in health care expenditures. While only 25% of the
U.S. population in 1900 lived beyong 65, in 1985 approximately 70% survived age 65,
30% lived to be 80 or more, and 20% die after age 85.' Surveys of older adults report
that the major concern expressed by this group is that they will Jose their capacity for
independent living.? These factors offer the health field a rationale for developing pro-
grams that will help the older person achieve and maintain better physical and mental
health, make judicious use of the health and social systems, and maintain capacity far
independent living.

Support for the Health Promotion for Qlder Americans project was provided in part by a grant
from the W. K. Kellogg Foundation to Dartmouth College,
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In response to this opportunity and challenge, the Dartmouth Institute for Better
Health joined with the American Association of Retired Persons (AARP) and the
American Red Cross (Red Cross) in 1985 to develop the Health Promotion for Older
Americans (HPOA) program. The collaborative effort was designed to develop, deliver,
and evaluate an educational course to socially active, relatively healthy older adults on
a nationwide basis in a cost-effective manner. The overview presented in this article
focuses on the implementation of a community course, Staying Healthy After Fifty
(SHAF), during the demonstration period 1985-1987, Articles appearing in this issue
of the Health Education Quarterly®™® detail how various aspects of the Health Promo-.
tion for Older Americans program were planned, implemented, and evaluated,

ORIGINS

The predecessor to SHAF was the Self-Care for Senior Citizens (SCSC) program
developed in the late 1970s by the Department of Community and Family Medicine,
Dartmouth Medical School. 1t started as part of the self-care movement in the sev-
enties.”"®

The first Director of the Natjonal Institute on Aging, Dr. Robert Butler, saw the
self-care, self-help development as the convergence of the consumer movement in
general, and demands for improved health care in particular. He described the self-care,
self-help development as having enormous possibilities and urged that the older popu-
lation be a part of this new experiment in self-sufficiency. He pointed to a need 1o
answer philosophical and policy questions and to undertake studies to determine how
these programs could best meet the needs of the older population and sustain their
interest.”

In response to these possibilities and needs, Dartmouth developed a self-care course
for older persons. The Dartmouth program, Self-Care for Senior Citizens (SCSC),
focused on medical self-care, lifestyle enhancement, and appropriate use of health and
human services. Its goal was designed to enable older persons to maximize personal
independence and to minimize institutionalization. Similar programs developed at this
time were Wallingford Wellness '® the Healthwise Program: Growing Younger,'! Arth-
ritis Self-Management,'? and The Tenderloin Senior Outreach Project.*?

The SCSC course content and methods for program delivery evolved from forma-
tive evaluation procedures with persons over age 60 in New Hampshire and Maine. The
process was initiated with a review of the literature on self-care, risk factors associated
with chronic illnesses of the elderly, and promotion of lifestyle change. These findings
were used to create a curriculum for a 13-gession community program to be taught by
trained volunteers.

The initial curriculum was pretested with older persons at senior centers, nutrition
sites, and senior clubs in New Hampshire and Maine. Trained volunteers conducted the
13-session course and professional staff from Dartmouth served as observers through a
series of four modifications of the program before arriving at the final curriculum for
SCSC. Observers used an evaluation form with categories specific to the material cov-
ered in cach session to record their judgment of how appropriate, interesting, and
effective the content and methods were for the participants. The observers met with
team teachers of the course to evaluate the observations and determine what changes
should be made prior 1o the next group test.

ik
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The information obtajned from the pretests included identifying the vocabulary
used by this age group as they described health conditions and lifestyle actions, the
questions they had, their attitudes toward health, and health professionals and their
response to ideas presented in the sessions about managing their health and initiating
self-change behavior. Key changes made from these pretests were the sequential order-
ing of topics and the timing for introducing teaching/learning methods. For example,
the participants were most responsive to starting the course with discussions on how to
manage specific acute and chronic illness problem they choose and to then focus on
skills relevant to the emergencies they face, e 8., choking and home accident preven-
tion.

The participants’ interest in lifestyle changes had to be stimulated through discus-
sions of the relevance of specific health behaviors to the management of health prob-
Jems. Small group discussions were accepted in the first session, however, participants
did not volunteer for role playing skits until the third or fourth session or whenever
they had established a comfortable and trusting relationship among themselves and
with the instructors. Many specific changes in vocabulary and different approaches to
session topics were made.

These findings are consistent with the learning theory which states that you *“start
where the people are” in presenting educational material.'* The findings are also con-
gruent with Knowles' adult education principles that adults draw on prior experi-
ence to determine the relevance of new information and to decide what actions they
will take,

Subsequent to the two years of data collection and continual refinements of the
SCSC course, a grant was ubtained to test the outcomes achieved through this program
using a quasi-experimental study design. Participants in SCSC made substantial, sta-
tistically significant gains in health knowledge, performances of selfcare skills, use of a
home treatment book,'¢ confidence in skills performance, and the belief that com-
munications with one’s personal physician had improved. The gains were sustained for
one year after participants completed the course. They made a greater number of
attempts to change health habits related to physical fitness, nutrition, weight control,
and stress management than in the control group, Detailed results of this study are
reported in the American Journal of Public Health.'"

The favorable outcomes of the study and continued interest in SCSC by agency
sponsors created interest with other groups. In response, DIBH developed and con-
ducted training workshops to prepare persons to conduct SCSC. Three workshops
trained 24 professionals and volunteers from New Hampshire, Vermont, Maine, New
York, and North Carolina,

When interest in SCSC grew beyond the resources of DIBH, a collaborative arrange-
ment was sought with a national organization that had programmatic interest in health
promotion for older adults and had the resources needed for nationwide dissemination
of the program, After exploratory discussions with several organizations, a decision
was made to work with two, the American Association of Retired Persons and the
American Red Cross. A grant to fund the collaborative efforts for three years was
obtained from The W. K. Kellogg Foundation. The proposal was approved with the
expectation that the community course developed during the Health Promotion for
Older Americans (HPOA) funded project would continue under AARP and Red Cross
sponsorship after the grant period.

The proposal identified five components as essential to a successful HPOA program,
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which included collaboration among the three organizations, preparation of persons to
deliver the consumer course, dissemination of the program to all sections of the U.S,,
and documentation of the benefits realized by consumers. This review focuses on the
result of the revision of SCSC, the Staying Healthy After Fifty (SHAF) course. Arti-
cles describing the implementation and evaluation of the other community compo-
nents appear in this issue of the Health Educational Quarterly. >

STAYING HEALTHY AFTER FIFTY COURSE

Purpose of the Program

SHAF i3 a comprehensive community health promotion program designed by
DIBH, AARP, and the Red Cross to help older adults acquire confidence necessary to
assume more direct responsibility for maintaining and improving their own health. It is
directed primarily toward older persons who are living independently, with the aim of
helping them remain self-reliant.

The specific objectives are to impart information, develop skills, change atti-
tudes, and modify health behaviors that are particular to the participants’ health
status, lifestyle, and use of the health and human service system.

Staying Healthy After Fifty Course Content

The SHAF course represents a revision of SCSC, with changes and additions that
make the content consistent with AARP and Red Cross programs, publications, and
policies. Content changes include addition of a consumer health session to cover
'AARP’s focus on health care costs and consumer rights and a Red Cross home safety
unit directed to the prevention of falls that are a major health problem for older
people. Self-assessment and observation forms were added to the participant’s work-
book as well as guidelines for performing health skills and comparing health insurance
plans.

The SHAF course consists of 11 two-hour sessions divided into three content
blucks: Health concerns and emergency situations, lifestyle, and consumer planning.
These blocks are sequentially ordered to start with the topics found to be of most con-
cem to older adults. When these topics are discussed the participants become aware of
the influence that lifestyles have on their health and related consumer actions.

The instructor’s manua] for SHAF provides the cducators with teaching objec-
tives along with the strategies that support the participatory learning. The instructors
use this resource to plan and guide their teaching efforts. An outline of the eleven
sessions is presented in Figure 1. In summary, the curriculum is designed to: assure
that the content of each session will help the participant become more responsible for
hisfher own health care; allow for maximum member participation through a variety
of educational methods in every session; include the planning of content, format and
sequence of learning activities so that the mind, the emotions and the bodily scnses
(sight, hearing, touch, smell and taste) are all involved.

A key benefit for course participants occurs when they successfully institute a
self-change plan. Guidance for this process begins with seven steps to follow when
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Figure 1. SHAF course session outline.

Session | HEALTH CARE: WHOSE RESPONSIBILITY?
Skill: Read & tharmometer
Session 2 SELECTED HEALTH SITUATIONS: HOW TO IDENTIFY AND MANAGE
Skill: First aid for choking
Session 3 MEDICATIONS; WHAT VOU NEED TO KNOW
Skill: Fill out a medicetisn record
Session 4  COMMON HEALTH PROBLEMS. CAUSES, SYMPTOMS AND
TREATMENTS
Skill: Teke » resting pulse
Session 5  COMMON HEALTH PROBLEMS. CAUSES, SYMPTOMS AND
TREATMENTS: A CONTINUATION
Skiil: Blood prassure ravigw
Session 6 LIFESTYLES: TAKING ACTION TQ PROMOTE HEALTH
Skill: Bload pressure review
Session 7  EXERCISE: GETTING FIT ANR FEELING FINE
Skill: Teke an exercise heert rate ar pulse
Session 8  NUTRITION: EATING TO STAY HEALTHY
Skill: Hutritious meal planning
Session 9  EMOTIONAL WELL-BEING: IT'S YOUR WORLD
Skill: Progressive Muscla Relaxation Technique
Session 10 CONSUMER ISSUES IN HEALTH CARE

Skill: Use the directory of Tocal human and social service
agencies

Sesslon 11 SELF-CHANGE PLAN: PLANNING A BETTER TOMORROW
Skill: Design a self-change plan

designing a self-change plan: decide on an achievable long-term goal, a realistic short-
term goal, list the benefits of achieving the goals and the barriers that could prevent
achievement, specify .esponsibilities for carrying out the plan, choose a friend to help
with achieving the goals, and revicw the plan after one month and, if needed, revise it.
This process was developed from the work of Farquhar'® and is supported by Ban-
dura's concepts on sclf-efficiency.!?

Educational Materials

The SHAF course uses a variety of teaching and learning methods and techniques
during every session. Throughout cach session, participants dfe encouraged to express
opinions, ask guestions, and make decisions and commitments rcgarding their health-
related behaviors. The methods used to foster active participation include total group
discussion, small group discussion, individual and pair participation, role-playing
and/or skits, skill practice, and exercise breaks. Material or concepts that are relatively
unfamiliar to the group are introduced in 10-15 minute presentations and supported
by an outline of the main points on a flip chart and{or chalk board.

Sessions open with participants discussing, listing, and/or analyzing their knowledge,
beliefs, and behaviors relevant to their interest and concerns about a topic. This is
often initiated through homework assignments to collcct observational information
about a problem, activity or behavior. The participants engage in structured problem-
solving tasks where they consider the effectivencss of alternate strategies and deter-
mine the appropriate solution for them. Guidelines also include how to conduct exer-
cise breaks midway through the two-hour sessions. This break alters the pace in the
learning activities.
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The educational methods and techniques used in the course are consistent with
ones specified for older adults by Knowles*® and Whitbourne's fundamentals of the
learning process.?! They correlate with Morimotu’s description of creating a context
for learning in which the individual is provided with opportunities to explore and i
make meaning out of past experiences and to consider alternative possibilities that lead
to new understanding.??

Class enroliment is limited to 15-20 participants to ensure that everyone will have
an opportunity to ask questions, offer ideas, and receive individual attention in their
skill learning. The various educational methods provide ways for the group to be
further divided so the level of intercst and ability can be appropriately distributed 5
among participants. :

Accommodations are made for persons with physical limitations to ensure that they 3
can participate at their level of ability in the skills practice and exercise breaks. Seating
arrangements are adjusted for participants who have hearing or vision loss. The desired
arrangement for the classroom to be conducive to group interaction is a circle of chairs
with arms for writing and minimal distance between instructor and participant.

Staying Healthy After Fifty Materials

The set of educational materials developed for use during the demonstration period
provided the instructors with well formulated, soundly based content that is organized
into systematic, semistructured learning experiences for participants. Materials for the
educators include: SHAF instructor’s manual, Health Planner (workbook for partici-
pants), Medical and Health Guide for People Over Fifty, SHAF course flip charts/
transparencies.

123

Instructor's Manua

Content and methods of presentation in the manual are arranged by the objectives
for the session with a suggested length of time for each activity; a list of specific ways
to prepare for the session; the materials needed and where to obtain them; and cross-
references to materials in the participants’ Health Planner and Medical and Health
Guide. The different functions of the instructor and facilitator are identified for each
session.

The Manual also includes information on the philosophy and purpose of SHAF,
characteristics of adult learners, guidelines for using the educational methods, sample
exercise breaks, and a participant course evaluation questionnaire. Instructors and
facilitators become thoroughly familiar with this manual during the Educational Team
Training.*

Health Planner**

The planner serves as the participant’s personal notebook where they enter personal
heaith data, make notes of things they want to remember from each session and decide
what they want to try to apply. The content includes: key points about a topic, forms
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for keeping a personal health history, a medication record, a daily eating pattern, and
a self-change plan. The planner also serves as a participant’s reference guide to health
maintenance activities and implementation of a self<change plan after completing the
course.

Medical and Health Guide for People Over Fifty*

This reference book provides background information on the health and medical
care topics included in SHAF. It has a section describing the causes and symptoms of
60 common medical problems of older adults that lend themselves to self-care tech-
niques.

Other Course Materials

Relevant pamphlets, booklets, and posters that can supplement the contents of
SHAF are supplied by AARP and Red Cross. Instructors and facilitators select 2ddi-
tional materials that are approprate for the participants enrolled in their SHAF
course.

Teaching Staying Healthy After Fifty

The teaching of SHAF is designed as an educational team effort by instructors and
facilitators who conduct each session jointly. They receive the same training and can
therefore exchange roles when their background and experience is relevant for the
content and/or skill activity. They work closely together to plan and structure the
session in order to create an atmosphere that encourages participants to determine
their own needs, identify a number of possible solutions, achieve their own goals, and
generally assume responsibility for their own learning process.

Responsibilities for the facilitator and instructor roles vary depending upon the
interests and abilities of the individuals. The facilitator maintains a supportive learning
environment through establishing pattems of informal communication in the opening
of cach session, assisting participants in recording relevant information in their Health
Planner, using the Medical and Health guide, practicing skills within their abilities, and
carrying out their homework assignments. The facilitator also assumes responsibility
for facility arrangements, assures that supplies and equipment are available for use at
each session -and provides administrative support as necessary. The instructor is pri-
marily responsible for conducting the teaching/learning experiences relevant for each
session topic.

Resource persons are invited to participate in sessions when the instructor decides
that hefshe needs the knowledge and skills of an expert for a topic (e-g., a local phar-
macist for the session on medications). The local Red Cross Chapter provides the skill
instructors certified to teach course content related to clinical and emergency care
skills. When a resource person is invited to coinstruct a session, the material for the
session from the instructor’s manual is provided. The instructor discusses with the
resource person the teaching style used in SHAF (participatory versus lecture) and
information about the background and interests of the course participants.
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A Perspective on Teaching Staying Healthy After Fifty

Instructors and facilitators need to be able to understand and respond appropriately
to different demographic and personal characteristics of SHAF engollees. SHAF was
designed to respond to this need through the development of a section in the instruc-
tor’s manual and in the training workshop that addresses the concepts of teaching and
learning relevant to older adults with different backgrounds of education, experience,
and culture. The material is presented to instructors and facilitators as a philosophical
orientation to teaching SHAF. The ideas discussed include an integration of concepts
developed from the works of Knowles, Foster, Polgar, Paul, and Zola,'>2¢?? Since
this perspective is dcemed a Kcy to the successful delivery of SHAF, some excerpts
from the instructor’s manual are presented below.

The SHAF program was designed with the sacially active, relatively healthy
older adult in mind. Thesc persons tend to see themsclves as responsible, inde-
pendent personalitics who are able to care for themselves, make decisions and
satisfy their own needs. They want to be treated with respect and to be per-
ceived as having the ability to make their own decisions.

Older adults come to the courst with considerable life experience behind
them, especially about their health care. They usually know what ails them
and which health services and remedies have been useful or useless for them.
Many are frustrated with the health carc system. Some have settled into
health habits that need changing since their lifestyle and resources have
changed over the years,

Older adults engage in learning largely in response to pressures they feel from
current life situations and health problems. They tend to enter the program in
a problem-centcred frame of mind. They have specific, concrete and immedi-
ate needs that usually center around medical concemns. Thus, the program be-
gins with a focus on common health problems,

Any group of participants in the program will undoubtedly include persons
with differcnt levels of formal edycation, health knowlcdge and skill, contact
with health and social service professionals, and experience with. informal
group education. In addition, the members of a group muy be from different
cultural backgrounds. These characteristics will greatly affect what the par-
ticipants know, believe, and do regarding all aspects of health and how they
relate to others, It is important to keep in mind throughout discussions in the
sussions that individuals have developed rationales (explunations) for what has
happened to them. Il health occurs in ail groups, and every society has devel-
oped ways of coping with it. The practices they develop are closely interrela-
ted with their beliefs about life and nature and with the way they cngage in
daily activities and social relationships.

The cultural belicfs and behaviors of a group or an individual do not remain
static, but rather undergo changes as interactions with other cultural groups
occur. You can learn about the health beliefs and practices of different ethnic
and religious groups from persons in the community who have worked suc-
cessfully with these groups, (¢.g. clergy, health and social service professionals,
sociologists). This background of information can alert you to the points of
view that may be given in a session and the resistance participsnts may have
to some suggestions on what to do about a health problem, for instancc, how
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to communicale with a doctor, manage interpersonal relationships, or select
a balanced diet.

The Educational Team Members should accept the right of each participant
to retain a point of view based on his/her cultural beliefs and practices, Par-
ticipants should know that the program provides information based on scien-
tific data; each person will decidc how to accept and interpret this informa-
tion. In fact, the solutions of different cultures to health problems often
reconcile with scientific answers when fully cxplored. The key is to avoid
creating conflict within an individual. Emphasis should be placed on what
actions arc acceptable rather than on what should be done. To relate effec-
tively 1o members of a group, one needs to be able to “‘put oneself in the learn-
er's shous™ —to be empathetic; that is to be socially sensitive to what others
think and feel and to use this insight as another way of looking at a problem
or its solution.??

SHAF Program Delivery

The implementation of SHAF requires community action by AARP and Red Cross
chapters that co-sponsoted the program. They are encouraged to enlist persons from
Jocal agencies who share an interest and concern in health promotion for older pcople
1o form a local sieering committee. '

This committee provides assistance recruiting and supporting instructors and facili-
tators, marketing the program to enroll course participants, managing the course logis
tics, and providing progeam ovéisight. Thie HPOA steering committee is provided guide-
lines for the development and flifictioning of the community program.

Results of Staying Healtliy After Fifty Program Implementation

A key to the delivery of SHAF was the Bi:!epi:r_d‘tion of the educational team mem-
bers. HPOA conducted 26 workshops and prepared 390 educational team members
during the project. The planning, implementation, and evaluation of educational teams
is described in a separate report in this issue of the fHealth Education Quarrerly.? In
addition, 38 persons in four workshops were trained to be instructor-trainers. These
trainers conduct training workshops for instructors and facilitators and thus make pos-
sible the expansion of SHAF 1o other communities.

During the three years of HPOA over 2,600 older adults enrolled in SHAF. A typi- '
cal SHAF enrollee was a 66-ycar-old married female with a high school education.
Most course participants (70%) were national members of the AARP. Two-thirds of
SHAF enrollees reported that they had chronic medical problems that required contin-
wing care by a physician, and one-third considered themselves to be physically limited
by a medical condition. Course participants ranged in age from 35 to 81 ycars, and had
education levels from grades 4 to 6 to a college degree or more.

A prefpostevaluation study of the impact of SHAF on participants (V= 161) was
conducted using friends or neighbors of participants (V=164) as the comparison
group.® Data for this study were obtained from 20 SHAF courses held in 16 different
communities between August and December, 1986.

In the evaluation study, the responscs from the postcourse questionnaires revealed
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that 97% of the participants indicated they were satisfied with the course and Y8%
would recommend the course to friends. The overall completion rate for the program
(attendance at a minimum of 9 of the 11 course sessions) was high, 92.5%. The per-
centage of course participants reporting the following benefits were:

s Know more how to take care of health problems 96%
® Learn more on their own about health 93%
¢ Take specific actions to keep their spirits up 87%
s Know better how to stay mentally healthy 84%
» Have a better idca of when to contact their doctor 81%
o (an communicate better with their doctor 81%
o learned new ways to save money on health care 74%
» Changed the kinds or amounts of food they eat 73%
e Get more physical exercise 65%
¢ Changed a habit they wanied to change 34%
e Started another health-related program 24%

Course participants scored significantly higher than comparison group members on
their perceived ability to perform the following health skills after completion of the
SHAF course: take temperature, blood pressure and pulse, perform first aid for chok-
ing (e.g. Heimlich maneuver), understand food labels, reduce stress level, develop writ-
ten plan to improve health, use medicalfhealth reference book, check home for safety
hazards, and frequency in using medical/health reference book.

There was also a significant between-group difference concerning health actions.
Course participants rcported a greater degree of improvement following course com-
pletion in the following areas: usc seat belt, do vigorous exercise, reduce stress level,
cat foods rich in calcium, and do stretching/strengthening exercises. Differences were
also found between the two groups regarding gains in understanding health care costs.
Course participants scored higher than friendship group members in these areas: try
to save money on health care, compare prices and services for health care items, and
compare health insurance policies.

No significant differences were found between the two groups regarding the “in-
direct effects” of participation in the SHAF course (i.c., health perceptions, health
status, and utilization of medical care). There continued to be “direct effect” differ-
ences (i.e., health skills, health actions, and health care costs) between course partici-
pants and friendship group members six months after the coursc took place. The
degree of improvement made by participants in some of these direct effect areas
decreased somewhat at the third measurement interval, but overall, the improvements
realized by participants continued for at least six months after completion of the
SHAF course,

SUMMARY

The American Association of Retired Persons and thc American Red Cross have
made a commitment to continue supporting the national dissemination of the Staying
Healthy After Fifty Program as a jointly sponsored program. Data gathered through-
out the project {rom process evaluation and the impact study were used in making
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decisions about the final content of SHAF and its implementation as an AARP and
Red Cross program. A decision was made to reduce the SHAF course from 11 to 10
two-hour sessions, which would cover the same content and be held twice per week.
This change was in response to difficuities local communities had in scheduling the
course for a six-week continuous period and in recruiting course participants. The
content was reorganized with this reduction to embody exercise concepts and skills
into each session as part of the scheduled fitness breaks.

The enrollment of older persons in an exiensive course was more difficult than
expected; however, once enrolled they become advocates for the program. The enrol-
lees suggested that difficulties in recruitment may have related to a lack of experience
older adults have with a comprehensive, participatory health program. Hence, they are
unable to envision the benefits of a 22-hour course on staying healthy. It also became
apparent that the older adults who are most likely to enroll in SHAF are those persons
who have many opportunities for social and educational activities that keep them fully
scheduled. AARP and Red Cross have developed promotional strategies to assist chap-
ters in the recruitment of SHAF participants,

The SHAF expericnce has demonstrated that a large portion of talented voluntecrs
are ready to become instructors and facilitators for SHAF. They have served in these
roles longer than the two years projected as their “life expectancy” and they are
enthusiastic about sharing their experience with others.

The impact study found that a substantial number of SHAF enrollees did acquire
the confidence necessary to assume morc direct responsibility for maintaining and
improving their own health. However, still unanswered is what effect, if any, these
added capacities will have over five years on the ability of these persons to live inde-
pendently and remain self-reliant. It is also unclear whether the gains SHAF enrollces
make in understanding health maintenance and appropriate use of health resources will
make a difference in the utilization of medical care. Long-term intensive studies in
controlled populations are needed to answer these questions.

Staying Healthy After Fifty has been demonstrated to be a positive influence on
what older people know, think, and do to maintain their health. Moreover, the pro-
gram has been shown to be adaptable to persons with varied backgrounds, It was also
successful in small rural towns as well as large urban centers. This model program has
been “packaged” into a system that enables educational teams, and educational team
trainers, to be thoroughly prepared to conduct high quality courses in a manner that
makes efficient use of local resources.
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This article describes how a successful health promotion program for older adults
was adapted and disseminated through collaboration of the American Association of
: Retired Persons, the American Red Cross, and the Dartmouth [nstitute for Better
4 Health, The details of this effort are presented in three sections: the conceptual frame-
: work used to build the collaborative relationship, the outcomes, and an analysis of
these expcricnces as they relate to the diffusion of innovations in organizations. The
problems encountered are discussed as well as the need for more time to elapse before
judging the ultimate success of the diffusion of the program.

INTRODUCTION

The gap between research findings and their application is a frequently expressed
concern in health education. The breakdown occurs with the difficulties of transiating
the content and implementation process of a field study into intervention measures

that can be adapted to the realitics of a natural setting. This article describes how a
i successful health promotion program for older adults was adapted and disseminated
nationwide. The Dartmouth Institute for Better Health (DIBH) designed and conduc-
ted a study of the effectiveness of the original program, Self-Care for Senior Citizens.!
. This program was used as a base for a collaborative effort with two national organiza-
tions to implement the program in communities throughout the United States.

Support for the Health Promotion for Older Americans project was provided in part by a grant
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+ Determine cost of local implementation
of SHAF

Figure 1. National dissemination of HPOA conceptual framework.

The national organizations enlisted by the Dartmouth Institute for Better Health
for this effort were the American Association of Retired Persons (AARP) and the
American Red Cross (Red Cross). The three organizations obtained a grant from the
W. K. Kellogg Foundation to create the Health Promotion for Older Americans pro-
gram (HPOA), with the goal of developing an ongoing distribution system to deliver
the program in a cost-effective manner.

A conceptual framework was developed that outlined the strategies needed for
organizational collaboration and program dissemination that could achieve the desired :
outcomes. The strategies embody concepts from Shelden ct al.2 on the devclopment )
and management of multiorganizational collaboration, Rogers’ “Diffusion of Innova- s
tions in Organizations,”® and Bandura’s ingredients for social diffusion and innova-
tion.* The conceptual framework is displayed in Figure 1. DIBH staff had experience
in applying these strategies at communily and regional Jevels. 5+¢

This article will describe how each of the components in the framework were imple-
mented, where difficulties werse encountered, and the outcomes of these efforts. An
analysis of how this experience relates to Rogers™ and Bandura’s concepts and to
other studies of diffusion of innovations in organizations will be presented. The terms
diffusion and dissemination are used in this article interchangeably as Rogers does in
his writing.

BUILDING COLLABORATIVE RELA TIONSHIP

Formation of the Multiorganization System .

The first box on the left side of Figure 1 lists three steps the DIBH staff undertook
to form a multiorganizational system to implement HPOA. A description on what
occurred in this development during the three-year period, 1985-1988 is presented.
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Locating Appropriate Organizations

Prior to seeking foundation funding, DIBH conducted a search for national organ-
izations that could provide the resources and competencies needed to disseminate the
Self-Care for Senior Citizens program nationwide. In 1983 the AARP and Red Cross
announced their agrecment to cooperate on health promotion services for older per-
sons. A follow-up inquiry was made by DIBH with these organizations to determine
what actions had occurred in response to this agreement. The organizations reported
they had conducted a survey in 1984 of their local units and chapters to determine the
level of knowledge and interest they had in such cooperative ventures. The survey
found a general level of awareness and interest but subsequent action was very lim-
ited.” On the basis of this information, DIBH suggested that AARP and Red Cross
consider the dissemination of the Self-Care for Senior Citizens program as a ¢ollabora
tive effort that could provide an example of a cooperative ventusre by the two organ-
izations.

Identify Each Organization's Strengths, Resources and Competencies

The strengths, resources, and competencies needed to deliver a health promotion
program nationwide in a cost-effective manner included: content expertise, resources
to train staff and volunteers, existing channels of communication from national to
community level, organizational capacity to deliver an educational program at the
local level, and the capability to continue delivering, improving, and expanding the
program at the engd of the three-year grant.

Characteristics of AARP, Red Cross, and DIBH that combined to provide a strong
foundation on which to build an efficient, effective multi-organizational system are
described below.

The American Association of Retired Persons has its national headquarters in Wash-
ington, DC with 10 regional geographic areas to coordinate planning and implementa-
tion of AARP activities. Each state has a director and several assistant directors whose
duties include serving as liaisons hetwecn the national organization and approximately
3,200 chapters and 2,400 indcpendent retired teacher units and the natibnal viganiza-
tion. Over 40,000 volunteers work on a variety of service and educational programs
such as Health Advocacy, Tax Aide, Institute for Lifelong Learning, and other con-
sumer programs.

Health Advocacy Services (HAS) is an AARP program designed to promote good
health habits among older adults and encourage effective use of the health care system.
For cxampie, to assist older adults with understanding Medicare provisions and claims
procedures, and related problems, over 700 volunteer health advocates have been
trained.

The American Red Cross is a multipurpose, nonprofit health and human service
organization with a national headquarters in Washington DC, three operations head-
quarters (regional offices), and chapters in almost 3,000 communities. Services range
from providing emergency food and shelter during disaster situations and managing
half the nations supply of voluntary donated blood, to conducting courses that help
people make informed decisions about their own health.

At the Red Cross centennial convention in 1981, the Red Cross announced a new
health services initialive and assigned privrity to collaboration with appropriate govern-
ment and voluntary agencies and private health care institutions to expand educational
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courses and services that encourage preventive health care, help individuals and fami-
lies improve their health and safety, and increase self-reliance.

The nationwide Red Cross educational system is built on a network of volunteer
instructor preparation. The national hcadquarters provides support for the develop-
ment, evaluation, and continuation of the training and materials for health programs.
Extensive chapter participation is involved in all phases of program devclopment and
implementation.

The Dartmouth Institute for Better Health (DIBH) is an organization bascd at the
Dartmouth Medical School that encompasses specialists from the fields of internal
medicine, behavioral medicine, health services research, health education, and evalui-
tion. DIBH's mission is to improve health by fostering positive lifestyles and individual
responsibility for health management. Self-care education is used to advance health
through focusing on prevention and discase management. The Institute works with
community-based health and social scrvice providers in developing, implementing,
evaluating, and marketing health promotion programs for special target groups.

The Sclf-Care for Senior Citizens (SCSC) propram was developed as a research and
demonstration program under a grant from the Administration on Aging. After com-
pletion of the research phase of this program, DIBH staff developed a training work-
shop and educational materials to prepare individuals for the delivery of the SCSC
program. The resulting success in establishing ungoing SCSC programs in communities
in New Hampshire, Maine, and North Carolina formed the basis for the HPOA pro-
posal.

In summary, the structure of AARP and Red Cross provided nationwidc geographic
coverage, content expertise, staff and volunteer lcadership at all levels in program
delivery and training. DIBH brought a proven effective consumer health promotion
program and expertise in program evaluation and cost analysis and experience in pro-
gram implementation.

Agree on Explicit Objectives and Tasks

DIBH staff held three meetings, numerous telephone calls, and exchanged three
drafts of the grant proposal with AARP and Red Cross stafl responsible for health pro-
motion programs over a nine-month period to develop explicit objectives and tasks
for the achievement of the goal. Many key decision-makers throughout these organiza-
tions were involved in formulating the final content of a proposal submitted to the
W. K. Kellogg Foundation for funding. The proposal described how each organization
would function, the outcomes to be achieved, how the specific tasks would be imple-
mented, and the way the requested funds would be distributed.

The discussions and proposal writing revisions provided the three organizations in-
sights with regard to the strengths and competencies each could bring to the project as
well as explicitly clarifying the purpose of the collaboration. Special core staff were to
be employed by cach organization to provide ovcrall direction for program implemen-
tation.

The five objectives for HPOA outlined in the proposal werc:

e to establish cooperative relutionships among AARF, Red Cross and DIBH, and
utilize appropriate organizational structure and communication channels to
disseminate HPOA,;
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* to develop and deliver training programs for staff and volunteers, preparing them
to plan and conduct the HPOA program. In the three-year period it was projec-
ted that 19 educational team workshops would be held to prepare 300 course
instructors/facilitators;

* to incorporate an ongoing training and implementation mechanism to ensure
continucd dissemination of the HPOA program at completion of the project;

» to refine measurement tools to monitor the distribution process and evaluate the
knowledge, attitudes and skills attained by program participants;

e to deliver the HPOA progrum to more than 3300 participants during the funding
period and conduct a cost analysis of different delivery patterns.

Development of Decision-Making Mechanisms

The formation of a multiorganizational system to diffuse the innovation includes
creating conditions for collaboration. Figure 1 lists three actions necessary for the

development of an effective decision-making mechanism for a collaborative relation-
ship.

Formal Structure

The proposal specified the establishment of a Health Promotion for Older Ameri-
cans (HPOA) Advisory Committee at the national level to advise the staff of DIBH,
AARP, and Red Cross on matters pertaining to their collaborative cfforts regarding
the dissemination, evaluation, and continuation of the HPOA Project. AARP and Red
Crose selected national board members and persons active in their health programs at
the national and local levels. DIBH named its medical director and a person with
national experience in the evaluation and administration of programs for older adults,
The special concerns identified for the committee were (1) facilitate effective, on-
going organizational communication; (2) advise on marketing and implementation
strategies; (3) provide counsel on program developments; (4) recommend long-range
planning strategies; (5) add special expertise to the project’s delivery, evaluation, and
continuation. '

The very different organization and management structures, goals, and policies of
the three organizations had direct effects on the management and implementation of .
the conununity program. The advisory commitice served as the forum for examining
these problems and initiating organizational actions to resolve them. For example,
they discussed policy issues that included determining criteria for selection of sites for
the program; deciding on the program name; resolving the organizational differences
on gost recovery, course fees, recruitment criteria for course instructors, and training
standards. The committee also recommended ways the national, regional, and local
communication channels would be used as well as how to cfTectively establish inter-
organizational channels. To obtain broad-hased community sponsorship of the pro-
gram, the Committee advised staff to develop community steering commitiees. These
steering committees would consist of AARP and Red Cross as sponsors with represcn-
tatives invited from other rclevant community health, social service and older-adult
organizations. Steering committees would be responsible for selection of educational
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team members to deliver the program, recruit program participants, promote the pro-
gram, and send reports on the course to the national level.

Evaluation issucs were also discussed. The evaluation plans in this proposal included
evaluation of educational team workshaps and a study for in-depth analysis of pro-
gram impact on participants in the health promotion caurse. The committee suggested
that information be gathered in selected communities where the program either
flourished or floundered. This information would be used to determine which factors
facilitate program growth and which impede it as well as identify strategies for max-
imizing program success.

Members of the advisory committee discussed the possibility of adapting course
materials for use with minority populations. They indicated this was a priority within
the two organizations and an unmet need throughout the country, If these target
populations were to be added, an evaluation of the adaptations and benefits for the
minority populations should be included. To strengthen the evaluation component of
the project, the committee recommended that DIBH submit a praposal for additional
funds. These were awarded in year two of the project.

The national advisory committee met four times during the three years of the pro-
ject, Between meetings, the committee members’ advice was sought through periodic
telephone calls and mail consultations with regard to program development and
implementation. The committee provided an excellent forum for open discussions of
differences among the three organizations and the problems encountered by HPOA
core staff. Suggestions made and actions taken by committee members to resolve these
problems within their organizations greatly contributed to a successful collaborative
effort.

Involve Organizations in Task Analysis

The decision-making mechanisms set forth in the proposal covered the initial expec-
tations of how the project implementation would be undertaken. This included the
employment of a full-time core staff person by AARP and Red Cross, part-time pro-
ject director and evaluation staff by DIBH, as well as supporting secretarial assistance
in all organizations. The roles and tasks each organization would assume to attain the
objectives of HPOA were also set forth in the proposal. Further specification of these
roles were made at the first meeting of the core staff when primary and secondary
responsibilities for tasks were designated for each organization. A great deal of shared
responsibility was required for conducting and evaluating training workshops, course
delivery, and to study the impact of the program on consumers. By the third ycar of
the project, most of the responsibilities became part of AARP’s and Red Cross’s
planned takeover of the program. '

Build Informed Decision-Making

The translation of these responsibilitics into program implementation was [acilita-
ted by HPOA core staff meetings, repular conference telephone calls, and joint pro-
gram delivery. There was open questioning and critiquing of all materials and dissemi-
nation activities. Because the mission, policies, and organizational structure differed
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markedly among the three organizations, the core staff had very diffesent perspectives
on how to pursue common objectives. However, in order to proceed with HPOA
implementation, they had to find ways to accommodate these differences. For exam-
ple, the core staff prepared six-month project status reports to describe their percep-
tions of accomplishments, expectations met, and factors that facilitate/hinder interor-
ganizational collaboration. Summaries of these were shared and provided core staff the
opportunity for reflection on how progress and problems were viewed by project col-
leagues.

The HPOA core staff in AARP and Red Cross jointly planned and implemented all
aspects of program development. They provided immediate response to questions,
concerns, and suggestions that arose in the other organization’s meetings. Flexibility
and humor smoothed some situations. Commitment to the goals by HPOA individuals
at the national and local levels in all three organizations provided the resolve to con-
tinue the program despite changes in organizational goals and priorities during the
threc-year period.

Collaboration for Program Adaptation/Delivery

Introduction of the HPOA program into AARP and Red Cross requited approval by
persons in each organization responsible for materials development and program opera-
tions. The methods by which the six program adaptation and delivery steps outlined in
the conceptual framework in Figure 1 were carried out is presented below.

Revise Course Materials

The basic course materials for conducting the HPOA community program, named
Staying Healthy After Fifty (SHAF), are the instructor Manual,® the course partici-
pants’ Health Planner,® a flip chart or transparencies, and a reference text.'® During
the first year of the project, AARP and Red Cross circulated the original SCSC materi-
als throughout the appropriate sections of their organizations to determine what
changes and sdditions were necessary to make content consistent with their other
programs, publications and policies. When there were inconsistencies in the recom-
mended changes made by AARP and Red Cross, core staff from each organization
discussed how to reconcile the differences. For example, the procedures for teaching
temperature taking, pulse and blood pressure had to be changed to conform to the .
standards set for other Red Cross programs.

To accommodate organizational interests, the revised SHAF course had a new topic
added on consumer health, which addressed AARP's focus on health care costs and
consumer tights under new health care initiatives for older adults. Red Cross added a
home safety unit that focused on a major health problem, accident prevention, primar-
ily concerning falls for older people. The number of sessions for the pilot course of
Staying Healthy After Fifty was reduced from SCSC’s 13 sessions to 11.

Added to the course participant’s Health Planner were self-assessment and observa-
tion forms and specific procedures for carrying out health skills and for comparing
health insurance plans.

The revised materials were then pretested at three sites by instructors and facilita-
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tors who were trained in the first educational team workshop. While teaching the
SHAF course, these instructors used an observation form to record course participants’
responses o the content and learning activities in each session. Core staff met with
these educational tcams to consider additional revisions.

Revision of the materials made at this time were used in the field implementation
study, however, core staff continued to collect information on the use of these materi-
als from instructors and facilitators and additional suggestions for improvement were
obtained during subsequent workshops. Educational team members completed an
after-course survey in which they rated how effective the educational materials were in
meeting the teaching/learning needs of SHAF course participants and made suggestions
for improvements. This information was discussed with selected course instructors to
determine how applicable the propuscd changes would be across communities. All of
these sources were used to further adapt SHAF prior to its incorporation at the end of
the project into the AARP/Red Cross jointly sponsored national program.

The final version of the SHAF course consists of 10 two-hour sessions. It is de-
signed to encourage older adults to adopt and practice healthy lifestyles and is directed
primarily toward older persons who are living independently, with the aim of helping
them remain self-reliant. A description of the course content is presented clsewhere in
this issue.!!

Prepare SHAF Delivery Teams

An essential component in the delivery of SHAF is the preparation of persuns who
will conduct the course in the community. The first three workshops conducted to
prepare two instructors and one facilitator as an educational team for each community
uscd the content and methodology of the initial DIBH program, Self-Care for Senior
Citizens.® The training process in these workshops was observed by national and
regional staff of AARP and Red Cross who had responsibilities for program operations
and training. The workshop content and teaching/learning methods were revised on
the basis of this feedback and the results from participants’ after-workshop surveys.

By the end of the project the length of the three-day workshop was shortened to
two or two and one half-days. The content of the workshops was reduced through a
requirement that participants obtain prior certification in the Red Cross Introduction
to Health Service Education program. The other factor affecting the length of the
workshop was that the amount of practice time scheduled varied with the number of
enrollees. Twelve or fewer could be trained In two days; 15 10 24 in two and one-half
days. The specific designation of persons as facilitators or instructors was dropped
although the roles were maintained because most of the volunteers recruited were able
to assume cither role.

The core staff from AARP, Red Cross, and DIBH served as the faculty trainers for
the first three pilot educational tcam workshops. To ensure continued dissemination
of the SHAF course at the completion of the project, the core staff had to develop a
cadre of instructor-trainers from different geographic locations who could conduct
educational team workshops.

The scquential steps taken by core staff to accomplish this objective were to:
identify persuns at workshops who exhibit the best teaching/learning skills; monitor
their performance as SHAF course instructors and as invited cofaculty at educational
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team workshops; train thesc persons in a two-day instruclor-trainer workshop; and
observe their performance as faculty when they conduct a local educational team
workshop. Additional information on the training component in HPOA is reported -
elsewhere in this issue.'?

Create an Effective Distribution Plan

The HPOA proposal did not include specific procedures for the initial selection of
communities where SHAF would be conducted. The responsibility for carrying out
this task was assigned to the AARP und Red Cross and they deveoped a series of
actions consisient with their organizational structures and communication channels.
The three major factors influencing the selection of the first demonstration site for the
HPOA project follows.

First, it was necessary to elicit interest of both AARP local leadership and Red
Cross at the community level. In a 1989 Red Cross/AARP survey, chapters in both
organizations were asked 1o indicate if they would like more information about a new
Health Promotion for Older Americans program. Thosc who responded (275) were
sent a packet of descriptive materials and an application (or consideration as a demon-
stration test site. A brief notice concerning the project was also included in the Red
Cross newsletter, Cue-In, with an invitation for interested chapters to obtain more in-
formation. This notice resulted in inquiries from 135 chapters representing both large
and small chapters from all sections of the country. The final round of consideration
was completed through telephone calls to chapters.

Second, support was obtained through consultation with management staff in each
of Red Cross’ three operations headquarters concerning the feasibility of interested
chupters becoming demonstration sites. Some interested chapters were removed from
consideration for a variety of reasons, including changes in local management, compet-
ing priorities, or insufficient resources.

Third, for AARP to match Red Cross selected sites, they consulted their 10 area
offices to determine the interest of chapters in their jurisdictions. This match was
necessary beeausc both organizations were to serve as cosponsors of HPOA in the
community.

Efforts were made to maintain geographical and size variation in the selection procs
ess. In some cases, strong areas of interest and support for one organization were not
an acceptable choice of the other, so in the final selection each organization had to
compromise. The chapters that were accepted signed a memorandum of agreement
with Red Cross, (nationad) which specified their responsibilities as demonstration
sites. This process of selecting community sites for conducting SHAF was not nsed in
the later stages of the project when HPOA had gained visibility and interest through a
variety of communication channels,

Gain Support for SHAF at All Levels

Organizational channels of AARP and Red Cross were used in the implementation
of the HPOA program at national, rcgional, and local levels during the three years of
the project. Staff and volunteers in program operations in all regions of both organiza-
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tions and in over 70 communities contributed to the development, interpretation,
and promotion of HPOA. Support of the program from AARP and Red Cross nation-
ally included staff, travel funds, materials to enhance the older adult’s learning experi-
ences, and development of promotional materials and events. Both organizations also
supplemented HPOA funds through direct contributions for overhead, staff support,
mailing of SHAF materials, publication of a promotional brochure and poster, volun-
teer travel, consultants, and training session expenses,

Each organization also made specific types of contributions. For example, AARP
funded a Black minority adaptation study; provided volunteers and staff from the
Health Advocacy Service and Lecadership Development Department for educational
workshops and promotion of SHAF; instituted a training program to prepare volun-
teers for adult learning session at workshops; presented information about SHAF in
three national AARP publications and three nationwide regional conferences.

The Red Cross translated and printed Spanish language materials; produced the ‘
instructor-trainer’s manual; convened a national advisory committee at Red Cross
headquarters to provide guidance and direction for the implementation of SHAF; and
made presentations at two national and regional Red Cross meetings. Local Red Cross
volunteers and paid staff provided leadership and logistical support for the training
workshops and local SHAF courses.

Implementation of SHAF in the Community

The ultimate success of national, regional, and statc actions to develop and imple-
ment the SHAF program depended upon the response of local communities. During
the demonstration period, a local steering committee was formed at each site to
facilitate and implement SHAF. Steering committee guidelines were developed that ‘
identified the tasks necessary for local implementation of the program. The guidelines
did not meet the needs of all steering committces on how 1o carry out their respon-
sibilities. Response to needs expressed by steering committees were made through
telephone calls, letters, and site visits by AARP and Red Cross core staff. At various
times during the project demonstration period, the guidelines werc clarified and
updated.

In the last year of the project, information was collected in six communities to
determine factors associated with more successful and less successful implementation
of HPOA during this start-up phase of the projcct. Core staff selected the six com-
munities for the study by rating all sites where the program had been in operation for
8 to 18 months. Multiple performance criteria used included the organization und
function of the steering committcc and cducational team, marketing efforts, course
enrollment and drop-out rate, scholarship funds raised, and quality assurance evalua-
tions. Two communities from both the top and bottom of these ratings were selected.
Two additional sites were chosen from the middle range of scores which would add to
the geographic coverage. The sites represented both large and small cities with popula-
tion ranging from 40,000 to almast one million, and were located in the Southwest,
Midwest, and Northeast.

External consultants not associated with any of the three sponsors were retained
to travel to the six selected sites to interview key people. Persons interviewed included
the contact persons for AARP and Red Cross, steering committee members, cduca-
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tional tcam members, and local health and aging network agency staff. The consultants
spent one and one-half to two days in cach community and interviewed a total of 90
persons.

Information was collected on how SHAF and the steering committee was perceived
and functioned, the involvement of participating organizations, support and barriers
to implementation of SHAF, and the changes that occurred over time. An attempt was
made to identify the critical decisions in planning and implementation that had either
a positive or negative effect and to identify factors of leadership that were crucial to
the successful implementation and continuvation of SHAF. Finally, the interviewers
were asked to analyze the various organizational and individual communication
processes for their impact on lacal planning and implementation.

Factors found to be related to more successful implementation included: a clear
working relationship between the sponsoring organizations, an active steering commit-
tee with the chairperson assuming a leadership role, availability of Red Cross resources
and staff, commilted involvement of the educational team members,.and targeting
specific population subgroups to rccruit participants.

Information obtained during the study was used to develop a SHAF community
implementation guide to provide tips, strategies, and suggestions to aid in future
community planning and management of the program. The SHAF Newsletter was
used to share implementation ideas, policy information among sitcs, and suggestions
for obtaining local resources. The roles and responsibilities of AARP and Red Cross
identified as essential for community implementation were spelled out in a memo-
randum of agreement developed by both organizations and issued through official
statements 1o their respective chapters.

Determine Cost of Local Implementation of SHAF

To gain specific information about the real costs of the SHAF program, how costs
vary among communitics, and what potential exists for cost recovery, a cost account-
ing study was conducted. The study was done in two phases: one in February-March
of 1987 with six sites and the other in September-October of 1987. Thirteen com-
munity sites provided complete data for the analysis.

All data were obtained by a telephone interviewer with a local person who had
agreed to collect information prior te and during a SHAF course using a data collec-
tion form sent to them by DIBH. An analysis of the data collected identified three
major costs incurred in organizing and operating 2 SHAF course at the local level
These were: personnel time to plan the course, personnel time to teach the course, and
course materials.

Table 1 shows the mean costs incurred at the local level and the revenues generated
to recover costs in organizing and operating the SHAF courses as well as the range of
costs across the sites analyzed. Data are presenied by the course and by the individual
consumer (e.g. “completer”) who successfully completed nine of the eleven sessions in
the course.

The costs for SHAF in each of the sites varied greatly. The most expensive site used
regularly-employed Red Cross Staff extensively for the above three items. The sites
that had lowest costs per course made heavy use of volunteer instructors, many of
whom were paid staff of other agencies. In addition, supplies were contributed from
local organizations.
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Table 1. Summary of SHAF Program Costs (N=13)

T ——

Average Dircect Cost Range (3)

Unit of Measurement ($) Low High 3
Expenses/Course 1,106 422 2,173
Revenue/Course? 202 30 495
Net Cost/Course 904 224 1,936
Bxpenses/Completer® 87 25 216
Net Cost/Completer 71 11 196

8 Revenue varied from $11 to $15 per enrollee; additional funds donated by local
groups.
Completeris a participant who aitends nine of eleven sessions.

The program costs in the table werc confined to direct costs buscd on resources
reported as consumed specifically for SHAF course. The time Red Cross chapter staff
spent in planning and administration activities with SHAT, their indirect costs, were
omitted. Hence the costs presented are not a rcflection of total costs. When teaching
was done as part of a Red Cross employee’s usual tasks, this time may not be consid-
ered a true cost. However this “opportunity cost” must be implicitly considered by a
local chapter when it sets priorities among different programs it chooses to offer.

The information collected in the Cost Study identified at least four ways to effec-
tively reduce the cost of offering the SHAF course. Volunteers could be used as facili-
tators and instructors and regular paid staff who are not working at capacity could be
used to coordinate, facilitate, and instruct. Collaborative agreements with other com-
munity organizations who agree to teach and/or provide funding support under the
auspices of AARP and Red Cross could be devcloped, and private or community
sources of financial support for the course in general, or for specific items such as
teaching materials or un instructor could be identified.

Several of the respondents suggested enlisting other community agencies in the
delivery of SHAF as a viable method to reduce the cost of offering the program as well
as strengthening tics in the community. This community agency could agree to have its
stafl trained to bc SHAF instructors (e.g. hospitals, HMOs, nutrition sites) and assign
them to conduct community SHAF courses. All SHAF instructors represent their own
organization as well as AARP and Red Cross.

Cost was only a part of a community decision to offer the SHAF course. There
were obvious henefits consistent with the mission of AARP and Red Cross. For each
local chapter there were also more subtle benefits. These included; building bridges
with other community agencics; improving visibility and image in the community;
enhancing rccruitment of volunteers; increasing organizational membership and par-
ticipation and creating a more health conscious public.

HPOA OUTCOMES

Disseminate SHAF Nationally

The original objectives for the nationwide dissemination of HPOA listed in the
grant proposal werc met or exceeded during the three-year period of funding for all
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indicators except the number of persons enrolled in SHAF courses. The geographic
dispersion of HPOA occurred in 24 states and the District of Columbia, which repre-
sented all sections of the United States. SHAF courses were conducted in over 70
communities; the projection in the proposal was 60. Twenty-six educational team
workshops were conducted (19 projected) in which 390 educational tearn members
(300 projected) were trained. Four instructor-trainer workshops were held and 38
instructor trainers (40 projected) were prepared; all had entered the program as
educational team members. [n addition, 12 persons who completed a SHAF course
were jater trained as educational team members.

The project was very successful in obtaining volunteers with exceptional abilities
for the delivery of SHAF. They were very committed to the program; less than 10%
were lost; these were due o illness of family members, death, employment changes,
and 2 move to another community. The strategy of developing growth from within
was realized through the preparation of SHAF instructors as instructor-trainers who
were located in all areas of the country, and older adults who took the course and
volunteered to become prepared as SHAF instructors,

The number of consumers completing a SHAF coursc was less than projected in
the original grant proposal (2640 vs. 3300). A major factor was a delay of six months
in training educational teams due to time spent on organizational and program adapta-
tion tasks. Other factors associated with the unattained consumer goal were identified
as the need for better guidelines for the local steering committee to function effec-
tively in marketing SHAF and time needed by a community to prepare itsell for
introducing SHAF. The time factor was associated with organization of a steering
committee and sclection of educational team members prior to a workshop date.
Advance notice of six months to a year was needed to have SHAF included In the
schedule of activities at senior centers, nutrition sites, senior clubs, and other groups.

Other communities identified local program competition in health education for
older adults as a factor affecting SHAF enrollment. In several of these instances, the
competing organization (e.g. a hospital or nutrition site) was later invited and became
involved in the dclivery of SHAF courses. These organizations reported that this
choice was made to take advantage of the benefits of a comprehensive health promo-
tion program with well-prepated instructors and materials.

Improve Participants’ Health Knowledge, Skills and Actions

Data were collected on all SHAF courses offered during the project to provide a
description of participants and the gains they reporied from their experience. A
typical SHAF enrollee was a 66 year old married fcmale with a high school education.
Most course participants (70%) were national members of the AARP. Two-thirds of
SHAF enrollees reported that they had chronic medical problems that required con-
tinuing care by a physician, and one-third considered themselves to be physically
limited by a medical condition. Course participants ranged in age from 35 to 81 years,
and had education levels from grades 4 to 6 to a college degree or mose.

The SHAF course produced some favorable outcomes for consumers that con-
tributed to AARP and Red Cross administrations’ interest in continuation of the
program. An evaluation study of the impact of SHAF participants, included elsewhere
in this issue of the Health Education Quarterly," reported that 97% rated their overall
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satisfaction with the course as excellent/very good; and 98% would recommend the
course to their friends. The overall completion rate for the program (attendance at a
minimum of nine of the eleven course sessions) was high, 92.5%. The study also
reported that participants had an increase in their perceived abilities to perform health
skills, use a medical/health reference text, and registered significant improvements in
lifestyle actions and abilities to use consumer knowledge for health cost savings.

In addition, a high proportion of the participants reported they had changed their
behavior specifically because of their participation in SHAF. For example, more than
eight out of ten indicated that SHAF helped them to take specific actions to keep
their spirits up, know better how to stay mentally healthy, communicate better with
their doctor, and have a better idea of when they should or should not contact their
doctor. In addition, over six out of ten SHAF graduates indicated that they learned
new ways to save money on health care, changed the kinds or amounts of food they
eat, and get more physical exercise.

Designate SHAF as an AARP/Red Cross National Program

The Memorandum of Agreement, which specifies how future use of SHAF will be
controlled by the three organizations, was signed by officials of AARP, Red Cross,
and DIBH. The differences in organizational structure and resources that are relevant
to the continuation of SHAF under joint sponsorship of AARP and Red Cross were
identified and formulated into policy decisions for this agreement. In addition, the
specifications of copyright requirements for the use and revision of SHAF materials
were set forth, A periodic review of program materials was set every threc calendar
years beginning in January, 1991.

Announcements about the terms of the agreement appeared through official chan-
nels of both organizations at national, regional, state, and community levels. In general
terms, both organizations agreed to promote local steering committee involvement and
support. AARP will continue to use its extensive networks with older adults to pubki-
cize the SHAF program, to attract educational team volunteers, and SHAF course
participants. AARP's Health Advocacy Services and Development Leadership Training
Department will contribute to the training of educational teams,

The management of SHAF in Jocal communities will be done through Red Cross
chapters with staff support. The community steering committees may change their
name but the involvement of multiple agencies and groups will be continued. Red
Cross will incorporate training for educational teams and instructor trainers into the
“usual program operation plans” consistent with community needs and available
resources. Meeting these standards will involve volunteers and staff at national, re-
gional, and local levels.

Adapt SHAF for Minorities

Small pretest and pilot studies were undertaken to assess the acceptability of SHAF
to older Asian-Americans, Blacks, and Hispanics when offered to them in exclusive
groups. A description of the Asian-American study appears in this issve of the Health
Education Quarterly.'* A pretest of SHAF was conducted in Tennessee with an older
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Black population, and in Texas with Hispanics using translated course materials and
bilingual instructors. On the basis of favorable response and culturally specific findings
in the preliminary studics by all three groups, the HPOA Advisory Committee recom-
mended that efforts continue throughout both AARP 2nd Red Cross to gain support
for further study on adapting SHAF programs to these groups. They pointed out that
an advocacy leadership role by the national organizations could make a valuable
contribution to overcome the Jack of program development for these populations.

Obtain Continuing Financial Support

The cost study results were presented to members of the HPOA Advisory Commit-
tee. They discussed the findings and suggested a number of ways to manage the major
community costs, which included the management costs borne by Red Cross chapters
and the expense of bringing instructor trainers to a community to prepare volunteers
as education team members. In addition to the suggestions made from the cost study
analysis results, the advisory committee offered the following idcas for covering course
costs: (1) obtain funds from local groups (e.8. AARP chapters, medical society, or
auxiliary) to pay the SHAF course fees for enrollees unable to pay and thus follow
AARP and Red Cross policies of not restricting programs only to those able to pay,
(2) use the “apprenticeship” method of preparing additional volunteers in a commun-
ity as education teams members, and (3) appoint some SHAF instructor-trainers as
AARP Health Advocacy Services coordinators to provide training programs for new
sites. Seventeen of these positions have been budgeted. Under this designation they
have their volunteer travel paid when serving in the capacity of a SHAF instructor-
trainer.

ANALYSIS OF HPOA EXPERIENCES

The strategics applied to organizational collaboration and dissemination of HPOA
through a multiorganizational system are derived from social diffusion concepts. These
include Bandura's four ingredients in the social diffusion process® and Rogers’ five
stages in the innovation process in organizations.'® In this section, an analysis is
presented on how these concepts were related to the strategies as well as the way the
HPOA experience relates to that of other reports on diffusion of innovations in organ-
izations, Bandura’s four ingredients are used as headings for the discussion.

Select Optimal Setting for Introducing Innovation

The nationwide dissernination of HPOA required organizations that had the struc-
ture, resources, and perceived need for the innovation. These elements were present
in both AARP and Red Cross. Their agreement to jointly sponsor health promotion
programs for older persons enhanced the prospects for the HPOA project. The avail-
ability of a proven effective program for this collaborative effort provided a model
with benefits visible to decision makers at all levels of their organizations. The innova-
tion could be introduced on a trial basis and modified to accommodate new o1ganiza-
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tional needs. Information gathering, conecptualizing how the organizations would
jointly conduct the project, and discussing the way the innovation would be adapted
fulfilled the agenda-setting and matching stages as set forth by Rogers in his paradigm
on the innovation process in organizations. .

Create Necessary Preconditions for Change

Provision of positive incentives and building support into the system to sustain the
changes were the two key factors that favorably influenced the organizations to
change. As described earlier in the development of the proposal, representatives of
cach organization met to determine their roles and responsibilities for all the tasks
identified in conducting the HPOA Project. All agreed that the materials would be
adapted and the implementation plans would be adjusted to the policies and proce-
durcs of the two organizations. These actions were an incentive to the joint sponsoring
of the program. The proposal also provided a mechanism to resolve differences by
involving staff at all lcvels in both organizations to tailor the innovation to their needs
and patterns of operation so HFOA would be compatible and acceptable. The program
was visualized by both organizations as contributing to existing policies and organiza-
tional poals.

The establishment of an advisory committee with policy level members who had
experience at all levels of the operation added an important element to the condition
for change unique to the multiorganizational system. The committee members were
effective in analyzing the structural and policy differences in AARP and Red Cross
and then finding ways to obtain adjustments that met the needs for disseminating
SHAF.

Thus, the main sequence of decision, actions, and events needed to introduce
HPOA into the organizations were identified. The complexity of the innovative
process in organizations as described by Rogers requircd an alteration of channels of
decisions and actions related to the innovation. Many, but not all of these, were
anticipated and mechanisms dcveloped to respond as problems arose.

Implement Demonstrably Effective Program

The events, actions, and decisions involved in putting thc innovation into use
focused on the resolution of differences in program delivery by the three organiza-
tions. DIBH had a demonstrably effective SCSC program, AARP had their consumer
advocacy program delivery system, and Red Cross had many health education and
service programs and a training system in operation. The multiorganizational system
required a delivery system that each would find acceptable. During the implementa-
tion phase, differences in policies and operations between AARP and Red Cross were
identified and had to be resolved by core staff and/or the advisory committee, Their
actions included referring the problem to policy level staff in AARP and Red Cross.
The differences included organizational policies. For example, AARP rarely charges
a fee for a program while Red Cross had recently introduced a cost recovery policy.
The resolution was that the cost of the course become a payment by SHAF partici-
pants for course materials, rather than a course fee. The criteria for certification as a
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course instructor were also different for the two organizations. A recombination of
these critcria had to be agreed upon by the administrative office responsible for train-
ing at both AARP and Red Cross.

The HPOA strategy was to persuade higher officials of AARP and Red Cross to
commit some of their resources to an innovation of demonstrated value. To accom-
plish this, the project staff trained the necessary personnel to impiement SHAF and
tested an alternative delivery system for the collaborative effort. These actions demon-
strated a feasible and cffective method in the use of combined resources and thus
provided both the guidance and incentive for change.

Evaluation feedback from field experience was used as the “objective data™ for
making changes in the preparation of persons to deliver SHAF and in providing guid-
ance for community organizations to plan, implement, and monitor the delivery. The
Impact Study,'® and an after course survey of educational teams, provided extensive
data for the revisions of SHAF, development of a2 community implementation guide
and the educational workshop training manual.

The actions described above fulfilled the redefining/restructuring and clarifying
stages in Rogers’ implementation process that are key elements in the decision to
adopt an innovation.

Disperse Innovation Through Successful Example

National, regional, and local communication channels were used to create an aware-
ness of SHAF and te gain support for its implementation. Results from education of
SHAF courses and educational team workshops showed a very high level of acceptance
and benefits. These results were shared with hoth organizations at all levels and favor-
ably influenced the adoption of HPOA.

The organizations joined the project with an agreement to revise and add to the
health promotion program as they identified barriers and constraints to their opera-
tions. The three-year project was introduced as a pilot test with expectations that in
the implementation process the program would be adapted to both organization’s
needs. Thus, us organizations they had a high degree of reciprocity in bringing their
influence to bear on the final HPOA products.

As Rogers points out, it is difficult to alter the practices of established systems,
even ones that are only marginally effective, by intemal changes alone. Those who
administer them either have a vesled interest in preserving existing arrangements or
are wary of trying ncw approaches. They may be willing to risk a demonstration trial
whereas they understandably resist large-scale changes where there is some uncertainty
about the costs and benefits.?

AARP and Red Cross issued national statements through their interorganizational
channels to notify decision-makers about the availability of SHAF as a joinily spon-
sored program. The members of local steering committees and educational teams
served as an informal exchange structure and initiated the spread of SHAF to nearby
communities. As with other inmovations, the opportunity to view an innovation
adopted by one’s peers is an effective means for diffusion. These actions relate to
Rogers’ routinizing the innovation. SHAF Jost its identity with DIBH and became a
recognized program of AARP and Red Cross.
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DISCUSSION OF OTHER STUDIES

A comparison of the community level dissemination of HPOA with one reported
by Fraquhar and Maccoby'® points up some of the HPOA weaknesses, Components
of individual self-directed change were used by these researchers to create self-sustain-
ing structures within a community for promoting health. Local organizers were trained
to take charge in the coordination and implementation of programs through the use
of existing social, occupational, and educational networks. HPOA preparation for
local organizers was limited by the expertise available through chapter staff and the
guidelines provided for steering committees. HPOA relied on written guidelines and
verbal communications with core staff to provide support for the indigenous leader-
ship. The functioning of the steering committee was recognized as the weakest link in
the implementation of SHAF. In response to this problem, the AARP and Red Cross
developed a detailed community implementation guide for community sponsors. The
guide was based on data obtained from reports of local community implementation
problems and their resolutions.

Whether this multiorganization collaborative effort will continuc to develop as an
effective channel for dissemination of SHAF cannot be judged fully and completely
for several years. The outcome will depend on how many communities currently
conducting SHAF courses continue to do so and how much additional dispersion of
the program occurs. Research on the diffusion process indicates that the decision to
continue an adoption in organizations is less certain than with individuals due toa
much more complicated innovative process.?

A study by Peltz'” examined several cooperative relationships to determine if
there were significant common factors that relate to success. He found four significant
relationships: (1) a negotiated agreement that is comprehensive but not overly restric-
tive or detailed; (2) assurance that good communications exist; (3) key administrators
and managers included in agreement negotiations; and (4) partners sought with whom
previous contact had been established. The HPOA grant proposal and the AARP and
Red Cross Memorandum of Agreement contain these factors.

Another possible influence for accepting the innovation was “the performance
gap” identified in a survey of chapters by AARP and Red Cross in which the organiza-
tions had an agreement for cooperative health promotion programs for older adults
but their chapters had taken only limited action. Organizational studies have found
that when a “performance gap” is identified, there is a strong impetus to search for
an innavation.'®

The process of involving communities in the revision of HPOA procedures and the
adaptation of SHAF through pilot testing with local instructors was viewed as hori-
zontal diffusion of innovation. This strategy of providing geographic coverage for the
spread of SHAF made it visible to “near peers.” There are several examples of how
a change fiom vertical diffusion to horizontal diffusion produced success. Two of
these examples were in the health field: The Regional Medical Program of the mid-
1960s'? and a school health education program a decade later through The National

Diffusion Network,2°

Motivations behind adoption of an intervention have been grouped into three
categories of benefits by Downs and Mohr.?' The benefits include: (1) programmatic:
increased cffcctiveness and efficiency; (2) prestige: recognition and approval that
accrue to the organization; and (3) structural: greater worker satisfaction and better
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internal relationships. The HPOA experience suggests that all three occurred during
the demonstration period. Use of programmatic evaluation data improved SHAF
operations. All three organizations received recognition at national and community
levels for their HPOA efforts. Educational team members and community resource
persons reported tremendous satisfaction with SHAF courses and the benefits of
teaching as a team member. The future spread of SHAF could be affected by whether
these benefits continue to accrue to the sponsors,

Other Influences on Diffusion of HPOA

Although the actions taken in the HPOA project included many areas of satisfac-
tion and success in disseminating SHAF, the core staff noted some factors which
create difficulties. No attempt was made to systematically study in what ways or
how much each of these items may influence the future diffusion of SHAF,

One set of factors highlight the differences between AARP and Red Cross. The two
organizations have: different histories and missions, different structure at national,
regional, and local levels, diffcrent sources of funding, (AARP is a membership fee
organization, where Red Cross depends on donations), different ratio of volunteers
to staff (AARP field organization is based on volunteers, while Red Cross is based on
both volunteers and paid staff), and different program and service priorities. The
latter differences have increased since the initiation of HPOA. Red Cross has reduced
its emphasis on health promotion and AARP has increased staff and volunteer support
for these programs.

Another set of factors relate to the past experience and preparation of project
staff that brought varied outlooks and competencies to HPOA. These undoubtedly
contributed to many areas of success, however, they also resulted in major disagree-
ments on the actions that should be taken to develop, implement, and evaluate SHAF.
The latter were usually solved through compromise or decisions were postponed untit
participant evaluation data and feedback from communities were available and became
a basis for determining the action. When the differences were related to organization
policies, the problem was taken to the advisory committee for guidance.

Time Factor

Limited time allotted for task completion throughout the grant period created
conditions in which quick decisions and actions had to be taken. Implementation plans
were delayed by the extended time both organizations needed to review the SCSC
materials and make them consist with existing policies, pracedures, and program con
tent in AARP and Red Cross. Site selection for the demonstration communities
required extensive negotiation by organizations to arrive at locations that matched
their local interests and resources. These two delays then required quick action for
communities to select educational team members in time for scheduled workshops
and to keep the enthusiasm of the team by arranging for an carly offering of the
SHAF course. The policies and procedures now established by AARP and Red Cross
provides for local community initiative in arranging for SHAF, hence the time needed
for advance planning can be controlled by the community.
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Local Staff Tumover

When Red Cross staff changed at the chapter level and AARP volunteer leadership
rofated between state and local levels, community implementation efforts suffered.
Since these changes are to be expected, some form of “institutional intelligence
recording and briefing” needs to occur at the community level, Information about
who does what and how it does or does not work could make for improved operations
over time.

A review of the stresses that occurred among the staff, led them to make several
suggestions for the development of future collaborative efforts in the project develop-
ment phase. The recommendations made were: (1) discuss the strengths of each organ-
ization and build on these with a recognition that responsibilities will differ; (2)
identify organizational policies that conflict, then agree on resolution prior to initiat-
ing the project; (3) set time lines in relation to staffing patterns and increase time
estimates by 25 percent; (4) delincate expectations at every level and provide for
effective communication of these; (5) recognize that policy support and field support
change over time and this will have an impact on the project’s plans.

SUMMARY AND CONCLUSIONS

The HPOA project was successfully established as a joint AARP and Red Cross
national program with substantial program and operational support. The SHAF pro-
gram has visibility nationwide. A cadre of well-prepared committee volunteers are
available to conduct the SHAF course. There is a group of instructor-trainers widely
distributed in all areas of the country who can conduct local educational team work-
shops to continue the implementation and geographic spread of SHAF, A community
implementation guide has been produced to provide local sponsors with specific infor-
mation to initiate and maintain an effective high quality SHAF program in cach
community.

The HPOA program was improved through evaluation of all aspects of program
development and implementation. Evaluation data were collected and analyzed for
the revision of program materials, the training workshops, delivery of SHAF and
guidance for community steering committces. Preliminary studies of how appropriate
SHAF could be with Blacks and Hispanics suggested that a receptivity for health
promotion was present. Several specific content items and changes in educational
approaches were identified. These findings need to be tested with controlled condi-
tions and larger number of participants to determine their generalizability.

The change from full-time project staff with AARP and Red Cross to the assign-
ment of the SHAF program to a regular staff activity with multiple duties will be 2
test of how successful the dissemination of SHAF will be as an ongoing AARP and
Red Cross program.

This article presented a conceptual framework to guide the strategies in build-
ing a collaborative multiorganizational structure that would successfully implement
nationwide a proven effective local health promotion program for older adults. The
specific steps taken to enlist participation, identify problems, feed back evalua-
tion resvlts, and enlist support for all the components of the collaborative and dis-
semination effort were described. An attempt has been made to supply the reader
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with details of what was done, when, how, and why. The rativnale to support these
efforts and their interpretation was identified with recognized expertise in diffusion
theory and its application. The shortcomings of the preplanning phase and community
implementation guidance were discussed.

Since the completion of the grant, the final decision for offering the course rests at
the community level Activity in the first year after the grant period included at least
five cducational team workshops conducted by instructor-trainers prepared by the
project staff. Although national SHAF slatistics arc not available, informal reports
from both organizations indicate that SHAF is an ongoing program in many of the
demonstration communities and is being introduced into new sites. In addition to
Hawaii, New Mexico is now making SHAF a part of its statewide health promotion
program.

The impetus for additional activity was slowed by a delay in publication of the
SHAF course materials. However, both organizations have contributed substantially
to the preparation of the final version of these materials. In addition, AARP increased
its level of support through Health Advocacy Services, adding travel funds for SHAF
coordinators and instructor-traincrs. Red Cross chapters have continued to provide
staff support and resources for SHAF.

What happens to SHAF in the next three to five years will be an important deter-
mination of how effective the strategies were in making this an ongoing program in
AARP and Red Cross. Monitoring of the maintenance and further dissemination of
SHAF is necessary to separate the true effects of the project from those associated
with support given during the grant period.
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