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Voorwoord

Dit proefschrift is de neerslag van lOjaar werken bij de Gemeentelijke Gezondheids-
dienst (GGD) Rotterdam e.o.. Het is een voorrecht om bij een dienst onder/.oek te
doen, waar 'evidence based public health' hoog in het vaandei staat. Aan planmatige
gezondheidbevordering, ondersteund met onderzoek, wordt grote waarde gehecht.
Daarbij staat niet het onlwikkelen van nieuwe wetenschappelijke theorieen voorop,
maar het toepassen van wetenschappelijke inzichten ten dienste van een betere
gezondheidssituatie van de inwoners van Rotterdam. Het schrijven van een
proefschrifl in een dergelijke innovatieve en stimulerende omgeving zou eigenlijk
als vanzelf moeten gaan. Echter, het ontwikkelen van gezondheidsbevorderings-
programma's voor de Rotterdammers krijgt natuurlijk voorrang, in vergelijking tot
wetenschappelijke discussie over het werk. Dat het uiteindelijk toch tot een proefschrift
is gekomen, heb ik te danken aan de stimulerende inbreng van mijn promotores.
Met Ferd Sturmans slool ik een 'gentlemen's agreement' om over mijn werk te
publiceren en de artikelen in een proefschrift te bundelen. Gerjo Kok heeft inij op
inspirerende wijze ingewijd in de mogelijkheden en onmogelijkheden van
gezondheidsvoorlichting en opvoeding. Zij hebben ervoor gezorgd dat dit proefschrift
zijn uiteindelijke omvang en kwaliteit kreeg.

De artikelen in dit proefschrift zijn niet in de laatste plaats het pi odukt van plezierige
samenwerking met velen. Zonder de inbreng van de co-auteurs, collega-onderzoekers,
secretariaatsmedewerkers, steunpunten van seniorenvoorlichting en migrantenvoor-
lichting, en de voorlichters kon dit proefschrift niet worden voltooid. Graag zou ik
iedereen in dit voorwoord persoonlijk bedanken, echter dit zou een eindeloze lijst
opleveren. De dankbaarheid voor ieders inbreng is zeer gemeend.

Echter, zonder iemand tekort te willen doen, inoet ik toch enkele uitzonderingen
maken. Met Toon Voorham heb ik de laatste jaren intensief samengewerkt aan de
evaluatie-onderzoeken van wat hij noemt 'de voor en door voorlichting'. Hij was de
initiator van de onderzoeken naar seniorenvoorlichting en Aids-voorlichting in eigen
taal en cultuur. Het was prettig om van Toon's rijke ideeen kennis te nemen en ik
hoop dat deze ideeen ook voor anderen toegankelijk worden.

Bij de techniek van het maken van dit proefschrift heb ik veel hulp gekregen van
Miranda en Caroline. Miranda Aldham-Breary heeft het Engels steeds zeer zorgvuldig
gecorrigeerd. Een bemoedigend woordje en 'social talk' waren voor Miranda nooit
teveel. Caroline Poot verdient veel lof voor de lay-out en het ontwerp van het boek.

Mijn vader heeft mij regelmatig en soms tot vervelens toe gevraagd hoe het met 'de
Studie' stond. Heiaas kan hij het eindresultaat niet meer bewonderen. Voor hem en
mijn moeder heb ik het proefschrift afgemaakt. Tot slot dank ik Alex, die mij steeds
duidelijk maakt en laat voelen dat er meer is op deze wereld dan de GGD.

Peru/ Koc/cen
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Chapter 1
Health promotion planning

epidemiological diagnosis

intervention development

effect evaluation
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1 . H e a l t h p r o m o t i o n p l a n n i n g .-»•'! L . s-»n»!qü t >• n*«];» !>•.!,,>•>:.

Health promotion planning guides the daily routine of a public servant, working at a
local public health service, and although he might sometimes believe that his work
disappears in an uncontrollable flow of decision making processes, a planning effort
can be discovered from a more removed point of view. Public health officers from
several disciplines contribute to improve the quality of life for communities. Epide-
miologists conduct studies among citizens to bring health problems at the surface,
health promotion workers develop programs to encourage healthy lifestyles and
environments, administration officers contribute to governmental policy making, and
research scientists evaluate programs and policies aimed at changing unhealthy be-
haviours and environments. This thesis comprises a number of empirical studies in
support of health promotion in migrants and older adults. The process of health
promotion is not examined as such, however the planning steps of health promotion
provide a framework that can be used to understand better research conducted in a
public health service setting.

The planning of health promotion is explained in this chapter. Firstly, the research
questions of this thesis are described. Definitions of health, health promotion and
planning are given in section 1.2. Several health promotion planning models are
reviewed in section 1.3. The planning elements focused on in this thesis, i.e. epide-
miological diagnosis, intervention development and effect evaluation are treated in
sections 1.4 to 1.6. A chronological overview is given of the contents of the empirical
part of this thesis in section 1.7.

1.1. Research questions

Health promotion is defined as any planned combination of educational, political,
regulatory, and organizational supports for actions and conditions of living condu-
cive to the health of individuals, groups, or communities.' An important characteristic
of health promotion mentioned in this definition is the planned development and
provision of activities. Decisions on the design of health promotion interventions are
grounded thoroughly in knowledge of the health problems and theories on effective
behavioural and organizational change. The definition of health promotion will be
explained in more detail in the following section. .it •

Planning is viewed in this thesis as a system comprising the elements or subsystems,
gaining insight, making decisions and taking action.'- A system is a meaningful set of
separable subsystems which are linked in such a way that no element is isolated.'
Departments of an organization, components of computer hardware, parts of an
engine often are described as a system, however a system also applies to abstract ele-
ments of a (planning) theory. The interconnectedness of the system elements or
subsystems can be divided into aspectsystems.' In this thesis the aspectsystems object,
process and product are distinguished.'-' Object refers to the theme or problem on
which gaining insight, making decisions or taking action are focused. What is studied,



decided upon or implemented? Process refers to how a theme or problem is studied,
decided upon or implemented. Product refers to the outcome or solution of gaining
insight, making decisions or taking action. Another dimension or aspectsystem of
health promotion planning is the target group the subsystems of planning deal with,
and in this thesis the central aspectsystems are migrants and older adults. . -v-j'

Three elements of the subsystems of health promotion planning, i.e. sub-subsystems
epidemiological diagnosis as element of gaining insight, intervention development
as element of decision making and effect evaluation as an element of taking action
are focused on in this thesis, with an emphasis on the aspectsystems, object and prod-
uct of planning. The process of how the planning of health promotion comes about
was

The

not studied.

main research
/ ) ' ! • ; . • • ! . •

question
i . * • j i > i •

was: l i . . • . • • . - • •

: 4 J | . < i t :

• ' i l i . j i i *

m

What is the object and product of epidemiological diagnosis, intervention
development and effect evaluation in health promotion planning, aimed at
migrants and older adults? ,

The articles that are included in this thesis address the following research questions.

M i g r a n t s • , , . i . , , •• i .

£p/dem/o/og;'ca/ d/agnosfo

1. Are there differences in mortality, subjective health and reported health care use
between the Surinam and autochthonous citizens of Rotterdam? Can a difference
in subjective health and reported health care use be explained by the educational
level and work situation of the respondents?

/ntervcnt/on deve/op/nent
2. What were the objectives of peer-led AIDS education for male Turkish and Mo-

roccan men? What are determinants of condom use by Turkish and Moroccan
men? .

fffccf evo/uof/on . - ., . • , .
3. What is the effect of peer-led AIDS education, aimed at male Turkish and Moroc-

can immigrants, on the perceived threat of AIDS and beliefs about condom use?

O l d e r a d u l t s '' " ' • • • < • ' - • ; • • < < •• •• < « • : : " i . . i ... • • ; . • . : , - ' > . ! . . , : . t - v ; :.-

4. U'hai is the prevalence of psycho-social problems in elderly Rotterdam citizens
living independently? Which groups are at risk regarding psycho-social problems?
What are the risk indicators of psycho-social problems? What is the association
between psycho-social health and use of services? , . . . . .....



deve/opment ,,;, ,,,.. fc». j„ »nilti-n "(> .,t^
5. What was the linkage approach used in the In Good Company program carried

out in three experimental Rotterdam neighbourhoods? Which linkage approach
enhanced the satisfaction of the intermediates with the program and contributed
to successful dissemination? . . .

6. Which subgroups of older adults expressed interest in the health education course
Successful Aging? What were the characteristics of those who actually inscribed
for the course? What were the rates of expressed interest among the subpopula-
tions? Was the dissemination strategy that was used suitable?

Effect evo/uof/on . j ,
7. Was the course Successful Aging effective in improving social participation, the

determinants of social participation, social support and wellbeingof its members?

8. What was the effect of the education session dealing with forgetfulness in the course
Successful Aging on knowledge, attitude, self-efficacy and social influence regard-
ing anxiety about normal forgetfulness? .

'". ' • < : i ' i : ; . - i H ; ' . = n . ! J " t ' ( • . - . [ ( » l i a r . ' ' : 3 : > ' . ' . - ; i ' . - " : i f - i t M ; " > " - ' " i f ! " " a i . i - - - i , " j ' i ' . S , : , : ' ; r i

1.2. Health promotion planning: definitions '

1.2.1. Health promotion

Health education and health promotion are relatively new fields of study in the so-
cial and health sciences. Most scientific journals covering this area were founded in
the 1970s. Theories and insights into processes of behavioural and environmental
change are evolving strongly, and doing research in this developing area is an excit-
ing pursuit. The scope of interest of scientists has broadened from health education
to health promotion. Health education has been defined by Green e.a. as 'any de-
signed combination of methods to facilitate voluntary adaptions of behaviour
conducive to health'."' The emphasis of health education is on learning experiences.
For instance, educating people about family planning and contraception has to be
distinguished from offering financial incentives when people limit their family size.'
Health education pursues voluntary behaviour changes.'' The individual learns from
the health message and is free to reject the plea for behaviour change. Another char-
acteristic of health education is that it has been defined by its expected outcome:
adaption of behaviour as an act of change. Health education is not defined by the
methods used. Group processes, television, counselling, all educational methods are
suitable, as long as they are designed to change behaviour in the desired direction.''

The World Health Organization (WHO) definition of health is used in this thesis: a
state of complete physical, social and mental wellbeing, and not merely the absence
of disease or infirmity." This definition is interchangeable with the definition of qual-
ity of life which includes physical, social and mental health." Professionals in health
education gradually became aware that people's health status is affected by their



behaviour and by factors in the environment of an individual. Societal norms and
values, economic constraints, living conditions (housing, pollution) and the accessi-
bility of health care services are external factors, which are important, directly and
indirectly, to personal health.'''" External factors, like environmental pollution, can
influence people's health directly. In an indirect way, having the disposal of sufficient
income or acceptable housing enables people to adopt and maintain a healthy life-
style. These environmental conditions are often unentangable for individuals.
Moreover, they are beyond the influence of the health field. Health educators there-
fore came to the conclusion that influencing policy making and mobilizing citizens
to take control over their environment should be added to their strategy to change
the quality of life. Health promotion has been defined as any planned combination
of educational, political, regulatory, and organizational supports for actions and con-
ditions of living conducive to the health of individuals, groups, or communities.'
Factors in the environment are discussed in this thesis, only when they indirectly hinder
or facilitate behavioural change.

Figure 1 illustrates the characteristics of health education and health promotion.' The
diagram makes clear that health promotion encompasses health education. The first
characteristic pertains to responsibility. Health change is not the responsibility of the
individual alone. Health education can make people aware of their responsibility to
look ;ifttT their health, however .society has to enable people to make a healthy choice.
Health education facilitates behavioural change of individuals, moreover the objec-
tive of health promotion is ecological change. This means that health promotion not
only encompasses promoting health for people, but also looks at town infrastructure
(healthy cities) and deals with policymakers (healthy policy) to produce healthy life-
styles. Health promotion recognizes that it is not only the victim that is to blame, the
individual's control over behaviour is limited. Behaviour is also conditioned by societal
circumstances, values and economical constraints. A characteristic of health promo-
tion is that it includes conscious health directed behaviour, as well as unconscious
behaviours and lifestyles that are socially embedded and do not promote health.'

•••. ' *; : • • • . ; : ! « • : • • ' • ' i i . - j . v > s i M i ' > i

• Figure 1. Health education and health promotion
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Health education is usually embedded in health promotion programs as figure 1
indicates, rather than existing as an autonomous, free-standing activity. Two other
kinds of activities of health promotion should be mentioned: facilitation and advo-
cacy. Facilitation concerns action taken in partnership with individuals or social groups
to mobilize human and material resources for health." Health education and health
promotion have a facilitative role. The facilitative role applies to community action
and to empowerment of individuals and communities to pursue healthy living condi-
tions. Health education facilitates behavioural change in individuals, moreover health
promotion facilitates, when necessary, change in organizational conditions or societal
opinion. Advocacy is defined as action taken on behalf of individuals and/or com-
munities to overcome structural barriers to the achievement of health." Health
promotion professionals often function in an infrastructure from where access to
policy making or contact with professionals outside the health care field is easier re-
alized. They are the advocates of citizens who often do not know their ways in the
complex administrative and institutional procedures. The advocatory role goes be-
yond the boundaries of health promotion, however these boundaries are not always
clear."""'' The question can be raised whether, for instance, administration of health
care facilities or engineering of the physical environment are part of health promo-
tion. Positive health as defined by the WHO, is not only determined by people's
individual behaviour, but also by structures and policies outside the health field.'"-'*
All actions, whether they are within the field of preventive health care or not, are
included in the broad definition of health promotion, e.g. income policy and city
planning. Green adheres a more limited definition of health promotion, directed
primarily at behavioural change.'' Behavioural change is in his view the focal point
of health promotion, and environmental changes and health care actions that en-
able and reinforce people's healthy lifestyles are included. Preventive actions directed
at the physical environment are called health protection, and interventions directed
at the health care system are referred to as preventive health services." (Green, 1990)
The grip of health educators or health promotion officers, working for public health
services, on these fields is limited, instead they have an advocatory function. The more
limited field of health promotion is focused on in this thesis, i.e. health education
and interventions enabling and sustaining healthy behaviour, without disregarding
the importance of effective health care services and health protective distribution of
physical, chemical and biological resources.

1.2.2. Planning ,

Health promotion workers face the comprehensive task of collecting knowledge of
social and epidemiological problems, preparing interventions, influencing policy
making, having communities participate, and evaluating interventions. These actions
have to be organized and planned. Many definitions of planning exist. The following
two definitions give an illustration of how planning can be understood: ,i • •., •,

;•:/. Planning is the process of preparing a set of decisions for action in the future,
directed at achieving goals by preferable means.''' •••; -i. > ->,-{( s<, ,i. :,.uh'. , ;



Planning is the combination of gaining insight, making decisions and taking
action, and the interconnection between these three elements.-'

The second definition of planning given above is used in this thesis. The planning
subsystem gaining insight is included in both definitions. Planning is limited in the
first definition to the preparation of decisions and actions in future. The second
definition uses a different time perspective, decisions on courses prepared in advance
of action, and execution of the decisions are included. Recognition of action as a
planning component follows the opinion that plans are not fulfilled automatically.
Special attention has to be paid to the process of implementing the actions designed
beforehand. The idea that implementation is the logical result of carefully designed
plans represents the classical approach to planning, in which the execution of a plan
is seen as a managerial problem. A modern approach to the action element of plan-
ning is the opinion that implementation is a process dependent on negotiation and
execution of power by the actors involved.'^

1.3. Planning models in health promotion ' ~'" ' ,

Several different health promotion planning models have been developed. The three
planning elements, gaining insight, making decisions and taking action are described
in the models. These three elements of planning usually do not follow each other
successively. The program planner moves back and forth from one stage to another.
Planning is a circular, iterative process, with different points of departure and inter-
action between the stages. For example, decisions on program targets and target
groups are taken during the process of gaining insight, and decisions on the program
often are directed by evaluations that give insight into the attainment of program
objectives."' Planning models that are commonplace in health promotion are dis-
cussed in this section. The models are described using the three subsystems of
planning, i.e. gaining insight, making decisions and taking action. Accents on the three
subsvstems and on the aspectsystems, i.e. object, process and product of planning,
differ, dependent on the aim the model has been designed for. The planning models
are characterized according to the accents made. The programs are described in fig-
ure 2.

1.3.1. PRECEDE PROCEED

Ga/nrng ms/gM

The most well-known health promotion planning model is Green and Kreuter's PRE-
CEDE-PROCEED model.' PRECEDE stands for predisposing, reinforcing, and
enabling constructs in educational/environmental diagnosis and evaluation. The
model starts with the question: What outcome has to be changed and which factors
precede the outcome? The problems experienced by the community are the starting
point. A study into these problems and its determinants is called social diagnosis. It
will yield subjectively defined problems like crime, unemployment or welfare. An
examination of the communities' interest will be the first step toward community
participation. The acceptance of a program will be secured if an inventory is made of
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the issues that have the attention of the public. The social conditions people live in
and the quality oflife they experience are influenced among others by health prob-
lems. These health problems are identified using epidemiological data. Instances of
indicators of the health state of a population are morbidity, discomfort or mortality.
These health indicators in turn are determined by behavioral and environmental risk
factors. Instances of behavioural risk factors are diet, smoking and physical exercise.
Environmental factors beyond the control of an individual were mentioned in the
previous section, including economic, physical and social factors, and health care
services. The relationship between health at the one side and behaviours and envi-
ronments at the other is the field of study of epidemiological research, however for
intervention development, knowledge of these factors is not enough. Knowledge of
the determinants that predict certain behaviour or mechanisms in the environment
is needed. Green mentions three predictors. . s • • • ;

1. Predisposing factors: a person's or population's knowledge, attitudes, beliefs, val-
ues and perceptions that facilitate or hinder motivation or change. = ^, •:

2. Enabling factors: skills, barriers or resources that can help or hinder the desired
behavioural changes as well as environmental changes. These factors originate
mainly from societal forces or systems. Examples are income, health insurance
and law.

3. Reinforcing factors: the rewards and feedback the learner receives subsequently
for his behaviour from others may encourage or discourage continuation of the
behaviour. •?

The last diagnostic step is the assessment of organizational and administrative capa-
bilities and resources in support of development and implementation of a program.

rfec/s/om . . i

The diagnostic investigation is accompanied by a continuous process of decision
making on objectives and administrative procedures, which have to be incorporated
in the program. Green and Kroner mention a lot of decision points which have to
be considered when designing a program: objectives related to social problems and
health, objectives concerning behavioural and environmental change, resources,
administrative procedures and responsibilities (see figure 2). ' PREGEDE ends with a
complete plan of priorities, targets, timetables, budgets, and assignment of responsi-
bilities. , . . . . . . . .

oct/on
PROCEED means policy, regulatory, and organizational constructs in education and
environmental development. This part of the model applies to the action subsystem
of planning. The barriers established in the organizational and administrative diag-
nosis have to be overcome when implementing the program. Much of the decision
making on the organizational, regulatory and policy consequences of health promo-
tion will continue during the action stage. PROCEED includes program evaluation.
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This actually refers to the planning subsystem gaining insight, however evaluation
accompanies the execution of a program and therefore is included in the action el-
ement. The outcomes, risk factors and predictors diagnosed during PRECEDE are
the criteria for program evaluation. In fact the planning follows an iterative process,
as the evaluation produces insight into the process and effectiveness of a program.
Decisions on the program targets and methods, target groups, dissemination strate-
gies etcetera will be reconsidered when necessary, and the revised program will be
implemented. < . . • . • . .

. . . . • •• . . • .*..:..-uoi5- f.i!St:M

1.3.2. Diffusion

Mok/ng dec/j/om ;.„ >, *> , .., ,;,, [,..,

Diffusion is defined by Rogers as the process by which an innovation is communi-
cated through certain channels over time among the members of a social system."
Diffusion pertains to the decision making and action subsystems of planning. The
five steps in the diffusion process are knowledge, persuasion, decision, implementa-
tion and confirmation. Knowledge and persuasion are elements of dissemination of
a program."* The innovation decision process starts with knowledge. The existence
of the intervention has to be communicated to enable the program users to weigh
the pros and cons of a health promotion program. They have to gain some under-
standing of how the intervention functions. Moreover the purpose of program
dissemination is to increase the motivation of the potential users to adopt the pro-
gram. Dissemination is the introductory step to activities leading to a choice to adopt
or reject the innovation.

j i . ! J ^ ; rv : - • • i i f » . Y l i l j r r - . • ' • ' • . i < -•. > ' ; WM-, : > i v i t u - • • ••.. ' . . • i f • > \ ' 4 >

ToUt/ng act/on

When the users come to adopt the innovation, the process of re-invention has to be
taken into account. The intervention will be changed to the users' needs and possi-
bilities, however successful implementation depends on completeness and fidelity.'"
Programs fail to be effective when only part of it is implemented. Fidelity refers to
the extent to which implementers are true to the intent and methods of the program.
When the implementation is successful and the interventions become institutional-
ized, the program users run the risk of becoming self-satisfied and losing critical
self-evaluation. Continuation of a program may, in the end, contribute less to the
community's health than implementing a series of new short-term health promotion
programs.'

1.3.3. Community health promotion model " ' ' " ' • • \>' • •' •"

The accent of Bracht and Kingsburry's community health promotion model is on the
process aspect of planning.''' The model provides a checklist of ways of how to organ-
ize communities. Community organization is defined as a planned process to activate
a community to use its own structure and any available resources (internal or exter-
nal) to accomplish community goals, decided in the first case by community
representatives and consistent with local values.''' The outcome or product of this plan-
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ning process is community ownership: the community's acceptance of health promo-
tion targets through their involvement in the program and their guidance of the course
of the program.

Ga/n/ng /m/g/it

A profile of the community is made. The profile includes the community's needs,
available resources, social structures, driving forces, like key leaders and influential,
barriers and resistances and the observed readiness for change.

Malr/no dec/s/om

The community members review the profile, thoroughly discuss all the information
and ideas, and set priorities. An organizational structure is set up to facilitate p ro
gram design and realization. A community board is formed and panels that have an
advisory role are convened. An experienced and skilled coordinator is very impor-
tant to program success. Program missions and goals are stated. Roles and re-
sponsibilities are clarified. ^ . >̂:,Jty<<!H,. :i. - • »;• ';.>v<p;'i-> ••!.;!! '-,ji-- it

i action ; , . " . . , . , .
The action planning subsystem in the community health promotion model is close
to the subsystem of decision making. The conception of a work plan is recommended,
covering multiple strategies concerning behavioural and environmental change.
Special attention is focused on speaking the community's language, that is incorpo-
rating local values and symbols in the program. The model pays much attention to
dissemination of activities and early results, and to program preservation. Dissemina-
tion is encouraged to increase the program visibility, which is critical to community
participation. Recruitment of new volunteers and professionals, integration of the
program in established community structures, reassessment of program goals and
continuous evaluation facilitate program maintenance.

1.3.4. Intervention mapping "'",'.

Intervention mapping was developed by Bartholomew, Parcel and Kok and provides
a framework for effective decision making at each step in the intervention develop-
ment process.-" It builds on existing models for conducting a needs assessment and
e f f e c t e v a l u a t i o n . . .. . / • : , ( < . • . • • . ; > * . . • . . . • : ! • , . . . • - • , , . ( > • . . - . , - i . . ... . • • ; i . i s : , . > • • : . - . « • •

Coming in
The first step in planning health promotion using intervention mapping is similar to
PRECEDE. The diagnosis of social, epidemiological, behavioral, environmental, edu-
cational, organizational and administrative aspects of the planning object directs the
decisions on program targets and objectives, however intervention mapping makes
this process more explicit and transparent. The strong side of PRECEDE-PROCEED
is the insight gain into the needs of the population, the weak side is the limited atten-
tion paid to conversion of observed needs into program objectives, methods and
strategies. What specific behaviour has to be changed? What are the practical pro-



gram strategies the target population will eventually be exposed to? Is it group dis-
cussion, audio visual aids, role plays etcetera? The intervention mapping procedure
pays attention to such decision making practice.

• • ' i t / f t ' * ; ' ; I ' • ( ; ' • ' D > ( : . ? > T ; ) • ! / / i j b ' n V ! • • • J t V q j T H i > f ; < " t i > ! • • > . ' • i ' • - i i ' • • :

Mafc/'ng dec/5/'om

The behaviours and environmental outcomes desired, are stated in as much detail as
possible using intervention mapping. Learning (behavioral) and change (environ-
mental) objectives are stated in great detail, using schemes and flow charts. The
preliminary list of determinants and predictors of behavioural and environmental
change from the needs assessment is completed using views and theories taken from
the literature. Once the target groups have been defined and program objectives
restated, the practical strategies for organizing and delivering the intervention have
to be developed. The decision making on practical program strategies is grounded
in behavioural and social science theories. For instance role model stories are based
on social learning theory, community meetings on theories about persuasive com-
munication, and support groups on theories about social support. Methods are chosen
which have proven to be effective in evaluation research. The strategies are devel-
oped in close communication with and are tested on the target group. This means
that the implementation of the strategy already has started. -'•;•> K.ir-vr

A linkage system is created in which the ideas of program developers, program users
(participants) and intermediate program users (implementers) meet. This system is
organized preferably at the start of program, when making an assessment of the health
problems together with the target group, for instance using focus groups. The needs
assessment at the start of intervention mapping is extended to program implementa-
tion. Performance objectives aimed at the program implementers are delineated, for
example change of their self-efficacy to introduce a program in the community and
expectations regarding the program's outcome. Strategies and methods are specified
in the implementation plan to facilitate the diffusion of the program among the pro-
gram implementers. All stages of diffusion including evaluation and monitoring of
the program have to be planned. The definition of performance objectives and de-
terminants in the intervention mapping procedure is helpful for delineating
evaluation criteria and measures.

1 . 3 . 5 . C h a r a c t e r i z a t i o n ' '""' ' * - ' • • • * - -v •

The health promotion planning models described above bear marks of all planning
subsystems and aspect systems. Figure 3 shows where the accents of the models are
placed. The accent of PRECEDE-PROCEED model is on the gaining insight subsys-
tem. It offers a complete overview of conducting a needs assessment using diagnostic
studies. Moreover, the themes or objects to be covered in the needs assessment, the
outcome measures as products of the diagnosis studies and the process of conduct-
ing needs assessments are explained in PRECEDE-PROCEED. The stages of diffusion
of health promotion apply primarily to the subsystems of making decisions and tak-
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ing action. Rogers' diffusing of innovations theory includes process aspects like com-
munication processes, the role of opinion leaders and change agents. The outcomes
of decision making and action is less payed attention to. The community health pro-
motion model is a complete model with respect to the planning subsystems gaining
insight, making decisions and taking action. The accent is on the process aspectsystem
of planning. It describes how the community can be involved in program planning.
Intervention mapping again is a complete model with respect to the planning sub-
systems. The focus is on the object, process and product of health promotion planning.
It describes the Fields of attention of health promotion, and outcomes like strategies,
materials and implementation plans. Some attention is paid to the process aspect.
Three core processes of intervention mapping are distinguished: the search for em-
pirical findings from the literature, literature review of applicable theories and
collecting new data from the target population, using individual or focus group in-
terviews and questionnaires. One process should be added to this list: brainstorming
techniques. The intervention mapping procedure is brim-full of making provisional
lists of answers to questions one is posed. The process approaches of intervention
mapping and the community health promotion model differ. The intervention map-
ping procedure has been criticized for the limited attention paid to involving the
community in the planning process.-' to «*«*b.m:>#r.«o<•"• • < ' < >*.;

• Figure 3. Characterization of health promotion planning models " ••- '>• -7
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The three subsystems of planning are central in this thesis, i.e. gaining insight, mak-
ing decisions and taking action, however these areas are too elaborate to cover. With
respect to gaining insight the attention is focused on epidemiological diagnosis.
Making decisions is dealt with when the development of health promotion interven-
tions is described. Evaluation of the effect of actions or the execution of the health
promotion program is related to the third subsystem of planning. In this thesis joined
studies fall in the object and product aspectsystems, and not in the process
aspectsystem of planning.

• - • 3 - ; : • : : > • ; • • - - d i S « ' • • • " » < . :• * » W i « « i . T . >1><*s >* j . ' . r - 'Wü" . i> . — • .' - • • - • • > , • . ' ; - . • • * * •• . ü
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1.4. Epidemiological diagnosis .

1.4.1. Descriptive and particularistic epidemiology

Epidemiological research has been concerned with the frequency of occurrence of
illness and related phenomena of health and health care.-^ The occurrence relation-
ship is studied between a health outcome and determinant. The determinant does
not need to be a causal factor." It refers to a subject's characteristic, causal or not,
that is predictive for the outcome of interest. For instance, gender can be related to
a certain illness, without necessarily producing the illness. Epidemiological research
is viewed as descriptive, when the studied relationship of interest is not per se causal.
An example would be establishing the prevalence of loneliness among older people
in relation to socio-economic status. The epidemiological diagnosis step in PRECEDE-
PROCEED is descriptive as its interest is in establishing the major health problems in
a community, according to characteristics like age, gender, social class or geographic
area. When the interest is in causal relationships, studies are designated 'analytic':
what behaviours and environments cause health problems which can be altered or
intervened in?-'' Miettinen states that the subject of scientific epidemiology is to learn
about determinant-occurrence relations in general, not limited to the time of study
or place where the study is conducted.-^ The object of interest of epidemiological
diagnosis for health promotion is in the health or risk profile of a communitv. This
kind of research is specific in time and place, and is referred to as particularistic re-
search. Particularistic research often is used for administrative purposes which applies
to the planning and evaluation of health promotion. The behavioral and environ-
mental diagnosis in health promotion is most of the time descriptive and
particularistic, as its concern is the prevalence of already scientifically established
unhealthy lifestyles and environments in a signified population.

In descriptive epidemiology, statistics on a variety of health indicators can be assem-
bled. Epidemiology is considered to be the intelligence service for health care.^
Information is tracked down on every step in the health promotion planning model.
Health indicators gathered in epidemiological diagnosis can be summarized by the
'five D's': death (mortality), disease (morbidity), disability, discomfort and dissatis-
faction.'

Some examples are given of health statistics concerning the five D's for the two
populations discussed in this thesis, migrants and older adults. The standardized
mortality ratio (SMR) compares the death rates of two population, standardizing for
differences in age, gender or other background characteristics. For instance the, for
age standardized, mortality ratios for Turkish immigrants compared to the Dutch in
males is 1.19 and in females 1.25. For Moroccan immigrants compared to the Dutch
the SMR are 0.77 and 1.54 respectively.-"* An example of epidemiological diagnostic
research into morbidity (disease) is the 6 to 10 times higher incidence of sexually
transmitted diseases (STD's) among Turkish and Moroccan males for 1986 to 1989,
compared to Dutch malest'' With respect to morbidity and disability the main diag-
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noses which emerge from health care registers among males 55 years and over are
hearing impairment and chronic bronchitis including emphvsema, among females
in the same age group arthritis and hearing impairment. Other diseases with high
prevalences are diabetes, back impairment, cataract, breast cancer (among women
55-64) and coronary heart disease (among men 55-74), dementia (among 75+) and
depression (among women 55-64).-" An example of discomfort or dissatisfaction is
the subjective health of populations measured in surveys. For instance, the subjec-
tive health of older Surinamese, Turks and Moroccans is unfavourable compared to
the older Dutch. About 70% of the older Turks, 60% of the older Moroccans, and
70% of the older Surinamese rate their health as moderate poor to very poor, com-
pared to 35% of the Dutch 55+.-" .... - . . , . . .

Most public health services make a health profile with alike data for their region us-
ing national registers and conducting local surveys. . . , , , . . ,

Experimental studies are the epidemiologist's golden standard. The inclusion of
population members in the trial, and assignment to the experimental and control
group are controlled by the researcher. The randomized controlled trial (RCT) as
an example for study design in epidemiological research will be discussed in section
1.6 dealing with effect evaluation. Careful attention has to be paid to organizing the
study design and threats to the validity of the research outcomes have to be consid-
ered, when conditions for controlling the design are absent. A distinction is made
between external and internal validity. External validity refers to the generalizability
of study results to the total population under study. Generalizability is reached when
the study population is representative of the total population. Generalizability is es-
pecially important in descriptive studies which give insight into the state of health of
a population. The interest of analytic studies is in causative factors. These causes are
sometimes better proven in populations that, for instance, have suffered extreme
exposure to a determinant as opposed to populations that have been little exposed.
To uncover a causal relationship external validity is generally of secondary impor-
tance. *" The internal validity is often a more urgent problem. With respect to internal
validity, three requirements can be mentioned.'-"-'

• Comparability of effects: the difference between the experimental and control
group must lie exclusively in the exposition factor. The two groups have to be com-
parable with respect to the 'residual effect' on the health outcome under study.
For instance, when the effect of a certain medicine is studied in a patient popula-

i tion, it is desirable to have the control group use a placebo, to exclude the effect
of the mere fact that the experimental group gets a pill to cure or alleviate the

•• disease. Comparability of effects is also a matter of excluding confounding due to
- • extraneous factors.-- For instance, studying the effects of a certain occupation asks

for comparison with occupations with similar demands and difficulties, except for
the exposure factor; .
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• Comparability of populations: the characteristics of the subjects from the experi-
mental and control group have to be identical, in other words entrance into and
exit from both groups have to be comparable. This is particularly critical for sub-
ject characteristics relevant to the disease. An example of differential selection of
study groups is the healthy worker effect, that is the tendency for mortality rales
in particular and control group. When randomization is not possible, compara-
bility of populations is accomplished if sufficient attention is paid to the selection
of the control group and controlling for differences in potential confounding char-
acteristics in the analysis. Confounding by subject characteristics has to be
considered separately from incomparability of effects as a result of confounding
by extraneous factors related to the exposure.^ ...>. -.,.-, , .

• Comparability of information: the experimental and control group have to be sub-
ject to the same measurement procedures. This applies to the measurement of
exposure status, potential confounders and outcome status. Threats to valid as-
certaining information are for instance the 'exposure suspicion bias' when a
researcher knows the disease history of a patient and undertakes extra investiga-
tion to trace the risk factor, or recall bias when ascertaining the exposure status
relies on patient recollection. Information bias is a problem when the researcher
has more or different information about the experimental group than the con-
trol group, which leads to differential misclassification. A remedy for information
bias is to 'blind' the researcher and study subjects.

1.5. Intervention development

The intervention mapping model was described in section 1.3. The model gives the
health promotion worker tools for the development of practical strategies to bring
about behavioural and environmental changes that are favourable for people's health.
The object of intervention mapping is to be guided by the needs assessment made in
the population of interest, including epidemiological diagnosis. The product of the
intervention mapping procedure has a base in theory. One of the core processes of
intervention mapping is to graze the literature, in search of theories which are appli-
cable to the objective of changing a certain behaviour or environmental determinant
and which have been tested empirically. Three theories are described in this section
which were used in the interventions discussed in the empirical part of this thesis.
Firstly, the ASE-model of behavioural change, secondly, peer education which is a well
used method in public health services, and thirdly, the linkage approach to behav-
ioural change or bottom up/top down strategies to organizational change.

1.5.1. ASE model

Several theories have been developed in social psychology which explain behaviour.
The principle theories are the health belief model, the theory of reasoned action and
social learning theory.*"*' These theories are integrated in the ASE-model. ASE are
the first letters of the Dutch translation of three determinants of behaviour: attitude,
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social influence and self-efficacy.**-*' These are the main determinants drawn from
the social psychological theories explaining behavioural change. The ASE-model has
proven to be useful in developing intervention strategies and materials in health
education. The ASE-model is visualized in figure 4. : .;'«i r.

Behaviour is best predicted by the intention of an individual to perform that behav-
iour.''" The intention is predicted by among others, the individual's attitudes
concerning the behaviour. Attitudes include beliefs about the advantages and disad-
vantages of a behaviour and the evaluation of these beliefs. For instance, a person's
perception of negative or positive aspects of a certain behaviour influences the per-
formance ofthat behaviour. These are called outcome expectations in social learning
theory. The health belief model includes beliefs about benefits and barriers of be-
haviour to prevent a disease, and perceived threat, comprising perceived susceptibility
and severity with respect to the disease.'" An example of an attitude toward using
condoms (behaviour) is the belief that using condoms does not interfere in the con-
tact with the sex partner and the positive evaluation of the use of condoms during
the act. Social influences can be defined as the processes whereby people directly or
indirectly influence the thoughts, feelings and actions of others."' An example of direct
social influence is the offering of a cigarette to a child by a school mate. Indirect in-
fluences from the social environment are categorized into injunctive social norms
and descriptive social norms/" Injunctive social norms are a person's subjective be-
liefs about the norms and expectations of individuals in the environment. Descriptive
social norms are observed behaviours of others, also referred to as modelling.** Self-
eflicacy is a concept from social cognitive theory and refers to people's confidence in
their skills to perform a desired behaviour.'-' This is called perceived behavioural
control in the theory of reasoned action.*' ••• • vui-.; > •• • • i

Figure 4. The ASE-model
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(Source: Kok G, Schaalma H, Vries H de, Parcel C, Paulussen Th. Social psychology and health education.
Stroebe W, Hewstone M. European review of social psychology. Vol. 7. Chichester: Wiley & Sons, 1996)

Attitude, self'-efficacv and social influence are beliefs and evaluations directing a per-
son's behaviour through the mental system. They have to be distinguished from the
actual presence of barriers and skills. Change of people's attitude as a result of per-
ceived barriers differs from change of the barrier itself using regulatory or organiza-
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tional measures. The same applies to people's expectation of their skills (self-efficacy)
and change of the actual skills. This distinction is compatible to the classification of
predisposing factors that have to be distinguished from reinforcing and enabling
factors.'*' Feedback refers to experiences with behaviour which in turn change the
social psychological determinants of behaviour." (see figure 4).

1.5.2. Peer education

The efficacy of the peer educat ion me thod can be unders tood well in view of the
principles of social learning theory. Social learning theory is considered to be a com-
plete theory as it addresses both determinanLs of behaviour change and methods of
promot ing c h a n g e . " Peer education is education delivered by people from the tar-
get group. Examples of peers, or lay health advisors or community health advisors as
they are sometimes indicated, are adolescents educating their school males in a smok-
ing cessation program, elderly educating people of the same age in a physical exercise
program, or prostitutes educat ing their colleagues in a safer sex program. Peer edu-
cators are trained to deliver the health promotion message. They use verbal persuasion
techniques, however additional, indirect methods sustain the communicat ion. The
interaction between individuals and their envi ronment is central in social learning
theory, explaining the change in people 's belief in their competencies (self-efficacy)
to improve their health. The peer educator is put into action as a role model . Model-
ling is the principle of forming rules of behaviour through observing others, and on
future occasions this coded information serves as a guide for action. '- Modelling docs
not mean imitation of behaviour. T h e observed behaviours are converted to suit dif-
ferent purposes and circumstances. Modelling affects personal skills and behaviours,
inhibitions over behaviour, behaviours not yet cued, creativity to show new behaviour
and emotional reactions to modelled behaviour.•'- Behavioural change is induced by
the change of de terminants of behaviour. Seeing or visualizing other similar people
(peers) perform successfully (vicarious experience) can improve or s t rengthen the
percept ion of self-efficacy to perform comparable activities. The positive evaluation
of the outcome of a behaviour demonst ra ted by die peer will have an effect on the
atti tude towards the behaviour. In social learning theory' a person's estimate that a
certain behaviour will lead to certain outcomes is called ou tcome expectation. Mod-
elling is comparable to the influence of descriptive social norms. Moreover, a peer
can address a person's perception of social norms (injunctive social norms) , however,
social support from a person's immediate social network will have a larger impact on
behaviour than the temporary presence of a peer.-'" For instance, the adoption of safe
sex practice in the gay community was brought about in the long term, after starting
with peer projects. The more iriends used and regarded condoms positively, the more
gay men believed in their efficacy to overcome interpersonal barriers to safer sex
practices. .<r>v; >-. •

Similarity between observer and model (peer) is related to comparative past experi-
ences and personal characteristics and attributes like age, gender, ethnic designation
and socio-economic level.''" Similarity generally increases the impact of modelling,
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even when these characteristics are not predictive for performance capabilities. In
diffusion theory, evidence is given of the positive influence of similarity between ob-
server and peer on adoption of behaviour.'" Peers are thought to have less competence
credibility or expertness than a professional, but they have the advantage of safety
credibility or trustworthiness. The intentions of a peer are experienced by the ob-
server to be safe and not manipulative.

Several studies have reported on the lack of empirical evidence of the mechanisms
that explain the influence of peer education on behaviour.*"™ Further research into
the effects of peer education, e.g. compared to expert-led health education, is rec-
ommended." ,

1.5.3. The linkage approach

A gap often exists between the development of an intervention and its diffusion.''' A
proposed resolution to bridge this gap is to have the program users be involved in
program development at an early stage, using a linkage system. A linkage system is
defined as the cooperative exchanges and interactions required collaboratively to
develop user-relevant innovations and diffusion strategies.'' The linkage system con-
nects the resource system (program designers), user systems (program users and
intermediate program users) and change agents. The latter facilitate the collabora-
tion process. The needs assessment process described in the PRECEDE-PROCEED-
model ensures an early commitment of the program users, when a social diagnosis of
the health problem is made. Methods to pursue program ownership in the commu-
nity are for instance local work groups, community hearings and discussions and train-
ing of key figures from the community.'"-'

The concept of linkage systems corresponds to the mechanism of horizontal networks
among the program users, introduced in the innovation theory.'' The question is who
is central in the diffusion of an innovation. The classical diffusion model describes a
centralized diffusion system in which decisions about commencing an innovation, its
evaluation and the channels through which it will be communicated are made cen-
tral in an organization by a small number of management executives. In practice an
innovation often originates from numerous resources and evolves as it diffuses via
horizontal networks. This decentralized diffusion system is thought to warrant the
adoption of an innovation best, because the users share in the decision making, how-
ever the required technical expertise must not be too high. Re-invention is the key
word in this bottom up process. Users should have the opportunity to modify an in-
tervention to fit their needs and capacities. The innovation will have more prospect
of being adopted, if the users have the feeling they have invented the structure, idea
or practice themselves. . . . . .

The problem of involvement of program users can be viewed as a general adminis-
trative or managerial problem. Who is governing or guiding whom? Decision making
by a hierarchical unit at the top is called top down management. Allowing ideas to be
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generated at the lower units of an organization, within the limits of the organizational
structure is called bottom up management.' Use of linkage systems corresponds to
the bottom up or democratic approach towards program planning. An innovation
can be defined in managerial terms as the development and implementation of new
ideas by people who, over time, engage in transaction with each other within an insti-
tutional order."' This definition emphasizes the joint action of different people or
multiple organization units. This totality of interacting units can be viewed as an
interorganizational network. An important characteristic is the exchange of resources
among the members of the network, all acting out of different interests and author-
ity.'" The management of this network of program users, intermediate users, designers
and change agents is a task of dreadful complexity/'' The solution that is proposed
goes beyond the top down bottom up controversy. The innovation process is not viewed
as a sequence of separable stages that goes from customer to marketing department
to R&D department, or the other way round. The interorganizational network con-
sists of self organizing units, which have a good knowledge of their function in relation
to other units' speciality and understand the direction of the overall innovation (think
globally while acting locally). An institutional, supportive leadership is needed to trans-
form a set of innovative ideas into a set of guiding ideals. The institutional, charismatic
leadership, accompanied by mission statements, use of personal networks, rituals and
symbols, has to be distinguished from technical or instrumental leadership/''

1 . 6 . E f f e c t e v a l u a t i o n ^ ' ^ ' ' - . ' . ' ^ " " " ^'"" • . , ' . ' ' " ' " " . / ' " "

1.6.1. Evaluation methods

Diagnosing the health problem and intervention mapping result in performance
objectives which are criteria for assessment of the health promotion program's suc-
cess or failure. An evaluation study can serve different official and unofficial purposes.''*
Examples of unofficial, hidden purposes are public relations, legitimization, budget
cuts and change inducement. Overt, official purposes are, for instance, gaining in-
sight into the working of a program, judgement, program development or
improvement of program effectiveness. A distinction can be made between forma-
tive and summative evaluation. Summative evaluation works up to a final judgement
of the effectiveness of a program. The question should be answered whether the pro-
gram works, to make a decision on the continuation or broader implementation of a
program possible. Formative evaluation gives answers to the question of how the pro-
gram works. It is aimed at exploration of program improvement and facilitates
discussion on the progress of a program/" Different methods can be used in the forma-
tive and summative evaluation of programs, among others monitoring, continuous
internal evaluation and experimental methods.

. , • - , • = • - . • - ? . f . . • : . r i t ! - - : v i . . • . ; - • - j : • • • • • • • • . - : i v • - :

Another dividing principle in evaluation research is the evaluation of process and
effect. Effect evaluation demonstrates whether the program is successful, process
e\aluation gives an understanding of why it was successful. It is not always clear whether
an indicator measures the process or the effect of a program. For instance, a cardi-
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ologist will judge smoking cessation to be a process indicator for the outcome of pre-
vention of cardiovascular disease. A health educator will call smoking cessation an
effect indicator and prevention of cardiovascular disease an effect in the long term/'-'
Process evaluation in health promotion addresses indicators like exposure to the
intervention, reach of the target population, completeness of implementation of the
intended intervention, fidelity among intermediate program users to the program
aims and intentions, and satisfaction of program users.'*•** The distinction between
process and effect evaluation does not necessarily follow the classification of forma-
tive and summative evaluation. An effect evaluation can be formative, depending on
the criteria that are used to guide the assessment of a program's success. For instance,
the assessment of the effect of a program component can be an intermediate step in
the formative evaluation, and may motivate the adaptation of the program course.
The above mentioned types of evaluation do not match the distinction made between
qualitative and quantitative evaluation methods. For instance, a monitoring system
generates routine data on the progress of a program, like data on the number of
program users, evaluative assessments of visitors, themes of health education sessions
etcetera. These quantitative data can be used as a formative, process instrument. •

Experimental evaluation methods will be discussed in the remainder of this section.
The use of a control group is an important characteristic of experimental evaluation
designs. The experimental group which is exposed to the intervention under study is
compared to a control group that does not undergo the intervention. Experimental
designs are generally used as summative and quantitative effect evaluation methods.
The effect evaluation studies included in this thesis meet the characteristics of ex-
perimental designs.

' < • I » i i : _ • ; • • •

The Randomized Controlled Trial (RCT) is viewed in epidemiology as the evaluation
method which produces the most valid results in intervention studies. The formula
given in figure 5 makes clear which factors determine the observed effect of an inter-
vention. The intervention effect is the effect of interest. The experimental and control
group have to be comparable with respect to the natural course of the disease under
study, external effects and information bias. The difference in observed effect between
the experimental and control group in this case equals the intervention effect. Re-
medies have been mentioned in section 1.4 which ensure the comparability of natural
course (comparability of populations), external effects (comparability of effects) and
information bias (comparability of information). The remedies are randomization
of the study population to the experimental and control group, a placebo interven-
tion in the control group and blinding of researcher and study subjects. These
conditions can often only be realized in a laboratory. Health promotion programs
take place in real life settings that only allow for limited control in evaluation research.
Quasi-experimental designs are used in the social sciences to deal with the problems
of doing research into the daily life of human beings.'''-'- An example is the
nonequivalent control group design. This design does not guarantee comparable
experimental and control groups, however it is regarded a next best design if
randomization is not possible. The experimental and untreated control group receive
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a pre-test and post-test The pre-test delivers data on the comparability of the study
groups. Differences with respect to potential confounders can be controlled for in
the analysis.

Figure 5.
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1.6.2. Methods used in the real life setting of a public health service '•" ' ' •" ' ' ' ' '

The powerful solution of the RCT for validity threats is valuable for the evaluation of
health promotion programs. The real life setting of a public health service does not
release the researcher from seeking solutions that approach the RCT design. Crea-
tivity is required if circumstances do not allow for randomized assignment to an
experimental and control group. Health promotion is often aimed at populations
and not at individuals. Randomization of populations as an alternative, is often used
in group health education, e.g. randomization of school classes. Another alternative
for the RCT is a Community Intervention Trial (CIT)/'' The intervention is assigned
to experimental and control communities at random. A CIT encounters other prob-
lems that have to be overcome, i.e. program targets and target groups have to originate
within the community and therefore base line measurement at the start of a commu-
nity program is difficult, the duration of the trial is often too short to establisii effects,
and both experimental and control communities change due to mass media cam-
paigns. Often the populations cannot be segregated adequately which has the
consequence that in the longer run the community intervention is disseminated in
the control group. Moreover, with an experimental design the researcher is often not
able to measure all the effects and side effects of a complex community health pro-
gram.*'

Another drawback of the use of RCTs in health promotion is that they are designed
to prove an intervention effect, separated from interfering circumstances (explana-
tory approach), however these laboratory conditions seldom happen in daily life. The
aim of RCTs is to prove the efficacy opposed to the effectiveness in normal condi-
tions.-'' In the pragmatic approach daily circumstances are part of the intervention
and inclusion of a placebo is not necessary.^* For instance, the mere effect of the at-
tention a person receives when visiting a health education session is accepted in a
pragmatic trial. Assessment of overall effectiveness, regardless of knowledge of what
part of the intervention really explains the effect, is acceptable for health promotion,
because in daily life the placebo is part of the intervention.
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A last difficulty that adheres to the application of RCTs in public health practice is
the possibility of loss to follow-up after randomization, if study subjects are not as-
signed to the intervention of their choice. Study subjects have to be informed
extensively about the pros and cons of the treatment alternatives. In the traditional
RCT informed consent is asked for from study subjects before assignment to the ex-
perimental and control group. Pre-randomization of eligible study subjects prior to
the informed consent procedure is proposed in the Zelen design.^'" Informed con-
sent then only has to be acquired for the intervention the study subject has been
assigned to. The loss to follow up among control subjects is expected to be less, be-
cause they will be unaware of the alternative choice. The Zelen design especially is
applicable to situations where the treatment under study is very attractive. The appli-
cability of the Zelen design to the evaluation of a normal educational program is
limited, because practice teaches us that only a small section of the population will
participate in an educational course. In the Zelen design refusing subjects have to be
included in the analysis procedure (intention to treat) and as a consequence effec-
tiveness will be difficult to establish if participation in the education course among
the experimental group is poor. The Zelen design has been criticized as unethical, as
the subject does not have full knowledge of the study he or she has been asked to
p a r t i c i p a t e i n . ^ '•'•' •' ' : < > ? t | . < f i , m i * > : - * ; • t f e , ^ s : . . ' • ' - !:••'•; --.;. •• • • . . . • . M > v r ! - » - • > ? * . ; • & < ; > :

Use of multiple evaluation methods is recommended to meet the problems met when
applying the randomization, placebo and blinding principles of RCT in the real life
selling of a public health service.•'•'••'* The use of multiple data sources in a combina-
tion of the above mentioned types of evaluation methods, formative and summative,
process and effect evaluation, qualitative and quantitative methods, will provide an
optimal answer to the research questions at issue. Conclusions can be drawn if the
results of these combined evaluation studies point in the same direction (triangula-
tion).

The use of a RCT design is dependent on the purpose of the evaluation. A solid evalu-
ation is recommended if a health promotion program is innovative, costly,
controversial or risky. Monitoring systems or other methods are useful if the effec-
tiveness of a method has already been demonstrated, or the program is not
far-reaching.•'•* The choice of an evaluation method often is dependent on informa-
tion about program means and ends at the time of program implementation.
Evaluation methods that are summative in nature and assess the effectiveness of pro-
grams are usable in situations where clarity and agreement exists about program aims.
Program outlines are less clear if the program develops over time and the program
planners act out of different objectives, interests and problem perceptions. Forma-
tive and process evaluation methods are more obvious in a social-interaction model
defining policy making as the result or even side-effect of negotiations, conflicts,
coalitions and persuasion among actors.'"'"'
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The empirical studies presented in this thesis are outlined briefly in this section. Pro-
grams under the administration of the Rotterdam area Municipal Health Service
(RMHS) were studied. The studies are described in chronological order to demon-
strate the development of the programs.

1 . 7 . 1 . O lder adu l ts

P 5 y c h o - s o c / o / p r o b / e m s / n o / d e r o d ü / t s : d / o g n o i / i , , , , . ( • , < • . , ,^ , . l Y ' K T W i i ' T i i . - . o . . - i ?

An epidemiological diagnosis was carried out into the psycho-social problems of the
Rotterdam elderly population. This research project was conducted in 1989 to sup-
port the planning of health promotion programs aimed at older adults. The
Rotterdam area Municipal Health Service had privatised the department of mental
health and set up a new department which was asked to prepare a public mental health
policy for the city government. This department commissioned to the RMHS depart-
ment of epidemiology to carry out several research projects. The epidemiological
diagnosis was designed to yield proposals to prevent psychological problems in older
adults. A cross-sectional survey was conducted among independent living older adults
of 65 to 79 years of age. A sample received a postal questionnaire and part of it was
interviewed, using a psychiatric interview schedule.

• - . i , / • i - • <

Prevenf/on of /one/Zness: /nferve/?f/on deve/opmenf

The results of the epidemiological diagnosis gave rise to an intervention designed to
prevent loneliness in older adults. The loneliness intervention program 'In Good
Company' was started together with a Regional Institute of Ambulatory Mental Health
Care in the western area of Rotterdam in 1991. Other city organizations were invited
to participate in the program. Experiments were conducted in three Rotterdam neigh-
bourhoods in the period up to 1995. The planning of the program and satisfaction
with the program among intermediate program users was evaluated. The program
was coordinated by the RMHS department of public mental health and the evalua-
tion was conducted by the RMHS department of epidemiology. In the meantime parts
of the Rotterdam departments of public mental health and epidemiology were
brought together to form a new department of epidemiology and health policy.

Peer-/ed sen/or hea/t/j educof/on: effect evo/uot/on

The RMHS department of health promotion received many requests from elderly
organizations to arrange health education for their clients. The department had
positive experiences with peer education for migrant inhabitants of Rotterdam. It was
expected that peer education would also be successful in the population of older
adults. A group of older adults were trained as peer health educators, called senior
health educators, in 1994. A scientific committee funding research projects into de-
terminants of health on behalf of central government, asked the RMHS to evaluate
the senior health education program. The effectiveness of the program was evalu-
ated by the department of health promotion in cooperation with the department of
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epidemiology and health policy in the period 1995 to 1997. These departments were
then integrated in a new department of health promotion, comprising the three dis-
ciplines epidemiology, health promotion and health policy, in 1997.

1.7.2. Migrants , '

7"ne heo/th of the Rotterdam 5u/7namese: d/agnojis

The RMHS department of epidemiology had developed several register systems and
recurrent surveys to monitor the health of the Rotterdam inhabitants. The health of
the major immigrant groups, Turkish and Moroccan, had been analyzed using these
data systems, however little was known of the health of another important immigrant
group, the Surinamese. A secondary analysis of survey and mortality data was con-
ducted in 1993 to give insight into the mortality, subjective health and reported health
care use of the Rotterdam Surinamese.

y > . ; • ' ! , » : . ' ' u . ' - •>• > -• •> ( ! i • Si< * • > « i - I t « ' W i r - ; I

Peer-/erf 4/D5 educat/on /n mole Türk/s/j and Moroccan /mm/grants: effect eva/uot/on
The RMHS had quite some experience with peer education in immigrant groups.
AIDS education for immigrants was one of the peer projects. It originated in 1989
when the AIDS epidemic was at its height and the Dutch mass-media campaigns had
some difficulties in reaching immigrant groups. The RMHS coordinated the peer-
led AIDS education for immigrants at national level, however an evaluation of the
effectiveness of the program was lacking. In 1996 the scientific committee of the
national AIDS fund provided a grant to start an effect evaluation of the AIDS educa-
tion in Turkish and Moroccan men.

Peer-/ed 4/D5 educot/on /n mo/e Turk/sh and Moroccan /mm/grants: /ntervent/on deve/op-
menf

There had been several years of peer-led AIDS education at the time the evaluation
study started. A qualitative study was carried out among the peer educators into the
targets of the AIDS education, using group interview techniques. Scales were devel-
oped in cooperation with the peer educators to measure the effectiveness of the AIDS
education among the Turkish and Moroccan frequenters of coffee houses and
mosques. The data of the pre-test were used to study determinants of condom use.
The study into the program targets and determinants of behaviour yielded recom-
mendations for the future development of the peer-led AIDS education program
aimed at immigrants.

The studies depicted above are presented in the following chapters. They have been
arranged per target group, starting with the programs aimed at migrants in chapters
2 to 4. The studies of the programs aimed at older adults are described in chapters 5
to 9. The conclusions and discussion regarding the in section 1.1 introduced main
research question are given in chapter 10.

"""'' The author wishes to thank Willy do Haes and Hans Saan for a discussion on this topic. *' '
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Abstract

The differences in mortality, self-rated health and reported use of
health care services between Surinam and Dutch citizens of Rotter-
dam were investigated. Mortality' data from the registrar's office were
anal) zed. It was concluded that mortality is higher in male Surinamese
aged 15 to 34 and female Surinamese aged 55 to 74. Health status
and health care use were analyzed using postal questionnaires sent
to random samples of Rotterdam inhabitants (aged between 16 and
75). Logistic regression analysis was used, in which gender, age, mari-
tal status, level of education and work situation were taken into ac-
count. The results showed that a higher proportion of Surinamese
than Dutch respondents considered their health to be poor. Moreo-
ver more Surinamese than Dutch people had had contact with their
general practitioner one or more times during the last two months.
Further research into the health situation and causes of death in the
Surinamese is recommended.



2. Mortality, self-rated health and reported use of . >̂
health care among the Rotterdam Surinamese „

2.1. I n t r o d u c t i o n •'" ' ' ~ ' " • ' •' ' ' '" ' ^ • ^ ^ • • ^ v i - . * v v n - u . .

Considerable numbers of Surinamese have emigrated to the Netherlands over the
years. Their motives are better education prospects and the desire to fulfil ambitions.'
People from all social classes have taken their chance to emigrate. A total of 39,838
Surinamese lived in Rotterdam in 1991, which amounted to 7% of the Rotterdam
general population and 15% of the Surinam population in the Netherlands. About
45% of the Surinamese in the Netherlands is Hindu and 45% is Creole.- Other
Surinamese ethnic groups are formed by, among others, Indians, Javanese and Chi-
nese. Little research has been conducted into the health of the Surinamese living in
the Netherlands. The Surinamese rate their health as poorer than the Dutch.'*"'''
Moreover, they visit their general practitioner more frequently.-'" The higher mortal-
ity among the Surinamese, compared to the Dutch is an indication for a poorer health
situation." These findings are based on limited study populations and most studies
do not take into account a difference in socio-economic status between the Surinamese
and the Dutch.^* Evidence exists of the relationship between socio-economic inequali-
ties and health.' The Surinamese suffer from less income, more unemployment, less
education and deprived housing circumstances, when compared to the Dutch.' ' The
causes of the inequality in health, whether socio-economic or ethnic, have not yet
been unravelled.

The policy of improving health in socio-economic deprived populations and the lim-
ited knowledge of the health situation of the Surinamese, gave reason to conduct this
study.'' The Rotterdam Surinamese population is expected to increase by 46% from
1991 to 2006. The following research questions are addressed. Are there differences
in mortality, subjective health and reported health care use between the Surinam and
autochthonous citizens of Rotterdam? Can a difference in subjective health and re-
ported health care use be explained by the educational level and work situation of
the respondents? The association between mortality and socio-economic status was
not studied, because socio-economic data are not given in the registers used.

2.2. Mate r ia ls a n d m e t h o d s ' ' " ' " ' • • " • • " • * " < < " • " • " •

2.2.1. Analysis of mortality data

Mortality data were provided from the registrar's office of the city of Rotterdam. The
index-population consisted of Rotterdam Surinamese who were of Dutch national-
ity, and who themselves or whose father or mother were born in Surinam. Inhabitants
of Surinam nationality were excluded to allow comparison with the study population
of the survey (see hereafter). About 91% of the Rotterdam Surinamese had Dutch
nationality in 1991. A comparison was made with the standard population including
both the index population and all other city inhabitants of Dutch nationality. Only



mortality after the age of 1 vear will be considered in this article for technical rea-
sons. Data were only available on mortality for residents of Rotterdam on the first of
January of the year they deceased. As a result of this, statistics on perinatal and iniant
mortality were missed. .t. ...*..j » *-

Mortality rates were standardized indirectly for men and women separately account-
ing forage, using Standardized Mortality Ratios (SMRs)."'•" The mortality figures from
1986 to 1991 were added up to obtain populations of sufficient magnitude, and ten
years age categories were used. The number of Surinamese with Dutch nationality
who died during the six years follow up period was 525 (280 males, 245 females).
Significance was tested using 95% confidence intervals (95%-CIs).'- •*• ;<* ; t

2.2.2. Analysis of survey data

A secondary analysis was conducted of data from the Omnibus survey. Postal ques-
tionnaires were sent yearly from 1987 to 1991 to different samples drawn at random
from the Rotterdam registrars office.' *"'•' These samples comprised Rotterdam inhab-
itants of Dutch nationality aged 16 to 75 years, including citizens born in Surinam or
whose father or mother had been born in Surinam. The index population of
Surinamese amounted to 471 people. The reference population was a sample drawn
from the respondents to the Omnibus questionnaires, a total of 2826 respondents
who had themselves and whose father and mother had been born in the Netherlands.

The response rates to the questionnaires were about 60%. An assessment of the re-
sponse rates among the Surinam population was not possible, because of unknown
denominators (size of samples from Surinam inhabitants), however response to the
questionnaires among the Surinamese was lower than expected from census data. In
1991 6.2% of the Rotterdam population aged 16-75 with Dutch nationality was of
Surinamese origin, compared to 4.2% of the survey respondents. The index-popula-
tion was representative for the Rotterdam Surinamese of Dutch nationality in 1991,
considering gender, age and marital status. In the response group of Dutch origin,
married people were overrepresented, 57.6% of the respondents were married com-
pared to 48.8% in the general population. . . ; . . . . - . . ...:.,.. .

The associations between countiy of origin and the following outcome measures were
established:

1. self-rated health: the respondents evaluated their health as good, moderate poor
or poor; • • . . . - . , . : , . ..-..• ^ . ,. .. . . > . '

2. psycho-social health: wellbeing was assessed using the subscale negative affect of
the Affect Balance Scale (ABS)."'•'' The cut-off point was 4 on a scale from 0 to 12;

3. contact with the general practitioner (GP): contact with the GP during the last
two months was assessed, including the frequency of contacts; , «H.
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4. use of Regional Institutes of Ambulatory Mental Health Care (RIAMHCs): con-
tact with the RIAMHC during the last five years.

Response to the outcome measures differed dependent on in which years the scales
and questions were included in the questionnaires.

The following background characteristics were asked in the questionnaires: gender,
age, marital status, educational level as an indicator for socio-economic level, and work
situation. Work situation comprised the following categories: paid job, unemployment
benefit, invalidity pension, social security, student, retired, or running the house. The
index and reference populations differed significantly with respect to the background
characteristics, except for gender (table 1). Research has shown an association be-
tween these characteristics and the outcome measures.'''"'''' The confounding effects
and effect modification were studied, using multiple logistic regression analysis.'" Odds
Ratios (ORs) were tested, using 95%-confidence intervals (95%-CIs).

• Table 1. The background characteristics of the Surinam and Dutch respondents

gender

age* . ',-,.

marital status*

educational level*

• ,. n i.'n . "u; •:

work situation*

male
female

16-24
25-34
35-44
45-54
55-64
65-75

unmarried
divorced
widowed .'; - • -
married ._•

1 . ; . : / • • • • . - .

II
III

. ' i v . . •: • ' .• • ' ' . ' - • : "

V
VI

paid job
running household
student
r e t i r e d ' ••'•
invalidity pension
unemployed
social security

Surinamese

n

207
259

140
132
96
54
38
11

217
81
11

160

130
79

US

•>•: ; 2 * , v
27

163
45
63
18
20
85
57

%

44.4
55.6

29.7
28.0
20.4
11.5
8.1
2.3

46.3
17.3
2.3

34.1

30.9
18.8
27.3
10.0
6.7
6.4

36.1
10.0
14.0
4.0
4.4

18.8
12.6

Dutch

n

1324
1490

465
574
508
403
472
404

869
184
144

1624

584
749
478
289
250
339

1221
498
174
408
158
152
98

%

47.1
52.9

16.5
20.3
18.0
14.3
16.7
14.3

30.8
6.5
5.1

57.6

21.7
27.9
17.8
10.7
9.3

12.6

45.1
18.4
6.4

15.1
5.8
5.6
3.6

* Chi-square test, p < 0.05
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2.3. Results !A 1D

2.3.1. Mortality

Mortality among Surinam males aged 5-14 and 75 years and older was higher than
among Dutch males from 1986 to 1991 (figure 6). Between the age of 15 to 34 the
increase in mortality was stronger among Surinam males, and after the age of 35 the
increase was equal to Dutch males. Mortality among Surinam females was higher than
among Dutch females in all age categories.

• Figure 6. Mortality in Surinam and Dutch men and women, 1986-1991 ;. ;->,-,, ,,:;,, / , ; , , , ;

Mortality per 10.000 (log)
1000

100

65-74 75-84

Dutch men

Dutch women

Surinam men

Surinam women

Separate SMRs were calculated for males and females in the age categories 1-34 and
35 years and above, because of these different patterns (table 2). The standardized
mortality in Surinam males aged 1-34 was 81% higher than in Dutch males
(SMR=180.6,95%-CI 143.2-224.8). The mortality rates were clearly higher in the age
categories 15-24 and 25-34: 11.6 and 20.9 per 10,000, against 5.4 and 10.8 among the
Dutch. In the age category 35 years and above the mortality among Surinam and Dutch
males was equal (SMR=103.8, 95%-CI 89.9-119.3).

The standardized mortality in Surinam females aged 1-34 compared to Dutch females
was 34% higher, though not statistically significant (SMR=133.9. 95%-CI 92.2-188.0).
Surinam women aged 35 years and over counted for 39% more deaths than Dutch
females (SMR=139.1. 95%-CI 121.0-159.2). Mortality was higher especially in the age
categories 55-64 and 65-74: mortality rates of 141.5 and 298.1 per 10,000 respectively,
against 77.4 and 181.3 among the Dutch. . • •

General SMRs for the sum of all age categories of Rotterdam Surinamese are given
in table 2, although the mortality was not distributed homogeneously among all ages
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as was mentioned above. Among males of Surinam origin from Rotterdam the mor-
tality was 18% higher and among Surinam females 38%. These findings are
comparable to the national statistic of a raised mortality, standardized for gender and
age, of 21 % among the Surinam inhabitants of the Netherlands in 1990." . t

• Table 2. SMRs and 95%-confidence intervals (Cl). Surinamese (index population) versus
Dutch (standard population), 1986-1991

age

total

1-34

35+

males

SMR

118.2

180.6

103.8

95%-CI !' "

104.7-132.9

143.2-224.8

89.9-119.3

females

SMR

138.4

133.9

139.1

95%-CI

121.6-156.9

92.2-188.0

121.0-159.2

2.3.2. Self-rated health and reported health care use

Crude Odds Ratios of the relationship between country of origin and health outcome
are given in table 3 (model I). More Surinam than Dutch respondents considered
their health to be moderate poor or poor, and experienced psycho-social problems.
Moreover more Surinam respondents had contact with their GP or the RIAMHC.
When gender and age was accounted for, the Odds Ratios stayed significant, except
for use of the RIAMHC, (model II). The prevalences of the judgement of health as
moderate poor or poor, and of contact with the GP at least once the last two months
are given in figure 7. It can be seen that it is mainly in the oldest age category (35-75)
that the Surinamese and Dutch differ with respect to these outcome variables.

When marital status, educational level and job participation were entered in the re-
gression models, the Odds Ratios changed towards 1, meaning a less strong
relationship between country of origin and health outcomes (table 3, models III, IV
and V). In the complete regression model V, more Surinamese than Dutch respond-
ents rated their health as moderate poor or poor (OR=1.50, 95%-CI 1.14-1.96), and
more Surinamese had visited their GP (OR= 1.81, 95%-CI 1.36-2.40). Moreover, they
reported more frequent contact with their GP, than the Dutch, an OR of 2.17 (95%-
CI 1.23-3.84), corrected for the background characteristics, meaning that more
Surinamese compared to the Dutch, reported contact at least three times with their
GP in the last two months. The association between country of origin and psycho-
social problems was not significant in the full regression model (table 3).

Effect modification through categories of marital status was established, changing the
association between country of origin and self-rated health (table 4). Among widowed
people, the Surinamese rated their health most frequently as moderate to poor, com-
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Figure 7 Differences between the Surinamese and Dutch with respect to their health rated as
moderate poor to poor, and contact with the GP, at least once the last two months

80
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Table 3. The association between outcome measures and country of origin, corrected for
potential confounders (Odds Ratios, Surinamese (index population), Dutch (reference
population) logistic regression analysis)

1

II

III

IV

V

moderate poor to
poor health
n=2945,
missing=352

OR 95%-CI

1.29 1.02-1.62

1.93 1.51-2.47

1.74 1.35-2.24

1.58 1.22-2.05

1.50 1.14-1.96

psycho social
problems
n=1936,
missing=290

OR 95%-CI

1.63

1.63

1.48

1.36

1.23

1.23-2.16

1.22-2.18

1.10-1.98

1.00-1.84

0.90-1.69

CPuse
n=1984,
missing=

OR

1.77

2.13

2.02

1.84

1.81

172

95%-CI

1.36-2.29

1.63-2.79

1.54-2.65

1.39-2.43

1.36-2.40

RIAMHC use
n=1421,
missing=245

OR 95%-CI

1.95

1.66

1.27

1.08

0.98

1.08-3.52

0.90-3.04

0.68-2.39

0.57-2.06

0.50-1.90

independent variables in logistic regression models:
I country of origin •• ' • . i ,
II country of origin + gender + age .,.,.
III country of origin + gender + age + marital status
IV country of origin + gender + age + marital status + educational level
V country of origin + gender + age + marital status + educational level + work situation

• • . ! • ' ! '
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pared to the Dutch. Among those who had never married, no significant difference
was found as to self-rated health between the Surinamese and Dutch. The high amount
of Surinamese students who experienced psycho-social problems, compared to Dutch
students is striking. Among people receiving social assistance more Dutch than
Surinamese respondents experienced psycho-social problems. The raised contact with
the GP at least one time during the last two months, by Surinamese respondents com-
pared to the Dutch, was highest among the age category 55-75. The strength of the
relationship decreased across the age categories and GP use did not differ between
the Surinamese and Dutch in the youngest age category. With respect to RIAMHC
use, more male Surinamese than Dutch respondents reported contact. Among fe-
males, less Surinamese than Dutch respondents had contact with the RIAMHC.

• Table 4. Effect modification of country of origin and other background characteristics on the
outcome variables (Odds Ratios, Surinamese (index), Dutch (reference))*

outcome ^ , , ^ - ,

self-rated health

psycho-social
problems

• • ! ; : ! ; • • • • i

CPuse

RIAMHC use

- a , , , „ ,

widowed
divorced
married •; ?' "K
unmarried q , , , , . ,

student
running household
unemployment benefit
paid job
retired
invalidity pension
social security

55-75
45-54
35-44 : '
25-34
16-24

male , ,
female

o. „ „ ,
3.62
2.58
2.00 ' / ' t 'h '

° - 8 4 : < • ,,.,-

3.96
1.49
1.33
1.00
0.92
0.88
0.57

3.97
2.57
2.87
1.51
1.11

2.40 • .
0.49

> M r»--,..,,/>f .. '5%-CI

0.69-19.00
1.35-4.93

• • ' ! •> • 1 . 3 2 - 3 . 0 2

, i . . ' ,.-.- °-54- 1 3 0

'•••'•• 1.73-9.04
. . 0.60- 3.70

0.62-2.85
0.60- 1.67

: ; 0.18-4.65
0.23- 3.35
0.23-1.46

1.14-13.90
1.12-5.87

< 1.57-5.25
; . 0.90- 2.51

0.66-1.87

. ' 0.94-6.13
0.19- 1.28

* Effect-modification or interaction was studied using logistic regression models, including one
outcome variable, country of origin and all background characteristics, to which one interaction term
was added (product of country of origin and one background characteristic).
The likelihoodratio-test was used to determine improvement of the model at the significance level of
p<0.10, when the interaction term was added to the model.

. • ; i j -
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2.4. Discussion

Mortality, perceived health situation and reported use of health care services among
Surinam inhabitants of Rotterdam of Dutch nationality were studied. First, a few com-
ments on the results should be given. As the non-response was not studied, selective
response by for instance less healthy Surinamese has to be considered. Another re-
striction is that the results do not apply to the little group of inhabitants of Surinam
nationality. Because the measurements used were not validated in the Surinam popu-
lation, the difference in health status found in this study mav be explained by the
cultural differences between the Surinamese and the Dutch. For a better understand-
ing of our findings, factors which are valid specifically for immigrants have to be
considered, like selective emigration of healthy populations, exposure to determinants
of illness in the home country, the influence of adoption of new lifestyles and expo
sure to determinants in the country of immigration, and genetic factors.'"

More detailed research into causes of death could shed some light on the mortality
rates found, however these causes cannot be determined using data from the regis-
trar's office. The following questions can be asked with regard to the results of the
mortality findings. Can a reduced prevalence of traffic accidents explain the lower
mortality among boys between 5 to 14years of age? Research into children of the city
of The Hague showed a lesser incidence of traffic accidents among Surinam com-
pared to Dutch children.-" Can external causes of death (homicide, suicide, accidents)
explain the higher mortality among Surinam men 15 to 34 years of age? In this age
group external causes of death account for 53% of mortality in the male general
population.'-' Research into causes of mortality in Surinam women 55-74 years is nec-
essary to explain the raised SMR.

The more negatively rated subjective health and elevated GP use, even after correc-
tion for educational level and work situation, are an indication of a less favourable
health status of the Surinamese. Not only had more Surinam citizens contact with
their GP than Dutch, the contacts were also more frequent. The need for medical
aid could even be higher, because use of alternative treatments, like 'winti-rituals',
was not covered by the questionnaire. More Surinam than Dutch students experienced
psycho-social problems. Moreover Surinam males more often reported use of
RIAMHCs compared to Dutch males. Research into the use of psychiatric hospitals
reported higher use among Surinam males, which supports our findings.'-"-' The back-
grounds of psycho-social problems and reasons for GP use need to be studied more
in depth, however the difference in meaning that the Surinam people probably at-
tach to their problems must be taken into account. If possible Creoles need to be
distinguished from Hindus in future research.

The research question whether educational level and work situation explain the dif-
ference in subjective health and health care use, can only be answered partly. The
difference in psycho-social health and use of RIAMHCs disappears when controlling
in the logistic regression model for the background characteristics (table 3). With



respect to self rated health and GP use, the association between country of origin at
the one side, and self rated health and GP use at the other, becomes weaker, how-
ever, a difference between the Surinamese and Dutch still exists. The deprived health
situation of the Surinamese may be explained by other factors, like stress of migra-
tion.-* Higher mortality in lower socio-economic populations is known from
research."'-' The influence of socio-economic status on mortality could not be ex-
amined in this study. ,-:; «: , , . , . . . , » )•.-.(,• f ..•-.' :: -.. . . ,' ,< IM (.,.•:•./ :< •

2 . 5 . C o n c l u s i o n ;; |" ;;;••; |;'^;|_ - ;••_ / ^ ;;;;;; ' _'.; ;•;; ,; ; •".,

Excess mortality was found especially among Rotterdam Surinam males aged 15-34
years and Rotierdam Surinam females aged 55-74. A study into the causes of death is
recommended. Surinam inhabitants more often judged their health as (moderately)
poor and visited their GP. More Surinam than Dutch students experienced psycho-
social problems and more Surinam males reported RIAMHC use, however because
of the unknown validity of these outcome measures in immigrant groups, these find-
ings have to be treated carefully. The educational level and work situation only explain
in part the poorer health situation of the Surinamese. The backgrounds of the psy-
cho-social problems and reasons for GP use among the Surinamese should be studied
i n m o r e d e t a i l . • . ••< < • . , . - . , • . , •, , > .-.-.:
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Chapter 3
Peer-led AIDS education aimed at

Turkish and Moroccan men:
objectives, determinants and practice
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Abstract

A study was conducted into the AIDS education program aimed at
male Turkish and Moroccan immigrants in the Netherlands. The
AIDS education was given in the native language by peers. The aims
of the study were to establish the actual program targets, to examine
determinants of condom use among Turkish and Moroccan men, and
to make recommendations for program improvement. Program ob-
jectives in the field of knowledge of HIV-transmission, the risk of
getting AIDS, and condom use were established, using the nominal
group technique. Registration of 48 education sessions in coffee
houses and mosques showed that the most attention to condom use
was paid by the Moroccan educators. The Turkish educators stressed
knowledge of HIV transmission. Frequenters of coffeehouse and
mosques filled out questionnaires before they received the AIDS edu-
cation to examine predictors of the intention to use condoms. The
following predictors of intention of condom use were found: misun-
derstandings about HFV transmission and beliefs of the risk of getting
AIDS. Moreover, the barrier of diminished satisfaction with sex if
using a condom, and self-efficacy, were predictors of the intention
to use condoms among married men and men aged 30 years and
above. The cominuation of knowledge transfer and change of be-
liefs with regard to HIV transmission and susceptibility to AIDS is
recommended. Ample discussion of condom use during the educa-
tion session is advised and attention has to be paid to self-efficacy with
regard to condom use among subgroups. A closer study into the
motives for condom use among unmarried and younger Turkish and
Moroccan men is recommended, considering the absence of a clear
pattern of determinants of condom use.
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3. Peer-led AIDS education aimed at Turkish and
Moroccan men ^wiH«.

• ' . • ! . ! v - > > i i - j . i f . . , i « . | ! • • - > ; " . . , ; • . • -

3 . 1 . I n t r o d u c t i o n • - • ' • • • • • • !.:..,*, - . » . . . ! m . « .

Immigrant groups in the Netherlands, among others Aniillian/Aruban, Surinam,
Turkish, Moroccan and Cabo Verdian, have been educated about AIDS in a special
program since 1989. Men recruited from ihese groups have been trained as peer
educator. These peer educators speak the native language and are familiar with group
norms and values about sexuality and AIDS. This article contains a description of peer-
led AIDS education for Turkish and Moroccan men. AIDS education for immigrants
was thought to be important for various reasons. The general mass-media campaigns
did not reach the immigrants, due to their insufficient mastery of the Dutch language
and use of different media like minority programs on radio and television, satellite
channels and native newspapers. Moroccans hardly read newspapers, as opposed to
the Turks, because of illiteracy and a tendency not to read the available literature.
Research into the occurrence of Sexually Transmitted Diseases (STD) among visitors
to STD clinics, showed a raised incidence among Turkish and Moroccan men, com-
pared to the Dutch.'"' Divergent use of these easy accessible clinics by immigrant
groups may explain this result, however inconsistent or absent use of condoms should
be considered. Qualitative research into relationships and sexuality in Turkish and
Moroccan men showed practical and emotional objections to condom use.'* Con-
dom use was considered to be inconvenient, the smell of condoms was found to be
unpleasant, and condom use was associated negatively with extramarital sex. Turkish
and Moroccan men turned out to be well informed about the protective effect of
condom use against AIDS, however persistent misunderstandings regarding HIV trans-
mission existed. A change could be observed among young Turkish and Moroccan
adolescents.' The reported condom use had increased between 1990 and 1995 to the
Dutch adolescents' level. Moreover, the attitude toward sex before marriage had
become more liberal, though still less liberal than among Dutch adolescents.

The following targets were formulated at the start of the peer-led AIDS education
program: making AIDS and sexuality discussible, calling attention to AIDS preven-
tion, reducing unnecessary fear for HIV infection, and improving knowledge of AIDS.''
The 'NederlandsInstituutvoorGezondheidsbevorderingen Ziektepreventie' (NIGZ,
National Institute for Health Promotion and Illness Prevention) coordinates the AIDS
education for immigrants at the national level, being part of the program 'Voorlichling
Eigen Taal en Cultuur' (VETC, Education in the Native Language and Culture).*
Program execution at the local level is organized by the public health services. The
program is an outreach program and the peer educators visit coffeehouses, mosques,
community centres etcetera. The meetings are rather unstructured, people are free
to join or leave the education session. Peer-led AIDS education is also given in a more
structured form in courses for new settlers, basic education courses or health educa-
tion courses for immigrants. Moreover, visitors to festivals and other events are
educated about AIDS by peer educators. , > ... .



The study into the peer-led AIDS education given in coffeehouses and mosques is
described in this article. The aim was to contribute to future improvement of the
education practice. The study consisted of two parts: the objectives pursued in prac-
tice were determined in study 1. The determinants of the intention to use condoms
by Turkish and Moroccan visitors were examined in study 2, using the pre-tests of the
evaluation study conducted from 1996 to 1998.'"" The following research questions
are addressed in this article. What were the objectives of peer-led AIDS education for
male Turkish and Moroccan men, and to what degree were they discussed during the
education sessions? What are determinants of condom use by Turkish and Moroccan
men?
' ' ! ' I . f t / l i f l i r - . > < ' • ; i l O I I t i > t j i : - i S i l l f . . f » ' « l ! i M » , J • > • T l i ' H / . I . ' l ' l , 1 1 ' ! . . I I I - i i f ! C - ' i ' • • . " - I K . ! > • > !
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3.2.1. Study 1: peer educators ' " * ' ' '

The objectives pursued in practice were studied, using the nominal group technique.
Seven Turkish and Moroccan peer educators and four coordinators, who were also
immigrants, participated in the group discussion. The nominal group technique of-
fers a procedure to explore opinions about a central question. '-•'* The central question
was 'What have the frequenters of coffeehouses learned from your education sessions
during the last year?'. The participants had to give six learning objectives in as con-
crete and measurable form as possible. They were allowed to explain the objectives
and were asked to make a list in order of importance of the objectives. A postal delphi-
round was conducted afterwards, asking the participants whether objectives should
l)t' added or changes should be made in the ranking result of the group interview.

A top 5 of the highest ranked learning objectives was formed. The degree to which
the five objectives were discussed during 48 meetings in coffeehouses and mosques
was studied. The peer educator was accompanied by a colleague, called a research
assistant, who had to judge on a five point scale the degree to which the objectives
were dealt with, using a registration form.
m W i h . j » ' - ; ' • - i l l " . '•• •••• -i ;•• - . ; • i ; - : • ; * . . ! = ^ - > i t . / : - > - . • • • - . V j j i i - . s ; ; . , w m i i ; • • - s i ' i T

3.2.2. Study 2: participants .' " — ^ ; ' ; ; — " ' - " • '-»'•.•-• «"'.• ' - ^ - " M

The Turkish and Moroccan participants at the 48 education sessions in coffeehouses
and mosques were asked to fill out a short questionnaire to evaluate the effective-
ness.'"" The questionnaire was called a 'quiz' to lower the threshold of participation
in the study. The pre-test and post-test were assigned randomly to the education ses-
sions. The analysis of determinants of condom use among respondents who were
pre-tested before they received the AIDS education is described in this article, i.e.
frequenters of 14 Turkish and 10 Moroccan coffeehouses and mosques in the cities
of Amsterdam, Rotterdam, The Hague and Utrecht. The respondents filled out the
short questionnaire by themselves, though they were helped by the research assistant
if necessary. Questions were read out loud before the group or per table and the
position of answer categories was pinpointed. The peer educators were trained in how
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to organize the data collection. Participation in the questionnaire was anonymous.
Dutch, Turkish and Arabic Moroccan versions of the questionnaire were available.

Questions related to the learning objectives were included in the questionnaire, which
was developed in collaboration with the peer educators. They were tested at three
education sessions after which adaptations were made. The questionnaire had to be
short and simple, because of the unstructured setting of the localities and the expected
low educational level of the visitors. The number of items per learning objective was
limited and a maximum of three answer categories was used. The questions had to
be neutral. Explicit, suggestive references to sexual habits of the respondents were
experienced as impolite. General questions without for instance suggesting that the
respondent was involved in extramarital contacts or with different sexual partners
could be included. The intention to use condoms in future if the respondent had a
new partner could also be asked. Complex formulations like conditional statements,
e.g. 'If you are in a situation where you have planned to raise the topic of condom
use with your partner, would you ?', were experienced as too difficult by the poorly
educated respondents. ; ..;:

The questionnaire included items on beliefs about HIV transmission, risk of attract-
ing AIDS and the use of condoms. These beliefs are equal to the determinants of
behaviour of the Health Belief Model.'^"'The Health Belief Model is suitable when
the behaviour change pursued is not too complex, like drawing people's attention to
the danger of AIDS and the necessity of prevention.'" Two groups of factors in this
model determine people's behaviour, i.e. the perceived threat of the illness under
consideration and the expectations with regard to the barriers and benefits when
performing actions which prevent or relieve the illness (figure 8). The perceived threat
of AIDS was in this study distinguished into risk appraisal for AIDS infection and beliefs
and misunderstandings about HIV transmission. Misunderstandings can influence
people's right or wrong beliefs about the threat of AIDS. The determinant of per-
ceived severity of the illness in the Health Belief Model was not studied and considered
constant among the respondents, because of a 100% mortality of AIDS. Moreover
the effect on the following expectancies with regard to condom use were studied: the
barrier of diminished satisfaction with sex if using condoms, the barrier of buying
condoms, the benefit of the protective effect of condoms and, perceived self-efficacy
to use condoms. Perceived self-efficacy to perform the behaviour, a concept from social
learning theory, was added to the Health Belief Model to increase its explanatory
power.'* A person's self-efficacy or belief that one can successfully execute the behav-
iour is a strong predictor for performing the desired behaviour.'" The total of beliefs
and the evaluation of beliefs determine a person's attitude toward condom use. The
beliefs will differ between groups with different social demographic characteristics
like gender, age or ethnicity. Cues will eventually activate the desired behaviour, for
instance physical complaints or education (see figure 8). * -Ü• ••::u,ni,:>i -<•
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Figure 8. Determinants of condom use
.'•»<.jj
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(Source: Rosenstock IM, Strecher V|, Becker MH. The health belief model and HIV risk behaviour change.
DiClemente Rj, Peterson JL (red.). Preventing AIDS: theories and methods of behavioural interventions.
New York: Plenum Press, 1994)

Factor analysis led to the following scales measuring perceived threat and beliefs about
condom use. The scale 'misunderstandings regarding HIV transmission' consisted
of three items, for example 'Can the AIDS virus be transmitted by kissing?' (a=0.56).
Beliefs about the risk of AIDS infection was asked using a 6 item scale, for example
'Can AIDS only be found in homosexual men?' (cc=0.60). The scale 'benefit of the
protective effects of condom use' included 4 items, like 'Does a condom protect against
the AIDS virus?' (a=0.51). Two items were used to measure the perceived barrier of
diminished satisfaction of sex if using a condom, i.e. 'making love using a condom is
less satisfying' and 'making love using a condom is not genuine' (ot=0.66). The bar-
rier of buying condoms was measured using the item: 'I find it difficult to buy
condoms'. Self-efficacy was measured using one item: 'I know exactly how to use a
condom". Intention to use condoms was measured using one item: 'I think I will use
a condom in future if I have a new partner". The following background characteris-
tics were asked: ethnic origin, age, marital status and previous participation in AIDS
education. ....,,-. ..*.., ,„,;-. .^ i : , . , . . . , . . . . , ,...,.,....... . . , , ,.,,, -.,*.,,..., „,„..•

The items and scales were dichotomized because of the limited number of answer
categories and the skewness of the answers. A high, desirable score was coded 1 and
a low, undesirable score 0. The association between intention to use condoms and its
determinants was analyzed univariately. Multivariate logistic regression analysis was
used, to account for the effect of the other determinants. Two-way interactions be-
tween determinants and background characteristics were tested to assess the strength
of the relationship between the intention and determinant within subgroups adding
one interaction term to the model including all determinants (p<0.10). Odds Ratios
(ORs) were tested using 95%-confidence intervals (95%-CIs). The intention to use
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condoms is higher in the population scoring high on the determinant measure, com-
pared to the group scoring low, if the OR exceeds value 1. A reverse relationship is
found if the OR is smaller than 1. A relationship is lacking if the OR equals 1. The
statistical package SPSS for Windows was used. - .>.;-•<.•,•. ^ •. !*(,-«•••-!; ...,i

3.3. Results study 1: the AIDS education objectives " ' j ,

The peer educators and coordinators mentioned 17 different learning objectives in
the group interview. They listed the objectives in order of ranking, leading to a top 5
of objectives valued as most important (table 5). The top 5 actually included six ob-
jectives, because the learning objectives 'prevention of misunderstandings and
unnecessary fears' and 'demonstration of condom use' ended equal. The objective
'familiar with ways of HIV transmission', which was valued as most important, and
the fifth mentioned objective 'prevention of misunderstandings and unnecessary fears'
refer to the factor perceived threat in the Health Belief Model. Objectives 2 to 4 re-
fer to beliefs about risk of AIDS infection (table 5). The objective 'demonstration of
condom use' is more a means than an end. The objective was reformulated into 'a
positive attitude and self-efficacy with respect to condom use', because the peer-edu-
cators explained that the objective referred to change of skills to use condoms.
Moreover, objectives related to beliefs about condom use, i.e. 'aware of the advan-
tages of condom use' and 'a positive attitude toward condom use' were mentioned
in the group interview, but ranked seventh and ninth. The top 5 was not changed
after the delphi-round by letter. The objectives corresponded with the targets formu-
lated at the start of the peer-led AIDS education program, except for the target 'making
AIDS and sexuality discussible' which was ranked eleventh in the nominal group
procedure."

• Table 5. Degree to which the objectives are discussed. Mean (M) and standard deviation
(s.d.)

t.

2.

3.

4.

5.

5.

Objective

Familiar with ways of HIV transmission'

Belief that AIDS is not an illness of
homosexuals alone

Belief that AIDS is not related to country
or colour*

Taking AIDS seriously. Being aware of the
problem and relating it to your situation

Prevention of misunderstandings and
unnecessary fears

Demonstration of condom use*

Turkish

M

4.15

3.74

3.81

3.93

3.74

3.74

s.d.

1.23

1.32

1.42

1.14

1.35

1.46

Moroccan

M

4.25

4.05

4.55

4.40

4.25

4.50

s.d.

0.91

0.89

0.69

1.00

0.85

1.00

* t-test, p<0.05
' Range: 1 (not discussed) to 5 (discussed extensively)
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A total of 47 registration forms, filled out by the research assistants, became available.
The degree to which the objectives were discussed, was in general scored higher for
the Moroccan education sessions than for the Turkish (table 5). The difference be-
tween the language groups was significant with respect to the objectives 'belief that
AIDS is not related to country or colour' and 'demonstration of condom use'. The
different position of the objective related to the condom demonstration between the
Moroccan sessions and the Turkish is remarkable (second against last position). The
objective 'familiar with ways of HIV transmission' got the highest ranking for the
Turkish sessions. The least attention was paid to the belief that 'AIDS is not an illness
of homosexuals alone' in both the Moroccan and Turkish sessions.

3.4. Results study 2: determinants of condom use *

3.4.1. Response

The estimated response among the Turks was 40% (169 respondents) and among
Moroccans 67% (127 respondents). The number of visitors (denominator) was as-
sessed by the research assistant due to the unstructured situation of the education
sessions, which only allowed for estimated response rates. The youngest age group
was overrepresented among the Turks and slightly overrepresented among the Mo-
roccans, the oldest age groups was underrepresented (table 6). Married men were
overrepiTseuted among Turks. The educational level of the response group was higher
compared to the general population.

• Table 6. Representativeness of respondents

Age
15-29
30-39
40-54

Marital status
married
unmarried

Education
no/primary ' '
secondary
poly-technic/university

Turks

Respondents
N=169

55
32
14

75
"•! • 25 ,'.

36
51
14

General
population

'47
34
20

'65
35

47
7

Moroccans

Respondents
N=127

54
28
18

46
54

•'<•*•-• V . 3 7

46
17

General
population

'50
28
22

'49
51

' 5 0
44

6

' Source: CBS. Maandstatistiek van de bevolking 1998;maart:26-33. *'*' ' ' ' ' ' "
' Source: Enquete beroepsbevolking. In: CBS. Allochtonen in Nederland 1998. Voorburg/Heerien, 1998.
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3.4.2. Association with Intention ' " ' " • • • • ' ' • " " - • ' * •

A significant association was found between intention to use condoms 3» ih«? «:«}•? side,
and misunderstandings ahoui HIV iritnsmissiun, beliefs about the risk of AIDS and
the perceived barrier of diminished satisfaction if using condoms at ihe other, «sing
uiiivaiivue logistic regression analysis (ORs 2.f>9, 2.10and 1.93 respectively) (table 7).

• Table 7. Determinant* of intention to use condoms. Odds Ratios (ORs) and 95%<onfidefice
intervals (95%-CI)

Misunderstandings about HIV
transmission
(little vs. many)

Beliefs about the risk of AIDS
(high vs. low)

Benefit of protective effect of
condoms (high vs. low)

Barrier of diminished
satisfaction if using condoms
(low vs. high)

Barrier of buying condoms
(low vs. high)

Self-efficacy to use condoms
(high vs. low)

OR' ^ ^ ,

2.69

2.40

1.19

1.93

1.63

1.45

95%-CI

•(1.44-5.02)

*(1.46-3.97)

(0.72-1.96)

•(1.05-3.56)

(1.00-2.68)

(0.88-2.37)

n~24ö

2.05

2.06

0.7S

1.73

1.26

1.30

95%-CI

*( 1.04-4.06)

•(1.16-5.64)

(0.44-1.40)

(0.90-3.33)

(0.73-2.19)

(0.74-2.29)

* The 95%-confidence interval does not comprise value 1.
' N differs because of missing values.
' Odds Ratios corrected for the other determinants in the model. Model Chi'=23.08, p<0.001. • ""'

Percentage predicted: 65.4%. ,: .-.

Respondents who understood ways of HIV transmission well, intended more often to
use condoms if they had a new partner, compared to less informed respondents. The
intention to use condoms was higher among respondents who had realistic beliefs
about the risk of attracting AIDS, compared to respondents who had little understand-
ing of the AIDS risk. The intention was higher if respondents perceived the diminished
satisfaction related to condom use to be less of a barrier. The barrier of buying con-
doms was just not related significantly to intention to use condoms and an association
was not found between intention at the one side and the perceived advantage of the
protective effect of condom use and self-efficacy at the other. The relationship with
the barrier of diminished satisfaction if using a condom was no longer significant,
when the effect on intention was controlled for the other determinants, using
multivariate logistic regression analysis (table 7). The association with misunderstand-
ings about HIV transmission and beliefs about risk of AIDS remained significant.
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Significant interaction effects of determinants and background characteristics on the
intention to use condoms are given in table 8.

• Table 8. Interaction effects of determinants and background characteristics on the intention
to use condoms. Odds Ratios (ORs) and 95%-confidence intervals (95%-CI)

M
Married

Unmarried

Married

Unmarried

Married

Unmarried

230

<30

Beliefs about the risk of AIDS
low
high
low

" ' 9 " ' j ; , , ; * - ; •• •

Barrier of diminished
satisfaction if using condoms
high , i „ ,•<.» , ,- ,
low
high
low

Self-efficacy to use condoms
low
h i g h , < * • • • ' . ! •;•' >.'•; ,- ^ *

low
high

Self-efficacv to uu> condoms
low
high
low
high

%

50.0
78.2
49.1

•a JB-f ''"
80.5
55.0
58.3

*• ( .

5J.6 ''•
^ H 7 . • •

60.0
53.3

43.6
7,5.0
6S.5
54.7

OR'

1.00
3.17
1.00
1.23

1.00
2.85
1.00
0.96

1.00
2.24
1.00
0.68

1.00
2.83
1.00
0.57

95%-CI

•(1.49-6.75)

(0.53-2.89)

•(1.15-7.04)

(0.36-2.56)

•(1.07-4.68)

(0.26-1.75)

•(1.17-6.85)

(0.26-1.26)

The 95%-confidence interval does not comprise value 1.
Odds Ratios within subgroups corrected for the other determinants in the model to which one
interaction term was added

The influence of beliefs about the risk of AIDS and the barrier of diminished satis-
faction was only found in married Turkish and Moroccan men. Moreover, the intention
to use condoms was higher in men with high self-efficacy to use condoms, than in
nun with low self-efficacy, within the subpopulations of married men and men aged
30 years or over.

A predictive effeci of the determinants of condom use was not present in the groups
of unmarried and younger men. Criteiium for positive intention was the answer cat-
egory 'certainly'. The proportion of men who where certain to use condoms in the
groups of unmarried and younger men was relative low (about 50 to 60%) and
equalled the proportion respondents who intended to use condoms in the married
and older men with low scores on the determinant measures (table 8). It should be
mentioned though that many unmarried and younger respondents indicated 'prob-
ably' if asked for intention to use condoms. Interaction effects of the background
characteristics country of origin and former attendance of AIDS education were not
f o u n d . . . . , • • - . : : • . , .
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A study was carried tint into AIDS education aimed at Turkish and Moroccan men,
given by peer educators in coffeehouses and mosques. The study consisted of two parts.
The objectives pursued in the AIDS education given by the peer educators were exam-
ined in study 1, using group interview methods and registration forms. Determinants
of the intention to use condoms among the participants of the meetings were exam-
ined in study 2, using survey methods. The education objectives and determinants of
condom use are discussed jointly in this article to make recommendations for the
practice of AIDS education for Turks and Moroccans in future. .= -!•-,. ,. .<;.;

The nominal group technique used in study 1, turned out to be suitable for setting
objectives of health education in a structured way. The peer educators' knowledge of
the field and experience as an intermediate were helpful in registrating the degree
to which objectives were discussed during the AIDS education meetings. A drawback
of the role of research assistants was their involvement in the education program,
making it difficult to maintain distance. The results of study 2 into the determinants
of condom use can be generalized in part only, because of the high response of rela-
tively higher, though still low educated, unmarried and young men. The use of a short
written questionnaire to study determinants of condom use was satisfactory, however
problems related to the low educational level and Muslim background of respond-
ents had to be met. The research assistants had to help poorly educated respondents
fill out the questionnaire, despite the brief and to the point formulation of the ques-
tions. Direct questions about sexual behaviour, for instance sexual contact with
extramarital or different partners, could not be included, as such questions were con-
sidered impolite. • • . • • ' :..• .,".!' ••';'.••• . ' i ;;.

The accent of the targets formulated at the start of the peer-led AIDS education was
on improving knowledge and awareness of AIDS and prevention, and was similar to
the objectives pursued in practice as ascertained in study 1. Analysis of the registra-
tion forms showed attention to objectives in the field of improving knowledge of HIV
transmission, and perceived threat of AIDS, i.e. diminishing misunderstandings, and
change of beliefs about the risk of AIDS infection. The objectives related to condom
use turned out to be less clear in the group interview. Demonstration of condom use
was put forward as an objective related to self-efficacy and positive attitudes. The reg-
istration showed more attention was paid to the demonstration of condom use in the
Moroccan meetings than Turkish.

Study 2 showed many misunderstandings on HIV transmission existing among Turk-
ish and Moroccan men. The program's attention to objectives in the field of knowledge
transfer and perceived threat should be maintained, in view of the association between
the beliefs about HIV transmission and, among married men, beliefs about the risk
of AIDS on the one side and intention to use condoms on the other. Moreover, the
intention to use condoms was associated with the barrier of perceived diminished
satisfaction if using condoms and self-efficacy. An association with the barrier of buy-
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ing condoms and beliefs about the protective effect of condom use was not found.
These results of the analysis of determinants applied to married men and men aged
30 years and over only. Distinct attention to condom use in the education session is
advised, however the stage of behavioural change of individuals has to be taken into
account. Prochaska and DiClemente's transtheoretical model of change distinguishes
pre-contemplators who do not yet consider a change of behaviour, contemplators
considering behavioural change, people who are ready to action, and persons whose
behavioural change has to be maintained.''' Research shows the importance of pay-
ing attention to the positive consequences of condom use, to help people move from
the pre-contemplation to contemplation stage, whereas the perception of the nega-
tive sides of condom use slays constant across all stages of change.-" People's
self-efficacy seems to predict condom use in the stage of action and should be aimed
at if people have moved away from the contemplation stage.-"-' The present educa-
tion practice, stressing knowledge and positive beliefs with respect to condom use,
suits the subpopulation of married men who do not yet consider use of condoms.
The self-efficacy of married men and men aged 30 years and over, who already use
condoms or intend to do so, should be aimed at, when the use of condoms is demon-
strated. Relevant topics are skills regarding how to buy condoms, to negotiate the use
of condoms when having sex with a partner, and to use condoms in the right way.
Targeting the education at specific subpopulations, for instance those visiting prosti-
tutes, is advised.

A systematic pattern of determinants of condom use among unmarried, younger
Turkish and Moroccan men could not be proven, however sexual contacts with dif-
ferent partners and the need for AIDS prevention may be expected in this target
group. Research in the subpopulation of Turkish men, who had two or more sexual
partners in the last six months, showed that persons who had run the risk of HIV
infection were older than persons who had not, a mean age of 27.6 years against 23.4
years. The persons who had run the risk had immigrated at an older age to the Neth-
erlands and had settled recently.*' The answer of a probable intention to use condoms
among the unmarried and younger respondents in our analysis of determinants, may
indicate their difficulty with condom use. Their answer will be less ambivalent because
the need to use condoms will be more urgent than among married or older men. A
closer study among unmarried and younger Turkish and Moroccan men into their
motives to use or reject condoms using focus group interviews is recommended. Strat-
egies to promote condom use should be developed in close collaboration with
representatives of these target groups. • • ' •'>> >••• > • * » > < * ; /
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Chapter 4
Effects of peer-led AIDS education

aimed at Turkish and Moroccan
male immigrants in the Netherlands

a randomized controlled evaluation study
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Abstract

Background: an evaluation study was conducted into AIDS education
for immigrants in the Netherlands, given in the native language by
peers. Turkish and Moroccan men were trained to educate people
from their own ethnic group. The effect of peer education on the
perceived threat of AIDS and beliefs about condom use were stud-
ied. Methods: places where male immigrants meet (coffeehouses,
mosques, bars) were matched and randomly assigned to the experi-
mental and control group. The experimental group filled out a short
questionnaire at the end of the education session (post-test), the
control group was pre-tested and had the opportunity to follow the
AIDS education after participation in the questionnaire. Results: an
effect could be established, using multilevel logistic regression analy-
sis, on misunderstandings regarding HIV transmission (OR=5.9,95%-
CI (2.3-15.3) and risk appraisal for HIV infection (OR=2.9, 95%-CI
(1.3-6.3)). The perceived benefit of the protective effect of condom
use was affected in men 30 years and older, the perceived barrier of
a diminished satisfaction if using condoms was changed among un-
married men, the condom self-efficacy was affected in men who val-
ued peer education as important, and an effect on intention to use
condoms was found among Moroccans. Conclusion: continuation of
peer-led AIDS education for immigrants and adaption of the mes-
sage to the needs of specific target groups is recommended.



4. Effects of peer-led AIDS education aimed at Turkish
and Moroccan male immigrants in the Netherlands

4.1. Introduction

In spite of the progress made in medical surveillance of AIDS, considerable effort
still has to be paid to education and behavioral change with regard to safer sex.' From
the start of the AIDS epidemic, difficulties have been encountered in disseminating
information about HIV transmission and AIDS prevention among immigrant groups
in the Netherlands. The general mass media campaigns did not reach them, due to
insufficient mastery of the Dutch language and a tendency not to read the available
literature about AIDS. In the late eighties and the beginning of the nineties, with an
ongoing AIDS prevention campaign in the Netherlands, the prevalence of sexually
transmitted diseases (STDs) was higher among Turkish and Moroccan men compared
to Dutch men, and attendance at STD clinics among Turkish men was higher.-"' Among
Turks and Moroccans some persistent misunderstandings existed about the transmis-
sion of HIV through saliva, mosquito bites and toilet use. Condom use was not
common or inconsistent. Qualitative research among Turkish and Moroccan men
showed that unsafe sex occurred among the sexually active men. Condom use was
viewed as unpleasant •and \herc "vr» Tewfttante 1« V» w«e V>e<:?iw* of the negative asso-
ciation with extramarital sex."'" A change could be observed among young Turkish
and Moroccan male students, 11 to 18 years of age. The reported condom use had
increased from 1990 to 1995 to the Dutch adolescents' level." - - . . - - . ,

Lack of knowledge and presumed risk behaviour were the reasons to start a peer
education program in 1989 to prevent AIDS among immigrants in the Netherlands.
Men from different ethnic origins, e.g. Turks, Moroccans and Surinamese were trained
as peer educator. The education of Turks and Moroccans is central in this article. AIDS
education in the native language, allowing for cultural habits, was expected to be
advantageous considering the delicate nature of the field dealing with HIV transmis-
sion and sexual habits. Use of peer educators is recommended when access to hard
to reach populations is pursued."" Peer educators, paraprofessionals, community
health advisors or lay health advisors as they are sometimes called, act as the link
between the public health professional and the target group. The peer educator knows
the places where the hard-to-reach gather, what health change message is acceptable
and how the message can be transferred best. AIDS education bv peers is thought to
be effective, because of the perceived trustworhtyness of the information source and
role modelling.'"" The peer educators act as an example for their fellow citizens. The
program was an outreach program and peer educators visited cafes, coffeehouses and
mosques where the target group members meet. The aims of the program were to
increase knowledge about AIDS, reduce unnecessary fears and misunderstanding and
change the determinants of condoms use.

The program of AIDS education in the native language is evaluated in this article.
Studies on the effectiveness of AIDS education aimed at immigrants in Europe are



lacking. Information on beliefs about condom use among non adolescent European
migrant groups is scarce. The following research question is addressed in this article:
what is the effect of peer-led AIDS education, aimed at male Turkish and Moroccan
immigrants, on the perceived threat of AIDS and beliefs about condom use?

4.2. The AIDS education session

The AIDS education session took about 1 hour and 15 minutes, including 30 min-
utes discussion. The peer educator gave an introduction, using slides or posters. He
gave information about the incidence of AIDS, spread over the world, viral infection,
transmission routes, including intravenous drug use and blood transfusion, hetero-
sexual and homosexual contact, pregnancy, and misunderstandings concerning
transmission. With respect to prevention strategies use of condoms was emphasized.
Several types of condoms were shown, the availability of condoms was mentioned and
use of condoms was demonstrated. The peer educator did not address the sexual habits
of the immigrants in an explicit way. Condom use in sexual contacts outside the mar-
riage was promoted, without suggesting that the audience was having extramarital
relationships. During the talk and at the end, the audience had the opportunity to
ask questions and discuss themes such as how the virus works and symptoms of AIDS.
An average of 23 men attended the sessions. The AIDS education in coffeehouses,
cafes and mosques was rather unstructured. People who happened to be present were
invited to attend the session, and were not always prepared for the AIDS education.
In practice people walked in and out, and pail ol the audience attended the entire
session.

The targets of the peer AIDS education program were discussed with program coor-
dinators and peer educators in a qualitative procedure, using the nominal group
technique.'-'-' The following targets were determined: increased knowledge of AIDS,
clearance of misunderstandings and unnecessary fears of HFV transmission, a realis-
tic appraisal of the risk of attracting AIDS, including erasing the prejudice regarding
AIDS being a disease of homosexuals and a disease related to nationality or culture,
and positive beliefs, self-efficacy and intention regarding condom use. These targets
are equal to the determinants of behaviour in the Health Belief Model."' 'The Health
Belief Model is suitable when the behaviour change pursued is not too complex, like
drawing people's attention to the danger of AIDS and the necessity of prevention."'
Two groups of factors in this model determine people's behaviour, i.e. the perceived
threat of the illness under consideration and the expectations with regard to the
barriers and benefits when performing actions which prevent or relieve the illness.
The perceived threat of AIDS was in this study distinguished into risk appraisal for
AIDS infection and beliefs and misunderstandings about HIV transmission. Moreo-
ver the effect on the following expectancies with regard to condom use were studied:
the barrier of diminished satisfaction with sex using condoms, the barrier of buying
condoms, the benefit of the protective effect of condoms and perceived self-efficacy
to use condoms. Perceived self-efficacy to perform the behaviour has been added to
the Health Belief Model to increase its explanatory power." A person's self-efficacy
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or belief that he can successfully execute the behaviour is a strong predictor for per-
forming the desired behaviour."''

The information transfer about AIDS by the peer educator will have an impact on
the individual's appraisal of the risk of AIDS. Viewing others in the process of adopt-
ing new behaviours like talking about condoms, may influence the audience's expec-
tations toward that behaviour. The peer educator as a role model demonstrating
condoms may affect a person's confidence to perform the desired behaviour."

- . . - • ' V . . - I S - . O • , • . • - . . f - 1 " > ' • • - • , < . - • • • . ! H W ; ; ! ' f ' ! ; • . . ; , - , • • . - J - . . . : i . ' : ' - o ; - • : • ' • . - • • • • ' • . • ;
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The setting of cafes and mosques raised some limitations to the design of the evalu-
ation study. Randomization of visitors was not possible. Instead, the localities in which
the AIDS education took place were randomly assigned to the experimental and the
control group. A stratified matching procedure was used, taking into account the
nationality, type of locality (coffeehouse, mosque or other locality), estimated mean
age, and degree of conservatism of the audience. A pre- and post-test in a place where
people walk in and out during the short time limit of one hour was not possible. The
measurement therefore was confined to one pre- or post-test. The visitors to the lo-
calities that were assigned randomly to the experimental group received the post-test,
the visitors of localities in the control group received the pre-test. The control group
was given the opportunity to be educated after participation in the questionnaire.
An additional difficulty was that many visitors were not used to filling out forms, among
the Moroccans especially some were illiterate. The audience was asked to complete a
short questionnaire. The questionnaire was called 'quiz' to lower the threshold of
participation in the study. To meet the expected reading problems, the peer educa-
tors went in pairs to the localities. One educator was responsible for the educational
part. The other assisted people technically in completing the short questionnaire.
Questions were read out loud and the position of answer categories in the form were
pinpointed, when necessary. Sometimes the assistant educators helped individuals on
request. The evaluation study took place in the four biggest cities of The Netherlands.
Per city four peer educators (two Turks and two Moroccans) by turns organized the
AIDS education or assisted with completing the questionnaire. Participation in the
questionnaire was anonymous. Eight localities were matched (four experimental and
four control settings) in even' city per language group. One city failed to organize
AIDS education for Moroccan inhabitants, which adds up to 28 sessions for the ex-
perimental and 28 for the control group. ; : .•!•• •(- •-.(

4.3.1. Measures

The format and phrases of the questionnaire were simple. The items had to be lim-
ited and a maximum of three answer categories was used. Complex formulations like
conditional statements were experienced too difficult, e.g. 'if you are in a situation
that you have planned to raise the topic of condom use with your partner, would
you '. Moreover the questions had to be neutral. Explicit, suggestive references to
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sexual habits had to be avoided. The questionnaire was developed in collaboration
with the peer educators. A certified agency translated the questionnaire into Turkish
and Arabic. Native speakers translated the questionnaire back into Dutch.

The following background characteristics were asked: ethnic origin, age, marital sta-
tus, duration of stay in The Netherlands, educational level, previous participation in
AIDS education and the respondent's opinion on the importance of peer AIDS edu-
cation in the native language. Factor analysis led to the following scales measuring
perceived threat and beliefs about condom use. The scale 'misunderstandings regard-
ing HIV transmission' consisted of three items, for example 'can the AIDS virus be
transmitted by kissing?' (a=0.66). Risk appraisal for AIDS infection was asked using a
6 item scale, for example 'can AIDS only be found in homosexual men?' (a=0.61).
The scale 'benefit of the protective effects of condom use' included 4 items, like 'does
a condom protect against the AIDS virus?' (ct=0.56). Two items were used to measure
the perceived barrier of diminished satisfaction with sex if using a condom, 'making
love using a condom is less satisfying' and 'making love using a condom is not genu-
ine' (cc=().(52). The barrier of buying condoms was measured using the item: 'I find it
difficult to buy condoms'. Self-efficacy was measured using one item: 'I know exactly
how to use a condom'. Intention to use condoms was measured using one item: T
think I will use a condom in future if I have a new partner'. . . . . . .

4.3.2. Analysis ' "

First, the result of the matching procedure was examined. Differences in background
characteristics between the experimental and control group were tested using the
Chi-square test (p<0.05). Response rates were established. The outcome measures were
dichotomized. The scores on the questionnaire items were analyzed at the level of
individuals using the Chi-square test (p<0.05). A multivariate analysis was conducted
using multilevel logistic regression analysis, because the observations were not inde-
pendent. People visited the same locality, received the education in the same group
and shared die same peer educator. In short, they were more alike than members of
other groups, which means that the measurements were correlated. Standard logis-
tic regression does not account for this. The estimates of odds ratios of multilevel
logistic regression analysis are much alike those of standard analysis, however the
standard errors are mostly somewhat higher, leading less often to rejection of the null-
hypotliesis.'"''' All first level background characteristics were included in the multilevel
model as independent variables. Being a member of the experimental or control
group was the kev independent variable. Two-way interactions of this group member-
ship variable and the background characteristics were tested (p<0.10) and added to
the model when significant. Extra-binomial variation was also tested. Next to this
model, a more extensive model was tested including the matching variables as sec-
ond level group characteristics, in order to explain the second level variation. Odds
Ratios (ORs) were tested using 95%-confidence intervals (95%-CIs). The statistical
packages SPSS for Windows and MLn were used. The most accurate method avail-
able in MLn was used (PQL, 2nd order).-""
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4.4. Results

4.4.1. Response

In total 24 pairs of localities could be matched with respect to nationality, type of
locality, estimated mean age and assessment of degree of conservatism. The number
of visitors was assessed by the peer educators, which made estimates of response-rates
to the questionnaire possible. The estimated response among the Turks in the ex-
perimental group was 54% and in the control group 40%. The response among the
Moroccans was 49% in the experimental and 67% in the control group. The experi-
mental and control group did not differ significantly with respect to the background
characteristics (table 9). Analysis per nationality showed a younger control group
among Moroccans than the experimental group. The response group was fairly com-
parable to national census data with respect to age and marital status of male Turkish
and Moroccan immigrants, however the educational level of the response group was
higher compared to data from national surveys among the immigrant groups.

• Table 9. Distribution of background characteristics in the experimental (E) and control
group (C)

Age
<20
20-29
30-39
S40 :

Marital status
married
unmarried

Education
no
primary
secondary
poly-technic/university

Duration of stay in the Netherlands
<3 years
>3 years

Former AIDS education ,, .
yes
no

Importance attached to peer education in
the native language
important
neutral/unimportant

E
n=293

n

26
I IS
86

.... 41.

174
106

27
81

139
31

r 30
250

118
162

201
84

(%)

(10)
(43)
(32)
(15)

(62)
(38)

(10)
(29)
(50)
(11)

(11)
(89)

(42)
(58)

(71)
(29)

C
n=296

n

48
103
83
43

178
109

17
86

138
42

40
244

100
180

177
101

(%)

(17)
(37)
(30)
(16)

(62)
(38)

(6)
(30)
(49)
05)

(14)
(86)

(36)
(64)

(64)
(36)



4.4.2. Effects ' • ' * ' ' '* *' >

The scores at the level of individuals per questionnaire item are given in table 10.
The experimental group differed significantly from the control group on the items
concerning misunderstandings regarding HFV transmission. In the control group only
half of the respondents gave the right answers to the questions, against 70 to 80% of
the respondents of the experimental group. The experimental group in general more
often gave the correct answers to the items about risk of AIDS than the control group.
The scores on the items about the incubation time of HIV (feeling healthy when in-
fected) and testing of prostitutes were still relatively low after attendance of the
education session (experimental group). Most respondents already had positive be-
liefs about the protective effect of condom use, however the education showed an
effect on the belief of the possibility of infection of a life partner when someone has
extramarital sexual contacts not using a condom. A difference between the experi-
mental and control group in answers on the items concerning the barrier of
diminished satisfaction if using condoms, the barrier of buying condoms, and self-
efficacy and intention with respect to condom use, could not be proven.

• Table 10. Scores on the questionnaire items (E=experimental group, C=control group)

Misunderstandings regarding HIV transmission

Can the AIDS virus be transmitted by kissing? (no)

Can mosquitos transmit the AIDS virus from one person to the other? (no)

Is it possible to get AIDS when using a dirty toilet? (no)

Scale (all items right)

Risk appraisal for HIV infection

Can one feel healthy being infected by the AIDS virus? (yes)

Is washing oneself thoroughly after the sexual intercourse protective against
the AIDS virus? (no)

Are all prostitutes in the Netherlands HIV tested? (no)

Are Turks/Moroccans with different sexual contacts less liable to be infected
with AIDS than the Dutch with different sexual contacts? (no)

Can AIDS only be found in homosexual men? (no)

Is it possible to prevent AIDS when one is critical regarding the decent
appearance of a partner? (no)

scale (4 or more items right)

Benefit of the protective effect of condom use

Does a condom protect against the AIDS virus? (yes)

E

right

•81.2

•66.9

•76.1

•58.0

•36.2

•81.2

49.5

•73.0

•84.3

•61.4

*68.3

86.7

C

right

56.8

42.2

53.4

24.3

28.4

68.9

41.6

64.9

75.0

47.3

45.9

80.7
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(Table 10 continued) > I t *; 1 s*

Is the use of condoms when visiting a prostitute a necessity? (yes)

Is even/one having different sexual partners not using a condom at risk of
AIDS? (yes)

Does the life partner run a risk of AIDS when someone commits adultery not
using a condom? (yes)

Scale (all items right) ,, " . " ? ' ' " . . ,

Barrier of diminished satisfaction if using condoms

Making love using a condom is less satisfying (disagree)

Making love using a condom is not genuine (disagree)

Scale (score 4 to 6 (2-6))

Barrier of buving condoms . . .

1 find it difficult to buy condoms (disagree)

Self-efficacv condom use

1 know exactly how to use a condom (agree)

Intention condom use

1 think 1 will use a condom in future if 1 have a new partner (agree)

91.5

867

•84.3

*67.9

19.3

39.1

57.2

44.5

63.2

67.8

91.2

83.4

76.0

57.4

17.0

33.9

53.2

49.6

56.7

60.7

* Chi-square test: p<0.05

When taking into account the background characteristics of the respondents and the
level of groups in the multilevel logistic regression analysis, again an effect could be
established on misunderstandings regarding HFV transmission (OR=5.9,95%-CI (2.3-
15.3) and risk appraisal for AIDS infection (OR=2.9, 95%-CI (1.3-6.3)) (table 11).
An interaction effect was found between group membership and formerly attendance
at AIDS education. The effect on misunderstandings and risk appraisal was highest
among men who had not participated earlier in AIDS education (ORs 8.7 and 3.8),
however among men who had participated before, a significant effect could still be
proven on misunderstandings regarding HFV transmission (OR=3.5, 95%-CI (1.2-
9.9)). An effect on targets related to expectancies with respect to condom use was
absent in the multilevel analyses without interaction terms, except for the effect on
self-efficacy which was almost significant (OR=1.8, 95%-CI (1.0-3.4)). When interac-
tion terms were added to the regression models, the AIDS education was shown to be
significantly effective in several subcategories. In the older men, 30 years and above,
the beliefs about the protective effect of condom use were more positive in the ex-
perimental group, compared to the control group. Moreover an effect was found on
the barrier of diminished satisfaction of condom use among unmarried men, and on
the self-efficacy of those who valued the peer AIDS education in the native language
as important. An interaction effect was found between nationality and group mem-
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bership on the intention to use condoms in future with new partners. Moroccans who
attended the AIDS education planned to use condoms more often than fellow Mo
roccans who did not yet follow the education session (OR=3.7). Among Turks,
participants of the AIDS education were less likely to use condoms, than Turks who
had not yet the opportunity to participate (OR=0.6). The education session failed to
change the perceived barrier of buying condoms.

• Table 11. Effects of AIDS education on knowledge and determinants of condom use.
Multilevel logistic regression analysis (Odds Ratios (ORs) and 95%-confidence intervals
(95%-Cls))

Scale misunderstandings regarding HIV
transmission

AIDS education before
no AIDS education before

Scale risk appraisal for HIV infection

AIDS education before
no AIDS education before

Scale benefit of the protective effect of
condom use

<30 years
£30 years

Scale barrier of diminished satisfaction
if using condoms

married •
unmarried .. , ,,,, ... . ,.,

Barrier of buying condoms '' '

Self-efficacy condom use

education in native language
important
education in native language
unimportant ;

Intention condom use

Turks .., , ... ' , \ , . .
Moroccans

OR

•5.9

3.5
8.7

•2.9

1.8
•3.8

1.6

1.1
•2.6

1.0

0.7
"2.0

0.8

1.8

•2.4

0.9b

1.2

. . 0 . 6
•3.7

95%-CI

(2.3-15.3)

(1.2-9.9)
(3.1 -23.9)

(1.3-6.3)

(0.7-4.6)
(1.7-8.7)

(0.9 • 2.9)

(0.6 - 2.2)
(1.2-5.7)

(0.7- 1.6)

(0.4-1.1)
(1.1 -3.7)

(0.5-1.3)

(1.0- 3.4)

(1.2-4.8)

. b (0.4-2.3)

(0.6 - 2.6)

(0.2-1.5)
(1.2-11.6)

t
O group

•1.89

^ v i •• ' * 1 - 7 9

""• '"" * 1 . 1 8

•1.13

•0.47

•0.46

0.08

0.06

0.31

•0.58

•0.56

•;. - I " ' • • '•

•1.09

... . *0.90

o qroup =group specific variation (standard errors)

significant (p<0.05), confidence interval does not comprise value 1
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Extra-binomial variation was absent in all multilevel logistic regression analyses. There-
fore this variation was restricted to 1 in all models. The variation at group level, when
only first level variables were entered in the models was, in most cases, significant,
except for the barriers of diminished satisfaction and the buying of condoms (table
11). These latter outcome measures seemed to be explained by the characteristics of
the individuals. When the second level variables, that is type of locality, estimated mean
age and level of conservatism, were added to the multilevel logistic regression mod-
els, only an effect on the perceived benefit of the protective effect of condoms could
be established. The variation between groups decreased from 0.46 to 0.08 and was
not longer significant. The group characteristics type of locality and level of conserva-
tism explained to a great extent the variation in beliefs about condom prevention.
The beliefs were more positive in mosques and moderately conservative audiences,
and less positive among conservative audiences. The nationality of the respondents
was treated as a first level variable in the logistic regression models, though it could
be viewed as a group characteristic. Turks and Moroccans differed significantly with
respect to beliefs about the protective effect of condom use and self-efficacy toward
condom use. More Moroccans than Turks had beliefs in the desired direction.

4.5. Conclusion and discussion ' ' ' '" ' *

AIDS education for immigrants in the Netherlands, given in the native language by
peers, was evaluated. Turkish and Moroccan men were trained to educate people from
their own ethnic group. The aim of this peer AIDS education was to increase knowl-
edge about transmission and prevention of AIDS, to reduce unnecessary fears and
misunderstandings and to change people's behaviour toward condom use. The ef-
fect of peer education on the perceived threat of AIDS and beliefs about condom
use was studied. The study design proved to be useful in the difficult setting of cof-
fee-houses, mosques and bars, that are visited by men who are seldom asked to
cooperate in a research project. The response to the questionnaire was satisfactory,
however poorly educated immigrants were underrepresented.

The AIDS education primarily had an effect on the perceived threat of AIDS. Misun-
derstandings with respect to the transmission of HIV were cleared up and the risk
appraisal for HIV infection had improved. The effect was highest in men who had
not received AIDS education before. The believe that condom use is beneficial to
AIDS prevention was already widespread among the Turkish and Moroccan men. An
educational effect was only achieved in the older age group. The positive feelings
toward using condoms among the unmarried, who probably run a higher risk of HIV
infection because of multiple sexual partners, is a hopeful outcome of the AIDS edu-
cation. The effect on self-efficacy shows that a positive attitude toward peer education
is a requirement for a productive result. About 65 to 70% of the audience thought it
important to have education on AIDS in the native language by a peer. The presence
of an effect on intention to use condoms among Moroccans, and its absence among
Turks is remarkable. A closer study into the activities of the education sessions, using
registration forms, showed that less attention was paid to the demonstration of con-
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dom use during the Turkish sessions than the Moroccan, which may indicate that
talking about condoms is less accepted among Turks. This could be an explanation
for the lack of effect on intention to use condoms in Turks.

The variation between groups in the multilevel logistic regression analyses in most
cases was significant and high, which means that differences in the experimental and
control group could be explained by group characteristics. These characteristics are
unclear in most models. An effect of nationality, the type of locality, that is coffeehouse,
mosque or otherwise, and the degree of conservative or modern ideas among the
audience, could only be demonstrated with respect to beliefs about the protective
effect of condom use. Moreover an association was found between nationality and
self-efficacy.

The AIDS education was started to bridge the gap between the general mass-media
campaigns and the language problems of immigrant groups in the Netherlands.
Considering the clearance of misunderstandings and the change of the appraisal of
susceptibility to AIDS, the peer education is seen as an appropriate alternative. In
spite of these effects, some instruction is still necessary on the incubation time of HIV
and the policy of testing of prostitutes. The behaviour change of getting all subgroups
to use condoms remains a difficult task. The AIDS education of customers of coffee-
houses and visitors of mosques of one hour duration may have been too general and
too brief, to affect the complex mechanism of behaviour change. A discussion of sexual
contacts with different partners, extramarital contacts, and condom use turned out
to be difficult in the muslim culture of Turks and Moroccans. Research into the stages
of change is recommended to realize behaviour change in all target groups. The
message of the peer educator has to be adapted to the people's needs. From the
transtheoretical model of change it becomes clear that stressing the benefits of con-
dom use is relevant in the precontemplation and contemplation stage, when the
subjective perception of cons related to condom use outweigh the pros. When peo-
ple are ready to adopt and maintain a behaviour, the action is strongly related to
self-efficacy. Promoting people's confidence in skills at that moment is very relevant.'-"
For example, young immigrants who experiment with sexual contacts or unmarried
immigrants who have different sexual partners may be open to the message of con-
dom use. Strategies should be developed to change their beliefs and self-efficacy. For
the audience which is not vet ready to consider condom use, successful communica-
tion attracting attention and improving comprehension of HIV transmission and
preventive methods is recommended.*-*'' ' » •'• • ' ! • ! ' • ; • .

This evaluation study makes clear that continuation of peer education in the native
language is to be recommended. Continuous and careful discussion within migrant
groups on condom use to break the taboo in their cultures is relevant. An effect on
misunderstandings could still be proven in people who had previously attended AIDS
education sessions, which proves the necessity to repeat the message of AIDS preven-
tion in immigrant groups.
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Chapter 5
Psycho-social problems in

the Rotterdam elderly and
prevention options
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Abstract

The aim of this study was to examine the occurrence of psycho-so-
cial problems among the elderly in order to plan prevention
programs. A questionnaire was sent in 1990 to a sample of 1989 in-
habitants of the city of Rotterdam aged 65-79 years living on their
own, drawn at random from the municipal registrar's office (response
58%). The results showed that one third of the respondents experi-
enced psycho-social problems. Groups at risk were women, men who
lived alone, those with a low socio-economic status, and people who
lived in apartment buildings. These socio-demographic variables
explained only 5% of the variance in psycho-social wellbeing. Risk
indicators for psycho-social problems were problems in the perform-
ance of activities of daily living (ADL) and household activities (HHA)
as well as decreased social support. The relationship between satis-
faction with living conditions and psycho-social problems was affected
by these risk indicators. Elderly people who experienced only psy-
cho-social problems and elderly people who faced only ADL/
HHA-problems visited their general practitioner (GP) equally dur-
ing the three months before the survey. Elderly people who
experienced both psycho-social and ADL/HHA-problems visited
their GP most frequently. The elderly in Rotterdam seemed more
frequently to have psycho-social problems, compared to elderly peo-
ple in other Dutch cities and to norm scores.
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5. Psycho-social problems in the Rotterdam elderly and *
prevention options

5.1. Introduction
Loss experiences mark the dawn of life for elderly people. Their retirement has con-
sequences for their social and financial position. They are faced with the loss of a life
partner or friends. It is even argued that elderly people live on the margin of society.
They are excluded from a society in which people are valued for their job position,
they have a lower education level than younger age groups and they suffer from a
poor housing situation.' These experiences may affect the psycho-social health of
elderly people.

Knowledge of risk groups that may be susceptible to psycho-social problems is needed
to designate target groups for prevention. Moreover, knowledge of risk indicators
facilitates the development of prevention activities and health care policy. Risk indi-
cators are defined as variables predictive for the occurrence of psycho-social problems.^
Three principal categories of risk indicators at the level of individuals and their envi-
ronment (micro level) are distinguished, i.e. stressful circumstances and life events,
perceived lack of social support, and personality traits.' Moreover, a distinction is made
in the literature between risk indicators at the meso level, i.e. the level of neighbour-
hoods, municipalities, organizations, and the macro level, i.e. societal structures.'' The
following risk indicators have been shown in the literature to be associated with psy-
cho-social health. Elderly people who have problems with performing activities of daily
life (ADL) or household activities (HHA) experience more psycho-social problems,
than older people without ADI- or HHA impairments."' Another study shows that
people's subjective evaluation of their social network is, besides physical health, a
predictor of well-being.'' Moreover, it appeared from a review study about the influ-
ence of living accommodation and environment on health, that people's living
conditions are among other factors important to wellbeing.'

A study into the prevalence of psycho-social problems among the Rotterdam elderly
and the association with background characteristics and risk indicators is described
in this article." The aim of the study was to contribute to health promotion and health
care policy. The following research questions were addressed. What is the prevalence
of psycho-social problems in elderly Rotterdam citizens living independently? Which
groups are at risk regarding psycho-social problems? What are risk indicators of psy-
cho-social problems? What is the association between psycho-social health and the
use of services? The following risk indicators were studied. ADL and HHA impair-
ments, perceived social support and satisfaction with living conditions.
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5.2. Method

5.2.1. Study sample

A postal questionnaire was sent to a sample of 1989 independent living elderly in-
habitants of the city of Rotterdam aged 65 to 79 years, in spring 1990. The sample
amounted to 3% of the elderly population and included elderly people living in serv-
ice apartment buildings. Citizens without Dutch nationality, except for Surinam and
Antillian elderly, were excluded because of insufficient mastery of the Dutch language.
The age limit of 79 years was used, because of an expected high non response to the
questionnaire in the oldest age group.

5.2.2. Questionnaire
• : , ' ^ - I - . • ;^ • » ; ' • - •

The following topics were included in the questionnaire. . • . ;^ i^)! <•
: • • • ' ! ' i l l " . • . • , ! ! . : . . • • • = . I ! ' i t ' l l ' ! • . " • • • •" . i ' . . i . | - ' f l i • ! : ( ' • i . l

Psycho-social problems: the respondents' psycho-social wellbeing was assessed using
the Dutch scale 'Scliaal Subjectief Welbevinden Ouderen' (SSWO, Scale Subjective
Wellbeing Elderly).''The scale consists of 30 items, forming five subscales, i.e. health,
self-respect, morale, optimism and contacts. The range of the scores of the SSWO
and the subscales varies from 0 to 20. Norm scores arc available indicating low, mod-
erate and high wellbeing." A score of 12 or lower in males and a score of 10 or lower
in females is defined as low wellbeing. The score range 19-20 in males and 18-20 in
females is defined as high wellbeing. Differences between males and females cannot
be found if using these different cut-off points, however the norm scores are used in
this article to enable comparison with studies into the wellbeing of elderly people of
other cities. Moreover, mean SSWÜ scores are given in this article.

Background characteristics: the following socio-demographic variables were included,
gender, age, living situation i.e. living alone or together with a partner or others, liv-
ing in service apartments or not, and socio-economic status i.e. last occupation.

Risk indicators: a list of activities of daily living (ADL, 5 items) and household activi-
ties (HHA, 5 items) was included. The respondents were asked whether they could
perform the activities without help. ADL/HHA impairments were present if the re-
spondents had problems with one or more ADL or HHA activities.

The amount of social support obtained from the person designated by the respond-
ent as the most important, was assessed using a 10 items scale.'" Social emotional
support is defined as positive aspects of personal relationships, like sharing of emo-
tions, getting advise and practical help." A score of 4 or less on the social support
scale, range 0 to 10, was \iewed as little social support.

Two questions about satisfaction with housing accommodation and the living envi-
ronment e.g. services in the neighbourhood, liveliness of the neighbourhood and
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contact with neighbours, were included. Dissatisfaction with housing accommodation
or living environment or both was defined as dissatisfaction with living conditions.

Use of services: i.e. contact with the general practitioner (GP). contact with a psychia-
trist or Regional Institute of Ambulator)' Mental Health Care (RIAMHC) and partici-
pation in leisure activities over a time span of three months were requested.

5.2.3. Analysis ^ '
• •• • • • . • • • .».P, : : ' ; , i i - : *« l .

The association between psycho-social health at the one side and background char-
acteristics, risk indicators and use of services at the other, was established. The SSWO,
measuring psycho-social health, was viewed as a discrete variable and mean scores were
assessed when defining risk groups and indicators. The significance of the associa-
tion was tested using statistical tests of variance. Interaction and confounding was
studied, using multiple regression analysis. The prevalence of psycho-social problems
and its association with use of services was studied, using SSWO norm scores.

5.3. Results

5.3.1. Response

The response to the questionnaire was 58%. This result can be viewed as satisfying,
considering the nature of the questions about psycho-social problems and social con-
tacts. Elderly people experiencing psycho-social problems probably more- often failed
to respond, however this could not be verified. A comparison was made between the
response group and the total Rotterdam population aged 65 to 79 years, with respect
to gender, age and marital status. Unmarried elderly men, aged 75 to 79 years, were
slightly underrepresented (69% against 73% in the population), however in general
the response was representative regarding the background characteristics. The par-
tial response to the SSWO was 52%. This response group was similar to the total
response group of the questionnaire, with respect to gender, age and marital status.

5.3.2. Prevalence

The prevalence oflowwellbeingwas 32% among male respondents, 58% experienced
moderate wellbeing and 10% high wellbeing. The prevalences among female respond-
ents were 31%, 56% and 13% respectively. The amount of respondents that
experienced psycho-social problems was higher in the female response group than
among males, if the norm scores for males were applied to females. The prevalence
of low wellbeing in that case was 44% among females, moderate wellbeing 50% and
high wellbeing 6%. The mean score on the SSWO for men and women taken together
was 13.3 (standard deviation 4.1).
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5.3.3. Risk groups

All background characteristics except age were correlated significantly to psycho-so-
cial health (table 12). The mean SSWO score in women was lower than in men.
Respondents living alone experienced lower wellbeing than people living with a part-
ner or others. The psycho-social health among respondents living in service apartments
was poorer than among independent living elderly. The lower socio-economic groups
also experienced more psycho-social problems compared to the higher socio-eco-
nomic groups.

• Table 12. Mean SSWO scores per socio-demographic variable or risk-indicator

G e n d e r ' • ' " * • • • • • • • • ' • - > • • • ' ••

m a l e * .... > - , » « ; ' r / ^ : . t. , •;>,«;• : • • ; • ! • . ,

female

Living situation . . :
single*
with partner or others

Service apartment
no, independent living*
yes

6 5 - 6 9 ' • • • " ' • • ' » ' ! . • . • , . . . .

70-74 , „ : . J I - , - J . I : I - i,™ . ; . :

75-79

Occupational level ' ; • •
no job*
unskilled labour
skilled labour
lower employee ^, - , . . s . , , , . .-..-. ,,.; ,
self-employed

secondary employee - " ' i * - ' '
higher employee , . >.-.-, • <•: ...

ADL/HHA impairments
difficulty with adl or hha*
no difficulty with adl or hha

Perceived social support ' • • • , - . : i ;
little* . . . ,. ..• ,;,-».,,t
moderate to much

Satisfied with living conditions -.••.. -.
no*
yes

mean

14.1
12.7

12.4
13.8

13.4
12.1

13.3
13.6
12.8

13.1
12.1
13.4
13.1
14.1

14.5
15.6

11.2
14.3

11.7
13.8

11.5
13.8

Standarddeviation

- - , , • > - 3 . » .• , . ,

4.2

4.4
3.9

4.1 , . r
4.3

" • ' • •' 4 : 2 •'•'• ••'
. ! M J , - 4 . 1

4.0
' i: i . .i

' • * • • " . ! 1 ' - • . • • f K ; - • " f •

4.2
4.5
4.0

- 3.8 ,
3.9

' -' ' • " 3 7 - = - - ••'
37 .

4.1
37 -»̂  '

4.0

n

416
619

362
663

944
77

436
335
264

120
187
170
240
'49

TOT
SO

338
673

207
753

222
792

* t-test/F-test two sided p<0.05
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Confounding and interaction effects of the background characteristics on psycho-
social health were studied using multiple regression analysis. Interaction was found
between gender and living situation (living alone or together). The interaction term
added significantly to the regression model including psycho-social health as depend-
ent variables and all background characteristics, except age, as independent variables
(F, ,„„=5.55, p<0.05). The explained variance was 5% only. The mean SSWO score
among women living alone was 12.4 and approximated the mean score of 13.0 among
women living with a partner or others. The SVVW'E score of men living alone equalled
that of single women, however considering the higher scores among men in general,
single men are a risk group for psycho-social problems. Men living together with a
partner or with other people experienced on average few psycho-social problems
(mean SSWO score of 14.5). A confounding effect on the association between psy-
cho-social health and a background characteristic could not be proven, meaning that
the other background characteristics did not change the association.

Women, living alone or not, were in summary, a risk group for psycho-social prob-
lems, and among males those living alone were at risk. Moreover elderly people from
lower socio-economic groups and older people living in service apartments were risk
groups considering the significant association with psycho-social health.

5.3.4. Risk indicators

The risk indicators ADL/HHA impairments, perceived social support and satisfac-
tion with living conditions were related significantly to psycho-social health. The
elderly respondents who experienced ADL/HHA-impairments had poorer psycho-
social health (table 12). The prevalence of problems with the performance of one or
more activities of daily living (ADL) is 9% and of one or more household activities
(HHA) is 31%. Respondents who experienced Hide social support from the person
valued as the most important (prevalence 22%) had more psycho-social problems than
those who experienced moderate or much social support. The psycho-social health
of respondents who were not satisfied with their housing accommodation or living
environment (prevalence 23%) was poorer, compared to respondents who were happy
with their living environment.

Interaction between these risk-indicators was not found, however ADL/HDL impair-
ments and social support confounded the association between psycho-social health
and satisfaction with living conditions. The difference in mean SSWO scores between
elderly respondents who were satisfied and not satisfied was 2.1, using a multiple re-
gression model including only satisfaction with conditions as independent variable.
The difference was 1.6, when ADL/HDL impairments and social support were added
to the model (table 13). The mean SSWO score changed especially among respond-
ents who were not satisfied, however change was limited (from 11.7 to 12.1).

Risk indicators for psycho-social health were in summary, ADL/HHA impairments
and social support. These risk indicators were confounders for the association between
psycho-social health and satisfaction with living conditions.
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Table 1 3. ß-coefficients of multiple regression models with psycho-social health as outcome
variable

Bivariate model*
satisfaction with living conditions
constant *> •••' • • •üf-- i , , ;

Multivariate model**
satisfaction with living conditions ' ' "
social support i , .
ADl/HHA-impairments
constant

ß

2.14
' ,u.Ki 11.72

i • . . . * " • ' - • - - . * • -

' • ' ' ^ * ' - ' 1 \ Ä >

,.•....,172.
2.73
8.96

standard error

0.32
*''*<! •' 0.28

• ' y ' o.3o
. : . . „ . 0.30

0.26
0.37

* F, „,=44.64, p<0.05, R'=0.05
# F,.,,^64.32, p<0.05, R'=0.1 7

5.3.5. Use of services *

The use of services of respondents experiencing ADL/HDL impairments, psycho-
social problems, or a combination of these variables is shown in table 14. The health
problems that are distinguished do not need to be the reason for the use of the par-
ticular service. The proportion of respondents that had contact with their GP was
highest among those experiencing both ADL/HHA and psycho-social problems
(87%). The equal use of general practitioners by elderly respondents experiencing
only psycho-social problems or ADL/HHA impairments is remarkable (table 14). Use
of mental health care (RIAMHC or psychiatrist) was highest among respondents who
experienced psycho-social problems, compared to respondents who experienced
HDL/HHA impairments exclusively, however use of mental health care is low in all
categories. An association between types of health problems and use of leisure activi-
ties is lacking.

• Table 14. Use of services during the last three months within categories of health problems

no
problems
(n=438)

%

59
1

17

ADL/HHA-
impair-
ments

(n=107)

73
2

19

psycho-
social

problems
(n=235)

74
4

20

both
categories

(n=231)

%

87
6

17

General practitioner*
RIAMHC/psychiatrist*
Leisure activities: club, dance, bingo etc.

* Chi-square test p<0.05
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5.4. Discussion

An important part of the Rotterdam elderly population experienced psycho-social
problems. The prevalence of psycho-social problems measured using the Scale Sub-
jective Wellbeing Elderly (SSWO) amounted approximately to one third of the
independent living population aged 65 to 79 years. The prevalences of low wellbeing
were higher in both men and women than the SSWO norms, which were delineated
from a study in the population of the Dutch city of Groningen (32% in men against
the norm of 22%, and 31% against 21% in women).'' The respondents of our study
experienced more often a high wellbeing; a prevalence of 10% in men against the
norm of 8%, and 13% against 9% in women. A difference in age between the
Groningen study population, 56 to 85 years, and our study population 65 to 79 years,
may explain the difference in prevalences found, however unfavourable psycho-so-
cial health remains when our study is compared to studies which used the SSWO in
the Dutch cities of Eindhoven, study population aged 65 to 75 years, and Venlo, study
population 65 years and over.'''" These results are an indication for a poorer psycho-
social health of the Rotterdam population, compared to other cities in the Netherlands,
however the influence of a difference in characteristics of the study populations has
to be investigated.

The following risk groups for psycho-social problems were found; women (living alone
or with a partner or others), men living alone, elderly people from lower socio-eco-
nomic groups, and people living in service apartments. A difference between male
and female older people could not be found using the SSWO norm scores, however
the norm scores are less suitable to indicate risk groups. If equal norms are applied
for men and women, or mean scores are used, than the psycho-social health of women
and men (living with a partner or others) differed.

A significant association between psycho-social health and age was absent, however
the age range of the study population 65 to 79 years was limited. The psycho-social
health of the oldest old was unknown in our study. Other studies reported a weak or
absent association between age and psycho-social problems, also for loneliness."''*'''
Other factors, e.g. living situation or socio-economic status will be more important to
psycho-social health. Elderly people living in old people's homes were missed in this
study. Another study showed a higher prevalence of psycho-social problems among
these elderly residents, compared to independent living elderly people.'''

The before mentioned risk groups are target groups for prevention programs or health
care policy. The program or policy goals, size of risk groups and their openness to
behavioural change will determine in practice what target groups will be selected.

Options for preventive activities can be concluded from the association between psy-
cho-social health at the one side and ADL/HHA-impairments and perceived social
support at the other, however other risk indicators that had not been studied like
personality traits have to be taken into account. The onset of ADL/HHA impairments



can be prevented using programs that promote healthy lifestyles. Moreover, second-
ary and tertiary prevention of the progress and consequences of physical invalidity is
relevant, e.g. promotion of the availability of public transport, volunteer shopping
services and volunteer handymen. Prevention activities in the field of social support
are aimed at the size and characteristics of the social network of individuals. An ex-
ample of the change in the quantity of social contacts is promotion of participation
in leisure activities and meeting facilities. Participation in support groups will have
an effect on the perception of current social contacts."' Interventions in the Field of
living conditions of elderly people, may be targeted at experienced ADL/HHA im-
pairments and lack of social support, considering their confounding effect on the
association between psycho-social health and satisfaction with housing accommoda-
tion and living environment. The before mentioned activities that promote healthy
lifestyles and change of the size and perception of social contacts may have a benefi-
cial effect on satisfaction with living conditions. , . , , . . .

Institutions that are active in different fields, among which social work, mental health
care and environmental planning, can contribute to the above given activities to pre-
vent or diminish psycho-social problems and enable people to cope. These institutions
should offer assistance in close collaboration. Many elderly respondents with psycho-
social problems had called in the help of their GP. The GP can play a central role in
screening of psycho-social problems in elderly people and referring them to other
professionals, although the latter also have to play their role in observing psychologi-
cal problems. .; . . - . . . . ...

Experience and evaluation studies will point out whether prevention activities in the
field of the risk indicators ADL/HHA impairments and social support, aimed at the
risk groups determined in this study, contribute to the prevention of psycho-social
problems in the elderly population.
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Abstract
Intermediates' satisfaction with linkage of program plans and users'
needs in the Dutch loneliness intervention program In Good Com-
pany (IGC) was studied. The intermediates were volunteers and
professional workers in the field of health care and social welfare. The
program targets oflGC were prevention and diminishment of loneli-
ness in older people, aged 55 years and over, and improvement of
helping and cooperation skills of intermediates. Experiments with
different linkage approaches were carried out successively in three
neighbourhoods. In the first neighbourhood an instrumental linkage
strategy was used and local organizations were asked to carry out a pre-
designed program. In the other two neighbourhoods involvement of
the intermediates in program design increased, using bottom up,
democratic linkage strategies. The intermediates' satisfaction was
measured using postal questionnaires, sent about 20 months after the
introduction of the program to the three neighbourhoods. Satisfac-
tion was highest in the neighbourhood where the intermediates were
consulted most explicitly and they had a clear voice in the design and
organisation of the intervention, using democratic linkage strategies.
The needs assessments among older adults and intermediates showed
that there was a demand for change of environmental determinants
using meeting and recreational activities for older adults, instead of
the behaviour oriented support groups and skills courses which had
been proven efficacious from research. It is concluded that the use of
democratic linkage strategies, like needs assessments, local action plans
and two way communication between program designers and users,
is essential for successful dissemination of health promotion activities.

90



6. A loneliness intervention program aimed at , ^
older adults and intermediates

6.1. Introduction

An important fallacy in health promotion is the top down introduction of programs
after they have been proven efficacious in an isolated experimental evaluation de-
sign.'- The communication endeavours with the program users only start, when the
opportunity to adapt the program to the users' needs has passed over. It can be seen
from health promotion planning literature that a successful dissemination is depend-
ent on the involvement of the target population from the very beginning.•" The
program users should be actively involved in determining what problems are present
in the community and contribute to the definition of priorities for action. This so
called social diagnosis is the point of departure for community participation in com-
munity health promotion programs. A true two-way process between program
designers and users in a linkage system is defended in literature.'*" In such a linkage
system the interests of the resource system (program designers) and user systems
(program users) are connected. Examples of a linkage system are local work groups,
community hearings and training of key figures from the community-*'''"' The top down
approach, when the influence of program users on the design is little, is designated
in this article as the instrumental linkage strategy.'" This approach fits the concept of
planning as rationally applying scientific knowledge and hierarchical decision mak-
ing."'- A central actor decides, on a scientific basis, which interventions meet the
goals of a program and determines how they will be implemented. The bottom up
approach, when program users share in the decision making on what intervention
suits their needs, how the intervention will be communicated to the public and how
the evaluation takes place, is called democratic use of linkage systems.

The importance of having program users involved in the program development has
been scarcely tested empirically.'' In this article the influence of linkage of program
designers' ideas and users' needs on the users' satisfaction is described. The Dutch
loneliness intervention program, called In Good Company, was studied. The program
was active in three neighbourhoods successively and the linkage approach in every
neighbourhood was different, varying from use of instrumental to democratic strate-
gies. These strategies were chosen on the base of experiences with the program, when
the program moved from one neighbourhood to another. The satisfaction of the
intermediate users, i.e. volunteers and professional workers, who had to organize the
preventive activities, is described. The following research questions are addressed.
What was the linkage approach used in the In Good Company program carried out
in three experimental Rotterdam neighbourhoods? What linkage approach enhanced
the satisfaction of the intermediates with the program and contributed to successful
dissemination?
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6.2. Methods

6.2.1. The In Good Company program

People's social bonds are important to their health. Longitudinal research shows that
older people with limited social networks and low availability of social support have
higher mortality rates and an increased risk of mental health problems.'*"" The sub-
jective evaluation of the size of social networks and amount of support received
determine whether someone feels lonely or not.'" Research in the Netherlands shows
that about 10 to 15% of the elderly population experiences severe feelings of loneli-
ness.'" Institutions in the field of (mental) health care, home care, social welfare and
voluntary work in the city of Rotterdam, the Netherlands, became aware of the mag-
nitude of loneliness among older adults in the city, and in 1992 they started the
prevention program 'In Good Company' (IGC) to prevent and diminish loneliness
in the population of Rotterdam aged 55 and over. All older adults of the three ex-
perimental neighbourhoods, whether they were lonely or not, belonged to the target
population. Moreover the program was aimed at the intermediates to improve their
skills in helping lonely older people and to ameliorate the cooperation between in-
termediates or institutions. The planning of the IGC program took place in a
complicated setting at city and local level in which many actors with different respon-
sibilities were active. At city level a work group of experts in the field of health care
and social welfare took care of the progress of the program. At local level intermedi-
ate organizations of professionals and volunteers in three neighbourhoods of
Rotterdam, were responsible for the actual development and performance of the
program interventions. A project leader facilitated the exchange of ideas between
city and local level. Moreover he gave support to the process of cooperation between
the local organizations in realizing the program.

6.2.2. Program activities

The IGC program included both behaviour and environment oriented activities.
Loneliness is the result of a complex process in which multiple factors are important.
Behavioural characteristics of individuals, i.e. internal causes, and causes in the envi-
ronment, beyond the control of an individual, i.e. external causes, are important for
a person's appraisal of social support and behaviour concerning the social network.'''
Internal causes are, for instance, low self-esteem or lack of social skills.-'"'-' Preventive
interventions that can influence these internal factors are support groups, social skills
training and counselling.-'''''-" Examples of external causes of loneliness are poor
accessibility to services, lack of helping skills on behalf of professionals and a nega-
tive attitude in society toward ageing.'"'-'"These factors may be influenced by political
actions or administrative measures, like improving the standard of education for
professionals.

An overview is given in figure 9 of IGC's activities aimed at the older adults of the
three neighbourhoods. The accent of activities in neighbourhood I was on behaviour



change. In the support group widowed women discussed how to build and keep a
satisfying social network.-'' The social skills training course was aimed at improvement
of the skills of older adults in making contact.-' Moreover a training course was or-
ganized for the intermediates to ameliorate helping and cooperation skills.'-'" Although
this course was aimed at behaviour change in intermediates, the course is designated
as environment oriented, because its target was, from the perspective of older adults,
to ameliorate the accessibility of services and quality of care of organizations. In neigh-
bourhood II the sendees for older adults were extended with new activities: a club
house for older adults living in apartment buildings, a contact service to bring together
older people who were interested in visiting concerts, shopping, sports etcetera, and
a column in a local newspaper with addresses of institutions relevant to older people.
This change of the local system of elderly services is characterized in figure 9 as envi-
ronment oriented. The activities of neighbourhood III were also environment
oriented. A motor bus was put into action that served as an information and meeting
point for older people who did not visit existing activities on a regular basis. Moreo-
ver a help desk was set up to provide intermediates with information about services
for lonely older adults (figure 9).

• Figure 9. In Good Company's activities for older adults in the three neighbourhoods

behaviour oriented activities environment oriented activities

neighbourhood I - support group for widowed
. i., women

social skills training

neighbourhood II

neighbourhood I

>.-'«;
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training course on skills of
professional workers and
volunteers to help older adults
and improve cooperation with
other intermediales or
institutions

club house where older adults
can meet
contact service to bring older
people with same hobbies and
interests in contact with each
other
column in local newspaper with
addresses of relevant
institutions for older people

drop in bus, for older adults
who do not visit regular
activities. Information and a
chat is offered
working conferences for
intermediates
help desk which provides
information to intermediates
about services for lonely older
people
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6.2.3. Linkage strategies

During the IGC program several strategies were used to link the plans of the city work
group and the needs of older adults and intermediates at the local level. In all neigh-
bourhoods local organizations came together in local work groups (figure 10). The
IGC newsletters were sent to the intermediates, when the program was operational
in their neighbourhood. Training and workshops for intermediates were organized
in two neighbourhoods to enhance their interest and to get feedback on program
plans. Needs assessments among older inhabitants of neighbourhood II and inter-
mediates of neighbourhood III were conducted. In neighbourhood III the program
activities were laid down in a local action plan. The project leader was active as a change
agent in all neighbourhoods and facilitated the linkage processes. As IGC was active
in succeeding time periods in the three neighbourhoods, the experiences in one
neighbourhood could be used to facilitate the planning in the next neighbourhood.
It can be seen from figure 10 that the use of democratic strategies increased, consid-
ering the needs assessments in neighbourhoods II and III. For a better understanding
of the linkage strategies, the history of IGC will be described briefly below. It will
become clear that the involvement of intermediates increased during the course of
IGC from neighbourhood to neighbourhood.

At the start of IGC the city work group decided to implement in neighbourhood I
the support group and social skills course, aimed at older adults, and skills training,
aimed at intermediates, which had been proven scientifically to be effective.-'""-" The
organizations cooperating in the local work group were asked to carry out the ideas
produced at city level. Although much effort was spent by the local work group in
organizing the activities for the older adults, and intermediates were trained in the
skills training to spot risk groups of lonely elderly, the result was disappointing. De-
spite promotion activities like calls in local papers and fivers, only five women
participated in the support group for widowed women. Intermediates also met diffi-
culties in recruiting older people for the social skills training, and due to a lack of
applicants the social skills training had to be cancelled. The approach used in neigh-
bourhood I can be characterized as an instrumental use of linkage systems to realize
readv made program activities planned by the city work group.

The disappointing response in neighbourhood I gave reason to change the linkage
approach in neighbourhood II drastically. A needs assessment was conducted among
the population of older people in neighbourhood II, using a door to door inquiry,
carried out by volunteers, aged 55 years and over (figure 10). The needs were found
to be in the field of recreation and meeting facilities, rather than therapeutic courses.
The organization of the door to door inquiry and the design of the club house, con-
tact services and newspaper column was almost exclusively left to the local working
group, facilitated by the project leader. The local activities were watched over from a
distance by the city working group, allowing for a bottom up, democratic linkage
approach.
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IGC could build on an existing initiative in neighbourhood III to diminish loneliness
in older adults. A group of volunteers and some professionals were already making
an inventory of activities where the older inhabitants could meet each other. This ini-
tiative took charge of the local working group. The linkage strategy of needs assessment
among the intermediates was used (figure 10). The project leader inter-viewed key
figures in the neighbourhood, i.e. professionals and volunteers, to make an inven-
tory of their needs. The local work group designed, with support of the project leader,
a local action plan, which had to meet local wishes and needs as well as the advanced
set goals and target groups of IGC. The plan included the drop in bus, working con-
ferences and the help desk for the intermediates. The working conferences had the
same function as the intermediates" skills training of neighbourhood I, however they
were not called 'skills courses' because of some key informants' fear that subscrip-
tion would be low. The linkage approach again can be typified as democratic. In
neighbourhood III, more than in neighbourhood II, the city work group guarded
the accomplishment of the program target of improving helping and cooperation
skills in intermediates. ,.j ;•..,.;„ t,, ;>v-.,. ,. .,.,,_ ,.,.,,,. o,,,,,, , / , . ! , . - - .
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• Figure 10. Linkage strategies used in In Good Company ,(,,., :>-,x,!>.M:. , . '
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6.2.4. Questionnaire -!•••••

The satisfaction of the intermediates with the IGC activities was studied using postal
questionnaires. These were sent to between 30 to 50 intermediates per neighbour-
hood, about 20 months after the introduction of the program in their neighbourhood.
The selection critedum of the study group was simply the person's presence on the
mailing list of IGC, including general practitioners, district nurses, social psychiatric
nurses, volunteers at churches, volunteers active in elderly unions, apartment con-
cierges, policemen, clergymen and social workers. Involvement of the intermediates
with the program varied from merely receiving program mail to actively organizing a
training course, all replies were anonymous. , ; .. , .



The intermediates'judgement of the program was operationalized using the follow-
ing questions and scales. The perception of the linkage approach was determined
using a 4 item scale (a=0.90). An example of an item was "the local needs for activi-
ties aimed at diminishing and preventing loneliness were the first matter of importance
for IGC" (table 15). Typification of the IGC activities was obtained by asking the opin-
ion of the intermediates on the following items. "IGC comprises rather therapeutic
activities than recreational activities" and "IGC was especially aimed at lonely older
adults and not at all older adults". The satisfaction of the intermediates with IGC was
measured by having them rate their overall satisfaction on a 3 point-scale. Intermedi-
ates were also asked for their satisfaction with IGC's success in meeting its targets.
Finally, the intermediates could give their opinion about the local work group using
a 5 item scale; e.g. "the local work group contributed largely at making loneliness
activities possible" (a=0.80). •<;.. ;>..!<; ils«sri*i">: «^^»ii. VtVi ./«>! -?.-;•; y;e.vr rrm;

An association was established between the opinions of the respondents to the ques-
tions on the one hand and the neighbourhood in which they were active on the other.
Neighbourhood was viewed as independent variable. Ordinal dependent variables
and scales were analyzed using univariate analysis of variance'.

6.3. Results "

6.3.1. Response to the questionnaire

The response among the intermediates of neighbourhood I (63%) equalled that of
neighbourhood II (61 %) (n=25 and n=33 resp.). Response in neighbourhood III was
highest: 71% (n=37). Total response was 66%, because of the anonymity of the re-
plies no exact indication can be given of the degree to which the response group
represented the study group, though the response to the questionnaire among vol-
unteers and professionals was fairly equal (67% and 65%). , , , j . , . »-.-,•

6.3.2. Opinions and satisfaction of Intermediates

The intermediates were asked in the questionnaire to assess the degree to which the
IGC program used a bottom up, democratic linkage strategy'. It can be seen from ta-
ble 15 that, corresponding to the description above of IGC, respondents from
neighbourhood I assessed the approach significantly less as democratic compared to
respondents from areas II and III (mean scale scores resp. 12.7, 14.8, 14.8, p<0.01).

In neighbourhood I the emphasize was on interventions to produce behaviour change
in older adults and intermediates. The respondents of neighbourhood I indicated in
the questionnaire that the accent of the program was on therapeutic rather than on
recreational activities. The respondents of neighbourhood II and III agreed less with
this view (mean scores 4.1, 2.5, 3.4, p<0.01) (table 15). In the latter neighbourhoods
external environmental changes were mainly targeted. Older adults and intermedi-
ates were in need of services which had the character of meeting points, like a club
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linkage approach

the local needs for activities aimed at diminishing and preventing loneliness were the first matter of importance
for ICC (1-5) '"
ICC had gained sufficient insight into specific problems concerning loneliness in the neighbourhood (1 -5)*"
performance of ICC activities was the responsibility of professionals and volunteers in the neighbourhood (1-5)"
the city work group and project leader fulfilled a supporting and advising role (1 -5)

scale linkage approach (4-20)*" • s ;- -^ •

types of interventions : — -' " ~. * ' "'*

ICC comprised rather therapeutic activities than recreational activities (1-5)**" ' " ' ..'- " '"* -*
- , .^ .- ^ ij.

ICC was especially aimed at lonely older adults and not at all older adults (1-5)***'- .?' '•" **' ."" "

satisfaction with meeting the objective to diminish or prevent loneliness (1-3) • - _ — ~

satisfaction with meeting the objective to ameliorate skills of intermediates (1-3)" '.* ^

satisfaction with meeting the objective to ameliorate cooperation between intermediates (1 -3)""

the local work group sufficiently made an inventory of bottlenecks and gaps and worked on the improvement of
loneliness activities (1-5)^
the local work group succeeded in calling the attention of organizations and workers to problems in helping
lonely older adults (1-5)
the local work group contributed largely to making loneliness activities possible (1-5)
all relevant disciplines were present in the local work group (1-5)" •
the local work group contributed to continuity of attention to problems with loneliness in the
neighbourhood (1-5)"*

scale satisfaction with the local work group (5-25)*

overall satisfaction with ICC (1-3)""
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house and motor bus for older people and working conferences for intermediates.
The respondents of area I had a significantly different opinion about target groups
covered by the program. They were in favour of the view that IGC was focused on
lonely older adults whereas respondents in area II and III were of opinion that all
older people had access to the program (means resp. 3.8, 2.9, 2.8, p<0.01).

•••-- • : t •

Satisfaction with realization of the program objective to diminish or prevent loneli-
ness among respondents of the three areas was equally low (means resp. 1.5. 1.4, 1.7,
n.s.) (table 15). The respondents of neighbourhood I were somewhat more satisfied
with the effectiveness of the program to improve the helping skills of intermediates
and to better cooperation, than respondents in area II, but satisfaction was less than
in area III (mean score on satisfaction with helping skills 1.9, 1.7 and 2.2 resp. (p<0.05)
and mean score on satisfaction with cooperation between organizations 1.9, 1.8 and
2.6 resp. (p<0.01)). The satisfaction with the work group in area I was relatively low
and highest in area III (mean scores 14.7, 16.8 and 18.6 (p<0.10)). Overall satisfac-
tion with the IGC program in area I was equal to area II and lower than in area III
(mean scores 2.0, 2.1 and 2.7 resp. (p<0.01)).

;- - £ "
•^ .. f

6.4. Discussion and conclusion '

A study was made of the strategies of linkage of program plans and users' needs in
the Dutch loneliness intervention program In Good Company. Intermediates in three
neighbourhoods where IGC was active were asked for their satisfaction with the pro-
gram. The intermediates represented professionals and volunteers in the field of
health care and social welfare. A possible selective response to the questionnaire has
to be taken into account when interpreting the results. Respondents who participated
actively and enthusiastically in the program may have filled out the questionnaire,
however intermediates who criticized the program may be overrepresented. _•• -

In accordance with the contention in the methods section that the use of democratic
linkage strategies increased, the intermediates in neighbourhood I thought the link-
age strategy of IGC' less of a bottom up, democratic process than intermediates in
areas 11 and III. The linkage approach in the first neighbourhood was characterized
as instrumental and top down. The city work group tried to implement a pre-designed
program, which had to be carried out by the local work group of this neighbourhood.
The scores on the linkage approach scale for neighbourhoods II and III were equal.
Apart from the regular linkage strategies i.e. work groups and newsletters, needs as-
sessments had been conducted in these neighbourhoods. Although the target
populations of the needs assessments differed, older adults or intermediates, this did
not influence the appraisal of the linkage strategy used in the two neighbourhoods.

1 he intermediates of neighbourhood III were on the whole most satisfied with the
program. The intermediates' general satisfaction in the other two neighbourhoods
was equally lower. The intermediates of neighbourhood III in contrast to neighbour-
hoods 1 and II were also most content with the objective to improve helping skills of



intermediates and cooperation between organizations. Moreover they expressed their
contentment with the local work group which was linkage system for the expectations
and needs of program designers and users. The intermediates of neighbourhood HI
were consulted most explicitly, in comparison to the other neighbourhoods, consid-
ering the needs assessment and formulation of the local action plan. Although in
neighbourhood II a democratic linkage approach was also used, the needs assessment
was not aimed at the intermediates. The intermediates' satisfaction in neighbourhood
III originated apparently from the attention that was paid to their experience as vol-
untary or professional workers and their voice in the IGC planning process. The
formulation of an action plan, which was unique for neighbourhood III, may have
contributed to the intermediates' satisfaction. The result could also have been affected
by the inclusion of the initiative which was already going on in neighbourhood III
prior to the start of Good Company, to make an inventory of meeting facilities for
the older inhabitants. The linkage function of the local work groups was most clear
in neighbourhoods II and III, especially in neighbourhood III the city work group
acted as gate keeper for its own ideas of program objectives and target groups, while
simultaneously allowing for local needs. This did not jeopardize the local intermedi-
ates' satisfaction. On the contrary, their satisfaction with the program and local work
group was highest.

Satisfaction with realization of the program target to prevent or diminish loneliness
was low among the intermediates in all neighbourhoods. The respondents' satisfac-
tion was not affected by the difference between behaviour and environment oriented
activities. Although the support group for widowed women and social skills training
had been scientifically shown to be efficacious, they encountered too many difficul-
ties to be effective in practice. Older adults seemed to be reluctant to join activities
dealing with problems due to loneliness. Moreover the top down introduction of these
activities might have caused resistance among intermediates when it came to adop-
tion of the proposed interventions. Studies into social participation by older people
show that involvement in recreational or leisure activities is related to a higher de-
gree of wellbeing, however the respondents stayed critical as to the effectiveness of
the environment oriented activities..'-"""*' The low satisfaction may be explained by the
relatively short period of time allowed for data collection, about 20 months after the
start of Good Company in the areas; because a lot of time was spent at organisation
work, most program activities had only been operational for a short time.

With respect to the state of IGC activities, two years after the city program organiza-
tion terminated its involvement, in area I no activity was continued, IGC was viewed
as a pre-designed one off program. In area II, after a long period of closure due to
financial problems and problems in finding a suitable location, the club house has
reopened and functions with renewed interest from the older inhabitants living in
the apartment buildings. In neighbourhood III several working conferences were
organized for the intermediates and the drop in bus and help desk were still opera-
tional. In the democratic linkage approach intermediates felt responsible for the
continuation of interventions arising at the local level.



It can be concluded that satisfaction with the IGC program was lowest in the neigh-
bourhood where a pre-designed program was introduced top down, and highest in
the neighbourhood in which the intermediates were actively involved in the decision
making and development of program activities. In spite of the theoretical effective-
ness of the behavioural interventions, they did not come of the ground because users'
needs were ignored. The democratic, bottom up linkage approach, allowing for the
needs and interests of program users, contrary to the instrumental, top down use of
the linkage system, was of crucial importance to the successful dissemination of the
IGC program. In health promotion special attention has to be paid to the process of
involvement of the intermediates and tailoring program targets to local needs, while
keeping an eye on the program objectives and target groups. The proper use of link-
age strategies, like a needs assessment, the design of a local action plan and a two way
communication between the local and city work groups, is helpful in this process.
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Chapter 7
Interest in participation in

a peer-led senior health
education program
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Abstract

A study was made of the characteristics of older adults showing an
interest in participating in a health education course given by peers.
Determining the degree of interest in health education is important
for assessing the impact on the target-population and evaluating the
dissemination strategy. In the course 'Successful Aging' groups of
older adults came together to discuss health related issues. The course
was given by senior health educators aged 55 years and over from the
peer group. To determine interest in the course answer cards were
sent with a letter of invitation to all independently living inhabitants
aged between 55 and 79 in a Dutch community. The rate of expressed
interest in the course was 5.8%. Interest was highest among females
in the 55-64 age group, the unmarried and those with low wellbeing.
Males in the age group 65-79. females aged 75-79, those with a lower
socio-economic status and the inactive were comparatively less inter-
ested. Subscription to the course was distinguished from mere interest
in the course. From those who expressed interest, more people of
low socio-economic status, with a reduced level of wellbeing, many
physical limitations and poor self-efficacy actually subscribed. It is
concluded that the health education program will be continued and
that special attention will be paid to groups that showed lower levels
of uptake. Involving intermediates from these groups in the course
development is recommended.
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7. Interest in participation in a peer-led senior health
education program .,

7.1. Introduction •«»:

Health education can play an important role in the prevention of disease in older
adults and help to improve the quality of their life. There is a growing belief that health
gains are attainable in old age.'"' Preventive measures such as seeking changes regard-
ing alcohol and tobacco use, diet or exercise are to be recommended for all ages,
including the oldest. Other interventions are uniquely 'geriatric', such as education
to prevent falls or memory training.'-' The body of literature on the relevance and
effects of these geriatric preventive efforts is growing.""'- Health education as a pri-
mary prevention strategy can help older adults to obtain information and learn new
skills, enabling them to adopt or maintain a healthy life style.'*•'•*

This article focuses on the interest of a group of Dutch senior citizens showed in an
educational course. There is only limited information available on the degree of in-
terest in participation in health education programs and the characteristics of
participants. The following characteristics are relevant to specify subgroups of par-
ticipants: gender, age, marital status, social support, socio-economic status, social
participation and self-efficacy. These characteristics arc related to the perceived or
self-reported physical and mental health of older people.''"" Research shows that
perceived health in the elderly is a predictor of mortality as an objective health indi-
cator.-^ -' Studies into participation in health education report the following results.
Interest in health programs is highest in women and for the younger members of the
old age group.-'"-'' The goal of the education program seems to be a decisive factor
when the degree of participation in society of the attenders is determined. In a pro-
gram in which educators visited the elderly at home to discuss various health risks,
those willing to participate were more active in clubs or informal groups.-' In another
community program promoting 'taking greater control of your health in future'
participants showed less social activity.-'' The effect of marital status and social sup-
port on participation is not clear. The distribution of socio-economic status and level
of self-efficacy among participants is sometimes not in accordance with that of the
target groups eligible for joining a health education program. Participation is often
highest in the higher socio-economic groups.-"-" This result is in agreement with find-
ings that adoption of innovations increases with the socio-economic status of
individuals, however, because of the relationship between socio-economic status and
inequalities in health, health education programs are often aimed at deprived
groups.-"'-*" Another discrepancy between the target-population of a program and
participation, can be expected in the field of self-efficacy. Self-efficacy is the ability to
attain certain desired behaviours as judged by the individual and is a strong predic-
tor of behavioural change.•"••'"-' Many health education programs intend to promote
self-efficacy related to a specific health behaviour, however there is evidence that in-
dividuals prepared for behavioural change, and probably ready to follow a course,
judge their self-efficacy to be higher than people who are not yet thinking of chang-
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ing their lifestyle.'"-'" Finally, when looking closer to the health status of participants,
again interest varies with the objective of the program. In the community program to
enhance control of health, mentioned above, participants experienced poorer men-
tal health, while the home-visits program found that participants had a better mental
health level.**"

Most of the above mentioned studies refer to programs run by professional workers.
No information has been published about how health education led by older peers is
received. This information is relevant to assess the impact of a program at popula-
tion-level and the success of the dissemination strategy.''* This paper deals with the
dissemination of the course 'Successful Aging', aimed at older adults and using mem-
bers of the peer group as educators. The following research questions are addressed
in this paper. Which subgroups of older adults expressed interest in the course? What
were the characteristics of those who actually subscribed for the course? What were
the rates of expressed interest among the subpopulations? Was the dissemination
strategy used suitable?

7.2. The course 'Successful Aging' ' , '"'' '

The course 'Successful Aging' was born out of discontent with traditional health
education programs in The Netherlands. These programs focus too much on the
problem side of disease, and too little on health promotion. Furthermore, the pro-
grams are often designed by professionals with little or no contribution to the program
planning from older adults. In 'Successful Aging', the peer educators aged 55 and
over (in the project called senior health educators) were involved strongly in the
planning and guidance of the course. The senior health educators were trained in-
tensivelv in a program at a higher educational level, for one day per week for a year.*"
The training enabled them autonomously to prepare and pass on the health mes-
sages. For the course 'Successful Aging', the peer educator introduced the topic at
issue before an audience of twenty older adults, followed by peer facilitated discus-
sion. The course consisted of four meetings covering topics requested by the
p a r t i c i p a n t s . - " < « • \ > . i - " T < » ^ ' • » • ' " - ^ ' " < • > > - • •• •'' • - • • ' • ' - . • > • ; ^ T I . ' M J ' i i n ; ^ . : » i M . •

The improvement of the physical, psychological and social wellbeing of participants
was central to the course. The course was promoted as an opportunity to exchange
experiences and to learn from other people how to grow old successfully. The course
theme 'Successful Aging' was depicted as adding 'extra life' to your existence. Course
targets concerned behaviour change on topics like physical exercise, memory train-
ing and sleeping habits. The senior health educators were put into action to help fellow
citizens to live an independent active life in which growing old is viewed as a chal-
lenge. The importance of staying active in old age was stressed by going into general
topics like the importance of social support or cultural differences in aging. 'Success-
ful Aging' made use of peers, because it has been proven that educators, who are close
to the age, beliefs and social status of the target population, are the most effective in
communicating a message.-'' Moreover they act as role models having themselves an
independent and active life."
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The senior health educators were put into action in 1995 in Ridderkerk. a commu-
nity in the urban area of Rotterdam. All 10,454 independently living inhabitants aged
between 55 and 79 (23% of the Ridderkerk citizens) were invited, by letter, to partici-
pate in 'Successful Aging". The invitation was signed by the alderman for elderly affairs
and public health. In addition, flyers and posters were distributed and a local news-
paper gave free publicity. The course was given in an easy to reach centre where many
activities for seniors take place. Enrolment was free. The course 'Successful Aging'
was general in nature and not aimed at specific risk groups. The dissemination strat-
egy was therefore aimed at the entire population. The Ridderkerk older population
was approached with relatively little effort by sending a letter. This paper considers
the reactions of the target group to the call to join the course 'Successful Aging'.

7.3. Methods •'-'• " ' '

The senior citizens of Ridderkerk could apply to join the course 'Successful Aging'
by returning an answer card that was attached to the letter from the alderman. A
comprehensive postal questionnaire was sent prior to course commencement to those
who sent back the answer card. An abbreviated version of the questionnaire was sent
to a random sample of those who had not expressed an interest. The questionnaire
was shortened to enhance the response rate. The following response groups emerge
(see figure 11):

1. Interest in Participation (IP) group: respondents to the questionnaire sent to
course subscribers.

2. Interest Only (IO) group: respondents to the questionnaire, sent to those who
did not subscribe in the first instance but who marked their interest in the course
on the answer card.

3. No Expressed Interest (NEI) group: respondents to the questionnaire sent to those
who did not return the answer card.

7.3.1. Measures . i.

The following socio-demographic variables were included in the questionnaires: gen-
der, age, marital status and level of last occupation as an indication of socio-economic
status. Furthermore, respondents were asked about social participation by asking
whether they engaged in clubs or hobbies with other people outside home. A ques-
tion was included by which respondents could rate their health from 1 (very bad) to
10 (very good). Psycho-social wellbeing was measured using a shortened version of
the validated Dutch scale for subjective wellbeing of the elderly (8 items) (0t=0.81)."
The next variables were only asked from the IP and IO groups. Physical functioning
was measured by a 6 item subscale of the MOS shortform general health survey (MOS-
20) (a=0.86) .••**-"' A Dutch version of the general self-efficacy scale was included in
the questionnaire (16 items, a=0.83) .•"••*- Social support was operationalized using the
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I Figure 1 1 . Study population and response
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validated scale perception of everyday support (10 items, a=0.88)." The NEI group
was asked for reasons why they refused to participate in the course. To get a complete
overview, a random sample was drawn from those of the NEI group who did not re-
turn the questionnaire. These 100 non-respondents were approached by telephone
to gel insight into their reasons for not participating.

7.3.2. Analysis , 1 .i.

Firstly, the response to the questionnaires was studied. Adjustments were made by
weighting in the case of selective response. Next, the relationship between expressed
interest in the course and background characteristics was established by crosstabula-
tion and testing statistical significance using the Chi-square test. Scale scores were
recoded for interpretation reasons, using the 33th and 66th percentiles as cut-off
points. To assess predictors of participation, a backward stepwise logistic regression
analysis was used, taking into account the effect of other background characteristics.
Variables that on a bivariale level were related significantly to expressed interest in
the course were entered in the logistic regression equation, as well as significant in-
teractions. Odds Ratio's (ORs) were tested statistically using 95%-confidence intervals
(95%-CI's). Rates of interest in the course at population level were estimated in groups
with characteristics which in the logistic regression model predicted significant
interest.""" -SPSS/PC+ was used in the analysis procedures.^''

« ! f i >•-•• •• • ; •
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7.4. Results " ™ " _ _

7 . 4 . 1 . Response '>' . »•• '

The response rate among those who showed interest in the course was 66% in both
the expressed interest in participation (IP) group and expressed interest only (IO)
group. The sample taken from those who did not express interest (NEI) responded
at a rate of 57%. Response to the telephone interview among non-respondents was
54%. All results were adjusted by weighting for gender, age and marital status of the
non-respondents to account for selective response to the questionnaires.

7.4.2. Characteristics of interested respondents :.vu, • .

Bivariate comparisons were made between the groups of respondents who expressed
their interest in 'Successful Aging' (IP+IO) and those who did not express interest
(NEI). The respondents who expressed interest were statistically significant more often
female, younger and unmarried, than those who did not react by sending back the
answer card (see table 16). Moreover, the interested respondents were more often of
a higher occupational level and active in clubs or with hobbies. Interested respon-
dents showed a lower psycho-social wellbeing than those who did not express interest,
however the subjective assessment of their health on a scale from 1 to 10 did not dif-
fer.

Looking closer at the respondents who expressed their interest, again older adults
who subscribed for participation (IP) compared to those only showing interest (IO)
were more often female, unmarried and had low wellbeing (table 16). Seniors who
were interested in participation (IP) were older and of lower occupational level than
the IO group. Moreover, the IP group more often had many physical limitations and
experienced low self-efficacy. No association could be proven between interest in
participation and social support.

The influence of the other background characteristics on the relationship with inter-
est in the course (IP+IO vs NEI) was controlled for using logistic regression analysis.
All variables that were related to expressed interest on a bivariate level, remained in
the logistic regression equation (see table 17). Interaction was found between gen-
der and age. Compared to female respondents aged 75 and over, the female age groups
55-64 and 65-74 were more often interested in the course. After controlling for the
other variables in the logistic regression model, this relationship became even stronger
(ORs respectively 2.72 and 3.94). The male age groups did not differ significantly with
respect to interest in the course.

7.4.3. Rates of expressed interest in the population '

In total 608 senior inhabitants reacted to the call to join the course 'Successful Ag-
ing' by returning the answer card (IP+IO) (see figure 11). This amounts to a rate of
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Table 16. Characteristics of respondents in groups, expressed interest in participation (IP),
expressed interest only (IO) and no expressed interest (NEI)

gender

* • " " • • • ' ' ; ; ;

marital status

occupational
level

activities/hobbies

health
assessment

wellbeing

physical
limitations

self-efficacy

social support

male ••;•!,<•>
female

55-64 . ; , ! . / .
65-74 ... ,
75-79

married
unmarried

low
moderate
high

low
moderate
high

low
moderate
high

many
moderate , :
no

low • i '
moderate
high

low
moderate
high

IP+IO
(n=403)

»40.1
59.9

'55.6
36.3
8.1

'69.0
31.0

'32.3
29.8
37.9

'SS
43.7
33.9
22.4

'41.6
30.8
27.6

-

NEI
(n=438)

47.7
52.3

46.0
42.2
11.8

78.1
21.9

40.1
33.1
26.8

77.0
23.0

42.8
28.3
28.9

29.8
23.9
46.4

-

i . i »

IP
(n=236)

*35.6
64.4

•48.7
40.4
10.8

*62.4
37.6

*37.2
32.8
30.0

82.9
17.1

46.7
33.2
20.1

M8.0
25.2
26.8

•33.5

318

M0.5
38.8 ,
20.6

.- •_ ; • } i i - . v . .

34.5
31.0

IO
(n=167)

46.3
53.7

65.0
30.6
4.4

78.1
21.9

25.8
26.0
48.2

84.5
15.5

39.6
34.9
25.5

33.0
38.3
28.7

17.5
38.6
43.9

34.9
33.4
31.7

38.2
31.8
30.0

(IP+IO) - NEI, Chi-square p<0.05
IP - IO, Chi-square p<0.05
not studied

expressed interest of 5.8% of the Ridderkerk population 55 to 79 years of age. Re-
spondents to the questionnaire who did not show interest (NEI) and non-respondents
who were interviewed by telephone gave the following reasons for not participating
(see table 18). About one third preferred other sources of information about healthy
lifestyles, like the mass-media. Only a minority (13%) preferred to get information
from their general practitioner. About 20% was too busy to attend a course and 13%
still had a job. The theme "Successful Aging' did not appeal to 19% of the respond-
ents. Poor health was the reason given by 7% for the lack of interest in the course. •

110



Table 1 7. Odds Ratio's logistic regression model (outcome: expressed interest (IP+IO) vs no
expressed interest (NEI))

wellbeing
high
moderate
low

occupational level
low
moderate
high

activities/hobbies
no
yes

marital status
married
unmarried

gender
male
male
male

female
female
female

ags
75-79
65-74
55-64

75-79
65-74
55-64

unconnected
ORs

' - • " • - ' 1 . 0 6 "
2.17
2.35

.00

.12

.76

.00

.52

1.00
1.60

1.00
0.99
1.20

1.00
1.52
2.37

95%-C.I.

1.51-3.11
1.68-3.29

0.79-1.58
1.25-2.48

1.07-2.18

1.17-2.18

0.48-2.08
0.58-2.47

0.78-2.96
1.24-4.55

corrected'
ORs

1.06
2.20
2.45

1.00
1.23
1.93

1.00
1.55

1.00
1.47

1.00
1.12
1.04

1.00
2.72
3.94

95%-C.I.

* ' . i • i .

1.49-3.25
1.66-3.62

0.83-1.83
1.31-2.86

1.07-2.41

0.99-2.17

0.49-2.54
0.47-2.33

1.12-6.59
1.65-9.40

' Controlled for the other background characteristics in the logistic regression model

Table 18. Reasons for not expressing interest in the course "Successful Aging" (N=482)

I'm getting sufficient information about healthy lifestyles from newspapers, television etc. 29%

I'm too busy with other activities 2 1 %

"Successful Aging" does not appeal to me 19%

I'd rather obtain information from my G.P. :• L: i 13%

I ' m s t i l l i n w o r k • ••-• . •• • . . . ^ ^

My health does not allow me to participate .-....-. • :. , i .; ..,:. •• •> -i 7%

Figure 12 includes rates of expressed interest of subgroups with characteristics that
turned out to be predictors in the logistic regression analysis. The diagram shows that
interest was relatively high in the subgroups of older adults with low or moderate
wellbeing: rates of interest of 7.9% and 7.4% against 3.6% in the subgroup of those
with high wellbeing. Other high interest groups were those of high occupational level,
females aged 55-64 and unmarried persons (rates of interest of about 8% against 5.8%
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in the whole). Low interest groups (rates of expressed interest of about 4%) were,
apart from the earlier mentioned older adults with high wellbeing. males aged from
65 to 74 and 75 and over, women 75 to 79, and those who were not active in clubs or
with hobbies.

• Figure 12. Estimated rates of expressed interest in the course "Successful Aging" at popula-
tion level .,,...

10%

8%

wellbeing occup level age groups
(male)

age groups
(female)

married

7.5. Discussion

The characteristics of older adults showing interest in the peer led course 'Success-
ful Aging' and their degree of interest were studied. The results, combined with
evaluation of the effectiveness of the course, are important for assessing the impact
of the program on the population. Moreover insight into the characteristics of the
groups reached is relevant for the development of future dissemination strategies.
The course 'Successful Aging' was aimed at improvement of the physical, psychologi-
cal and social wellbeing of older adults. Small groups discussed health related issues
like physical exercise and memory problems under the guidance of specially trained
senior health educators from their peer group. ••>? i :,-̂ v>->vn'i <•:; *• i it;- • h:;.v -tu

The interest in the older Ridderkerk community was highest among subpopulations
that are eligible for a health education program. Older adults who showed interest,
irrespective of whether or not they subscribed for the course (IP+IO), were younger

112



than those who did not express interest (NEI). From a preventive point of view the
course is very relevant to this younger age group when preparing for old age. From
research there is evidence that female older adults and those who are unmarried or
widowed are risk groups for health problems.''"* People expressing an interest in
'Successful Aging' meet this risk group profile, however the interest shown by the
unmarried raises the question whether their interest may be caused by the need to
meet new friends. The message of the course how to add 'extra life', attracted the
interest of the risk group of older adults with lower wellbeing. This result has also
been found in a similar program promoting 'taking greater control of your health'.'^'
Unfortunately the risk group of people with low socio-economic status demonstrated
less interest than those with higher socio-economic status. Moreover nonactive peo-
ple seem to face a barrier to join a health education program. • • • '•>) -" J> JJ>M

Although the group who expressed interest in the course already showed a need to
reflect on their lifestyle, the people who actually subscribed for the course were the
most open to joining a course in which their life style was discussed. Within the inter-
ested group, the characteristics of those who subscribed for the course (IP) against
those who waited to participate (IO) were analyzed. Again, females and unmarried
people were more often ready to participate. The 55-64 age group was more frequently
only interested, while older age groups more often subscribed for the course. Sub-
scription was also higher among those with lower wellbeing and many physical
problems. The theory that groups of higher socio-economic status are more willing
to adopt innovations, is not entirely applicable to the selective population showing
interest in the course.*' The group with the lowest socio-economic status was more
often ready to participate and subscribed for the course, whereas those from the higher
socio-economic status group only showed interest. Moreover, it was expected that
individuals prepared for behavioural change and probably ready to engage in the
course, judged their self-efficacy to be higher than the people not yet thinking of
changing their lifestyle.''-" Our findings are in contrast with this hypothesis. Senior
citizens, who subscribed for the course, experienced lower selfefficacy. An explana-
tion may be that the higher self-efficacy group, who only showed interest, is less in
need of the course because they adapt relatively more easily to a healthy lifestyle and
lead an independent life. The readiness to participate of those with lower socio-eco-
nomic status, lower wellbeing, many physical problems and lower self-efficacy, indicates
that they had the most prominent need of a new perspective on their lives.

Every inhabitant of Ridderkerk aged 55-79 years had the chance to enrol for the course
'Successful Aging" in the dissemination strategy. Each one received an invitation at
home from the alderman for elderly affairs and public health. Six out of a hundred
people in the age category reacted to this first call to participate. Most programs con-
fine their strategy to calls in newspapers and flyers. A campaign in which 10,000 postal
invitations are distributed is very costly. The question can be raised whether this ef-
fort is reflected in the rates of expressed interest. The information available through
the mass media about healthy lifestyles was a reason given for not reacting on the
invitation to join the course. Other valid reasons for lack of interest were that indi-
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viduals were too busy with other activities or a daytime job, or they had health prob-
lems. Most people accepted the peer educator as a source of information. Only 13%
preferred their general practitioner.
j<r if^t-»>bi-ii, M • ••• . 1 ' ! ; '

Although 'Successful Aging' was aimed at the entire community of older adults of 55
to 79 years of age, the impact in this community will be limited on account of the rate
of interest. Nevertheless the course caught the attention of people from several risk
groups who were prepared to exchange experiences and to learn from each other
about growing old successfully. Provided that 'Successful Aging' is effective, the course
may have brought benefit to the attending individuals. The course meets the prob-
lem of the prevention paradox, which states that a program that realizes significant
impact for individuals will have limited effect for the population as a whole and vice
versa.'"' A health education campaign that pursues considerable behaviour change in
every single member of a population will be too extensive and costly. , •..> ;i.,

The direct mail strategy used has taught us which groups of older adults are inclined
to participate. In future the program will continue for groups that already showed
sonic interest and special attention will be paid to groups that showed lower levels of
uptake, like the socio-economically deprived and inactive. So far the peer educators
have been involved in program planning, instead of working with the target popula-
tion at a local level. In future plans, representatives of the subgroups, older adults
themselves and professional advocates, will be consulted to tailor the intervention and
enhance interest rates. Platforms or linking systems have to be realized, in which
program planners and intermediates come together.'" The consequence of this com-
munity approach is that the course 'Successful Aging' will be subject to change. The
course may even not be the most suitable intervention strategy to interest hard to reach
groups, and combinations with other methods such as home visits or environmental
change may be necessary to achieve a satisfactory impact.

"""'Estimates of distribution of background-characteristics at population-level are based on the
questionnaire-results among the IP, IO and NEI groups.*"

• • < " £ i « " ' I f ' • • « ; ' „ ' , • • • ' • • • * ' • , . . - • * • • " • • " " ' • ' - -

I, = estimated number of people w i th characteristic x in the entire populat ion . , . . ̂ j ̂ . ̂  ,. ,
R,, = respondents w i th characteristic x in g roup i (IP, IO, NEI)
R, = respondents in group i

P, = size of g roup i in populat ion . ! . - . , . ,.,,•'• •••_,;. .i ••,..;, , h-:-i V - f * * . r s i K t ^ ' i r ? . r » !

• ' • • • • - - • ' • ' -• . . p j l f i - ' i l l . * ft' • , i < 1 < V ; < (

I,, = estimated number of people w i th characteristic x in group i • ••••.•:<;•:•/>'•'•»;>'; .<;•:

IR, = rate of expressed interest in populat ion w i th characteristic x . , ! . • , • ; ! . m , >*• i i : , . ' • •
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Chapter 8
Effects of a peer-led senior
health education program
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Abstract

The effect of a health education course guided by peers aged 55 and
over was evaluated. The aim of the course was to empower older adults
to participate in society and to promote their wellbeing. Evaluation
included determining the effect on attitude toward aging, self-effi-
cacy, perception of the societal opinion regarding the place of the
elderly in society (social influence), social participation, perceived
social support, and wellbeing of the participants aged 55 to 79 years.
A quasi-experimental approach was used. The effect on the experi-
mental group of course participants was studied compared to a
control group of older adults on the waiting list. The respondents
filled out postal questionnaires at three time points (before starting
the course (tO), immediately after termination (tl) and three months
later (t2)). Using a multivariatc analysis procedure, a significant inter-
action effect between time of measurement and group membership
was found with respect to the outcome of social influence. At tl an
effect was absent, but at t2, the current idea that elderly occupy a mar-
ginal position in society, found less favour with the experimental
group than the control group. Moreover perceived social support and
subjective health improved significantly at 11 and t2 among the course
members, when compared to the control group. No effect was found
on attitude, self-efficacy, social participation and wellbeing in the
short time span of a three months follow-up.
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8. Effects of a peer-led senior health education program

8.1. Introduction ,-,„,'.v^ ,.....,»-, I C H

Involvement in activities by older adults is associated with a higher degree of wellbe-
ing. A relationship has been found between engagement in voluntary or leisure
activities and subjective wellbeing in several studies, however this relationship is modi-
fied by health, socio-economic status and marital status.'"' Unmarried older adults,
those who experience health problems and those who have a low income, benefit
the most from activity participation. This positive association between high activity
level and wellbeing gives support to the 'activity theory' which states that, unless in-
hibited by physical problems, the needs of older adults in the area of social interaction,
are the same as those of young people. Older adults seek to fulfil multiple roles and
to keep contact with their social environment."'-' This is the opposite of the "disen-
gagement theory' by which elderly people choose to diminish their interaction with
the environment. The reduction in attention paid to other people and increase of
care for the self is viewed, in this theory, as a natural process.-"' Continuation of social
participation can be characterized as differential disengagement." Elderly people cease
their involvement in some areas when retiring, while continuing and intensifying their
activities in other areas, like leisure lime pursuits or grandparenting.

The importance of having social ties is also shown by the beneficial effect of social
support on the health and wellbeing of older people. Longitudinal studies show less
mental health problems and mortality among older adults who experience a high
availability of adequate social support.'""'-' When social support is absent, support groups
can function as an alternative to provide older adults with information, emotional
support or services. Health education programs which make use of peers have the
potential to become a surrogate support system for people in need. Examples include
peer-facilitated workshops or support groups where people can exchange their ex-
periences with health problems."'"' .,-• i •-.—., -.•,-. .- .. .-.

An evaluation of the effectiveness of the health education course "Successful Aging'
is presented in this article. In this course, guided by peers aged 55 years and over,
older adults discussed health related topics like memory problems, housing and use
of medicines. The course objectives at a more general level were evaluated. The gen-
eral aim of the course was to promote social participation, social support and
wellbeing. Unlike most evaluation research of health education programs, this arti-
cle does not consider the effectiveness of the course in achieving health related
program targets. This article addresses the following question. Was the course 'Suc-
cessful Aging' effective in improving the determinants of social participation, social
participation, social support and wellbeing of its members? The contents, behavioural
model and strategies of the course are explained in more detail below.
i • ! : » / • . : r - . - j i - < i . j j r e i - • < • • - " ! . , • > . : > ' J M ? M ' J ' ' - i ; v - ' r : v > ; - > ; J r > H = - T > r i >!.-«•».-;•• M V C ^ J • - v < j H . . , y -
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8.2. Outline of the course 'Successful Aging'

r.oi MubotJni . f .88.2.1. Course contents

The course "Successful Aging' was organized in Ridderkerk. a community in the ur-
ban area of Rotterdam. Both the national and local government in the Netherlands
support activities that provide older adults with the opportunity to participate in so-
ciety and to live a meaningful life. 'Successful Aging' was organized in support of this
policy of empowering older adults to stay active. The course was designed to encour-
age participation in (health promotion) activities, for example, social clubs, exercise
programs and memory training. Moreover, the course was aimed at changing partici-
pants' behaviour in health risk areas. Changes in behaviour affecting health and social
participation were expected to promote the central target of the program: improve-
ment of the social, psychological and physical wellbeing of older adults. The course
was facilitated by peers, aged 55 years and over, called senior health educators, who
had received intensive training, prior to the course. Groups of about 20 older people
met each other, once a week, on four occasions. Every meeting consisted of an intro-
duction, given by the senior health educator, of a topic relevant to individuals facing
the aging process, followed by a peer facilitated discussion. The first session started
with a general introduction. Guided by the senior health educator, determinants of
successful aging like social support, healthy life-styles, sufficient income and self-effi-
cacy were considered. The group was free to choose which topics they wanted to discuss
at the following three sessions. Every session dealt with one topic and lasted two hours.
The following topics were chosen in the six courses that were evaluated: sleeping
problems, memory problems, use of medicines, housing of older adults, osteoporo-
sis, physical exercise and growing old in different cultures. ".-•.' •• i '"- •• •

8.2.2. Behavioural model

Ajzen's theory of planned behaviour and Bandura's social learning theory were used
in the program design.''"' The program was based on the assumption that social
participation is related to three determinants: attitude towards aging, the influence
of societal opinion (social influence) regarding the role of the elderly in society, and
finally self-efficacy in engaging in new activities (figure 13). It was hypothesized that
engagement in activities can be determined by a positive or negative attitude towards
aging. A positive evaluation of existence as an older person, would have a positive
influence on a person's capacity to stay active. The second determinant, social influ-
ence, is defined as the processes whereby people, directly or indirectly, influence the
thoughts, feelings and actions of others.'' The course was aimed at the individual's
perception of societal opinion. In contrast to the disengagement-theory, it was argued
that older adults in general, do not wish to diminish interaction with society. They
continue activities and develop new interests to substitute for losses caused by the
changes brought about by retirement. It was postulated that when people consider
themselves to be productive persons who can contribute to society, instead of the
prevailing norm that elderly have a little say, they will be inclined to participate in
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activities. The third determinant, self-efficacy from Bandura's social learning theory,
is a powerful determinant of behavioural change. Self-efficacy is similar to perceived
behavioural control in the theory of planned behaviour, meaning a person's expec-
tation regarding his capability to realize a desired behaviour.'*•'**• Studies among older
adults indicate that individuals with high self-efficacy are more likely to change their
behaviour and experience better physical and mental health.-' "-'' In the theoretical
model presented in this article it is postulated that when an individual's perception
of self-efficacy in starting new activities is high, they will more likely be successful in
engaging in these activities. Participation in 'Successful Aging' in the model is not
only connected indirectly to social support and wellbeing through the promotion of
social participation and its determinants. Participation in the course, being an act
representing an active life, will also have a direct effect on the perceived social sup-
port and wellbeing of its members (figure 13). The behavioural model used in
'Successful Aging' and presented in this article was based on hypotheses, which have
to be studied in more depth.

• Figure 13. Theoretical model of effect of course participation

course partici-
pation

attitude toward
aging

self-efficacy

social influence
position elderly

social partici-
pation

social support — • wellbeing

8.2.3. Course strategies

Information transfer, role modeling, education by peers and group interaction were
strategies used in the course. The senior health educators passed on information to
fellow senior citizens about healthy lifestyles. The introduction of health issues was
used as a vehicle to discuss repeatedly the three determinants of social participation.
For instance in a session about forgetfulness, the senior health educator addressed
the question of barriers to subscribe for a memory training course, thus the self-effi-
cacy to participate in memory training became an issue. The senior health educators
communicated continuously the message that older people can make an important
contribution to society, and opposed the common idea that they play only a marginal
role. The educators served as role models, representing older adults who still have a
say."' They fulfil the policy target of social participation and function as an example
for successfully living an independent and active life. Use of peers enhances the cred-
ibility of the information given by the health educator.'-' It was expected that
communication using peer educators, who were close in age, beliefs, and social sta-
tus, to the target population, would be more effective. Finally, course members learned
from each other, during the discussions and group interaction sessions, where infor-
mation and experiences were exchanged, and social support was available.
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8 .3 . M e t h o d ^--»"h'-^-«..»ro,->,=t:-v-.: . , •••- .i.^::i.->.n-,.;••=..-.

All 10,454 independent living older adults, aged 55 to 79 years, in the community of
Ridderkerk were invited by direct mail to participate. A more detailed explanation
of this procedure is discussed in a seperate paper on characteristics of people inter-
ested in participation in the course 'Successful Aging'.-' At the start of the course,
320 individuals were interested in participation. Later more people subscribed to the
course, but they were excluded from the evaluation research. In the order in which
the applications were received, 150 individuals were assigned to the experimental
group. This procedure was chosen because of the shortage of time before course
commencement, and because of the short time-span, it was not expected that 'early'
subscribers would differ from late' subscribers. A total of 138 applicants participated
in the course. The experimental group was split up into six course groups. The other
182 interested people formed the control group and were given the opportunity to

join the course after the research period.

• j>-_: . . . . i . v . . • » , ' • • ' . • ' • • • • . . • ; » ( ( • • ; • ( . . . ! : , ' ' • • • - • ^ • 1 . *

8.3.1. Measures

The experimental and control group received postal questionnaires at three time
points: a pre-test right before the start of the course (tO), a post-test directly after fin-
ishing the course (tl) and another three months after termination (t2). The target
population was confined to older adults up to 79 years of age, as they could be ex-
pected to be capable of filling out the postal questionnaires without problems.
Attitude, perceived social influence, self-efficacy, social participation, social support
and wellbeing were operationalized in the questionnaires as follows. Attitude was meas-
ured by five items, forming a scale of negative and positive opinions about growing
older, for example 'as an older adult one feels that every day is the same' (a=0.64).
Perception of the societal opinion on the position of elderly in society was measured
by one item: 'older adults have a too little say". Self-efficacy in starting new activities
was measured using the Dutch version of the validated general self-efficacy scale.-"-'
This scale measures self-efficacy expectations across a variety of situations and con-
sists of two components: initiation and persistence of behaviour, and efficacy in the
face of adversity. The scale consists of 16 items, e.g. 'when I decide to do something,
1 go right to work on it' (oc=0.83). Social participation was measured by having the
respondents rate the number of hours per week spent recently on hobbies and activi-
ties with other people, outside the home. This question was not asked at tl because
of the possible interference of course participation. Social support was measured using
the validated scale of perceived everyday support, consisting often items like 'do you
feel that attention is being paid to you?" (rx=0.88).-" Wellbeing was measured using a
short version of the validated Dutch scale for wellbeing of the elderly (8 items).-"' The
scale measures negative and positive feelings, experienced by the respondent, e.g.
'on the whole I am satisfied with myself (a=0.81). Subjective health was assessed by
answering a question in which respondents could rate their health from 1 (very bad)
t o 1 0 ( v e r y g o o d ) . < < • - •• > < q i j ' > : ' , * > ; , * . . ? * > •;- . . . < • » • ' ? > •-• ! •*.-•.• : . • . < ; • - - , * » ; ; • - T U ' i t
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Some sociodemographic characteristics were asked in the questionnaire at tO: gen-
der, age, marital status and level of last occupation. Physical functioning was measured
using the 6-item sub-scale of the MOS Shortform General Health Survey (MOS-20)
(01=0.86).•'*'••'- Data were also gathered concerning locus of control ('to what extent
can you influence your own health?') and life-events ('have there been radical changes
in your life the last few years?'). ^ •

; < . - v * . • • " - ' • ,

8.3.2. Analysis - <• '

The response rates of the experimental and control group were established. Differ-
ences in background characteristics in the experimental and control group were tested
statistically using the Chi-square test when variables were dichotomous, and Mantel-
Haenszel test for linear trend when trichotomous. The effect of attending the course
was analyzed using repeated measures analysis of variance, with the scores of the
outcome measure at tl and t2 as dependent variables, and the score at tO as covariate
(MANOVA). Membership of experimental or control group was the between-subjects
factor and time of measurement the within-subjects factor. The between-subjects main
effect averaged over tl and t2, and interaction effect were studied. When there was a
significant interaction effect (p<0.10), mean scale scores of the experimental and
control group on the outcome measures were assessed seperately at tl and t2. When
an interaction effect was absent, the mean of the scores of the outcome measure at tl
and t2 was assessed. The scores were adjusted for the initial level of the outcome
measure using multivariate regression analysis. Differences in mean scale scores be-
tween the experimental and control group and 95%-confidence intervals (95%-C.I.'s)
were assessed. SPSS/PC+5.0 was used in the analysis procedures.-"

8.4. Results

8.4.1. Response

The response rates ofpeople filling out the questionnaire at all three time points were
51% for the experimental group, and 41% for the control group. Gender, age and
marital status of the response groups did not differ from the originally selected ex-
perimental and control group. The experimental and control group did not differ
significantly in background characteristics (table 19). Neither did they differ with
respect to the initial scores of the outcome variables at lO (table 20). These results
agree with the assumption that the experimental group ('early' subscribers) did not
differ from the control group.

8.4.2. Effectiveness

The crude, unadjusted, outcome scores of the pre-test and post-tests are given in ta-
ble 20. A significant difference of mean scores between the experimental and
controlgroup was only found for the outcome of social influence at t2. A multivariate
repeated measures analysis (MANOVA) was used to determine the effect of the course.
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Table 19. Background characteristics of experimental (n=71) and control group (n=75)

gender ._,. .. ,, .

age ^ . ; ; . . ;

marital status « - , . • - W - -

radical changes in life the last few years

extent to which one can influence one's own
health

physical limitations ' ' • ' ' ' * ' ! ' ! ' • '

socio-economic status (occupational level)

male
female

55-64
65-74
75-79 ., ,

married
unmarried

no/few
moderate/many

internal
external

many
moderate/few
no

l o w •'••"'
moderate
high

Experimental
group

37
63

52 <i
32

•.',.;'::;;,2;.

32
35

!*

i.S'^

Control
group

39
61

I 43
47
11

65
/ 35

43
57

85
15

28
31

• 41

45
34
21

taking into account the initial level of the outcome variable in the pre-test. Interac-
tion between treatment (course membership) and time of measurement was found
for the outcome of social influence (F=9.74, p<0.01). The effect was therefore analyzed
separately at each time point, however, because of the almost equal pre-test scores of
the experimental and controlgroup, the multivariate analysis did not change the
results of the crude scores at bivariate level. At tl immediately after course termina-
tion the respondents did not differ significantly with respect to their perception of
the societal opinion regarding the position of elderly in society (table 20). After three
months (t2) the experimental group compared to the control group disagreed sig-
nificantly more with the opinion that elderly have little say (difference in adjusted
mean scores of 0.55 (95%-C.I. 0.13-0.96)). > = , »i-;;v.>i-. >; • •< ••;: .-!• >,.«< ,i -.UK« ;n •*•>:,.•

In the repeated measures MANOVA no significant interaction between treatment and
time of measurement was found for the other outcome measures. The adjusted scores
on the post-tests at tl and t2 are therefore presented in table 20 as group means of
the single scores averaged over tl and t2. An effect on attitude towards aging and
self-efficacy still was absent, when the pre-test scores of the experimental and control
group were taken into consideration. The difference between the experimental and
control group in time spent on hobbies and activities with other people outside the
home, as an indication of social participation, three months after course termination
was also not significant. The course had an effect on the perception of everyday so-
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cial support among its members (a difference in mean averaged scores at tl and t2 of
0.98; 95%-C.I. 0.05-1.91). The scores of the course members increased from pre-test
to post-tests, while the scores of the control group decreased. An effect on general
wellbeing was absent, but a clear effect was found on the rating of participants of their
subjective health. The course members gave their health at tl and t2 a mean aver-
aged score of 7.55, while the score of the control group was 7.18 (difference in mean
averaged scores of 0.37; 95%-C.I. 0.11-0.63)). Again a rise in mean scores among the
course members could be observed against a fall in the control group.

When multiple testing was taken into account (p<0.01 instead of 0.05), the effect on
subjective health remained significant at a 99%-confidence interval (99%-C.I. of mean
averaged scores at tl and t2: 0.02-0.72). The effect on perceived social influence at t2
was lost (99%-C.I. -0.01-1.10). The effect on social support was also no longer signifi-
cant (99%-C.I. of mean averaged scores at tl and t2: -0.25-2.21).

• Table 20. Effect of the course: crude and adjusted mean scale-scores and difference in mean
scores between experimental and control group (95%-confidence intervals)

-

Interaction time x treatment

social influence position in society
(1-5)2

• • . • ! • • •

No interaction

attitude towards aging (5-25)

> ; • • • - >. i H I N •> :

generalized self-efficacy (16-80)

• _=) - r , : ; • < • : ; , : • .-, . . .

•••>' • / ' " ; ; . j : I i T i v .+• ' . i - . i i j ; .

time spent on hobbies and
activities (hours/week)

Experimental
group (E)

to

t l

t2

t l»

t2»

to

t l

t2

t1,2<

to

t t

t1,2<

to

u'

M

2.41

2.39

3.05

2.40

3.05

17.78

17.01

17.62

17.59

59.47

61.32

60.47

61.41

6.55

6.61

6.75

Control
group (C)

M

2.43

2.61

2.51

2.61

2.50

17.45

17.78

16.76

16.99

60.68

60.53

60.20

59.95

6.93

6.61

6.48

E-C

-0.02

-0.22

0.54

-0.21

0.55

0.33

0.77

0.86

0.60

-1.21

0.79

0.27

1.46

-0.38

-0.01

0.27

95%-C.I.'

(-0.47 - 0.43)

(-0.68 - 0.24)

•(0.08 - 1.00)

(-0.65 - 0.23)

* ( 0 . H - 0.96)

(-1.04 - 1.70)

(-0.53 - 2.07)

(-0.55 - 2.28)

(-0.24 - 1.44)

(-4.72 - 2.29)

(-3.19 - 4.78)

(-3.58 - 4.12)

(1.07 - 3.98)

(-2.94 - 2.17)

(-2.53 - 2.52)

(-1.49 - 2.02)
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•» (Table 20 continued) v,fi+(^rfi i^ v,;..i

social support

. >ii; 1. i ' l i) ' !H I i .<!. l l l l ; -

wellbeing (0-20) • ' '

subjective health (1-10)

• •• - • • - • v : - ' : : ; " ; . ; ; r

to

rii iti ' • ! '

t1,2«

to

t1,2'

tO ;

ti

t2

t1,2-

31.77

32.36

32.18

32.54

14.81

14.91

15.44

15.09

7.42

7.43

7.55

32.45

32.00

31.56

31.56

14.59

14.66

14.49

14.66

, 7.50

7.25

7.34

7.18

-0.68

0.78

0.62

0.98

0.22

0.25

0.94

0.42

-0.33

0.17

0.10

0.37

(-2.06 - 0.70)

(-1.18 - 1.90)

(-0.83 - 2.07)

•(0.05 - 1.91)

(-1.40 - 1.84)

(-1.29 - 1.79)

(-0.69 - 2.58)

(-0.43 - 1.28)

(-0.81 - 0.16)

(-0.32 - 0.65)

(-0.35 - 0.54)

•(0.11 - 0.63)

95%-confidence interval
scale range ' ' • ' "' • '- •• ' ' '-'•'
values of the outcome variables have been adjusted for the initial level at tO.
values of the outcome variables at t i and 12 have been averaged and adjusted for the initial level at to.
confidence interval does not contain value 0.

8.5. Discussion

The Hilcitivi'iK'ss of the peer-led health education course 'Successful Aging' was evalu-
ated with regard to the following outcome measures: attitude towards aging, perceived
social influence, generalized self-efficacy, social participation, social support and
wellbeing. Although joining the course is already an act of active aging, assessment
of the effects of the course on determinants of participation is relevant in view of the
policy aim of motivating older people to become more active. The course is thought
to have encouraged people to engage in new (health promotion) activities which
should result in an improvement in wellbeing.

This evaluation showed an effect on several outcome measures, however the effect
size was small. The course 'Successful Aging' had an effect on the opinion of partici-
pants regarding the position of elderly. The experimental group, three months after
course termination, showed less agreement with the current societal view (social in-
fluence) that 'elderly have a too little say in society' when compared to the control
group. Social learning theory indicates that modeling can be viewed as exerting indi-
rect social influence.'"''' Education by peers, who act as role models for living an active
life, will have contributed to the effect of the importance attached to the elderly. A
significant effect on attitude towards aging and generalized self-efficacy could not be
found. The course strategies used in the course, consisting of only four sessions, were
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presumably not powerful enough to accomplish an effect. Another explanation may
be a 'ceiling-effect'. Participants (and control group) were prepared to join the course,
so their initial scores on the outcome measures were already high. l.ack of results might
also be due to the general nature of the scales used. For instance, the scale used to
measure self-efficacy may not have been sensitive enough to monitor the intended
change.-" • •• . .> . - , . . . . ; . . , . - ... , , , . . ^ ,. .;. . ,,.

The limited effect on the determinants of social participation did not result in a change
of activity level, as can be expected from the theoretical model presented in this arti-
cle (figure 13). The time spent on activities and hobbies with other people outside
the home among the experimental and control group did not differ significantly. The
course members did not increase engagement in activities that were promoted by the
senior health educators, like physical exercise programs, and courses in the field of
memory training or dealing with sleeping problems. It should be mentioned that the
follow up period during which people could take up activities was very short. Moreo-
ver, the follow up took place during the summer vacation period, when many social
activities stop in the Netherlands.

The course did achieve an effect on the perception of the daily social support avail-
able from the environment. Participation in the course group had influenced social
support directly. The group served as a substitute support system for individuals who
lacked sufficient informative and emotional support, and because the effect was
maintained after three months, the expectations of the social support available in the
environment will also have been changed. An indirect influence of course attend-
ance on social support as described in the theoretical model is not plausible because
of the absence of an effect on social participation.

The change of perceived social support did not result in an improvement of wellbe-
ing measured by a comprehensive scale, however an effect on the more limited
measure of subjective health was present. Directly after finishing the course, and af-
ter a lapse of three months, the subjective health valuation of participants changed
in a favourable way. The effect on subjective health may have been accomplished by
the discussion on health related topics in the course. A study into the characteristics
of the older people of Ridderkerk who were interested in participation in the course,
showed a lower wellbeing among the interested people compared to the not inter-
ested.'^ Both the experimental and control group were recruited from the older adults
who showed interest. Apparently they subscribed to the course in order to work on
their health. The need of members of the control group for information and to change
their behaviour may explain the decline in perceived social support and subjective
health, while they were on the waiting list.

The theoretical model presented in this article is hypothetical, although this study
did shed some light on the mechanism of change for wellbeing through participa-
tion in a peer-led health education program. A closer study into the determinants of
social participation has yet to be undertaken. This evaluation showed that the mes-
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sage of the peer educators to stay active had, after three months, strengthened the
course participants in their opinion that society attaches importance to the elderly.
The course was not powerful enough to change all determinants of social participa-
tion. The experimental group did not take up more activities, however the follow up
period of three months may have been too short to show an effect. Other strategies
that link up with the course objective of promotion of social participation have to be
considered to enlarge effectiveness. For instance site visits to social activities may be
added to the course program of 'Successful Aging'. The evidence from the literature
on the beneficial effect of social participation on wellbeing could not be confirmed
in this study, however a direct effect of the course on social support and subjective
health of its members was present. They experienced increased social support and a
better subjective health. j .
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Chapter 9
Effectiveness of peer-led
senior health education
regarding forgetfulness
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Abstract

The effectiveness of an education session about forgetfulness aimed
at older adults was studied. The session was part of the course Suc-
cessful Aging. Senior health-educators, aged 55 years and over, were
trained to facilitate the course and give information about topics like
forgetfulness. The target of the education session was to diminish the
anxiety among older adults about normal forgetfulness. The effect
on knowledge, attitude, self-efficacy and social influence with respect
to anxiety about normal forgetfulness was evaluated. Independent
living older adults, aged 55-79, were assigned to an experimental
group who attended the course and a waiting list control group. They
filled out a postal questionnaire at three time points: before starting
the course (tO), immediately after termination (tl) and three months
later (t2). The knowledge about factors relevant to the functioning
of the memory had increased among older adults who attended the
education session. The education session also had an impact on self-
efficacy with respect to how to cope with forgetfulness. An effect on
the attitude toward anxiety about forgetfulness and the social influ-
ence concerning a taboo on talking about forgetfulness was not
found.
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9. Effectiveness of peer-led senior health education ,,.,.,„
regarding forgetfulness ,KK-,» ^ y, ^> ,i „

9.1. Introduction ,̂t

Older adults have more complaints about forgetl'ulness than younger people. Older
adults seem to perform more poorly on memory tests, however level of education,
IQand health situation modify the relationship between age and memory perform-
ance.' One explanation for the poorer memory performance in older adults is among
others a more limited information processing capacity of the memory. Moreover, older
adults are assumed to use less effective memory enhancing strategies, like organizing
information or using visual mediators, which may cause slower retrieval of informa-
tion.'"' The reduced memory performance level may arouse anxiety and fear of
dementia, whereas forgetfulness does not necessarily announce dementia. Forgetful-
ness is most of the times a normal phenomenon and, although a nuisance, does not
need to be alarming.

The effect evaluation of an education session about normal forgetfulness is described
in this article. The education session was part of the course Successful Aging, aimed
at older adults. The course was facilitated by peer educators, called senior health
educators, aged 55 years and over. The aim of the session was to diminish anxiety about
forgetfulness among older adults. The following determinants of behaviour were
influenced: knowledge, attitude, perceived self-efficacy and social influence.'"" The
difference between normal forgetfulness and dementia is often poorly understood
among older adults." Improvement in knowledge of factors relevant to the working
of the memory may contribute to the reduction of anxiety. Moreover, the behavioural
model of this article includes attitude as determinant of behaviour.''' A change of
attitude toward being worried about forgetfulness may play a role in reducing anxi-
ety. The literature shows an association between confidence in memory skills and
anxiety about the functioning of the memory. '""'* The memory will be used poorly if
a person has little confidence in remembering a word, name or face. This confidence
in the capability to realize a desired behaviour is called self-efficacy/''^ Social influ-
ence as a determinant of behaviour is defined as the processes whereby people, directly
or indirectly, influence the thoughts, feelings and actions of others.'' People can get
disturbed and ashamed when forgetfulness is believed to be a forerunner of demen-
tia. Older adults may keep symptoms of forgetfulness quiet, because of the tabooed
nature of the subject in society."' It was expected that older people's worry will de-
crease, if they changed their expectations regarding openness to talk about forgetfulness
with family or friends. ,„,,.,.,.,,,,., ,,„ , , . . . . , . ,_,, . , . . . . ..,,. ., ,..,,,

Previous research into the effects of public information meetings about forgetfulness
and dementia showed increased knowledge and decreased concern among the audi-
ence."' ' Evaluation of the effects of health education on determinants of anxiety about
forgetfulness is lacking. This article fills up this gap. The following research question
was addressed: What was the effect of the education session dealing with forgetful-
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ness in the course Successful Aging on knowledge, attitude, self-efficacy and social
influence regarding anxiety about normal forgetfulness? The contents and methods
of the course Successful Aging and the education session are explained briefly be-
low.

9 . 2 . T h e educa t ion session , , , , , , ! „ ,i . , , , „ , ,

The course Successful Aging was organized by the Rotterdam area Municipal Health
Service in the community of Ridderkerk in 1995. The course was guided by senior
health educators who had been trained extensively at the Rotterdam Polytechnic.'"
The aim of the course Successful Aging was to improve the quality of life of older
adults.'"-" Groups of about 20 older adults met once a week for two hours on four
occasions. The senior health educators introduced one topic relevant to individuals
facing the aging process per session, followed by a peer facilitated discussion. The
older adults could enrol for the course and specify topics of their interest using an
answer card. The choice 'Dementia and forgetfulness' was ticked most frequently:
55% of the returned answer cards. Forgetfulness was discussed during the second
session of all six of the courses that were evaluated. The first session started with a
general introduction. Determinants of successful aging like social support, healthy
lifestyles, sufficient income and self-efficacy were introduced by the senior health
educator. The group was free to choose which topic it wanted to discuss at the other
two sessions. The following topics were chosen: sleeping problems, housing of older
adults, use of medicines, osteoporosis, physical exercise, and growing old in differ-
ent cultures. The courses were given in easy to reach accommodation at the Ridderkerk
organization for elderly welfare.

Factors relevant to the memory were discussed in the session about forgetfulness,
among others the importance of taking time to remember things, maintaining good
physical health, keeping an interest in things, and coping with stress. Memory exer-
cises were mentioned and a memory training course available for the Ridderkerk
population was recommended. The accent was on normal forgetfulness. Dementia
was only mentioned to distinguish forgetfulness from serious memory problems. The
course members' need for information on dementia was met, only after the senior
health educator had made clear that forgetfulness is a normal phenomenon.

The strategy used in the course Successful Aging was peer education. It was expected
that the message would be best transferred when the age, beliefs and socio-economic
status of the senior health educators and the audience were similar.-' The method
used was role-modelling. The senior health educators, who were not worried about
forgetfulness, who had the skills to practice memory exercises, and who talked about
forgetfulness, acted as role-models. The course members made clear to each other
that they were not the only people who forget things. This exchange of support may
contribute to a decrease of anxiety about memory problems.

, • . . . . ; . . . . : ' - . • • • - . . . l . l - . ; : . . . ,
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All independent living older adults, aged 55 to 79 years, in the community of
Ridderkerk were invited by direct mail to participate in the course Successful Aging."
A total of 150 persons were assigned to the experimental group in the order in which
the applications were received; 138 applicants eventually participated. The control
group was formed by 182 applicants who were given the opportunity to join the course
after the research period. It was expected that the experimental and control group
would not differ, because the time period for enrolment was short. The experimen-
tal and control group received postal questionnaires at three time points: a pre-test
right before the start of the course (tO), a post-test directly after finishing the course
(tl) and another three months after termination (t2). The respondents were asked
to give consent to being post-tested. Older adults who had not yet replied to the ques-
tionnaires were sent letters of reminder after two weeks. Forgetfulness was just one of
the topics of the comprehensive questionnaire.

i j / ' r i , l t ; t • • . ; : • ; • • r > : • .<:- : i ! •>• '
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Measures regarding knowledge, attitude, self-efficacy and social influence with respect
to forgetfulness were included in the questionnaires. The five items measuring knowl-
edge of forgetfulness did not form a scale as Cronbach's alpha was low (table 22).
The scale measuring the attitude toward anxiety about forgetfulness consisted of three
items (a=0.61), e.g. 'You have to be worried if you forget a shopping item' (table 23).
Self-efficacy was measured using a scale consisting of four items (a=0.71), e.g. 'Would
you succeed in calmly taking time to remember things?'. The perception of the so-
cial influence of the taboo on forgetfulness was tested using one item, e.g. 'You would
be better not to show if you are forgetting things'. The following socio-demographic
characteristics were asked: gender, age, marital status, socio-economic status i.e. level
of last occupation.-'' Physical functioning was measured using the (>item sub-scale of
the MOS Shortform General Health Survey (MOS-20) (a=0.86).'-' Data were also gath-
ered concerning locus of control (To what extent can you influence you health?'),
life-events ('Have there been radical changes in your life the last few years?'), and
social participation ('Have you been taken part in clubs or hobbies with other peo-
ple outside home the last six months?').

93.2. Analysis

Differences in background characteristics and knowledge of forgetfulness between
the experimental and control group were tested statistically using the Chi-square test.
The effects of attending the education session about forgetfulness were analyzed using
repeated measures analysis of variance, with the scores of the outcome measure at tl
and t2 as dependent variables, and the score at tO as covariate (MANOVA). Member-
ship of experimental or control group was the between-subjects factor and time of
measurement the within-subjects factor. The between-subjects main effects averaged
over tl and t2, and interaction effects between group membership and time were
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studied. The mean averaged scores of the outcome measure at tl and t2 were adjusted
for the initial level of the outcome measure at tO using multivariate regression analy-
sis. Differences in mean scale scores between the experimental and control group
and 95%-confidence intervals (95%-CIs) were assessed. SPSS/PC+ was used in the
analysis procedures.** v' ' -

. " > • ; . . , ! :

9.4. Results

9 . 4 . 1 . R e s p o n s e , , ; , , ' • . .

The response rates of people filling out the questionnaire at all three time points were
51% for the experimental group, and 41%. for the control group. Gender, age and
marital status of the response groups did not differ from the originally selected ex-
perimental and control group. The experimental and control group did not differ
significantly with respect to background characteristics, as was expected (table 21).
Neither did they differ with respect to the initial scores on the outcome variables
knowledge, attitude, self-efficacy and social influence at tO (tables 22 and 23). ,

• Table 21. Background characteristics of experimental (E) and control group (C) - •••< ••• •

Gender

A g e ' • • ' • • • ' .

, . . ' • > < ' , . - • ; / • ! > • ' > , : • • . - : (

' . . . • . ! • - ; I , ; I • . • . • . - . ; > ' , . ; i . j

M a r i t a l s t a t u s ''' ' ' '~ ' ' ' • ' • • " " •

Radical changes the last few years

Extent to which one can influence one's
health

Activities outside home with others

Physical limitations ,

Socio-economic status (occupational level)

male
female >

55-64
65-74
75-79

married '••
unmarried ;, .: ,.

no/few
moderate/many

internal
external

no
yes

many
moderate/few

. n o , • , . , . ^ . . , - ; . , •• •-

low ' ' *'•'
moderate fif- '• r
high

E
n=71

37
63

" ' 52
• • • 'i 3 2

,-i 16

55
. 45

37
63

78
22

21
79

37
!H"> 32

, 1 . • ; . . . . . 3 ,

/ / is - 32
35

C
n=75

39
61

'• - " 4 3 '
47
11

65
35

43
57

85
15

18
82

28
31

45
34
21
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9.4.2. Effect

Effects of the education session were found on knowledge about forgetlulness (table
22). The experimental group gave significantly more often the correct answer to the
items 'I run great risk for dementia if my memory gets poorer' (54% against 27%)
and 'depressed thoughts can lead to memory complaints' (42% against 27%), than
the control group, right after course termination (tl). Moreover, more course par-
ticipants than non-participants gave the correct answer to the item 'good physical
health is important to the memory', three months after course termination (82%
against 60%).

• T a b l e 2 2 . K n o w l e d g e o f f o r g e t f u l n e s s J . !•• . • ' • ' : • •

Items knowledge

Good physical health is important to the memory (true)

: . ' • " • i - . ' < • » > . i i " ! . ) • ! ! > • ) < : J H I ; > n ' i v • •.'. . > _. '

Older adults generally need the same amount of time for
information retrieval from the memory as the young (false)

Use of medicines can cause memory complaints (true)

1 run a great risk of dementia if my memory gets poorer
(false) -! . > , • • . .

• • • ) ' • • • • • " • ' < • • •

Depressed thoughts can lead to memory complaints (true)

to

tl

t2

to

tl

t2

to

tl

to

tl

t2

to

t l

t2

E'(n=71)
correct
answer

%

70

68

" 8 2

52

" •35

" 3 5

55

62

58

38

* "54

" 5 9

31

•42

38

C (n=75)
correct
answer

%

75

72

60

60

64

57

56

59

56

29

27

35

29

27

33

1 E=experimental group, C=control group , , ^,_ ... i.,,, • .K., . >,
* Chi-square test, p<0.05
** Chi-square test, p<0.01 • - '> -v , ; .» ' ! ) • '4'.?<-'K| ,••-!(:'

* " Chi-square test, p<0.001 • t . i i . - ^ ! . , i . , ; i h » - ; • • • „ n r v . ...• . • • . - -
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The experimental and control group did not differ significantly anymore at t2 with
respect to knowledge of the effect of depressive thoughts on forgetfulness. Neither
did the study groups differ with respect to knowledge of the association between use
of medicines and memory complaints at all time points. An unintended effect of the
course was found on knowledge of the difference in memory performance between
older adults and younger people. Course participants more often were wrongly of
opinion that older people perform as well as younger people regarding the retrieval
process of the memory; 35% of the experimental group gave the right answer com-
pared to approximately 60% of the control group. ., ,... ... ,,,, ,.,,. •> i tfexi

Crude, unadjusted mean scores of the items and scales are given in table 23. The
interaction effect of group membership and time on attitude, self-efficacy and social
influence were studied using repeated measures analysis of variance (iMANOVA),
adjusted for the initial pre-test score on the outcome measure. Interaction was not
found and the post-test scores were treated as comparable, averaging over tl and t2.
The education session had an effect on self-efficacy. The course members had more
confidence in their competence to learn how to cope with forgetfulness than the
control group, a difference in mean averaged scores at tl and t2 of 0.89 (95%-C.I.
0.03-1.75). The effect was not significant if using a 99%-confidence interval because
of multiple testing (99%-C.I. -0.24-2.03). An effect of the education session on atti-
tude toward worrying about forgetfulness and the social influence of the taboo
regarding forgetful ness could not be proven.

9.5. Discussion

The effects of a health education session aimed at older adults on knowledge, atti-
tude, self-efficacy and social influence regarding anxiety about forgetfulness was
evaluated. It can be concluded that knowledge about forgetfulness and self-efficacy
regarding how to cope with forgetfulness had improved. The possibility of selective
loss to follow-up should be considered when interpreting these results. Although the
respondents were similar to the originally selected study groups with respect to de-
mographic characteristics, a possibly higher proportion of motivated course participants
among the respondents compared to non-respondents could have affected the study
results.

V . " "

Knowledge of the importance of good physical and psychological health to memory
performance had improved among course members. Their understanding of the fact
that dementia does not necessarily follow memory problems had improved also. The
senior health educators failed to make clear that older adults need more time for
information retrieval than younger people. The empowerment of older adults, moti-
vating them to stay active and seek new challenges, was emphasized in the course
Successful Aging. Older people were approached as individuals who are not inferior
to the young. Their poorer memory performance might not have been stressed, which
may explain the incorrect answers to the item about memory performance.
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Attitude

You have to be worried if you forget a shopping item (1 -5)'

You have to be worried if you forget the right word in a
conversation (id)

You have to be worried il you can not remember in the
afternoon the conversation during the morning coffee (id)

Scale score (3-15) : " . 2

Self efficacy v

Would you succeed in practising memory exercises? (1 -5)

Would you succeed in participating in a memory training
course? (id)

Would you succeed in keeping interested in things when
growing older? (id)

Would you succeed in calmly taking time to remember
things? (id)

Scale score (4-20)

Social influence

You would be better not to show if you are forgetting things
0-5)

i to

• E'

M

4.06

3.85

2 76

10.65

T AO
J.oy

388

3.91

3.77

15.23

3.91

C

M

3.99

3.47

2.84

10.28

? Rfi
3.ÖO

4.09

3.87

3.81

15.69

3.72

5 E

M

4.19

4.06

3.10

11.35

* n?

3.95

3.86

3.97

15.79

4.15

C
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4.15

3.57 -

2.75

10.47 •

3.91

3.81 -

3.72

3.86

15.31

3.67

t2

E

M

4.41

•3.96

2.93

11.38

3.90

^3.89

4.07
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Research shows the importance of memory self-efficacy expectations as determinant
of anxiety about memory performance."'-'* The education session had an influence
on confidence in the individual's competence to learn how to cope with forgetful-
ness. The course members felt more self-assured, for example to take time to
remember things, although the effect was small. Much attention was spent on self-
efficacy with respect to the health related topics discussed in the entire course. The
course members were educated to be 'manager of their own existence' in general,
which may have influenced their self-efficacy expectations in the field of forgetful-
ness. The use of senior health educators who were role models, may have contributed
to the effect on self-efficacy. The method of modelling is very suitable for improving
self-efficacy according to social learning theory."' A closer study has to be conducted
into the working of role-modelling by a senior health educator in comparison to, for
example, education by a young nurse.

Knowledge of the absence of a direct relationship between forgetfulness and demen-
tia, which was emphasized by the senior health educators, had improved. An effect
on the attitude toward anxiety in situations when memory fails and on the perceived
social influence of tabooness with regard to forgetfulness could not be proven. Two
hours of education on forgetfulness will have been too short to show effect. It should
be mentioned that the behavioural model of determinants of forgetfulness used in
this evaluation study is hypothetical and has to be studied more in depth.

The senior health educators drew the course members' attention to the memory train-
ing courses available in the community of Ridderkerk. These courses are also aimed
al reduction of anxiety about the working of the memory and acceptance of memory
complaints.-''-' Evaluation studies into memory training recommend attention to
memory self-efficacy, in addition to memory-enhancing techniques like memory and
concentration exercises.'"''- This evaluation study shows that the use of older peers
and attention to self-efficacy in die field of memory and also looking at self-efficacy
in other fields, is to be recommended for memory training programs. Moreover, a
more comprehensive memory training course would make an effect on the attitude
and social influence with respect to anxiety about forgetfulness possible.
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10. Conclusions and discussion > t T ^ • » ^ twi-m »^>;;»-«f '••*

This thesis comprises a number of empirical studies in support of health promotion
in migrants and older adults. The objective of these studies was to contribute to the
planned development and provision of health promotion programs, which were car-
ried out by the Rotterdam area Municipal Health Service. Health promotion is viewed
in this thesis as a planned combination of educational, facultative and advocatory
activities that enable people to adopt healthy behaviour. The studies illustrate the
following subsystems of health promotion planning: epidemiological diagnosis, in-
tervention development and effect evaluation. Interest was in the following aspect
systems of health promotion planning: the objects health promotion planning was
focused on, and the products of health promotion planning. The processes whereby
the products were reached were not the primary interest of this thesis.

The following research question was addressed:

What is the object and product of epidemiological diagnosis, intervention
development and effect evaluation in health promotion planning, aimed at
migrants and older adults?

The conclusions regarding the objects and products of health promotion planning
are given in the first section, and they are arranged per subsystem, i.e. epidemiologi-
cal diagnosis, intervention development and effect evaluation. Some remarks on the
validity of the empirical studies described in this thesis are given in section 10.2. The
general implications of the conclusions for the practice of a public health service are
discussed in section 10.3. Suggestions for future research are given in section 10.4.

It should be mentioned that the contribution of the studies to intervention develop-
ment was limited because the programs had already been set in motion at the time
the studies started. The studies into the peer-led education programs were part of
broader evaluation studies of the effectiveness of the programs. The study into the
loneliness intervention program 'In Good Company' described the program in ret-
rospect. The programs were established facts and the studies could be used to
contribute to further development of the chosen strategies.

• • • . . . . - . • • • ; . • - > < • : ! ' • > • > . ! » . • : ^ i : - > . ' • : = . : • . , • ' • • • / . - • • ; • • • • . • • ' ,

10.1. The object and product of health promotion planning

10.1.1. Epidemiological diagnosis

The object of epidemiological diagnosis is the occurrence relation between a health
outcome and a determinant (see figure 14).' The health status of two Rotterdam
populations was studied in this thesis, i.e. Surinam citizens and older adults. Epide-
miology conducted in support of health promotion activities can be characterized as
descriptive and particularistic. The epidemiological diagnosis was conducted over a
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limited time period and for specific populations. The health status was described
according to background characteristics which did not need to be causal of nature,
like gender, socio-economic status or ethnicity. Miettinen calls the epidemiological
research into causal relationships between disease and determinants, which can be
generalized to the general population, 'scientific', nevertheless the epidemiological
diagnosis conducted for administrative purposes to support health promotion plan-
ning makes as much use of scientific research methods.'

• Figure 14. Subsystems and aspect systems of the health promotion programs described in
this thesis

Epidemiological diagnosis

Intervention development

Effect evaluation

Object: what theme or
problem?

- health outcome - determinant

- behaviour - determinant
- theories
- diffusion

- outcome - exposure

Product: which outcomes or
solutions?

- prevalence
- risk groups
- risk indicators

- targets, learning and
change objectives

- target groups
- methods, strategies, materials
- linkage strategies

- effectiveness

The products of the epidemiological diagnosis in the Surinam and elderly populations
were in the field of knowledge of prevalences, risk groups and risk indicators (see
figure 14). A cross-sectional design was used, yielding prevalence rates of the health
outcomes. The diagnostic studies helped to specify the Rotterdam Surinam and eld-
erly populations as general risk groups, and to indicate subpopulations that were
especially at risk. The study into the health of the Surinam population concluded
higher mortality among the Surinamese compared to the Dutch. Moreover, Surinam
migrants were at risk, in respect to their poorer self-rated health and more frequent
use of general practitioners, compared to the Dutch. A closer study into the health
of risk groups within the Surinam population, i.e. older age groups and students, was
recommended. A deprived health situation also can be found among other immi-
grant groups in the Netherlands. Subjective health is rated more often as poor by
Turks and Moroccans compared to the Dutch.-' A higher standardized mortality was
observed among Turkish and female Moroccan inhabitants, however mortality among
Antillian/Aruban and male Moroccan inhabitants was less.*

The results of the diagnostic study among Rotterdam older adults, showed a relative
higher prevalence of psychosocial problems, compared to older adults in smaller
communities. The higher prevalence of psychological problems, compared to rela-
tive smaller towns, corresponds with other studies.''" Several explanations are given
for the urbanisation effect on psychological problems." The living circumstances in
big cities, like criminality, losing touch with the neighbourhood and poor social con-
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I tacts, can cause psychological problems; people with psychological problems move
|" to big cities; mental health care is better organized and accessible in big cities; and
# finally, risk groups, like single people and low socio-economic groups, can more of-
| t e n b e f o u n d i n b i g g e r c i t i e s . < - , i ,< .••; w?« : " ;? •••! ' - • » r s ; s ; ! « i i i r r ' * v > j > ; < • .•; < ; i i > j , ; i"» - i r i f
*/

: The following risk groups appeared among the Rotterdam elderly population: women,
I men living alone, residents of service apartments and groups of low socio-economic

status. The risk group of single individuals has been found in several studies." A dis-
• linction has to be made between men and women among the elderly. The psycho
;; social health among elderly women, living alone or not, turned out to be poor. Among

men, those living alone were at risk. An explanation for the risk group of the institu-
r tionalized elderly is that psycho-social problems are admission criterium for service
:. apartments.'"'" The result of low socio-economic groups at risk for poor health has

been proven in many studies, including for old age groups.'-'"''' . , ,

Determinants in the field of lifestyles that affect health, like smoking, diet, stress or
sexual practices, were not included in the epidemiological diagnosis studies. Strictly
speaking these determinants are part of the behavioral diagnosis of PRECEDE-PRO
CEED. Many of the above mentioned determinants of health are static, unchangeable
factors, like age, gender, ethnicity, or physical handicaps, however attention must be
paid to static factors which are relevant to indicate risk groups.'' The interest of health
promotion is in changeable behavioural and environmental factors. Knowledge of
the prevalence of adverse lifestyles or environmental conditions is helpful to deter-
mine what preventive interventions are useful. Moreover, studying social psychological
determinants of behaviour, like attitude or self-efficacy, is even more useful to inter-
vention development. This so called educational diagnosis is placed in this thesis under
intervention development and will be described in the next section. The epidemio-
logical diagnosis in older adults included the changeable determinant social support.
Support groups, counselling, meeting and leisure activities are among others instru-
ments which affect the obtained social support by individuals."' The study result of a
high prevalence of limited social support among Rotterdam elderly provided the
reason to start the loneliness intervention program 'In Good Company'." The study
into the health of Surinamese immigrants was not followed by an intervention, ap-
parently because changeable determinants were not studied.

1 0 . 1 . 2 . I n t e r v e n t i o n d e v e l o p m e n t • : > • • ; • • • •
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It can be seen from Figure 14 that the objects of development of peer-led aids educa-
tion, peer-led senior health education and the loneliness intervention are behavioural
change theories, determinants of behaviour, and diffusion of the intervention. These
objects are part of the intervention mapping procedure, which supports the making
of decisions during the process of intervention development."* The intervention
mapping procedure encourages the development of theory based interventions,
meaning that interventions are built on theories which explain behavioural change.
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The Health Belief Model was used in the peer-led AIDS education program.'**" The
peer-led senior health education program was based on the ASE-model.*' ••._.-

The diagnosis of determinants of behaviour is viewed in this thesis as part of inter-
vention development. The determinants of condom use among Turkish and Moroccan
men were studied. The senior health education program was grounded in theoreti-
cal or hypothetical models that explain behaviour. Empirical evidence of the
applicability of these models to older adults was absent. A closer study into the deter-
minants of social participation or anxiety about forgetfillness is recommended.

The difl'iision of an intervention is an underestimated activity of intervention develop-
ment. Disregarding the importance of systematic communication and implementation
of the intervention among the target group can be one of the reasons for a program
to be ineffective. Paying attention to diffusion should keep pace with the design of
the health promotion program from the very beginning.-"-"* The diffusion steps, dis-
semination and adoption were objects of the study into the expressed interest to
participate in the course 'Successful Aging" among older adults. Moreover, diffusion
of the loneliness intervention program 'In Good Company' was study object, when
focusing on satisfaction with the strategies of linkage of needs and preferences of
program users and program designers. •< • . , • nu-^ .->yi ••M >]..!,•;
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The products of intervention development that were studied in this thesis were speci-
fication of program targets, identification of determinants of behaviour, differentiation
of target groups, assessment of the adoption of the intervention by target groups, and
satisfaction with strategies to link program plans and needs of intermediate target
groups (figure 14). The studies supporting intervention development made decisions
on program objectives, target groups and diffusion more transparent, which amelio-
rated the programs'quality. • >' •) . : ' • • • , .)> ..-11; ;:^y )«>(:>:<•'

A study was carried out into the objectives that were pursued in the AIDS-education
practice of the peer-led program among Turkish and Moroccan men. Moreover, de-
terminants of the behaviour to use condoms were analyzed. The specification of targets
and determinants helped to make the program aims more explicit and to indicate
target groups. The study into the interest to participate in the course 'Successful Aging'
of the peer-led senior health education program was aimed at assessment of the adop-
tion of the course by target groups and identification of groups whose recruitment
need special attention. The interest to participate was the endpoint of the dissemina-
tion and adoption process. In total 5.8% of the older adults aged 55 to 79 years, showed
interest in the course. The motives of those who decided not to participate were not
studied and need further examination, for example barriers to entering a course, but
also barriers to the adoption of healthy lifestyles and the stage of behavioural change.

Explicit involvement of target groups in the development of the peer-led health edu-
cation programs was recommended to allow for the needs of the target groups and
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enhance their participation. The diffusion of an intervention is best warranted, when
potential users are involved in the intervention development process, starting with
an elaborate assessment of their needs. This linkage of program plans and users' needs
is a matter which asks for paramount attention in health promotion. The study into
'In Good Company' showed a development from use of top down, instrumental link-
age strategies to democratic linkage of the interests and needs of local intermediates
and the city program developers. The satisfaction of the local intermediates with the
program increased with the growing use of democratic linkage strategies, i.e. needs
assessments, formulation of an action plan by local intermediates, and true two-way
communication between program users and developers, which offered prospects for
program continuation. . . . . . . . . . . . ......... .. .:. . . : .. .-.
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10.1.3. Effect evaluation -"' ,

Ob/ect
The effectiveness of peer-led health education aimed at migrants and older adults
was evaluated. The evaluation studies can be characterized as quantitative, summative,
product evaluations, using experimental designs. The educational intervention was
considered effective when program targets were attained. The intervention's learn-
ing objectives were the objects of the effect evaluations, i.e. the determinants of
behaviour mentioned above.

Product

It can be seen from figure 15 that the peer-led health education programs did not
affect all learning objectives. The peer-led Aids-education aimed at Turkish and
Moroccan men during one session had an impact on the perceived threat of AIDS,
i.e. misunderstandings and risk appraisal, however an influence on beliefs regarding
condom use was only proven within subgroups. The course 'Successful Aging' of the
peer-led senior health education program did not alter all general and health related
determinants. An effect on the opinion that elderly have a little say in society (social
influence), perceived social support and self-rated health was proven.

An influence of the senior health educator as a role model on self-efficacy and social
influence could be expected from social learning theory. The study into the peer-led
senior health education project showed some evidence of the effect of social learn-
ing. The empowerment of target groups is an attribute of peer education, giving them
confidence in their capability to change their situation or behaviour.-' An effect of
the course 'Successful Aging' on the influence of the societal opinion that the eld-
erly have a little say, was found. At the end of the course participants had a more
positive opinion of the influence of the elderly in society. Moreover, their belief in
their competence to deal with forgetfulness had improved. An empowering effect,
though small, may be concluded.

Several studies have reported on the effects of peer education on health-related be-
haviour. Two review articles have reported the positive contribution of peer education
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strategies to AIDS prevention in youth, gay men, injecting drug users and prosti-
tutes."--'' The effectiveness of drug abuse prevention, using peer-led education, lias
also been established.-'' Other studies have reported a lack of evidence about what
mechanisms of peer education bring about the effects.--'-""'''' The unrestricted use of
peer education especially in youths has been criticised and even called a religious
movement.-" The theoretical base of peer education is claimed to be in social learn-
ing and diffusion of innovation theories, however little is known about what peer
mechanism truly affects people's behaviour. The working of the role modelling con-
cept of the social learning theory in peer education for instance has not been proven
yet. Moreover, evidence is needed about the influence of characteristics of opinion
leaders. Further research into the effects of peer education is recommended. Com-
parison with expert-led health education is mandatory.

Figure 15. Effects of peer-education in migrants and older adults

Senior health
education

general targets

o attitude
+ social influence
o self efficacy
o social participation
+ social support
o wellbeing
+ self-rated health

Senior health
education

anxiety about
forgetfulness

+ knowledge
o attitude
o social influence
+ self-efficacy
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misunderstandings HIV
risk appraisal for HIV infection
benefit of protective effect condoms
barrier of diminished satisfaction
barrier of buying condoms
self-efficacy
intention condom use

The question whether the products of the effect evaluation of peer education are
relevant and satisfactory, can be answered in view of the effect sizes, the evaluation
design used and program costs. The change of the outcomes, measured in the evalu-
ation of senior health education, varied from 0.2 times the standard deviation for
self-efficacy, and 0.4 for social influence. These should be valued as small to medium
effect-sizes."' The behaviour change, i.e. anxiety about forgetfulness and social par-
ticipation, will be at the most limited, considering these moderate effect sizes and
the change of only part of the determinants of behaviours. Moreover, the impact on
society will be marginal with a participation rate of 5.8% in the course 'Successful
Aging'. '•••' * : : i i ;-. " ) i - • . ( • • ' M U - I ' . - I /.• > i . , u t - . - . * { ' • * . a ; • • • ! < ; . ! / - i i i t r - * * . » ! ! / ' : . i i s i « ' j • > • ; !

The effect of the peer-led AIDS education in Turkish and Moroccan men on the
perceived threat of AIDS should be valued as medium to large (ORs 5.9 and 2.9) and
the effect on beliefs about condom use is small (ORs 0.8 to 1.8), however the effect
sizes regarding the beliefs of condom use within subgroups are medium (ORs 2.0 to
3.7). These effects can be viewed as satisfactory, considering the principal aim was to
enhance knowledge and awareness of AIDS. Moreover, the effects were reached in
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one shot sessions. The development of strategies to change expectations with regard
to condom use in the Muslim communities is a future challenge for the peer-led AIDS
education program.

The designs to evaluate the peer-led education programs met practical constraints,
contrai'y to the randomized controlled trial (RCT) design, which can be applied when
randomization of individuals is possible. The designs had to adapt to the practice of
ongoing interventions. The opportunity to intervene in the intervention practice was
limited. The subscription to a course in the real liie setting of elderly organizations, or
attendance in a mosque or cafe, bounded the inclusion of individuals in the study
populations. The 'noise' in these non-selective populations will obscure the effective-
ness found. The control of the variation between study groups through die measurement
of potential confounders to reduce error variance, will probably not be achieved
maximally.*' The observed effectiveness will be less than the theoretical efficacy, meas-
ured in a laboratory situation.

It can be argued that the costs of the peer-led programs are relatively low compared
to personal education by professionals, although a cost-effectiveness study was not
conducted. The potential widespread reach among the target population, added to
the low costs, is an important rationale for using peer education strategies.-''^"-'- The
peer-educators worked on a free-lance base and were paid for the hours spent on the
sessions or courses. With relatively litde effort the senior health educators reached
about 150 elderly inhabitants of a community in Rotterdam area over six courses, and
the migrant peer-educators educated about 1000 immigrants in four cities over 48
sessions. The coordinating professionals who provide a sustaining role for the educa-
tors are the most costly, however their contribution is vital to the development and
effectiveness of the programs.

10.2. Validity

A distinction was made in chapter 1 between internal and external validity. Internal
validity is the degree to which the results are correct with respect to the population
understudy. External validity refers to the generalizability of the results to populations,
that were not included in the study population."

. • , . . . • ' .'jsafV'f W; *rt&<*-' ' ' " - ' -

10.2.1. Internal validity
The designs used in the empirical studies of this thesis are cross-sectional and experi-
mental in nature. The internal validity of the cross-sectional studies will be discussed
first.

, : i > » ' • . . • f t . ? ' " ! ' . / ; ' . - * •• > : > : ; ' « • ? " i e W , f f S M S . \ f : < » ' : (••' •• . » • * H Ü •••

Cross-sect/ono/ stud/es

A drawback of the cross-sectional designs of the epidemiological diagnosis studies is
the observation of determinants and outcomes at the same time point. A causal in-
fluence of the determinant cannot be concluded, however the cross-sectional design
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will do to assess the spread of determinants in the target-populations of health pro-
motion programs. The difference in distribution of potential confounders among the
study groups was controlled for in the statistical analysis. To compare mortality among
the Rotterdam Surinam and Dutch populations, the mortality among the Surinamese
was standardized indirectly, applying the age-specific mortality rates of the Dutch stand-
ard population to the age distribution of the Surinam index population. These
Standardized Mortality Rates (SMRs) are more stable than Comparative Mortality
Figures (CMFs), because the mortality rates of the, normally larger, standard popula-
tion fluctuate less across the age groups, than those of the index population.'"

Recall bias has to be considered with respect to questions included in the cross-sec-
tional surveys about, for instance, use of health care services during the last three
months or five years. The study into the judgement of intermediates about the 'In
Good Company' program, 20 months after the start in their neighbourhood, was also
liable to recall bias. ...-,*.,.- .-.«.<.,..,, .1 . . . . . . . .
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Dangers to the internal validity of experimental studies are incomparability of
populations, effects and information, which were mentioned in chapter 1. The fol-
lowing solutions to meet these threats were included in the experimental designs of
t h i s t h e s i s . ' • • • ' . • • • • • • • • . - . - • : . . • • • • : . - . . . . • • : . . . . • - ..• • > . p . - , . - . . • , • • . - , - • : .
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The senior health education program was evaluated, using a quasi-experimental de-
sign. Randomization of members of the course "Successful Aging' was not possible.
The course was organized by a local welfare organization and the start of it could not
be postponed until the entrance procedure was finished. Inclusion into the experi-
mental group was in the order in which the applications were received. The control
group was recruited from older adults on the waiting list. The study groups turned
out to be comparable with respect to population characteristics. Randomization of
study subjects was also not possible when evaluating the peer led AIDS education
program. The localities in which the education took place were randomized instead.
The confounding effect of an unbalanced distribution of subjects' characteristics
among the study groups was controlled for using statistical analysis techniques.

/ncomporob/7/ty of effects

A theoretical solution to the incomparability of effects is the assignment of the con-
trol group to a placebo intervention. A placebo intervention was not included in the
evaluation designs presented in this thesis. The control group was not exposed to a
substitute intervention, to control for the confounding effect of, for instance, the
attention a person gets from the educator, which is, from a parsimonious point of
view, not part of the treatment of the education setting. The attention a person gets
was regarded as part of the intervention, which agrees with the pragmatic attitude
toward evaluation studies instead of explanatory trials.'"'
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/ncomparab/i/fy of information
The experimental studies gathered in this thesis, are subject to information bias. For
instance, the problem of 'testing' has to be considered, when study groups fill out
the same questionnaires at different time points. The subjects may have become 'test-
wise' as a consequence of completing a pre-test, however both the experimental and
control groups received the same questionnaires."' The testing effect will be levelled
out as it is indifferent for the experimental and control group. The theoretical rem-
edy of 'blinding' the researcher to control for information bias, was not usable in the
real life settings of the evaluation studies. Moreover, 'blinding' the study subjects using
a placebo intervention, was not necessary as was mentioned above, considering the
pragmatic character of the evaluation studies. . -

10.2.2. External validity

External validity applies to the generalizability of study results. Samples were drawn
from the study populations for the cross-sectional studies. Representativeness of the
response groups was reached in most studies. The representativeness of the popula-
tion of the study into the interest of older adults in the course 'Successful Aging' was
realized using a weighting procedure. The epidemiological diagnosis studies were
particularistic in nature as mentioned above, sustaining the decisions on and devel-
opment of potential health promotion activities. The possibility to generalize the
conclusions to other populations than the study population was considered. The
epidemiological study into the health of the Rotterdam Surinamese only applies to
Surinamese of Dutch nationality, the great majority of the Surinam immigrants in
the Netherlands. It is plausible that the results are applicable to all Surinamese of
Dutch nationality in the Netherlands, as most Surinam immigrants live in the big cities
of the Netherlands. This assumption is supported by the comparable mortality rates
from a study into national census data/ '

The epidemiological diagnosis study into the psycho-social health of older adults found
higher prevalence rates of psycho-social problems among Rotterdam inhabitants,
compared to studies in smaller Dutch cities. Generalizability of study results is there-
fore limited and at best applicable to cities of the same size as Rotterdam. Turkish
and Moroccan men with a low educational level were underrepresented in the study
population of the educational diagnosis of determinants of condom use. This study
is therefore not applicable to low socio-economic groups. The conclusions of the study
into the characteristics of older adults who showed interest in participation in the
course 'Successful Aging' may be limited to communities in urban areas, with a mag-
nitude of approximately 50,000 inhabitants. The results of the 'In Good Company'
program, though a case study, will be illustrative for many health promotion programs.
The bottom up - top down controversy is a general problem in health promotion
planning. . . ,

The effect evaluation studies took place in real life settings, instead oflaboratory situ-
ations, which enhances their external validitv. An indication was derived of the effects
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of peer-led health education under conditions in practice, which is called the 'effec-
tiveness' of a program."* Information on the maximum effects or efficacy of the
education programs, which will be found in situations adapted to the demands of
randomized controlled trials, is not available.

• ( > • • - . , , i V , * > = . - . - • . . . • : • • . ' " - • • • : - l < i i >

The studies presented in this thesis taken together are a good example of the health
promotion activities of a present day public health service. The studies are not only
of importance to the area of Rotterdam, the region of the public health sen-ice un-
der which administration the programs took place, but also to other Dutch regions.
Senior health education and peer-led AIDS-education for instance are activities avail-
able in a number of regions. The financial aid from national funds that made the
evaluation studies possible, mark the national importance of the studies included in
this thesis.

': . . t - . > ' . . > • - . - - . • • • , • • -

10.3. Implications for health promotion at the local level

The objects and products of the health promotion activities, studied in this thesis,
are an illustration of the actual state of health promotion planning in public health
services. The following five recommendations are given for the future of health pro-
motion at the local level.

1. The planning of health promotion programs can depart from different starting
points, though all planning subsystems should be included for the programs to
be successful. •!•• i . r i ^ ; / ; > . • • . . - : » • '

2. Behaviour and its determinants should, if possible, be the object of regular sur-
veys. . - > • • ' • ••• • -v •• •. •'•; • ::'•• .- ••..-- '• ' H,' >-;ii i •;•.'. / ^ '••

3. Target groups have to be involved in program development at an early stage.

4. The linkage of health promotion strategies and materials with theories and meth-
ods has to improve.

» \ * ->ä"tu;-'- - » i r k ? • -> t : .; < i j I . ' J - . • » , - • , ;-< ;•* . r - . i u , i * n . _ ; ; t i - r f t ' i

5. The program designers' concern with criteria for program effectiveness has to in-
crease.

10.3.1. Recommendations

The p/onn/ng of heo/rh promot/on programs con deport from d/fferent start/ng: po/nts,
though o// p/onn/ng subsystems s/jou/d be /nc/uded for the programs to be successfu/
This thesis adheres to the definition of planning comprising gaining insight, making
decision and taking action. A definition in which planning is described from stage to
stage was deliberately not chosen. The planning process is viewed as iterative, going
back and forth through the subsystems. This means that the planning of health pro
motion programs can depart from different starting points. This thesis includes
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program histories, starting from intervention development or epidemiological diag-
nosis. The programs had to go through a needs assessment, intervention development
procedure and evaluation study to reach a successful end.

Conducting an epidemiological diagnosis was the initial activity with respect to the
Surinam population, however this did not lead to an intervention. The earlier men-
tioned absence of changeable lifestyles in the epidemiological study may explain the
lack of subsequent health promotion actions. Several studies showed a favourable
economic and health situation among the Surinamese, compared to other minority
groups like Turks or Moroccans, although their situation was still behind compared
to the Dutch.™"' This argument was used for leaving out the Surinamese as distinct
target group for health promotion activities in the Municipal Health Service Rotter-
dam area. • >• :u i!:i*i/U>v<!i . |-3*t 1 in! " ii•• >; ',..|, i., itit 1 -.. •/. .y 1 •.>•'!.• -i ' 'iii .

The starting point of the peer-led AIDS-education program was the development of
the intervention. The program was built, in the first instance, on practical knowledge
and experiences regarding migrant education. Epidemiological figures on the inci-
dence of STDs among immigrant populations and information about risk behaviours
became available after the onset of the peer-led AIDS education program.•"*•" The
studies described in this thesis gave insight into program objectives and program's
effectiveness.
- i t ; ! • ;" ' n . - : t ! - $ - H ! > ! i . v ; > ; t : ; { i i t ' / - . - ' i < ' . ' - ' . . ; .»•• ' r , .• \-. . - - i - U j j i ! : r i - > ? i . . ; ; ( , • • . ( - : . s y ( r > . j w » " r ; " i ! n ; 1 ; ••

The health promotion planning subsystems epidemiological diagnosis, intervention
development and effect evaluation were conducted successively in the target group
of older adults. The epidemiological diagnosis study showed little or no social sup-
port among the elderly and preceded the 'In Good Company' program and peer-led
senior health education program. These programs were aimed among others at pro-
motion of social participation in older adults. Both programs were evaluated with
respect to their process or effect. - . ..._•.,.. . . . . . ...-.•....

Behaviour and its determ/nants j/iou/d, /Y poss/b/e, be the ob/ect of regu/or u/rveys . ,.; ;
The primary interest of the health promotion worker, involved in designing an inter-
vention, is in the determinants of the behaviour that have to be modified. The
epidemiological surveys that are conducted at a regular base in public health serv-
ices often include comprehensive measurement of health outcomes and limited
measurement of behaviour. Measurement of determinants of behaviour is lacking.
An epidemiological, behavioural and educational diagnosis together in one survey
would be the ideal situation. Asking for determinants could be premature when a
decision on what behaviour has to be changed has not yet been taken, however the
inclusion of measures of determinants of behaviours in epidemiological surveys should
be considered, when there are signals pointing to certain behaviours thai induce
health problems. For instance, an epidemiologist should not be satisfied when study-
ing the prevalence of smoking alone as a predictor of disease, but should also include
questions about the stages of change and determinants of quitting smoking in the
survey. ,
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Conducting a separate survey into behaviour and its determinants among the target
group of a specific health promotion program at its start, is of course also possible.
An educational diagnosis often is omitted at the time of intervention development,
because the intervention has to be developed under great time pressure. When there
is litde time, a qualitative analysis of determinants is advised, using for instance, fo-
cus group interviews among representatives of the target population.''-'

Target groups hove to be /nvo/ved in program deve/opment at an ear/y stage
The involvement of the target group is essential for intervention development. The
'In Good Company' program showed higher satisfaction among intermediates when
democratic linkage strategies were used. The investigation into the senior health
education program recommended tighter involvement of representatives of older
adults, to enhance program participation. Moreover, involvement of target groups
in developing new strategies for AIDS education for immigrants was advised. Involve-
ment of the peer educators in intervention development is not enough to tailor the
program to the needs of the actual target group. The adaption of a program by offer-
ing program users the opportunity to modify an intervention to fit their needs can
be viewed as re-invention, a concept from the diffusion of innovations theory'.'" This
means that needs assessment and intervention mapping is required at every stage of
health promotion program planning. The program designer has to use all available
means to secure the linkage of the program to the users' needs, conducting focus
group interviews, organizing community advisory boards, writing action plans in col-
laboration with users etcetera. The program implementer has to enter consultation
with the target group to check its needs and to adapt the intervention to its capaci-
ties. The health educator has to check with the audience whether the program satisfies
their expectations. An impression of the stage of change has to be derived and the
message has to appeal to die right determinants of behaviour. .'!>•-. u;u. • r .'

The //nfcage of hea/fh promof/on Jtrateg/'ej and moteria/s w/th theories and methods has
to improve

The senior health education and peer-led AIDS education programs were interven-
tions with some history and tradition at the time of the evaluation studies. The linkage
between strategies and materials on the one side, and theories and methods on the
other, appeared to be specified weakly during the effect evaluation. At what determi-
nants was the condom demonstration of the peer-led AIDS-education aimed? What
were the determinants of social participation that had to be altered? Why change
anxiety about forged illness using peer education? More time should be spent on the
definition of learning and change objectives, using intervention mapping. The tech-
nique of intervention mapping advises review of empirical findings, use of social
psychological and sociological theories explaining behavioural and environmental
change, and additional research among the target group, using surveys and focus
group interviews."* Public health officers should take more time to brainstorm pro-
gram strategies and materials. The development of a program from, for instance,
determinants from social learning theory, via the method of role modelling to the
strategy of peer education and sustaining materials like an audiovisual aid, is a crea-
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tsee j i sees^ t h e accent en ÖMerest groups shifts in this process front Utt propal«
*tesi§pe*s la ihft pii^säiö üsei^ ^»th parties should participate in brainsiortrilns
sestets , is^rtshops and the like, io develop a sm%«ssful intervention-.

Effect evalaatioa can csaitrihatc importantly m improvement of the intervention's
quality ̂  -** C3aj«y in tej« »iiig^tnl ch«u$*e objectives, target groups, and diffusion stntt-
efpes fa needed, when designing an evaluation plan, P««gram designer* are forced to
think the |»r<ig«am }>fons over to meet the evaluation requirements. In tact* the speci»
fkatkm«rfthet>l^ecii\xsöl the peer-kti M-nhw h«ü!ih rs1m äiinn jämgratri and peei-led
AIDSeduraikm |Mt3|äs««H, the klentification of determinants of condom use, the dit-
fcrentiation of a i^e i groups were ail byproducts *sf ihe efleci. ev'äluaiion

tkie can question whether the raised knowledge and awat vt WNS ui" ihr düngen* of AIDS
is a siiffit iem outcome of the peer-led AIDS education aimed at migrants, or what
determinants of anxiety about fbrgetf uiness should he altered in older adulis at the
inintniiiin. Health promotion workers' concern with formulating criteria tor program
effectiveness is little. They should reach consensus im iht-1 ondiiiotis under which
efifectheiiess is achieved, before the effect evaluation and implementation of the
program start. Criteria for program effectiveness can lie <it'liiu--;ii?t'l, when the !earn=
ing and change objectives are determined explicitly during the intervention
development. The grounding of interventions in empirical insights into risk factors
of adverse health and theories of behavioural change, provides the evaluator with a
causal chain of what brings about health improvement. Change of deleiininanis of
behaviour will in the end lead to change of quality of life, however the time allowed
for the evaluation study will determine ai what level measurement of change will take
place. For instance, change of self-efficacy to quit smoking can be ascertained at the
short term, reduction of cardiovascular diseases will only be detectable after many
years. The ascertainment of short term effects is satisfactory, when the theories on
causal factors and the possibility to change human behaviour are correct.'*''

Further research has to be done into linkage of program strategies and program tar-
gets, when a program fails to meet effect criteria, and the program should he evaluated
again. If the program has shown to be effective, a shift to formative evaluation meth-
ods, like monitoring or registration of program activities can be proposed.""" The
effectiveness of the peer-led education programs, evaluated in this thesis, is not yet
satisfying. The programs only attained part of the targets, further development and
effect evaluation of the programs is recommended. • • H«*i «•««««•u.- , n • i

10.3.2. Conclusion , ,, ,

It can be concluded that every health promotion planning subsystem has to he paid
attention to, irrespective of the stage of the onset of a health promotion program.
The anticipation of information needed for the performance of the health promo-
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tion subsystems and adequate use of available information, is to be recommended at
every stage of health promotion planning. Information on lifestyles and determinants
of behaviour should be gathered, if possible, in surveys. Evaluation criteria for suc-
cess or failure of the program should be formulated at the start of intervention
development. The target groups should be involved in intervention development at
an early stage, for instance they should be consulted during the needs assessment.
Theories, methods, strategies and materials of health promotion programs should
be linked more systematically during the intervention development.

Many pitfalls will be met during the planning process of health promotion interven-
tions. Descriptive epidemiological research into health problems of a community is
adequate for health promotion planning, however the absence of identification of
risk indicators and risk groups is a pitfall and decisions on the intervenion's direc-
tion cannot be taken. Moreover, the choice of the model for behavioural change is
very critical to a program's success. Effectiveness will be low when the wrong determi-
nants are aimed at. For example, the health belief model used in the peer-led AIDS
education program turned out to be appropriate as for the determinant of perceived
threat. The program objectives concerning expectations with regard to the barriers
and benefits of condom use were less clearly formulated. Moreover, analysis of deter-
minants showed only a relationship between beliefs about use of condoms and
intention to use them within subgroups. The effect of the education program on
beliefs about use of condoms was also less clear. Intervention mapping can be used
to study the condom beliefs among unmarried and younger Turkish and Moroccan
men and state new clear program objectives.

• • . • . " '«..•:••.• '•• t v ...•..! .' • i - • - . < ? , •

The existence of ongoing health promotion strategies and materials is another pit-
fall. In practice programs have to link up with the positive experiences of health
promotion workers, and it will take considerable effort to modify ingrained habits.
For instance, the evaluation study into senior health education recommended incor-
poration of other strategies above education by peers, that link up with the program
objective of promotion of social participation among the elderly.

The collaboration with the target group is another factor essential for a program's
success. Giving the users a voice in program development may have the consequence
thai intial aims have to be redefined, because of lack of interest. The development of
the In Good Company program is an example of the need for modification of pro-
gram aims.

Health promotion science offers a useful tool box to the health promotion officer,
working for a local public health service. The intervention mapping procedure is one
such a comprehensive planning tool. This thesis makes clear that health promotion
at the local level finds a challenge in practicing the art of choosing the appropriate
model for behavioural change, moving from existing health promotion strategies and
materials to effective programs, and discussing health change with the local popula-
tion. The following solutions that are discussed in this thesis are examples of how to
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encounter the obstacles to be met on the way in health promotion planning in the
real life setting of local public health:

• Cross-sectional designs to conduct epidemiological diagnosis of prevalence of
health problems in communities.

• . i f f J • • • • . • .": r 1 1 < i s :

• Establishment of program objectives pursued in practice using group interviews
with peer-educators. , ; ' ;

, . v . '-.;• , . . . . i . / . ; . ; •

• Enhancement of program adoption and implementation using democratic link-
age strategies.

• Target group segmentation using survey methods.

• Application of theories of behavioural change to local health promotion issues.

• Random assignment of populations to the experimental and control conditions
to evaluate effectiveness of health education programs.

10.4. Implications for research : ^ , '.,..., . ,„ / J

Particularistic and scientific epidemiological studies were distinguished in section
1.4.1. This distinction is usable for all research in support of health promotion.
Particularistic research applies to a problem which is specific for a certain period of
time and place. Scientific research refers to general problems which are relevant for
many situations, independent at what time or where the study is conducted.'
Particularistic research also has to meet scientific requirements, therefore scientific
research is denoted hereafter as 'general research'.

The results of particularistic research are often of direct importance to policy mak-
ing.'" Particularistic research generates data, usable for the planning of health
promotion programs. Health outcomes, risk factors, background characteristics, be-
haviours and determinants of behaviour are described within the target groups. The
particularistic research questions that emerge from this thesis for further investiga-
tion are given in figure 16. For example, insight into the causes of mortality among
the Rotterdam Surinamese, determines what interventions can be developed. Litera-
ture review of available theories and methods on change of condom use and group
interviews among Turkish and Moroccan male immigrants, enable designers of the
peer-led AIDS education program to increase its effectiveness and to tailor the inter-
vention to the target group's needs.

The unravelling of complicated causal determinants of health problems and behav-
iour, and the mechanism that brings about the effects of peer education are objects
of scientific, general research. Research into the general research questions, men-
tioned in figure 16, gives insight into the theories about mechanisms how to improve
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quality of life, which can be incorporated in programs of public health services at the
local level. For instance, knowledge of risk factors of health problems in migrants,
other than socio-economic status, is needed. A program has been proposed to con-
duct research into the influence of genetic factors, experiences in the home country
before migration, experiences after migration regarding, for example, discrimina-
tion, the process of adaption to a new culture, and the process of migration itself.'''•"''-
Another example of a general research question, is further investigation into the
confounding effect of physical health and social support on the relationship between
psycho-social health in older adults on the one side and satisfaction with housing
conditions and the living environment on the other. Understanding the association
between living conditions and health produces insight into the environmental fac-
tors which should be aimed at in health promotion.

« roc- . ' i - r p ' * n i t - ' ) . . . . - »^•;..».'< >

• F i g u r e 1 6 . R e s e a r c h q u e s t i o n s e m e r g i n g f r o m t h i s t h e s i s ., •• ; . . . . . . ,

Particularistic research questions

1. What are the causes of mortality among the Rotterdam Surinam men 1S-34 years and women

55-74 years?

2. What are the physical and psycho-social health problems of the Rotterdam Surinamese visiting a

general practitioner?

3. What are determinants of condom use in Turkish and Moroccan unmarried and young men? '

4. What are barriers of dissemination and adoption of a loneliness intervention program in

intermediate users?

5. What are barriers for participation among older adults in the peer-led senior health education

program? . ,

6. What strategies and materials enhance the effectiveness of peer-led health education with

respect to condom use among Turkish and Moroccan male immigrants? .,

7. What strategies and materials enhance the effectiveness of peer-led health education with -,, >

respect to social participation and anxiety about forgetfulness among older adults?

General research questions

1. What factors explain health problems among migrants in addition to socio-economic status?

What are the backgrounds of psycho-social problems among Surinam students and psychiatric

problems among Surinam men? .,-.,. ,ß..j .-.. , , , , ! < • : ; , , - • - . • vv i . -V j . i f v t - ' i.

2. What is the effect of prevention of physical disabilities and social support on the psycho-social

health in older adults?

3. What is the effect of physical health and social support on the relationship between living , . ,

conditions and psycho-social health among older adults? .,, .,„ . . . , ., T ! , , ; , v - . , •

4. What are determinants of social participation in older adults? •• l4A?.i-*i-.-

5. What are determinants of anxiety about normal forgetfulness among older adults? ,>• ;._, -

6. What is the effect of role modelling by peer educators, compared to non-peers, like young

professional health educators?

7. What factors determine the credibility of peer educators compared to professional health educators?
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The process of how health promotion planning comes about was not the primary topic
of interest of this thesis, however the inclination to make comments on the process is
irresistible when discussing more than 10 years of health promotion work with col-
leagues. The introduction chapter started with the observation that traces of a planning
effort in the daily life of a health promotion worker can be discovered, when looking
from a more removed point of view. The health promotion programs described in this
thesis went through the subsystems epidemiological diagnosis, intervention develop-
ment and effect evaluation. It took about 10 years starting with an epidemiological
diagnosis of psycho-social problems and finishing with the evaluation ofinterventions
promoting social participation among older adults. The peer-led AIDS education pro-
gram started in 1989 and was developed using practical information and experiences
of migrant education. Information on the incidence of HIV and sexual behaviour among
migrants was scarce and this epidemiological and behavioural information became
available after the onset of the program. The effect evaluation was finished in 1999 and
the insight into program objectives and determinants of condom use contributed to
program development. The time span of 10 years again for program planning may be
a coincidence, however the organization of the health promotion programs by public
health services depends on complex decision making by local gouvemmcni. Those
seeking funds for preventive health have to compete with other public expenditures.
Decisions are made step by step. The decision making process should be viewed as in-
cremental and not as rational.'- It is not "homo-economicus" who has all the information
to weigh the advantages and disadvantages of a complete set of decision options, lead-
ing to the programs now available. The decision outcomes resembled former outcomes
and on the whole led to planned health promotion activities. For instance, the need to
evaluate the effectiveness of peer-led AIDS education was a wish expressed several times
by the Rotterdam area Municipal Health Semce, and one that was realized at the
moment the AIDS fund was willing to pay. The planning duration of health promotion
programs developed at universities may be shorter, as they are less dependent on po-
litical decision making, once the research means have been secured.

Effect evaluation contributes to health promotion programs' success.'' It helps the
planned decision making on objectives, target groups, methods and diffusion strate-
gies. The designers of the programs studied in this thesis told me several times that
the programs benefited from the discussions about the effect evaluation, although
they often considered the requirements of evaluation research a nuisance. It should
be an ambition to make intervention development a speciality in its own right, inde-
pendent of effect evaluation. Research methods like literature review, surveys into
determinants of behaviour, and focus groups are used at this moment to a limited
degree or in an implicit way by program designers. The use of the transparent inter-
vention mapping technique helps to ground the interventions in theory, to set clear
targets, to link theories, methods, strategies and materials.' It prevents the evaluator
from being put in the situation that program objectives are not clear when the re-
search starts.
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The investigation of particularistic research questions mentioned in section 10.4 is
the primary concern of public health services, and the abstract, general research
questions should be studied by universities, although the collaborative effort of both
parties should be encouraged. In fact, an exchange between practitioners working at
public health services and academics working at universities, giving public health
services academic status, is proposed.'' Such an exchange will contribute to the aca-
demic foundation of health promotion practice. Universities can take advantage of
such collaboration, as public health services can put forward relevant research ques-
tions arising from issues alive in society. Moreover, public health services have the
infrastructure to approach study groups. An example of a research question relevant
to society is the effectiveness of activities to prevent loneliness. These activities should
be tailored to the needs of individuals. One person is prepared to participate in a
support group, the other does not want to be labeled as a lonely person and likes to
be a member of a choire, a third one is facing major psychiatric problems and is best
of with personal counselling. An RCT into the effectiveness of a support group as
panacea for loneliness problems would not give an answer to the question of how to
organize effective interventions into loneliness, because these interventions do not
meet the needs of all the people. The research question has to be transformed into
the effectiveness of tailoring activities to the needs of individuals.

Public health services can take advantage of the methodological expertise present in
universities. IIniversitie.« and pnWi<- iic.-iJfh sendees have to work together to develop
designs for conducting research in daily life settings. The RCT is the golden stand-
ard but difficult to apply in the practice of public health. For example, randomizing
people to a loneliness support group or control group is a problem, considering their
divergent needs. Randomizing people to a method assessing their needs and accom-
panying them to activities, or a control group looks more feasible, however in this
case a conclusion on the effectiveness of specific activities cannot be drawn. The ef-
fectiveness of the total of tailor made activities, irrespective of their character, is studied.
Optimal study designs have to be sought that meet the difficulty of applying research
designs. Randomization of groups or communities, pre-randomization, observational
methods, monitoring of program performance, and qualitative methods are exam-
ples of solutions which should be explored by universities in daily public health
practice.

The recommendations given in chapter 10 are aimed at improvement of future health
promotion practice. They refer to the anticipation of information needed in the plan-
ning subsystems, like including determinants of behaviour in surveys and stating effect
criteria when developing interventions. The former Rotterdam area Municipal Health
Service departments of Health Education, Epidemiology and Health Policy have been
combined to form the new department of Health Promotion. Research scientists,
health education consultants and policy makers work together in this new, encom-
passing department. The programs described in this thesis resulted from this merger
process. Many improvements have been made, but there are more improvements still
to be made. : :
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This thesis comprises a number of empirical studies in support of health promotion
in migrants and older adults. The objective of these studies was to contribute to the
planned development and provision of health promotion programs. Health promo-
tion is defined as any planned combination of educational, political, regulator)', and
organizational supports for actions and conditions of living conducive to the health
of individuals, groups or communities. Planning is viewed in this thesis as a system
encompassing the subsystems, gaining insight, making decisions and taking action.
The following subsystems of planning of health promotion were described: epide-
miological diagnosis, invervention development and effect evaluation. Moreover, the
aspectsystems, object and product were studied. The process of how the planning of
health promotion comes about was not studied. The main research question was: what
is the object and product of epidemiological diagnosis, intervention development and
effect evaluation in health promotion planning, aimed at migrants and older adults?

Planning of health promotion and its subsystems were explained in chapter 1. Health
education was distinguished from health promotion. Health education is aimed at
learning experiences facilitating voluntary adoption of behaviour conducive to health.
The broad definition of health promotion includes changes of both behaviour and
environment. Factors in the environment were discussed in thesis, only when they
indirectly hinder or facilitate behavioural change. The following four health promo-
tion planning models were described: Green and Kreuter's PRECEDE-PROCEED
framework, Roger's diffusion of innovations theory. Bracht and Kingsbury's commu-
nity health promotion model, and the Intervention Mapping model developed by
Bartholomew, Parcel and Kok. The models differ with respect to the accents on the
subsystems and aspectsystems of planning. The intervention mapping model is the
most encompassing model, as it pays attention to the object, process and product of
epidemiological diagnosis, intervention development and effect evaluation.

Epidemiological diagnosis in support of health promotion can be characterized as
descriptive and particularistic. The prevalence of health outcomes is studied in a time
and place specific population. The intervention development subsystem includes the
educational diagnosis of determinants of behaviour. Interventions have to be
grounded in theories concerning behavioural change, for example the ASE (Attitude,
Social influence and Efficacy) model and theories regarding peer education. Involve-
ment of the target group and intermediates in intervention development is very
important. Effect evaluation, using the Randomized Controlled Trial (RCT) design
yields the most valid study results, however application of the RCT requirements, i.e.
randomization, placebos and blinding, to the evaluation of health promotion pro-
grams is not always possible. Randomization of groups or communities, and use of
multiple evaluation methods are recommended as alternatives.
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Migrants

The study into mortality, self-rated health and reported use of health care services
among the Surinam citizens of Rotterdam is presented in chapter 2. Mortality data
from the registrar's office were analyzed. Excess mortality in the Surinamese, com-
pared to the Dutch, was found. Mortality was higher especially in male Surinamese
aged 15 to 34 and female Surinamese aged 55 to 74. Health status and health care
use were analyzed using postal questionnaires sent to random samples of Rotterdam
inhabitants aged between 16 and 75. The results showed that a higher proportion of
Surinamese than Dutch respondents considered their health to be poor and went to
their general practitioner one or more times, two months prior to the research pe-
riod. Further research into the health situation and causes of death in the Surinamese
was recommended.
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The AIDS education program aimed at male Turkish and Moroccan immigrants in
the Netherlands was described in chapter 3. The AIDS education was given in the
native language of the target group by peers. The aims of the study were to establish
the actual program objectives, to examine determinants of condom use among Turkish
and Moroccan men, and to make recommendations for program improvement. Pro-
gram objectives in the field of knowledge of HIV transmission, the risk of getting AIDS,
and condom use were established, using qualitative research methods. Registration
of 48 education sessions in coffee houses and mosques showed that the most atten-
tion to condom use was paid by the Moroccan educators. The Turkish educators
stressed knowledge of HIV transmission. Frequenters of coffee houses and mosques
filled out a questionnaire before they received the AIDS education, to examine de-
terminants of intention to use condoms. The following predictors of intention were
found: misunderstandings about HIV transmission and beliefs regarding the risk of
getting AIDS. The barrier of diminished satisfaction with sex if using a condom, and
self-efficacy, were predictors of the intention to use condoms among married men
and men aged 30 years and above. The continuation of knowledge transfer and change
of beliefs with regard to HIV transmission and susceptibility to AIDS were recom-
mended. Ample discussion of condom use during the education session and attention
to self-efficacy with regard to condom use among subgroups was advised. A closer study
into the motives for condom use among unmarried and younger Turkish and Mo-
roccan men was recommended, considering the absence of a clear pattern of
d e t e r m i n a n t s o f c o n d o m u s e . .;-*•>•= j - m i . - n n j » r > » ; i w o n i < v j ; . < m •? n > . i . ' » ; Ü H ! .-. . . : • • '

The evaluation study into the effects of peer-led AIDS education on the perceived
threat of AIDS and beliefs about condom use is to be found in chapter 4. A compari-
son was made between the experimental group, which filled out a short questionnaire
at the end of the education session, and the matched control group, who participated
in the questionaire before they received the AIDS education. The following effects
could be established: decrease of misunderstandings regarding HIV transmission and
more realistic beliefs about the risk of HIV infection. Beliefs about condom use were
changed within subgroups. The perceived benefit of the protective effect of condom
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use was affected in men of 30 years and older, the perceived barrier of diminished
satisfaction if using condoms was changed among unmarried men, condom self-effi-
cacy was affected in men who valued peer education as important, and an effect on
intention to use condoms was found among Moroccans. Continuation of peer-led
AIDS education for immigrants and adaption of the message to the needs oi specific
target groups was recommended.

Older adults
n ^ ' V - l } , " f ! > < 1 j ; : V . i i i ' i I . 5Vf i j<£ .T 'T O ' ; ' I T "•• i t « Y " » " h f !<> -:!i*fc- -*>•} i' ! ' , , : ."-a.-

The aim of the study presented in chapter 5 was to examine the occurrence of psy-
cho-social problems among the elderly in order to plan prevention programs. A
questionnaire was sent to a sample of inhabitants of the city of Rotterdam aged 65-79
years living on their own. The results showed that one third of the respondents expe-
rienced psycho-social problems. The elderly in Rotterdam seemed to have
psycho-social problems more frequently, compared to elderly people in other Dutch
cities and to norm scores. Groups at risk were women, men who lived alone, those
with a low socio-economic status, and people who lived in apartment buildings. Risk
indicators for psycho-social problems were problems with the performance of the
activities of daily living (ADL) and household activities (HHA) as well as decreased
social support. The relationship between satisfaction with living conditions and psy-
cho-social problems was affected by these risk indicators. Elderly people who
experienced both psycho-social and ADL/HHA-problems had visited their general
practitioner most frequently during the three months prior to the questionnaire being
received. Preventive activities in the field of ADL/HHA and social support, aimed at
the risk groups for psycho-social problems were recommended. . ,!' ; 's

Intermediates' satisfaction with linkage of program plans and users' needs in the Dutch
loneliness intervention program In Good Company (IGC) is presented in chapter 6.
The intermediates were volunteers and professional workers in the field of health
care and social welfare. The program targets of IGC were prevention and diminish-
ment of loneliness in older people, aged 55 years and over, and improvement of
helping and cooperation skills of intermediates. Experiments with different linkage
approaches were carried out successively in three neighbourhoods. In the first neigh-
bourhood an instrumental linkage strategy was used and local organizations were
asked to carry out a pre-designed program. In the other two neighbourhoods involve-
ment of the intermediates in program design increased, using bottom up, democratic
linkage strategies. The intermediates' satisfaction was measured retrospectively, us-
ing postal questionnaires. Satisfaction was highest in the neighbourhood where the
intermediates were consulted most explicitly and they had a clear voice in the design
and organisation of the intervention, using democratic linkage strategies. The needs
assessments among older adults and intermediates showed (hat there was a demand
for change in environmental determinants using meeting and recreational activities
for older adults, instead of the behaviour oriented support groups and skills courses
which had been proven efficacious from research. It is concluded that the use of
democratic linkage strategies, like needs assessments, local action plans and two way
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communication between program designers and users, is essential for the successful
dissemination of health promotion activities. •-. •

The study into the characteristics of older adults showing an interest in participating in
a health education course Successful Aging given by peers is described in chapter 7.
Determining the degree of interest in health education is important for assessing the
impact on the target-population and evaluating the dissemination strategy. The course
was given by senior health educators aged 55 years and over drawn from the peer
group. The aim of the course was to empower older adults to participate in society
and to promote their wellbeing. Groups of older adults came together to discuss health
related issues. Change of behaviour was aimed at, for instance diminishment of anxi-
ety about normal forgetfulness. To determine interest in the course answer cards were
sent with a letter of invitation to all independently living inhabitants aged between
55 an 79 in a Dutch community. The rate of expressed interest in the course was 5.8%.
Interest was highest among females in the 55-64 age group, the unmarried and those
with low wellbeing. Males in the age group 65-79, females aged 75-79, those with a
lower socio-economic status and the inactive were comparatively less interested. Sub-
scription to the course was distinguished from mere interest in the course. From those
who expressed interest, more people of low socio-economic status, with a reduced
level of wellbeing, many physical limitations and poor self-efficacy actually subscribed.
It was concluded that the health education program had to be continued and that
special attention had be paid to groups that showed lower levels of uptake. Involving
intermediates from these groups in the course development was recommended.

The effects of the course Successful Aging on social participation, the determiants of
social participation (attitude, self-efficacy and social influence), perceived social sup-
port, and wellbeing of the participants aged 55 to 79 years are evaluated in chapter 8.
A comparison was made between the experimental group of course participants and
the control group of older adults on the waiting list. The respondents filled out postal
questionnaires at three time points, before starting the course (tO), immediately af-
ter termination (tl) and three months later (t2). The current idea that elderly occupy
a marginal position in society (social influence) found less favour with the experi-
mental group than the control group at t2. The perceived social support and subjective
health improved significantly among the course members at tl and t2. No effect was
found on attitude, self-efficacy, social participation and wellbeing in the short time
span of a three months follow-up. A closer study into the determinants of social par-
ticipation and inclusion of other strategies that link up with the course objective of
promotion of social participation was recommended. '. viNnriiHs «ö»i y^.t; >.

A study into the effectiveness of an education session about forgetfulness is presented
in chapter 9. The session was part of the course Successful Aging. The aim of the edu-
cation session was to diminish anxiety among older adults regarding normal
forgetfulness. The knowledge about factors relevant to the functioning of the memory
increased among the course members. The education session also had an impact on
self-efficacy with respect to how to cope with forgetfulness. An effect on attitude to-
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ward anxiety about forgetfulness and social influence concerning the taboo on talk-
ing about forgetfulness was not found. A closer study into the determinants of anxiety
about forgetfulness was recommended. Moreover, the inclusion of peers in memory-
programs and attention to self-efficacy in the field of memory and other fields was
advised.

The conclusions regarding the central research question of this thesis on the object
and product of epidemiological diagnosis, intervention development and effect evalu-
ation, are presented in chapter 10. The accent of the epidemiological diagnosis in
the Surinamese and older adults was too much on the association between static back-
ground characteristics, like gender and age, and health outcomes. Only limited
attention was payed at changeable determinants in the field of healthy behaviours
and life styles. The study into the health of Surinamese immigrants was not followed
by an intervention, apparently due to the absence of changeable determinants. The
products of development of the interventions studied in this thesis were, specifica-
tion of the objectives of the peer-led AIDS education aimed at Turkish and Moroccan
men, identification of determinants of condom use, differentiation of target groups,
assessment of the adoption of the course Succesful Aging by target groups among
older adults, and insight into the satisfaction with strategies to link program plans
and needs of target groups. The theoretical determinants of behaviour at which the
senior health education program was aimed require to be studied more in depth. It
was concluded from the evaluation studies into the effects of the peer-led AIDS edu-
cation and senior health education programs, that only part of the learning objectives,
i.e. change of determinants of behaviour, was achieved. The attained effects were small
to moderate, however the 'noise' encountered doing research in daily life, compared
to the ideal circumstances of the RCT, and the low costs of use of peers, have to be
taken into account.

The studies included in this thesis showed that health promotion planning can start
with epidemiological diagnosis, intervention development or effect evaluation, how-
ever every subsystem has to be paid attention to, irrespective of the stage of the onset
of a health promotion program. The anticipation of the information needed for the
performance of the health promotion subsystems and adequate use of available in-
formation, is to be recommended at every stage of health promotion planning.
Information on lifestyles and determinants of behaviour should be gathered in sur-
veys, if possible. Evaluation criteria for success or failure of the program should be
formulated at the start of intervention development. The target groups should be
involved in intervention development at an early stage, for instance they should be
consulted during the needs assessment. Theories, methods, strategies and the mate-
rials of health promotion programs should be linked more systematically during the
intervention development. Particularistic and general research can be supportive for
the planning of health promotion. Public health services and universities should
conduct these studies in close collaboration.

17S



' ' - * • * • • h f l i f u l i t » , ! < i . « « - > f ! i l l " i - > J t - i ( i ) ) J ( i > « i i . a

176

• ; • . , • / : . ( • ! • ! . : > : i . v - ; . ' • [

. i i j - i l i t ; ; d ) i.t.r

^ • • • ' V : :••

• i r ; .



Samenvatting î f., H.̂ .i ĵ

Dit proefschrift bevat een aantal empirische onderzoeken op het terrein van de
bevordering van de gezondheid van migranten en ouderen. Het doel van deze
onderzoeken was een bijdrage te leveren aan de planmatige voorbereiding en
uitvoering van gezondheidsbevorderingsprogramma's voor deze doelgroepen. Ge-
zondheidsbevordering wordt gedefinieerd als de geplande combinatie van
voorlichting, beleid, regelgeving en organisatie, ten gunste ran leefomstandigheden
die de gezondheid van individuell, groepen of buurten positief beinvloeden. Plan-
ning wordt in dit proefschrift gezien als een systeem bestaande uit de Subsystemen
inzichtvorming, besluitvorming en actie. In dit proefschrift worden de volgende
Subsystemen van planning van gezondheidsbevordering beschreven: epidemiolo-
gische diagnose, interventie-ontwikkeling en effectevaluatie. Bovendien worden het
object en product (aspectsystemen) van gezondheidsbevordering bestudeerd. Het
proces van hoe gezondheidsbevordering tot stand komt heeft in dit proefschrift geen
aandacht. De vraagstelling van het proefschrift is: wat is het object en product van de
Subsystemen van planning van gezondheidsbevordering, te weten epidemiologische
diagnose, interventie-ontwikkeling en effectevaluatie, gericht op migranten en
ouderen?

In hoofdstuk 1 wordt een nadere toelichting gegeven op planning van gezondheids-
bevordering en zijn Subsystemen. Gezondheidsvoorlichting wordt onderscheiden ran
gezondheidsbevordering. Gezondheidsvoorlichting is gericht op de vrijwillige
verandering van gedrag ten gunste van de gezondheid van individuell, door middel
van leerervaringen. Gezondheidsbevordering in brede zin is zowel gericht op het
veranderen van gezondheidsgedrag, als op omgevingsfactoren. In de onderzoeken
van dit proefschrift wordt aandacht besteed aan omgevingsfactoren, wanneer deze
de gedragsverandering van individuen, en daarmee de gezondheid indirect
beinvloeden. Vier modellen van planning van gezondheidsbevordering worden
behandeld: "PRECEDE-PROCEED" van Green en Kreuter, 'Diffusion of innovations'
van Rogers, het 'Community health promotion model' van Bracht en kingsburry, en
"Intervention Mapping' van Bartholomew, Parcel en Kok. De modellen verschillen
wat betreft het accent op de Subsystemen en aspectsystemen van planning. "Interven-
tion Mapping' is het meest complete model, met aandacht voor zowel het object,
proces als product van epidemiologische diagnose, interventieontwikkeling en
effectevaluatie.

Het epidemiologisch diagnostisch onderzoek ten dienst van gezondheidsbevordering
kan worden gekenschetst als descriptief en particularistisch. De prevalentie van gezond-
heidsproblemen en determinanten in een plaats-en tijdgebonden onderzoekspopulatie
wordt beschreven. Onder het subsysteem van interventie-ontwikkeling is in dit
proefschrift tevens begrepen de voorlichtingsdiagnose van determinanten van gedrag.
Interventies dienen gebaseerd te worden op theoretische inzichten van gedragsveran-
dering. Voorbeelden van theorieen zijn het ASE (Attitude, Eigen effectiviteit en Sociale
invloed) model van gedragsverandering, en theorieen met betrekking tot 'peereduca-
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tion'. Het is tevens van belang de doelgroep bij het ontwikkelen van interventies te
betrekken. F.valuatie van de effectiviteit \-an de interventies volgens de onderzoeksopzet
van de 'Randomized Controlled Trial' (RCTT) levert de meest valide onderzoeksresultaten
op. Echter, in de praktijk van gezondheidsbevorderingsinterventies is het niet altijd
mogelijk aan de voorwaarden van de RCT te voldoen. Alternatieven zijn de randomisatie
van groepen of buurien, en het in combinatie toepassen van verschillende
onderzoeksmethoden.
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Hoofdstuk 2 bevat het onderzoek naar de sterfte, de ervaren gezondheid en het
gerapporteerd voorzieningengebruik van Surinaamse inwoners van Rotterdam. Uit
de analyse van sterftecijfers kon worden geconcludeerd dat in zijn algemeenheid bij
Surinamers een significante oversterfte kon worden waargenomen, in vergelijking
tot Nederlanders. De sterfte was vooral hoger bij Surinaamse mannen tussen 15 en
34 jaar en Surinaamse vrouwen tussen 55 en 74 jaar. Aan steekproeven van
Rotterdamse inwoners met de Nederlandse nationaliteit van 16 tot en met 75 jaar
werden in post-enquetes vragen voorgelegd over ervaren gezondheid en
voorzieningengebruik. Meer Surinamers dan Nederlanders beoordeelden de
gezondheid als matig tot siecht en meer Surinamers hadden de afgelopen twee
maanden een of meer keren de huisarts geraadpleegd. Nader onderzoek dient te
worden gedaan naar doodsoorzaken en achtergronden van gezondheidsproblemen
bij de Surinaamse bevolkingsgroep. • • _<.•>: -i.-T" ••ÜJ-HI .•-.;•• •

In IK-I project Voorlichting Eigen Taal en Cultuur (Vetc) wordt Aids-voorlichting
gegeven door 'peer-educators'. In hoofdstuk 3 is het onderzoek opgenomen naar de
doelstellingen van dc Aids-voorlichting voor de Turkse en Marokkaanse doelgroep
en naar determinanten van condoomgebruik, teneinde aanbevelingen te kunnen
doen voor de voorlichtingspraktijk. Uit kwalitatief onderzoek kwam naar voren dat
de doelstellingen lagen op het terrein van kennis over Hiv-overdracht, de inschatting
van het risico op Aids, en condoomgebru ik . Uit regis t rat ie-onderzoek bij 48
voorlichtingsbijeenkomsten in koffiehuizen en moskeeen bleek dat bij Marokkanen
condoomgebru ik meer aandach t kreeg dan bij Türken. Bij Türken kreeg de
kennisoverdracht over Hiv-transmissie de meeste aandacht. Aan de bezoekers van
koffiehuizen en moskeeen werd vooraf aan de voorlichting een vragenlijst voorgelegd,
teneinde de determinanten van condoomgebruik te onderzoeken. Misverstanden
rond transmissie van Hiv en opvattigen over hel risico op Aids voorspelden de intentie
tot condoomgebru ik . Bij gehuwde m a n n e n en mannen boven 30 j a a r waren
bovendien de barriere van verminderde satisfactie bij condoomgebruik en de eigen
effectiviteil determinanten van intentie tot condoomgebruik. Aanbevolen werd om
in de AIDS-voorlichting aan Turkse en Marokkaanse mannen aandacht te blijven
besteden aan verandering van opvattingen over overdracht van Hiv en het risico op
Aids, de discussie over condoomgebruik een duidelijke plaats te geven, en bij
subgroepen aandacht te besteden aan eigen effectiviteit. Gezien de afwezigheid van
een verband met de determinanten bij ongehuwden en jongeren, werd geadviseerd

178



om bij deze groepen nader onderzoek te doen naar de motieven voor condoomge-
brnik. . ...

Het effect van de 'peer' voorlichting voor Turksen en Marokkaanse mannen op de
ervaren dreiging van Aids en opvattingen over condoomgebntik Staat beschreven in
hoofdstuk 4. Een vergelijking werd gemaakt tussen de experimentele groep die na
de voorlichting een vragenlijst invulde en de gematchte controlegroep die vooraf aan
de voorlichting de vragenlijst invulde. De voorlichting had tot effect dat misverstanden
rond Hiv-transmissie verminderden en opvattingen over het risico op Aids realistischer
werden. Binnen subgroepen werd een effect gevonden op de opvattingen over con-
doomgebruik. Bij mannen van 30 jaar en ouder was er een effect op het ervaren
voordeel van de beschermende werking van condoomgebruik, bij ongehuwde
mannen op de ervaren barriere van een verminderde satisfactie bij condoomgebruik,
bij mannen die Aids-voorlichting in de eigen taal en cultuur belangrijk vonden op
eigen effectiviteit, en bij Marokkanen op de intentie tot condoomgebruik.
Geconcludeerd werd dat het Aids-Vetc project dient te worden gecontinueerd en dat
de boodschap van de voorlichting meer dient te worden aangepast aan de behoeften
van subgroepen.

Ouderen

Hoofdstuk 5 bevat het onderzoek naar de psychosociale gezondheid van ouderen in
Rotterdam. Het onderzoek had tot doel aanbevelingen te doen voor preventie- en
zorgbeleid. Een steekproef van zelfstandig wonende ouderen tussen 65 en 79 jaar werd
een schriftelijke vragenlijst toegestuurd. Ongeveer eenderde deel van de ouderen
ervoer psychosociale problemen. De prevalentie van psychosociale problemen was
bij Rotterdamse ouderen hoger, wanncer werd vergeleken met normscores en met
ouderen uit enkele andere steden. Risicogroepen waren allcenwonende mannen,
vrouwen (al dan niet alleenwonend), ouderen met een läge sociaal economische Sta-
tus en serviceflatbewoners. Risico-indicatoren voor psychosociale problematiek waren
problemen met het uitvoeren van algemene dagelijkse levensverrichtingen (ADL)
en huishoudelijke activiteiten (HHA) en geringe sociale steun. De relatie met
ontevredenheid over de woonsituatie werd belnvloed door de twee hiervoor
genoemde risico-indicatoren. Het vaakst hadden ouderen met zowel psychosociale
als ADL/HHA-problemen de laatste drie maanden contact gehad met hun huisarts.
Activiteiten op het terrein van ADL/HHA en sociale steun, en gericht op de
risicogroepen voor psychosociale problemen werden aanbevolen.

Het onderzoek naar de tevredenheid van intermediairen met de afstemming, ofwel
'linkage", tussen de plannen van het eenzaamheidsprqject In Goed Gezelschap en
de behoeftes van de doelgroep, wordt beschreven in hoofdstuk 6. De intermediairen
waren zowel professionals als vrijwilligers, werkzaam op het gebied van gezondheids-
zorg en welzijn. In Goed Gezelschap was gericht op het voorkömen en verminderen
van eenzaamheid bij ouderen (55+). Tevens werd verbetering beoogd van de
hulpverlening aan eenzame ouderen en van de samenwerking tussen intermediairen.
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In drie buurten werd geexperimenteerd met verschallende 'linkage' benaderingen.
In de eerste buurt waar In Goed Gezelschap actief was, was sprake van een
instrumenlele benadering. De lokale organisaties werden gevraagd om een vooraf
bepaald programma van activiteiten uit te voeren. In de twee andere opeenvolgende
buurten, was er in toenemende sprake van betrokkenheid van intermediairen bij de
opzet van het project. Dit werd een bottom up of democtratische benadering
genoemd. De levredenheid van de intermediairen werd door middel van schrifelijke
vragenlijsten achteraf onderzocht. De grootste tevredenheid werd aangetroffen in de
buurt waar een democratische 'linkage' Strategie werd gebruikt, door de
intermediairen expliciet te betrekken bij de opzet en organisatie van activiteiten. De
behoefte aan ontspanningsactiviteiten met een ontmoetingsfunctie bleek groter, dan
aan ondersteuningsgroepen en vaardigheidstrainingen. Met ander woorden de
behoefte aan verandering van omgevingsfactoren was groter, dan aan uit onderzoek
effectief gebleken activiteiten die gericht waren op verandering van gedrag.
Geconcludeerd werd dat democratische 'linkage' strategieen, zoals behoefteonder-
zoeken, locale actieplannen en interactie tussen programma-ontwerpers en
-gebruikers, essentieel zijn voor de disseminatie van gezondheidsbevorderingsactivi-
teiten. , . . , - • . . , . „ - „ , , „ j ^ . , . , - • ; , i . _ - . ,,•.,

Hoofdstuk 7 bevat het onderzoek naar de kenmerken van Ridderkerkse ouderen die
interesse toonden in de cursus Succesvol Ouder Worden, teneinde uitspraken te
kunnen docn over de effectiveit van de cursus op bevolkingsniveau en over de
gehanteerde disseminatie strategic De cursus werd gegeven door 'peer' voorlichters,
zogenaamde seniorenvoorlichters die zelf 55 jaar en ouder waren. De cursus was
gericht op het bevorderen van de participatie van ouderen in de samenleving en op
het verbeteren van het welbevinden. Tevens werden in de cursus gezondheidsthema's
behandeld, gericht op gedragsverandering. Een voorbeeld is het verminderen van
zorgen over vergeetachtigheid. Alle zelfstandig wonende ouderen tussen 55 en 79
jaar werden schriftolijk uitgenodigd om deel te nemen aan de cursus. Zij konden him
interesse kenbaar maken door middel van een antwoordkaart. Het percentage
ouderen dat belangstelling toonde bedroeg5,8%. De interesse was het grootst onder
vrouwen van 55 tot 64 jaar, ongehuwden en ouderen met een laag psychosociaal
welbevinden. Mannen van 65 tot 79 jaar, vrouwen van 75 tot 79 jaar, ouderen met
een lagere sociaal-economische status en zij die niet actief waren in hobby's of andere
activiteiten, waren relatief gezien minder geinteresseerd. Binnen de groep ouderen
met interesse werd een onderscheid gemaakt tussen ouderen die zieh direct
aanmcldden voor deelname en ouderen die nog afwachtten. Het waren vooral
ouderen met een läge sociaal-economische status, met een laag welbevinden, met veel
lichamelijke beperkingen en met een geringe eigen effectiviteit die zieh direct
aanmeldden voor de cursus. Geconcludeerd werd dat de cursus zal worden
gecontinueerd, met speciale aandacht voor de subgroepen ouderen die minder
belangstelling toonden. Aanbevolen werd om deze subgroepen bij de opzet van de
cursus te betrekken. . ••• •;;.•
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In hoofdstuk 8 wordt het effect geevalueerd van de cursus Succesvol Ouder Worden
op maatschappelijke participatie, de determinanten van maatschappelijk participatie
(attitude, sociale invloed en eigen eflectiviteit), ervaren sociale steun en welbevinden
van de deelnemers tussen 55 en 79 jaar. De experimented groep van ouderen die
dcelnamen aan de cursus werd vergeleken met een wachtlijst controlegroep. Op drie
meetmomenten werden schriftelijke vragenlijsten afgenomen: vooraf aan de cursus
(tO), direct na afloop (tl) en na drie maanden (t2). Op t2 bleek de experimentele
groep het in vergelijking tot de controlegroep minder eens te zijn met de opvatting
in de samenleving dal ouderen een marginale positie hebben in de maatschappij
(sociale invloed). De ervaren sociale steun en subjectieve beleving van de gezondheid
van de deelnemers was op tl en t2 significant verbeterd. Een effect op de attitude,
eigen eflectiviteit, maatschappelijke participatie en het algemeen welbevinden werd
niet aangetroffen in het korte tijdsbestek van 3 maanden dat de onderzoekgroep werd
gevolgd. Aanbevolen werd om nader onderzoek te doen naar de determinanten van
maatschappelijke participatie en om aanvullend aan de cursus andere strategieen ter
bevordering van maatschappelijke participatie te organiseren. , ••••• • M-. :i>!<i

Het effect van ten voorlichtingsbijeenkomst over vergeetachligheid in de cursus
Succesvol Ouder Worden wordt beschreven in hoofdstuk 9. De doelstelling van de
voorlichtingsbijeenkomst was de bezorgdheid van ouderen over alledaagse
vergeetachtigheid en daaraan gekoppelde angst voor dementie weg te nemen. De
kenn is van de cursisten over factoren die het geheugen beinvloeden was toegenomen.
Ook ging van de voorlichting een effect nit op de eigen effectiviteit met betrekking
tot het leren omgaan met vergeetachtigheid. EH'ecten op de attitude ten aanzien van
het zieh zorgen maken over vergeetachtigheid en op de ervaren sociale invloed van
het taboe op vergeetachtigheid werden niet aangetroffen. Aanbevolen werd om nader
onderzoek te doen naar de werkiug van determinanten op be/.orgdheid over
vergeetachtigheid. De inzet van 'peers' en aandacht voor eigen effectiviteit op
verschillende levenslerreinen in geheugentrainingen werd aanbevolen.

In hoofdstuk 10 worden de volgende conciusies getrokken ten aanzien de
hoofdvraagstelling van het proefschrift betreffende het object en product van epide-
miologische diagnose, interventie-ontwikkeling en effectevaluatie. De nadruk van de
epidemiologische diagnoses bij Surinamers en ouderen lag te veel op de relatie tussen
gezondheidsuitkomstmaten en onveranderbare achtergrondkenmerken, zoals
geslacht en leeftijd. Onvoldoende aandacht werd besteed aan veränderbare
gezondheidsgedrag of -leefstijl. Dit was mogelijk de reden waarom aan de epidemi-
ologische diagnose bij Surinamers geen vervolg werd gegeven in de vorm van een
interventie. De onderzoeken terondersteuningvan interventie-ontwikkelingleverden
de volgende producten op: specificatie van programmadoeleinden van Aids-
voorlichting aan Turkse en Marokkaanse mannen, identificatie van determinanlen
van condoomgebruik, differentiate van doelgroepen, inschatting van de adoptie van
de cursus Succesvol Ouder Worden door doelgroepen van ouderen, en inzicht in de
tevredenheid van intennediairen met gehanteerde 'linkage' strategieen teneinde
programmaplannen af te stemmen op behoeftes. Een onderbouwing van de
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determinanten van gedrag die onderwerp waren van het project seniorenvoorlichting
was onvoldoende aanwe/.ig. De conclusie ten aanzien van de effectevaluatie van de
'peer' voorlichtingsprqjecten Aids-Vetc en seniorenvoorlichting was, dat slechts een
gedeelte van de leerdoelen, ofwel verandering van determinanten van gedrag, werd
bereikt. De bereikte effecten waren veelal klein tot middelmaiig. Echter, bij de
beoordeling van de effecten moet rekening worden gehouden met 'ruis' van
onderzoek in de praktijksitualie, in vergelijking tot het ideaal van de RCT in een
laboratorium situatie. Bovendien zijn de kosten van inzet van 'peer' voorlichters
relatief laag.
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De onderzoeken hebben laten zien dat de planning van gezondheidsbevorderings-
progranuna's kan starten met epidemiologische diagnose, interventieontwikkeling
of effectevaluatie. Ongeacht in welke fase er wordt gestart, dient er wel voldoende
aandacht le zijn voor de andere Subsystemen. Aanbevolen wordt om in elke fase van
de planning van gezondheidsbevordering meer te anticiperen op de behoefte aan
informatie benodigd bij de andere Subsystemen, evenals meer gebruik te maken van
de beschikbare informatie. Informatie over gezondheidsleefstijlen en determinanten
van gedrag zou indien niogelijk moeten worden verzameld in surveys. Al aan het begin
van interventie-ontwikkeling moeten evaluatie-criteria worden geformuleerd voor het
succes of falen van een prograninia. Ook zou in een vroeg stadium de doelgroep meer
moeten worden betrokken bij interventieontwikkeling, bijvoorbeeld wanneer de
behoeftes van de doelgroep worden onderzocht bij de diagnose van gezondheidspro-
bJemen. Bij interventieonttvikkeling zouden voorlichtingsstrategieen en -materialen
metT moeten worden afgestemd op theorieen en melhoden van gedragsverandering.
Zowel panic ularistisch onderzoek als algemeen wetenschappelijk onderzoek, waarbij
(l(il)'en en universiteiten inlensief samenwerken, kunnen de planning van gezond-
heidsbevordering ondersteunen.
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Epidemiologists, health educators, policy makers and research scientists are active from

day to day in developing health promotion programs at the local level. This thesis

comprises empirical studies in support of the planning of these programs. The studies

are examples of planned epidemiological diagnosis, intervention development and effect

evaluation in the fields of migrant groups, AIDS education, and interventions for older

adults. The reader will learn about the object and product of today's practice of local

health promotion and opportunities for improvement of program planning.




