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Abstract

The purpose of this inquiry was to determine older adults’ perceptions of facilitators and barriers 

in their use of community support. A descriptive, exploratory design was used incorporating focus group methodology. Fifteen participants were recruited in two separate senior citizen housing complexes, ten in one building and five in the second. All participants were 65 years of age and older, alert, oriented, and spoke English. Systematic content analysis of the focus groups revealed two general categories: knowledge and systems. Under each category facilitators and barriers were identified. Knowledge facilitators included life experiences and learning from one another. A major knowledge barrier was we don’t know what is out there and a system facilitator included caring connections. System barriers included: complex connections, pseudo-connections, superficial connections and cookie cutter connections. The data suggests the need for additional research to further clarify these facilitators and barriers. The information obtained from this research will be a beginning step in the development of supportive intervention strategies for assisting older adults as they live in their home communities. 

The dramatic increase in the overall numbers of older adults and in life expectancy are the result of many complex factors including increased health promotion and disease prevention strategies, eradication of childhood illnesses, communicable disease control, better nutrition, occupational health standards, and public health initiatives. The professional literature is abundant with information on family, friends, and acquaintances as the primary means of informal social support for this population (Antonucci & Akiyama, 1987; Krause, 1997; Newcomb & Bentler, 1986). Another means of support is that provided by community organizations. Research on community support has focused on variables that predict service use. There is, however, limited research describing older adults’ perceptions and actual use of this community support. Community support for this study is conceptualized as support that is more formal in nature and is provided by government, volunteer, and professional groups. Community support may enhance older adults’ ability to achieve their goal of living independently. The purpose of this descriptive, exploratory study is to identify older adults’ perceptions of facilitators and barriers in their use of community support. 

Community Support: Fact or Fiction
The Aging Experience in America
The older American adult population is expected to more than double over the next 50 years. More than 420 million people worldwide are now 65 years of age or older (World Health Organization, 1998), and more than 35,000,000 people residing in the U. S. are over 65 years of age making up 13% of the population. Individuals who are 85 years or older comprise 1.5% of the population and continue to grow the most rapidly (Federal Interagency Forum on Aging-Related Statistics, 2000). This population presents nurses with a rather complex picture as many older adults struggle to live with chronic illnesses while attempting to maintain their independence and live in their home community.
A high percentage of older adults live with chronic illnesses. In the U.S., the number of older adults with chronic disabilities increased from 6.4 million in 1982 to 7 million in 1994 (U.S. Census Bureau, 1995). Living with chronic diseases contributes to functional decline in older adults (Federal Interagency Forum on Aging-Related Statistics, 2000) and presents a major callenge for older adults as they learn to live with limitations (Guralnik & Simonsick, 1993). Katz, Ford, Moskowitz, Jackson, and Jaffe (1963) and Moyer, Coristine, Jamault, Roberge, and O’Hagan, (1999) noted that chronic illnesses negatively affect older adults’ ability to function and carry out activities of daily living (ADL) and instrumental activities of daily living (IADL). This increasing dependency and need for assistance rises steadily with increasing age. In fact, 9 percent of the population between the ages of 65 and 69 require assistance, 11 percent between the ages of 70 and 74, 20 percent of the population between 75 and 79, 31 percent between 80 and 84, and 50 percent of the population 85 years of age and older (U. S. Census Bureau, 1995). Therefore, older adults living in the community who experience diminished independent functioning as a direct outcome of chronic disease find their ability to remain in the community compromised.

Despite alterations in functional status, the majority of older adults do remain in the community. According to the Administration on Aging (2003), only 4.5 percent of individuals 65 years of age and older reside in nursing homes or other extended care facilities. Of those older adults who do live in the community, approximately 30 percent live alone. Thus, it stands to reason that older adults who live in the community will need some form of support. These services go beyond physical aspects of care and may include social, emotional, psychological, economic, cultural, technological, and spiritual support.

Theoretical Depiction of Support

Informal Social Support

Informal social support is an important factor for successful aging (Rowe & Kahn, 1998). This support has traditionally been viewed as support provided by family, friends, and acquaintances. Newcomb and Bentler (1986) defined social support as a network of relationships that provide companionship, assistance, and emotional nourishment. Moyer et al. (1999) noted that social support is the functional and interactive nature of social ties and the content of social exchanges. Barrera (1986) defined social support in three ways. First as social embeddedness or the frequency of contact with others, second as received support or the amount of tangible support actually provided by others, and third as perceived support or subjective evaluations of satisfaction with support. Healthy People 2010 (U. S. Department of Health and Human Services, 2000) recognize support as critical in influencing and promoting health and independence for individuals and contributing to their well-being and quality of life.

Social support facilitates health-promoting behaviors, decreases stressful life events, buffers the negative effects of stressful events, and provides feedback and encouragement that actions taken are leading to the individual’s goals. Older adults who are connected to active social networks and who receive informal social support have been shown to demonstrate better physical and mental health than those who are less connected and involved with others (Krause, 1997). This type of social support is also associated with lower risks of morbidity and mortality (Berkman, Leo-Summers, & Horwitz, 1992). Although the reasons for this lower risk are not completely understood, some have suggested that the support received enhances the individual’s use of needed services by acting as a conduit for information and a linkage to the service, and by influencing help seeking behavior (Cohen, 1988). Unger, McAvay, Bruce, Berkman, and Seeman (1999) note the importance of social support in that it acts as a buffer. This buffering effect assists the older adult to cope with both the emotional and physical consequences of chronic illness. Research concerning the “oldest old” demonstrates that although this population may have personal resources, the need for support in the areas of physical, mental, social, spiritual, economic, and daily living activities are evident (Krach, De Vaney, De Turk, & Zink, 1996). 

Formal Support


Formal support emanates from public, private, and governmental agencies as well as community organizations. This type of support is more than the previously discussed social support since it provides older adults with resources and assistance that family and friends may not be able to provide such as health related services, counseling, housing, and economic or financial help. Krout (1994) noted that since many older adults experience chronic health problems, it is essential that formal community-based agencies assist them in functioning independently in their own home, supplementing the informal support provided by family, friends, and acquaintances. 

The major body of research on formal community support focuses on those factors that influence older adults’ utilization of services. A predictive variable for service use is knowledge and/or awareness. Krout (1985) studied older adults’ awareness of services by defining those services as “in-home” versus “aging network” services. In home services consisted of homemaker, home care nurses, and meal-on-wheels. Aging network services were hot meal programs, transportation, and information/referral programs. Findings demonstrated that older adults’ knew the most about aging network services.

McCaslin (1989) studied service utilization by older adults and found knowledge and a formal orientation to the service system correlated with use. Calsyn and Roades (1993) studied the interrelatedness between perceived social need, service awareness, and utilization. The findings of this investigation identified a moderate interrelatedness, suggesting that service awareness predicts service utilization. Anderson (1995) identified additional predictors of service use including population characteristics such as physical and mental health, income, past personal use of health services, satisfaction, and social contacts. An investigation conducted by Moyer et al. (1999) revealed gaps in formal community support that interfered with older adults’ use of needed services. First, services were available in the community but the population poorly understood policies. Also, there was a lack of fit between what the older adult wanted and the form in which the service was available. Secondly, many older adults did not have regular contact with primary care practitioners and, therefore, a valuable link that would assist older adults with service identification and use was missing. Thirdly, the small tasks associated with every day living such as running errands frequently posed problems for which no community supports were available. Finally, few formal community supports had processes in place that facilitated the older adults access to and participation in services as well as monitoring of these services.

Convoy Model


Researchers have attempted to provide a description and theoretical explanation 

of social support with the focus mainly on informal support. The convoy model is prominent in the literature and seeks to describe and explain the social support phenomenon with emphasis on informal social relationships as they develop within a life span context (Antonucci & Akiyama, 1987). This model presents an image of support as three concentric circles surrounding an individual. The innermost ring consists of the family as the closest and most important providers of support; the middle ring consists of friends who are important but not the most intimate supporters; and the external ring includes supporters that occupy a role such as co-workers or acquaintances (Antonucci & Akiyama, 1987). The convoy model describes the role, structure, and function of the members of these rings as providers of informal social support and how this support enhances the health and well being of individuals over their life span. 

While the convoy model identifies the importance of these informal social supports it does not speak to formal community support. Is there a fourth outer ring comprised of formal community support? The key purpose of formal community support is the provision of valuable services identified by Krout (1994) and Moyer et al. (1999). The provision of these services is important when the more informal social supports provided by family, friends, and acquaintances maybe insufficient or lacking. The literature suggests that there is a life-span progression of reduced informal social interaction (Carstensen, 1992); that is, as individuals age their interactions with their informal support network of family, friends, and acquaintances decrease. Older adults, therefore, have an increase need for support of a more formalized nature provided by community organizations. So, it is logical to propose the addition of a fourth outer ring to the Convoy model, one that consists of formal community support (see Figure 1).

[Insert Figure 1 Here]

Design

A descriptive, exploratory design was used incorporating focus-group methodology. This method was selected as a process that would facilitate the sharing and comparing of ideas among all participants in an attempt to explore and discover older adults’ perceptions of facilitators and barriers to community support. The investigators used a rigorous systematic process to facilitate accuracy in data collection and interpretation. Focus group interviews consisted of four phases.

Phase one was the introductory phase. The focus of this phase was to define, for the participants, community support. The investigators developed a large diagram of the Convoy model, which depicted the three concentric circles and the fourth proposed circle of community support. The investigators then asked participants to think about a time when family or friends were unable to assist them with a problem and they had to reach out to a community agency for support. As participants came up with examples pictures that depicted specific forms of support were placed on the diagram.

An opening unstructured transition question began phase 2. Participants were asked: “Tell me about a time when you had to reach out to your community for some type of support?” The purpose of this question was to establish a free flowing dialogue between the investigators and the participants. This phase also allowed each individual participant to collect his or her thoughts and opinions and to listen to others. 

As participants continued to dialogue, conversations moved to more detailed key questioning. The purpose of phase three was to delve deeper into specific areas. These specific areas highlighted Krout’s (1994) “Seven A’s,” which are key elements in community support and include: availability, accessibility, awareness, acceptability, affordability, appropriateness, and adequacy (see Figure 2).

[Insert Figure 2 Here] 

During the final fourth phase, the investigators posed ending questions that included: (a) “Overall what do you see as factors that facilitated your use of community services,” and (b) “Overall what do you see as factors that created barriers to your use of community services?” This phase allowed the investigators to dialogue with all participants to ensure accuracy of data and to bring the conversation full circle (Krueger, 1998).
Sample

This study was reviewed and approved by the Institutional Review Board of the investigators’ university. The participants for this investigation met the following criteria: (a) they were 65 years of age and older, (b) alert and oriented, (c) lived in a senior citizen apartment complex, and (d) spoke English.
The investigators used a purposive sampling approach in the recruitment of participants. Initially, the investigators contacted the local county department of senior programs and services. The investigators considered this an appropriate first step since this agency would be able to assist with gaining access to older adults living in the community. This department was interested in working with the investigators and suggested two senior citizen apartment complexes. According to the department of senior programs and services, the only criteria for the residents of these housing complexes were a cap on income and that residents needed to be cognitively intact and functionally independent. The investigators were then introduced to a key contact person who lived within each building. These key contacts were individuals who were responsible for establishing programs for all older adults living within the buildings. The investigators quickly noted that these key contacts were an important source of referrals for potential participants, who in turn would be an additional referral source to still other potential participants facilitating a process of snowballing (Morgan, 1998).

An initial meeting was set up between these key contacts and both investigators to determine the most appropriate way to establish contact and trust with the residents. The development of trust was deemed an important factor in the recruitment of potential participants. The key contacts, in each of the two apartment buildings, suggested holding three educational programs within each of the two buildings as a way for the investigators to become familiar with the culture of the building and the residents. The key contacts also believed that these educational programs would provide the vehicle through which initial trust could be developed between the older adults and the investigators. Both the local department of senior programs and services key contacts within both apartment buildings considered medication use and misuse a critical issue that could be the focus of the educational programs. The investigators developed three educational programs on medication use to be delivered at both sites. 


At the end of the third educational session the investigators approached participants about participating in the research project. Those individuals who agreed to participate signed a consent form after a careful explanation of the form by the investigators. The final step in the recruitment phase was an open solicitation process where flyers were sent to all residents in both senior housing complexes seeking their participation in the project.

The final sample consisted of 10 individuals in one apartment complex and five in a second. Out of this total population of 15 individuals; 14 were female, one male; 14 were white, one black; all had supportive family members in the local community and all were from lower to middle socio-economic strata. All individuals who participated in the educational programs participated in the focus groups. Three individuals were recruited via the flyers that were sent to the individuals in the apartment complexes. Those individuals that attended the focus groups were representative of the residents of the buildings in terms of their demographic data. 
Data Collection

An initial focus group plus a follow up focus group was conducted in each apartment building 2 weeks apart. One investigator was the lead moderator for one apartment building while the other investigator observed the group, the environment, and the interactions among the members. The second investigator was the lead moderator in the second apartment building. Focus groups took place at a time convenient to the participants. The location was the community room in each of the apartment buildings. Snacks were provided in order to establish a sense of comfort and rapport. The initial focus group in each of the buildings lasted 1 hour. The majority of the data were collected during this session. The second focus groups lasted 30 minutes and consisted of all members of the first groups. The data collected in the second groups were primarily clarifying data. At the end of the second group the investigators noted redundancy. All participants who signed consent forms completed the focus group process.

Data Analysis


The major method of analysis for data was content analysis using a prescribed, sequential, systematic process (Krueger, 1998). All the focus groups were tape recorded and transcribed to written text. Both co-investigators read all texts. First the text was read in its entirety. The text was then read a second time. During the second reading, the co-investigators individually began to attach a label when they came across a particular idea or theme. As this same idea reappeared, the label was reapplied. These labels or codes were placed in the margins of the written text and color-coded, which was incorporated for visual effect. At this point in time each of the co-investigators shared their preliminary coded findings with each other. The purpose of this step was to compare and contrast the two coded data sets. Similarities were noted. Little difference was noted between both coded sets. Both co-investigators returned to the written text for a third reading. During this time period the co-investigators reviewed the information, combined certain codes, and assigned codes under particular broad categories. 


Participant verification was an important component to the entire data gathering process. During each of the focus groups, the investigators clarified and repeated what they heard participants verbalize for accuracy. Participants were provided time to continually respond to the investigators summaries. Summary sessions were continually held between the co-investigators prior to and after all focus groups. In addition, the second focus group provided the framework for clarification and to determine if the investigators understood the participants. Six weeks after the completion of the focus groups final data was shared with all participants for the purpose of verification. Participants agreed with the investigators analysis of data obtained during all groups.

Transferability, Credibility, and Dependability


The systematic procedures noted in the data collection, data handling, and data analysis highlights the care the investigators took to ensure that the process and results were trustworthy. Investigators attempted to provide exact descriptive information and data in all reports written so that others could review and evaluate whether the process and results could be applied to alternative situations thus supporting transferability (Guba & Lincoln, 1989). Credibility was supported as the investigators constantly consulted with participants about their words and thoughts throughout data collection and in the final verification meeting in a process known as member checking (Guba & Lincoln, 1989). Finally, the investigators engaged in the careful transcription of the taped oral accounts to a written text supporting dependability (Guba & Lincoln, 1989)

Key Findings

Two general categories were identified. These two categories were knowledge and systems. Both of these categories consisted of themes that highlighted the perceptions of facilitators and barriers for older adults in the use of community social support. (See Figure 3)

[Insert Figure 3 Here]

Category I Knowledge

Participants noted the importance of how knowledge brings awareness and with 

awareness the struggle to determine how to access the system. Several themes spoke to facilitators and barriers of community social support under this general category. 

Facilitators: Knowledge from life experience.


Participants noted that life experience is a great facilitator for bringing knowledge and lifting one’s awareness concerning services that are available and how to access those needed services. One participant noted, “ Both my father and husband were sick so I was trying to take care of the both of them. There were two separate illnesses. I did it by trial and error.” 

Another said,

It’s like life experience, the hard knocks . . .as you get older you need things and then you have to search things out. It’s a terrible road . . .Once you go through it you know the system.  

When this individual completed her statement there was much discussion among the group in agreement until one individual spoke loudly and clearly, “You find out you don’t know something until you need it.” To this another participant stated, “Then you have go to people who have the information.”

Facilitator: Learning from each other.


Participants noted that they learn about community social support services from each other and family members. One participant noted, “We ask one another.” A second noted, “I was able to help my sister when she needed assistance finding services.” Finally another individual stated, “I have nieces and nephews. All I have to do is pick up the telephone.” 

Barrier: Not knowing what is out there.

Time and time again participants pointed to lack of knowledge as being a major barrier that inhibits them from being aware of and ultimately determining how to access needed community social support. This overall lack of knowledge was discussed with passion. “There is certainly a lot out there but we don’t know where to go.” To this statement there was much mumbling and agreement. Another individual stated, “You don’t have a clue in terms of what is out there…. Once you do know, then you have to figure out how to get it.”
Category II Systems


The second major category was that of systems. Under this category several themes became evident that highlighted both facilitators and barriers to community social support.

Caring connections.

Many of the participants indicated that they were most successful in using community social support when they were already connected with a formal system that cared about their well-being. This established connection was at times a great facilitator for them on how to find and access services. For example, one of the participants noted: “When my husband was home with me, the visiting nurse came in once a week. She helped me find the services that I needed like physical therapy.” Still another participant noted how being connected to a system was helpful not only because the system was able to provide the family with essential knowledge and services, but also because it gave them comfort and satisfaction. 


This individual said,  
My husband was in hospice in Florida. The people connected with hospice helped me. Then when he passed away they helped me with cremation. I had questions. What do I do now? Who do I call? I didn’t know anything. I needed their help. They were caring. My family was in New York and I was alone. . . .They were right there. 

Participants also noted that the connections gained from community support went beyond resources pertaining to physical health. Communities, for example, that develop housing for older adults also provide a means of community social support, which assists older adults to remain independent in their chosen communities. One individual noted, “If you want something all you have to do is come downstairs.” Another responded to this by saying, “We are lucky to live in this apartment building. We have a druggist who delivers our medication.” These complexes also provide a means whereby older adults are able to gain access to services necessary to maintain their household. As one participant noted, “The maintenance men are very nice. If one needs them they come and fix anything. All we have to do is ask for help.” 

Barrier: Complexity of the system.


Participants noted the difficulty they experienced when attempting to work with the system due to its complexity. 


One individual stated, 
The system is so complex it is hard to figure out. They tell you to apply for Medicaid. They make you drop dead. I went back and forth for three years. Every time I got the paper they would say this is not right or that is not right. The day they approved the Medicaid my husband died. 

This individual’s comment stimulated much discussion among the group. One of the comments from the group included, “I wouldn’t give you two cents for our system; you can’t figure it out. You have to get a lawyer and sue.” Another noted, “I would go bananas looking for stuff in the phone book.”

Barrier: Pseudo-Connections.

Participants noted that community social supports are not as available as one would think because of the limitations attached. These limitations came in the form of criteria that must be met before one would be considered eligible for the service. Many of the participants expressed frustration over these criteria. They could see what they needed but they could not have it. One participant stated, “I needed help and I could not get it. It is unfair. I was making too much money for this particular housing unit.” Another stated, “Nurses used to come in here to take our blood pressure but they do not do this anymore because not enough people would come.” Still another stated, “There is a bus I could use but in order to use it I have to have a note from my doctor that would qualify that I am in need of the service medically. But, I do not meet the requirements.” The experience of frustration by these older adults was evident as they could see needed services yet were not allowed to use.

Barrier: Superficial connections.


Throughout the interviews participants described situations where connections appeared to be in place to meet their needs. In time, however, the participants noted that the support being offered was not helpful to their needs, wants, and desires because the care was superficial in nature therefore not acceptable or appropriate. These superficial connections did not allow for depth of experience. Many of the participants noted being treated without care, or compassion.

One participant stated, 
When my husband came home I got a nurse from an agency. I had a problem not with the nurse initially but with the agency. My husband was at a point in his life where everything had to be the same every day. In other words if he didn’t see the same woman every day, he would get upset. The next day she never showed up and they sent me another woman who was much older who couldn’t really lift my husband . . . .I called the agency and told them they needed to put the same woman on duty every day . . . .I ended up doing the work for my husband and I had to drop them. They wouldn’t even consider my request.
Still another stated, “They just say no and you walk away. Now what do I do? Where do I go to get help?” Still another noted, “You call, and call, and call, and the answering machine is always on. You never get the information that you need. It is so hard to get in touch with people.” Another participant stated, “They don’t want to hear you.”

Barrier: Cookie cutter connections.

Several individuals identified that they did not participate in community social support services available to them because it was not right for them. Services appeared to be one in the same with no differences to meet the diversity of individual needs. One noted, “We have a nutrition site down the block but I do not go. It is not for everyone. It is the same thing over and over.” Another participant said, “There is meals on wheels but what other choice do we have? The purpose is to provide a hot lunch . . . . It serves the purpose but we need to do better. You need other things.”
Discussion

Overall, older adults in this study identified family, friends, and acquaintances as major providers of informal social support. These findings are similar to those of Antoucci and Akiyama (1987). In fact, one of the major facilitators in this study, learning from each other, stresses the importance of family and friends. Using Krout’s (1994) categories, participants in the study identified six of the seven “A’s” related to the more formal community support, the proposed fourth outer ring of the convoy model. Awareness, previously identified by Krout (1985), McCaslin (1989), and Calsyn and Roades(1993) was found to be a major predictor of service use. The results of this study indicate that this awareness is facilitated by life experiences as well as input from family and friends. There are times, however, when these facilitators are not enough and older adults are left with unmet needs since they simply do not know where to go for help. 

An awareness of formal community supports alone did not precipitate service use. Knowing and understanding how to access the needed service was identified to be a major barrier. This finding supports Moyer et al (1999) work. Older adults who were knowledgeable enough to identify what they needed and where to look for help were then faced with the difficult task of accessing the complex web of community support services. Part of the difficulty older adults had with accessing the web was their limited understanding of how to enter and navigate the system. Many expressed dismay at the technology explosion and their inability to work with such a system for needed services. This inability to act on the part of the older adult created feelings of frustration and distress. 

Even if an older adult had been successful in identifying, contacting, and accessing the community support services other barriers related to availability, acceptability, appropriateness and adequacy surfaced reflective of the work presented by Moyer et al. (1999). Older adults indicated that community support services that they accessed frequently were not as helpful as they initially believed them to be either emotionally or physically. For example, many of the older adults identified that some formal community support system were simply not supportive leaving many of their questions unanswered. These same older adults understood that while they might not meet the criteria for certain services simple guidance concerning what they should do next would be very valuable for them. At times limitations were attached to service creating feelings of anger. These limitations were frequently linked to eligibility criteria, economics, and timing. Services that may have been provided at one point in time were cancelled due to cost saving measures. Still other formal community services claimed to provide certain supports yet these were not available, as the older adult had initially thought.

Interestingly, affordability was not discussed in the focus groups as a major problem. Perhaps this occurred because the participants were residents of senior housing complexes with an income cap for residency and eligible for additional financial support.
This inquiry was exploratory in nature. As such the intention of the investigators was not to generalize the findings but rather to gather base line information and begin to come to some understanding of older adults’ perceptions of the facilitators and barriers to access and use of formal community support. There were several limitations to the inquiry. The participants represented only a very small group within a very specific geographic region who were primarily white, female, and within a particular socio-economic group. The use of a purposive sample may be questioned but for this qualitative work it was an appropriate sampling technique in that it supported the selection of participants who could best supply the information being sought. It is acknowledged that information obtained from this study is preliminary, however, this beginning understanding may encourage future investigations. This study focuses on an area not researched with great intensity within the discipline of nursing as in other disciplines. With nursing taking on an increasing role within the community and with the growing population of older adults, it stands to reason that research which identifies and describes need for services, access to services, and service use is important for this group. 
Application to Practice

Although this inquiry presents certain preliminary information, the results prove to be interesting from a practical perspective. Nurses are responsible for assisting older adults to remain independent in their communities. Thus, it is essential for nurses to know and understand formal community support services and how to help older adults benefit from their availability. Knowledge of community support includes the service availability, population served, cost, flexibility, location, and the transportation arrangements that can be made for the older adult. Nurses in all practice settings need to be aware of this information particularly since the population in question statistically has demonstrated and will continue to demonstrate increasing numbers. This particular population also presents with certain challenges of chronic illness and functional decline. Nurses in partnership with their older adult clients will use the information pertaining to community support to make informed decisions so that older adults may continue to live in their community of choice with social support from family, friends, acquaintances and the formal support from the greater community.

Nurses, however, need to keep in mind that not all older adults will be able to use this information to their benefit. Some older adults will be able to access these services on their own. Others, however, may need a more formal orientation to the service. An important part of this process is for the nurse to conduct a follow-up evaluation to determine whether older adults have followed through on professional recommendations and, if so, whether or not the service has met their needs. In certain situations the older adult may not be able to follow through on the above recommendations for a variety of health, social, or environmental reasons. The complexity of the community support network system may hinder the older adult’s independence and warrant other intervention strategies. For example, the process of identifying and navigating within the system may require a case management approach as an intervention strategy. This case management intervention strategy, at the present time, is not financed by the health care system in the U. S. for community dwelling older adults who do not require skilled nursing care. Therefore, gathering evidence that demonstrates the cost saving outcomes of a community case management strategy may stimulate discussion for health policy change.

This inquiry is just a beginning step. Additional research in this area is warranted to determine if the categories and themes stand or if there is an unfolding and natural progression as additional data is collected. Further exploration of older adults’ perceptions of community support will help nurses better understand older adults’ perceived needs, the nature of their relationship with existing community supports, and their perceived ability to gain access to community support. Answers to these questions are critical if nurses are to evaluate whether the services now provided are in fact responsive to older adults’ needs and if they are not, how to modify or enhance them. This continuation will add to the body of literature on community social support and possibly direct intervention strategies on a population and system level.
Figure 1: Convoy Model of Social Support 

Figure 2: Phase 3-Key Questions

Seven “A’s”





Key Questions

Awareness
-How aware are you of community agencies that may assist you?








-What makes you aware?








-What are some reasons why you may not be








aware?

Availability





-Have you ever reached out to an agency








and found the service not being offered








or being offered with limitations attached?








-Are services offered at appropriate times








and locations?

Accessibility





-How do you contact the agency that you 








need?








-How do you get to the agency?








-Are you able to receive the services?

Affordability





-How do you cover the cost?








-Has cost ever prohibited you from receiving








a needed service?

Acceptability





-Have you ever made a decision not to use a








service? Why?

Appropriateness




-Have you ever used a service but after a








period of time decided it was not for you








and you dropped the service?

Adequacy





-Have you ever used a service and decided it 








was not enough to meet your needs or too 








much?

Figure 3: Categories and Themes


Acknowledgements

The authors want to thank Rona Levin and Joanne Singleton for their assistance with this project.  In addition, the authors acknowledge the following funding sources for their research, Pace University, Scholarly Research Award and Pace University, Lienhard School of Nursing, Dean’s Summer Research Award.

References

Administration on Aging. (2003, February 3). Living arrangements of the elderly. Retrieved February 15, 2003 from http://www.aoa.dhhs.gov.

Andersen, R. (1995). Revisiting the behavioral model and access to medical care: Does 

it matter? Journal of Health and social Behavior, 36, 1-8.

Antonucci, T. C., & Akiyama, H. (1987). Social networks in adult life and a preliminary examination of the convoy model. Journal of Gerontology, 42(5), 519-527.

Barrera, M. (1986). Distinctions between social support concepts, measures, and models. American Journal of Community Psychology, 14, 413-445.

Berkman, L. F., Leo-Summers, L. L., & Horwitz, R. I. (1992). Emotional support and survival after myocardial infarction: A prospective, population-based study of the elderly. Annals of Internal Medicine, 117, 1003-1009.

Calsyn, R. J. & Roades, L. A. (1993). Predicting perceived service need, service awareness ad service utilization. Journal of Gerontological Social, 21(1/2), 59-75.

Carstensen, L. (1992). Motivation of social contact across the life span: A theory of socioemotional selectivity. In R. Dienstbier (Series Ed.) & J. E. Jacobs (Vol. Ed.), Developmental perspectives on motivation: Nebraska symposium on motivation (pp. 209-254). Lincoln: University of Nebraska.

Cohen, S. (1988). Psychosocial models of the role of social support ion the etiology of physical disease. Health Psychology, 7, 269-297.
.

Federal Interagency Form on Aging-Related Statistics. (2000). Older Americans 2000: Key indicators of well-being. Washington, DC: U. S. Government Printing Office.

Guba, E. G., & Lincoln, Y. S. (1989). Fourth generation evaluation. Newbury Park, California: Sage Publications.

Guralnik, J. & Simonsick, E. (1993). Physical disability in older Americans. The Journal of Gerontology, 48, 3-10.

Katz. S., Ford, A. B., Moskowitz, R. W., Jackson, B. A., & Jaffe, M. W. (1963). Studies of illness in the aged. The index of ADL, a standardized measure of biological and psychosocial functions. JAMA, 185, 914-919.

Krach, P., De Vaney, S., De Turk, C., & Zink, M. H. (1996). Functional status of the olders-old in a home setting. Journal of Advanced Nursing, 24, 456-464.

Krause, N. (1997). Anticipated support, received support, and economic stress among older adults. Journal of Gerontology: Psychological Sciences, 52, 284-293.

Krout, J. (1985). Service awareness among the elderly. Journal of Gerontological Social Work, 9(1), 7-18.

Krout, J. (Ed.). (1994). Providing community-based services to the rural elderly. Thousand Oaks, CA: Sage.

Krueger, R. A.  (1998). Analyzing and reporting focus group results. California: SagePublications.

McCaslin, R. (1989). Service utilization by the elderly: The importance of orientation to the formal system. Journal of Gerontological Social Work, 15(1/2), 153-173. 

Morgan, D. L. (1998). Planning focus groups. California: Sage Publications.

Moyer, A., Coristine, M., Jamault, M., Roberge, G., & O’Hagan, M. (1999). Identifying older people in need using action research. Journal of Clinical Nursing, 8(1), 103-111.

Newcomb, M. D., & Bentler, P. M. (1986). Loneliness and social support: A confirmatory hierarchical analysis. Personality and Social Psychology Bulletin, 12, 520-535.

Rowe, J. W., & Kahn, R. L. (1998). Successful aging. New York: Pantheon.

Unger, J. B., McAvay, G., Bruce, M. L., Berkman, L., & Seeman, T. (1999). Variation in the impact of social network characteristics on physical functioning in elderly persons: MacArthur studies of successful aging. The Journals of Gerontology, 54B(5), 245-251.

U. S. Department of Health and Human Services. Healthy People 2010 (Conference Edition, in Two Volumes). Washington, DC:

U. S. Census Bureau. (1995, May). Sixty-five plus in the United States. Retrieved July 2, 2001 http://www.census.gov/population/www/projections/natproj.htm.

World Health Organization. (1998). The world health report, 1998: Life in the 21st century, a vision for all. Geneva, Switzerland: Author.







Community Support





Community Support





Category: Systems





Themes:





System Facilitators:





-Caring connections





System Barriers:





-Complex connections





- Pseudo-Connections 





     	- Superficial connections





     	- Cookie cutter connections





Category: Knowledge





Themes:





Knowledge Facilitators:





-Life experience





-Learning from one another





Knowledge Barriers:





-Not knowing what is out there





Community Support





Community Support





Note: The black broken line represents the proposed addition of a fourth ring as a means of support which the investigators are calling community support.
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