Original Report:
Recruiting and Retaining
Diverse Older Minority

Populations in Research

EVALUATION OF RECRUITMENT OF
OLDER ADULTS OF COLOR INTO A
CoMMUNITY-BASED CHRONIC DISEASE
SELF-MANAGEMENT WELLNESS PATHWAY
PrROGRAM IN LOS ANGELES COUNTY

Background: Established relationships be-
tween researchers, stakeholders and poten-
tial participants are integral for recruitment
of potential older adult participants and
Evidence-Based Programs (EBPs) for chronic
disease management have empirically been
shown to help improve health and maintain
healthy and active lives. To accelerate
recruitment in EBPs and potential future
research, we propose a Wellness Pathway
allowing for delivery within multipurpose
senior centers (MPCs) linked with medical
facilities among lower-income urban older
adults. The study aims were to: 1) assess
the effectiveness of three MPC-delivered
EBPs on disease management skills, health
outcomes, and self-efficacy; and 2) assess
the feasibility of the proposed Wellness
Pathway for lower-income urban-dwelling
older adults of color.

Methods: We administered surveys and
conducted a pre-post analysis among
participants enrolled in any 1 of 3 MPC-
based EBPs (n=53). To assess feasibility of
the pathway, we analyzed survey data and
interviews (EBP participants, MPC staff,
physicians, n=10).

Results: EBP participation was associated
with greater disease management skills
(increased time spent stretching and aerobic
activity) but not improvements in self-effica-
cy or other health outcomes. Interviews re-
vealed: 1) older adults valued EBPs and felt
the Wellness Pathway feasible; 2) staff felt

it feasible given adequate growth manage-
ment; 3) physicians felt it feasible provided
adequate medical facility integration.

Conclusion: MPC-based EBPs were associ-
ated with improvements in disease manage-
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INTRODUCTION

In the United States, chronic
disease accounts for roughly two-
thirds of all health care expendi-
tures."> Moreover, it is estimated
that 80% of older adults (aged 265
years) have at least one chronic dis-
ease,’ and 68.4% of older adults on
Medicare have two or more.”> One
approach to improving health for
patients with chronic disease is re-
cruiting older adults to participate
in Evidence-Based Programs (EBPs)
for chronic disease self-management

Catherine Sarkisian, MD, MSHS?¢

that focus on education and pro-
viding patient-centered tools to
improve self-management.*> Some
EBPs empirically demonstrate in-
creases in self-efficacy and improve-
ments in health outcomes such as
quality of life, while also providing
a cost savings by preventing hospi-
talizations.*®” The Center for Dis-
ease Control funded the Healthy
Aging Network to translate effective
healthy aging interventions, such as
EBPDs, into sustainable community-
based programs.®®!* Despite some
success, to date only a small frac-

ment skills among older adults; a proposed
Wellness Pathway shows early evidence of
feasibility and warrants further investigation.
Future efforts to implement this model of
recruiting older adults of color into EBPs
should address barriers for implementation
and sustainability. Ethn Dis. 2020;30(Suppl
2): 735-744; doi:10.18865/ed.30.52.735
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tion of older adults take advantage

1315 and under-

of these programs,
resourced and older adults of color
are less likely to have access to EBPs.®

At the same time, there is a need
to improve recruitment of an in-
creasingly diverse older adult popu-
lation into health research. To do
so, relationships must be created
between researchers and commu-
nity-based organizations and po-
tential participants,'® as well as the
establishment of trust between com-
munity members, researchers and
institutions where research is con-

...established relationships
between multi-purpose
senior centers and
health care providers
may facilitate increased
recruitment into

additional future research.

ducted.” With a goal of increasing
recruitment of older adults of color
to EBPs, we proposed a Wellness
Pathway that would link multipur-
pose senior centers (MPCs) with
nearby health clinics. MPCs have
unique access to engage older adults
given their accessibility, affordability
and familiarity but are not optimally
integrated into health care delivery
systems. Additionally, health care
providers infrequently refer their pa-
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tients to MPCs despite their unique
access to older adults. In this bi-di-
rectional model, health care provid-
ers refer their patients with chronic
disease to a MPC to participate in
an EBP; meanwhile, MPC staff can
refer their older adult clients partici-
pating in EBPs to a nearby provider.
Additionally, established relation-
ships between MPCs and health care
providers may facilitate increased
recruitment into additional future
research. The aim of our current
study was two-fold: 1) measure the
effectiveness of MPC-delivered EBPs
on disease management skills, health
outcomes, and self-efficacy; 2) assess
the feasibility of implementation
and sustainability of the proposed
Wellness
older adults of color into EBPs.

Pathway in recruiting

METHODS

Study Design

This study utilized an adapted
effectiveness-implementation hybrid
(Type 1) or mix-method research
design.'® Mix-methods research de-
signs are well-structured to measure
the effectiveness of interventions
while at the same time assessing fea-
sibility of intervention delivery.'s"
To test the effectiveness of the EBP
to improve disease management
skills, health outcomes and self-ef-
ficacy, we administered surveys and
conducted a pre-post analysis among
MPC participants (n=53) enrolled
in any 1 of 3 different MPC-based
EBPs. To assess feasibility of the pro-
posed Wellness Pathway for recruit-
ing older adults of color into EBPs,

we surveyed EBP participants and
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conducted in-person  semi-struc-
tured interviews with stakeholders
(older adult participants, MPC staff
and physicians at nearby medical
facilities, n=10) with data collec-
tion occurring during January-May
2015. The research was approved
by the UCLA Institutional Review
Board, all procedures were in ac-
cordance with the ethical standards
of the IRB and the Helsinki Decla-

ration of 1975, as revised in 2000.

Setting, Recruitment and
Intervention

St.  Barnabas Senior Services
(SBSS) is a nonprofit community-
based organization that has provided
more than 100 years of service to
older adults. SBSS is a community
focal point for senior services in one
of the most ethnically diverse com-
munities in Los Angeles, serving old-
er adults who are 35% Asian, 33%
Latino, 25% White, 6% African/
American, 1% Other. The Asian and
Latino older adult population in Los
Angeles is expected to nearly double
by 2035 and has significant racial/
ethnic differences in chronic dis-
ease prevalence. Arthritis is highest
among the older adult African Amer-
icans (45%) and Latinos have diabe-
tes at nearly double the rate (25%)
of Whites. African American (52%)
and Latino older adults (62%) are
also more likely to be hypertensive
compared with Whites and Asians.?

SBSS staff recruited older adults
to participate in the EBPs who met
the two study inclusion criteria. They
were eligible if aged =50 years and
received services from the MPC and
had either diabetes or arthritis that
corresponded with EBPs. The EBPs
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offered at the site were: a) Diabetes,
Chronic Disease Self-Managements
Program (CDSMP)*'; b) Diabetes,
Tomando Control de Su Salud, the
Spanish version of CDSMP*%; or
c) Arthritis Foundation Exercise Pro-
gram.'>* Trained and certified in-
structors (SBSS staff) led the classes.
Each EBP consisted of weekly 2-2.5-
hour group classes for a total of 6
weeks. The Chronic Disease Self-
Management Programs in English
(CDSMP), and Spanish (Zomando
Control), are a series of health educa-
tion classes designed by researchers
at Stanford University. CDSMP is
based in social cognitive theory and
addresses topics such as exercise and
activities for maintaining and im-
proving strength, flexibility and edu-
cation.?! The curriculum includes
individual goal-setting and group
problem-solving and teaches self-
management techniques to manage
fatigue, pain, isolation, nutrition,
medication management and treat-
ment evaluation. The Arthritis Foun-

1825 3lso

dation Exercise Program
incorporates social cognitive com-
ponents such as socialization games
and relaxation techniques to address
issues often faced by persons with
arthritis including pain, inactivity,
fatigue, depression, and social isola-
tion. Arthritis classes include low-
impact physical activities focused
on endurance-building, and balance
exercises to maintain or improve
mobility, build muscle strength, and
maintain functional ability. Sup-
port for the EBPs was from private
donations, foundation grants and
designated Area Agency on Aging
Funds. Each participant received

a $25 gift card for participating.

Data Collection/Measures

Aim 1: Effectiveness of the EBPs
Each participant was given a
self-administered survey prior to
the first day and at the end of the
last EBP class. English and Spanish
baseline surveys included questions
about sociodemographic character-
istics (age, sex, race, education level)
self-reported  current  health
conditions  (diabetes, depression,

asthma, COPD, heart disease, high

blood pressure, arthritis, cancer).

and

Analysis of the EBPs was com-
bined for this article because of their
similar relationship to the Wellness
Pathway, ie, the pathway was about
the EBP to improve health out-
comes, not specific features of a par-
ticular EBP. In all EBPs, disease man-
agement skills were assessed using
instruments measuring time spent
doing stretching and strengthening
exercises and aerobic exercises.” For
those participating in the CDSMP
and Zomando Control, we addition-
ally measured changes in effective
patient-physician ~ communication
strategies using the Communication
with Physicians Scale.” We explored
pre-post change in the health out-
comes via pain severity ratings. The
Stanford Patient Education Research

Center’s Pain Severity scale??*

was
used to measure pain severity or dis-
comfort in all three EBPs. Among
those participating in CDSMP and
Tomando Control, pre- and post-
changes in activities of daily living
(ADL) and instrumental activities
of daily living (IADLs)” were also
measured, while among those par-
ticipating in the Arthritis EBD, level
of activity restriction®® and falls were
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measured using previously tested in-
struments.”’ In all groups, self-effica-
cy was measured at both time-points
using the Self-Efficacy for Manag-

ing Chronic Disease 6-item scale.”

Aim 2: Wellness Pathway
Feasibility

To help inform Aim 2, we in-
cluded questions within the base-
line survey that gauge feasibility of
a proposed Wellness Pathway to fa-
cilitate recruitment of older adults
of color into EBPs. These items were
created for this study, and queried
self-reported health care utiliza-
tion, primary care receipt location
preferences, and preferred hospital.
Acceptability of referral to a Well-
ness Pathway was measured using
a previously tested instrument.”

Stakeholder Interviews

Two MPC staff serving as study
team members identified appropri-
ate staff, older adults and physicians
for the stakeholder interviews. Older
adults who participated in one of the
three EBPs (n=3) were interviewed
to assess the value of the EBP at-
tended and the acceptability to the
Wellness Pathway. Staff (n=4) and
physicians (n=3) were interviewed to
investigate the implementation and
sustainability of the Wellness Path-
way as a means for recruiting older
adults of color into EBPs. Physi-
cians were asked their overall percep-
tion of the EBP, willingness to par-
ticipate in a Wellness Pathway, and
how they might incorporate patient
referrals into their practice. Each in-
terview was approximately 1-hr in
length and each participant received
a $50 gift card for their participation.
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Data Analysis

We performed simple descrip-
tive analysis of sociodemographic
characteristics of study participants
in each of the 3 EBPs. Pre-post out-
come measures (disease manage-
ment skills, health outcomes and
self-efficacy) were pooled among all
three EBPs whenever possible (ie,
when the same instrument was used
in all 3 EBPs). Pairwise within sub-
ject t-tests were performed to detect
pre-post differences in the primary
outcome measures. A research as-
sistant specializing in qualitative re-
search conducted, transcribed and
analyzed stakeholder interviews us-
ing content analysis methods."’
The content analysis was guided «
priori by the aims of the study. Sub-

samples of participants’ transcripts
were coded independently (older
adult participants, staff, and physi-
cians) allowing for focus on the data
and themes one group at a time. The
text was then systematically clas-
sified into categories or themes.”

RESsuULTS

Of the 56 older adult participants
screened, enrolled and completed
informed consent, 53 completed
the class and the post-assessment:
21 in the Arthritis Foundation Ex-
ercise Program, 20 in CDSMP,
and 12 in Tomando Control (Table
1). Mean age for all participants
(n=53) was 74 years and 81.1%

were female. A little more than
half (50.9%) identified as Latino
or of Hispanic origin and 37.7% as
Asian; just under half had less than
a high school diploma (43.4%).

Exercise behavior, namely
stretching and aerobic exercise/activ-
ity, increased at the 6-week follow-
up compared with baseline within
participants of all three EBP groups.
Participants spent more time stretch-
ing (baseline 64.4 mins vs post: 83.8
mins). On average since baseline,
participants stretched 20 minutes
more a day (t(52)=-2.23, P=.03).
Additionally,

more time engaged in aerobic activi-

participants  spent
ty, 41-minute increase a day (¢(50)=-
2.44, P<.02). There was no change
in the disease management skill of

Table 1. Demographic and health-related characteristics of overall participants, N=53 by program type

Characteristic

Mean age + SD
Sex
Male
Female
Race/ethnicity
Latino or Hispanic origin
White
Black or African American
Asian
Native Hawaiian or Other Pacific Islander
Other
Education
Less than high school diploma
High school diploma or GED
Vocational school or some college
4-year college degree
More than 4 year (eg, graduate)
Chronic diseases
Mean count of comorbid diseases + SD

EBP Groups
Tomando Arthritis .
CDSMP Control Foundation Combined
n=20 n=12 n=21 N=53

76.1 7.7 70.1 = 8.5 742 £ 7.4 74.0x79

n % n % n % n %
6 30 4 33 - 0 10 19
14 70 8 67 21 100 43 81
15 75 12 100 - 0 27 51
1 5 - 0 - 0 1 2
1 5 - 0 - 0 1 2
1 5 - 0 19 90 20 38
1 5 - 0 1 5 2 4
1 5 - 0 1 5 2 4
12 60 7 58 4 19 23 43
2 10 1 8 2 10 5 9
3 15 3 25 3 14 9 17
2 10 1 8 9 43 12 23
1 5 - 0 3 14 4 8
1.85 = 1.23 1.58 = 1.38 1.62 = 1.12 1.70 = 1.20

SD, standard deviation.
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Table 2. Effect size and mean (standard deviation) of pre- and post-test scores for primary outcomes of interest for all three

EBP participants

Disease Management N Pre-Intervention Post-Intervention Mean difference P
Exercise behaviors
Time spent on stretching, mins 53 63.4 (59.5) 83.8 (67.5) 20.4 .03?
Time spent on aerobic activity, mins 51 111.8 (109) 153.2 (115) 41.5 .022
Communication with doctor score 32 2.9(1.4) 3.1(1.3) 2 .50
Health outcome
Pain severity score 53 47.9 (24.7) 45.9 (25.7) -2.0 .52
ADLS & IADLS 32 2.0 (3.1) 1.9 (3.2) -2 .72
Unintentional falls and restricted activities, n(%) 22 6 (27) 5 (24) 1 12
Self-efficacy
Self-efficacy score 53 7.9(1.9) 8.1(1.4) 2 .53

a. Paired t-test, P<.05.
Data are mean (SD) unless identified otherwise.

ADLS, activities of daily living; IADLS, instrumental activities of daily living.

communication with doctors. There
were also no changes in health out-
comes nor self-efficacy scores in
any of the three EBPs (Table 2).

Health care utilization survey
data revealed that 78% of partici-
pants reported having a regular pri-
mary care provider, 10.9% received
their care as needed (but without
a regular provider) from a com-
munity clinic or health center, and
5.5% received their care elsewhere.
Proximity to home (43%) was the
most frequently cited indicator for
choosing a particular primary health
provider, followed by accessibil-
ity to viable transportation (33%).

STAKEHOLDER INTERVIEWS

Analysis of the 3 groups inter-
viewed were guided a priori by Aim
2 of the study, namely feasibility of
the Wellness Pathway. Thus over-

arching themes included: benefit of
MPC-delivered EBPs, and Wellness
Pathway feasibility, implementation
and sustainability. There was strong
consensus across all stakeholders that
EBPs were beneficial. As described
below, older adults identified po-
tential barriers to the EBPs success
in the MPCs, MPC staff focused
on need for sufficient personnel and
growth management, while physi-
cians focused on need for patient
access to EBPs, and challenges of
implementation and sustainability.

EBPs for Chronic Disease
Management:

Older adult participants agreed
that the EBP was beneficial for them
and the older adult population in
general. They enjoyed and appreciat-
ed the opportunity to make healthy
eating and fitness goals a reality. The
benefits transcended physical health,
‘It helps you feel better mentally, eat-
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ing properly helps you feel better all the
way around.’ [Older Adult 1]. They
also enjoyed the social aspect of the
classes, including making friends
and having common topics to dis-
cuss. They appreciated the program
because it was offered at no cost,
which was a priority for those on a
fixed income. SBSS staff enthusiasti-
cally agreed that chronic disease self-
management was valuable and ben-
eficial for the older adult population:

Irs brilliant! ... it5 so ob-
the

piece in the continuum of

vious. ..its missing

care  for wvulnerable popu-
lations’ [SBSS  Staff 3]
All physicians welcomed com-
munity-based EBPs as a mecha-
nism for increasing access for older
adults of color to health promotion,
pointing out that an overwhelm-
ing number of their patients lacked
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Table 3. Barriers and facilitators to the Wellness Pathway

Barriers

Facilitators

MPC Staff

Physicians

Patient referral uptake

Older Adult EBP Participants

EBPs with non-older adults

Insufficient staffing capacity

Staff confidence in physician referrals
Language barriers

Cost burden

Insufficient time with patients
Transportation challenges

Referral system challenges

Low/fixed-income older adults

MPC organizational growth management

Formal referral process or ‘physician vetting system’
Linguistically appropriate EBPs

EBPs offered free of cost

EBPs available in community

EBPs available in community

Heath care provider and health care system ‘buy-in’

Patient referral and participation ‘feed-back system’ via
electronic medical records (EMR) integration

EBPs offered free of cost

EBP older adult participants (tailored for population-
specific needs)

the assistance necessary to manage
their chronic disease(s). They be-
lieved their patients benefited from
education on nutrition but also the
psycho-social benefits such as higher
levels of motivation and empower-
ment, and lower levels of isolation
and stigma. Physicians shared their
struggles regarding patient chronic
disease management, noting lan-
guage barriers as their primary chal-
lenge. Though professional inter-
preter services were available, these
were time consuming and not highly
effective. Written materials available
were linguistically appropriate, but
physicians reported that low literacy
levels and limited vision constrained
their impact among their older adult
patients. These challenges were fur-
ther exacerbated by lack of sufficient
time per patient in clinic. Physicians
reported that their hospital-based
chronic disease programs were not
highly attended due to challenges
such as lack of transportation and
cost burden. Physicians surmised
that patients viewed these classes as
“unnecessary” considering the time
and effort needed to attend. Due to
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these accessibility challenges, well-
ness center events suffered low at-
tendance rates. Physicians felt pa-
tients may be more likely to attend
EBP in the community than at the
hospital. Low attendance rates cre-
ated a cyclical effect where any
scheduled classes that might have
been attended were then cancelled,
leaving physicians with few options.

‘Our only option is really to
have them come back for a
sooner wvisit...this isnt ef-

ficient...”  [Physician 3]

Physicians understood the bene-
fits chronic disease self-management
classes could provide. All believed
that by addressing accessibility issues
with EBP offered through SBSS and
in their patient’s communities, there
may be higher levels of attendance.

Wellness Pathway Feasibility
The implementation of a bi-di-
rectional referral pathway between
health care providers and SBSS was
seen as complex but feasible. When
asked to imagine receiving a physi-
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cian referral for an EBP at an MPC,
older adults considered attending;
however, they anticipated psycho-
logical barriers associated with visit-
ing an unfamiliar location (Table 3).

“..itsanewplace, itsunfamil-
iar, its stressful and confusing
when seniors have to go some-

where new’ [Older Adult 1]

Other barriers included trans-
difficulties,

financial constraints for bus fare

portation including

or parking costs and/or limited
Alter-

natively, participants noted these

care-giver  transportation.
barriers may be alleviated if the
EBP catered to older adult needs.

They talk slower...If there
are young people [in the
EBP] there they might feel. ..
overlooked.  They need to
know they will get atten-
tion and their questions

answered’ [Older Adult 3]

The older adults interviewed indi-
cated they would consider a referral
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from the MPC to a physician; how-
ever (as reported above), most already
had primary care providers and ex-
pressed reluctance to make a change.

Staff at SBSS agreed that the
Wellness Pathway was a feasible
mechanism for improving access to
EBPs for older adults of color, and
provided a collaborative and well-
formulated plan with sufficient re-
sources was in place. In regard to
implementation and sustainability
of physician-referred older adults,
one physician noted the importance
of physician stakeholder engagement
and suggested in-services for physi-
cians to cultivate this engagement.
Meanwhile, staff focused on the
need for funding, dedicated person-
nel and management of organiza-
tional growth. In terms of referring
an older adult to a physician, direct
staff stressed the need to know if
referral was linguistically appropri-
ate and confidence in their bedside
manner. The SBSS management
staff echoed direct staff including
the recommendation for a formal
and periodically updated ‘physi-
cian vetting system’ [SBSS Staft 4].

Physicians believed that EBPs of-
fered through an MPC within the pa-
tient’s community would potentially
alleviate accessibility issues. Though
the benefits of and the need for pa-
tient access to EBPs is evident, the
implementation of a bi-directional
referral pathway between health care
providers and a MPC was seen as
complex. The physicians believed a
referral pathway with an MPC was
feasible however and shared their
thoughts on the step-by-step compo-
nents of a successful referral process.
First, educating and receiving ‘buy-

in’ from the health care provider
system would be necessary. Second,
their top priority was streamlining
the process by utilizing their exist-
ing electronic medical records sys-
tem. Finally, they stressed the need
for a ‘feed-back system,” to track
patient referral and participation.

DiscussioN

These three 3 EBPs for chronic
disease management were associated
with improvements in some disease
management skills (stretching and
aerobic activity) in pre-post analyses.
Participation in EBPs was not asso-
ciated with improvements in other
health outcomes or self-efficacy.

Improvements in exercise be-
havior as a disease management
skill
studies in Latino populations that
found that CDSMP and Tomando
Control
ity after attending EBP classes.

corroborates with previous

activ-
7.22.23

increased exercise

In contrast, communication with
physicians as a disease manage-
ment skill was not found to change.
Given the short 6-week duration
of the class, it is possible that the
participants did not have an op-
portunity or need to communi-
cate with their health care provider.

Pain measures as a health out-
come did not change after exposure
to the EBP intervention. There was
a slight though not statistically sig-
nificant decrease in scores for ADLs,
IADLs, falls and restricted activi-
ties as health outcomes in the three
EBPs. Though previous research
studies have found improvement
in such measures among chronic
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disease self-management program
evaluations, post-test often included
a longer post-test evaluation pe-
riod such as 6 months* and/or 1
year.*?! A more significant change in
health outcome measures may have
been captured with a longer test
period or with a larger sample size.

There were slight, but not sig-
nificant, increases in self-efficacy in

These three EBPs
for chronic disease
management were
associated with
improvements in some
disease management skills
(stretching and aerobic
activity) in pre-post

analyses.

participants of all three EBPs. Base-
line self-efficacy measures in all three
groups were found to be at 7.9 out
10 scale. By comparison to other
studies, participants in this study had
higher self-efficacy scores at base-
line*"*; thus we may have observed
a ceiling effect in our population
that made it more difficult to induce
improvement. Again, one possibility
is that with a longer test period or
with a larger sample size, differences
may have been captured. Further in-
vestigation is warranted as with few
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exceptions, >

this population has
historically not been studied, partic-
ularly those who are urban-dwelling.

Integration of medical, behav-
ioral and social health are becoming
increasingly needed in order to coor-
dinate care, particularly among high
risk populations.*? Linking MPCs
with health care providers offers an
opportunity for MPCs to refer their
older adult client population to lo-
cal health care providers who may
play a critical role in improving their
health. Though older adults inter-
viewed indicated they already had
primary care providers and were re-
luctant to make a change, 10.9% of
those surveyed indicated receiving
the care they needed, but without a
regular provider. Perhaps those with-
out regular primary providers might
be more inclined to follow-up on an
MPC-made physician referral. Near-
ly half indicated the importance of
location as a deciding factor, there-
fore an MPC must keep this factor in
mind, along with accessibility factors,
such as cost or language, that might
discourage older adults of color from
receiving health care at an MPC.

We found
high despite a lack of improve-

satisfaction levels

ment in health outcomes. Given
this gap between participant sat-
isfaction and realized change in
measured outcomes, it is possible
that we are not measuring the “cor-
rect” outcomes to capture the full
benefits of these programs. Future

should

stream benefits including benefits

studies consider down-

of increased socialization as well
as benefit to the MPC of increased
popularity with the community.

The Wellness Pathway appears fea-
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sible as a mechanism for increas-
ing recruitment of older adults of
color into EBPs, but future efforts
to scale up the program will need
to address several critical issues.

In terms of implementation,
the referral process for physicians
must involve physician stakehold-
er engagement as well as buy-in
from clinical health system staff, be
streamlined and ideally incorporate
a patient referral tracking mecha-
nism. Further, MPCs will require
growth management in anticipation
of an increased number EBP par-
ticipants (Table 3). Implementation
planning must also plan for poten-
tial referral uptake barriers for older
adults such as lack of transportation
and familiarity with the MPC. Ul-
timately, decreased language and
transportation barriers may help
increase attendance, but will not
be enough to successfully increase
enrollment unless older adults be-
lieve the class is of value. Efforts
must be made — perhaps by inter-
nal champions who have completed
the classes and found them valu-
able — to convince older adults of
color that the classes are worthwhile.

CONCLUSION

As the older adult population
grows increasingly diverse, there is
a need to address their health and
well-being. Given the widespread
agreement that the reach of EBDs
needs to be expanded to better serve
older adults of color, policymakers
should consider the Wellness Path-
way as a mechanism for recruiting.
Further, this referral pathway, which

Ethnicity & Disease, Volume 30, Supplement 2, 2020

links researchers, community-based
organizations, and potential par-
ticipants, may additionally facilitate
establishing relationships that may
increase access to both EBPs and re-
cruitment for future health research.
One limitation of this study was the
low number of African American
EBP participants; whether findings
would differ in a different commu-
nity is an area for future investiga-
tion. A second limitation was the
low number of participants (older
adults, staff and physicians) due
to cost limitations. Future studies
should measure potential down-
stream benefits including increased
the
MPC, such as increased popular-

socialization and benefit to

ity with the community. Finally,
bi-directional referral pathway im-
plementation should focus on acces-
sibility factors for low-income older
adults of color, MPC growth man-
agement, clinical health system buy-
in, integration of a referral system
and patient tracking mechanisms.
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