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Abstract: Background: An 8-week educational intervention co-taught by medical students and fac-
ulty was designed to foster communication between clinical researchers and populations of interest
to ultimately increase participation in clinical research by older adults, including underrepresented
groups. Weekly topics focused on age-related changes and health conditions, socio-contextual factors
impacting aging populations, and wellness strategies. Objectives: To evaluate the successes and
weaknesses of an educational intervention aimed at increasing the participation of older adults in
clinical research. Design: A focus group was assembled after an 8-week educational intervention, ti-
tled DREAMS, to obtain participants’ feedback on the program, following a pre-formulated interview
guide. Settings: Participants were interviewed in a health center office environment in the United
States of America in April of 2016. Participants: A post-intervention focus group was conducted
with a group of eight older adults (mean age = 75.8 ± 11.4 years) from 51 total participants who
completed the intervention. Methods: The focus group was interviewed loosely following a pre-
formed question guide. Participants were encouraged to give honest feedback. The conversation was
recorded, transcribed verbatim, and analyzed using thematic analyses. Results: While participants
viewed most aspects of the study as a success and stated that it was a productive learning experience,
most participants had suggestions for improvements in the program content and implementation.
Specifically, the composition of and direction to small breakout groups should be carefully considered
and planned in this population, and attention should be paid to the delivery of sensitive topic such
as death and dementia. A clear main benefit of this programmatic approach is the development of a
rapport amongst participants and between participants and clinical researchers. Conclusions: The re-
sults provide useful insights regarding improving participation among hard-to-reach and historically
underrepresented groups of older adults in clinical research. Future iterations of this program and
similar educational interventions can use these findings to better achieve the programmatic objectives.

Keywords: barriers; facilitators; educational programs; clinical research; participation

1. Introduction

The DREAMS (Developing a Research Participation Enhancement and Advocacy
Training Program for Diverse Seniors) project is a two-part educational intervention target-
ing older adults to improve health literacy, to increase participation in future clinical trials

Healthcare 2023, 11, 2679. https://doi.org/10.3390/healthcare11192679 https://www.mdpi.com/journal/healthcare

https://doi.org/10.3390/healthcare11192679
https://doi.org/10.3390/healthcare11192679
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/healthcare
https://www.mdpi.com
https://orcid.org/0000-0001-9484-1537
https://orcid.org/0000-0003-1833-0051
https://orcid.org/0000-0001-5820-3845
https://doi.org/10.3390/healthcare11192679
https://www.mdpi.com/journal/healthcare
https://www.mdpi.com/article/10.3390/healthcare11192679?type=check_update&version=2


Healthcare 2023, 11, 2679 2 of 14

from multiple racial, ethnic and socioeconomic backgrounds, and to encourage participants
to be research advocates [1]. The DREAMS project sought to expand research participation
in historically hard-to-reach populations, especially older adults, because limited diversity
hinders progress in reducing health disparities [2], which is a national priority [3].

Older adults experience many age-related physiological changes that can result in
increased difficulty performing activities of daily living, more falls, cognitive impairment,
and other forms of functional deterioration. Many of these effects could be mitigated
with increased awareness of physiological changes to better prepare older adults and their
caregivers [4]. However, clinical investigators have not always sufficiently considered
the importance of older adult participation in clinical trials [5]. Reasons for exclusion
from research participation include ageism, a perceived lack of competence to participate,
complications related to obtaining informed consent, and the need to allow more time for
appointments to accommodate older individuals [6,7]. Barriers to the participation of older
adults in research include transportation factors, unwillingness to undergo uncomfortable
or risky procedures, poor vision, home responsibilities, mistrust of researchers, and low
educational attainment [8,9]. Therefore, many of these barriers can be addressed through
education and awareness of the purpose of clinical research, as well as through education
of the researchers themselves about their biased perceptions of older research participants.

Similar to the barriers facing older adults, racial inequality in clinical trials is a well-
documented phenomenon. The National Institutes of Health (NIH) Revitalization Act of
1993 requires NIH-funded clinical trials to include women and minorities as participants
and assess outcomes by sex and race or ethnicity; however, targets for improving minority
participation in research have not been met [10–13]. Nearly 40% of the population in
the United States identifies as a racial or ethnic minority [14], but these racial and eth-
nic minorities are underrepresented in numerous domains of research, including cystic
fibrosis [15], cancer [16,17], bipolar disorder [18], diabetes [19], cardiovascular disease [20],
biobanking [21], and other research arenas, despite evidence that many illnesses and poorer
health outcomes disproportionately burden underrepresented minority groups [22]. Focus
groups with Black adults have suggested that fear and mistrust of the research and med-
ical communities [23], lack of information, and knowledge of historical research-related
aggrievances are major barriers to getting members of this community to volunteer as
research participants [24]. Given the intersection of age and race, older, low-income adults
of racial and ethnic minorities are particularly vulnerable to adverse health outcomes [2].
And with the fraught history of mistreatment of minority and disadvantaged groups by re-
searchers [25], it is critical to have open dialogues with members of these groups to discuss
the importance of research participation and to build participant trust in researchers and
the clinical research process [26,27].

Focus groups conducted as part of a qualitative formative evaluation aimed at identi-
fying potential barriers and facilitators before the implementation of DREAMS found that
mistrust of the medical community and the belief that research is primarily conducted for
profit as opposed to for the benefit of patients were major barriers [28]. This information
was used to inform the implementation of the DREAMS project, which took place from
2015 to 2016 with four cohorts of older adults living in the southeastern United States whose
sociodemographic makeup matched the locale [29–31]. This paper reports findings from
a retrospective interpretive qualitative evaluation conducted post-DREAMS with eight
DREAMS participants. This evaluation was designed to inform how future iterations of
the DREAMS program could be enhanced through suggestions provided in a focus group
format with the ultimate goal of improving the experiences of older adults throughout the
clinical research process.

2. Methods

This study was approved by the Emory University Institutional Review Board (IRB00080676).
All participants provided written informed consent before participation.
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2.1. Study Background: The DREAMS Program

The DREAMS project is an educational intervention developed to increase participa-
tion opportunities in all phases of the research process for older adults. DREAMS was
inspired by the previous work of the authors, who had coordinated interactive lectures
given by university faculty for older adults over several years [28,30–35]. Adults aged
55 years and older from across Metro Atlanta were recruited via several methods. Although
chronologically, 65 years is considered to be the youngest age of “older adults”, in the
southeastern United States, because of the high prevalence of comorbidities such as stroke,
diabetes, and high blood pressure, many individuals experience sociological and biological
aging before their chronological age [36–39]. Therefore, we enrolled participants who were
55 years of age or older. For the parent DREAMS project, the study team and partner
organizations posted fliers, delivered presentations to stakeholders, and met with housing
administrative staff of assisted living facilities who shared information with residents.
Strong efforts were made to be inclusive of all the older citizens in the nearby metro area.
Of the program participants, 41.3% were Black. Of note, the population of the city of
Atlanta is 48.2% Black [40], and that of the the greater Atlanta metro area is 36% Black [41].

DREAMS consisted of weekly 90 min sessions over eight consecutive weeks and was
delivered via interactive seminars focusing on health and wellness as well as educating
participants about current translational and clinical aging research. The program was
offered in four cohorts of approximately 20 to 25 participants who attended lectures together.
Sessions were co-taught by researchers, faculty, and medical students (Table 1). Each class
consisted of a 60 min lecture followed by a 30 min question and answer session. During
the lecture, a medical student presented general information about the topic (e.g., macular
degeneration) for the first 30 min. An expert or faculty member presented the second
30 min on current research information about the topic (e.g., research on therapies for
macular degeneration). The last 30 min consisted of a moderated, small group discussion
to encourage deeper processing of the learned information [31]. Participants were then
broken up into 4 or 5 breakout groups to discuss the information presented in the lecture.
The presenters and moderators each chose a group to join and were also encouraged to
move amongst different groups to further discussions.

Table 1. List of topics presented during the DREAMS program by course. Participants could choose
which course to take. Focus group participants by course: Course A = E1, E2, E4; Course B = E5, E6,
E7; Course C = E8, Course D = E3.

Topics Presented in the DREAMS Program

Session Course A Course B Course C Course D

Week 1 Research and Creativity in
Later Life

Research and Creativity in
Later Life

Research and Creativity in
Later Life

Research and Creativity in
Later Life

Week 2 Eyelid Ptosis and the
Impairment of Vision

Bladder Matters in
Aging Research

Role of Commensal Microbiota
in Health Span

Role of Commensal
Microbiota in Health Span

Week 3 End of Life, Palliative Care,
Assisted Living

Dementia Family
Caregiver Research

Tai Chi Studies: What have
we Learned

Macular Degeneration-
Fact or Fiction

Week 4 Hand Motor Function Social Determinants of
Health and Disparities

Neuromechanics Principles
in Rehabilitation

Patient Perception of the
Discharge Process

Week 5 Cardiovascular Health Research in Specialized
Nutrition Support Cognition in Aging Tai Chi Studies: What

have we Learned

Week 6 Dementia Family
Caregiver Research

Role of Commensal
Microbiota in Health Span Eye health Cognition, Anesthesia

and Older Adults

Week 7 Role of Commensal
Microbiota in Health Span

Common Causes of
Vision Loss

Cognition, Anesthesia
and Older Adults

Pneumococcal Carriage
Study in the Elderly

Week 8 Urinary Incontinence End of Life, Palliative
Care, Assisted Living

Balance and Falls in Individuals
with Parkinson’s Disease

Balance and Falls in
Individuals with

Parkinson’s Disease
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2.2. Focus Group Participants

Fifty-one participants completed DREAMS [28], which was defined as completing at
least six of the eight lessons. Because of the need for focus groups to be intimate, a group
size of 8 was ideal, and recruitment for the post-DREAMS focus group was ended after
8 participants had volunteered to participate (Figure 1). Sociodemographic information can
be found in Table 2. The three men and five women who participated were an average of
75.8 ± 11.4 years old, had 3.0 ± 1.9 comorbidities, took 6.0 ± 5.3 medications, and mostly
drove their own vehicle (75%). Six of the participants were White, one was Black, and one
was multiracial. Six participants were retired. Participants were at moderate risk for loss of
function in performing activities of daily living (ADL), indicated by composite physical
function (CPF) scores at or below 18 (out of 24). All participants had at least some college
education and were generally highly educated, with 17.5 ± 2.0 years of education.
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Figure 1. Summary of methods. A focus group consisting of 8 participants who volunteered out of
a group of 51 participants of the DREAMS program, which consisted of 60 min interactive lectures
once a week for 8 weeks followed by 30 min small group discussions, was created. The interview of
the focus group members was recorded and transcribed. Afterwards, the transcription underwent
thematic coding to elucidate common themes.

2.3. Focus Group Questions

The semi-structured guide administered to participants began with questions assess-
ing their expectations regarding their participation in DREAMS. They were asked about
their expected or unexpected experiences and/or outcomes (Supplementary Material File
S1: Interview Guide). We probed their thoughts on the process and design of DREAMS, the
diversity of DREAMS and research in general, the presenters and medical students, and
the employment of small group discussions (breakout groups) after lectures. We finished
by asking participants for recommendations on future lecture topics and changes to the dis-
cussion group format, and we encouraged participants to share any other general thoughts
they had on the program. Questions about strengths, weaknesses, and recommendations
for future iterations of DREAMS were asked to assess the potential for translation into a
larger public health program and to provide a basis for a future formative evaluation of
expanded versions of DREAMS [42].
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Table 2. Descriptive summary of focus group participants (n = 8). All participants were healthy older
adults. * Average excludes those who are not yet retired.

Post-DREAMS Focus Group Characteristics of Sample, n = 8

Variable Number (%) or Mean (SD)

English First Language 7 (87.5%)

Race/Ethnicity

White 6 (75.0%)

Black 1 (12.5%)

Multiracial 1 (12.5%)

Occupation Status

Full Time 1 (12.5%)

Part Time 1 (12.5%)

Homemaker 1 (12.5%)

Retired 5 (62.5%)

Years Retired, M(SD) * 22.2 (21.9)

Education 17.3 (2.4)

Use of Assistive Walking Device

Always 1 (12.5%)

Sometimes 3 (37.5%)

Age in Years 75.8 (11.4)

Number of Comorbidities 3 (1.9)

Sex, M/F 3M/5F (37.5% M/62.5% F)

Marital Status

Single 1 (12.5%)

Married 3 (37.5%)

Separated/Divorced 1 (12.5%)

Widowed 3 (37.5%)

Housing

House/Apt/Condo 3 (37.5%)

Independent Senior Housing 4 (50.0%)

Assisted Living 1 (12.5%)

Transportation

Drive Own Vehicle 6 (75.0%)

Family/Friends Drive 1 (12.5%)

Transport Service 1 (12.5%)

Composite Physical Function/24 17.6 (5.4)

Number of Prescription Medications 6 (5.3)

2.4. Data Analysis

The focus group conversation was recorded and transcribed verbatim. NVIVO 11 soft-
ware was used to facilitate data analysis. Employing a thematic deductive and inductive
approach to analyze data [43], in the first stage of analysis, we created a codebook of a priori
codes based on the aims of the evaluation (e.g., to determine whether the program met ex-
pectations and identify areas for improvement). As analysis progressed, emergent themes
were added to the codebook. Two primary coders independently coded the transcript. A
secondary coder reviewed the coding of the primary coders and helped reconcile coding
differences. These initial codes provided the foundation for final theme identification [44].
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Each participant was assigned a unique alpha-numeric code: the letter “E” to designate
their participation in the focus group followed by a number.

3. Results

We identified seven key themes: diverse learning expectations, mixed opinions re-
garding instructors and topics, community-building aspects, limitations of the small group
format, uncomfortable topics, and reasons for participation. We outline these findings
below with a simplified outline arranged by topic in Table 3 and a concept indicator model
in Figure 2.

Table 3. Themes observed in focus group interview arranged by topic.

Recurrent Themes from Focus Group Interview

Topic Themes

Community Building

Welcome environment

Expectations met

Questions were valid

Gave a sense of purpose

Enjoyed coming to presentations

Diverse study population

Relatable/Friendly

Small group format does not work for everyone

Want more time with the presenter

Small group may limit discussion, especially if shy

Purpose of small group may not have been clear

Possible added pressure on participants

Enjoyed both student and expert presenters

Students were friendly and caring, overall a positive benefit

Quality instructors

Would prefer an expert to always be present even if a student is teaching

Topics covered

Good variation of topics

Learned a lot

Longer sessions to learn more

More topics related to old age including dentistry, arthritis, hearing,
technology, eyes, etc.
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3.1. Diverse Learning Expectations

All participants agreed that the program met their expectations. When participants
were asked to think back to their expectations of DREAMS before they began the course,
many participants recalled having had expectations that learning topics would mainly
focus on topics related to aging, with four of the eight participants stating that aging was
central to what they anticipated learning. Many responses focused on specific disease
states, with the most common one being dementia. Several participants reported that they
had initially been interested in topics that focused on how aging would affect themselves
or their loved ones. Participant E4 stated, “[I] wanted to learn more about the process of
aging and what life was like for me physically or mentally because my husband[‘s]. . .father
[was] buried about a year earlier with dementia. And I wanted to know what to look for
in myself or in my husband and different issues that may come about”. E7 said that she
wanted to learn about dementia because she “lost a couple of friends lately. And both of
them were a little bit younger than [herself] that have come down with Alzheimer’s”.

The second most common response (three out of eight) was that participants had no
expectation other than learning something new or interesting. When asked to think about
his initial expectations, E6 explained he “didn’t really have any preconceived ideas... [and]
did not know what to expect”. Participant E8 answered that he “didn’t exactly know what
to expect, but. . .thought it would be interesting, and it has been very interesting”.

3.2. Mixed Opinions Regarding Instructors and Topics

The quality of instructors, clinicians, clinical scientists, and medical students appealed
to many of the participants. Participants stated how much they appreciated both the
expertise of the professionals and the candor and intelligence of the medical students.
Participant E7 stated, “It was unexpected to have like experts in the field. I thought maybe
just anyone might be givin’ (sic) the talk.” E5 “thought it was great to be able to talk to the
doctors directly along with the nurses and the researchers”.

When speaking about the medical students, participant E2 reported, “I have been, the
last few years, a little despondent about what the new generation of doctors going to look
like. . .But seeing the students that came, they were so bright and so cheerful. . .[T]hat gave
me a lot of hope for the future”. Other participants agreed that the medical students were a
joyful and positive part of their experience, with one stating, “I’ve absolutely adopted [a
medical student]. I want to take him home with me”.

While the instructors were a favorable part of their experience, the lessons themselves
received mixed reactions from these participants. Many aspects of the presentations were
viewed positively, such as the variety of topics that were covered and the diversity of the
participant groups, which allowed for an engaging discussion on “age, culture, everything
and. . . really added a lot, cause it’s so different for everyone” (E5). However, the variability
of topics (Table 1) was viewed negatively by some participants because they felt that “some
of [the sessions] were better and some of them are not so good” (E3). Five participants felt
that the 90 min sessions were insufficient in terms of length of time. Specifically, in certain
sessions, the presenters did not have time to cover all the material they had prepared.
Participant E4 stated “Not getting to the end of the packet of each presenter was the only
thing I could think of as a negative”. Three of the participants suggested that the sessions
would have been better if they had been a full two hours long.

Participants also had many ideas for additional topics to include in the program,
including emotional aging, anxiety, memory, technology, dental, hearing, and vision. How-
ever, participants admitted that it would be hard to make a course selection perfect for
every participant.

3.3. Community-Building Aspects

The participants often stated that the program gave them a sense of purpose. They felt
that the environment in the group-learning sessions was welcoming, and the presenters
validated all their questions and encouraged future participation. E2 described presenters
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as being very responsive and “dignified our questions”. Specifically, the participants
reported enjoying their experiences with the program and “look[ed] forward to coming to
sessions because it (sic) was no stress involved” (E2).

Additionally, participants felt they could gain new relationships through the program
while learning about relevant, relatable topics that pertain to their age-group. E7 said that
she “made some wonderful friends” throughout the program. While three participants (E2,
E4 and E5) did not believe that they made friends in the program, they said they looked
forward to the sessions every week and that there were “lots of different people to interact
with” and “thought that was real interesting to see the different people who could converse
about certain things that were happening to them then and now or had happened to them
before, [which was] very profound, better than making a friend”.

Most participants proclaimed that they were excited to come every time and felt that
the staff was “super friendly”. E5 appreciated that they were able to talk directly to people
in the health professions. The participants agreed that the diversity of knowledge within
the group and what was presented made the experience interactive, educational, and
interesting, making them more curious about other topics relevant to their age-group and
research that deals with older adults. Most participants also enjoyed their interactions with
the medical students. However, participant E1 expressed that he would have preferred that
experts were present for the entire session, including the small group discussions, instead
of the medical student presenter because sometimes, he said, student presenters “couldn’t
answer questions. . .even though they tried”.

Four of the eight participants stated that they would do the program again if they
had the opportunity to do so and would recommend that their friends and colleagues
participate in something similar. E8 proclaimed that he knew he learned a lot and enjoyed
the experience and that he would “tell anyone who wanted to do it, ‘come on’”.

3.4. Limitations of the Small Group Format

Some participants felt that the small breakout groups held in the last half hour of the
sessions were not very effective. Several focus group participants felt they were missing
critical information if they were not placed in the small group with the expert presenter.
Participant E6 felt that the small groups may have limited discussion, especially if some
participants were shy and felt “pressured by them” to seem intelligent. E2 stated that in
small groups, “some people talk a lot”, which also limited the amount that all participants
could contribute to the discussions.

Another participant (E8) reported having a hard time hearing in some of the presenta-
tion sessions. E8 also did not like the small groups and would have preferred to have had
outlines or pre-prepared notes for the breakout groups because he felt that the different
small groups were not discussing the same topics. Three participants, E2, E4, and E5,
also agreed that they would have preferred a question guide for small groups to provide
more structure.

Given that hearing impairment is common amongst older adults [45], difficulty hearing
the presenters was mentioned as a barrier to enjoying the sessions, although the planners
of the program had been aware of such age-related issues. E8 said, “Hearing is one of
the things older people have problems with”, in reference to the speakers. Participant E2
agreed and stated, “I couldn’t hear [the presenters]”.

3.5. Some Topics Were Uncomfortable: Aging and Death

Five participants reported that some topics, along with the discussion about aging in
general, caused anxiety. For example, participant E4 reported that a friend who had started
the DREAMS program dropped out after the session on Alzheimer’s disease because her
mother had passed away from Alzheimer’s. She said, “I’m not ready for that, because
either I’m going to take care of my husband, or he’s going to take care of me”. Also related
to the Alzheimer’s lecture, E7 stated, “I learned a lot. . .enough to scare me”. Participant E5
said, “[O]ne thing that comes to my mind is the emotional part of aging. . .realizing you’re
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getting there. And you know your friends are dying and you may be the last one alive...it
can be very melancholy”.

3.6. Reasons for Participation: Recruitment

Although not central to the content of DREAMS, knowing which recruitment strategies
were most successful was of interest. When the facilitator asked, “How did you find out
about this study,” responses show that the most frequent way participants became involved
in this DREAMS research study was through outreach conducted by the DREAMS research
staff. Additionally, others saw a flyer promoting the study or were previously interested
in the topic due to personal circumstances such as being interested in dementia because a
loved one has dementia.

4. Discussion

The growth of patient and public involvement in research has been substantiated by a
holistic approach from service providers. Recruitment often fails to take into account what
participants hope to gain when entering medical studies [46]. This interpretive evaluation
provides valuable insights into how to facilitate educational programs for older adults and
meet expectations through addressing their needs and desires during the experience. Our
work agrees with other studies on the usefulness of examining program implementation
processes from the perspective of different individuals [47].

During this post-DREAMS focus group, several important barriers and facilitators
for the participation of older adults in research, expectations for the DREAMS program,
and suggestions for future educational interventions designed for older adult audiences
were identified.

4.1. Implementation Expectations

Four out of the eight focus group participants expected to learn more information about
aging, particularly information related to dementia before beginning the DREAMS program.
Others (three out of eight) did not have specific expectations, and just anticipated learning
something new and interesting. The participants’ responses underscore the importance of
providing engaging and relevant information. Furthermore, although participants knew
and expected aging-related topics, some participants, both in the larger group and in the
focus group, found the material difficult to process emotionally, given that the subject
matters brought up ideas of death and functional decline.

Other studies evaluating the expectations of older adults in the healthcare sphere
also emphasized the importance of the accessibility and trustworthiness of the presented
information [48]. Although topics on aging may be initially difficult to process, it has been
shown that older adults with lower expectations or knowledge regarding the aging process
tend to have lower levels of physical activity, thus contributing to poorer overall health [49].
A higher sense of self-efficacy in older adults is associated with lower health risk and better
health overall [50]; therefore, educational programs such as DREAMS may also contribute
to better health outcomes in older adults. The use of a focus group gives participants the
opportunity to challenge programs and for researchers to better tailor programs to the
needs and expectations of older adults, an attribute that could contribute to participants’
sense of control over their own health [51].

4.2. Implementation Successes

Social factors, including engagement with presenters and other participants, enhanced
participants’ experiences in DREAMS. Most participants found the clinical professionals
and medical students who taught the lessons to be an engaging and a favorable part of their
overall experience. Participants made connections with each other and with researchers.
Seeing the other members of their course cohort was a pleasure for some and may have
enhanced compliance with and attendance of the program.
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Importantly, social isolation is linked to worsened health outcomes [52]. In older
adults, a lack of socialization is associated with cognitive decline [53]. Increasing social ties
for older adults, even virtual ones, has protective effects against feelings of loneliness [54].
Additionally, socialization and social support have been found to be particularly important
for program participation and interpersonal engagement [51].

4.3. Effectiveness of Topics

The variety of lesson topics was perceived as both a positive and negative aspect
of DREAMS. The diversity of topics contributed to lively and intriguing discussions.
However, variability among topics resulted in a lack of interest among participants in
some of the lessons, likely due to the lack of personal relevance. In this audience with
mixed interests and backgrounds, although the program had an overall theme of aging,
presenting topics that engaged all participants was a challenge and perhaps not one that
can be easily addressed. On the other hand, it may be that the courses themselves and the
information that was delivered were less important than the building of relationships and
an emerging rapport between participants themselves as well as between participants and
health professionals/researchers.

4.4. Maintenance and Future Iterations of DREAMS

A definitive area for improving future educational programs for older adults is to be
more sensitive to age-related fears and stigma such as impending death, cognitive decline,
and sensory dysfunction. Given that several participants found the discussion of aging
to be emotional and/or stressful, more emphasis could be given to the positive aspects of
aging, such as gaining experience, obtaining knowledge, and being a resource to younger
generations to offset discussions about age-related diseases. While DREAMS made some
headway in the direction of discussing fraught and challenging topics of aging, future
work should involve a geropsychologist to learn how to best present information that is
deemed sensitive to older adults. While it is important to educate older adults and possible
future patient populations about pathological processes, maintaining independence and
quality of life initiatives are of vital importance for a growing and thriving older adult
population. Additionally, including information about ways to combat ageism and refute
negative cultural views about older adults would have been helpful to include.

Another area for improvement is providing more guidelines for communication
during program activities, particularly regarding the small group discussions, which
were perceived to have been limited by both the backgrounds of the small groups’ lead-
ers/moderators and the differing personality types present in each group. Specifically,
those who were not loud or assertive were not able to contribute their ideas as much
as they would have liked. Some potential solutions are to create a more structured and
uniform discussion, including a question guide, to recruit more active moderators who
are consistently present throughout the program, and to have the presenters rotate to each
small group, spending equal time with all the groups. This may also be addressed with
more presenters or longer sessions, as suggested by a few members of the focus group.
Additionally, providing the presenters with microphones during their presentations may
address the concerns of participants with hearing impairments. The presenters can also
encourage participants at the beginning of each lecture to speak up if they have difficulty
hearing to better titrate the volume and to also encourage discussion. Furthermore, time
management on the part of the moderators and presenters may improve satisfaction with
in-person educational programs.

5. Limitations

The major limitation of this study is that only 25% of the focus group consisted of
historically minoritized participants, compared to 50% of the larger study group, which
decreases the generalizability of these findings. Future studies should include more indi-
viduals from underrepresented groups, older adults with a lower socioeconomic status,
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and individuals with fewer years of education. These groups are often difficult to reach
and to recruit into studies yet would increase generalizability and the applicability of the
findings to the inclusion of disadvantaged groups in research. The original study occurred
in the large metropolitan area of Atlanta, which also limits the generalizability of these
results to this region.

Furthermore, because this focus group only consisted of 8 out of 51 participants who
volunteered to participate out of the larger DREAMS cohort, the validity and reliability
of these conclusions are limited. It was not directly discussed with the other DREAMS
participants why participation in the focus group was declined; therefore, the reasons for
the limited participation cannot be easily elucidated. Participation in this focus group may
be limited by time constraints, how much the participants enjoyed the larger DREAMS
project, and how open participants are about discussing their thoughts in a small group
setting, amongst other factors. It is likely that individuals with fewer barriers would have
attended this extra session, which we recognize as a limitation of this study.

Finally, there is limited concrete evidence to support that the participants of the larger
DREAMS study experienced heightened biological age compared to chronological age
aside from living in the southeastern United States. Therefore, generalizing the results
of this study, which included adults aged 55 and older, to the older adult population
may be inappropriate, since “older adults” is classically defined as those 65 and older.
The findings of this study therefore may be appropriately generalizable to adults aged
55 and older. Furthermore, it is important to note that the subject matters explored by the
DREAMS program and discussed by the focus group are relevant to the experiences of
older adult populations.

6. Conclusions

Overall, the DREAMS educational intervention program received generally positive
feedback from the focus group participants. Although the eight participants in the focus
group encompass a very small sample of the original DREAMS study cohort, they provided
valuable insights on areas were successful (educational, welcome environment, high-quality
instructors, and good variation of topics) and areas that could be improved upon (more time
with experts, greater facilitation of small group discussions, broader range of educational
topics). Future iterations of the DREAMS program will be able to implement these findings
to improve the educational experience of participants. Additionally, more initiatives to
increase accessibility (such as providing transportation) may improve the diversity in focus
groups in the future.

7. Future Directions

This paper provides important knowledge for future implementation of DREAMS.
Future efforts to improve the participation of older adults should cultivate an environment
for community building and personal growth. Additionally, future iterations of DREAMS
would benefit from consultations with geropsychologists who can offer helpful advice on
how to present more sensitive information to older adults and suggest future health-related
educational topics. Through the positive and open attitude of clinicians, researchers, and
medical professionals in training, meaningful opportunities for interaction between older
individuals from diverse backgrounds can be created to improve the health outcomes of
the aging population.

Supplementary Materials: The following supporting information can be downloaded at: https://www.
mdpi.com/article/10.3390/healthcare11192679/s1, Supplemental Material File S1: Interview Guide.

Author Contributions: M.E.H., A.A.B., D.L., H.A.S., T.T., M.M.P., A.R.H., M.E.H. and M.M.P. con-
ceived the study, A.A.B., D.L., H.A.S., T.T. and A.R.H. implemented the study and performed data
collection. T.T., D.L. and A.A.B. drafted the manuscript. M.E.H. and M.M.P. reviewed and edited
final drafts. All authors have read and agreed to the published version of the manuscript.

https://www.mdpi.com/article/10.3390/healthcare11192679/s1
https://www.mdpi.com/article/10.3390/healthcare11192679/s1


Healthcare 2023, 11, 2679 12 of 14

Funding: This work was supported by the Patient Centered Outcomes Research Institute (PCORI)
[grant 1099-EU]; and the National Parkinson Foundation [grant A01]. The funding body played no
role in the design of the study, the collection, analysis, and interpretation of data, or in the writing of
the manuscript.

Institutional Review Board Statement: This study was conducted in accordance with the Declaration
of Helsinki and approved by the Institutional Review Board of Emory University (IRB00080676;
approved 22 April 2015).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The datasets used and analyzed during the current study are available
from the corresponding author upon reasonable request due to privacy restrictions.

Acknowledgments: We would like to thank the participants and staff for their participation in this work.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Hackney, M.E.; Perkins, M.; Dillard, R.; Hart, A. DREAMS Toolkit. Available online: https://www.pcori.org/engagement/

engagement-resources/Engagement-Tool-Resource-Repository/dreams-toolkit (accessed on 15 April 2023).
2. Kaiser, B.L.; Thomas, G.R.; Bowers, B.J. A Case Study of Engaging Hard-to-Reach Participants in the Research Process: Community

Advisors on Research Design and Strategies (CARDS)(R). Res. Nurs. Health 2017, 40, 70–79. [CrossRef] [PubMed]
3. Purnell, T.S.; Calhoun, E.A.; Golden, S.H.; Halladay, J.R.; Krok-Schoen, J.L.; Appelhans, B.M.; Cooper, L.A. Achieving Health

Equity: Closing The Gaps In Health Care Disparities, Interventions, And Research. Health Aff. 2016, 35, 1410–1415. [CrossRef]
[PubMed]

4. Jaul, E.; Barron, J. Age-Related Diseases and Clinical and Public Health Implications for the 85 Years Old and Over Population.
Front. Public. Health 2017, 5, 335. [CrossRef] [PubMed]

5. Talarico, L.; Chen, G.; Pazdur, R. Enrollment of elderly patients in clinical trials for cancer drug registration: A 7-year experience
by the US Food and Drug Administration. J. Clin. Oncol. 2004, 22, 4626–4631. [CrossRef] [PubMed]

6. Jacelon, C. Older adults’ participation in research. Nurse Res. 2007, 14, 64–73. [CrossRef]
7. Barron, J.S.; Duffey, P.L.; Byrd, L.J.; Campbell, R.; Ferrucci, L. Informed consent for research participation in frail older persons.

Aging Clin. Exp. Res. 2004, 16, 79–85. [CrossRef]
8. Marcantonio, E.R.; Aneja, J.; Jones, R.N.; Alsop, D.C.; Fong, T.G.; Crosby, G.J.; Culley, D.J.; Cupples, L.A.; Inouye, S.K. Maximizing

Clinical Research Participation in Vulnerable Older Persons: Identification of Barriers and Motivators. J. Am. Geriatr. Soc. 2008, 56,
1522–1527. [CrossRef]

9. Goodrow, B.A. Limiting Factors in Reducing Participation in Older Adult Learning Opportunities. Gerontologist 1975, 15, 418–422.
[CrossRef]

10. Burchard, E.G.; Oh, S.S.; Foreman, M.G.; Celedón, J.C. Moving toward true inclusion of racial/ethnic minorities in federally
funded studies. A key step for achieving respiratory health equality in the United States. Am. J. Respir. Crit. Care Med. 2015, 191,
514–521. [CrossRef]

11. Geller, S.E.; Koch, A.R.; Roesch, P.; Filut, A.; Hallgren, E.; Carnes, M. The More Things Change, the More They Stay the Same: A
Study to Evaluate Compliance with Inclusion and Assessment of Women and Minorities in Randomized Controlled Trials. Acad.
Med. 2018, 93, 630–635. [CrossRef]

12. Pinn, V.W.; Roth, C.; Bates, A.C.; Lederhendler, I.; Jarema, K. Monitoring Adherence to The NIH Policy on The Inclu-
sion of Women and Minorities as Subjects In Clinical Research. Available online: http://orwh.od.nih.gov/inclusion/2009
AnnualTrackingInclusionComprehensiveRpt.pdf (accessed on 15 December 2018).

13. Chen, M.S., Jr.; Lara, P.N.; Dang, J.H.; Paterniti, D.A.; Kelly, K. Twenty years post-NIH Revitalization Act: Enhancing minority
participation in clinical trials (EMPaCT): Laying the groundwork for improving minority clinical trial accrual: Renewing the case
for enhancing minority participation in cancer clinical trials. Cancer 2014, 120, 1091–1096. [CrossRef]

14. Ghosh, I.; Visualizing the U.S. Population by Race. Available online: https://www.visualcapitalist.com/visualizing-u-s-
population-by-race/ (accessed on 10 May 2023).

15. McGarry, M.E.; McColley, S.A. Minorities Are Underrepresented in Clinical Trials of Pharmaceutical Agents for Cystic Fibrosis.
Ann. Am. Thorac. Soc. 2016, 13, 1721–1725. [CrossRef]

16. Murthy, V.H.; Krumholz, H.M.; Gross, C.P. Participation in cancer clinical trials: Race-, sex-, and age-based disparities. Jama 2004,
291, 2720–2726. [CrossRef]

17. Wallington, S.F.; Dash, C.; Sheppard, V.B.; Goode, T.D.; Oppong, B.A.; Dodson, E.E.; Hamilton, R.N.; Adams-Campbell, L.L.
Enrolling Minority and Underserved Populations in Cancer Clinical Research. Am. J. Prev. Med. 2016, 50, 111–117. [CrossRef]
[PubMed]

https://www.pcori.org/engagement/engagement-resources/Engagement-Tool-Resource-Repository/dreams-toolkit
https://www.pcori.org/engagement/engagement-resources/Engagement-Tool-Resource-Repository/dreams-toolkit
https://doi.org/10.1002/nur.21753
https://www.ncbi.nlm.nih.gov/pubmed/27686421
https://doi.org/10.1377/hlthaff.2016.0158
https://www.ncbi.nlm.nih.gov/pubmed/27503965
https://doi.org/10.3389/fpubh.2017.00335
https://www.ncbi.nlm.nih.gov/pubmed/29312916
https://doi.org/10.1200/JCO.2004.02.175
https://www.ncbi.nlm.nih.gov/pubmed/15542812
https://doi.org/10.7748/nr2007.07.14.4.64.c6044
https://doi.org/10.1007/BF03324536
https://doi.org/10.1111/j.1532-5415.2008.01829.x
https://doi.org/10.1093/geront/15.5_Part_1.418
https://doi.org/10.1164/rccm.201410-1944PP
https://doi.org/10.1097/ACM.0000000000002027
http://orwh.od.nih.gov/inclusion/2009AnnualTrackingInclusionComprehensiveRpt.pdf
http://orwh.od.nih.gov/inclusion/2009AnnualTrackingInclusionComprehensiveRpt.pdf
https://doi.org/10.1002/cncr.28575
https://www.visualcapitalist.com/visualizing-u-s-population-by-race/
https://www.visualcapitalist.com/visualizing-u-s-population-by-race/
https://doi.org/10.1513/AnnalsATS.201603-192BC
https://doi.org/10.1001/jama.291.22.2720
https://doi.org/10.1016/j.amepre.2015.07.036
https://www.ncbi.nlm.nih.gov/pubmed/26470805


Healthcare 2023, 11, 2679 13 of 14

18. Akinhanmi, M.O.; Biernacka, J.M.; Strakowski, S.M.; McElroy, S.L.; Balls Berry, J.E.; Merikangas, K.R.; Assari, S.; McInnis, M.G.;
Schulze, T.G.; LeBoyer, M.; et al. Racial disparities in bipolar disorder treatment and research: A call to action. Bipolar Disord.
2018, 20, 506–514. [CrossRef]

19. Sherman, L.D.; Hawkins, J.M.; Bonner, T. An Analysis of the Recruitment and Participation of African American Men in Type 2
Diabetes Self-Management Research: A Review of the Published Literature. Soc. Work. Public. Health 2017, 32, 38–48. [CrossRef]
[PubMed]

20. Nooruddin, M.; Scherr, C.; Friedman, P.; Subrahmanyam, R.; Banagan, J.; Moreno, D.; Sathyanarayanan, M.; Nutescu, E.; Jeyaram,
T.; Harris, M.; et al. Why African Americans say "No": A Study of Pharmacogenomic Research Participation. Ethn. Dis. 2020, 30,
159–166. [CrossRef]

21. Kim, P.; Milliken, E.L. Minority Participation in Biobanks: An Essential Key to Progress.; Humana Press: New York, NY, USA, 2019;
Volume 1987.

22. Schmotzer, G.L. Barriers and facilitators to participation of minorities in clinical trials. Ethn. Dis. 2012, 22, 226–230. [PubMed]
23. Smirnoff, M.; Wilets, I.; Ragin, D.F.; Adams, R.; Holohan, J.; Rhodes, R.; Winkel, G.; Ricci, E.M.; Clesca, C.; Richardson, L.D. A

paradigm for understanding trust and mistrust in medical research: The Community VOICES study. AJOB Empir. Bioeth. 2018, 9,
39–47. [CrossRef]

24. Hughes, T.B.; Varma, V.R.; Pettigrew, C.; Albert, M.S. African Americans and Clinical Research: Evidence Concerning Barriers
and Facilitators to Participation and Recruitment Recommendations. Gerontologist 2017, 57, 348–358. [CrossRef]

25. Scharff, D.P.; Mathews, K.J.; Jackson, P.; Hoffsuemmer, J.; Martin, E.; Edwards, D. More than Tuskegee: Understanding mistrust
about research participation. J. Health Care Poor Underserved 2010, 21, 879–897. [CrossRef] [PubMed]

26. Saadi, A.; Kim, A.Y.; Menkin, J.A.; Carrillo, C.A.; Reyes, C.E.; Sarkisian, C.A. Mistrust of Researchers Correlates with Stroke
Knowledge among Minority Seniors in a Community Intervention Trial. J. Stroke Cerebrovasc. Dis. 2020, 29, 104466. [CrossRef]

27. Yeager, D.S.; Purdie-Vaughns, V.; Hooper, S.Y.; Cohen, G.L. Loss of Institutional Trust Among Racial and Ethnic Minority
Adolescents: A Consequence of Procedural Injustice and a Cause of Life-Span Outcomes. Child Dev. 2017, 88, 658–676. [CrossRef]
[PubMed]

28. Perkins, M.M.; Hart, A.; Dillard, R.L.; Wincek, R.C.; Jones, D.E.; Hackney, M.E. A Formative Qualitative Evaluation to Inform
Implementation of a Research Participation Enhancement and Advocacy Training Program for Diverse Seniors: The DREAMS
Program. J. Appl. Gerontol. 2019, 38, 959–982. [CrossRef]

29. Royse, D.; Thyer, B.; Padgett, D. Program Evaluation: An Introduction; Wadsworth: Belmont, CA, USA, 2010.
30. Hart, A.R.; Dillard, R.; Perkins, M.M.; Vaughan, C.P.; Kinlaw, K.; McKay, J.L.; Waldrop-Valverde, D.; Hagen, K.; Wincek, R.C.;

Hackney, M.E. The DREAMS Team: Creating community partnerships through research advocacy training for diverse older
adults. Educ. Gerontol. 2017, 43, 440–450. [CrossRef] [PubMed]

31. Dillard, R.L.; Perkins, M.; Hart, A.; Li, C.; Wincek, R.; Jones, D.; Hackney, M.E. Research Advocacy Training Program Benefits
Diverse Older Adults in Participation, Self-Efficacy and Attitudes toward Research. Prog. Community Health Partnersh. 2018, 12,
367–380. [CrossRef] [PubMed]

32. Shah, A.R.; Ni, L.; Bay, A.A.; Hart, A.R.; Perkins, M.M.; Hackney, M.E. Remote versus In-Person Health Education: Feasibility,
Satisfaction, and Health Literacy for Diverse Older Adults. Health Educ. Behav. 2023, 50, 369–381. [CrossRef]

33. Shah, A.R.; Ni, L.; Bay, A.A.; Hart, A.R.; Perkins, M.M.; Hackney, M.E. Psychosocial Effects of Remote Reading with Telephone
Support versus In-Person Health Education for Diverse, Older Adults. J. Appl. Gerontol. 2023, 42, 59–66. [CrossRef]

34. Schindler, N.; Bay, A.A.; Perkins, M.M.; Jackson, J.; Ni, L.; Pothineni, S.; Wincek, R.; Hackney, M.E. Remote and in-person research
education for people with Parkinson’s disease and their care partners. Fam. Syst. Health 2022, 41, 26–43. [CrossRef] [PubMed]

35. Bay, A.; Prizer, L.; Orusa, A.; Hart, A.; Perkins, M.; Hackney, M. Effects of a Health Education and Research Participation
Enhancement Program on Participation and Autonomy in Diverse Older Adults. Gerontol. Geriatr. Med. 2020, 6, 2333721420924952.
[CrossRef]

36. Ashley, C.; Berry, S.D. The association between race and stroke prevalence in a patient cohort in Mississippi. Perspect. Health Inf.
Manag. 2021, 18.

37. Khan, M.M.; Roberson, S.; Reid, K.; Jordan, M. Prevalence and predictors of stroke among individuals with prediabetes and
diabetes in Florida. BMC Public Health 2022, 22, 1–11. [CrossRef] [PubMed]

38. Glover, L.M.; Cain-Shields, L.R.; Spruill, T.M.; O’Brien, E.C.; Barber, S.; Loehr, L.; Sims, M. Goal-striving stress and incident
cardiovascular disease in blacks: The Jackson Heart Study. J. Am. Heart Assoc. 2020, 9, e015707. [CrossRef]

39. Presley, C.A.; Khodneva, Y.; Juarez, L.D.; Howell, C.R.; Agne, A.A.; Riggs, K.R.; Huang, L.; Pisu, M.; Levitan, E.B.; Cherrington,
A.L. Peer Reviewed: Trends and Predictors of Glycemic Control Among Adults with Type 2 Diabetes Covered by Alabama
Medicaid, 2011–2019. Prev. Chronic Dis. 2023, 20, 220332. [CrossRef]

40. QuickFacts Atlanta, Georgia. Available online: https://www.census.gov/quickfacts/fact/table/US/PST045222#PST045219
(accessed on 10 May 2023).

41. Pascual, A. 5 Things New Census Data Says About Metro ATL. Available online: https://atlantaregional.org/whats-next-atl/
articles/5-things-new-census-data-says-about-metro-atl/ (accessed on 10 May 2023).

42. Stetler, C.B.; Legro, M.W.; Wallace, C.M.; Bowman, C.; Guihan, M.; Hagedorn, H.; Kimmel, B.; Sharp, N.D.; Smith, J.L. The role of
formative evaluation in implementation research and the QUERI experience. J. Gen. Intern. Med. 2006, 21, S1–S8. [CrossRef]
[PubMed]

https://doi.org/10.1111/bdi.12638
https://doi.org/10.1080/19371918.2016.1188742
https://www.ncbi.nlm.nih.gov/pubmed/27392167
https://doi.org/10.18865/ed.30.S1.159
https://www.ncbi.nlm.nih.gov/pubmed/22764647
https://doi.org/10.1080/23294515.2018.1432718
https://doi.org/10.1093/geront/gnv118
https://doi.org/10.1353/hpu.0.0323
https://www.ncbi.nlm.nih.gov/pubmed/20693733
https://doi.org/10.1016/j.jstrokecerebrovasdis.2019.104466
https://doi.org/10.1111/cdev.12697
https://www.ncbi.nlm.nih.gov/pubmed/28176299
https://doi.org/10.1177/0733464817735395
https://doi.org/10.1080/03601277.2017.1321449
https://www.ncbi.nlm.nih.gov/pubmed/30581249
https://doi.org/10.1353/cpr.2018.0062
https://www.ncbi.nlm.nih.gov/pubmed/30739891
https://doi.org/10.1177/10901981221121258
https://doi.org/10.1177/07334648221127014
https://doi.org/10.1037/fsh0000684
https://www.ncbi.nlm.nih.gov/pubmed/35737554
https://doi.org/10.1177/2333721420924952
https://doi.org/10.1186/s12889-022-12666-3
https://www.ncbi.nlm.nih.gov/pubmed/35125102
https://doi.org/10.1161/JAHA.119.015707
https://doi.org/10.5888/pcd20.220332
https://www.census.gov/quickfacts/fact/table/US/PST045222#PST045219
https://atlantaregional.org/whats-next-atl/articles/5-things-new-census-data-says-about-metro-atl/
https://atlantaregional.org/whats-next-atl/articles/5-things-new-census-data-says-about-metro-atl/
https://doi.org/10.1007/s11606-006-0267-9
https://www.ncbi.nlm.nih.gov/pubmed/16637954


Healthcare 2023, 11, 2679 14 of 14

43. Fereday, J.; Muir-Cochrane, E. Demonstrating Rigor Using Thematic Analysis: A Hybrid Approach of Inductive and Deductive
Coding and Theme Development. Int. J. Qual. Methods 2006, 5, 80–92. [CrossRef]

44. Guest, G.; MacQueen, K.M.; Namey, E.E. Applied Thematic Analysis; SAGE Publications, Inc.: Thousand Oaks, CA, USA, 2012.
[CrossRef]

45. Ciorba, A.; Bianchini, C.; Pelucchi, S.; Pastore, A. The impact of hearing loss on the quality of life of elderly adults. Clin. Interv.
Aging 2012, 7, 159–163. [CrossRef]

46. Dawson, S.; Campbell, S.M.; Giles, S.J.; Morris, R.L.; Cheraghi-Sohi, S. Black and minority ethnic group involvement in health
and social care research: A systematic review. Health Expect. 2018, 21, 3–22. [CrossRef] [PubMed]

47. da Costa Kerber, N.P.; Kirchhof, A.L.; Cezar-Vaz, M.R.; da Silveira, R.S. Right of the citizen and evaluation of health services:
Theoretical-practical approaches. Rev. Lat. Am. Enferm. 2010, 18, 1013–1019. [CrossRef]

48. Nymberg, V.M.; Bolmsjö, B.B.; Wolff, M.; Calling, S.; Gerward, S.; Sandberg, M. ‘Having to learn this so late in our lives. . .’Swedish
elderly patients’ beliefs, experiences, attitudes and expectations of e-health in primary health care. Scand. J. Prim. Health Care
2019, 37, 41–52. [CrossRef] [PubMed]

49. Sarkisian, C.A.; Prohaska, T.R.; Wong, M.D.; Hirsch, S.; Mangione, C.M. The relationship between expectations for aging and
physical activity among older adults. J. Gen. Intern. Med. 2005, 20, 911–915. [CrossRef]

50. Grembowski, D.; Patrick, D.; Diehr, P.; Durham, M.; Beresford, S.; Kay, E.; Hecht, J. Self-efficacy and health behavior among older
adults. J. Health Soc. Behav. 1993, 34, 89–104. [CrossRef] [PubMed]

51. Miller, A.M.; Iris, M. Health promotion attitudes and strategies in older adults. Health Educ. Behav. 2002, 29, 249–267. [CrossRef]
[PubMed]

52. House, J.S.; Landis, K.R.; Umberson, D. Social relationships and health. Science 1988, 241, 540–545. [CrossRef] [PubMed]
53. Zunzunegui, M.-V.; Alvarado, B.E.; Del Ser, T.; Otero, A. Social networks, social integration, and social engagement determine

cognitive decline in community-dwelling Spanish older adults. J. Gerontol. Ser. B Psychol. Sci. Soc. Sci. 2003, 58, S93–S100.
[CrossRef]

54. Jimison, H.B.; Klein, K.A.; Marcoe, J.L. A socialization intervention in remote health coaching for older adults in the home. In
Proceedings of the 2013 35th Annual International Conference of the IEEE Engineering in Medicine and Biology Society (EMBC),
Osaka, Japan, 3–7 July 2013; pp. 7025–7028.

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1177/160940690600500107
https://doi.org/10.4135/9781483384436
https://doi.org/10.2147/CIA.S26059
https://doi.org/10.1111/hex.12597
https://www.ncbi.nlm.nih.gov/pubmed/28812330
https://doi.org/10.1590/S0104-11692010000500024
https://doi.org/10.1080/02813432.2019.1570612
https://www.ncbi.nlm.nih.gov/pubmed/30732519
https://doi.org/10.1111/j.1525-1497.2005.0204.x
https://doi.org/10.2307/2137237
https://www.ncbi.nlm.nih.gov/pubmed/8277130
https://doi.org/10.1177/1090198102029002009
https://www.ncbi.nlm.nih.gov/pubmed/11942718
https://doi.org/10.1126/science.3399889
https://www.ncbi.nlm.nih.gov/pubmed/3399889
https://doi.org/10.1093/geronb/58.2.S93

	Introduction 
	Methods 
	Study Background: The DREAMS Program 
	Focus Group Participants 
	Focus Group Questions 
	Data Analysis 

	Results 
	Diverse Learning Expectations 
	Mixed Opinions Regarding Instructors and Topics 
	Community-Building Aspects 
	Limitations of the Small Group Format 
	Some Topics Were Uncomfortable: Aging and Death 
	Reasons for Participation: Recruitment 

	Discussion 
	Implementation Expectations 
	Implementation Successes 
	Effectiveness of Topics 
	Maintenance and Future Iterations of DREAMS 

	Limitations 
	Conclusions 
	Future Directions 
	References

