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A comprehensive review concluded that indi-
vidually adapted behavior-change programs are
effective and strongly recommended for increas-
ing physical activity at the community level.!
The efficacy of these programs has been docu-
mented in older populations,*® yet evidence-
based physical activity interventions have not
been widely applied and tested in public health
practice and other nonresearch settings.* It is
unclear whether evidence-based programs can
produce similar outcomes and reach broad tar-
get populations when delivered in community
practice settings.” It is necessary to understand
and evaluate translational efforts of efficacious
physical activity interventions®® to determine
their public health impact.®

The National Blueprint™ was developed in
2001 with input from 46 organizations. It out-
lines broad strategies that are expected to in-
crease physical activity among older adults. De-
spite being an influential document in the area
of physical activity and aging, physical activity
programming for older adults in the community
is typically not evidence-based, does not incor-
porate behavior-change theory, and does not
include evaluation." Increased physical activity
at the population level is only likely to occur
when efficacious interventions are translated
for widespread use in community settings.®

Active for Life was designed to address
major gaps in the science and practice litera-
tures by examining the translation of 2 effica-
cious, theory-based > physical activity inter-
ventions to community settings. The primary
aims of the outcome evaluation were (1) to
evaluate 2 evidence-based physical activity
interventions on self-reported physical activity
in community settings, (2) to evaluate the im-
pact of these interventions on specific quality-
of-life outcomes related to physical activity,
and (3) to determine whether the program

Objectives. Translating efficacious interventions into practice within community
settings is a major public health challenge. We evaluated the effects of 2 evidence-
based physical activity interventions on self-reported physical activity and re-
lated outcomes in midlife and older adults.

Methods. Four community-based organizations implemented Active Choices,
a 6-month, telephone-based program, and 5 implemented Active Living Every
Day, a 20-week, group-based program. Both programs emphasize behavioral
skills necessary to become more physically active. Participants completed pretest
and posttest surveys.

Results. Participants (n=838) were aged an average of 68.4 +9.4 years, 80.6%
were women, and 64.1% were non-Hispanic White. Seventy-two percent returned
posttest surveys. Intent-to-treat analyses found statistically significant increases
in moderate-to-vigorous physical activity and total physical activity, decreases
in depressive symptoms and stress, increases in satisfaction with body appear-
ance and function, and decreases in body mass index.

Conclusions. The first year of Active for Life demonstrated that Active Choices
and Active Living Every Day, 2 evidence-based physical activity programs, can be
successfully translated into community settings with diverse populations. Further,
the magnitudes of change in outcomes were similar to those reported in the ef-
ficacy trials. (Am J Public Health. 2006;96:XXX-XXX. doi:10.2105/AJPH.2005.

074690)

reaches a more diverse sample of older adults
than was reached in controlled research set-
tings. It was hypothesized that both physical
activity programs would lead to increased
physical activity and improved physical
activity—related outcomes and that Active for
Life would recruit a more diverse sample
compared with the evidence-based programs
on which it was based. The outcomes for the
first year are described.

METHODS

Program Overview

Detailed information about Active for Life
can be found at http://www.activeforlife.info.
Two evidence-based programs, Active Choices
(AC; Stanford University) and Active Living
Every Day (ALED; The Cooper Institute, Dal-
las, Tex, and Human Kinetics Inc, Champaign,
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111), were selected for translation and evalua-
tion. These 2 programs met the criteria of
(1) being successful in increasing physical ac-
tivity in adults aged 50 years and older,
(2) being based on behavioral theories, (3) in-
cluding intervention manuals, and (4) having
been tested in multiple settings with a variety
of participants. Both programs help partici-
pants develop behavioral skills needed to build
moderate physical activity into their daily lives.
Active Choices is a 6-month program deliv-
ered through 1 face-to-face meeting followed
by one-on-one telephone counseling.™*"" Par-
ticipants receive biweekly telephone calls for
the first 2 months and monthly telephone
calls for the last 4 months (up to 8 calls total).
Counseling is tailored to the person’s readi-
ness for change™ and emphasizes key social
cognitive theory™ constructs (e.g., social sup-
port, self-regulation, self-efficacy).
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Active Living Every Day is a 20-week pro-
gram delivered in a group setting.'®" Partici-
pants come together to learn behavior-change
principles consistent with social cognitive the-
ory™ and the transtheoretical model.”* Partici-
pants are encouraged to provide support to
one another and share successes and chal-
lenges. Applicant sites chose which program
they wanted to implement, then justified their
choice in a grant award competition (473 ap-
plications were received).

Grantees and Intervention Staff

The 9 successful grantees demonstrated
their ability to recruit a diverse sample and
participate in an evaluation, as well as the ca-
pacity to implement a large-scale program.
Characteristics of these grantees are shown in
Table 1. Grantees have local community part-
ners who inform recruitment and program-
matic activities. These partnerships allow
grantees to enhance the representativeness of
populations recruited. Most grantees had of-
fered some type of physical activity programs
previous to Active for Life.

Each grantee strived to recruit 100 partici-
pants in the first year of the study (beginning
March 2003). Over the 4-year period, we ex-
pect that each grantee will recruit approxi-
mately 900 participants into Active for Life,
for a total of approximately 8000 participants
across communities.

Intervention staff were employed by the
lead organization and trained and certified by
program developers who were also available
throughout the project to provide technical
assistance. The National Program Office pro-
vided technical assistance for program mar-
keting, recruitment, budget management, and
sustainability planning. A detailed process
evaluation tracks intervention fidelity and use
of technical assistance and will be reported in
a future paper.

Participants

Recruitment strategies during the first year
were tailored by grantees to the communities
they targeted (Table 1). Participants had to
be 50 years or older (no upper limit), seden-
tary or underactive, and free of medical con-
ditions or disabilities that required higher
levels of supervision. Each grantee was re-
quired to design and implement a risk-man-
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agement strategy that included risk assess-
ment, participant education, and health care
provider involvement as appropriate (before
and during the program).

All sites used the revised Physical Activity
Readiness Questionnaire?® (PAR-Q) for risk
assessment. All sites educated participants on
risks of physical activity and methods to mini-
mize risks (also included in the consent form)
and included safety tips and information on
warning signs and symptoms. All sites advised
participants to start at a low level of activity
and gradually increase volume of activity
over time to reduce injury risks. At 2 sites,
participants who endorsed PAR-Q items were
required to obtain written medical approval
before starting the program. At the other
sites, participants were advised to discuss
positive PAR-Q items with their health care
provider, but were not routinely required to
obtain written medical approval. Program di-
rectors had the discretion to require medical
approval if deemed appropriate. This type of
approach has been shown to result in few ad-
verse events.”!

Measures

Participants reported their sociodemo-
graphic and health-related variables, includ-
ing date of birth (to compute age), race, eth-
nicity, marital status, gender, years of formal
education, income, height and weight (to
compute body mass index [BMI]*? in kg/m?),
health rating, and presence of chronic health
conditions.*?

Physical activity was determined with the
Community Healthy Activities Model Pro-
gram for Seniors (CHAMPS), a 41-item self-
report measure.** It includes activities typi-
cally undertaken by older adults for exercise,
activities undertaken in the course of their
day that are physical in nature, and recre-
ational activities that provide physical activity.
Minutes per week spent in moderate- and vig-
orous-intensity physical activities and in light-,
moderate-, and vigorous-intensity physical ac-
tivities (all physical activities) were derived.
The CHAMPS measure has strong psychome-
tric properties, including demonstrated valid-
ity,?® test—retest reliability,>> and sensitivity to
change.'®"**2%27 Underactive participants (as
defined below) have been shown to report an
average of about 3.0 hours per week of mod-

erate- and vigorous-intensity physical activity
from all sources.”® A secondary 3-item mea-
sure* assessed participation, frequency, and
duration of moderate- and vigorous-intensity
physical activities to classify participants as
sedentary (<10 min/wk), regularly active
(=30 min/d, =5 d/wk), or underactive (not
meeting criteria for sedentary or regularly ac-
tive) according to current recommendations.*®

For a measure of depressive symptoms,
participants completed the widely used 10-
item Center for Epidemiological Studies De-
pression Scale (CES-D).>*! Participants rated
the frequency with which they experienced
symptoms of depression during the past
week. Possible scores can range from O to 30
with higher scores indicating greater depres-
sive symptoms.

Participants also completed the 4-item ver-

3233 an ex-

sion of the Perceived Stress Scale,
tensively used questionnaire that was de-
signed to measure the degree to which
situations in one’s life are appraised as stress-
ful. Possible scores can range from O to 16
with higher scores indicating greater per-
ceived stress.

In addition, a scale developed as part of the
Activity Counseling Trial** measured satisfac-
tion with body function and appearance. Par-
ticipants rated their satisfaction over the past
4 weeks with 9 aspects of their body’s appear-
ance and function (e.g., overall level of physi-
cal fitness, muscle tone, shape, etc.) on a 7-
point scale. Two subscales were derived from
factor analysis: satisfaction with body appear-
ance (3 items) and satisfaction with body
function (6 items). Possible scores range from
-9 to +9 and —18 to +18, respectively, with
higher scores indicating greater satisfaction.

Design and Procedure

The original evidence-based studies of AC
and ALED used rigorous randomized con-
trolled designs. Active for Life was not de-
signed to demonstrate efficacy of AC or
ALED nor to compare the 2 programs, but,
rather, to study translation of research to
practice by examining whether the magni-
tude of effects was comparable in commu-
nity settings to what has been reported in
controlled research settings and to examine
the representativeness (or reach) of the sam-
ple. Thus, a randomized controlled design
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TABLE 1—Description of the Active for Life Grantees, Recruitment Target Populations,
and Most Common Recruitment Strategies, by Program Type

Grantee—Lead Organization

Type of
Organization

Typical Services
Provided

Target
Populations

Recruitment Strategies
(5 Most Frequent)

Blue Shield of California
(BSC), Woodland Hills

Church Health Center,
Memphis, Tenn

San Mateo County Health
Department, San Mateo,
Calif (additional site at
the Berkeley Public
Health Department,
Berkeley, Calif)

YMCA of Metropolitan
Chicago, Il

Council on Aging of
Southwestern Ohio,
Cincinnati

FirstHealth of the Carolinas,
Pinehurst, NC

Greater Detroit Area Health
Council, Mich

Jewish Council for the Aging
of Greater Washington,
Rockville, Md

The 0ASIS Institute, St Louis,
Mo (additional sites in
Pittsburgh, Pa, and San
Antonio, Texas)

Statewide nonprofit
health plan

Faith-based health
and community
development
organization

County and city
public health
departments

Nonprofit service
organization

Aging network
organization in
partnership with
county health
district and
hospital system

Nonprofit health care
delivery system

Regional, membership-
based health
coalition
addressing cost,
quality, and
access to
healthcare

Nonprofit human
service
organization

National nonprofit
adult learning
organization

Active Choices Program

Health plan and related benefits
including commercial and
individual insurance products
and government programs,
access to quality care at an
affordable cost

Affordable health care and health
promotion to uninsured
individuals, families, and
older adults

Health care and health
education services

Large health/fitness provider for all
ages and social service agency
offering childcare, youth
leadership/development,
job training/education,
housing, etc.

Sedentary BSC Medicare Advantage HMO and
Medicare supplement members aged 65+
years, targeted subgroups including
hard-to-reach Hispanic members and
members with diabetes who reside in Los
Angeles and Orange counties

Lapsed members of Hope and Healing Center,
churches, and low- to mid-income senior
centers in urban/inner city areas

Lower income, minority, at-risk older adults (at
risk in terms of health status, e.g.,
diabetes, heart disease, obesity)

Inactive and lapsed YMCA members in urban/
suburban areas, minority residents in
communities surrounding local YMCAs,
Chicago Department on Aging members

Active Living Every Day Program

Home health care, meals, and
essential public health
services

Health care, education, and
promotion services

Prevention, intervention strategies
to improve community health
status and consumer
decisionmaking

Programs and services focused on
assisting older adults to
maintain independence as
long as possible

Education programs andservices
designed to enhance quality
of life for diverse audiences
of mature adults
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Seniors graduating from direct service needs,
sedentary adults in 5-county area, senior
centers, churches

Retirees in resort areas; blue-collar,
mid-income, and rural adults
Underserved, urban African Americans

Older adults in suburban/urban areas in
Maryland, Northern Virginia, and the
District of Columbia; 35% ethnic minorities

Sedentary older adults in St Louis, Mo;
San Antonio, Texas; and Pittsburgh, Pa
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Presentations, telemarketing, special events,
new member orientations, direct mail

Presentations, flyers, telephone marketing,
special events, calendar listing

Presentations, special events, networking,
newspaper advertisements, flyers

Presentations, special events, direct mail,
brochures, newspaper articles

Brochures, presentations, direct mail, flyers,
newsletter (external)

Calendar listing, presentations, direct mail,
newspaper articles, flyers

Presentations, networking (church
congregations), special events, flyers,
radio

Presentations and exhibits, special events,
newspaper advertisements, newsletter
(external), calendar listing

Presentations, special events,
networking, newsletter (external),
brochures




was not deemed necessary or appropriate
for these community-based settings (see
Estabrooks and Gyurcsik® for a discussion
of the evaluation of translational projects).
Instead, a pre—post design was used.

All participants completed an informed
consent form that was approved by the insti-
tutional review boards of the University of
South Carolina and Texas A&M University
and review boards or legal departments at
the local grantee organizations. Participants
then completed a brief questionnaire that
collected personal and demographic informa-
tion. Finally, participants were given the
pretest survey and a postage-provided enve-
lope. Staff was available to assist participants
with lower literacy levels and cognitive or
sensory impairments. In some instances
where literacy levels were low among most
participants, staff members read survey items
out loud so that surveys could be completed
in a group setting with less reliance on read-
ing. Participants were encouraged to com-
plete the surveys without input from or dis-
cussion with other group members. Surveys
were completed and mailed directly to the
evaluation team, which reviewed them for
completeness, accuracy, and potential re-
sponse-set biases. Participants with these
types of problems were contacted via tele-
phone for clarification.

Start and end dates were used to track
dates for when to send the posttest surveys.
One ALED grantee that served a low literacy
population administered posttest surveys dur-
ing the 19th or 20th group session. For the
remaining 8 grantees, the posttest surveys
were sent directly to participants, along with
postage-paid envelopes, 2 weeks before the
scheduled completion of their program. Post-
card reminders and a second survey were
sent to nonresponders. Participants who re-
turned their pretest and/or posttest survey
entered a drawing for a $20 gift card to a
local retail store (1-in-25 chance).

Statistical Analyses

To address changes from pretest to posttest
in hours per week of moderate- and vigorous-
intensity physical activity, total physical activ-
ity, depressive symptoms, perceived stress,
satisfaction with body function and appear-
ance, and BMI, repeated measures analyses
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of covariance (using SAS Proc Mixed software
[SAS Institute Inc, Cary, NC]) were conducted
that controlled for site clustering, program
(AC vs ALED), race (White vs ethnic minor-
ity), gender, BMI, health rating, and education
(high school or fewer years vs some college
or college graduate). Moderate- and vigorous-
intensity physical activity and total physical
activity were highly positively skewed at
pretest and somewhat skewed at posttest. A
square root transformation was successfully
used to normalize these variables.

Participants were recruited from 12 geo-
graphic sites; therefore, all change analyses
took into account this site-level clustering
and accounted for the nesting of sites within
programs. All change analyses had 10 de-
grees of freedom.

Two types of change analyses were con-
ducted. First, we examined changes among
participants who had both pretest and
posttest data available (complete data). Be-
cause of missing data for variables of interest,
33 of the 608 who completed posttests were
excluded from these analyses, leaving a sam-
ple size of 575. Second, we conducted more
conservative analyses using an intent-to-treat
model. Because there is no control group in
Active for Life, these analyses assumed no
change in outcomes among those who did not
return posttest surveys by carrying forward
baseline values. Because of missing data for
variables of interest, 49 of the 847 partici-
pants were excluded from these analyses,
leaving a sample size of 798. Both types of
analyses were also conducted separately for
AC and ALED.

An effect size (d=[posttest mean — pretest
mean] / pretest standard deviation) using
means that were adjusted for site clustering,
program, race, gender, BMI, health rating, and
education was computed for each outcome.>®
Effect sizes of d=0.2 were considered small;
d=0.5, medium; and d=0.8, large.>®

RESULTS

Description of the Sample

A total of 838 participants were recruited
into Active for Life in the first year and com-
pleted pretest surveys. Recruitment numbers
ranged from 76 to 107 across grantees. The
screening and recruitment numbers are

shown in Figure 1. Participant characteristics
for the entire sample and separately by pro-
gram are reported in Table 2.

On average, AC participants were signifi-
cantly younger, heavier, and more physically
active than ALED participants. Active Choices
participants were also more likely than ALED
participants to be non-White or Hispanic and
less likely to have had a stroke. Consistent
with eligibility and screening, most partici-
pants were sedentary (43.1%) or underactive
(45.1%).

Analysis of Survey Nonresponders and
Participant Withdrawals

A total of 608 participants (275 AC and
333 ALED) returned their posttest surveys
(72% response rate). In data not shown but
available upon request, participants who re-
turned their posttest surveys were more
likely to be older, White, married, and to
have arthritis and osteoporosis compared
with participants who did not return posttest
surveys. Responders also had lower scores on
depressive symptoms and perceived stress,
and reported better overall health. Across
both programs, responders were more likely
to be White with fewer depressive symptoms.
Among AC participants, responders were
also more likely to be leaner, older, to have
osteoporosis, and to report lower perceived
stress. Among ALED participants, responders
were more likely to be married, healthier
(perceived rating), to have higher income,
and to have arthritis. All P values were less
than .05.

Sixty-nine participants (25 AC and 44
ALED; 8.2%) actively withdrew from the
program or the program and evaluation. Non-
Hispanic White participants were more likely
than participants from ethnic minority groups
to withdraw (10.0% vs 5.6%; P=.02), and
people with arthritis were less likely to with-
draw (5.8% vs 11.4%; P<.01). No other
variables were associated with study with-
drawal (data not shown).

Change Analyses

Table 3 presents adjusted mean scores
on the outcome variables for pretest and
posttest and effect sizes for these changes
for the entire sample and separately by pro-
gram. In analyses that used complete data
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1691 assessments for
Active for Life

v

844 assessments for
Active Choices

460 not included in study

+ 132 did not meet
eligibility

+ 19 completed
paperwork but did not
start (nonstarters)

+ 309 did not start
program in timeframe

Y

384 started program and completed
presurvey; 275 completed postsurvey

.

v

B47 assessments for
Active Living Every Day

393 notincluded in study
« 201 did not meet
eligibility
« 192 did not start
program in
timeframe

v

454 started program and completed presurvey;
333 completed postsurvey

'

14 withdrew from program and evaluation and were not
sent postsurveys (11 withdrew from program only)

34 withdrew from program and evaluation and were not
sent postsurveys (10 withdrew from program only

-

95 did not return postprogram survey

.

!

| 87 did not return postprogram survey

16 returned postsurveys but were excluded from
analyses because of missing data for dependent
variables or covariates

17 returned postsurveys but were excluded from
analyses because of missing data for dependent

v
[ asoincudedinpre-postamsyes |

started the program at a later time.

variables or covariates

316 included in pre-post analyses

Note. Community organizations tracked recruitment efforts at an aggregate level. Thus, assessment numbers refer to the
number of formal eligibility assessments conducted before and during the months in which participants were enrolled during
the first year of the study. Some individuals who were screened and not included during the first year of the study could have

(n=575), participants reported a significant
increase from pretest to posttest in moder-
ate- and vigorous-intensity physical activity
(t,,=11.67; P<.0001) and total physical
activity (t,,=13.53; P<.0001). Participants
reported improvements in satisfaction with
body appearance (t,,=11.22; P<.0001),
body function (t,,=10.39; P<.0001), de-
pressive symptoms (t,,=-3.14; P<.05), and
perceived stress (¢,,=-2.90; P<.05). Fi-
nally, BMI decreased (t,,=-5.19; P<.001).
When analyzed separately by program, all
effects remained statistically significant with
2 exceptions: depressive symptoms and per-
ceived stress for AC participants. The intent-
to-treat analyses yielded the same findings,
as shown in Table 3, although the magni-
tude of the changes was expectedly some-
what smaller.

FIGURE 1—Recruitment and retention of participants into the Active for Life program

DISCUSSION

Despite the availability of effective pro-
grams to increase physical activity in older
adults, few evidence-based programs have
been translated into community settings. In-
creasingly, researchers are being asked to
document the public health implications of
effective programs and move beyond purely
efficacy-based studies,* *®*" and projects like
Active for Life are responsive to this call.

When implemented in diverse community
settings by trained staff, both AC and ALED
increased physical activity and the magnitude
of increase (effect size) was comparable to
that seen in the randomized trials on which
they were based, where d=0.38 to d=0.64,
depending on the outcome.”'*** In Active
for Life, moderate- and vigorous-intensity
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physical activity increased by 2.12 hours per
week (d=0.50) and total activity increased
by 3.84 hours per week (d=0.51), translating
into comparable medium effects. Both pro-
grams emphasize building routine lifestyle ac-
tivity into one’s day, thus explaining the in-
creases seen in both low- and moderate-
intensity physical activity. It is important to
note that the randomized trials followed par-
ticipants for longer periods of time, and it is
not known whether the changes reported at
the completion of Active for Life were main-
tained over time.

Physical activity—related quality-of-life out-
comes also improved as a result of the pro-
grams. Satisfaction with body function, a do-
main particularly relevant to older adults who
are at increased risk of functional decline,®
moderately improved from pretest to posttest
(d=0.45). As is common in participants who
volunteer for research studies, Active for Life
participants had low levels of depressive
symptoms and perceived stress, and, there-
fore, these measures were subject to floor ef-
fects.?® Furthermore, those with higher levels
of depressive (for AC and ALED) and stress-
related symptoms (for AC) were less likely to
return posttest surveys. The smaller improve-
ments in mental health domains are consis-
tent with the literature on evidence-based
physical activity programs. In addition, al-
though reductions in depressive symptoms
and perceived stress were significant for
ALED, they were not for AC. These findings
for AC are inconsistent with 2 previous stud-
ies of middle-aged and older adults™*° and
are unlikely to be caused by format differ-
ences. Findings might be attributed to lower
statistical power in AC (fewer sites and partic-
ipants), differential nonresponse (AC partici-
pants reporting greater stress were less likely
to return a postprogram survey), or other dif-
ferences in AC versus ALED participants in
this particular study.

It is important for translational projects to
extend evidence-based findings to more rep-
resentative populations. Like most controlled
research on interventions for physical activity,
the original randomized trials of AC and
ALED recruited sedentary or underactive
older adults. However, these participants
were more than 80% White, highly educated
with few chronic health conditions, and, for

Wilcox et al. | Peer Reviewed | Research and Practice | 5



| RESEARCH AND PRACTICE |

TABLE 2—Unadjusted Baseline Demographic and Health-Related Characteristics of Active
for Life Participants Overall (n=838) and by Program Type

PValue
Entire Sample AC ALED Comparing
Characteristic (n=838), % (n=384),% (n=454),% AC and ALED
Age,’ years
Mean (SD) 68.4 (9.4) 65.9 (9.8) 70.6 (8.6) <.001
50-64 years 35.4 45.0 213
65-74 years 39.3 35.2 42.8
>75 years 25.3 19.8 29.9
Race/ ethnicity** <001
White 64.1 57.8 69.4
Black/African American 29.8 324 21.7
Asian 2.0 32 0.9
Native Hawaiian/Pacific Islander 0.2 0.5 0.0
Reporting 2 groups 12 1.3 11
Other 2.7 48 0.9
Ethnicity and gender
Hispanic/Latino,” % 6.1 10.1 2.7 <001
Women,® % 80.6 783 82.6 12
Education”® 14
Less than high school 89 9.1 8.7
High school or GED 232 20.4 25.6
Some college 34.7 35.2 34.3
College graduate 33.2 35.2 314
Income’ 10
<$30000 49.7 51.4 482
$30000-$59999 30.8 324 29.4
>$60000 19.4 16.2 225
Marital status™® 08
Married or member of unmarried couple 42.6 39.4 45.3
Divorced 19.6 249 15.1
Widowed 27.0 23.9 29.6
Separated 1.7 2.1 13
Never married 9.2 9.7 8.7
BMI," kg/m?
Mean (SD) 29.8(6.8) 30.5(7.1) 29.2 (6.4) .01
Underweight (BMI<18.5) 0.2 0.0 0.5
Normal weight (BMI =18.6-24.9) 239 23.6 241
Overweight (BMI=25.0-29.9) 34.0 30.0 375
Obese (BMI=30.0) 41.8 46.4 379
Health conditions
Diabetes, % 20.4 212 19.6 57
Hypertension,’ % 55.7 54.4 56.8 .50
Arthritis, % 60.6 61.3 60.1 74
Coronary heart disease, % 146 136 15.4 46
Stroke,' % 6.7 43 8.7 01
Osteoporosis,™ % 22.9 23.1 22.7 .89
Continued
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ALED, relatively young (3560 years),**~164¢
Thus, these studies are high in internal valid-
ity but weaker in external validity. The first
year of Active for Life has addressed external
validity of AC and ALED, because targeted
samples were enrolled that were similar to the
older US population for race* (with oversam-
pling of Black and undersampling of White
participants), chronic health conditions,****
and health ratings.**** Participants were more
likely to be obese and less likely to be normal
weight than the older US population.** Al-
though participants had higher educational
levels relative to the older US population,“z"‘3
they were less educated than participants in
the AC and ALED randomized trials.

One constraint on representativeness is that
individuals who seek out such programs tend
to be more motivated for change. However, in
the real world it is precisely such individuals
that would make use of this kind of program-
ming, and the Active for Life grantees were
diverse, real-world organizations. Thus, this
study extends the literature by moving from
efficacy toward effectiveness and allowing us
to generalize to a population that is more rep-
resentative of those who could realistically be
reached by physical activity programs.

Several limitations should be considered
when interpreting our findings. To reduce
grantee and participant burden, we relied ex-
clusively on self-report data. Although a weak-
ness, the primary study outcome (CHAMPS)
correlated moderately with objective physical
activity measures, objective measures of phys-
ical functioning, and quality of life in other
studies.***>*” The evidence-based studies of
AC and ALED used subjective as well as ob-
jective measures of physical activity, fitness,
and functional performance and showed
similar increases in these objective mea-
sures.”~'%!® Social desirability is the major
concern related to self-report data. Yet, our
pattern of results does not support a social
desirability bias. Because all measures were
self-reported, one might expect similar effect
sizes across outcomes. However, effect sizes
varied by outcome and were consistent with
the literature.

A second limitation is that participants who
returned posttest surveys differed from those
who did not (28% of the sample). Responders
were significantly older, White, and college
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Health rating," range: 1 to 5

Mean (SD) 29(0.8)

Excellent score=1 5.2

Very good score=2 23.3

Good score=3 479

Fair score=4 21.5

Poor score =5 22
Physical activity

Moderate and vigorous CHAMPS 25(39)

physical activity,’ h/wk (SD)

Total CHAMPS physical activity,” h/wk (SD) 8.0(7.2)
Physical activity recommendations’

Sedentary 431

Underactive 45.1

Regularly active 11.8
Quality of life

Depressive symptoms,’ range: 0 to 30 (SD) 5.9 (5.0)

Perceived stress,” range: 0 to 16 (SD) 4.7(3.0)

Satisfaction with body appearance,’ -3.0(5.2)

range: -9 to +9 (SD)
Satisfaction with body function,’ -3.2(9.6)

range: -18 to +18 (SD)

2.9(0.9) 2.9(0.8) 94
6.5 40
225 239
445 50.8
24.9 186
16 2.7
2.8(3.9) 2.2(3.9) 02
8.9(7.4) 73(1.0) <01
03
383 471
493 416
124 112
5.9 (5.0) 5.9 (5.0) 90
4729 48(3.1) 82
-33(5.1 -2.7(5.3) 10
-34(9.3) -31(9.9) 4

n=835.

°n=832.
n=770.
°n=836.
n=736.
¢n=831.
"n=808.
ih=815.
In=826.
fn=823.
=824,
™ =825.
=829
°n=838.
Pn=847.
n=830.
'n=831.
1=828.

educated; more likely to have arthritis and
osteoporosis yet rate their health as better;
and less likely to report depressive symptoms
and stress than nonresponders. If participants
with greater symptoms of depression and
stress remained in the study, it is likely that
they would have benefited to an even greater
extent than participants observed given that
reductions in depression and stress were
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Notes. AC=Active Choices; ALED =Active Living Every Day; SD =standard deviation; GED = general equivalency diploma;
BMI=body mass index; CHAMPS = Community Health Activities Model Program for Seniors. Reported means, standard
deviations, frequencies, and P values were not adjusted for design characteristics and clustering.

®This variable was dichotomized prior to testing for group differences: married or member of unmarried couple versus not
married, White versus not-White race, high school or less versus greater than high school education.

found even among a population with very low
levels of these symptoms. When considering
the translation of these programs into the
community, the evidence base for the types
of individuals who did not return surveys may
not be as strong as for those who did. Future
papers will examine whether intervention ef-
fectiveness differed by participant health and
sociodemographic characteristics.

The third major limitation is that data re-
garding the maintenance of behavior change
were not collected. Finally, it is not clear
whether small, community-based organiza-
tions with fewer resources would show
comparable success in implementing these
programs.

These limitations notwithstanding, our find-
ings have implications for community-based
practice and translational research. Public
health practitioners and health care providers
can be assured that older adults can and do
change as a result of behavioral interventions.
Active for Life is also responsive to a call to
conduct research that has greater public
health relevance. %

Although efficacy studies are a critical first
step in the research process, all too often ef-
fective behavioral programs do not impact
communities because they are never trans-
lated broadly. Active for Life will reach at
least 8000 diverse older adults over a 4-year
period, and the community organizations
funded in this initiative are currently working
on sustainability plans to ensure continued
reach over time. Active for Life may serve as
a useful model regarding how to translate
evidence-based programs and how to evalu-
ate the translational process. Future papers
will focus on recruitment, intervention moder-
ators (including environmental factors), pro-
cess evaluation, and sustainability. ®
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