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Abstract

Background Evidence-based programs (EBPs) for older adults effectively improve health outcomes. However,
there is a limited understanding of the unique needs of service providers as they consider adopting, implementing,
and maintaining programs for older minority adults in low-income communities with limited aging services.

Methods We conducted semi-structured interviews with key informants of community-based organizations (CBOs)
to understand implementation and sustainability needs of CBOs within four racial and ethnically diverse Los Angeles
County geographic areas. We performed thematic analysis of interview transcripts.

Results Interviews were conducted with representatives from 25 senior-serving agencies providing aging-related
EBPs. CBO representatives reported implementing EBPs in 8 domains: Falls Prevention (68%), Mental Health (64%),
Caregiver Health (48%), Chronic Disease Management (48%), Diabetes Management (36%), Arthritis Management
(28%), Physical Activity (24%), and Multiple Conditions Management (8%). Themes are presented using the six
domains of the Bass and Judge framework for factors impacting successful and sustained EBP implementation. CBOs
in low-income and diverse communities described unique challenges with tailoring interventions based on local
community context (literacy, language), cultural context, and locally available resources (technology, safe community
spaces, transportation) and faced resource-intensive administrative burdens through staff turnover, data collection,
sustainable funding, and networking.

Conclusions Serving racial and ethnic communities has unique challenges that require tailored approaches

and additional resources to ensure equitable access to EBPs for all communities. We describe suggestions for enhanc-
ing the effective adoption of EBPs among service agencies in under-resourced and diverse aging communities serv-
ing populations with aging-related health disparities.
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Contributions to the literature:

+ The research conducted in Los Angeles County iden-
tified facilitators and barriers in implementing and
sustaining evidence-based practices (EBPs) for com-
munity-based organizations (CBOs) serving low-
income, diverse older adults.

+ The study highlighted the importance of adapting
EBPs to the specific needs of older adults in under-
resourced settings including language preferences,
engagement, and retention strategies, and addressing
barriers related to technology and access to health-
care services.

+ To promote health equity, institutions and policies
should encourage cultural congruence, understand-
ing, and partnerships with community organizations
as crucial factors for effective implementation of
EBPs, particularly in diverse and low-income com-
munities.

Background

Evidence-based programs (EBPs) offer proven ways to
promote health and prevent disease among older adults
based on research documenting health benefits [1].
EBPs, including chronic disease management, physi-
cal activity, and nutrition programs, have increased
self-efficacy, decreased health service utilization, and
enabled participants to adopt healthy self-management
behaviors [2]. EBPs have become prominent in aging
services due to policies and registration requiring
health prevention and promotion activities to be evi-
dence-based [3, 4]. Despite strong evidence that EBPs
can improve health outcomes, our understanding of
their use and effectiveness in diverse communities and
under-resourced settings is limited. Understanding the
unique challenges of implementing EBPs in diverse,
low-income communities, defined as those with lim-
ited aging services and a large proportion of racial and
ethnic minority aging residents with high social needs
or disproportionate poor health outcomes, is especially
essential to promoting aging health services equity
[5]. Herein, we define diverse, low-income communi-
ties as areas with a majority (more than 50% non-white
of population aged 65+) of racial and ethnic minority
aging residents with high social needs (lower median
incomes) or disproportionate poor health outcomes
(disproportionate rates of chronic disease). While

there has been a strong focus on the dissemination
and implementation of EBPs at a national level, much
remains to be learned about the delivery of aging pro-
grams at the local level, particularly among low-income
and ethnic minority communities [6, 7] who face dis-
parities in illness rates, self-rated health, and mortality
[8-10].

One challenge identified in implementing EBPs
across diverse communities is balancing cultural adap-
tations with maintaining fidelity [11]. Many EBPs were
developed, implemented, and tested in well-resourced,
well-known, university-supported settings with admin-
istrative infrastructure not found in many local, com-
munity-based organizations (CBOs) that offer EBPs
and serve minoritized or low-income groups [12, 13].
While several programs focused on mental health,
substance abuse, and children’s health have been suc-
cessfully tailored and implemented in diverse settings,
there are substantial gaps in understanding how EBPs
for older adults can be implemented in racial and eth-
nic minoritized or under-resourced communities and
the community-based organizations CBOs that admin-
ister said programs [14, 15]. Additionally, there is an
inadequate understanding of the needs of community-
based organizations (CBOs) or service providers in
these communities as they consider adopting, imple-
menting, and maintaining programs for older minor-
itized adults [16, 17].

This study was one of a series of projects selected
to enhance healthy aging in Los Angeles County [18].
Older adults comprise over 20% of Los Angeles Coun-
ty’s population, a ratio expected to increase rapidly to
nearly one in four Angelenos by 2030 [19, 20]. Racial
and ethnically diverse older adults make up over 60%
of the aging population in the county and have higher
rates and inadequate control of chronic conditions and
preventable disease [19, 20]. Community-based organi-
zations are essential in delivering EBPs to diverse older
adults living in under-resourced communities in Los
Angeles County. This study aims to understand the per-
spectives of CBO stakeholders who have implemented
EBPs for diverse older adults https://ncoa.org/evide
nce-based-programs in Los Angeles County living in
low-income communities that serve primarily racial
and ethnic minorities facing aging -related health dis-
parities. We focus our findings using Bass and Judge’s
six characteristics of EBPs which impact successful
implementation to report our findings (i.e., Community
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Table 1 Sample qualitative questions
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Select Interview Questions?

+What evidence-based programs/interventions is your organization currently implementing? (Included list selection of common aging EBPs)

+ How does your organization come to identify these interventions as evidenced-based?

«What populations (or groups) is this EBP specifically targeting or intended for?

- How do you typically evaluate your EBPs? If you could have any information that would help you determine how effective a program is, what informa-
tion would that be? How would this information be helpful to you? Why is this information important to your organization?

- Did your organization modify, adapt, or specifically tailor any of the EBPs from the original format? If so, in what ways were programs modified?

- Describe typical organizational costs related to the implementation of EBPs for older adults.

+ What factors have ultimately influenced or facilitated your organization’s decision or ability to deliver EBPs for older adults?

« Describe the challenges or barriers that your agency/organization has faced in implementing EBPs for older adults

- Are there unique issues to consider in implementing EBPs for older adults compared to EBPs for adults in general (e.g., any unique challenges/barriers,

costs, opportunities/facilitators)?

- Are there unique issues to consider in the implementation of EBPs for minority older adults in comparison to non-minority older adults (e.g., any

unique challenges/barriers, costs, opportunities/facilitators)?
+ What EBPs were offered in the past five years but are now discontinued?
+ Why were they discontinued?

« What would adopting an additional EBP for older adults in your agency/organization take?

2 Full guide available upon request

Characteristics, Intra-Organizational Characteristics,
Evidence-Based Program Characteristics, Fidelity, Staff-
ing and Training, and Marketing, Cost, and Payment
Sources) [15]. We selected this framework because
it offers important implications for the role of educa-
tion about EBPs through an organizational lens that
can be translated into actionable recommendations for
researchers [21]. In this study, we characterize the bar-
riers and facilitators to implementing EBPs to promote
healthy aging, chronic disease prevention, and manage-
ment among aging, racial and ethnic minoritized popu-
lations in Los Angeles County through the perspective
of CBOs and local providers who deliver the programs.
Based on community partner feedback, we propose
“real world” recommendations to overcome barriers to
implementing EBPs while accounting for participants’
racial and ethnic, cultural, and language diversity. We
describe suggestions for EBP researchers, funders, and
policymakers to enhance the adoption of EBPs among
CBO service agencies in under-resourced and racially
and ethnic minoritized communities.

Methods

We conducted in-depth, in-person, semi-structured
interviews from January 2015 to April 2015 with repre-
sentatives of service agencies providing programming,
training, or support for evidence-based aging programs
within four racial and ethnically diverse Los Angeles
County geographic areas. Four Los Angeles County Ser-
vice Planning Areas (SPAs)--Metro, South Los Ange-
les, East Los Angeles, and South Bay--were identified as
areas with low median incomes, disproportionate rates of

chronic disease above 50 years of age (e.g., arthritis, dia-
betes, hypertension), a substantial minority aging popu-
lation (over 50% non-white), and considered areas of high
priority for aging services in the county [20]. Individual
interviews were conducted to explore individual agency
perspectives on implementing aging EBPs for health pro-
motion, physical activity, and chronic disease manage-
ment. This study was part of a larger evaluation project
in collaboration with the county. The interview guide was
developed in conjunction with community providers and
asked explicitly about EBPs listed on the National Coun-
cil on Aging’s list of Approved Evidence-Based Health
Promotion/Disease Prevention Programs (Title IIID of
the Older Americans Act) [1]. The full interview guide
can be found in Appendix 1. Sample qualitative questions
are listed in Table 1.

Study sample

Organizations in the four target SPA areas were identi-
fied through agencies known by the Los Angeles County
Aging and Disabilities Department, the City of Los Ange-
les, and Los Angeles County Area Agencies on Aging
(AAA). As no complete list of EBP-providing CBOs was
available, during the interviews, other organizations
were identified through snowball sampling by asking
interviewees about other known community organiza-
tions offering evidence-based aging programs. Agency
recruitment ended when no new agency contacts were
provided in the SPA areas of interest. Informed consent
was obtained from all individual participants included in
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the study. This study was reviewed and approved by the
Institutional Review Board (IRB#14-001703).

Data collection

We conducted a pre-interview survey on interviewee
demographics and agency characteristics and a semi-
structured interview with participants on experiences
with EBP implementation, delivery, and sustainability.
Interview questions topics related to perspectives on the
type and location of EBPs provided; how the organiza-
tion defined and learned about EBPs, populations served,
whether and how agencies modified, adapted, or spe-
cifically tailored EBPs; unique issues to consider in the
implementation of EBPs for older adults and minority
older adults; and organizational support for, barriers to,
evaluation of, and fidelity to EBP implementation and
sustainability (See Table 1, for sample questions from the
interview guide). Three pilot interviews were conducted
with aging stakeholders to gain feedback on refining and
modifying the interview questions for CBOs, specifi-
cally, two county officials and one aging researcher. These
stakeholder pilot interviews were retained in the analy-
ses as they provided relevant policy perspectives in their
interactions with CBOs implementing EBPs. Questions
were sent to interviewees beforehand to prepare for the
interview and to gather details on the types and ranges of
EBP programs or services offered. Interviews were held
on-site at the local agency in a place (e.g., an office or
conference room) chosen by the participant, and inter-
views lasted between 45 and 90 minutes. Interviews were
recorded and transcribed. Interview notes and surveys
pre-filled by the agencies were scanned and reviewed
with the transcripts for accuracy and verification.

After preliminary data were compiled, we completed
a modified Delphi approach with interview participants
and other local AAA stakeholders to validate, refine, and
confirm themes from the interviews and establish an ini-
tial list of priorities, challenges, barriers, and implemen-
tation strategies for EBPs in diverse communities in LA
County. A teleconference was held to disseminate the
findings by reviewing the results of both the interviews
and the panel.

Data analysis

Qualitative analysis was performed on interview tran-
scripts using a critical realist and reflexive six-phase
thematic analysis approach [22-24] to consider social,
cultural, economic, structural, and political factors
within EBP implementation [25]. The analysis consisted
of one primary coder (SC) reading the transcripts
repeatedly and then iterative coding, noting reflections
in memos using Atlas.Ti. The coder did not conduct
the interviews nor have insight into non-verbal cues
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or responses from participants that may have occurred
beyond the transcripts, field notes, and Delphi-panel
meeting notes. Thus, the research team provided feed-
back on the provisional reflections, coding scheme,
coding definitions, and themes and recommended revi-
sions or clarification throughout the analysis. Final
themes were generated, revised, and defined based on
reviewing provisional themes, verifying patterns across
the data set, and checking how well candidate themes
reflected the data, field notes, and supplemental meet-
ing notes.

We organized themes that emerged into six domains
identified by Bass and Judge as important characteris-
tics in the successful implementation of EBPs through
the lens of the key informants. The themes identified are
organized using the following domains: (1) Community
characteristics, (2) Intra -organizational characteristics,
(3) evidence-based program characteristics, (4) fidel-
ity, (5) staffing and training, and (6) marketing, cost, and
payment sources [15]. We further described challenges
relevant to (a) the general aging population and those
specific to (b) racial and ethnic minoritized older adults
in under-resourced community settings.

Results

We conducted 25 in-depth, in-person, semi-structured
interviews throughout Los Angeles County focus areas
(SPAs 4, 6, 7, 8). Characteristics of these CBOs are
reported in Table 2. The CBOs implemented EBPs in 8
domains: Falls Prevention (68%), Mental Health (64%),
Caregiver Health (48%), Chronic Disease Management
(48%), Diabetes Management (36%), Arthritis Manage-
ment (28%), Physical Activity (24%), and Multiple Condi-
tions Management (8%), described in Table 2.

While many CBO participants described the value of
EBPs, for example, “It's not so much teaching them as
giving them techniques to do it for themselves” (CBO #6),
we focus our results on the challenges in implement-
ing and sustaining EBPs for Los Angeles County CBOs
serving low-income, diverse adults. Table 3 describes
barriers to implementation themes below.

(1) Community Characteristics that should be consid-
ered when implementing EBPs with older adults
refer to individual and community-level character-
istics, including social norms and values that may
influence community preferences and older adult
behaviors that are typically outside the organiza-
tion’s control [15].

(a) General older adult population: Our study
participants reported the importance of adap-
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Table 2 Characteristics of community-based organizations Table 2 (continued)

Organization Characteristics (1=25) Organization Characteristics (n=25)

Type of Organization (select all that apply) N (%) Arthritis Management (28)
Community-Based Organization 10 Physical Activity (24)
Multipurpose Social Service Organization or Senior Center 6 Multiple Chronic Conditions 2(8)
Housing / Residential (e.g., senior housing, retirement com- 4

munity)

Health Care Organization 4

Recreational Organization ) tations targeted to the needs of older adults
Government State / County / Municipal ) when developing and implementing EBPs that
Area Agency on Aging . serve this community. Important adaptations to

Number of Employees consider in older adults include addressing the
<5 4(16) needs of those with visual, hearing, or cognitive
25 10 50 20) impairment; participant level of independence;
51 16,99 3012) providing the opportunity to have flexibility in
100 t0 200 4(16) participation requirements; and consideration
5200 1040) for the emotional needs of older adults, such as
Missing 2@ losing close friends and different levels of sup-

Los Angeles County Service Provider Area (SPA) Served (check all that port systems. Participants further pointed out

apply) that interventions need to consider the mental
4-Metro 9 (36) health needs of aging populations due to the
6-South Los Angeles 6 (24) availability of issues they often face concur-
7-East Los Angeles 7(29) rently, such as social isolation, loss of loved
8-South Bay 5(25) ones, or lack of social support. These adapta-
County-wide agency 4(16) tions did not exist for many EBP programs

Annual Budget (US Dollars) implemented by the participating CBOs. As
<$1 million 3(12) one CBO representative noted, “if, for example,
$1 million to $9 million 6 (24) [the intervention is] offering something where
$10 million to $100 million 7(28) they use a visual, sometimes our clients have
~$100 million 3(12) macular degeneration or vision issues, so ... that
Missing 6 (24) is a challenge” (CBO #17).

Financial Support for Agencies (b) Racial and ethnic minoritized community serv-
General Funds 5 (20) ing organizations in under-resourced settings:
Federal, state, or county grant programs 15 (60) Key stakeholders in organizations serving low-
Time-limited grants 3(12) income and diverse populations described spe-
Insurance reimbursement 708) cific community characteristics that present
Foundation or Corporate funding 9.(36) challenges with implementing EBPs, including
Donations 11 @4 the need to increase community awareness of
Participant payments 11 44) existing EBPs, the range of population literacy
Other 708) levels, varying language preferences, and chal-

Financial Support for EBPs* lenges with engagement and retention due to
Payers (e.g., Medi-Cal or Private Insurance) 4(16) competing demands such as work or caretak-
Participant Payments 5(25) ing responsibilities. Older adults in low-income
Fedleral, state, or county grant programs 10 (40) communities may also have limited resources,
Foundation or Corporate funding 1 @4 struggling with the affordability and acces-
General Funds 3@ sibility of technology, such as mobile phones
Donations 19 and internet access. One agency pointed out

Aging-related EBPs Implemented by CBOs that “what ends up happening is they have pre-
Falls Prevention 17 (69) paid phones, or they don’t have enough credit
Caregiver Health 12 48) to open a phone l{ne, so they’re on a prepaid
Chronic Disease Management 12 48) phone ca'rd.,.we might cal{ them, and they ran
Diabetes Managerent 936) out of minutes, or they switched phones already

because they can’t afford an expensive phone”
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(CBO #19) making it difficult to follow-up
consistently with participants. Stakeholders
shared community characteristics that may
create challenges for organizations serving low-
income ethnic and racially diverse older adult
EBP participants, including limited access to
stable housing or transient populations, food
deserts limiting access to healthy food options,
park proximity, and sub-optimal neighborhood
walkability. As noted by one agency leader, “the
reality is that some [older adults], again for
safety reasons, or because of limited mobility or
transportation, or they just don’t really want to
come out of their building, they don’t come to
the centers” (CBO #16).

(2) Intra-organization characteristics refer to organiza-

tion-level barriers to delivering an EBP. Factors that
make for the successful delivery of EBPs are leader-
ship and staff buy-in, the relationship of a new EBP
program with other existing programs within the
organization, and the adoption of EBPs by organiza-
tional staff members.

(a) General older adult population: A major-
ity of CBOs implementing EBPs in our study
reported that doing so requires organiza-
tional capacity building of infrastructure for
data collection, program delivery, data entry,
and ongoing internal program management, all
of which lead to additional administrative bur-
dens on staff. CBO participants explained how
evaluations and surveys for EBPs add adminis-
trative duties, stating “there is so much copying
[of evaluations]” (CBO #11) and providing mul-
tiple reports to funders or academic program
developers. Participants suggested providing
administrative support and training to help
manage CBO volunteers and staff facilitating
EBPs, explaining, “volunteers aren’t free. We got
to screen them; somebody has to supervise them.
They don’t show up, and you've got to backfill,
and there’s no real honest conversation about
the infrastructure it takes” (CBO #11).

(b) Racial and ethnic minoritized community serv-
ing organizations in under-resourced settings:
An important issue related to leadership buy-
in raised by organizations serving diverse and
low-income communities is the lack of cultural
congruence and understanding between organ-
izational leadership and the communities they
serve. One organization noted, “I think that's
a challenge from an organizational perspective
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to be sure that our leaders are representative of
the cultures that we are serving, and also that
[leadership] folks have a good understanding of
key cultural concepts of those different cultures
we're serving” (CBO #15). Similarly, minority-
serving organizations report that EBPs work
best when there is congruence in the racial and
ethnic makeup between the staff that imple-
ments the program and the population they
serve. Lastly, participants reported that given
the history of mistrust and marginalization of
minoritized communities, EBPs may not always
recognize or value the importance of building
community partnerships, such as with faith-
based organizations or other social service
agencies, to further gain community trust and
expand outreach. This is especially helpful with
recruitment and retention.

(3) Evidence-based program characteristics are impor-

tant factors CBOs should consider when adopting
EBP programs. These include (1) compatibility with
the mission and goals of the parent organization,
(2) strength of the research findings, (3) subject
recruitment experiences in the original research,
and (4) attrition rates before study completion [15].
Finding an EBP aligning with the host organiza-
tion’s mission allows for improved capitalization
of existing organizational resources such as staff
competencies, established reputations, and com-
munity alliances [15]. It is also important to evalu-
ate the strengths of the research and consider the
consistency and significance of the benefits for dif-
ferent populations, given that anticipated outcome
benefits of the original research may not retain their
meaning or clinical significance across diverse pop-
ulations.

(a) General older adult population: CBO repre-
sentatives in our study identified specific chal-
lenges related to recruiting older adults, includ-
ing lengthy data collection instruments and the
time allotted to program sessions for the older
adult population. For example, several organi-
zation representatives mentioned that “/older
adults do not like filling out all the paperwork”
(CBO #18) and that older adults may perceive
data collection efforts as intrusive because
agencies request what they perceive to be per-
sonal information. In addition, some agen-
cies noted resistance from partnering sites in
recruitment efforts, citing, “no, there is no way
you can have my [older adults] sitting in your
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class for two hours” (CBO #16). Organizations
recommended increased transparency about
EBP outcomes, including allowing CBOs to
view their outcomes data for internal quality
improvement efforts. As one CBO stakeholder
stated, “wouldn’t it be cool if they could give us
feedback? Hey, in the last year, you did “x” num-
ber of groups, and here [is] the feedback on your
groups because we are sending all of that stuff
to them, but we don’t have any [feedback]. For
all I know, they hate one of the facilitators, and
nobody has told me” (CBO #7).

Racial and ethnic minoritized community serv-
ing organizations in under-resourced settings:
Additional considerations raised by organiza-
tions serving low-income and diverse older
adults included cultural representation in pro-
gram outreach and recruitment materials and
the development of culturally sensitive cur-
ricula. Many organizations noted the need for
language congruence, culturally specific cur-
riculum translations, and addressing social
determinants of health and barriers to partici-
pation in under-resourced community setting.
One participating CBO noted that EBPs, “have
been tested out on a very mainstream mid-
dle America population... a lot of things don’t
translate down into the community, whether it’s
cultural beliefs or stigma or even language with
the material. It just doesn’t always work” (CBO
#21). Moreover, agencies identified the need
for improved accessibility to programmatic
content through adaptations for low-literacy
populations, stating, “Not everyone is reading at
a 12%_grade reading level, so how do we make
things more accessible” (CBO #21).

(4) Fidelity refers to the original delivery and design
of the EBP. Fidelity promotes EBP effectiveness
and requires CBOs and service providers to follow
the proposed curriculum with minimal variation.
Implementation in community settings requires
explicit directions, materials, manuals, record-
keeping, and monitoring to ensure fidelity [15].

()

General older adult population: Participants in
our study described a need for ongoing support
in managing fidelity in “real-world” settings.
Participants asked for additional tools, continu-
ing training, or resources for routine fidelity
management, mainly due to the variable skills
of volunteer or paid facilitators who are new
to EBP delivery. Participants also described the
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unforeseen administrative and management
burden of ensuring fidelity. One participant
described how additional factors could influ-
ence fidelity, such as multiple training sites and
numerous facilitators, explaining, “some vol-
unteers, although they go into the training, they
may not follow the guidelines, they may not stick
with the manual. Because they're on their own
out in the community, unless I go out and super-
vise them and then I can’t do that every single
time, so how to teach them about the fidelity,
how to maintain the fidelity and how to super-
vise them, that's a challenge” (CBO #8).

Racial and ethnic minoritized community serv-
ing organizations in under-resourced settings:
CBO stakeholders described additional chal-
lenges with maintaining fidelity when work-
ing with racial and ethnically diverse older
adults in under-resourced settings, particularly
when considering how to maintain audience
understanding, the need for cultural adap-
tations, and how to provide the most com-
munity-relevant programming to residents.
Participants describe a tension between the
importance of fidelity and the need for cultural
adaptation, mainly depending on the popula-
tion served. One participant explains how one
EBP program is “so difficult to apply to every
single ethnic group because we're all different;
we're all very diverse. ...the difficult part is how
to create a program that is specifically good for
Cantonese, African American, [and] Japanese
American [populations]. I think that's impor-
tant, but it’s very difficult if we want to main-
tain fidelity” (CBO #8). Often, funder-required
outcomes require ensuring fidelity through
pre-specified participation and attendance
levels, which may present challenges in highly
burdened, low-SES communities. As one inter-
viewee further explains, “A good percentage is
not going to complete [the EBP program]... older
adults don’t tend to want to be pinned down
unless there’s some real incentive... and my expe-
rience has been, you know, I've seen statistics
other people have published and things (about
attendance), but I know ultimately the reality ...
every day I'm in the trenches” (CBO #20). Many
local organizations described the necessary
adaption of programs for cultural relevancy,
population-specific considerations, or language
translation (see theme 3), but restrictions by
funders or EBP developers on adaptations by
local CBOs may limit EBP effectiveness in cer-
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tain communities. Some participants perceived
these restrictions as a lack of trust in CBO
delivery of the EBP, “It’s great to have the evi-
dence of research around it, but at some point,
you have to trust the community to really use
their brains and their local resources to imple-
ment these types of programs because otherwise
they won't be used, and the community’s not
going to benefit” (CBO #15).

(5) Staffing and training refer to the need for hiring,
training, staffing, supporting, and supervising, from
implementation to sustainability of EBPs.

()

(b)

General older adult population: Participants
from CBOs described the high administrative
burden of managing staff, adhering to train-
ing requirements, supervision, and workforce
development, often citing the difficulty of vol-
unteer management, staff turnover, and updat-
ing training. These challenges also influenced
program sustainability.

Racial and ethnic minoritized community serv-
ing organizations in under-resourced settings:
Among CBOs in under-resourced settings
serving minoritized populations, respondents
described limited capacity to hire, maintain,
train, fund, and supervise qualified staff within
a resource-limited community organization,
especially those representing the local popu-
lation served. A participant described a need
for additional structural oversight for staffing
EBPs, saying, “The challenge is really figuring
out what's that structure and, again, because 1
don’t think it can just be done with volunteers.
There must be some structural umbrella and
support over it” (CBO #7). Another participant
describes the difficulty in finding staff or volun-
teers within the community to meet the EBP
requirements, stating, “As we move towards
insurance reimbursement, I feel like the [uni-
versity name redacted] folks are locking down
on fidelity. And now you've made it so compli-
cated that I can’t have lay leaders in charge of
this. So, okay, now I have to hire somebody to
run the program you're going to reimburse me
for, which just added cost to my system that may
not equal what you're reimbursing me for. And
that'’s the spot where we get trapped. And then,
I can'’t really then have lay leaders” (CBO #5).
Many CBO leaders emphasized the importance
of the “right” staff who are representative of the
local population to provide culturally and geo-
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graphically congruent instruction. As a partici-
pant explains, “culture is the big one. That’s the
tough one. It's more than just translating. You've
got to have the right staff’ (CBO #2).

(6) Marketing, cost, and payment sources refer to the
financing-related issues and business plans for
implementing and managing EBPs to promote sus-
tainability.

(a)

General older adult population: CBO repre-
sentatives in our study described financial bar-
riers to implementing EBPs for older adults,
including funding, so that did not include
compensation for time and financial invest-
ment in community outreach and recruitment,
the high cost of training staff, and budgets that
are affected by staff turnover or availability,
and the high cost of implementing a new EBP
with evaluation, teaching, training, and fidel-
ity requirements. As one participant explained,
“Whether you're just going out and walking the
streets for people or whether you're going door to
door or you're calling and mailing, it’s expensive
to recruit participants” (CBO #2). CBOs also
described the importance and lack of a strong
referral network and the need to increase
awareness of EBPs by health and social systems.
As one participant explained, it was important
for physicians to believe “in programs like this
and not just refer somebody but really under-
stand how this program fits into the continuum
of care... and how with the whole transforma-
tion of health care now, how programs like these
are going to be vital” (CBO #25).

Racial and ethnic minoritized community serv-
ing organizations in under-resourced settings
In particular, representatives of CBOs serving
racially and ethnically diverse populations or
those with low-income described the need for
consistent funding streams to promote uninter-
rupted program delivery, the need for diverse
representation in marketing materials, and the
desire to offer incentives to encourage partici-
pation in populations who have financial limi-
tations. They emphasized the need to recognize
that many minoritized older adults may expe-
rience mistrust in EBP participation due to the
legacy of racism in research. Structural racism
may play an important role, as participants may
reside in communities with few available social
resources, be unaware of those resources, or
have other socioeconomic, logistical, or acces-
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sibility limitations for participating in EBPs.
These factors should be considered by funders
who provide EBPs in under-resourced com-
munities serving diverse adults. With regard
to the need for consistent funding, one partici-
pant raised concerns about the requirements
community organizations would need to meet
for medical reimbursement, explaining, “while
reimbursement is great and interest from health
insurance companies is great, are we becoming
so rigid and so medicalized that were really cut-
ting these small, community-based organiza-
tions out of being able to offer it and reducing
how many classes we can offer?” (CBO #9).

Participants also described difficulty recruiting partici-
pants from communities with the most need for EBPs.
For example, they decried the lack of representation in
EBP outreach materials, stating that “all of the material,
you can see, the pictures, are very not diverse” (CBO #13).
They encouraged engaging promotional materials incor-
porating images and cultural factors representing the
community of interest. CBO stakeholders also empha-
sized the need for equitable incentives for facilitating
participation from communities with the most need for
EBPs by recognizing the financial and non-financial costs
of participation, stating, “we really want to get the people
that don’t have those resources that aren’t seeking help,
the ones that are quiet, the ones that are not coming in...
it's hard to reach that population, and it’s a public health
issue” (CBO #19). Participants explained that incentives
could include food, transportation, caregiver respite, and
reimbursement for lost wages, as many older adults in
lower SES communities remain employed because they
have limited or are not eligible for retirement benefits.

Discussion

Our findings describe barriers and facilitators to EBP
implementation facing local CBOs when working with
general older adults and diverse and low-income older
adults with unique needs and challenges. We use the Bass
and Judge framework to categorize perceived challenges
encountered by CBOs. This is one of only a few studies
examining challenges in sustaining EBP implementa-
tion from the perspective of CBOs who predominantly
serve racial and ethnic minoritized older adults in under-
resourced settings . CBOs in under-resourced communi-
ties focused on serving diverse older adults describe the
strains involved in the implementation of EBPs for pre-
dominantly racial and ethnicy minoritized older adults,
including the range of literacy levels, language prefer-
ences, and the need to account for disparities in access
to resources such as limited technology, access to safe
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community spaces, and lack of transportation. CBOs
faced the usual barriers of high staff turnover at the
organization level, administrative burden on staff asso-
ciated with data collection, and the need for collabora-
tion with other community agencies to promote program
sustainability. CBOs felt that EBPs often lacked cultural
relevance and diverse representation in their curricu-
lum. They also expressed the tension between maintain-
ing fidelity and the need to build in flexibility for cultural
adaptations. This tension is identified in other literature
as the “fidelity-adaptation dilemma” which refers to the
tradeoff between maintaining EBP fidelity and consider-
ing context appropriateness when implementing EBPs
[26]. CBOs expressed a need for sustained funding
streams, recognition, and investment in the additional
effort required to engage racial and ethnic minoritized
older adults in under-resourced settings. The conditions,
modifications, and sustainability considerations for equi-
tably implementing EBPs for racial and ethnically diverse
older adults in under-resourced communities were sig-
nificant yet under-recognized by those who developed
and funded EBPs.

Previous studies have described several challenges
experienced by CBOs in implementing EBPs among
older adults, including the ability for the program to be
adapted, [7, 27] ongoing training to ensure fidelity, [15]
lack of trained staff and high staff turnover, [28] indirect
costs associated with the implementation, management,
and sustainability of EBPs in a variety of community set-
tings (e.g., initial licensing and ongoing licensing), fund-
ing sources, staffing costs, local infrastructure, facilities
available, and organization type [15]. This study adds
to the existing literature by describing the unique chal-
lenges navigated by CBOs who serve racial and ethnic
minoritized older adults who also live in under-resourced
communities and are traditionally underrepresented
in research and EBP trials [28-32]. Key informants also
highlighted facilitators for implementing EBPs for CBOs
serving racial and ethnic minoritized communities such
as cultural representation among CBO leaders and
staff with the communities they serve, established trust
between the organization and community leading more
community engagement, and the ability to provide lan-
guage responsive, and place-based services. This study
provides translational and implementation feedback and
calls for future studies incorporating cultural tailoring,
modification, and translational flexibility.

Our results also have policy implications. Based on
feedback from agencies with experience translating EBPs
for diverse minoritized older adults in under-resourced
settings, we propose the following recommendations for
researchers, funders, and policymakers summarized in
Table 4. Recommendations promote ways in which EBP
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Table 4 Key Informant recommendations for researchers, funders, and policymakers to implement evidence based practices in

minoritized communities

Community Characteristics

- Design Interventions with a focus on equity and resource-limited settings. Develop customizable program options that minimize infrastructure

demands, focusing on solutions that utilize available resources.

- Cultural and Local Adaptations are Key. Prioritize the inclusion of culturally relevant materials and training modules and offer intervention elements
that can readilty be culturally tailored. Ensure the intervention reflects and respects the community it serves by incorporating community feedback

early and throughout the development and implementation process.

+ Champion Accessibility for All. Provide curriculum and material in multiple formats, languages, and tailored to diverse literacy levels. Allow for pro-
gram flexibility. Incentivize Equitabily to Enhance Participation. Recognize that low-income and diverse populations may face more structural barriers

to participation (i.e,, gift cards, food, insurance-based incentives, etc.).
Intra-Organizational

- Build and Leverage Existing Systems for Cross-Agency Referrals for EBP promotion and awareness (e.g., health systems, medical providers, social

service organizations serving aging populations, etc.)

- Strengthen Feedback Channels with a Commitment to Continuous Care: Establish consisten and transparent mechanism with referring providers
to enhance program recognition and ensure continuous care (e.g., patient experiences, pre/post-EBP data, etc.).

Evidence-based Program

- Adapt EBP Curriculum for Diverse Populations. Provide guidelines for how curriculum may be modified for local populations (language, literacy

level, scenarios, culturally tailored meals, etc.)

- Reflect Diversity in EBP and Outreach Efforts. incorporate diverse representation and people of color in EBP and outreach materials.

+ Acknowledge and Address Social Determinants for Program Adherence. Tailor content to be sensitive to social determinants and support resources
needed for program adherence (access to healthy food sources, prepaid phones, reliance on public transportation, access to safe spaces to exercise,

internet access, etc.)
- Provide Culturally Relevant Translation and Tailoring.

« Provide technical assistance with data collection and submission to reduce local data administration.

- Share EBP Particiapnt Data for Local Enhancement and Quality Improvement.

Fidelity

- Provide guidance on adapting or local modification of EBPs to improve accessibility (limited literacy, reading proficiency, language translation,

transportation, virtual sessions) while still valid to the original EBP.

- Conduct studies of equivalence for adapted, modified, or ability-to-customize EBPs so that concerns about fidelity do not undermine the use

of effective programs.
Staffing and training

- Promote career advancement for local EBP staffing or volunteers such as EBP training certificates, e.g., “master training” or “certificate in health

education!
- Expand Medicare reimbursement model to more EBP programs.
Marketing, cost, and payment sources

- Develop sustainable funding or reimbursement streams to support implementation ramp-up and sustainability of EBP programming (i.e,, staff
turnover, volunteer management, participant recruitment efforts, evaluation, etc.)

- Provide customizable recruitment materials for EBP programs and marketing

translation efforts should consider necessary adaptations
or provide guidelines that allow for tailoring to accom-
modate the delivery of culturally congruent, linguistically
relevant, and socioeconomically sensitive material that
reflects a more racial and ethnically diverse demographic
beyond the population in which the original curricu-
lum was tested and evaluated. To promote health equity
and cultural inclusivity, EBP developers should provide
culturally diverse curricula and content sensitive to the
social needs of and the underlying social determinants
of health factors (access to healthy food/fresh vegetable
sources, prepaid phones, reliance on public transpor-
tation, access to safe spaces to exercise, internet access,
etc.) that can impact participants’ use of and retention

in these programs. Additionally, the financial viability of
EBPs will depend on the availability of third-party reim-
bursement (i.e., public or private health coverage), as
grants and customer funding lack sustainability. In addi-
tion to these financial concerns, local CBOs need logis-
tical support and strategic resources to sustain EBPs for
vulnerable older adults.

There are several limitations to be considered in our
study. This study was a convenience sample that only
included Los Angeles County areas with limited aging
-related EBP programs in low-income and racially and
ethnically diverse settings. We did not include organiza-
tions serving other regions in Los Angeles County (spe-
cifically SPAs 1-3 and 5). However, as described in the
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results, some participating organizations compared dif-
ferences in EBP implementation across their catchment
areas in under-resourced and well-resourced regions. It is
also noted that general challenges to implementing these
programs are difficult to overcome regardless of the avail-
able resources. Our data was also collected in 2015. How-
ever, many of the barriers mentioned are still relevant
today and are applicable across time. We examined the
implementation of EBPs in general, filling a gap in exist-
ing literature. Further investigation is needed to under-
stand best practices for implementing each specific EBP
category in diverse settings, including under-resourced
settings and racial and ethnic minoritized groups.

Conclusion

Our study found that CBOs working with racial and
ethnic minoritized older adults in under-resourced
communities face additional challenges that should be
considered by researchers, funders, and policymak-
ers.. Providing high-quality assistance with translation
and cultural tailoring are potential strategies that may
reduce such barriers. In addition, funding mechanisms
that support implementation and sustainability should
provide additional support to account for higher social
needs in these settings, including more staff turnover
and higher cost and intensity of recruitment in older
adults with multiple competing clinical and social
demands. Lastly, long-term funding and reimburse-
ment structures that are sensitive to the needs of com-
munity partners and CBOs should be considered if
widespread dissemination is desired.
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