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1

Implementation Science

Introduction. Evidence-based health promotion pro-
grams (EBPs) support older adults where they live, work, 
pray, play, and age. COVID-19 placed a disproportionate 
burden on this population, especially those with chronic 
conditions. In-person EBPs shifted to remote delivery 
via video-conferencing, phone, and mail during the pan-
demic, creating opportunities and challenges for older 
adult health equity. Method. In 2021–2022, we con-
ducted a process evaluation of remote EBPs by purpo-
sively sampling diverse U.S. organizations and older 
adults (people of color, rural, and/or with disabilities). 
The Reach, Effectiveness, Adoption, Implementation, 
Maintenance (RE-AIM) + Equity framework was used to 
understand program reach and implementation, includ-
ing FRAME to describe adaptations for remote delivery. 
Analyses include descriptive statistics and thematic 
analysis of participant and provider surveys and inter-
views, and joint display tables to compare learnings. 
Results. Findings from 31 EBPs through 198 managers/
leaders and 107 organizations suggest remote delivery 
increases EBP reach by improving access for older adults 
who are underserved. For programs requiring new soft-
ware or hardware, challenges remain reaching those 

with limited access to—or comfort using—technology. 
Adaptations were to context (e.g., shorter, smaller classes 
with longer duration) and for equity (e.g., phone formats, 
autogenerated captioning); content was unchanged 
except where safety was concerned. Implementation is 
facilitated by remote delivery guidelines, distance train-
ing, and technology support; and hindered by additional 
time, staffing, and resources for engagement and deliv-
ery. Conclusions. Remote EBP delivery is promising for 
improving equitable access to quality health promotion. 
Future policies and practices must support technology 
access and usability for all older adults.

Keywords: aging; health equity; chronic disease; 
process evaluation; health promotion; 
technology
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>>BACkGROUND

The onset of the COVID-19 pandemic in March 2020 
triggered governmental lockdown policies requiring 
everyone to physically and socially distance from oth-
ers. This was particularly challenging for older adults 
living with multiple chronic conditions as they were 
more vulnerable to COVID-19 (Shahid et al., 2020), and 
the lockdown made it unsafe to participate in in-per-
son evidence-based health promotion programs (EBPs). 
Persons of color (Gross et al., 2020; Mackey et al., 2021), 
those living in rural areas (Henning-Smith, 2020), and/
or those living with disabilities (Lebrasseur et al., 2021) 
faced disproportionate hospitalization and COVID-
related mortality, exacerbating existing inequities in 
health outcomes and access to care.

Prior to COVID-19, more than 1 million older per-
sons participated in primarily in-person EBPs to sup-
port their health and well-being (National Council 

on Aging [NCOA] database 2022). Although criteria 
vary by organization, definitions converge on EBPs as 
standardized interventions based on sound behavior 
change theories that have demonstrated effectiveness 
in improving health outcomes through research testing. 
Many programs teach skills to help older people and 
those with disabilities to live a “new normal” in the face 
of multiple chronic conditions and/or disability. EBPs 
are relatively low-cost, high-impact community-based 
programs that improve equity in quality, access, and 
cost of care (Hoeft et al., 2018), and can address social 
needs and behavioral factors that support people to pre-
vent injuries, increase activity, and reduce symptoms 
including depression.

Beginning in Spring 2020, EBP developers and admin-
istrators partnered with delivery organizations to adapt 
in-person programs for delivery through video-confer-
encing, phone and mailed materials, or combination 
thereof. The pandemic context presented both oppor-
tunities and challenges for remote delivery. Remote ser-
vices can improve access to care by addressing known 
barriers to in-person programming (e.g., transportation, 
mobility, weather, and group recruitment; Elalem et al., 
2018) and maintaining social connectedness. However, 
although older adults have better access to, and comfort 
using, technology than is often perceived (GSA, 2020), 
the digital divide is still present. A recent survey of 55 
million Medicare beneficiaries found 41% lack access 
to a computer with high-speed internet connection 
or a smartphone with a wireless data plan (Roberts & 
Mehrotra, 2020), with one in four lacking both modes 
of digital access. Underserved older adults (living in 
poverty, aged 85+, widowed, less educated, Black or 
Hispanic/Latine, receiving Medicaid, or having a dis-
ability) had even worse access.

As such, there is an urgent need to understand remote 
EBP delivery—who is served and not served, how these 
programs are adapted for remote delivery, how they can 
be improved, and the effectiveness of remotely deliv-
ered EBPs. To this end, we conducted two studies. The 
first, presented here, involves understanding the reach 
and implementation (including adaptation) of remote-
delivered, older adult health promotion EBPs. The 
second study, to be presented in a manuscript under 
preparation, looks at the effectiveness of remote delivery 
for this population. We designed both the implementa-
tion and effectiveness evaluations as pragmatic studies 
(Glasgow, 2013) to guide future policy and practice. The 
potential impact of this study is to improve access and 
quality of care for older persons through the network of 
social service and public health providers serving older 
Americans.
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>>METHOD

Theoretical Framework

We used Shelton and colleagues’ (2020) expan-
sion of RE-AIM (Reach, Effectiveness, Adoption, 
Implementation, Maintenance framework; Glasgow 
et  al., 2019) to guide this cross-sectional evaluation. 
RE-AIM is a well-established implementation science 
framework for evaluating the public health impact of 
proven interventions. Shelton added equity to the orig-
inal RE-AIM framework to strengthen evaluating how 
interventions promote and constrain health equity while 
attending to local context for program sustainability. This 
study focused on RE-AIM’s Reach and Implementation 
constructs, as remote delivery of in-person EBPs was 
novel and presented both opportunities and challenges 
to improving access. Further details on how RE-AIM was 
operationalized for this study is provided in Figure 1.

Design

This study employed a concurrent mixed-methods 
evaluation design. This cross-sectional design gathered 

real-time quantitative and qualitative data on recently 
launched (within 1 year of adoption) remote EBPs. 
Implementation science urges using mixed methods—
particularly sound qualitative methods—to describe 
the complexity, adaptations, and strategies to improve 
access to care (Mazzucca et al., 2021; Means et al., 2016). 
To minimize burden on all concerned, data collection 
was kept brief. This study was determined exempt under 
Category 2 for program evaluation and quality improve-
ment by the University of Washington institutional 
review board (STUDY00011549).

Setting and Participants

Our study population included diverse EBP admin-
istrators/developers (the organizations who supported 
EBP dissemination and implementation), organizations 
(the agencies who delivered EBPs for their communi-
ties), and leaders (the staff and volunteers at these organ-
izations that directly delivered remote EBPs to their 
clients). All EBPs recognized by the Administration 
for Community Living (ACL) or Centers for Disease 
Control and Prevention (CDC) (Arthritis-Appropriate 

Qualita�ve
Data Collec�on

Semi-structured interviews with remote EBP administrators,
managers and leaders

Quan�ta�ve
Data Collec�on

Self-report online surveys with remote EBP managers
and leaders

Reach

• Underserved popula�ons
(mul�ple choice + open-ended)

• New to EBPs popula�ons
(mul�ple choice + open-ended)

• Not being reached (mul�ple
choice + open-ended)

• Strategies for improving reach
(open-ended)

Implementa�on

• Acceptability (sa�sfac�on/
recommend remote EBP to
family or friend, 1-10 Likert)

• Feasibility: dropout/
par�cipa�on (mul�ple choice
reasons + open-ended)

• Strategies: open-ended

Reach

• Underserved popula�ons
• New to EBPs popula�ons
• Not being reached
• Strategies for improving

reach

Implementa�on

• Adapta�ons (who, what,
where, why, how, impact,
equity, social determinants)

• Acceptability
• Feasibility
• Strategies for improving

reach

Qualita�ve
Data Analysis

Thema�c analysis of transcripts using Dedoose

Quan�ta�ve
Data Analysis

Descrip�ve and summary sta�s�cs (mean(SD), #(%)) using R

Merge Results and Compare and Contrast

Joint tables

Interpreta�on

Reach

• Who are remote EBPs reaching?
• Who is not being reached by remote EBPs?
• How can remote EBP reach be improved?

Implementa�on

• How and what was adapted for in-person EBPs to be delivered remotely?
• What is the acceptability and feasibility for remote EBPs?
• What are strategies for improving remote EBP delivery?

FIGURE 1 Concurrent Mixed-Methods Evaluation of Remote EBP Reach and Implementation: Methods Flowchart
Note. EBP = evidence-based health promotion program.
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Evidence-Based Interventions [AAEBIs]) and adapted 
for remote delivery as of January 1, 2021, were eligible 
to participate (NCOA Center for Healthy Aging, 2023; 
Osteoarthritis Action Alliance, 2022). Remote EBP 
delivery organizations were largely community based 
and included social services, public health, and health 
care agencies.

Recruitment and Sampling

In early 2021, programs, organizations, and lead-
ers were recruited via a brief online interest survey 
and webinars through several networks: EBP training 
listservs, the CDC Arthritis Program and ACL grantees, 
the Evidence-Based Leadership Collaborative (EBLC), 
and regional EBP networks. Eligibility criteria included 
intent to deliver at least one ACL-recognized remote EBP 
from January 2021 through March 2022.

While all EBPs were represented in this evaluation, 
maximum variation purposive sampling (Palinkas et al., 
2015) was used to identify EBP administrators that rep-
resented different remote modes (video-conferencing, 
phone, mail), format (1:1/group/self-administered), 
and health topics, and to invite organizations of diverse 
size and type, provider characteristics, and geographic 
area to aid generalizability of evaluation findings. This 
sampling prioritized organizations engaging low-income 
older populations with multiple chronic conditions.

Within each participating organization, convenience 
sampling was used in which all leaders of remote EBPs 
during the evaluation period were invited to participate 
via email invitation from the investigators, EBP admin-
istrators, and delivery organizations. The intent was to 
collect 100 surveys and conduct 20 interviews to allow 
for sufficient variation (Francis et al., 2010). Survey par-
ticipants received US$10 gift cards and interview par-
ticipants received US$25.

Data Collection

Quantitative Data Collection. Online surveys (Supple-
mental Appendix 1) were used to collect data from 
organizations and leaders. Organizations were repre-
sented by “managers”—the staff who oversee program 
recruitment, delivery, and monitoring. Remote EBP 
“leaders” were the front-line staff or volunteers who 
deliver remote programs. Both the organization (man-
ager) and leader surveys gathered information about 
reach (new populations, underserved populations, 
populations not reached, and strategies for improving 
reach) and implementation (acceptability and feasibil-
ity of remote EBP delivery, and strategies to improve 
remote delivery). Both surveys collected data on remote 

EBP type and mode, and organization characteristics. 
The leader survey also collected data on demographics 
and EBP experience.

Qualitative Data Collection. Semistructured interviews 
were used with program administrators/developers, 
organizations (managers), and leaders. The interview 
guide (Supplemental Appendix 2) was derived from 
Rabin and colleagues’ (2018) operationalization of RE-
AIM for Equity, asking about reach, adaptations (Stir-
man et  al., 2019; what, why, how, when, for whom, 
impact, equity, social determinants of health), imple-
mentation outcomes (acceptability and feasibility; 
Proctor et al., 2011), and strategies for improving remote 
EBP delivery.

Data Analysis

REDCap (Harris et  al., 2019) was used for survey 
data management and R (R Core Team, 2022) for sur-
vey data analysis. Descriptive statistics characterized 
the sample, and summary statistics described remote 
EBP modalities, reach, impact, barriers, and unintended 
consequences. Recorded and transcribed interview data 
were managed in Word and analyzed using coding matri-
ces in Excel. A rapid analytic framework (Gale et  al., 
2019) was used to thematically analyze interview data. 
Qualitative open-ended survey questions identified key 
patterns and distinctions that were not captured in mul-
tiple-choice questions. After quantitative and qualitative 
analyses, findings were integrated in joint display tables 
(Guetterman, 2019). These were used to examine where 
findings converged, diverged, or expanded understand-
ing of remote EBP delivery. Differences between man-
agers and leaders, and by remote program modes, were 
also reported.

>>RESULTS

Participation

Programs. Table 1 illustrates remote EBPs delivered by 
surveyed organizations. There were 17 EBPs with more 
than five organizational survey responses. These sur-
veys were used for the main analysis. The remaining 
programs (14) had five or less survey responses. These 
programs were excluded from the main analysis but are 
included in the subanalysis of survey data by remote 
modes.

Administrators, organizations, managers, and lead-
ers. Twenty-six qualitative interviews were conducted 
with seven EBP administrators, five managers, seven 
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leaders, and seven individuals with both manager and 
leader roles. Most interview participants identified as 
female and worked at community or government orga-
nizations. In all, 123 surveys were conducted with 
remote EBP leaders and 75 surveys with managers for a 
total of 198 surveys from 107 EBP organizations in 33 
states (Supplemental Appendix 3). Three fourths 
(77.7%) of both managers and leaders delivered the 

program using video-conferencing, 11.1% used phone 
+ mail, 6.4% used mail + video, and 4.7% via hybrid 
(both in-person and remote modes). Fifteen percent of 
managers and leaders offered programs in languages 
other than English (typically Spanish).

Remote EBP leader demographics are provided 
in Table 2. The majority identified as female (94.2%) 
and 13% identified as Black/African American, 12% 

TABLE 2
Provider Survey: Characteristics of Remote Evidence-Based Program Leaders (N = 123)

Program leader characteristics n (%)

Gender
 Male 7/120 (5.8%)
 Female 113/120 (94.2%)
Ethnicity—Hispanic/Latine 14/120 (11.7%)
Race
 Asian 5/117 (4.3%)
 Black/African American 15/117 (12.8%)
 Biraciala 1/117 (0.9%)
 Otherb 1/117 (0.9%)
 White/Caucasian 95/117 (81.2%)
Chronic conditions
 M (SD) 1.17 (1.18)
 Median [Min, Max] 1.00 [0, 5]
 Two or more 37 (30.1%)
Rural 31/113 (27.4%)
Highest level of education
 High school graduate/GED 6/121 (5.0%)
 Some college 12/121 (9.9%)
 College graduate 52/121 (43.0%)
 Postcollege 51/121 (42.1%)
How hard to pay for basics (e.g., food, housing, medical care)c

 Not hard at all 79/110 (71.8%)
 Somewhat hard 29/110 (26.4%)
 Very hard 2/110 (1.8%)
Live alone 20/121 (16.5%)
Caregiver role 36/120 (30%)
Certified health professional
Community health worker, promotora, or other lay health provider

30/121 (24.7%)
52/120 (43.3%)

Experience delivering EBPs
 First time doing program remotely, previously delivered program in person 20%
 First time doing program remotely, have not previously delivered program in person 17%
 Not first time doing program remotely, previously delivered program in person 53%
 Not first time doing program remotely, have not previously delivered program in person 10%

Note. Some leaders delivered more than one program. EBP = evidence-based health promotion program; GED = general equivalency 
diploma.
aPerson identified as White and Asian. bDid not specify. cMissing = prefer not to answer and not applicable.
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as Hispanic/Latine, 4% as Asian, and 1% as Biracial. 
One quarter of leaders lived in rural settings, one third 
were caregivers, and one third had two or more chronic 
conditions. One fourth identified as a certified health 
professional, and 43% as a community health worker, 
promotora, or other lay health provider. Leaders brought 
a range of experience in EBP delivery—half (53%) had 
delivered both in-person and remote programs prior to 
the survey, and 37% were conducting remote program-
ming for the first time.

Reach

Older Adults Who Are Underserved. More than half 
the programs reached older Black adults (58%), care-
givers (57%), persons with disabilities (60%), and per-
sons living in rural areas (59%) with remote EBPs. One 
third of the programs reported serving older Hispanic/
Latine or Asian populations, 9% American Indian or 
Native Americans, and 5% Native Hawaiian or Pacific 
Islanders. Programs that combined mail with phone or 
video-conferencing delivery reported greater reach than 
other remote modes to Hispanic/Latine adults, caregiv-
ers, and people with disabilities; rural populations had 
greater reach through combined modes.

Interview findings suggested several ways remote 
EBP delivery may better reach underserved populations, 
including addressing barriers to access including trans-
portation, having enough people to hold an in-person 
class, and serving wider geographic and rural areas. 
Interviewees also suggested that participating in remote 
programs may be easier for people managing multiple 
chronic health issues which makes it hard to consist-
ently engage in in-person services.

Older Adults New to EBPs. Remote program delivery 
also offered an opportunity to support people not previ-
ously reached with in-person programming. Surveyed 
managers and leaders indicated new populations were 
those outside their usual geographic areas (68%), older 
older adults (48%; age not specified), rural-dwellers 
(46%), people with disabilities (42%), caregivers (36%), 
younger older adults (34%; age not specified), and men 
(30%; Table 3). Fifteen percent reached older adults 
who speak languages other than English. Programs com-
bining mail with phone or video-conferencing delivery 
reported greater reach of new populations, and newly 
engaged participants with disabilities were best reached 
by phone-delivery. Managers reported lower reach out-
side of usual geographic areas than leaders when it came 
to remote EBPs delivered via a combination phone/
video + mail (30% vs. 70%) and phone (27% vs. 70%); 
both differences were statistically significant (p < .001).

Interviews supported the finding that remote EBP 
delivery reached new populations. As one provider 
shared,

I think it’s been a great adjustment for everyone to 
realize that the need is there and we certainly saw 
it over time, because people weren’t coming [in-
person] but we didn’t have a format to really bring 
them in [. . .] it really resonated with me to know 
that there’s ways that we can reach and benefit 
people that we might not have otherwise thought 
about had we not gone to the virtual and toolkits. 
(Provider 115; Chronic Disease Self-Management 
Program [CDSMP], Chronic Pain Self-Management 
Program [CPSMP], Diabetes Self-Management 
Program [DSMP], Walk With Ease [WWE])

Likewise, an administrator shared,

We are seeing more and different types of people in 
the workshop that we hadn’t before, people that 
were more disabled and not able to get out and go. 
You know we’ve had some people attending while 
they’re in bed recuperating or because they don’t 
feel well, so it just makes it a little easier to reach 
folks that we weren’t reaching before. (Provider 119; 
CDCMP, DSMP, CPSMP)

Challenges to Remote EBP Reach. The most common 
survey response regarding who was not being reached 
by remote EBPs was older adults without access to 
(75%) or lack of comfort using (63%) computer or 
video technology (Table 4). In addition, one third of 
managers and leaders reported not reaching persons 
living in poverty or with low-literacy or education. 
Access and comfort using technology was a barrier to 
reach across remote program modes, even when the 
delivery modes were mail and/or telephone. Managers 
and leaders delivering EBPs that combined remote 
modes (mail + phone or video-conferencing) reported 
better reach to people living in poverty or with low-
literacy or education. Interview findings suggested that 
challenges to reach stemmed primarily from lack of 
access to resources faced by older adults overall, and 
populations who are underserved, specifically.

Organizations offering multiple EBP delivery 
options felt they could “reach anyone anywhere” 
(Provider 115; Self-Management Programs, WWE). 
Although new populations were reached, remote EBPs 
could not solve all access problems, such as malaise 
or fatigue due to chronic health issues, work, or hav-
ing busy schedules. Privacy was also an issue—as one 
organization serving tribal communities shared, some 
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people “don’t want people in their business” (Provider 
104). Finally, rapport building could be challenged by 
remote delivery:

It’s a barrier [with phone-delivery] because of the 
fact that, why would I want to give you my personal 
information if I can’t see your face? [. . .] that’s some-
thing that is a downside or maybe prohibits us from 
being able to get the assessment all the time. 
(Provider 106; HomeMeds)

Strategies for improving remote EBP reach. Interview 
participants articulated several solutions to improve 
remote EBP reach. To address engagement challenges, 
EBP delivery organizations partnered with trusted peo-
ple and organizations, including faith leaders (e.g., 
medicine men on Indian reservations) and groups such 
as Black churches, senior centers, aging and long-term 
care networks, retirement groups, health care settings 
(e.g., managed care organizations, clinics in low-income 
regions), and other organizations engaging underserved 

TABLE 3
New Older Populations Reached by Remote Evidence-Based Programs

Population

Survey dataa

Interview databLeaders Managers

People outside geographic 
area

70% 64% •  Able to reach people in different cities, towns, and parts 
of the state or region because no travel required

Older older adults 48% 45% •  Limitations attending in-person programs (e.g., health 
issues, mobility, transportation)

Live in rural areas 46% 45% •  Limitations filling in-person programs because small 
populations, isolated, lack of transportation

People with disabilities 42% 38% •  Hard to attend in-person EBPs due to caregiving duties 
and lack of respite care

Caregivers 36% 37% •  Hard to attend in-person EBPs due to caregiving duties 
and lack of respite care

•  Care partner could attend EBP remotely
Younger older adults 34% 29% •  Some younger seniors do not see themselves at senior 

serving organizations
Men 30% 31% •  Some men may not attend a place where EBPs are being 

offered or want to be in person in a group with others
Multiple chronic conditions NA NA •  Better attendance because can participate in program 

when not feeling well
People with limited English 

proficiency
NA 15% •  Lack of bilingual/bicultural leaders to deliver EBPs (e.g., 

organization does not have capacity to hire for all 
languages)

Working populations NA NA •  Do not have time to go to an in-person class but can 
attend remotely during lunch break or evening

People who are incarcerated NA NA •  New programming allowed with partnership in prison 
that may not be feasible in in-person delivery

People who would not have 
attended in-person

NA NA •  Issues above with men and younger seniors
•  Reach people even during challenging weather (e.g., 

snow that limits transportation, summer heat as barrier 
for walking)

Weather limitations NA NA •  Reach people even during challenging weather (e.g., 
snow that limits transportation, summer heat as barrier 
for walking)

Note. EBP = evidence-based health promotion program.
aSurvey findings report n (%) of leaders and managers who reported this population was reached. bInterview findings describe key 
themes and distinctions to illustrate how populations were reached.
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older adults. Interview participants suggested that 
while these warm handoffs helped mitigate fears and 
concerns about remote programs, partners had limited 
capacity as their organizations were also overwhelmed 
and understaffed during the pandemic.

To improve access to technology, several organiza-
tions procured donations, grant funding, or reallocated 
funds to provide or loan tablets, laptops, or internet 
hotspots. While this facilitated access, they were some-
times logistically or technologically challenging. These 
issues were addressed via volunteers or staff offering 
one-on-one tech support for EBP participants before and 
during classes. Phone-based programs may have helped 
address some challenges to access as more people had 
and could use a phone; however, it may still be hard to 
connect and engage in remote programs when leaders 
and participants cannot see each other.

Implementation

Adaptation Process. For most EBPs, adaptations were 
made shortly after the pandemic began, while others 
took a year. Most adaptations were collaborative, with 

EBP administrators/developers working with trainers, 
leaders, subject matter experts, and/or technology 
designers to develop fidelity-consistent modifications 
that maintained core program content and processes 
while converting to remote forms (Perez Jolles et  al., 
2019). Adaptations were a mix of planned changes to 
modify an in-person program for phone, video, or mail 
delivery, and unplanned changes derived organically 
from field experience.

Adaptations for Equity. Some adaptations helped 
improve equity in reach and implementation (Figure 2). 
These included connecting older adults who speak lan-
guages other than English to bilingual/bicultural lead-
ers, using autogenerated captioning software with 
video-conferencing to accommodate those hard of hear-
ing, or delivering via phone to engage participants with 
limited technology access or comfort.

Adaptations to Context. Several changes were made 
for in-person EBPs to be done remotely. To facilitate 
engagement, many phone-based programs adjusted 
class size, frequency, and duration. Many remote EBPs 

TABLE 4
Populations Not Reached by Remote Evidence-Based Programs

Population

Survey data

Interview dataLeaders Managers

Lack of access to 
technology

75% 80% • Do not own a computer, laptop, tablet, or phone
•  Rural areas have unreliable or no broadband access
•  Hard to do video-conferencing EBP via small phone screen 

(some EBPs do not allow phones for this reason)
Lack of comfort using 

technology
66% 65% •  Discomfort using tech (e.g., lack of familiarity, usability, 

tech literacy; do not like it)
•  Fears about using technology (e.g., being scammed)
•  Do not want to be seen in homes or watched via camera
•  Lack of family or friend support to help with tech
•  “Zoomed” out by pandemic
•  Preference for in-person programs

Living in poverty 33% 25% • Cannot afford required tech (e.g., cell phone minutes or 
•  data plan, tablet with camera and internet access)
•  Unstable living arrangements or too small a home to allow 

for privacy or movement for physical activity EBPs
Low-literacy or education 33% 22% • EBP materials too high-literacy
Not reached with 

in-person EBPs
NA NA • E.g., Hispanic/Latine, LGBTQ+

Lack of EBP awareness NA NA •  Harder to engage people remotely (e.g., not in physical 
spaces frequented by priority populations)

Note. EBP = evidence-based health promotion program; LGBTQ+ = lesbian, gay, bisexual, transgender, queer/questioning, plus (others).
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delivered via video-conferencing needed additional 
staff or volunteers for technology support and watching 
for safety concerns during exercises. Trainings for EBP 
leaders and trainers also moved to remote formats—
They were largely viewed as successful, plus organiza-
tions could recruit and train new leaders more 
frequently and less expensively than in-person train-
ing. Limitations of distance training mirrored those of 
hosting remote EBPs, including challenges reading 
nonverbal cues, building rapport, igniting discussions, 
and managing people with varying tech abilities. Some 
trainings adjusted their frequency and duration to 
accommodate overburdened staff and busy organiza-
tions. There were differences across remote EBPs about 
new training requirements for remote delivery which 
was frustrating for some organizations and leaders.

Adaptations to Content. There were minor changes to 
remote EBP content. Programs using movement added 
safety checks and removed or altered exercises that were 
unsafe when unsupervised. Programs offered via multi-
ple formats shortened scripts used for phone-delivery 

by adding additional sessions, removing nonessential 
intervention content, and/or adding new supplemental 
written materials. Routine data collection for phone-
based programs was also streamlined. Complex proto-
cols like medication management were simplified, and 
some content was made more interactive.

Acceptability. Survey findings indicated managers and 
leaders found remote EBPs acceptable—on a scale of 1 
to 10 (1 = not at all likely, 10 = very likely), program 
managers (mean [SD] = 8.7 [1.8]) and leaders (9.1 [1.4]) 
were very likely to recommend remote programs; this 
difference was statistically significant (p = .047). Man-
agers reported lower acceptability for both phone/mail 
programs (7.6 [2.3]) and hybrid (programs offered both 
in-person and remotely; 6.0 [NA]) than did leaders.

Feasibility. Looking at participation by remote mode, 
access, and comfort using technology was less of an 
issue for participants of EBPs using multiple remote 
modes. The most common reasons for dropout after the 
first session were health issues (57%) and older adults 

FIGURE 2 Adaptations by Remote Format From Interview Data
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not comfortable with using the technology (40%). More 
than half of organizations and leaders surveyed did not 
know the reasons for dropout.

In interviews, some organizations shared that remote 
EBPs yielded more sign-ups and repeat participants, 
longer program participation, and more cross-referrals 
to other programs than had been experienced with in-
person programs. They also described more consist-
ent attendance because people could join regardless of 
weather, transportation, health, or location. Conversely, 
some organizations found no difference in dropout or 
attendance between in-person and remote programming. 
Others felt it was harder to engage people in remote pro-
grams and experienced worse attendance and dropout 
rates. Also, as many remote group programs had smaller 
class sizes, organizations had to offer more workshops to 
meet target numbers. In some cases, smaller class sizes 
could be taught by one rather than two leaders to com-
pensate for costs.

Strategies to Improve Remote EBP Implementa-
tion. Better access to remote technology (46% of lead-
ers, 49% of managers) and technology training for 
participants (38% of both leaders and managers) were 
the most common recommended changes for future 
remote EBP delivery; this was less of an issue for phone-
delivered programs. More than 25% of managers and 
leaders recommended changes to program format, fre-
quency, and duration—interview findings suggest pos-
sible changes such as longer program duration to build 
rapport or comfort using remote modes, or flexibility 
with what remote modalities were allowed.

>>DISCUSSION

Summary of Findings

The evaluation found that remote EBPs are acceptable 
and feasible, reach communities who are underserved, 
and address barriers to accessing in-person services and 
support. For instance, people who face challenges with 
mobility, transportation, or multiple health issues can 
access remote EBPs from their homes; and staff, peers, 
and volunteers can deliver EBPs from home and engage 
people from wide geographic areas. Adding remote EBPs 
to services may also make it easier for social service and 
public health organizations to support older adults who 
are underserved.

Figure 3 calls out key take-aways from the evalua-
tion, and Figure 4 summarizes implications for policy 
and practice to support remote EBP reach and imple-
mentation. There were a few surprising findings. First, 
program managers were more skeptical than leaders of 
reaching populations via phone or video + mail. At the 
same time, some older adults faced challenges using 
new technology regardless of delivery mode. It may be 
that some programs were not available in modes other 
than video-conferencing, or that managers had a bias 
against phone or mail delivery. In any case, these find-
ings deserve further investigation.

Facilitators for Remote EBP Delivery

Specific recommendations for adapting in-person 
programs for remote delivery include shortening pro-
gram frequency or duration, and training leaders how to 

1. Remotely delivered EBPs can address some barriers to accessing in-person programs and reach new older populations.

2. Underserved populations can be reached with remote delivery, but care must be used to be sure the use of technology does not widen 
health inequities.

3. Administrators of EBPs were able to quickly pivot to provide remote delivery of programs. These adaptations involved input from all seg-
ments of the EBP community.

4. Overall, remotely delivered EBPs are acceptable and feasible for delivery organizations, including the people delivering the interventions.

5. However, not all forms of remote delivery are acceptable or feasible for all organizations, leaders, or participants; the mode of remote 
delivery should be tailored to organizations, leaders, and participants.

6. Access to and use of video-conferencing provided some challenges for organizations, leaders, and participants, especially the under-
served. The use of phone and/or mail to remotely deliver EBPs may improve reach and delivery for underserved communities.

7. Manager’s perception of the usefulness of a mode of delivery may have sometimes prevented or limited implementation.

8. Organizations using more than one mode of delivery were able to reach a broader spectrum of participants.

9. Sometimes it takes a crisis to move a field forward!

FIGURE 3 key Take-Aways From the Remote EBP Implementation Evaluation
Note. EBP = evidence-based health promotion program.
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engage participants remotely and to problem-solve tech-
nology issues. Distance training may expand workforce 
capacity without extensive time or resources. While 
many services were limited during COVID-19, deliver-
ing EBPs remotely helped organizations continue offer-
ing health promotion and social care to reduce social 
isolation and loneliness. Findings suggest that while 
organizations and leaders were initially skeptical of 
whether programs could be done remotely, they can 
be done in these new modes. Our evaluation learnings 
reflect recent studies that found similar accessibility and 
recommendations for facilitating remote delivery (Gray 
et al., 2022; Li et al., 2021; Patel et al., 2022; Sheth et al., 
2021).

Opportunities for Remote EBP Delivery

Future policies and practices can address the lack of 
access to, or comfort using, technology through training 
for older adults and making broadband internet a public 
utility for all as lack of access to resources are fundamen-
tal causes of health inequities (Phelan et al., 2010). EBP 
delivery by phone and mail provides another avenue for 
closing the digital divide (Kahlon et al., 2021; Sheth et al., 
2021). Engagement of underserved older adults can be 
facilitated via outreach to trusted community leaders or 

sources (e.g., faith-based representatives, tribal leaders). 
In addition, as managers reported lower acceptability of 
some remote delivery modes than leaders, and reasons 
for dropout were not known by many organizations, 
opportunities remain for improving acceptability and 
participation. Finally, delivery organizations may need 
more staffing, funding, and other resources to establish, 
engage, and deliver remote programs (Gell et al., 2021).

Strengths and Limitations

The strengths of this evaluation included its collabo-
rative nature with many partner organizations, timeli-
ness of the issues created by COVID-19, its emphasis on 
how remote delivery affects health equity, and its abil-
ity to inform future health policy concerns for remote 
delivery of EBPs. A limitation of this study was the use 
of a convenience sample, which inherently biased our 
learnings toward people with positive experiences using 
remote EBPs. Lack of local population data, and lim-
ited subgroup data on race, ethnicity, tribe, rurality, and 
disability, made it difficult to gauge representativeness 
of participants and understand populations not being 
reached. The timing of the evaluation reflects the first 2 
years of developing and delivering remote EBPs (Aarons 
et al., 2011) during a pandemic. It may be that over time, 

POLICY, SYSTEM, ENVIRONMENT, CULTURE, SOCIAL

ORGANIZATIONS

PROVIDERS

INDIVIDUALS

• Remote EBPs provided access to health
promo�on, as well as connec�on to other
services and supports

• Many older adults have access to and
comfort using technology for remote EBPs
(either pre-COVID or built during COVID)

• For older adults with less access or comfort,
training and resources can improve
accessibility and feasibility of remote EBPs

• Supports can be informal (e.g. family,
neighbors) or formal (e.g. EBP leader or
organiza�on staff or volunteer)

• Funding and guidelines for
remote EBP delivery to
improve access for persons
with lack of access or
comfort using tech,  with
limited income, literacy or
educa�on, due to systemic
inequi�es

Addi�onal resources
include tech access
and support, �me for
engagement, start-up
vs ongoing costs
Adjust guidelines to
reflect smaller classes,
wider geographic areas

• Policies to improve tech
access

e.g., Lifeline Assistance
cell phones for people
with low income

• Structural changes for
improved access to
technology

e.g., broadband as
public u�lity to
improve rural access

• Leaders found remote EBPs
to be acceptable and
feasible

• Remote EBPs also offered a
way for leaders to con�nue
working and suppor�ng
older adults during
pandemic

• Resources and training can
help improve leader access
and comfort, as can having
a co-leader to support
engagement and tech

• Distance training may be
more feasible to integrate
into work and life rou�nes

• Embed remote EBP training
into public health curricula

• Remote EBP delivery provides
an opportunity to reach older
adults who are underserved

BIPOC; rural; LEP;
caregivers; physical,
emo�onal and sensory
disabili�es; chronic
health issues; working;
incarcerated
Different remote formats
may be�er reach specific
priority popula�ons

• Share data and stories to
improve remote EBP
acceptability among managers

Remote delivery as one
op�on in menu of EBPs to
support older adult
health equity

• Distance training offers an
opportunity for expanding EBP
workforce to diverse people,
providers and organiza�ons

FIGURE 4 Implications for Policy and Practice to Support Remote EBP Delivery for Older Adult Health Equity
Note. BIPOC = Black, Indigenous, and People of Color; EBP = evidence-based health promotion program; LEP = Limited English 
Proficiency.
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concerns about technology may abate for both partici-
pants and organizations. Future evaluations will yield 
important learnings about how to maintain remote EBPs 
outside the pandemic context. Furthermore, while our 
findings that remote EBPs are acceptable and feasible 
are important implementation precursors to health out-
comes (Proctor et al., 2011), our second study will report 
on the effectiveness of remote EBP delivery by looking 
longitudinally at changes in key indicators of behavioral 
and health status.

>>CONCLUSION

Given the benefits of remote delivery, in particular, 
the reach of new and underserved populations, many 
organizations and older adults now see remote EBPs as 
essential on the menu of needed services and supports. 
For remote programs to continue to be offered outside 
the pandemic context, delivery and funding structures 
should be modified to support their implementation.
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