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 Federally qualified health centers (FQHCs) that harness the reinforcing nature of 

collaborative efforts with aging services can better prepare for the future of older adult 

populations. The purpose of this research was to identify collaborative efforts between 

FQHCs and aging services and distinguish perceptions and knowledge regarding older 

adult populations. Executive directors, medical directors and social service directors 

(N=44) at 31 FQHCs across the state of Texas completed surveys measuring structural, 

procedural and environmental components of the health center setting. The 2007 

Uniform Data System and 2000 US Census provided additional data on health centers 

use and services. Descriptive statistics analyzed independent variables of health center 

characteristics. Bivariate analysis determined significance of association between 

independent variables and levels of collaboration with aging services. Results found that 

all health centers collaborated with at least one aging service, with more informal than 

formal partnerships. Respondents indicated major barriers to providing services to older 

adults, including inadequate transportation, inadequate insurance, and limited funding. 

Respondents also indicated overloaded staff as a major barrier to collaborating with 

aging services. Aging topics for staff development and perceptions about older adults 

were also identified. Health center tenure (p=0.005, lambda=1.000), professional tenure 

(p=0.011, lambda=1.000), leadership in aging services (p=0.002, lambda=1.000), recent 

gerontological training (p=0.002, lambda=0.500), formal gerontological training 



 

 

(p=0.002, lambda=1.000), strategic planning (p=0.002, lambda=1.000), and having 

older adults on governing boards (p=0.002, lambda= 1.000) were significantly 

associated with informal collaboration with aging services. Health center tenure 

(p=0.006, lambda=0.500), leadership in aging services (p=0.004, lambda=0.500), recent 

training (p=0.010, lambda=0.500), formal training (p=0.005, lambda=0.500), the 

designation of health center staff older adult services (p=0.025, lambda=0.250), 

strategic planning (p=0.011, Iambda=0.500), and older adults on governing board 

(p=0.009, lambda=0.500) were significantly associated with formal collaboration with 

aging services. In conclusion, FQHCs’ efforts at partnering with aging services should 

include an investment in key staff and board development, the designation of staff to 

older adult programs, and strategic planning. 
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CHAPTER 1 

REVIEW OF THE LITERATURE 

Introduction 

This study explores the structural and procedural characteristics of Federally-

qualified health centers (FQHCs) that may affect service delivery to older adult patients. 

It argues that although services designed for uninstitutionalized older adults require the 

fundamental collaborative engagement of both the aging services and public health 

sectors, there may be organizational, procedural and ideological issues that preclude 

FQHCs from providing needed services to older adults and prioritizing older 

populations. Section 1 reviews the history, structure and scope of FQHC, positioning 

them as an ideal health service for community-dwelling older adults. Section 2 

discusses the national health goals of aging and public health services for older 

Americans, demonstrating how collaboration between sectors is crucial to each entity’s 

success in actualizing national health goals for older adults. Section 3 investigates how 

FQHCs could attain these goals at the community level, particularly for those who are 

from vulnerable populations of older adults. These discussions occur against a 

backdrop of environmental limitations that require a collaborative response. Section 4 

summarizes the present and potential role FQHCs play in the healthcare of older adults 

and the substantiated need to investigate collaborative efforts of public health and aging 

services at the community level.  

In proposing this study, it is first necessary to briefly assess the historical and 

existing needs of aging and public health sectors, and their joint efforts to address the 

health needs of aging populations. The need for this partnership has been well-
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established. Perrott and Holland (1940) first presented their predictions of the effects of 

aging populations on public health services at the Eighteenth Annual Conference of the 

Milbank Memorial Fund in 1940, including in their analysis the impact that a changing 

population age structure has on epidemiology and health service delivery. Implicit to 

these findings was the recognized lack of public assistance for older adults. According 

to Perrott and Holland (1940), 

 Individual, rather than community, income is the chief determining factor in the 

receipt of medical care, and individual income is generally recognized to be 

inadequate for medical needs in a large proportion of the population, particularly 

among the aged. 

In their promotion of public health programs adapted for the aged, albeit before the 

initiation of Medicare and Medicaid, they cite the inability of public policy to support the 

adequate development of public health services in old age due to long-standing conflict 

between an expectation of individual responsibility and the widespread institutional and 

community-level effects of a growing population in need.  

Public policy for the healthcare of older adults continues to exist on this 

dichotomy. President Johnson’s War on Poverty, launched in 1964, produced two 

transformational pieces of legislation that sought to resolve issues of inequality, and, in 

effect, acknowledged the right of any person to a decent level of healthcare. The 

Economic Opportunity Act of 1964 initiated a national network of public health clinics in 

underserved areas. Later established as federally qualified health centers, these clinics 

were designed to meet the primary health needs of underserved and uninsured 

populations. The Health Resources and Services Administration (HRSA), which 
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operates under the U.S. Department of Health and Human Services, funded 902 

FQHCs in the U.S. and its territories in 2006 (Bureau of Primary Health Care [BPHC], 

2006). Seven percent of FQHC patients were age 65 years or older, and this 

percentage is expected to increase as the older population comprises a greater 

percentage of the total population (“National Summary,” 2004). FQHCs provide care 

regardless of the person’s inability to pay, and they remain a lasting visage of the War 

on Poverty’s goal to eliminate disparities in access to quality healthcare.  

The War on Poverty’s ambitions included policy to improve the social status of 

older Americans. The Older Americans Act of 1965 (OAA) created benefits for all older 

adult citizens, recognizing that better health and quality of life in old age is linked with 

government support at federal, state and local levels. This seminal legislation ensured 

medical care in old age. The OAA also established a network of home and community-

based services that focuses on low income and minority older adults. Today, over 

29,000 direct service sites provide services funded through the OAA, reaching millions 

of older adults across the country (Carbonell, 2007). 

Despite the growing demand for these services, and the observed preference for 

community-based over institutionalized care, aging services demonstrate symptoms of 

a larger systemic contradiction. According to Lynch & Estes (2001), community-based 

aging services are part of an “inadequate and fragmented” system that strives for 

profitable gain. They are under-funded, underdeveloped, and unincorporated within a 

biomedical model of healthcare that views aging as a disease requiring medical 

intervention, always with a price and often expensive (Kaufman, Shim & Russ, 2004). In 

his critique of the healthcare system in America, Spritzler (2000) claims that healthcare 
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is “just another commodity for sale in the marketplace,” thereby reflecting a profound 

truth that capitalist values shape healthcare, not commitments of health providers to 

their patients. Using this perspective, delivery of aging services has become less of a 

mission-driven act and more of a commodity, steering the best care towards those who 

can afford it, and further disenfranchising older people who are already vulnerable due 

to race, income, gender or health status (Lynch & Estes, 2001). 

Ideally, these service sectors should work hand-in-hand to optimize healthcare 

resources and epitomize a holistic approach to major public health implications of an 

aging society. FQHCs present a successful model of care for community-dwelling older 

adults, particularly for those needing indigent care, and a promising ally for community-

based aging services. However, although borne from the same vision of the War on 

Poverty, these resultant services may work in tension rather than in tandem. On one 

hand, FQHCs are committed to older populations who are vulnerable to effects of an 

inequitable distribution of income and healthcare access. On the other hand, the 

prevailing ideology that aging is a disease and, moreover, an individual one, has limited 

aging services, subsequently expanding the deleterious effects of an inequitably 

designed healthcare system. 

Lesnik (2004-5) insists that FQHCs “are the nation’s best shot at putting a 

deliberate step forward to improving the unsatisfactory patchwork system that marks 

U.S. health care.” At the very least, it would be advantageous for public health and 

aging services initiatives to combine at the community level to provide direct services. 

But despite projections of an increasingly diverse and indigent aging population, the 

actual collaborative efforts of FQHCs and aging services and the ability of FQHCs to 
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meet the specific needs of older patients are not well known. Yeatts et al. (1991) called 

attention to the need for diversified funding sources and collaborative efforts in 

designing a cost-effective geriatric program in FQHCs, bringing to surface successful 

approaches health centers across the nation have taken in designing and financing 

geriatric care. Conducting surveys in Michigan and Massachusetts, Weitzman et al. 

(1998) found a great need for geriatric education and training in health centers across 

all levels of personnel. A national study of health departments explored health 

promotion and disease prevention programs and needs regarding older adults, noting 

that older populations are not prioritized in terms of program planning and funding 

(Wallace & Levin, 2000). These studies point to the potential of a gerontological 

influence in public health, but there is still a question about what role the aging service 

sector plays in the provision of public health services to older adults at the community 

level.  

The primary objective of this study was to apply a theory-based approach in 

examining the relationship between FQHCs collaborations with the aging services 

sector and various health center characteristics critically linked with meeting the national 

health objectives for older adults. More specifically, it assessed health centers’ levels of 

collaborations with the aging sector in terms of programs and services, provider 

knowledge and attitudes, and perceived barriers to collaboration to determine whether 

and to what extent FQHCs are committed to their older adults as consumers. The study 

also identified multilevel factors of FQHCs that may contribute to involvement with aging 

services. 
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With a better understanding of the priorities FQHCs have about the unique 

challenges elderly patients present, and the environmental factors under which staff 

must conduct their practice, FQHCs can equip all levels of staff to prepare for the 

growing numbers and needs of an aging population and hopefully improve collaborative 

efforts with the aging sector.  

Section 1: Federally Qualified Health Centers 

Research has supported the crucial role primary care serves in improving the 

health and mental status of elderly patients through the provision of basic and essential 

health services (Boshert, 2004; Shi, 1994; Silverman, 2002; “Simple Screening,” 2003; 

Sullivan, 2004). Primary healthcare contributes to vital health services by emphasizing 

preventive medicine and health promotion, with an emphasis on community access and 

underserved populations (Longett, Kruse & Wesley, 2001). Research has shown that 

primary care presents a wide range of positive outcomes, including a stronger patient-

physician relationship, improved disease management, fewer hospitalizations and 

emergency room use, timely immunizations and improved patient satisfaction (Cheng, 

2004). Moreover, primary care is significantly related to better health status, lower 

mortality, and longer life expectancies (Shi et al., 2005). It is also significantly correlated 

with reducing health disparities (Shi, Green, Kazakova, 2004; Shi et al., 2005). A study 

by Shi, Green and Kazakova (2004) found that higher quality primary care reduced 

racial and ethnic health disparities, particularly for those at or below poverty level. 

Studies have documented these benefits for the elderly and the chronic conditions 

common in their population (Shi, 1992). According to U.S. census data in 2000, people 

65 years of age and over comprised 12.4% of the total population. However, they 
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account for over 1/3 of hospital inpatient days of care and a disproportionate number of 

physician office visits and pharmacy purchases (Shi, 1994). Furthermore, many older 

adults have multiple chronic conditions and functional limitations that require numerous 

disciplines to interact (Wholey, Burns & Lavizzo-Mourey, 1998). Primary care services 

offer the potential for effective care for older adults (Sager, Williams & Netting, 1999). 

FQHCs target the primary health needs of low-income neighborhoods, in addition 

to providing preventative care, education, and job training. Operating within what the 

Institute of Medicine (2000) describes as the “healthcare safety net” that serve a 

disproportionate number of uninsured,  FQHCs are where the federal government acts 

upon its tenets to improve access for vulnerable and underserved areas at the 

community level. Additionally, FQHCs have demonstrated favorable outcomes due to 

holistic care that is comprehensive, culturally-sensitive and community-based (Shi, 

Starfield, Xu, Politzer & Regan, 2003), even within the confines of institutional and 

environmental complexities (Dievler & Giovannini, 1998). Initially created as 

neighborhood health centers in 1965, these public clinics later evolved into the federal 

community health center  program under the Omnibus Budget Reconciliation Act of 

1989, and later expanded under the Omnibus Budget Reconciliation Act Amendments 

of 1990 (BPHC, 2006). The Health Resources Administration’s (HRSA) Bureau of 

Primary Health Care administers the program under Section 330 of the Public Health 

Service Act (PHSA). In 1996, the Health Center Consolidation Act amended provisions 

of the PHSA, expanding funding programs to include clinics for migrant workers, 

homeless populations, school-based programs and residents of public housing. In 2002, 

the U.S. Department of Health and Human Services (HHS) began a five-year initiative 
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to add 1,200 new and expanded FQHCs to increase the overall number of patients 

served by six million (HRSA, 2004).  

There are three different types of clinics that fall within the FQHC designation, 

including: (1) health centers funded under Section 330; (2) “look-alike” health centers 

that meet HRSA and Centers for Medicaid and Medicare Services requirements, but do 

not receive federal grant funding; and (3) facilities operated by tribal organizations 

(Bailey & Lagespi, n.d.). HRSA provides grants to create and support nonprofit health 

centers either directly to the centers or through agreements with state and regional 

primary care associations. HRSA also conducts on-site performance reviews to verify 

adherence to federal standards of quality and continued federal designation and 

financial support. Through their federal grants program, the community health centers 

program has grown to include 968 grantees serving over 16 million patients across the 

nation (BPHC, 2007). Grantees span the full breadth of service delivery, including tribal, 

faith-based and community organizations (Duke, 2005). 

Under the PHSA, grantees must adhere to the following mandates in order to 

maintain status as a federally qualified health center: 

(1) They must serve in what has been designated as a “Medically Underserved 

Area” or “Health Professional Shortage Area” 

(2) They must provide basic health services, related health services, case 

management, enabling services, and health education to patients and the 

general population in their targeted community (also referred to as “catchment 

area”) 

(3) They must provide discounted services based on a patient’s ability to pay 
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(4) They must provide services regardless of a patient’s ability to pay 

(5) They must have ongoing collaborative relationships with other health care 

providers, including hospitals, in the catchment area 

(6) They must demonstrate a responsive plan to address the special needs of 

patients who have limited English proficiency, including a staff member who is 

fluent in that language 

(7) They must have a governing board with a majority of members who are 

patients of the center (42 U.S.C. §254b) 

By adhering to these mandates, FQHCs have come to the forefront of healthcare 

amidst growing disparities in health access, increasing numbers of uninsured, and rapid 

rates of immigration within the past forty years since their introduction. Numerous 

challenges continue to threaten health center stability through recurrent changes to 

public policy and the healthcare industry (Bailey & Legaspi, n.d.; Dievler & Giovannini, 

1998). In her testimony to the United States House of Representatives, the HHS 

Administrator Elizabeth Duke (2005) reported that, at any given time, approximately 4% 

of FQHCs strive to stay a vital and viable resource to their community. A report by the 

U.S. Government Accounting Office (2000) estimates that as many as 10% struggle 

with major financial problems, management turnover, and medical staff shortages. How 

have health centers managed to survive the turbulence of uncertainty and change that 

has characterized the healthcare industry in America? Their existence has depended on 

the foundation they have built as an essential component to our nation’s health, 

particularly through their commitment to the underserved and low-income populations 

that may otherwise remain silent and overlooked in the shadow of the privileged and 
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privately-funded. The following sections examine the structures and resources that 

constitute the FQHC environment, including services, staff, patients and financing, as 

well as review existing literature about the impact of health centers on patient care and 

the communities they serve. 

Services and staff. FQHCs services include primary and preventive care, 

transportation, community outreach programs, and dental, pharmaceutical and 

environmental services (Bailey & Legaspi, n.d.). Primary care services include 

physician, diagnostic, preventive, emergency, and pharmaceutical-related services (42 

U.S.C. §254b), all usually provided on site or delivered at several satellite sites covered 

under one grantee. Preventive services may include immunizations, health education, 

mammograms, pap smears, and other health screenings that are vital to good health 

and the avoidance of illness (National Association of Community Health Centers, 

2005a). Research documents that FQHCs perform a high rate of preventive screenings, 

and lifestyle counseling services (Cashman et al., 2005; Lobuono, 2000). These 

screenings have yielded effective results beyond those results for patients who use 

other facilities (Bailey & Legaspin, n.d.). In fact, at risk elderly who undergo health 

screenings usually comply with post-screening referrals, a finding that proves 

screenings are a cost-effective method of providing healthcare (Lianov, Kohatsu & 

Bohnstedt, 1991).  

FQHCs have demonstrated high scores in several domains of primary care, 

including “ongoing care, coordination of service, comprehensiveness, and community 

orientation” (Shi, Starfield, Xu, Politzer & Regan, 2003). Often, FQHCs combine their 

services with other community activities that benefit the social and economic 
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environment of the area (American Public Health Association [APHA], 2005). FQHCs 

provide services that are often unavailable from other providers because they serve 

regardless of that patient’s ability to pay. FQHCs provide what professionals term 

“enabling services” to people who have transportation or language barriers to care 

(Cunningham & Hadley, 2004). Enabling services are key to health centers’ success in 

improving access and eliminating or reducing health disparities. Transportation, 

translation, patient and community education, and case management are some 

examples of how health center staff goes beyond prevention and treatment to facilitate 

access to services at the health center or through other appropriate organizations. 

Through Section 340B of the PHSA, health centers are also able to provide significantly 

discounted prescription medications to their patients. 

Another distinctive service of health centers are health disparities collaboratives. 

Implementation of this voluntary program in 1998 focused on reducing health disparities 

and has since expanded to include the participation of more than 645 centers 

(Association of State and Territorial Health Officials [ASTHO], 2006). Through a 

supportive network of federal, regional and state partnerships, health disparities 

collaboratives provide three models for health center improvement along several 

national measures of performance. The three models include: 

(1) the chronic care model, which addresses the care and management of 

several major chronic diseases, including diabetes, cardiovascular disease, 

asthma, depression, and cancer 

(2) the learning model, which facilitates effective teamwork and an action-

oriented infrastructure 
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(3) the improvement model, which provides tools through a “Plan-Do-Study-Act 

cycle by which health centers can promote change in care practices (ASTHO, 

2006) 

Fundamental to the success of these models are data collection on patient outcomes 

and strong leadership that allows the instructive elements of each model to spread 

through the center, permeate everyday practices and, ultimately, improve patient 

outcomes. A study of health centers included a randomized survey comparing 

performance of diabetes care with American Diabetes Association standards (Chin et 

al., 2004). They found that health centers participating in health disparities 

collaboratives improved their quality of diabetes care and that health center staff were 

highly supportive of the effort (Chin et al., 2004). Health disparities collaboratives have 

contributed immensely to health centers’ commitment to eliminating health disparities 

and are a reflection of the leadership health centers provide in the greater healthcare 

arena. 

Instrumental to health center services is a core staff of medical professionals, 

usually including physicians, physician assistances, nurse practitioners, nurses, 

pharmacists, social service directors and nutritionists. Physician staff may include 

internists, family and/or general practitioners, pediatricians, obstetricians, gynecologists, 

and geriatricians. Additionally, integral support staff ensures the fulfillment of enabling 

services, including transportation, interpretation services, and benefits eligibility (BPHC, 

2006). Together, this cadre offers a comprehensive approach to healthcare, a “one-stop 

shop” for total family care.  
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Under the Health Care Safety Net Amendment of 2002, health centers within an 

area designated as having a “health professional shortage” may participate in the 

National Health Service Corps (NHSC). The NHSC, composed of primary care 

physicians, nurses, dentists, physician assistants, social service directors, and 

counselors, place clinicians in underserved areas and assist in the development, 

recruitment and retention of health care professionals (National Health Service Corps, 

n.d.). Physicians placed through the NHSC meet 8% of needs in Health Professional 

Shortage Areas in the U.S. (Biviano & Makarehchi, 2002). Recruiting clinicians and 

health professionals into service provide valuable expertise and training at health 

centers that have personnel needs (www.nhsc.hrsa.gov/about).  

Biviano and Mikarehchi (2002) researched how primary care centers have met 

their need for physicians through foreign-trained physicians. They found that 25% of 

physicians working in the U.S. are international medical graduates (IMGs), an increase 

of 15% since 1960. This increase is the result of changes in immigration law and the 

recognized shortage of physicians relative to primary care needs in the U.S. IMGs work 

in many FQHCs, mostly through temporary visas or J-1 designated visas, which are 

waivers allowing IMGs to remain in the U.S. after their temporary visas end. FQHCs 

have had challenges recruiting physician to the rural and inner-city areas that they 

serve, and IMGs are able to fulfill commitments to underserved areas through J-1 visa 

waivers (Iglehart, 1996).  

FQHCs are able to use effective resources to overcome barriers of staff 

shortages . Telemedicine is an innovation allowing physicians to reach shortage areas 

through interactive technology. Already utilized in medical schools, hospitals and private 
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clinics, many FQHCs develop telemedicine devices to export medical services to 

remote areas (Biviano & Makarehchi, 2002). Additionally, community health workers 

(oftentimes referred to as community outreach workers, lay health workers, or 

premotoras) may be employed by the health center to serve in various outreach 

capacities (Zuvekas, Nolan, Tumaylle & Griffin, 1999). These workers function as 

community liaisons providing assistance in the areas of social services, education, 

translation and transportation within the community, performing as trusted members of 

the targeted population, and representing the vital ties between FQHCs and the 

communities they serve (Zuvekas et al, 1999).  

Finally, FQHCs provide services regardless of a patient’s ability to pay. Their 

service design and staff capacity is comprehensive and able to reach needs in society 

across all ages of the lifespan. High quality primary care translates to improved health 

for low income and uninsured persons, and therefore, lower incidence of disease and 

illness in these vulnerable populations. In fact, Cunningham and Hadley (2004b) found 

that increased availability of FQHCs not only improve access to care for the uninsured, 

but also create efficiency for the healthcare system by reducing costly hospital services 

through the emergency room or inpatient care.  

Patients. Figure 1 presents the distribution of FQHC users by age in 2007. 

While FQHC patients , referred to as “users,” include people of all ages, the majority of 

users are women age 15 to 44 (29%) and children under the age of 15 (30%) (BPHC, 

2007). Figure  2 presents the racial composition of users. A large percentage of users 

are nonwhite (62%), with Latinos and Hispanics comprising the largest racial and ethnic 

group of users (33.8%). Almost one-third of users primarily speak languages other than 
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English (BPHC, 2007). FQHCs are widely recognized for their achievements in reducing 

racial and ethnic disparities in health and serving a predominantly nonwhite patient 

population through culturally-responsive and affordable care (NACHC, 2005c).  

 

 

 

 

 

 

 

 

Figure 1. Proportion of health center users by age, 2007. 
Note.  The data in Figure 1 are from “Table 3A: Patients By Age and Gender,” by 
Bureau of Primary Health Care, HRSA, HHS, 2007, Uniform Data System. 
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Figure 2: Proportion of health center users by race/ethnicity, 2007. 
Note. The data in Figure 2 are from “Table 3B: Patients by Race/Ethnicity/Language,” 
by Bureau of Primary Health Care, HRSA, HHS, 2007, Uniform Data System. 

 

Less than 

15

29.7%

16-24

14.7%25-44

27.5%

45-64

21.2%

65-84

6.3%

85+

0.7%



 

 16 

FQHCs also serve rural areas with limited access to health services, with many 

centers being the only provider of health services in these areas. Rural areas have 

distinct healthcare needs, including agricultural and environmentally-related risks to 

health, and also have distinct challenges in attracting and retaining healthcare 

professionals (Eberhardt & Pamuk, 2004; Leeper et al., 2003). Eberhardt & Pamuk 

(2004) offer evidence of a “rural health disadvantage” through measures of higher infant 

mortality rates and higher morbidity and chronic illness rates when compared with 

suburban and urban population health measures. Geographical and oftentimes 

intellectual isolation has led to a paucity of qualified health professionals, creating rural 

disparities in healthcare access (Casey, Call & Klingner, 2001; Leeper et al., 2003). By 

being located in rural areas designated as a Medically Underserved Area or Health 

Professional Shortage Area, health centers become not only the primary location for the 

entire community, but also a leader and community resource (Leeper et al., 2003). 

Rural users are significantly more likely to be minority, low income and either uninsured 

or on Medicaid when compared to rural users of other types of healthcare providers 

(Regan, Schempf, Yoon & Politzer, 2003). 

Health centers have experienced an increase in the number of uninsured users. 

Figure 3 shows that uninsured users comprise 38% of the total third-party insurance 

sources, a figure that has almost doubled in the previous 10 years (BPHC, 2007). Sixty 

percent of uninsured persons in the nation currently live within five miles of a FQHC or 

other safety net provider (Cunningham & Hadley, 2004b), a finding that demonstrates 

the responsiveness of the health center grant process to the needs of underserved 
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communities. Also seen in Figure 3 is the percentage of users by other payor types, 

with Medicaid being the largest payor source. 

38.9%

35.4%

7.6%

2.6%

15.5%
Uninsured

Medicaid

Medicare

Public Insurance (non
SCHIP and SCHIP)
Private Insurance

 

 
Figure 3: Proportion of health center users by third party insurance source, 2007. 
Note. The data in Figure 3 are from “Table 4: Patients by Socioeconomic 
Characteristics,” by Bureau of Primary Health Care, HRSA, HHS, 2007, Uniform 
Data System. 

 

A significant number of users fall below poverty levels. In 2007, 70.4% of the 

users fell below 100% of poverty levels (BPHC, 2007), with poverty directly correlated 

with poorer health (Aday, 2001). A recent study of FQHC clientele found that users have 

significantly lower physical and mental scores than the national average (Cashman et 

al., 2005). This translates into FQHCs serving people with significantly more limitations 

to activities of daily living, poorer health and more chronic ailments (Cashman et al., 

2005).  

According to the BPHC (n.d.b), older Americans comprised 13% of the 

population in 2000 but comprised 7.1% of FQHC clientele. This percentage has stayed 

constant, with 7% of users being 65 and older, and 0.7% being 85 and older in 2007 
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(see Figure 1). However, users age 45 to 64, also considered in preretirement, 

composed 21% of the total user population (BPHC, 2007). Although nonelderly adults 

account for the largest proportion of health center users, as the cohort age 45 to 64 

reaches retirement, FQHCs face serving an older group of clientele. 

Financing. FQHC operate on “razor-thin margins,” according to Pallarito 

(1997). Funds are received from a constantly evolving mixture of federal, state and local 

sources, including public and private funds, while banks have been known to often 

reject loans or offer financing at high rates of interest (Pallarito, 1997). However, 

because of their leadership of service to the medically-underserved, health centers have 

reserved the continued bipartisan support of federal and state governments (Lesnik, 

2004-5). Figure 4 illustrates the types and proportions of funding sources by type. Years 

of national economic change has shaped the current financial profile of health centers, 

reflecting the fragility of reliance on a delicate balance of revenue streams. 
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Figure 4. Proportion of health center revenue sources by type, 2007. 
Note. The data in Figure 4 are from “Exhibit A: Total Revenue Received By BPHC 
Grantees,” by Bureau of Primary Health Care, HRSA, HHS, 2007, Uniform Data 
System. 
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Health centers currently receive mandatory coverage under state Medicaid 

programs, with payments received through a prospective system implemented in 2001 

(U.S. Government Accounting Office [GAO], 2005). Medicaid has played an increasing 

role in health center expansion in the past 35 years, with Medicaid currently providing 

the majority of health center funding at 36.5% of total revenue and 62% of total 

collections in 2007 (Rosenbaum & Shin, 2006; BPHC, 2007). 

FQHCs have increased their participation in managed care organizations either 

through contracts with managed care organization, entering formal networks with other 

health centers and hospitals, or through their own nonprofit managed care organizations 

(O’Malley, Forrest, Politzer, Wulu, Shi, 2005). Shi, Frick, Lefkowitz & Tillman (2000) 

report that health centers who do participate in Medicaid managed care do so in 

response to the pressures of dwindling federal grant support, although they are more 

likely to run the risk of having higher costs and incurring revenue deficits under a 

managed care contract. Managed care contracts have been shown to improve the 

financial position of health centers by obtaining coverage for uninsured patients, 

expanding Medicaid revenue, diversifying revenue sources, and keeping them in pace 

with other providers (Shi, Frick, Lefkowitz & Tillman, 2000).  

Medicare is a relatively minor contributor in the health center financial picture. As 

previously stated, patients 65 and older represent just 7% of the total user population 

(BPHC, 2007). Although the nation’s largest healthcare spender, Medicare comprises 

6% of total FQHC revenue in 2007 (BPHC, 2007).  

Health centers have been able to endure an unpredictable environment through 

adaptive practices. In response to the loss of revenue from these effects of managed 
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care, FQHCs have had to acquire horizontal and vertical integrations and restructure 

fiscal and management processes for operational effectiveness. Research has found 

that those centers that improve operational practices through partnerships, strong 

management and mobilized governing boards are able to adapt to market pressures 

and survive financial instability (GAO, 2000). Additionally, since the Federal Health 

Center Growth Initiative in 2002, additional grants have been awarded to add and 

expand health centers, allowing health centers to increase their annual number of 

patients year after year (HRSA, 2002). 

Impact. Research has documents the quality of FQHC services and their 

achievements in addressing health disparities, particularly for uninsured and minority 

populations (Politzer et al., 2001; Shi, Regan, Politzer & Luo, 2001; Shin, Jones & 

Rosenbaum, 2003). One of the noted successes has been the delivery of primary 

services focusing on disease prevention and management, thereby averting the 

development or exacerbation of serious conditions and costly hospitalization. Freeman, 

Kiecolt & Allen (1982) provided evidence of their “enduring utility for the underserved” 

by effectively reaching their targeted population, reducing the cost of hospital 

ambulatory services that would otherwise be burdened by the uninsured, and providing 

care that lowers their patients’ rates of hospitalization. Research also links health center 

performance access to a decline in emergency care for uninsured patients (Smith-

Campbell, 2005).  

FQHCs are comparable in quality to other clinical providers by providing effective 

and efficient services (O’Malley & Mandelblatt, 2003; Shi, Starfield, Xu, Politzer & 

Regan, 2003; Starfield et al., 1994). FQHC patients are more likely to achieve health 
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goals than patients at a traditional clinic, as evidenced by a recent study in which 

African Americans doubled their success rate of achieving blood pressure and 

cholesterol goals than those who received care at a traditional clinic (Yanek et al., 

2005). Shi et al. (2003) asserts that FQHCs provide better care than managed care 

providers because managed care providers are “problem-focused” rather than holistic, 

and care is “episodic” rather than continual. Patient turnover is high in a managed care 

environment because patients move from one managed care organization to another, 

weakening the patient and provider relationship and the continuity of care (Shi et al., 

2003). Moreover, sliding-fee services and enabling services at FQHCs provide 

assistance with transportation or language barriers to improve access for community-

bound elderly (Cunningham & Hadley, 2004).  

This review of services, patient population, financing, and impact present a basic 

understanding of the internal and external environment in which FQHCs operate. Health 

centers serve a disproportionately low-income and minority population that suffers 

poorer health physically and mentally (Cashman et al., 2005). Additionally, they face the 

challenge of caring for a larger population of older and uninsured patients with higher 

levels of acuity (Shin, Jones, Rosenbaum, 2003). With the pressures of rising numbers 

of older adults with specific health needs, it is crucial to examine how FQHCs will 

contribute to the care of their most vulnerable persons.  

The next section discusses the principles of public health that guide service 

delivery at FQHCs. It will also present principles of the aging sector as evidence that it 

is a useful ally contending with the same burgeoning demographic. This comparison will 
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illustrate each discipline’s priorities in caring for aging populations and establish them as 

essential components to each other’s success. 

Section 2: National Health Goals for Older Populations 

Public health has transformed the nation’s health. Through massive public health 

initiatives and advancements, such as immunizations and waste water treatment, that 

addressed major health concerns at the community level, health providers were able to 

extend the lifespan and transform population pyramids, creating what now has been 

popularly referred to as the “graying of America.” People are living longer with more 

healthy years in old age. In the early 1900s, health care workers faced the management 

and prevention of disease at epidemic proportions and controlling the threats and 

effects of acute illness. In the 21st century, public health measures have shifted their 

focus towards managing chronic disease and promoting healthy behaviors as the older 

adult population places immense pressures on the healthcare system. The Centers for 

Disease Control and Prevention (2007) reports that the aging population is one of the 

primary goals of public health efforts. According to State of Aging and Health in America 

2007, health care spending is expected to increase by 25% within the next 20 years due 

to the doubling of the older adult population aged 65 and older. There has never been a 

stronger incentive to invest in prevention, promote healthy behaviors, and examine the 

healthcare needs of this age group than in the shadow of this swelling wave. 

 In his editorial comment in the August 1994 edition of the American Journal of 

Public Health, Kane points to the need for public health services to prioritize aging 

populations, if not because of the absolute magnitude of their number, then because 

aging is in itself its own discipline, presenting a body of knowledge that has unique and 
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precise implications for health planning and promotion. Accompanying this thought is a 

growing acumen about illnesses, diseases and disabilities that are more prevalent in 

older age and their inferences to the healthcare system and the well-being of the older 

population in general. Both the public health sector and aging services sector contribute 

to the discussion with unifying directives. Directives guide the organization, 

responsibilities, and application of each discipline, essentially providing a framework of 

how one understands that discipline and its principles. In this case, national health goals 

articulate how the public health and aging sectors will maneuver through the available 

and developing knowledge about the public health implications of an aging population.   

Section 1 of this chapter outlined the components of FQHCs that contribute to its 

success in community-level healthcare. Taking a broader perspective, the chapter turns 

to ideals that fuel their commitments of service. This section identifies the common 

threads of thought about older adults that extend from national health goals of aging 

services and the public health sector, suggesting that these disciplines are not only 

comparable, but also complimentary.  

Aging services. Aging services are primarily distinguished between those for 

institutionalized elderly and for the uninstitutionalized, or rather, community-dwelling 

elderly. In this paper, the focus is on community-dwelling older adults who may benefit 

from home and community-based services. In the aging network of services, 

community-based care is funded through a multi-tiered framework of agencies. Older 

American Act (OAA) funds are distributed at the federal level from the Administration on 

Aging (AOA), through State Units on Aging, and then to Area Agencies on Aging that 

administer direct services in the community. 
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 Direct services are categorized into five major types of programs, including 

community-based services, in-home services, information and access services, housing 

and elder rights (National Association of Area Agencies on Aging [N4A], n.d.). Through 

different titles of the OAA, funds are siphoned towards these general categories and 

mandated to target the medically underserved. The goals of this design are to ensure 

that older adults are directed to the most appropriate service, that all aspects of an 

individual’s physical, mental, emotional and social needs are met, and that particular 

emphasis remains on those with the greatest needs. Recent developments challenge 

the performance ability of community-based aging services. According to Balsam & 

Bottum (1997), the aging network has developed to serve a distinctly bifurcated 

population of older adults, with some being younger, age 65 to 80, and generally in 

good health, and others older, over age 80, and requiring extensive care. Other 

challenges include decreased appropriations to programs funded under the OAA, 

increased diversity in the older population along many demographic characteristics, and 

the overall expected increase in the number of older adults needing their care and 

support (N4A, n.d.). Despite these challenges, the aging network has worked steadily to 

allow seniors to remain independent in their communities and support families and other 

caregivers of older adults. 

 The AOA set forth several goals through their charge under the OAA. A major 

focus of the current AOA has been to “modernize” (Carbonell, 2007) the objectives of 

the OAA to allow seniors to age at home, remain active participants in their long term 

care, and relieve the overall cost of long term care. These goals are explained in their 
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Strategic Action Plan 2007-2012 (Administration on Aging [AOA], 2007), and are stated 

as follows. 

1. Empower older people, their families, and other consumers to make informed 

decisions about, and to be able to easily access, existing health and long-term 

care options. 

2. Enable seniors to remain in their own homes with high quality of life for as long 

as possible through the provision of home and community-based services, 

including supports for family caregivers. 

3. Empower older people to stay active and healthy through OAA services and the 

new prevention benefits under Medicare. 

4. Ensure the rights of older people and prevent their abuse, neglect and 

exploitation. 

5. Maintain effective and responsive management (AOA, 2007). 

The strategic plan has already been implemented through previous collaborative efforts 

of other agencies, including the Centers for Medicaid and Medicare Services, the Social 

Security Administration, and the Centers for Disease Control and Prevention. A program 

launched in 2003 instituted evidence-based prevention programs that focus on disease, 

disability and injury prevention among older adults. The program delivers simple tools 

and techniques for seniors to improve chronic disease management, minimize fall risks, 

and improve their nutritional, physical and mental health (Carbonell, 2007). The Choices 

for Independence Demonstration is another example of the AOA’s effort to modernize 

their systems. Through this program, services improving access to and education about 

healthcare options, consumer empowerment about health promotion and disease 
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prevention options, and flexible service options for seniors with an increased risk of 

being institutionalized encourage independence in service choice (Carbonell, 2007). 

Service delivery through the aging network is evolving. Area Agencies on Aging 

typically organize programs such as meal delivery, senior centers, and local organized 

efforts for health promotion and disease prevention (Balsam & Bottum, 1997). A 

targeted system of outreach, referrals and community efforts bring health services such 

as health screenings, immunizations, nutrition, and education to the community and to 

the individual. More recently, the modernization of the OAA and the goals set forth 

through the latest strategic plan encourages consumers to choose the direction of how 

aging services are delivered, with an emphasis on improved efficiency and 

communication within the aging network. Estes (1999) describes how this 

“empowerment initiative” enhances individual control through social interventions and 

structural conditions, thereby introducing a new era of aging policy vastly distinct from 

previous policies breeding dependency (p. 139). The obvious intention of this strategy is 

to promote aging at home and in the community as a viable and a more financially 

feasible option. However, recent financial developments drive the latent intention of 

lowering the public cost associated with care.  

The ongoing transformation of healthcare towards managed care systems 

incorporates cost containment practices valuing “efficiency rather than equity measures” 

(Estes, 1999, p. 141). A critical perspective asserts that as long as aging is defined 

through a medical model, a vast gap will exist between the provider’s goals in patient 

care and the consumer’s control of their aging (Estes, 1999). Herein lies the paradox of 

a healthcare system in which a provider values efficiency and a consumer relies on the 
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provider’s expertise due to a personal lack of medical knowledge. Although older adults 

must take a greater role in financing and determining the course of their healthcare, 

they continue to depend to a provider who treats aging as a medical condition and 

defines care through processes of financial efficiency. This dependence may 

disenfranchise older adults determining the quality of their old age from a position 

already compromised by layered effects of low income, minority status and complex 

health needs. For these older adults, needs are often resource-intensive and time-

consuming, and financial and informational resources are inadequate to effectively plan 

for one’s own care. Unless the aging network is able to overcome barriers of vulnerable 

seniors, modernization can result in inequitably distributed services, with overall health 

goals remaining unrealized for all but the most privileged population of older adults. 

 This paper will now review the public health sector’s network of services and its 

goals and orientation towards aging and health.  

Public Health Services. Public health services are delivered through a similar 

framework of federal, state and local agencies by which aging services are delivered 

(Balsam & Bottum, 1997). The Public Health Service Act (PHSA) directs funds, 

information and technical support from multiple federal agencies under the HHS 

towards state governments (Mays, 2001). State governments then allocate funds 

towards statewide initiatives and local government agencies. Local governments are 

responsible for community-level efforts, usually through units of county government 

(Mays, 2001).  

This framework is a massive but necessary design given the complexity and 

enormity of the service population. The services network remains united through 
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essential functions that center around three major public health practices and their ten 

objectives. These include: 

(1) Assessment 

 i. Assess the health needs of the community 

ii. Investigate the occurrence of health effects and hazards in the 

community 

 iii. Analyze the determinants of identified health needs 

(2) Policy Development 

iv. Advocate for public health, build constituencies, and identify resources 

in the community 

v. Set priorities among health needs 

 vi. Develop plans and policies to address priority health needs 

(3) Assurance  

 vii. Manage resources and develop organizational structure 

 viii. Implement programs 

 ix. Evaluate programs and provide quality assurance 

 x. Inform and educate the public (Novick, 2001) 

Service design for older adults has largely been dictated by Healthy People 

2010, a national strategy including health priorities and objectives for all age groups, 

including older adults. Healthy People 2010 has two primary objectives: (1) to increase 

the quality and years of life, and (2) to eliminate health disparities (Novick, 2001). This 

strategy contains 10 major health indicators and 28 major focal areas by which the 

nation’s health and health service delivery are monitored and evaluated. Seventy-six of 
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these objectives target major health issues and disparities of older adults 

(www.healthypeople.gov). 

Public health services catered for older adults are emerging as federal agencies 

direct their attention to the growing need either through research funding, programming 

grants, or federal mandates (Balsam & Bottum, 1997). Additionally, prevention initiatives 

have already focused on public health disasters that have been known to affect older 

populations disproportionately, including falls, incontinence, polypharmacy and natural 

disasters (Wallace, 2006). By its very nature, public health strives to equitably address 

the health of the nation’s aged. In his editorial on public health contributions to the 

health of older adults, Wallace (2005) outlines how the discipline uniquely contributes to 

older adults’ health. Its focus on preventative efforts and community-level interventions 

and its strategies involving health promotion and advocacy (Wallace, 2005) allow public 

health services to not only address older adult issues before they exacerbate into 

expensive and irreversible levels, but also do so with minimal disparities in care. 

There are several endeavors that have developed through this focus on aging 

issues. The Bureau of Primary Health Care began a Healthy Aging Initiative that 

focuses on reimbursement, outreach, quality and modeling for healthier aged 

Americans (BPHC, n.d.b.). The Environmental Protection Agency’s Aging Initiative 

brought several disciplines together to research useful strategies for educating and 

eliminating environmental conditions that present health risks to seniors, such as 

extreme heat, air pollution, and waterborne pathogens (Sykes, 2005). The Centers for 

Disease Control and Prevention’s Health Aging Program, launched in 1998, identifies 

four key strategies for improving and safeguarding older adults’ health. These strategies 
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require the collaborative efforts of other agencies, and include: (1) increasing healthy 

behaviors, (2) reducing factors that lead to injury and disability, (3) increasing the use of 

immunizations and screenings, and (4) assisting older adults in managing chronic 

conditions (Centers for Disease Control and Prevention [CDC], 2007; Lang, Moore & 

Harris, 2005). These national programs are examples of partnerships educating the 

public through the combined expertise and objectives of multiple organizations, 

efficiently relaying these messages through combined funding sources and manpower. 

They also communicate the priority status of the older adult population and the 

discipline’s resounding recognition that “poor health is not an inevitable consequence of 

aging” (CDC, 2007). 

 Increasingly, the healthcare community recognizes the need for collaboration 

from both networks as the growth of the senior population progresses and as emergent 

research emphasizes the specialized needs of older adults. Advances in treatment 

protocols, medical research, and medical technology have resulted in expanded 

knowledge about the differential effects of the aging process on the human body and 

the distinct vulnerabilities of the older population to health intervention (Bender, 2003; 

Cutler, 2001; Jack, Boseman & Vinicor, 2004). For example, research has found that 

the vaccination response is weakened in old age due to diminished immunological 

response (Effros, 2003; Gardner & Pabbatireddy, 2004), although vaccines still provide 

some amount of protection and reduces the severity of illness (Gardner & Pabbatireddy, 

2004). Other examples point to emerging health conditions that have called for the 

urgent response of healthcare resources, including dementia and HIV/AIDS (Anderson 

& McConnell, 2007; Levy-Dweck, 2005). These conditions pervasive and insidious 
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diseases are associated with multifactorial and tenuous origins, exorbitant costs for 

intervention, and tremendous mortality and decreased quality of life for seniors, their 

caregivers and their communities (Chapman, Williams, Strine, Anda & Moore, 2006; 

Kawas & Brookmeyer, 2001. Levy-Dweck, 2005). Tackling matters of this magnitude 

requires a powerful response.  

 In 2001, the CDC and the AOA initiated the Aging States Project, a national effort 

to assess state activities in health promotion and disease prevention for older adults. 

Through partnerships with the Association of State and Territorial Chronic Disease 

Program Directors and the National Association of State Units on Aging, a needs 

assessment of state units on aging (SUA) and state health departments (SHD) was 

conducted and completed in October 2002, producing an extensive capacity for the two 

networks to collaborate (National Association of State and Territorial Chronic Disease 

Program Coordinators & National Association of State Units on Aging [ASTCD], 2003). 

The study found that collaboration between networks does exist to some extent, but 

efforts are limited primarily by the lack of leadership and the complexity and 

fragmentation of both delivery systems. The study also found that another barrier to 

collaboration was the low priority status of aging populations in SHD, this being a 

function of a lack of a designated person to place this population at the forefront of 

service delivery or budget allocations. Additionally, they found that most states do not 

have a formal plan for health promotion and disease prevention for older adults. In sum, 

there is potential for improved collaboration, although major barriers must be overcome 

in order to make the effort productive. 
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 A result of the Aging States Project is the State-Based Examples of Network 

Innovation, Opportunity, and Replication (SENIOR) grant program. Established in 2003, 

these grants provide one-year $15,000 funding opportunities for SHD to implement or 

expand health and aging activities (CDC, n.d.). As of 2006, 46 SENIOR grants have 

been awarded to create partnerships between SHD and SUA that “expressed interest 

and willingness to work together to improve the health of older adults.”  These 

partnerships focus on programs addressing areas of physical activity, nutrition, 

Medicare preventive services, arthritis, and stress management. One major objective of 

this program is to establish evidence-based practices of coordinated efforts at health 

promotion and disease prevention in older populations, thereby encouraging similar 

activities in all states.  

 The results of the Aging States Project raise serious questions about the actual 

delivery of services to older adults at the community level, which is at the heart of public 

health service. Questions about leadership, appropriations, knowledge gaps, and 

priorities create other questions about how older adults may fare as major consumers of 

aging and public health services.  However, it is possible that shared goals between the 

two sectors improve collaborative potential and service delivery. FQHCs offer the ideal 

model for both networks to intersect in regards to care for older adults. As emphatically 

stated by Lesnik (2004-5), health centers “may be the most useful tool the nation has to 

ensure the majority of Americans have access to medical care when they need it.”  

They are dedicated to the underserved, have proven measures in primary care quality, 

and are resourceful in the path of imminent resistance. Additionally, with their 

community-oriented approach and wide breadth of service, they present a promising 
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route to achieving health promotion, disease prevention, and improved health access 

goals in both aging and public health initiatives. 

 The next section of the paper discusses how FQHCs are an essential element to 

reaching national health goals for older adults and how collaborative efforts between the 

broader networks of public health and aging are fundamental to their success. Using 

priority populations as examples of vulnerability to poor access and poor health 

outcomes, the utility of FQHCs in reaching national health objectives is demonstrated. 

Section 3: Health Center’s Role in Reaching National Health Goals 

 Section 1 of this chapter presents characteristics of the FQHCs environment and 

its impact in healthcare delivery. Commitments to goals outlined in Section 2 of this 

chapter indicate how national health goals influence the decisions and priorities of 

public health and aging services, creating an optimal foundation for collaborative efforts. 

The present section now turns to a discussion of FQHCs’ role in meeting shared 

objectives of aging and public health networks at the community level, with 

consideration of how collaborative efforts are necessary to this process.  

Research communicates the fragility of the safety net upon which many 

responsibilities of society are placed. Care for vulnerable population is invaluable to 

society, although a tenuous practice that must balance the cost of providing care to 

those who are disproportionately unhealthy with the equitable distribution of care. 

Research shows that vulnerability is a multifaceted issue. Aday (2001) presents a model 

for studying vulnerable populations identifying individual and community-level factors 

creating risk of vulnerability. Various predictors in subpopulation attributes or exposures 

identify those more vulnerable to poor health outcomes (Aday, 2001). For example, 
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older Hispanic females who are widowed and have chronic conditions such as diabetes 

or asthma are less likely to have the resources to overcome illness or economic 

hardship. This example shows how attributes of race, income and illness may adversely 

affect certain subpopulation’s health access and health status.  

Shi & Stevens (2006) revise Aday’s model, citing the converging effects of 

predisposing risk factors, enabling risk factors, and health needs that exist at both 

individual and ecological levels. Predisposing risk factors are basic demographic 

characteristics or beliefs that attribute to vulnerability, such as age or race. Enabling risk 

factors are related to assets in human and social capital that contribute to an individual’s 

ability to improve their own status. Examples include socioeconomic status or social 

class. Health needs include self-perceived or professionally determined health status 

indicating a level of well-being. Activities of daily living and trends in morbidity and 

mortality are measures of health needs. This framework also considers how 

vulnerability is a complicated issue, entailing many risk factors beyond an individual’s 

control and thereby requiring social and governmental intervention. On the basis of 

these models, public health care for vulnerable populations must address risk factors 

present at both the individual and ecological, or community, levels in order to succeed in 

improving access to quality health care and improving health outcomes.  

Investing in a health promotion and disease prevention strategy for older adults 

requires proven results of an entity’s ability to address multiple risks of the individual 

and their community. Because they are able to effectively address the needs of 

vulnerable populations at both the individual and community levels, and because their 

model of care addresses risk factors associated with vulnerability, FQHCs have the 
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potential to act as key contributors in actualizing national health goals for older adults in 

the community. FQHCs provide comprehensive primary care, including enabling 

services and preventative services, to overcome risk factors. Enabling services, such as 

translation, transportation, and case management, cater to individual barriers, such as 

language differences or the absence of an informal caregiver, that prevent an individual 

from seeking appropriate services. Health centers’ participation in Health disparities 

collaboratives articulate care for chronic diseases, such as diabetes or asthma, that 

may disproportionately affect targeted clientele. FQHCs address specific health needs 

through a variety of health professionals, including pharmacists, dentists, social service 

directors, many of whom reflect the diversity of the community they serve. Health 

centers take a community-oriented approach involving community leadership, 

community health workers, and community-responsive health planning. Their location in 

medically underserved and health professional shortage areas allow them to provide 

services accessible and relevant to their community’s specific needs. Yanek et al. 

(2005) provides an example of health center presence and responsiveness to their 

community. This particular center, located in New York, has an advisory board 

comprised of African American members of the local African American community. 

Located on a bus route, the FQHC is within walking distance of a majority of the 

community, does not require appointments, and has a play area for children and an 

exercise teaching room. A community health worker that is familiar with the community 

and an African American physician are also involved with the FQHC. This accessible 

and flexible FQHC structure enables African American patients to double their success 

rates of achieving health goals, offering a perfect example of how the FQHC setting 
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achieves great success for its community and is witnessing inventive ways to overcome 

individual challenges.  

A review of vulnerable subpopulations of older adults illustrates the great need 

that persists in light of the growing presence of FQHC across the nation and despite the 

best efforts of public health and aging services. Trends show that disparities have 

widened, with disabilities, poverty and low educational attainment disproportionately 

impacting the most disadvantaged of society (Schoeni, Martin, Andreski, & Fredman, 

2005). According to Jackson, Lockery & Juster (1996), older ethnic and racial minorities 

and older women shoulder the heaviest burdens of deprivation due to low incomes, 

poor education, and poor health status when compared to other older adults. Because 

of these vulnerabilities stemming from accumulated disadvantage throughout their life 

course, these groups suffer higher rates of chronic illness and disability in old age 

(Estes et al., 2001). To demonstrate this disparity, the subject turns to specific 

demographic subgroups of older adults who are particularly vulnerable to poor health 

access and health quality.  

Vulnerable populations of older adults. The Institute of Medicine released a 

widely publicized report in 2002 entitled Unequal Treatment: Confronting Racial and 

Ethnic Disparities in Health Care, which examines the differences in care received by 

racial and ethnic minorities (www.iom.edu), even with other demographic factors being 

equal. The National Healthcare Disparities Report (2006) highlights these key 

disparities by showing how (1) minorities are less likely to be insured, (2) minorities are 

underrepresented in health care professions, (3) minority communities have fewer 

healthcare providers, (4) minorities are more likely to be treated by physicians who are 
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not board certified, and (5) many minorities report difficulty in communicating with their 

healthcare providers. Research has also found that prevention strategies, such as 

screenings, early treatments, and immunizations are less likely for minorities, and that 

minorities are more likely to have trouble getting referrals to specialists (Agency for 

Healthcare Research and Quality [AHRQ], 2000, 2002). Because of these disparities in 

health care, minority elderly in the U.S. have a higher risk of “preventable, costly chronic 

disease and disability” compared to the general elderly population (Takamura, 2000). 

 These disparities in care have been attributed to multiple barriers. Kirn (2002) 

finds that communication difficulties, cultural interpretations of healthcare, and 

stereotyping by healthcare professionals contribute to the problem. Evans (2004) also 

cites a lack of diversity in hospital staff that lends to discomfort, frustration and 

inaccessibility for minority patients. Other barriers include educational deficits within 

minority populations about the benefits of immunizations, a lack of clinics in minority 

neighborhoods, language barriers between providers and minority patients, a fear of 

costs associated with these practices, and physicians who do not offer them to minority 

patients (Brooks, 2000; Elliott, 2003). Finally, a lack of physicians in predominantly 

minority neighborhoods prevents many minorities from forming continuous relationships 

with primary care physicians and thereby receiving consistent care throughout old age 

(National Academies, 2002). Minority elderly who do not trust their clinicians or cannot 

communicate with their providers are placed in a vulnerable position to receive 

inadequate care by their inability to voice their health concerns. With many physicians 

coming out of private practice or joining large physician groups, and with the limitations 

of Medicare and managed care contracted options, establishing relationships with a 
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provider who can continue to follow a patient into old age continues to be a challenge. 

This hardship is reinforced by research finding that many minority groups rely on 

emergency rooms and outpatient clinic care, both of which require higher out-of-pocket 

expenses but do not provide a usual source of care (AHRQ, 2003). 

 Poor healthcare outcomes and greater risks for chronic disease and disability 

result in a population of minority elderly who require costly medical care. The financial 

burden that poor health places on minority elderly is exacerbated by financial limitations 

already present within these groups. Minorities are more likely to be enrolled in more 

affordable, but “lower-end” health plans that have stricter limits (The National 

Academies, 2002), and are significantly less likely to have health insurance at all (Ross, 

2000). Minority elderly are also more likely to rely on Medicare for their health 

insurance, although most do not carry supplemental insurance or are aware that they 

can qualify for Medicaid supplemental assistance (Ross, 2000), thereby being subject to 

high co-payments and deductibles beyond the means of most minority elderly budgets 

(The National Academies, 2002). For those minorities without insurance, chronic 

disease management is less likely, fragmented, and substituted by poor self-care and a 

higher incidence of health crisis (Becker, 2001). Minorities comprise 16% of U.S. 

elderly, are more likely to live in poverty, suffer illnesses more often, and have less 

access to healthcare than white elderly (Ross, 2000). Statistics also show that 

minorities, especially minority women, tend to have weaker financial status than others 

and rely more on Social Security (Takamura, 2000).  

 Foreign-born minorities face distinctive challenges that affect how they age. 

Immigration into another country exposes people to prejudice and discrimination that 
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impact resources needed to secure opportunities and upward social mobility (Evans, 

1987; Hatch, 2005). Older immigrants face higher levels of disability and dependence 

due to fewer opportunities and characteristics of disadvantage upon entry to the U.S. 

(Hatch, 2005; Williams, 2005). Older immigrants may face isolation from their new 

culture and rely on younger cohorts for financial and emotional support. They have been 

in their country of origin longer and have established expectations and beliefs that 

dictate their health-seeking and support-seeking behaviors. The older person may feel 

alienated by other care providers, such as physicians or social service providers, who 

do not share their cultural traditions of health and wellness. Their transition into old age 

may present fewer choices because of language barriers, financial barriers, and 

limitations of cooperating in the workforce. Role loss in a culture beleaguered by ageism 

and discrimination and relationship loss due to weakened normative familial obligations 

for elderly care are barriers to acculturation, especially for recent older immigrants who 

may have come from a culture that reveres their elderly, as in Hispanic and Asian 

cultures (Williams & Wilson, 2001; Wilmoth, De Jong & Himes, 1997).  

 Census figures show that 13.9% of foreign born over 65 years of age live in 

poverty, compared with 9.3% of native born U.S. residents (He, 2002). Foreign-born 

have higher proportions of uninsured people (He, 2002), and the uninsured proportion 

of immigrants has increased since the 1990s (Mohanty et al., 2005). Additionally, elderly 

who immigrate later in life do not have the opportunity to acquire the work history to 

become eligible for federal benefits (Minkler & Estes, 1999). The cumulative effects of 

these disadvantages place older immigrants at higher risk of social and environmental 
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threats, and therefore, advanced levels of disability and dependence on social 

networks.  

 Women face significant challenges in old age due to the similar effects of 

accumulated disadvantage. In her review of how gender shapes aging, Moen (2001) 

describes how women’s vulnerability in older age stems from “enduring inequality” 

throughout the lifecourse. For example, weaving through often varying and intermittent 

roles in family and work obligations produces a dependency on spousal resources to 

define many women’s financial health, mental health, and overall well-being in old age 

(Moen, 2001). Older women are more likely to live with serious physical limitations and 

disability, and becoming more dependent on others for self-care (Aday, 2001). Because 

of their longer lifespans, women face the likelihood of enduring more years with 

disability and higher costs of care (www.womenhealth.gov). 

 The Older Women’s League (1999) describes how public policy governing 

retirement, including Social Security, pensions, and savings and income, benefit male 

working patterns over the discontinuous patterns of women’s employment. Women, 

particularly minority women, are more represented in low wage jobs, securing lower 

incomes, fewer assets and lower pensions than men (Angel, Jimenez & Angel, 2001). 

For unmarried or widowed women, poverty is more prevalent, with unmarried women 

having the same poverty rate as children, and unmarried minority women having double 

the poverty rate as children (Kijakazi, 2001; Ozawa, 1995). With the majority of older 

poor being women (Older Women’s League, 1999), their vulnerability to poor health and 

poor access to healthcare is an impregnable fate.  
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Also in great need are older adults who are low income, chronically ill, mentally 

ill, disabled, or homeless (Aday, 2001). Many of these risk factors coexist, keeping older 

adults at the fringes of society if they do not have adequate care. Implicit in this need is 

the immense variability of individuals within older adult subgroups, posing a great 

challenge to any provider of aging services. Varying circumstances of demography, 

geography, socioeconomic status, health beliefs, and other factors affect access to 

health, the use of health services, and health outcomes (Baiker, Chandra, Skinner & 

Wennberg, 2004; Cho, 1998; Damon-Rodriguez, Frank, Enriquez-Haas & Reuben, 

2005). Strategies to address this inherent heterogeneity require a unique level of 

community infiltration to understand risk factors, as well as a pattern of effectiveness in 

addressing risk factors. While FQHCs focus on vulnerable populations at the community 

level, growing demands of older adults could overwhelm the current limits of their 

abilities. The next section will explore this possibility with consideration of several 

imposing trends in primary care delivery.  

Questions about quality. Populations of minority elderly, female widows and 

elderly living with incomes below poverty level who may benefit from public health 

services are expected to increase within the next twenty years (Administration on Aging, 

2003). Poverty has been shown to influence access to healthcare, creating physical and 

psychological barriers that are perhaps more prohibitive than race in predicting access 

(Fitzpatrick, 2004). Evidence also projects a greater need for health centers for other 

older adults. Manton & Lamb (2005) finds that decreasing disability in elderly 

populations may result in more elderly living in communities and out of institutions, 

thereby relying more on community-based services such as FQHCs. The lengthening of 
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life expectancy has also been a determinant of a changing population of FQHC users. 

As current users of FQHCs age well beyond 65 years of age, physicians treat older 

patients with multiple conditions and multiple medication use (Bushardt & Jones, 2005). 

Chronic illness and the cumulative effects of disadvantage throughout life for low-

income elderly contribute to a growing population of older and frailer elderly who are at 

risk of not only poor health outcomes, but also catastrophic costs associated with their 

healthcare (AHRQ, 2002; National Center for Health Workforce Analysis, 2003; O’Rand 

& Hamil-Luker, 2005). Additionally, health center users 65 and older are reportedly 

more likely to have lower educational and income attainment and higher incidence of 

severe chronic illness (Wan, 1982). These trends and predictions forecast great change 

in the health center patient population with not only more users who are older, but older 

users who are more diverse and more clinically complex.  

Although their positive impact on the nation’s health continues to dominate 

research findings, there is evidence that FQHCs’ coverage as a safety net provider has 

its limitations. Research generally supports their need and essential health services 

while stressing evidence of their limitations. Epstein (2001) found that populations in 

medically underserved areas (MUA) served by a FQHCs had significantly lower rates of 

preventable hospitalizations than those MUA that did not have a FQHC. In a study using 

a national sample of FQHCs, findings found better chronic disease care than that 

offered at other settings (Hicks et al., 2006). However, this benefit was absent when 

analyzing the quality of care received by uninsured patients (Hicks et al., 2006). Other 

studies examine the disparities that persist despite health centers’ attempts to eliminate 

gaps in health service access. Landon, Hicks, O’Malley and Lieu et al. (2007) found that 
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although FQHCs have contributed to improved management of chronic diseases 

through their Health disparities collaboratives, outcomes of care were inconsistent 

among various measures. Another study conducted by Ulmer et al. (2000) indicated that 

FQHCs have increased difficulty meeting standards of practice as patient complexity 

increased.  

Restricted environmental and service capacity, staff vacancies, and underlying 

financial limitations can be traced to a health center’s role as a primary care provider for 

older adults (Hadley & Cunningham, 2004). As mentioned previously in this chapter, 

primary care is an essential element to healthy aging. But despite its acclaim, 

Schroeder (2002) suggests primary care has been in decline for decades. Accelerating 

medical technology, dwindling third-party insurance reimbursement, managed care, and 

changes in medical school curricula have led to a “devaluing of primary care” that steers 

medical students away from primary care practice (Schroeder, 2002). Furthermore, 

primary care has had problems recruiting and retaining the physicians with the medical 

expertise necessary for the complexities of care older adults require. Many primary care 

physicians are unwilling or unable to care for the increasing numbers of elderly patients 

within the time constraints and clinical guidelines of a thriving practice (Adams et al., 

2002; Ostbye et al., 2005). Schor (2004) also reports that most primary care physicians 

lack knowledge about caring for elderly and their complex medical and social needs.  

Other research notes the decline in primary care, particularly for older patients. 

Research finds that physician recommendations for treating chronic and acute 

conditions and for preventing disease with vaccinations declines with age (Asch, Kerr, 

Keesey, Adams et al., 2006; Nichol & Zimmerman, 2001). In another example, 
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Silverman (2002) finds an increased use of emergency rooms among Medicare 

beneficiaries between 1992 and 1999, attributing this in part to gaps in primary care 

availability. These detrimental outcomes are even more pronounced for vulnerable 

elderly, with research linking minority health disparities to poor physician-patient 

relations and inadequately trained and deficiently resourced primary care practitioners 

(Bach, Pham, Schrag, Tate & Hargraves, 2004; Kirn, 2002). Research attributes these 

outcomes to a decline in primary care physician interactions, continuity and coordination 

of care for Medicare beneficiaries (Cheng, 2004; Montgomery et al., 2004).  

Compromised quality at health centers is linked to changing financing structures. 

Managed care presents some of the strain on primary care physician recruitment to 

geriatric care. Managed care providers are under pressure for productivity and 

efficiency, both of which limit the ability to fully diagnose, treat, and educate their 

patients (Wholey et al., 1998). Oftentimes, a disruption of service occurs as elderly 

switch managed care plans or temporarily disenroll for fee-for-service plans that allow 

certain procedures (Cheng, 2004; Wholey et al., 1998). Most managed care 

organizations use capitation to pay providers, and these capped rates are insufficient 

coverage for chronic conditions and comorbidities (Wholey et al., 1998). Primary care 

groups may underuse procedures and focus less on follow-up care (Wholey et al., 

1998), both of which limit the potential for treatment. The growing and competitive 

managed care industry has also led some managed care organizations to focus on 

controlling costs rather than on improving quality (Wholey et al., 1998).  

Although health centers are increasingly reliant on Medicaid funding, changes to 

Medicaid financing continue to challenge health center financial stability. Medicaid 
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payment levels have steadily declined, and the Deficit Reduction Act of 2005 imposed 

eligibility documentation requirements and increased cost-sharing responsibilities that 

result in loss of Medicaid eligibility, and therefore, declines in health center ability to 

provide care for the uninsured and barriers to creating new health centers (Rosenbaum, 

Shin & Darnell, 2004; Rosenbaum & Shin, 2006; Shin, Finnegan, Hughes & 

Rosenbaum, 2007). However, research has shown that these effects vary by state and 

by individual center, with some centers suffering significant loss in revenue due to 

higher operating costs and reduced Medicaid reimbursement at a contracted rate (GAO, 

2000; Shi, Frick, Lefkowitz & Tillman, 2000).  

Medicare, established to improve the health of the nation’s seniors, also falls 

short on improving health centers’ service delivery to older adults. Because research 

shows Medicare’s immense potential for overcoming health disparities through its 

quality requirements, coverage, and large participation in the medical community, it 

would appear remiss for health centers to all but dive into this revenue stream (Aston, 

2001; Eichner & Vladeck, 2005). Instead, Rosenbaum & Shin (2006) found that health 

centers actually lose money on Medicare patients as Medicare payment increases lag 

behind the cost of providing services to older patients with higher incidence of chronic 

illness and complex cases and higher costs of care. Health centers with a high number 

of Medicare patients must find ways to offset the revenue shortfall through other 

revenue sources, including grant monies that could be directed towards care for the 

uninsured and indigent (Rosenbaum & Shin, 2006). 

These challenges threaten FQHCs’ ability to provide for underserved Americans. 

Competing with these pressing concerns is the growing elderly population, particularly 
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minority elderly, who are uninsured. Serving the volume of uninsured creates immense 

financial stress on FQHCs. The number of uninsured Americans continues to increase 

due to less employer-sponsored insurance plans, higher cost-sharing insurance plans, 

and increasing numbers of immigrants who are either ineligible of public insurance or 

acquire jobs that do not offer insurance (Bailey & Legaspin, n.d.). Underscoring these 

trends is the great burden FQHCs experience by operating in communities that, in times 

of economic downturn, often have a marked increase of need in the community due to 

the loss of healthcare coverage in a fallen job market and serious physical and mental 

health problems associated with the stress of sudden unemployment (Rosenbaum, Shin 

& Darnell, 2004). Rosenbaum, Shin and Darnell (2004) have found, however, that 

during these times of increased need during economic downturn, federal appropriations 

also increased, although not to desirable levels. 

The well-documented growth of the elderly population presents challenging 

clinical complexities and healthcare policy issues that have public health implications. 

The promotion of health, prevention of disease and accessibility of service for the 

elderly requires the multidisciplinary and investigative approach of public health in a 

primary care setting. The challenge for FQHCs is to meet this demand under a current 

environment that is ill-equipped. As the older population increases, FQHCs must 

maintain their integral role in healthcare delivery for the elderly through a working 

integration with aging services. The integration of care and a financing structure 

allowing the coordination of services, and the incorporation of community resources do 

not only make efficient use of financial resources, but also improve primary care 

provider and patient satisfaction (Starfield, Lemke, Herbert, Pavlovich & Anderson, 
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2005). The following section discusses how improved collaboration with aging services 

strengthens health centers’ role in aging communities. 

The value of collaborative efforts.    Instability in areas of staffing, service delivery 

and financing could lead to disastrous ends for older adults in the community in the form 

of poor health care quality, declines in health and an increase in disability, and reduced 

quality of life. In the face of these threats, FQHCs rely on valuable collaborations in their 

healthcare and general communities to sustain their missions. Mays (2001) relates that 

health centers strategically orient their collaborative efforts to secure resources and to 

maintain their roles in a progressively managed care environment. Partners may include 

other health centers, human service organizations, local chapters of national 

organizations, educational institutions, and government regulation agencies (Mays, 

2001). A study of FQHC networks shows that these relationships enrich their 

commitments and broaden their vision for success through integrated efforts (Baxter, 

Levin, Lagaspi, Bailey & Brown, 2002). Alliances with other providers help participating 

health centers improve their image, financial leverage, efficiency, and learning 

opportunities (Baxter et al., 2002). FQHCs experience success through collaborations 

by confronting pressing issues with the cohesive commitments of other agencies 

bearing similar burdens.  

It is certain that a public health approach to aging improves the quality of life in 

old age. The promotion of chronic disease management and the prevention of physical 

and mental disease and disability are but two major areas that credit public health 

efforts (Albert, 2004). In these contributions, the public health paradigm convenes well 

with the aging paradigm in that they both recognize the heavy burden of chronic disease 
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and the potential of health promotion in old age. This interdisciplinary perspective 

engenders a greater use of resources, including financial, occupational, and 

informational. At the health center level, cooperation between disciplines occurs to 

some degree, and this mutuality is elemental. FQHCs offer a holistic approach to 

healthcare with an advocacy component needed to address the multifaceted needs and 

implicit rights of the aging person, in particular, the disenfranchised. In complement, 

aging services offer a gerontological approach that recognizes successful aging occurs 

across many domains, is defineable beyond the traditional medical model, and is 

empowered to act upon the aging process itself. Furthermore, both disciplines are 

mandated by national health goals to seek each other’s services to complement their 

own. Indeed, collaborative endeavors to serve the needs of vulnerable older populations 

should reflect the wealth of expertise from both primary care and aging providers.  

But this does not come easy. As seen in the Aging States Project of 2001, the 

structural fragmentation and resource limitation that plagues state units of health and 

aging services prevents an adequate level of collaboration (Palombo et al., 2005). 

Kalunzy & Fried (1985) attribute this deficiency to the various constituencies and 

funding sources that direct agency commitments but inadvertently bifurcate efforts. 

Moreover, organizational culture imposing an agency’s expectations, attitudes, and 

formal procedures may also limit effective partnerships (Larkin, Alston, Middleton & 

Wilson, 2003; Vogel, Ransom, Wai, Luisi, 2007). In a study of interagency 

collaborations between public housing and public health services for seniors, Vogel et 

al. (2007) finds that different expectations of work load and different organizational 

missions, both influenced by organizational culture, build resistance between agencies 
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and restricted collaborative outcomes of the project. Sandfort (1999) identifies social 

impediments, citing how impressions of each partner, social experiences during 

collaborative processes, and personal understanding of these events may impede 

collaboration between frontline staff of partnering agencies. At the community level, 

similar issues may present significant barriers to collaboration between FQHCs and 

aging services. 

These issues are indicative of broader processes that affect not only FQHCs’ 

potential to prioritize older populations, but also their viability in an aging world. These 

macrolevel processes tie inexplicably with microlevel processes and decisions of 

everyday work. Hagestad and Dannefer (2001) argue for a perspective that regards the 

often problematic but rarely uninteresting interconnections between the macro- and 

microlevels as they offer not only attention to individual decisions, but also a rarefied 

glimpse into social forces that provide meaning and depth to the discussion. In this 

case, the prevailing paradigm that views aging as a medical problem and health care as 

a commodity threatens to bring neither service closer, but rather, polarize their efforts. 

Estes (2001) describes how this paradigm pervades and infects aging service delivery. 

Aging services designed for community-dwelling elderly are shaped by the 

accumulation of capital, and in this regard, services for vulnerable seniors with little 

means are viewed as unprofitable and remain undeveloped (Estes, 2001). Furthermore, 

public policy for old age leaves indigent care to the state and shifts the responsibility for 

maneuvering through this fragmented and overwhelming network of services to the 

individual, alienating older generations and further exposing vulnerable older adults to 

unfortunate ends (Estes, 2001). Title 3-D of the OAA provides a basic framework by 
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which collaboration can occur at the national level, but is not mandated at the state or 

local level, leaving a lack of leadership to unify efforts where care is delivered and 

where community agencies must navigate their daily survival (Kalunzy & Fried, 1985; 

Palombo et al., 2005). For effective collaboration to occur, public health and aging 

services must identify the extent that these obstructive processes permeate community 

services, leaving irreconcilable differences between the health center’s need to serve 

more elderly and the aging sector’s need to more equitably serve older adults. 

This creates an opportunity to redefine the possibility of overlapping roles 

between public health services and aging services at FQHCs. There is no easy answer 

to the question of how to finance and care for the indefinite need of vulnerable elderly. 

However, while FQHCs offer a defined success to primary care delivery to vulnerable 

populations, and while the aging sector offers the expertise of aging and the service 

network for community-dwelling seniors, a key to addressing this need is to better 

bridge these services. In bridging service between these two broad entities, the nation 

may come closer to eliminating the engulfing health disparities of vulnerability elderly 

and achieve national health goals for older adults. 

Section 4: Summary 

In August 2005, the National Association of Community Health Centers released 

a seminal report articulating persistent challenges to their mission for underserved 

populations. In The Safety Net on the Edge, health centers are lauded for their 

successes in healthcare quality and financial solvency despite reduced funding and 

emerging demands of their target populations (NACHC, 2005b). These demands come 

with an increasing number of patients who require complex and costly treatment due to 
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a greater likelihood of being uninsured, low income and chronically ill. The image of 

health centers on the precipice of peril forebodes little comfort to vulnerable older adults 

who require this service because they, too, exist on shifting ground. 

Health centers “signal the health of the nation’s safety net (NACHC, 2005b)”, and 

if they are not able to succeed in their mission, it would be to the detriment of entire 

communities that have come to rely on their presence, contribution and determination. 

Their incapacity would certainly be the greatest disadvantage to society as a whole. 

Who will care for 12% of the nation who live at or below poverty levels, the 16% who are 

uninsured, and 32% who are minorities (NACHC, 2005b)?  These persons represent a 

disproportionate number of health center users and the direct target of public health 

service. Two unique and inherent characteristics of public health service, however, is 

the belief that everyone is entitled to a healthy life in old age and the philosophy of 

social justice (Turnock, 2004). These two respects work together to inform the health 

center dilemma: obstructions to the equitable distribution of health in old age require a 

collective resolution.  

This literature review presents an overview of FQHCs characteristics that have 

placed their services at the pinnacle of primary care delivery. It also presents the goals 

of the public health sector that drive this success, and the parallels of the aging sector’s 

common vision to optimize senior health. As discussed, FQHCs have their limitations in 

service delivery. Institutional changes in financing with the introduction of managed care 

and legislative policy affecting Medicaid reimbursement, population forecasts of more 

older, low income and uninsured users, and an across-the-board challenge of staff 

recruitment and retention limit their potential to provide care to patients, including the 
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expected deluge of older adults. Those FQHCs that harness the reinforcing quality of 

collaborations with aging services will be better prepared. 

Chapter 2 presents the statement of the problem to support a study of FQHCs’ 

priorities regarding older adult populations and collaborative efforts with aging services. 

Improving perceptions and priorities of service for older adults imparts clear veneration 

not only for health centers’ central role in healthcare delivery, but also for their capability 

despite obscure odds in the face of growing numbers and needs of vulnerable older 

adults. This attempt conveys a timely aspiration ripe with possibility, revealing 

opportunities for aging services and improving gerontological contributions to public 

health. 
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CHAPTER 2 

STATEMENT OF THE PROBLEM 

 A review of the literature identifies how federally qualified health centers 

(FQHCs) occupy a central position in healthcare delivery to vulnerable older adults by 

providing the services needed to meet national health goals of public health and aging 

services. However, because of limitations in financing, staffing and service delivery, 

there is a great need for collaboration with aging services to optimize health center 

services and to improve services given to older adults. This study attempts to highlight 

health center collaborative efforts with the aging sector and to identify health center 

barriers and perceptions regarding care and services to older adults. This chapter 

begins with a discussion about the theoretical framework guiding the research design, 

and then follows with a statement of the research problem and specific hypotheses. 

Theoretical Framework 

The theoretical framework for this research is the health service system 

structure, a framework designed to evaluate the resources of a health service to provide 

effective services (Starfield, 1992). Starfield (1992) asserts that each health services 

has “a structure consisting of the characteristics that enable it to provide services, the 

processes involving actions by the practitioners in the system as well as the actions of 

the populations and patients, and the outcome as reflected in various aspects of health 

status “(p.11-12).  Each component interacts to produce a measure of effectiveness in 

health service delivery, and demonstrates the system at both the macrolevel and 

microlevel of analysis.  



 

 54 

Structure 
Physical Structures 

Organizational Structures 
Community Orientation 

Processes 
Provision of Care 

Recipients of Care 

Outcomes 
Impact on Health Status 

Social and 
Physical 

Environment 

Starfield (1992) describes the fundamental components of a health care system. 

The structure includes the physical structures, such as facilities, and organizational 

structures, such as governance, involved in providing health services. The structure 

also includes the system’s orientations to the community they serve and the social and 

physical environment in which the system exists. The health system’s processes include 

the activities of the providers of service and of the recipients of service and their 

interactions with the system. The structure and processes interact within a given 

environment to produce a variety of outcomes, which indicate the effectiveness of the 

system itself. Assessing a primary care system involves a consideration of each of 

these factors.   

Figure 5 shows a basic model of how the structure and processes of a health 

center system interact to produce the outcomes of care for health center recipients. 

 

 

 

  

 

  

 

 
Figure 5. Fundamental components of a health system. 
Note.  Adapted from “Health Services Research: A Working Model,” by Barbara 
Starfield, 1992. In B. Starfield, Primary Care: Concept, Evaluation, and Policy (p. 13). 
New York, NY: Oxford University Press. (Original work published 1973). 
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In this study, the health system under evaluation is the health center. Structural 

elements create the health center’s potential to serve older populations, while 

processes direct this potential towards appropriate activities to address the needs of 

older adult populations. This system is embedded in an environment that has direct 

influence on the nature of the care provided and on the health of the recipients of care. 

The outcome of this dynamic system is the commitment to older adults as consumers of 

health center services as measured through a health center’s number and types of 

collaborative arrangements with aging services. It is important to note that surveying 

individual users will not be a component of this design as it is beyond the scope of the 

study.  

Figure 6 (pg. 60) demonstrates a conceptual model of the relationships between 

variables that will be measured in this study, and uses Starfield’s model to illustrate how 

variables of a system’s structure, processes and environment interact to produce 

outcomes of service.  

Operational Definitions 

 This study will include two distinct types of health centers, including (1) the 

grantee, which is the main health center receiving federal funds, and (2) the satellite 

site, which is a separate service delivery site that is part of a grantee’s organization. A 

grantee can have several satellite sites. For the purpose of this study, older adults 

includes those age 65 years and older, also the current definition used to determine 

federal eligibility in old age policy. The difference between users and encounters is also 

important to note. Users, by definition of the Bureau of Primary Health Care (1995), are 

“individuals who have at least one encounter during the year (p. 9). A user can have 
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multiple encounters with the health center, across multiple types of services available at 

the center. Finally, aging services denotes those services provided by an agency 

external to the health center whose primary service recipients are older adults. 

The following presents the research question and hypotheses guiding the 

research methodology. 

Research question. What is the relationship between FQHC collaborations with 

aging services and health center characteristics, and what does this relationship 

communicate about the commitment to older adults as consumers of FQHC 

services? 

Hypothesis 1.  FQHCs that have satellite sites, provide enabling and social 

services, have highly qualified clinical staff, a staff person designated for 

activities related to older adults, or participate in Health disparities collaboratives 

are associated with a greater commitment to older adults populations through 

more collaborative relationships with aging services than those FQHCs that do 

not have these structural characteristics. 

Hypothesis 2. FQHCs with key staff who have a longer tenure at the health 

center and in their professional practice, have had formal training in geriatrics or 

gerontology, participate in the aging network, and have positive perceptions of 

aging populations are associated with a greater commitment to older adult 

populations through more collaborative relationships with aging services than 

those FQHCs that do not have key staff with these characteristics. 

Hypothesis 3. FQHCs with fewer perceived barriers to providing services to older 

adults and to collaborating with aging services are associated with a greater 
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commitment to older adults populations through more collaborative relationships 

with aging services than those FQHCs that do not have these characteristics. 

Hypothesis 4. FQHCs that have higher number and proportions of older users 

and encounters with older patients, incorporate services that target older adults 

in strategic planning, designate significant funds towards older adult services, or 

have volunteers and board members who are older adults are associated with a 

greater commitment to older adults populations through more collaborative 

relationships with aging services than those FQHCs that do not have these 

procedural characteristics. 

Hypothesis 5.  FQHCs located in an urban area or located in an area with a 

higher concentration of older adults are associated with a greater commitment to 

older adult populations through more collaborative relationships with aging 

services than those FQHCs that do not have these environmental characteristics. 

Chapter 3 proposes a research methodology to assess how FQHCs perceive aging 

populations and their collaborative processes with aging services, including a 

description of the sample participants, instrumentation, and data analysis. 
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Figure 6. Conceptual Model of the Community Health Center System. 
 

 

 

 

 

 

 

STRUCTURE 
 
Availability of satellite sites 
Availability of enabling services and social services  
Availability of highly qualified clinical staff  
Availability of designated staff person for older adult services 
Participation in Health disparities collaboratives 
Key staff with tenure at FQHC and in professional practice 
Key staff with formal training in geriatrics/gerontology 
Key staff participation in aging network 
Key staff with knowledge of aging populations  
Perceived barriers to providing services for older adults 
Perceived barriers to collaborating with aging services 
 

PROCESSES 
Number and percentage of older adult users and encounters 
Strategic planning incorporates older adult services 
Budget allocation for older adult services 
Availability of older adult volunteers 
Percentage of older adults on governing board 
 

OUTCOMES 
Level of collaborative relationships with aging services 
Commitment to older adults 

ENVIRONMENT 
Urban or rural setting 
Concentration of older adults in general population 
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CHAPTER 3 

METHODOLOGY 

This cross-sectional study was based on survey research yielding quantitative 

data, an approach that is appropriate for exploratory purposes at a state level (Babbie, 

2004). This section covers the survey participants, instrumentation, procedures and 

data analysis of the study. 

Participants 

 The study included a statewide sample of key personnel at 54 federally qualified 

health centers (FQHCs) located in Texas. The unit of study is the health center, with 

health center personnel serving as key informants about the health center 

characteristics. The survey was addressed to the grantee’s executive director, medical 

director, and social service director. Typically, the grantee had one medical director in 

addition to other physician providers, and at least one social service director. Through 

the input of the Health Resources and Services Administration and the Directors of 

divisional operations, contact information for each FQHC was acquired.  

Instrumentation 

 The survey instrument included the collaborative efforts of the primary 

investigator (J. Severance), HRSA, geriatric clinicians and other interested parties. 

Survey questions related to the operational processes of the health center, collaboration 

activities with the aging sector, and providers’ perceptions of barriers to collaboration 

and general knowledge about older adults. Survey contents differ according to the job 

title of the respondent, with a total of three different surveys (see Appendix A). The 
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survey included sections related to the areas of health center structure, provisions of 

care, respondent characteristics and current collaborations with aging services.  

There were multiple categories of descriptive data about the health center that 

were gathered primarily through archival data. FQHCs are required to complete annual 

reporting records that are publicly available through the Uniform Data System (UDS).  

The UDS is an integrated reporting system maintained by the Bureau of Primary Health 

Care, providing uniformly-defined information for each grantee that is reported annually 

and is comparable with other national and state data (BPHC, 1995). 2000 U.S. census 

data provided demographic data from health center service areas. 

Dependent Variables 

The outcome of the structural, procedural and environmental determinants of the 

health center system included the level of collaborative activities with aging services 

and the prioritization of older populations by the health center system. 

Health center’s level of collaboration with aging services. Survey questions 

included inquiry on what partnerships currently exist between the health center and 

aging services. Executive directors were asked to identify external partners they work 

with in providing services for older adults from a list of aging service organizations. The 

list included faith-based organizations, social clubs, women’s groups, senior centers, 

councils on aging, visiting nurse associations (VNA), hospital networks, local health 

departments, state departments, health maintenance organizations, a variety of national 

health organizations such as the American Association of Retired Persons (AARP) and 

the Alzheimer’s Association, pharmacists, long term care providers, home health 
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providers and universities.  Executive directors were also asked to write-in any specific 

partners that were not included in this list. 

Health center’s commitment to older adult populations. The level of 

collaborative activity with aging services illustrates the extent of a center’s commitment 

to older adults as service recipients.  Centers with more collaborative partnerships were 

associated with a greater commitment to older adult populations.  Additionally, direct 

questions were asked about how the respondent perceived older adults were prioritized 

in the state and in the health center. These questions identified how health centers 

aligned themselves with national priorities regarding older adult health, and what 

partnerships must be prioritized in enabling better collaboration between service 

sectors.   

Independent Variables 

 Descriptive data about each health center include the center’s structural 

characteristics, organizational processes, and social and physical environment. 

Health center structures. Structural elements are measured through several variable 

categories, including characteristics of the health center’s physical and organizational 

structure, its key personnel, and its services. 

Characteristics of the health center. The UDS provided information about the 

availability of satellite sites. For the purposes of this study, the availability of satellite 

sites demonstrates improved access to the center. It can be hypothesized that those 

centers with more satellite sites, and therefore, more sites that serve as access points 

of service, improves the ability of older adults to access needed services. 
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The UDS provided information about each center’s personnel, including the 

availability of key clinical and social service staff. A center with available personnel in 

specialized clinical areas, including dentists, pharmacists, dieticians, and physicians of 

multiple specialties, exhibit a broader range of services that is amenable to older adults 

seeking the convenience and continuity of a comprehensive setting. The UDS also 

provided data on the availability of enabling services, which include case management, 

discharge planning, long-term care placement, translation and interpretation, 

transportation and home visits that are unique to health centers.  The availability of 

social service staff improves the coordination of services within a health center, as well 

as coordination with external aging service agencies to supplement health center 

services. Case managers, education specialists, outreach workers, transportation staff 

and other social service staff are integral to the success and continuity of enabling 

services in improving access to health centers and other agencies needed beyond 

health care. 

Other personnel characteristics were gathered through the survey instrument. 

Executive directors were asked questions about the availability of staff designated 

specifically for services to older adults and their title, with this designation being 

associated with a greater focus on and accountability for the particular needs of older 

adult users. The executive director was also asked if there was a geriatrician serving in 

the clinical staff, with the availability of this position being associated with a greater 

focus on older adult populations. 

Characteristics of key health center personnel. All respondents were asked 

about their length of time working in FQHC, their length of professional practice, and 
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amount of formal training in elderly care.  Tenure and formal training of key personnel in 

geriatrics or gerontology elucidate a strong knowledge of the health center clientele and 

of older adult health issues, and were hypothesized to indicate the familiarity of the 

health center with the special needs of their community and older adult patients. 

Respondents were also asked what methods of formal training were received.  These 

methods included an academic course, continuing education, certification, or fellowship 

to illustrate the extent of the training, with an academic course being associated with the 

least extensive training and a fellowship being associated with the most extensive 

training. Finally, an inquiry about whether the respondent had recent (within the past 

three years) training in public health and aging topics illustrated their attainment of 

current topics in health and aging. 

Each respondent was asked about their professional involvement with the aging 

network, whether through advisory councils, governing boards or committees of service.  

This involvement was hypothesized to show a willingness of key staff to participate 

within the aging network as well as the ability of the health center to recognize specific 

needs within the aging community. 

 The perception of treating older adults was assessed through measures of 

attitudes and beliefs that personnel may have about their older adult users. 

Respondents were asked to mark general statements about older adults as either 

‘True’, ‘False’ or ‘Don’t Know’ using Palmore’s (1998) Facts of Aging Quiz. These items 

indirectly measured perceptions by demonstrating knowledge, misperceptions and lack 

of information about the age. 
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Key personnel were asked questions about potential structural and procedural 

impediments to collaboration and to providing services to older adults, and the extent of 

these hindrances. These questions allowed an analysis of the major barriers health 

centers face in prioritizing efforts and resources that may address these barriers. 

Additionally, perceived barriers to providing services to older adults and to collaborating 

with the aging network identify how components of the health center system impeded 

progress towards actualized health goals for older adults, and translated a roadmap for 

the future direction of strategic planning for health centers and aging services. The 

executive director and social service director were asked to rate perceived barriers to 

adequately providing services to older adults using a four-point scale (i.e. major 

barriers, somewhat a barrier, not a barrier, don’t know).  A list of possible barriers 

included characteristics of the health center (including a lack of funding, a lack of board 

support, staff’s educational limitations about older adult care, inadequate transportation, 

health center location, inadequate physical access, and procedural inconveniences) and 

characteristics of the older population in the community (including older adults’ lack of 

awareness about health center services, older adults’ perceived lack of need for health 

center services, perceptions about the health center, the literacy of the older adult 

population, the language of the older adult population, inadequate insurance coverage, 

frailty and mobility issues, lack of caregiver support, and the absence of need in the 

service area). Respondents were also asked to write-in a perceived barrier not included 

in the list. 

Executive directors and social service directors were asked to rate perceived 

barriers to collaborating with aging services using a four-point rating scale (major, 
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somewhat, none, or don’t know). Barriers listed included a low priority of aging 

populations within the state health agenda, little community interest in aging health, the 

lack of a health center staff designated for older adult health programs, a lack of interest 

of the aging sector to collaborate on public health issues of older adults, a lack of trust 

between the health center and aging services, cultural differences between 

organizations, and staff having too many other responsibilities. Respondents were also 

asked to write-in any perceived barriers not included in the list.  

Finally, all respondents were asked to identify topics about older adult health that 

they think were needed for staff training at their health center. Topics included access 

barriers, aging process, old age benefits, case management, dementia/Alzheimer’s 

Disease, end-of-life issues, geriatric assessment, urinary incontinence, long term care 

and aging services network, mental health issues, pharmacology, polypharmacy, 

preventative care, sensitivity training, best practices. Respondents were also asked to 

write-in a training topic that were not listed. These questions identified opportunities for 

the collaboration of aging services to improve health center services for older adults.   

Services. Participation in health disparities collaboratives demonstrates a 

durable commitment to chronic disease care, a primary medical issue for older patients. 

These programs involve a substantial financial and personnel commitment to the 

special needs of older adults. Executive directors were asked in which types of 

collaboratives they participate, a health center characteristic that was not indicated on 

the UDS.  

Health Center Processes.  Certain processes allow a health center to 

define its target older adult population, delineate this population’s specific needs, and 
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orient its structure to these needs.  Executive directors were asked questions about 

strategic plans targeting services for older adults, and about the center’s budget 

allocated towards these services. This data demonstrated whether a health center stays 

focused on the aging population and makes a financial commitment towards attaining 

these goals, both of which require personnel, time, and accountability. The survey also 

asked executive directors about the availability of older adult volunteers and the 

availability of older adults on the governing board.  The presence of older adults in the 

health center through volunteerism and leadership showed the direct influence older 

adults have in the everyday activities and long-term planning of the health center.  

These measurements were hypothesized to indicate that older adults participate in the 

structural elements of service delivery, and improve communication with the larger older 

adult community. Finally, the number of older adult users and their proportion of the 

total users and encounters were data gathered from the UDS and were measurements 

used to indicate the extent by which health center services are already utilized by older 

adults, and therefore, the process element that is key for understanding the needs of 

older patients and identifying appropriate collaborative opportunities. 

Health Center Environment. Two variables measured the environment in 

which the health center operated. The concentration of older adults in the health 

center’s surrounding community related the size of the senior population in the service 

delivery area and the potential of older adult users of health center services. This data 

was available through U.S. census data, with the UDS indicating the county that was 

determined as the health center’s service area. Whether the center serves in an urban 

or rural area has many implications as to the availability of collaborative opportunities as 
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well as to the level of resources unique to each setting. The UDS indicated whether the 

health center was in an urban or rural setting. Both variables illustrated the social and 

physical characteristics of the health center environment that influences the potential 

utilization by older adults. 

 Table 1 presents a summary of these variables to illustrate how each concept is 

measured in the survey instrument. 

Procedures 

After the final survey was reviewed and approved by regional-level staff at the 

Health Resources and Services Administration Office of Performance Review, and by 

the researcher’s dissertation committee, a precontact email (see Appendix B) was 

distributed to each potential respondent a week prior to emailing the materials July 7th, 

2008. Surveys and an informed consent form (see Appendix C) were then emailed to 

the individual grantees via the online survey tool www.SurveyMonkey.com that following 

week.  Each survey was coded for designation of a specific FQHC, and included the 

primary investigator’s contact information for a returned response. Emails were sent by 

standard mail for respondents without an email address. Respondents were given the 

choice of returning the completed survey by email, fax or mail within one month. Follow-

up correspondence was made by email and standard mail two weeks after the initial 

email to encourage participation and improve the response rate. A second round of 

surveys was sent by mail and standard mail as needed on August 5th, 2008 to potential 

participants who had not yet responded. Responses remained anonymous and 

confidential.  
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Data Analysis 

 Responses were analyzed through the SPSS statistical program. Responses 

were coded for the descriptive characteristics of the FQHC and personnel. Open-ended 

responses were grouped into categories and entered into the dataset as new variables. 

Nonresponses and “Don’t Know” responses were coded and included in the analysis. 

Standard frequency analysis from the FQHC and personnel demographic responses 

were used to describe the study population and the distribution of the independent 

variables.  

 Associations between dependent and independent variables were analyzed 

through tests for statistical significance.  Associations were analyzed to determine if 

variables of FQHCs’ structure, personnel, process and environmental characteristics 

were significantly related to the level of collaborations with aging services.  

Standard frequency analysis was also conducted on categorical responses to 

perceived barriers to collaboration and service to older adults. Responses to Palmore’s 

(1998) Facts On Aging Quiz were compared to the answer key and each question was 

measured for correct, incorrect, missing and “Don’t Know” responses. Frequencies were 

also tabulated for each aging topic for training needs. 

Limitations of the Methodology 

 A self-administered survey instrument was used due to its practicality for the 

sample size and time constraints. There are important limitations in employing this 

methodology, including restrictions to the research generalizability and validity.  

Limits to generalizability The assessment of the structural categories of 

collaborations is broad and may be imprecise or incomplete. While specifying these 
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arrangements does not present a complete picture of the relationship between a center 

and an aging service, it will allow the detection of common themes and strategies to 

working partnerships across a broad set of services. 

Validity of findings Because of the use of key informants for characterizing the 

health center, there is a risk of bias in the measures.  However, the responses of key 

personnel in multiple positions that are present in all health centers (i.e. management, 

social service, clinical care) offer a well-rounded view of many aspects of health center 

operations despite the use of nonprobability sampling in this study.  Other validity 

questions may arise from the survey design. This survey included different types of 

questions that require careful application. Attention to creating categories for string 

variables should avoid the constraint of meaningful data (Rudestam & Newton, 2007). 

Closed-ended, fixed-choice questions must be structured appropriately to capture the 

possible range of responses. Some responses may not be available within the choices 

presented (Aday, 1989). Additionally, the questions themselves may not be indicative of 

all dimensions related to the issue of collaboration and care in a FQHC setting. 

Therefore, surveys may not approach the entire breadth of reality in which the health 

centers operate (Babbie, 2004). Finally, the survey instrument used measures to predict 

collaboration using measures contained in existing literature that may not be reliable in 

this sample of health centers and personnel.  

Validity is assessed through several methods. First, the questions can be 

determined to have face validity. For example, working partnerships with aging services 

appears to reflect the health center’s attention to older adult needs within the health 

center and community. Secondly, the survey used survey questions previously 
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employed in similar studies of relationships between aging and public health systems 

and improves the validity of the survey. Specifically, questions about perceived barriers 

to collaboration, perceived barriers to serving older adults, and existing partnerships 

between aging and public health services have been modeled from a statewide survey 

analyzing collaborations between aging and public health services. Questions about 

knowledge and perceptions of treating older adults were also from Palmore’s (1998) 

Facts on Aging Quiz, which has been widely used in aging research to measure 

knowledge, attitudes, and misperceptions about aging populations.  

In conclusion, this study to assess health center collaboration with aging services 

can help health centers facilitate structures and processes that may be correlates of 

collaborations, thereby improving the health status of older adults and opening 

opportunities for the aging sector to exert a positive influence on the public health of 

community-dwelling older adults. The following chapters review the research findings 

and their implications to the future practice and research of public health and aging 

services. 
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Table 1   
 
Research concepts and their related survey questions and level of measurement. 
 

Concept Question 
Level of 

measurement 
 Dependent Variables  

Health 
center’s level 

of 
collaboration 

with aging 
services 

The following list includes agencies that may provide 
opportunities for collaboration.  Please indicate which 
external partners you work with in providing services 
for older adults.  Mark an "x" for all that apply. 

Nominal 

 Faith-based organizations  
 YWCA/YMCA  
 Social clubs (e.g. Elks, Kiwanis)  
 Women's groups (e.g. Older Women's League, Junior 

League) 
 

 Senior centers  
 Councils on Aging  
 Visiting nurse associations (VNAs)  
 Hospital networks  
 Local health departments  
 Health maintenance organizations (HMOs)  
 AARP  
 Arthritis Foundation  
 American Cancer Society  
 American Diabetes Assocation  
 American Heart Association  
 American Lung Association  
 National Osteoporosis Foundation  
 Alzheimer's Association  
 Pharmacists  
 Long term care providers (e.g. nursing homes, 

assisted living, retirement home) 
 

 Home health providers  
 State departments (e.g. Dept of Mental Health, Dept 

of Food & Agriculture) 
 

 University  
 Other (please specify)  

Health 
center’s 

prioritization of 
older adult 
populations 

Number of external partnerships (as measured 
above) 

Ordinal 

 (table continues) 
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Table 1 (continued)  

Concept Question 
Level of 

measurement 
Health center’s 
prioritization of 

older adult 
populations 

Please list what you perceive are the top 3 health 
issues affecting older adult users of your Health 
center. 
Older adults are a priority population in Texas 
(Strongly agree, somewhat agree, 
uncertain,somewhat disagree,strongly disagree) 
Older adults are a priority population at this Health 
Center (Strongly agree, somewhat agree, 
uncertain,somewhat disagree,strongly disagree) 

Ordinal 
 
Ordinal 
 
 
Ordinal 

Independent Variables 
Characteristics 

of the health 
center 

Within your Health center, is there a staff person 
specifically designated for health promotion and 
disease prevention activities related to older adults? 

Nominal 

 If Yes, what is their title? Nominal 
 In which Health disparities collaboratives does your 

Health center currently participate? (please check all 
that apply): 
Asthma 
Business Case/Redesign 
Cancer 
Cardiovascular Disease 
Depression 
Diabetes 
Prevention 
None at this time 

 

Nominal 

 Are programs and services targeting older adults a 
part of your Health center's formal strategic plan? 

Nominal 

 What percentage of your budget is allocated towards 
programs that specifically target only older adults? 

Ratio 

 Are there older adults who serve on your governing 
board? 

Nominal 

 If Yes, what percentage of the board do they 
occupy? 

Ratio 

 Do older adults volunteer at your health centers? Nominal 
Characteristics 
of key health 

center 
personnel 

How long, in years, have you been working in this 
particular community health center? 
How long, in years, have you been practicing in your 
field? 

Interval  
 
Interval  

 Have you had formal training in Geriatrics or 
Gerontology?  

Nominal 

  Ordinal 
 (table continues) 
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Table 1(continued) 

Concept Question 
Level of 

measurement 
 Independent Variables  

Characteristics 
of key health 

center 
personnel 

If yes, please indicate all the methods of training 
below: 
     Academic course 
     Continuing Education 
     Certification 
     Fellowship 
Have you received training/staff development in 
issues regarding public health and aging populations 
within the previous three years? 
Do you participate in advisory councils, governing 
boards or committees of services in the aging 
network? 

Ordinal 
 
 
 
 
 

Nominal 
 
 

Nominal 

Perceptions of 
treating older 

adults 

Please mark the statements as either ‘True’, ‘False’ 
or ‘Don’t Know’ by marking an ‘x’ in the appropriate 
column.  
a. The majority of old people (age 65+) are senile 
(have defective memory, are disoriented, or 
demented). 
b. The five senses (sight, hearing, taste, touch, and 
smell) all tend to weaken with age. 
c. The majority of old people have no interest in, 
nor capacity for, sexual relations. 
d. Lung vital capacity tends to decline in old age. 
e. The majority of old people fell miserable most of 
the time. 
f. Physical strength tends to decline in old age. 
g. At least one tenth of the aged are living in long-
stay institutions (such as nursing homes, mental 
hospitals, homes for the aged, etc.) 
h. Aged drivers have fewer accidents per driver 
than those under age 65. 
i. Older workers usually cannot work as effectively 
as younger workers. 
j. Over three-fourths of the aged are healthy 
enough to do their normal activities without help. 
k. The majority of old people are unable to adapt to 
change. 
l. Old people usually take longer to learn something 
new. 

  

Nominal 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

(table continues) 
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Table 1(continued) 

Concept Question 
Level of 

measurement 
 Independent Variables  

Perceptions of 
treating older 

adults 

m. Depression is more frequent among the elderly 
than among younger people. 
n. Old people tend to react slower than younger 
people. 
o. In general, old people tend to be pretty much 
alike. 
p. The majority of old people say they are seldom 
bored. 
q. The majority of old people are socially isolated. 
r. Older workers have fewer accidents than younger 
workers. 
s. Over 20% of the population are now age 65 or 
over. 
t. The majority of medical practitioners tend to giver 
low priority to the aged. 
u. The majority of old people have incomes below 
the poverty line (as defined by the federal 
government). 

 
 

Nominal 

Perception of 
treating older 

adults 

v. The majority of old people are working or would 
like to have some kind of work to do (including 
housework and volunteer work). 
w. Old people tend to become more religious as 
they age. 
x. The majority of old people say they are seldom 
irritated or angry. 
y. The health and economic status of old people will 
be about the same or worse in the year 2010 
(compared with younger people). 

 

Nominal 

Perceived 
barriers to 
providing 

services to 
older adults 

Please rate the following barriers that you perceive 
in adequately providing services and programs to 
older adults (Major/Somewhat/None/Don't Know): 
Lack of program/service funding 
Lack of board support 
Health center staff's educational limitations about 
older adult care 
Inadequate transportation 
Health center location 
 

Ordinal 

 (table continues) 
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Table 1(continued) 

Concept Question 
Level of 

measurement 
 Independent Variables  

Perceived 
barriers to 
providing 

services to 
older adults 

Inadequate physical access (ramps, handrails, etc) 
Procedural inconvenience (scheduling problems, 
crowded waiting rooms, etc) 

Older adults' lack of awareness about Health center 
services 
Older adults' perceived lack of need for Health center 
services 
Perceptions about Health center 
Literacy of older adult population 
Language of older adult population 
Inadequate insurance coverage 
Frailty and mobility issues 
Lack of caregiver support 
Absence of need in service area 
Other (please specify) 

Ordinal 

Perceived 
barriers to 

collaboration 
with aging 
services 

Please rate barriers you perceive to collaborating with 
agencies and organizations in the aging services 
sector. (Major/Somewhat/None) 
Aging is given low priority within the state health 
agenda Little community/public interest in aging 
health 

 

Ordinal 

 Lack of Health center person designated to prioritize 
aging services 
Lack of interest of other party to collaborate on public 
health issues of older adults 

 

 

 Lack of trust between providers  

 Organization culture differences 
Staff have too many other responsibilities 
Other (please specify) 

 

Topics needed 
for staff training 

The following are staff development/training topics 
about older adults. What topics do you think are 
needed at your Health center?  

Nominal 

 access barriers  

 aging process  

 benefits (Medicare/Medigap/Social Security)  

 case management  

 dementia/Alzheimer's Disease  

 end-of-life issues/ death and dying  

 (table continues) 
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Table 1(continued) 

Concept Question 
Level of 

measurement 
Independent Variables 

Topics needed 
for staff training 

geriatric assessment Nominal 
urinary incontinence  
long term care / aging services network  
mental health issues  
pharmacology  
polypharmacy  
preventative care  
sensitivity training  
best practices  
Other (please specify)  
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CHAPTER 4 

RESULTS OF THE INVESTIGATION 

 This chapter presents the results of the survey investigation. The chapter begins 

with a description of the survey sample, followed by a presentation of the major data 

that addresses the research hypotheses. Finally, additional questions that were 

generated by the survey will be examined. 

Description of the Survey Sample 

Survey instruments were mailed to 54 federally qualified community health 

centers (FQHCs) in the state of Texas.  Thirty-one (31) FQHCs were represented in the 

final survey sample, resulting in a 57.4% response rate. The sample approximated even 

distribution between urban and rural health centers, with 48.4% (15) of the centers 

being located in urban areas, and 51.6% (16) being located in rural areas. Additionally, 

of the 11 health service regions in Texas set by the U.S. Department of Health and 

Human Services (HHS), the majority (29.0%/ 9 ) were located in the 6/5 S region 

populated primarily by the Houston metropolitan area.  Figure 7 presents the distribution 

of the sample by county and health service region to further illustrate the geographic 

spread of the sample. The sample was distributed across 11 different health service 

regions and 27 counties in the state. 

Table 3 and Table 4 present the major descriptive data of the survey sample 

gathered by 2007 Uniform Data System (UDS) data, including the number of delivery 

sites and the percentage of users who were age 65 and older. As seen in Table 3, the 

majority (25.8%/ 8) of FQHCs had two service delivery sites, while many also had one 

or three delivery sites (19.4%/ 6 and 12.9%/ 4, respectively). Three health centers had 
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more than 10 delivery sites, with one of these having the largest number at 18 delivery 

sites. 

As seen in Table 4, almost one-half (45.2%/ 14) of the health centers had 

between 5% and 7% of their user population age 65 and older. Six (19.4 %) of the 

health centers had over 10% of their total users age 65 and older.   

Within this sample of FQHCs, there were 44 individual participants. Of the three 

categories of respondents, the majority (40.9%/ 18) of respondents were social service 

directors. The rest of the respondents were evenly divided between the other two 

categories, with 29.5% (13) being executive directors, and 29.5% (13) being medical 

directors. 
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Figure 7. Location of Survey Participants by County and Health Service Region. 

 

 

         Note. Adapted from the Health Service Regions map, Texas Department of State 

Health Services Website, at 

http://www.dshs.state.tx.us/regions/stregctymap.pdf 
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Table 2.  Number of Delivery Sites of the Sample of FQHCs in Texas, 2007 

(N=31). 

No. of Delivery Sites f % Cum % 

1 6 19.2 19.2 

2 8 25.8 45.0 

3 4 12.9 57.9 

4 2 6.5 64.4 

5 1 3.2 67.6 

6 2 6.5 74.1 

7 2 6.5 80.6 

8 2 6.5 87.1 

9 1 3.2 90.3 

11 1 3.2 93.5 

12 & over 2 6.5 100.0 

Total 31 100.0  

Note. The data in Table 2 are from the Bureau of Primary Health Care, Health 
Services and Resources Administration [HRSA], HHS, 2007, UDS. 
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Table 3.    Percentage of Users Age 65 years and Older of the Total Users in 

                 the Sample of FQHCs in Texas , 2007 (N=31). 

% of users age 65+ f % Cum % 

1 2 6.4 6.5 

2 0 0.0 6.5 

3 3 9.7 16.2 

4 1 3.2 19.4 

5 5 16.1 35.5 

6 5 16.1 51.6 

7 4 12.9 64.5 

8 1 3.2 67.7 

9 3 9.7 77.4 

10 1 3.2 80.6 

11 3 9.7 90.3 

12 0 0.0 90.3 

13 1 3.2 93.5 

14 1 3.2 96.7 

15 & Over 1 3.2 100.0 

Total 31 100.0  

Note. The data in Table 3 are from the Bureau of Primary Health Care, HRSA, HHS, 
2007, UDS. 
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Examination of Research Hypotheses 

 This section will present the data through an examination of each research 

hypothesis. It will begin by addressing the data collected on the dependent variables. 

Level of collaborative relationships with aging services. Thirteen (13) 

executive directors were asked if their health center partnered with various categories of 

agencies providing services to older adults and if any existing partnerships were 

formally or informally arranged, or if the agency type was not available in that health 

center’s service community. All (100%/ 13) of the respondents reported that they do 

partner with agencies serving older adults. Table 4 presents the distribution of formal 

and informal arrangements with partnering agencies serving older adults, as well as the 

distribution of agencies that were not available in service communities. As seen in Table 

4, the respondents had more informal partnerships than formal partnerships within each 

agency category, with informal partnerships existing for every agency category. Senior 

centers, visiting nurse associations/ home health agencies, and long term care 

Providers had the most reported informal partnerships, with 69.2% (9) of the responding 

health centers reporting an informal partnership with each type of agency. Area 

agencies on aging and councils on aging had the most formal partnerships, with 15.4% 

(2) of FQHCs reporting existing formal partnerships with this type of agency. 

Respondents reported no existing formal partnerships with visiting nurse associations/ 

home health agencies, AARP, long term care providers, or Shepherd’s Centers. FQHCs 

also reported the unavailability of agencies serving older adults in their communities, 

with Shepherd’s Centers having the highest reporting of unavailability in the 

respondent’s community (53.8%/ 7) and AARP agencies having the second highest 
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unavailability rate (46.1%/ 6). Respondents were also asked to specify other 

organizations that they partner with to provide services to older adults. Responses 

included Amigos Del Valle, a local foundation, a specialty care hospital, the Texas 

Health and Human Services Commission, and the United Way. 

Table 4.  Distribution of Partnerships with Various Agencies Serving Older Adults  

by Type of Partnership and Availability (N=13). 

Agency 

Formal 

Partner 

Informal 

Partner 

Not Available No 

Response 

f % f % f % f % 

Senior center 1 7.7  9 69.2%  1 7.7%  2 15.4%  

Area agency on aging / 

councils on aging  

2 15.4  7 53.8%  1 7.7%  3 23.1%  

Visiting nurse 

associations/ home 

health agency 

0 0.0  9 69.2%  1 7.7%  3 23.1%  

AARP 0 0.0  4 30.8%  6 46.1%  3 23.1%  

Alzheimer’s Association 1 7.7  4 30.8%  4 30.8%  4 30.8%  

Long term care provider 0 0.0  9 69.2%  1 7.7%  3 23.1%  

Shepherd’s Center 0 0.0  2 15.4%  7 53.8%  4 30.8%  

Note. Total percentages may not equal 100 due to rounding. 
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Perceived levels of prioritization of older adult populations.  The survey 

instrument asked respondents to rate statements about the perceived prioritization of 

older adult populations at their health center and in the state of Texas. Table 5 presents 

a summary of these responses. It appears that older adults were more strongly 

perceived as priority populations in a health center than in the state of Texas. Most 

respondents “somewhat agree” (45.5%/ 20) or “strongly agree” (31.8%/ 14) with the 

statement that older adults were a priority population at their health center. No 

respondents strongly disagreed one respondent (2.3%) was uncertain about this 

statement. The majority of respondents were “uncertain” (45.5%/ 20) with the statement 

that older adults were a priority population in the state of Texas, and few (4.5%/ 2) 

strongly agreed with this statement. 

 The next section begins the examination of independent variables through the 

research hypotheses. 

Table 5. Perceptions of the Prioritization of Older Adult Populations (N=44). 

Perceptions f % 

 

Perceptions about older 

adults being a priority 

population at the health 

center 

Strongly agree 14 31.8 

Somewhat agree 20 45.5 

Somewhat disagree 7 15.9 

Strongly disagree 0 0.0 

Uncertain 1 2.3 

No response 2 4.5 

Total 44 100 

 (table continues) 
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Table 5 (continued)  

Perceptions f % 

Perceptions about older 

adults being a priority 

population in Texas 

Strongly agree 2 4.5 

Somewhat agree 6 13.6 

Somewhat disagree 7 15.9 

Strongly disagree 6 13.6 

Uncertain 20 45.5 

No response 3 6.8 

Total 44 100 

 

Findings on health center structural characteristics. Data was gathered about 

several characteristics of the participating health centers from the UDS and through the 

survey instrument. Table 6 presents the use of enabling encounters per patient, a 

measure found in the UDS to determine the total number of enabling encounters divided 

by the total number of patients using enabling services within a health center. The 

percentage distribution indicates that health centers were more likely to have a lower 

ratio of enabling encounters per patient.  Almost one-third (32.2%/10) of the health 

centers had between 1.00 and 2.00 enabling encounters per patient, and 32% of health 

centers did not have any enabling encounters, due to either the unavailability of desired 

enabling services or the absence of referrals to or patients seeking enabling services. 

Three (9.7%) of the centers had over five enabling encounters per patient, with one 

having the highest measure of 8.21 enabling encounters per patient. 
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Table 6.  Distribution of Enabling Encounters Per Patient (N=31). 

Enabling Enc per patient F % Cum % 

0.00 10 32.2 32.2 

1.00 - 1.99 10 32.2 64.4 

2.00 – 2.99 6 19.4 83.8 

3.00 – 3.99 2 6.5 90.3 

4.00 – 4.99 0 0.0 90.3 

5.00 + 3 9.7 100 

Total 31 100  

 Note. The data in Table 6 are from the Bureau of Primary Health Care, HRSA, HHS, 
2007, UDS. 

Table 7 examines the availability of highly qualified clinical staff through a UDS 

measurement of full-time equivalents (FTE), which measures the number of full-time 

professional staff contributing to the total staffing at a health center, including 

physicians, dentists, physician assistants, nurse practitioners, clinical nurse managers, 

dental hygienists, and professional administrative staff. It appears that more than 50% 

of the health centers in this sample had between 10 and 99.99 FTE of professional staff. 

Twenty-five percent (8) of the health centers had an FTE between 10.00 to 24.99 of 

highly qualified key clinical staff, and an equal number had between 50.01 and 99.99 

FTE. Ten health centers (32.3%) had over 100 FTE of clinical staff. One (3.2%) health 

center had the highest FTE of over 400. Two (6.5%) health centers had under 10 FTE. 
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Table 7.  Distribution of Full-time Equivalents (FTE) of Key Clinical Staff (N=31). 

FTE f % Cum % 

Under 10.00 2 6.5 6.5 

10.00-24.99 8 25.8 32.3 

25.00 - 50.00 2 6.5 38.8 

50.01-99.99 8 25.8 64.6 

100.00 – 199.99 6 19.4 84.0 

200.00 – 299.99 3 9.7 93.7 

300.00 – 399.99 1 3.2 96.9 

400.00 – 499.99 1 3.2 100 

Total 31 100  

 Note. The data in Table 7 are from the Bureau of Primary Health Care, HRSA, DHHS, 
2007, UDS. 

Executive directors were asked about the designation of staff for activities and 

services related to older adults and about participation in health disparities 

collaboratives. Responses to these questions are given in Table 8 and Table 9. As seen 

in Table 8, most of the respondents (61.5%/ 8) did not have a staff member designated 

for older adult activities, and almost a third (30.8%/4) did designate a staff member for 

older adult activities. Seventy-six percent (10) of the health centers participate in a 

collaborative. Of the seven health disparities collaboratives listed in Table 9 that are 

available for voluntary participation, the diabetes collaborative had the most 

participation by respondents, with 61.5% (8) health centers participating. The business 

case/redesign and cardiovascular disease collaboratives also showed higher 

participation rates at 38.5% (5) and 30.8% (4) respectively. Cancer, prevention and 
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depression collaboratives had the least participation rates, with only one (7.7%) health 

center per collaborative. Three (23.1%) health centers did not participate in any 

collaborative. 

Table 8. Distribution of the Availability of Designated Staff for Activities for Older 

Adults at FQHCs (N=13). 

Designated Staff f % 

Yes 4 30.8 

No 8 61.5 

No answer 1 7.7 

 

Table 9. Distribution of Participation in Health disparities collaboratives (N=13). 

 Health Disparities Collaboratives Participation 

Collaborative 

Yes No 

f % f % 

Asthma 2 15.4 11 84.6 

Business case/ redesign 5 38.5 8 61.5 

Cancer 1 7.7 12 92.3 

Cardiovascular disease 4 30.8 9 69.2 

Depression 1 7.7 12 92.3 

Diabetes 8 61.5 5 38.5 

Prevention 1 7.7 12 92.3 

No collaborative 3 23.1 10 76.9 
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 Table 10 summarizes the means and variation within the sample for each 

grouping of continuous variables in this section. On average, health centers had 4.48 

delivery sites, with users age 65 and older population averaging 7% of total users. This 

sample averaged two enabling encounters per patient and had almost 104 FTE of key 

clinical staff. As seen, health center data showed little dispersion within most groups. 

Health centers appear to have more variation in FTE of key clinical staff than in the 

other structural characteristics.  

Table 10.  Means and Standard Deviations of Health Center Structural Characteristics.  

Independent Variable Mean SD 

Number of delivery sites (N=31) 4.48 3.98 

Percentage of users age 65 and older (N=31) 7.10 3.69 

Enabling encounters per patient (N=13) 2.05 2.20 

FTE key clinical staff (N=13) 103.51 112.19 

 

Findings on characteristics of key health center staff All respondents were 

asked questions about their tenure within their health center and within their profession. 

They were also asked about professional training and experience in the field of aging. 

Tables 11 through 12 present findings about these characteristics of key health center 

staff. As seen in Table 11, the percent distribution shows that respondents’ tenure in the 

health center were likely to be lower than professional tenure.  The majority of 

respondents (59.1%/ 26) had under ten years of tenure at their health center. Twenty-

five percent (11) of respondents had over fifteen years of tenure. When examining 
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professional tenure in Table 11, the majority of respondents (36.3%/ 16) had between 

five and fourteen years of tenure, with 54.6% (24) having over fifteen years of tenure. 

Table 11. Distribution of Tenure at Health Center and Profession (N=44). 

Years 

Health center tenure  Professional tenure 

f % f % 

Under 1 4 9.1 1 2.3 

1-4 12 27.3 0 0.0 

5-9 10 22.7 7 15.9 

10-14 4 9.1 9 20.4 

15-19 4 9.1 5 11.4 

20-24 5 11.4 5 11.4 

25-29 2 4.5 6 13.6 

30 & Over 0 0.0 8 18.2 

No response 3 6.8 3 6.8 

Total 44 100 44 100 

 

The distribution of experience in the field of aging (Table 12) shows that 72.7% 

(32) of respondents did not participate in leadership positions within the aging network. 

Fifty-two percent (23) did not have gerontology training within the previous three years, 

compared with 40.9% (18) who have had recent training. Sixty-six percent (29) had 

formal training in gerontology within their professional career or education. Of 12 

respondents who have had formal training in gerontology, more were likely to have had 

this training through a single course of instruction rather than through an extended 
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program. Eight had training as an academic course and eight through continuing 

education. One respondent received training through a fellowship program. No 

respondents with formal training have had the training through a certification program. 

Table 12. Distribution of Experience in the Field of Aging (N=44). 

 

Experience 

Yes No No 

Response 

f % f % f % 

Aging network leadership  9 20.5 32 72.7 3 6.8 

Gerontology training within past 3 yrs. 18 40.9 23 52.3 3 6.8 

Formal training in gerontology 

     Academic course (N=12) 

Continuing education (N=12) 

Certification (N=12) 

Fellowship (N=12) 

12 

8 

8 

0 

1 

27.3 

66.7 

66.7 

0.0 

8.3 

29 

4 

4 

12 

11 

65.9 

33.3 

33.3 

100.0 

91.7  

3 

 

6.8 

 

     In summary of key staff characteristics within this sample of health centers, staff 

were less likely to participate in the aging network or have formal gerontology training or 

gerontology training within the previous three years. Table 13 presents the means and 

standard deviations of continuous variables in this section, showing that the average 

professional tenure of key staff exceeds average health center tenure by eight years. 

The data shows that the sample participants had a wide dispersion of professional and 

health center tenure, with participants being slightly more dissimilar from each other in 

health center tenure than in professional tenure. 



 

 92 

Table 13. Means and Standard Deviations of Key Staff Characteristics 

(N=13). 

Independent Variable Mean SD 

Health center tenure 24.69 33.76 

Professional tenure 32.31 31.40 

 

Respondents were also asked to indicate what gerontology issues they 

perceived as opportunities for staff development training at their health center. Table 14 

presents responses to this multiple choice question. While all topics were indicated as 

needed to some level in the population of respondents’ health centers, mental health 

issues and geriatric assessment topics were indicated as needed by most health 

centers, with 32 (72.7%) perceiving these training needs. Other popular topics included 

end-of-life/ death and dying (63.6%/ 28), dementia/Alzheimer’s Disease (61.4%/ 27), 

and best practices (59.1%/ 26). The topics that received the least number of perceived 

needs were urinary incontinence (68.2%/ 30), access barriers (63.6%/ 28) and 

pharmacology (52.3%/ 26). Staff was also asked to indicate other training topics that 

they perceived were needed but not included in the list of options in the questions. 

These included topics on sexuality, elder abuse and neglect. 

To further assess the characteristics of key health center staff, respondents were 

asked to respond to true or false statements from the Facts on Aging Quiz (Palmore, 

1998). Table 15 examines the responses to these statements, revealing that 

respondents were more likely to respond correctly to the statements. The correct 

responses to the quiz alternate between false and true statements, with odd-numbered 
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statements being “False” and even-numbered statements being “True”. Based on the 

majority of the group’s answers for each question, 68% (17) of the questions were 

answered correctly and 32% (8) were answered incorrectly.  For questions 8, 20, and 

24, the majority of the group incorrectly labeled the statement as “False”. For questions 

number 13, 19, 21, 23, and 25, the majority of the group incorrectly labeled the 

statement as “True”.  These incorrect responses indicate misconceptions about the 

aging issues related to each statement. For each of these incorrectly labeled 

statements, between 7% and 41% of the group labeled them as “Don’t Know”, revealing 

that almost one-fourth of the respondents require information about the aging issues 

related to these statements. 
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Table 14. Distribution of Perceived Staff Training Topics Needed at Health Centers   

(N=44). 

Topic 

Yes No 

f % F % 

Urinary incontinence 14 31.8 30 68.2 

Access barriers 16 36.4 28 63.6 

Pharmacology 18 40.9 26 59.1 

Polypharmacy 21 47.7 23 52.3 

Preventative care 21 47.7 23 52.3 

Sensitivity training 21 47.7 23 52.3 

Benefits (Medicare/ Medicaid/ Social Security) 22 50.0 22 50.0 

Case management 23 52.3 21 47.7 

Aging process 24 54.5 20 45.5 

Long term care/ aging services network 25 56.8 19 43.2 

Best practices 26 59.1 18 40.9 

Dementia/Alzheimer’s Disease 27 61.4 17 38.6 

End-of-life/ death & dying 28 63.6 16 36.4 

Geriatric assessment 32 72.7 12 27.3 

Mental health issues 32 72.7 12 27.3 
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Table 15. Distribution of Responses to Facts on Aging Statements (N=44). 

Statement  

True False Don’t 

Know 

No Response 

f % f % f % f % 

1. The majority of old people are 

senile.  

0 0.0 41 93.2 1 2.3 2 4.5 

2. The five senses all tend to 

weaken with age.  

37 84.1 4 9.1 1 2.3 2 4.5 

3. The majority of old people have 

no interest, nor capacity, for sexual 

relations. 

1 2.3 38 86.4 3 6.8 2 4.5 

4. Lung vital capacity tends to 

decline with age. 

29 65.9 3 6.8 7 15.9 5 11.4 

5. The majority of old people feel 

miserable most of the time. 

0 0.0 40 90.9 1 2.3 3 6.8 

6. Physical strength tends to 

decline in old age. 

38 86.4 4 9.1 0 0.0 2 4.5 

7.At least one tenth of the aged 

are living in long –stay institutions 

11 25.0 13 29.5 18 40.9 2 4.5 

8.Aged drivers have fewer 

accidents per driver than those 

under age 65 

8 18.2 23 52.3 11 25.0 2 4.5 

 (table continues) 
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Table 15 (continued)     

 

True False Don’t 

Know 

No Response 

 

Statement f % f % f % f % 

9.Older workers usually cannot 

work as effectively as younger 

workers 

3 6.8 36 81.8 2 4.5 3 6.8 

10.Over three-fourths of the aged 

are healthy enough to do their 

normal activities without help. 

31 70.5 3 6.8 8 18.2 2 4.5 

11. The majority of old people are 

unable to adapt to change. 

5 11.4 35 79.5 2 4.5 2 4.5 

12.Old people usually take longer 

to learn something new. 

19 43.2 18 40.9 4 9.1 3 6.8 

13. Depression is more frequent 

among the elderly than among 

younger people. 

26 59.1 9 20.5 7 15.9 2 4.5 

14. Old people tend to react slower 

than younger people. 

33 75.0 7 15.9 2 4.5 2 4.5 

15. In general, old people tend to 

be pretty much alike. 

2 4.5 35 79.5 4 9.1 3 6.8 

 

(table continues) 
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Table 15 (continued)     

 

True False Don’t 

Know 

No Response 

 

Statement f % f % f % f % 

16. The majority of old people say 

they are seldom bored. 

18 40.9 14 31.8 9 20.5 3 6.8 

17. The majority of old people are 

socially isolated. 

13 29.5 18 40.9 11 25.0 2 4.5 

18.Older workers have fewer 

accidents than younger workers 

7 15.9 6 13.6 4 9.1 9 20.5 

19.Over 20% of the population are 

now age 65 and older 

31 70.5 2 4.5 9 20.5 2 4.5 

20. The majority of medical 

practitioners tend to give low 

priority to the aged. 

14 31.8 20 45.5 8 18.2 2 4.5 

21. The majority of old people 

have incomes below the poverty 

line (as defined by the federal 

government). 

18 40.9 12 27.3 12 27.3 2 4.5 

22. The majority of old people are 

working or would like to have 

some kind of work to do. 

39 88.6 0 0.0 3 6.8 2 4.5 

 (table continues) 



 

 98 

Table 15 (continued)     

 

True False Don’t 

Know 

No Response 

 

Statement f % f % f % f % 

23. Old people tend to become 

more religious as they age. 

18 40.9 6 13.6 18 40.9 2 4.9 

24. The majority of old people say 

they are seldom irritated or angry. 

13 29.5 15 34.1 14 31.8 2 4.5 

25. The health and economic 

status of old people will be about 

the same or worse in the year 

2010. 

18 40.9 12 27.3 12 27.3 2 4.5 

 

Findings on the perceived barriers to providing services to older adults and to 

collaborating with aging services.     All respondents were asked to rate perceived 

barriers to providing services to older adults and to collaborating with aging services. 

Figure 8 presents findings about perceived barriers to providing services. Of the barriers 

presented, lack of program funding (43.2%/ 19) and inadequate transportation (45.5%/ 

20) were perceived by more respondents to be “major barriers”. Inadequate insurance 

was seen be both a “major barrier” and “somewhat a barrier” by an equal number of 

respondents (45.5%/ 20). More respondents perceived lack of board support (86.4%/ 

38), staff educational limits (47.7%/ 21), location of the health center (72.7%/ 32), and 

the absence of need in the service area (54.5%/ 24) as “not a barrier.” Other barriers 
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that were perceived and noted by respondents included issues with benefits like 

Medicare and Medicaid, lack of access to specialty care, a lack of funding for support 

services, a lack of safe and accessible activity areas, and a lack of local hospital 

systems. 

Figure 9 presents findings about perceived barriers to collaborating with aging 

services. While there were no barriers that were perceived as “major barriers” by a 

majority of the respondents, overloaded staff was seen as a “major barrier” by 34.1% 

(15) and as “somewhat a barrier” by 31.8% (14) of the respondents. Lack of 

organizational trust (65.9%/ 29) and cultural differences between organizations (54.5%/ 

24) were measured as “not a barrier” by more respondents. Other barriers that were  
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Figure 8. Perceived Barriers to Providing Services for Older Adults. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 101 

Figure 9. Perceived Barriers to Collaborating with Aging Services. 
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noted by respondents and not listed in the question include a lack of aging 

organizations and lack of funding. 

Findings on procedural characteristics. Table 3 in the first section of this chapter 

examined the use and encounters of older adults age 65 and older in the sample of 

FQHCs. Executive directors were also asked questions about their health center’s 

procedural characteristics that support use by older adults. Health centers were not as 

likely to have budgets designated for activities serving older adults, with only a 7.7 

percentage point difference between the groups. Of the 13 executive directors, three 

(23.1%) reported having a designated budget, with one (7.7%) allocating 25% of their 

budget toward activities serving older adults, one allocating 10%, and one allocating 

5%. Four (30.8%) reported designating none of their budget towards activities serving 

older adults. Six (46.2%) did not respond to this question. Health centers were also less 

likely to incorporate older adults in strategic planning, although there was also only a 

slight difference (7.7 percentage points) in response categories. Five (38.5%) 

respondents said that they do incorporate the older adult population in their strategic 

planning, while six (46.2%) did not. Health centers were more likely to have older adults 

on their board of directors, with a 53.8 percentage point difference between groups that 

do and do not have this procedural characteristic. Nine (69.2%) executive directors 

reported having older adults as members of their health center’s board of directors. Of 

these health centers with older adults on their board, six reported that older adults 

comprise over 15% of their board, four reported over 25%, and three reported over 50% 

of their board. Social service directors were asked if they had older adults serving as 

volunteers at their health center. Health centers were less likely to have older adult 
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volunteers, with a 44.4 percentage point difference between those that do not and do 

have these volunteers. Of the 18 respondents, 27.8% (5) said that they do have 

volunteers, and 72.2% (13) reported no older adult volunteers at their health center. 

Table 16 presents a summary of these findings. 

Table 16. Distribution of Procedural Characteristics of Health Centers. 

Procedure 

Yes No No Answer 

f % f % f % 

Designated budget for older 

adults (N=13) 

3 23.1 4 30.8 6 45.2 

Strategic planning (N=13) 5 38.5 6 46.2 2 15.4 

Older adults on board of directors 

(N=13) 

9 69.2 2 15.4 2 15.4 

Older adult volunteers (N=18) 5 27.8 13 72.2 0 0.0 

 

Findings on environmental characteristics. Data was collected on the 

environmental characteristics of the health centers in the sample from the 2007 UDS 

and from the 2000 U.S. Census Bureau. Table 17 displays data on the sample 

distribution between urban and rural areas. As told in the first section of this chapter, the 

sample approximated even distribution between urban and rural health centers, with 

48.4% (15) of the centers being located in urban areas, and 51.6% (16) being located in 

rural areas.  Table 18 presents the distribution of older adults age 65 years and older 

and the distribution of older adults 65 years and older who live below federal poverty 

levels within each health center’s county from which service recipients are primarily 
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drawn. As seen in Table 18, health centers tend to be located in areas where older 

adults comprise less than 15% of the total population. More than half of the health 

centers (54.8%/ 17) had older adult 65 years of age and older comprise between 10 and 

14% of their total population. Additionally, more than one-third (38.7%/ 12) of the health 

centers had the 65 and older population comprise between five and nine percent of the 

total population. The 2000 U.S. Census also showed that health centers tend to be 

located in service areas with over half (51.6%/ 16) of the sample having 10% to 14% of 

older adults 65 and older in their service area living below federal poverty levels. 

Approximately one-fourth of the health centers (25.8%/ 8) had between 15% and 24% 

of their older adults living below poverty level. 

Finally, Table 19 summarizes the distribution of the older adults in the service 

areas. Health centers showed an average of almost nine percent of the total service 

population being older adults. There was a higher average percent of older adults living 

in poverty in the service population, with over 14% of older adults living in poverty. This 

represented a more dissimilar group of data, with percentages ranging from 5% to over 

40%. 

Table 17. Distribution of Health Centers Between Urban and Rural Areas  (N=31). 

Area f % 

Urban 15 48.4 

Rural 16 51.6 

Total 31 100.0 
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Table 18. Percentage of Older Adults Living in Service Areas and Below Federal 

Poverty Level, 2000 (N=31). 

 f % Cum % 

Age 65 years and older  

      Under 5% 

5-9% 

10-14% 

15-19% 

20% & Over 

Total 

 

0 

12 

17 

1 

1 

31 

 

0.0 

38.7 

54.8 

3.2 

3.2 

100.0 

 

0.0 

38.7 

93.5 

96.7 

100.0 

Age 65 and older below poverty levels for 

previous 12 months 

Under 5% 

5-9% 

10-14% 

15-19% 

20 -24% 

25-29% 

30-34% 

35-39% 

40% & Over 

Total 

 

 

0 

4 

16 

4 

4 

0 

0 

0 

3 

31 

 

 

0.0 

12.9 

51.6 

12.9 

12.9 

0.0 

0.0 

0.0 

9.7 

100.0 

 

 

0.0 

12.9 

64.5 

77.4 

90.3 

90.3 

90.3 

90.3 

100.0 

Note: The data in Table 18 are from the U.S. Census Bureau, 2000 Census. 
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Table 19. Means and Standard Deviations of Health Center Procedural Characteristics 

(N=31). 

Independent Variable Mean SD 

Percent age 65 in service area 8.88 3.38 

Percent age 65 in service area below poverty  14.66 9.39 

 

The next section examines the relationship between independent variables and the 

dependent variable of collaboration with aging services through bivariate analysis. 

The relationship between health center level of collaboration with aging services 

and health center structural characteristics.      A bivariate analysis of the association 

between health center structural characteristics and collaboration levels with aging 

services is presented in Table 20. Of all the independent variables presented, only the 

variable of the designation of staff for activities and services of older adults has a 

statistically significant association with formal collaboration levels (chi square= 11.104, 

p= 0.025). The data shows that a weak association between the designation of staff to 

older adult activities and formal collaborations (lambda= 0.25), and that health centers 

with designated staff (33%) are more likely to have formal collaborations with aging 

services than those without designated staff (0.0%).  

The relationship between health center level of collaboration with aging services 

and health center key staff characteristics.     Table 21 (pg.112) presents the bivariate 

analysis of key staff characteristics and their association with collaboration with aging 

services. All of the independent variables were significantly associated with 

collaboration with aging services, except for professional tenure.  
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Table 20. Bivariate Analyses of Health Center Structural Characteristics with Level of 

Collaboration with Aging Services (N=13). 

 Level of Collaboration with Aging Services 

 Informal Formal   

Independent Variable f % f %   

Number of delivery service sites 

1-3 

4-6 

7-9 

10-12 

13-15 

 16-18 

 

5 

1 

4 

0 

0 

1 

 

83.3 

100.0 

80.0 

0.0 

0.0 

100.0 

 

1 

0 

1 

0 

0 

0 

 

16.7 

0.0 

20.0 

0.0 

0.0 

0.0 

  

Chi square 

p 

lambda 

7.879 

0.343 

0.5 

11.435 

0.652 

0.250 

  

Percentage of users age 65 and over 

1-3 

4-6 

7-9 

10-12 

 

2 

4 

3 

2 

 

100.0 

100.0 

75.0 

66.7 

 

0 

0 

1 

1 

 

0.0 

0.0 

25.0 

33.3 

  

(table continues) 
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Table 20 (continued)  

 Level of Collaboration with Aging Services 

 Informal Formal   

Independent Variable f % f %   

Chi square 

p 

lambda 

7.879 

0.247 

0.5 

12.398 

0.414 

0.250 

  

Enabling encounter per patient 

          0.00 

1.00-1.99 

2.00-2.99 

3.00-3.99 

4.00-4.99 

5.00 & Over 

 

3 

2 

4 

1 

1 

0 

 

100.0 

66.7 

100.0 

100.0 

100.0 

0.0 

 

0 

1 

0 

0 

0 

1 

 

0.0 

33.3 

0.0 

0.0 

0.0 

100.0 

 

 

 

 

Chi square 

p 

lambda 

9.159 

0.423 

0.50 

19.50 

0.362 

0.750 

  

FTE highly qualified clinical staff 

Under 10 

10.00-24.99 

25.00-49.99 

50.00-99.99 

 

0 

2 

2 

3 

 

0.0 

100.0 

100.0 

60.0 

 

0 

0 

0 

2 

 

0.0 

0.0 

0.0 

40.0 

  

(table continues) 
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Table 20 (continued)  

 Level of Collaboration with Aging Services 

 Informal Formal   

Independent Variable f % f %   

FTE highly qualified clinical staff 

100-199 

200-299 

300-399 

400-499 

 

2 

1 

1 

0 

 

100.0 

100.0 

100.0 

0.0 

 

0 

0 

0 

0 

 

0.0 

0.0 

0.0 

0.0 

  

Chi square 

p 

lambda 

9.159 

0.607 

0.50 

22.0 

0.458 

0.267 

  

Designated staff for older adults 

     Yes 

     No 

 

4 

7 

 

66.7 

100.0 

 

2 

0 

 

33.3 

0.0 

  

Chi square 

p 

lambda 

6.278 

0.43 

0.500 

11.104 

0.025 

0.250 

  

Participation in collaboratives 

     Yes 

     No 

 

 

7 

4 

 

87.5 

80.0 

 

1 

1 

 

12.5 

20.0 

  

(table continues) 
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Table 20 (continued)  

 Level of Collaboration with Aging Services 

 Informal Formal   

Independent Variable       

Participation in collaboratives     

Chi square 

p 

lambda 

0.133 

0.715 

0.0 

0.325 

0.850 

0.0 

  

 Health center tenure was significantly related to informal (Chi square= 13.000, p= 

0.005, lambda= 1.000) and formal collaboration with aging services (Chi square= 

18.056, p= 0.006, lambda= 0.500).  All of the centers with professional staff having a 

health center tenure between one and nine years and between 20 and 29 years were 

more likely to have informal collaborations. Additionally, 33% more of those health 

centers with health center tenure between 10 and 19 years were also more likely to 

have informal collaborations with aging services. 

 Professional tenure was significantly related to informal collaborations (Chi 

square= 13.000, p= 0.011, lambda= 1.000). All of the health centers with key staff 

having professional tenure between one and 19 years were more likely to have informal 

collaborations. Additionally, 50% of the centers with professional tenure between 20 and 

29, and 66% of the centers with professional tenure over 30 years were more likely to 

have informal collaborations. Professional tenure did not have a significant association 

with formal collaborations with aging services, which may be explained in part by 
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professional experience on average being longer than health center tenure, with 

experience being gained outside of the current workplace and service area. 

 Experience in the aging network as shown through leadership roles, recent 

gerontology training and formal gerontology training were all significantly associated 

with collaboration. Leadership in the aging sector was strongly associated with informal 

collaboration (Chi square= 13.000, p= 0.002, lambda= 1.000) and moderately 

associated with formal collaboration (Chi square= 18.056, p= 0.001, lambda= 0.500). 

Those centers with key staff having leadership roles were 40% less likely to have 

informal collaborations than those without these leadership roles. Centers with key staff 

having leadership roles were 33% more likely to have formal collaborations than other 

centers. 

 Gerontology training within the previous three years showed significant 

association with both informal (Chi square= 13.000, p= 0.002, lambda= 1.000) and 

formal collaborations (Chi square= 13.232, p= 0.010, lambda= 0.500), although there 

was little percentage difference between levels of the independent variable. Health 

centers with key staff having gerontology training within the past three years were 

slightly less likely to have informal collaborations (eight percentage points) but slightly 

more likely to have formal collaborations (eight percentage points) than those without 

the recent training. 

 Finally, formal training in gerontology at any point in their professional career had 

significance in predicting informal (Chi square= 13.000, p= 0.0002, lambda= 1.000) and 

formal (Chi square= 14.966, p= 0.005, lambda= 0.500) collaboration with aging 

services. Two-thirds of the centers with key staff having had some formal training in 
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gerontology were surprisingly less likely to have informal collaborations than those 

centers without key staff with formal training. One-third of the centers with formal 

training were more likely to have formal collaborations, compared with only a tenth of 

centers without key staff having formal training in gerontology, a 20 percentage point 

difference.   

Table 21. Bivariate Analyses of Health Center Key Staff Characteristics with Level of 

Collaboration with Aging Services (N=13). 

 Level of Collaboration with Aging Services 

 Informal Formal  

Independent Variable f % f %   

Health Center Tenure 

Under 1 

      1-9 

     10-19 

     20-29 

     30 & Over 

 

0 

3 

4 

4 

0 

 

0.0 

100.0 

66.7 

100.0 

0.0 

 

0 

0 

2 

0 

0 

 

0.0 

0.0 

33.3 

0.0 

0.0 

  

Chi square 

p 

lambda 

13.000 

0.005 

1.000 

18.056 

0.006 

0.5 

  

Professional Tenure 

     Under 1 

     1-9 

 

0 

2 

 

0.0 

100.0 

 

0 

0 

 

0.0 

0.0 

  

   (table continues) 
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Table 21 (continued)  

 Level of Collaboration with Aging Services 

 Informal Formal  

Independent Variable f % f %   

     10-19 

     20-29 

     30 & Over 

1 

3 

5 

100.0 

75.0 

83.3 

0 

1 

1 

0.0 

25.0 

16.7 

  

Chi square 

P 

lambda 

13.00 

0.011 

1.000 

14.348 

0.073 

0.500 

  

Aging Network Leadership 

     Yes 

     No 

 

4 

7 

 

66.7 

100.0 

 

2 

0 

 

33.3 

0.0 

  

Chi square 

p 

lambda 

13.000 

0.002 

1.000 

18.056 

0.001 

0.500 

  

Gerontology Training within past 3 years      

    Yes 

     No 

4 

7 

80.0 

88.0 

1 

1 

20.0 

12.5 

  

Chi square 

p 

lambda 

13.000 

0.002 

1.000 

13.232 

0.010 

0.500 

  

   (table continues) 
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Table 21 (continued)  

 Level of Collaboration with Aging Services 

 Informal Formal  

Independent Variable f % f %   

Formal Training in Gerontology 

     Yes 

     No 

 

2 

9 

 

66.7 

90.0 

 

1 

1 

 

33.3 

10.0 

  

Chi square 

p 

lambda 

13.000 

0.002 

1.000 

14.966 

0.005 

0.500 

  

 

The relationship between health center level of collaboration with aging services 

and health center procedural characteristics.    Both measures of health center 

procedural characteristics were significantly associated with informal (Chi square= 

13.000, p= 0.002) and formal (Chi square= 13.000, p= 0.011) collaboration with aging 

services, as seen in Table 22. Centers with strategic planning procedures that 

incorporated older adult users were strongly associated with informal collaboration 

(lambda= 1.000) with aging services. The data did not reflect any difference between 

those centers that reported strategic planning and those that reported no strategic 

planning as part of their health center procedures. Also, the health centers did not 

reflect any difference between those centers with and without strategic planning, 

although the bivariate analysis showed a moderate association between strategic 

planning and formal collaboration (lambda= 0.500).  
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 Having older adults serving on a health center’s board of directors was also 

significantly related to informal (Chi square= 13.000, p= 0.002) and formal (Chi square= 

13.642, p= 0.009) collaborations. Those centers with older adults on their board were 

less likely to have informal collaborations (20 percentage points) but more likely to have 

formal collaborations (20 percentage points) than centers without older adults serving 

on their directing board. 

Table 22. Bivariate Analyses of Health Center Procedural Characteristics with Level 

of Collaboration with Aging Services (N=13). 

Level of Collaboration with Aging Services 

 Informal Formal  

Independent Variable f % f %   

Strategic Planning 

     Yes 

     No 

 

5 

6 

 

83.3 

85.7 

 

1 

1 

 

16.7 

14.3 

  

Chi square 

p 

lambda 

13.000 

0.002 

1.000 

13.000 

0.011 

0.500 

  

Older Adults on Board of Directors 

     Yes 

     No 

 

9 

2 

 

81.8 

100.0 

 

2 

0 

 

18.2 

0.0 

  

Chi square 

p 

lambda 

13.000 

0.002 

1.000 

13.642 

0.009 

0.500 
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The relationship between health center level of collaboration with aging services 

and health center environmental characteristics.     As seen in Table 23, the data shows 

that none of the environmental characteristics of the health centers approached 

significant association with collaborating with aging services. The variables of area 

designation, the percentage of older adults living in the service area, and older adults 

living in poverty in the service area may not be associated because the external 

environment has little significance with the type and availability of collaborative senior 

care partners in the area and the collaborative involvement of health centers. 

Table 23. Bivariate Analyses of Health Center Environmental Characteristics with Level 

of Collaboration with Aging Services (N=13). 

Level of Collaboration with Aging Services 

 Informal Formal  

Independent Variable F % f %   

Area designation 

     Rural 

     Urban 

 

6 

5 

 

85.7 

83.3 

 

1 

1 

 

14.3 

16.7 

  

Chi square 

p 

lambda 

1.477 

0.224 

0.0 

1.499 

0.473 

0.0 

  

Percentage of older adults in county 

     Under 5% 

     5-9% 

 

0 

5 

 

0.0 

100.0 

 

0 

0 

 

0.0 

0.0 

  

   (table continues) 
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Table 23 (continued)  

Level of Collaboration with Aging Services 

 Informal Formal  

Independent Variable f % f %   

Percentage of older adults in county       

     10-14% 

     15-19% 

     20% & Over 

5 

0 

1 

71.4 

0.0 

100.0 

2 

0 

0 

28.6 

0.0 

0.0 

  

Chi square 

p 

lambda 

2.026 

0.363 

0.0 

4.952 

0.292 

0.0 

  

Percentage of older adults <200% poverty 

Under 5% 

5-9% 

10-14% 

15-19% 

20 -24% 

25-29% 

30-34% 

35-39% 

    40% & Over 

 

 

0 

3 

3 

1 

3 

0 

0 

0 

1 

 

0.0 

75.0 

100.0 

100.0 

75.0 

0.0 

0.0 

0.0 

9.1 

 

0 

1 

0 

0 

1 

0 

0 

0 

0 

 

0.0 

25.0 

0.0 

0.0 

25.0 

0.0 

0.0 

0.0 

0.0 

  

   (table continues) 
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Table 23 (continued)  

Level of Collaboration with Aging Services 

 Informal Formal  

Independent Variable       

Percentage of older adults <200% poverty     

Chi square 

p 

lambda 

3.782 

0.436 

0.0 

5.874 

0.661 

0.0 

  

 

In summary, the bivariate analysis presented findings consistent with a number 

of the research hypotheses. The designation of staff for older adult services, the 

variables of key staff characteristics, and the variables of procedural characteristics 

were significant predictors of health center collaboration with aging services. These 

results show that staff experience and training contribute significantly to the ability of 

health centers to work with aging services. Additionally, formal practices like designating 

staff for older adult programs and services, including older adult programs in strategic 

planning, and having older adults on governing boards helped centers with 

collaboration. The data showed that there is more association between procedural 

characteristics and formal collaborations, as well as between key staff characteristics 

and formal collaborations than with informal collaborations. 

Other structural characteristics and environmental characteristics, however, did 

not reflect significance in predicting collaborations. These results may reflect efforts of a 

knowledgeable and experienced staff and the procedural efforts of the health center 
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leadership that overcome the internal structure and external environments barriers to 

collaboration. 

This concludes the review of major findings in the data analysis. The next section 

will discuss the implications of the findings and its significance related to previous 

research and current and future practice of public health and gerontology.  
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CHAPTER 5 

DISCUSSION OF FINDINGS 

 This research identifies levels of collaboration, barriers to collaboration, and 

factors associated with collaborative efforts between aging services and community 

health centers. To study the relationship between federally qualified health center 

(FQHC) collaborations with aging services and health center characteristics, 44 

individuals representing 31 health centers in the state of Texas were surveyed. Using 

Starfield’s (1992) framework of the health service system, this study includes an 

assessment of the multiple components of a health care center, including structural, 

procedural and environmental characteristics, to determine what service potential exists 

for older adult users, the levels and types of collaboration with aging services that are 

available, and what these may communicate about the commitment health centers have 

towards older adult populations. Several survey questions also ask key health center 

staff about perceived barriers to services for older adults and collaboration with aging 

services, as well as about their general knowledge and perceptions about older adults.  

 This chapter presents a discussion of the research findings in regards to the 

hypotheses and in relation to existing research and professional practice in public health 

and aging services. It begins with a review of the findings and the status of hypotheses 

as supported or unsupported by the findings. The chapter then discusses the study’s 

implications for policy, practice and future research studies. 

Summary of Findings 

 This study involves five hypotheses, each of which are associated with a level of 

collaboration with aging services. Different levels of collaboration between a health 
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center and different aging services were measured, finding that the participating health 

centers were more likely to have informal than formal partnerships with aging services. 

Senior centers, home health agencies, and long term care providers represent the most 

common informal partners. area agencies on aging, Alzheimer’s Association chapters, 

and senior centers represent the most common formal partners. These services are 

established within national networks or chapters that cover services in an assigned 

territory and usually have the funds to support mature agendas and the obligations of 

formal integrations. The AARP and Shepherd’s Centers were the most unrepresented 

aging services in the areas served by the health centers. Both represent national and 

well- organized services, but these finding identify how their presence may be needed in 

pockets throughout the state. Because the AARP is driven by membership fees and 

because Shepherds’ Centers rely on volunteers, both may center their efforts on the 

responses they gather based on driving forces disproportionately available throughout 

the state.  

 Findings also revealed that older adults were more strongly perceived as priority 

populations in a health center than in the state of Texas. This may be a result of 

respondents’ familiarity with their environment and positive bias. However, the majority 

of respondents who remain “undecided” about the prioritization of older adults in the 

state may communicate their lack of confidence in state legislation and leadership 

regarding older adults and a view that in comparison to younger populations, older 

adults lack attention. This may also communicate a lack of awareness of state activities 

related to older adults and the lack of communication between the state initiatives on 

aging and the public health sector. 



 

 122 

The following discussion reviews the major findings for each hypothesis and an 

analysis of its implications for future research and for the policy and practice of public 

health and aging in Texas. 

Structural characteristics. This study hypothesizes that specific structural 

characteristics lead health centers to have more collaborative relationships with aging 

services. The availability of satellite sites, enabling services, highly qualified clinical 

staff, designated staff for older adult services, and participation in Health disparities 

collaboratives are associated with more collaborative efforts. Conclusions from the 

findings are presented for each of these major characteristics. 

Availability of satellite sites. While the size and total user population, 

including older adult users, are characteristics of each satellite site that are beyond the 

scope of this study, it can be inferred that the more satellite sites a health center has to 

provide service delivery, the more likely that more older adults across a larger service 

area are able to access their services. Health centers are approved by their funding 

sources for financing additional satellite sites to improve the access of their target 

populations. Much like a grant process, the board identifies, plans and implements the 

opening of a new site, and satellite sites are evaluated in the full grant performance 

review along with the main service delivery site. Because delivery sites are important to 

the success of a health center system in reaching targeted populations, they can be 

seen as a key determinant of collaborative and service access. A study of distance 

between uninsured persons and safety net providers in a nationally-represented sample 

(Hadley & Cunningham, 2004) found that closer proximity to a safety net provider 

improved access to care for uninsured persons. While most of the health centers in this 
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research sample have three or fewer satellite delivery sites, and with two being the most 

frequent number of satellite sites, this sample covers a larger service area through more 

multiple points of contact and can be viewed as having a better potential for 

collaborative and service access than for centers with just one delivery site.  

Availability of enabling services. For the purposes of this study, the use of the 

Uniform Data System (UDS) measurement of enabling encounters per patient indicates 

a comparable level of use of enabling services at each health center. The health centers 

in this sample were more likely to have less than three enabling encounters per patient 

within the year. This unit of measurement encompassed all ages of users, so it is 

possible that certain age groups have more enabling encounters than other age groups. 

However, because these cohort differences are not reflected in the measurement, it is 

not possible to determine if older adult users have encounters with enabling services or 

what specific enabling services are being used by older adults. The measurement does, 

however, infer that health centers in this sample have a patient use of enabling 

encounters comparable to national (2.84) and state (2.41) measurements. This is not to 

say levels are either sufficient or effective for the service population, but merely 

consistent to national and state performance. Of interest in this study are the ten health 

centers that have zero enabling encounters per patient. The lack of use of enabling 

services could be due to the unavailability of desired enabling services or the absence 

of referrals to or requests for enabling services. With either source, there is the effect of 

impaired coordination of external services that could have supplemented health center 

care and provided the continuity of care vital to improved patient outcomes. 
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Availability of highly qualified clinical staff. The availability of highly qualified 

staff was measured through full-time equivalents (FTEs) reported on the health center’s 

UDS. With the average FTEs in this sample falling at just above 100 FTEs, it appears 

that the sample had an availability of highly qualified staff comparable to national 

(104.5) and state (95.9) UDS reports. Whether this is an adequate number, or how the 

various types of clinical staff represented in these reports is distributed are factors 

beyond the scope of this study. However, the average FTE communicates a presence 

of specialized knowledge and health care necessary to support a diverse and a clinically 

complex patient population, especially for older adults who are more likely to present 

chronic illness and comorbidities. 

Designated staff for older adult users. Executive directors at the participating 

health centers were asked if a staff member was designated to the responsibility of 

overseeing services and programs for older adults. Most of the health centers executive 

directors who responded to this question reported to not have designated staff for older 

adult users. This can be due to the unavailability of funding or qualified staff to appoint 

as a designated person, or because the health center directors have determined the 

function to be unnecessary. In either case, it can be inferred that in those centers 

without a designated person to plan, implement, and direct efforts towards services for 

older adults, there is less collaboration with aging services than in centers with 

designated staff. 

 Research on the availability of staff and services, either enabling or clinical in 

nature, in health centers and its effect on collaboration with aging service is limited. 

However, a 2007-2008 report by the Texas Statewide Health Coordinating Council on 
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the status of the healthcare workforce in the state found that supply ratios (the number 

of providers versus service area population) of medical physicians, nursing 

professionals, dental professionals and allied health professionals were unevenly 

distributed across metropolitan and nonmetropolitan areas in the state and fell below 

national ratios. National ratios were reportedly not available for mental health 

professionals, although the state was shown to experienced declines in mental health 

professionals’ supply ratios. The availability of enabling services, full-time professional 

staff, key clinical staff and staff skilled and knowledgeable to assume responsibilities of 

directing programs and services for older adults at health centers relies heavily on their 

overall availability. In a field with high demand throughout the state, health professional 

shortage areas must be able to attract and retain these sought-after positions and 

compete with other providers in order to fulfill their extent of services. As seen in the 

current study, to be able to meet national and state measures, albeit in comparison with 

other centers also located in areas with health professional shortages, in the wake of a 

health workforce shortage felt throughout the state is an indication of how these findings 

on structural characteristics may not be unique to health centers. Further analysis on 

the relationship between health center staff and collaboration would require a 

measurement of what is occurring in clinics that do not serve areas with health 

professional shortages but compete for the same professional health workers. 

Participation in health disparities collaboratives. The majority of health 

center executive directors reported their health center’s participation in various Health 

disparities collaboratives. Higher participation in diabetes and cardiovascular disease 

collaboratives indicates both the significant presence of these conditions in the service 
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population and a commitment to measureable achievements in their treatment and 

prevention. Participation in these health disparities collaborative may improve the 

quality of care for older adults and collaborative opportunities as health centers strive 

towards set objectives defined within each collaborative. These findings reflect needs of 

the unique demographic composition of the state and can be viewed as beneficial 

participation in appropriate collaboratives. In a 2003 report by the Texas Department on 

Aging Office of Aging Policy and Information, demographic projections include a 

population of older adults who will surpass other racial and ethnic minorities as the 

largest group of older adults in the state. State health care providers, including 

community health centers, will serve a more Hispanic population of older adults who 

suffer from a higher prevalence of diabetes and for whom heart disease is the leading 

cause of mortality (Talamantes, Lindeman, Mouton, n.d.).  

Low participation in prevention, depression, and cancer collaborative may 

indicate the lack of need perceived in health centers in regards to these issues, 

although other studies have shown the importance of prevention, cancer screenings, 

and treatment for depression for older adults (Cox, 2007; German, 1994; Whyte & 

Rovner, 2006). As discussed by Cox (2007) from the National Association of 

Community Health Centers, nonparticipation in a collaborative may also be due to the 

absence of the necessary clinical expertise, the inability to integrate the necessary 

organizational components to deliver the care, or inadequate coverage for patients to 

access that care needed to effectively carry out the requirements of a health disparity 

collaboration. These findings may indicate a lack of resources to adequately fulfill 

criteria of a collaborative rather than an unwillingness or absence of need.  
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Structural characteristics of the health center are hypothesized to contribute to 

more collaborative relationships with aging services. The designation of staff for older 

adult services is the only structural characteristics significantly associated with the 

formal collaboration with aging services. When a staff member is held accountable for 

the effectiveness of older adult programs, they may seek out collaborative relationships 

formalized with a written and structured agreement yielding measurable results over a 

set time period. These types of formal relationships help a designated staff member 

evaluate programs, report their successes and failures, and work within a budget that 

may be associated with their position. Without this designation, a health center lacks the 

focus on older adult users and relies on program performance that does not reflect on 

the performance of any one position or staff member. There may be the absence of 

ongoing dialogue or accountability to older adult users that is driven by a responsible 

person’s agenda.  

Findings indicates that the presence of designated staff is more effective in 

predicting formal collaboration by a health center than its number of delivery sites, the 

availability of enabling services or key clinical staff, or participation in Health disparities 

collaboratives. While these other characteristics may improve access for older adults 

and increase the number of services geared towards older adults, they may be 

secondary to the driving force of a designated person who coordinates and manages 

formal partnerships with aging services and drives other structural characteristics to 

benefit older adults. Another explanation may be that a primary point of contact 

provided by a designated staff member is instrumental in allowing aging services the 

access and involvement needed to collaborate with other structural characteristics and 
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effectively reach older adult users. This outcome is consistent with findings of 

successful implementation of mental health services for older adults in rural health 

clinics across the nation (Bane & Bull, 2001). In this review, successful collaboration 

models could be attributed to having a single individual committed to the project through 

their personal efforts, leadership and community building. Their effective and 

motivational strengths allowed them to work with other agencies to build and formalize 

programs, illustrating how the designating a person must also include an assessment of 

preferred characteristics to more effectively work with both older adults and community 

agencies. 

Key staff characteristics. This study hypothesizes that key staff with longer 

tenures of work in their center and within their profession, with more formal training in 

gerontology and geriatrics, and with more professional involvement in the aging network 

were more likely to work in health centers with higher levels of collaboration with aging 

services. Forty-four staff members participated in the survey and represented the titles 

of executive director, medical director, and director of social services. The major 

findings from their responses are discussed in more detail below. 

Health center and professional tenure. Overall, the health workers represented 

in this sample had longer professional tenure versus tenure at the health center. There 

are no studies of trends in healthcare worker tenure at community health centers. 

Typically, public employees have longer average tenure than private employees at 

double the number of years (Bureau of Labor Statistics, 2008), a difference attributed to 

the older average age of public employees. These findings on tenure translate to a 

leadership staff familiar with their health center community and its specific needs and 
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preferences, and knowledgeable about the aging services that may exist in their service 

area. This fluency may open more opportunities for health centers and aging services to 

work together. Through various programs such as loan replacement, scholarship 

programs, payment bonuses and malpractice immunity (for voluntary work only), 

healthcare organizations and legislators in Texas attempt to improve their health 

workforce tenure, although certain areas of the state continue to have problems 

(National Conference of State Legislatures, 2001). These efforts may continue to 

improve the effects tenure may have on collaborative levels at health centers. 

Formal training in geriatrics and gerontology. Key staff were asked about their 

formal training experience in the field of aging. With over half of the respondents 

reporting some type of formal training in gerontology, it can be determined that key staff 

are just as likely to have had the training at some point in their education as not to have 

had this training. For those who have had the training, the methods were mostly through 

a single academic or continuing education course rather than through a more rigorous, 

extensive curriculum. Additionally, findings show that key staff were not likely to have 

had formal gerontology training within the previous three years of taking this survey. 

Therefore, any recent research that may be applied to the care of older patients are 

discovered either through private and personal efforts, such as through professional 

journals and word-of-mouth. Formal training, whether through the health center or 

through another entity presents a structured method of obtaining recent clinical 

practices for the care of older adults and trends within older populations.  

There have been national efforts to increase geriatric knowledge, particularly for 

physicians. Legislative efforts to improve geriatric training across the nation have 
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included increased funding to geriatric programs and financial incentives in Medicare 

reimbursement (O’Neill & Barry, 2003). O’Neill & Barry (2003) highlight how expert 

knowledge in geriatrics, particularly for physicians, is important due to trends in older 

adult use of health care services and the unique healthcare needs of older adults, and 

that older adults who receive care from healthcare workers trained in geriatrics do better 

than those who receive usual care. However, research reinforces the current findings by 

showing that health professional training remains behind in its capacity and desire to 

adequately train healthcare students in geriatrics (O’Neill & Barry, 2003). Other 

explanations for these findings may be barriers to access about available courses, 

organizations or conferences with gerontology topics, that may accompany a lack of 

sources in rural areas or a lack of knowledge about their availability. A shortage of 

clinical staff may prohibit key staff from attending conferences or training opportunities 

that are available. Related to this is the issue of having a limited amount of time 

available to complete a heavy burden in professional licensing continuing education, 

and utilizing available time for more general topics versus specialized topics like 

gerontology or geriatrics. Additionally, if there is not a perception of importance on 

gerontology training either through the health center’s leadership or through a 

professional licensing board, there will not be a determination to attend or even to seek 

out these opportunities.  

Professional involvement in the aging sector. The majority of key staff 

participants were not likely to have leadership roles within the aging network. Board or 

committee membership or volunteerism within the aging network communicates a 

professional and personal commitment to aging services, and this commitment may 
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lead to more collaborative relationships between the health center and the aging 

services to which that key staff member chooses to serve. The lack of this characteristic 

in the sample could be due to a lack of time available to properly commit to duties 

outside of the health center, the unavailability of services directed towards older adults 

to which leadership is needed, or a professional choice to gear those energies to other 

deserving pursuits or organizations that do not target older adults. Like formal training, 

volunteerism and leadership roles also requires time and energy commitments that key 

staff in health service roles may be less likely to apply due to the strenuous and 

emotional labor they already endure within their workplace. Therefore, this finding may 

be less demonstrative of a lack of commitment and more of a revealing truth about the 

limits of key staff within their major roles in the health center. 

 The findings show that all of these key staff characteristics are significantly 

associated with levels of collaboration with aging services.  A longer tenure at a health 

center and in a profession presents the advantage of established relationships in the 

general and professional community and therefore a stronger foundation for 

collaborative efforts. However, professional tenure is not associated with formal 

collaborative levels. This may be explained by professional tenure acquired in another 

community other than that in which the current health center is located. In these cases, 

the professional and community ties may not be present in the current location, thereby 

eliminating the established relationships needed to coordinate formalities of 

collaborative services outside of the health center. Further analysis would be needed to 

determine this relationship.  
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Experience in the aging network as shown through leadership roles, recent 

gerontology training, and formal gerontology training are also significantly associated 

with levels of collaboration. A working knowledge of the needs of older populations is 

strengthened through involvement and education in gerontology. Furthermore, the 

determined mindset of pursuing these opportunities and of dedicating the time to pursue 

them also reflects a personal commitment to older populations. Knowledge and 

commitment combine, introducing more insight and effort into seeking out opportunities 

that improve the lives of older populations. These experiences also familiarize key staff 

with organizations and services within the aging sector that are available for 

collaborative purposes. With the significance of experience being more strongly 

associated with formal than informal levels of collaboration as seen in these findings, it 

is likely that experience brings health centers closer to establishing formally-constructed 

ties involving defined objectives and processes and confident leadership.  

These findings are reinforced by recent research incorporating training and 

experience with building meaningful interagency partnerships. Foss (2003) describes 

“service-learning partnerships” among a public school, university and county health 

department to offer learning experiences for professional students and provide more 

services for high risk children. In this model, community health students engage in 

service activities through interagency agreements with community health organizations. 

Additionally, learning opportunities were provided for students, faculty and community 

workers involved in the project to reinforce the project’s goal and communicate specific 

health concerns of the priority population. This model of partnering was based on 

Polvika’s Model of Interagency Collaboration (1998) which stresses that pre-partnership 
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conditions must be met in order to meet criteria for successful partnerships. In this case 

study, the organizational structure of providing leadership, learning experiences, and 

training resulted in formal interagency agreements that has endured time and produced 

quality learning experiences. Singleton (2007) brings another example of this approach 

in the partnership between aging services for community-dwelling older adults and 

social work students. In this study, opportunities for classroom learning and experiences 

working with aging services are blended with community partnerships, thereby also 

reiterating the benefits found in the current study. 

Procedural Characteristics. This study hypothesized that health center 

procedures are associated with more collaborative relationships with aging services. 

More specifically, serving more older adults, incorporating older adults in strategic 

planning, budgeting funds for programs and services for older adults, and having older 

adults serve as volunteers and board members are characteristics of health center 

processes geared toward higher collaborative levels with aging services. Findings on 

procedural characteristics are discussed below. 

Serving older adult users. The survey sample has a percentage of users age 65 

and older comparable to national (7%) and state (7%) percentages. Almost 20% of the 

sample has a percentage over 10%, and this presents a strong opportunity for aging 

services to contribute to health center procedures.  Further analysis of the UDS shows 

that rural health centers have a slightly larger percentage (8%) of older adults than 

urban centers (6%), and this may be due to the health center often being the only 

medical provider in rural areas and older adults requiring more medical attention than 

other age groups. Throughout the state, rural areas have an older population with a 
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higher percentage of minority elderly than urban areas (Texas Department on Aging, 

2003). This disparity is also evident in national measures of community health centers 

(rural= 9%; urban= 5%). Those centers with higher percentages of older adult users 

could be more likely to collaborate with aging services. However, the percentage of 

older adult users is not significantly associated with levels of collaboration with aging 

services.  Furthermore, although the older adult population and the number of health 

centers in Texas has increased in the past five years, UDS data in 2002 shows that 

older adult users comprised 8% of the total user population in Texas and that the 

percentage of older adults within the total user population has persisted at or around 

this measure. This may be explained by a health center focus on maternal and pediatric 

populations who together comprise almost 60% of the total user population in Texas. 

This finding may also be explained by the parallel growth of women and children who 

require public health, live in underserved communities, and compete for limited public 

health resources alongside older adults. With Medicare as an entitlement available for 

most older adults, options for health care may be more widely available for older adults, 

particularly through other service types such as aging services and hospitals. Finally, 

the staff needed to support the types and amounts of care may not be available at 

health centers that do not already serve a higher percentage of older adults, thereby 

remaining unable to attract or appropriately treat older adult patients. 

Budgeting. As seen in this sample, health centers are not likely to designate 

budgets towards programs for older adults. Budget allocation may not indicate that the 

center does not prioritize older adults, but rather, that money is simply not available for 

all the important programs that do and could potentially exist. Without designated funds, 
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there are no fiscal resources to provide needed services requiring collaborative 

relationships. However, these collaborative relationships may be conducive to procuring 

needed funds for budgeting programs for older adults. Yeatts, Ray, List & Duggar 

(1991) identified several traditional and innovative methods of funding geriatric 

programs in their case studies of ten community and mental health centers with strong 

geriatric programs. In this study, centers creatively funded geriatric programs through a 

combination of traditional state and local grants, third party reimbursement and 

program-specific funding from multiple sources that also provided services for that 

program. Integral to this blend were collaborative relationships with community 

organizations that were not only provided supplementary services, but also potential 

funding sources.  

Strategic planning. Health centers are not likely to incorporate older adult 

programs and services in strategic planning. Short and long-term planning are related to 

budgets and the availability of funds designated to strategic endeavors. Again, planning 

efforts may tend to follow present and more visible needs evident in the majority 

population- meaning, women and children- rather than on the needs of older patients 

viewed as part of a minor, less costly, and less vocal population. Finally, without the 

proper leadership on planning committees who advocate for older adult programs and 

who are knowledgeable about the costs of chronic illnesses, planning for older adults 

may not be viewed as a pertinent issue.  These explanations are in agreement with 

Zuckerman’s (2007) analysis of healthcare strategic planning in general. Zuckerman 

(2007) found that the structure and data management processes of healthcare systems 

do not allow them to implement a successful strategic planning process. Relating this 
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concept to the current study, certain health centers may not have the guidance or data 

to strategically plan for programs. While together these may be a reflection of 

inadequacy of both funding and knowledge rather than on a deficiency of interests, the 

lack of planning strategically for a subpopulation can misdirect future efforts. Strategic 

planning is found to be significantly associated with levels of informal and formal 

collaboration. This shows that planning for older adults not only increases the likelihood 

of involvement of aging services, but may also require this involvement to overcome any 

budgetary or staffing limitations. This is supported by recent research identifying how 

strategic planning is related to healthcare organizational performance. Interviews with 

healthcare organizations, some within the San Antonio, Texas area, related activities in 

strategic planning with organizational direction, commitment and success (Begun & 

Kaissi, 2005).   

Older adult board members. Older adults were more likely to serve on 

health center leadership boards, with this characteristic being significantly associated 

with levels of collaboration with aging services and with likelihood of formal 

collaboration. Their presence on health center leadership may be due to the 

requirement that health centers have a majority of community members on boards, and 

older adults in the community may be more willing and more able to serve than their 

younger counterparts. This may also be due to the health center management and 

leadership seeking out older, more experienced members of the community to serve. 

This variable’s significance in predicting collaboration may be a function of this 

experience that brings not only needed wisdom and perspective to planning, but also 

the familiarity and ties within the community and other organizations. If older adults are 
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willing and able to serve on a board in one organization, they may be more likely to 

have served or currently serve in a leadership position at another organization that 

targets older adults and establish formal ties.  

Older adult volunteers. Social service directors responded to the survey by 

indicating that volunteers at a health center were less likely to be older adults. This may 

be explained again by the minority status of older adults within the total health center 

user population. Because the older adult population is not viewed as a majority 

population, volunteer recruitment in social services reflects the perceived need of 

women and children. This could also indicate the respondents’ differences in defining 

the volunteers and the inability to anticipate the patients they benefit. Many public health 

clinics may have volunteers come as groups rather than as individuals. Groups that 

volunteer to take blood pressures or offer free nutrition classes may ultimately provide 

this free service to a predominantly older group of health center users while they 

themselves may not be categorized as older adult individuals. Finally, older adults who 

volunteer may serve on the board of directors and not be categorized as a volunteer by 

the survey respondent. This variable may indicate a need for older volunteers, but may 

also indicate the need for volunteers of any age.  

 The benefits of involving the service community with health services has been 

reiterated in previous research. Campbell (2005) provides an assessment of how 

community participation and ownership is a supporting factor of public health programs. 

Widely supported by national and international healthcare institutions through instructive 

documents, community participation is fundamental to a public health program’s 

relevancy, sustainability and access. Campbell (2005) outlines several levels of 
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participation by representatives in the service area, and these can be mirrored in the 

continuum that exists between a health center volunteer and board member. In either 

relationship and in every relationship in between, the stakeholder becomes part of the 

program in productive and positive ways that inform and sustain the program.  

Health Center Environmental Characteristics.  It is hypothesized that 

health center location and concentration of older adults in the service area are 

associated with collaborative relationships with aging services. This section discusses 

findings on these environmental characteristics. 

Urban versus rural location. Health centers approximated even distribution 

between rural and urban locations in the state. With the evenness of distribution among 

rural and urban locations in this sample, further analysis would provide rich insight into 

differences of health use and barriers by location. However, with neither of these 

locations approaching significance in predicting collaborative relationships with aging 

services, it can be suspected that the availability, ability, or interests in aging services 

have little to do with where the health center is located. While there are no studies to 

compare urban and rural differences in collaborative relationships with aging services, 

similar findings from a comparative study of community and migrant health centers 

found no significant difference between centers located in rural areas versus urban 

areas in the employment of nonphysician providers (Shi, Samuels, Ricketts & Konrad, 

1994). The study identified more differences existed in racial composition and size of 

the centers, both of which determine the staffing needs of the center. In consideration of 

their findings, the collaborative activity may be more relative to the requirements of the 

center due to size and composition rather than on its location. This finding may also be 
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explained in part because both rural and urban areas in this study contend with 

underserved status. Older adults in either location must overcome access issues of a 

lack of services in the area and seclusion from services that are located or relocating to 

more desirable and profitable areas. Levels of collaboration are not associated with 

health center location because both rural and urban health centers must overcome the 

similar barriers associated with their medically-underserved designation. Further 

analysis that controls for differences in center size, demographic use, and perceived 

barriers may determine whether these are valid explanations of the results.  

Percentage of older adults in service area. With the average percentage of 

adults age 65 and older comprising just over 8% of the total population in service areas, 

it appears that the level of older aged users is aligned with the need in the service areas 

within this sample. However, with the wide dispersion of this variable over the entire 

sample of health centers, the majority of health centers had between 10% and 14% of 

their service community being over the age of 65. With this percentage, one could 

hypothesize that there are more aging services available with which health centers can 

adopt collaborative relationships at multiple levels. Conversely, the findings conclude 

that the number of older adults in the service population is not significantly associated 

with health center collaboration with aging services. This finding shows that the 

presence of older adults in the service community does not predict collaborative efforts 

between the service networks. This could be due to service collaboration being less 

dependent on the availability of service recipients and more dependent on the efforts 

and perceptions of service providers. The Aging States Project found similar results in 

its national study of collaborations between state units on aging and state health 
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departments (National Association of State Units on Aging, 2001). Aging agencies 

reported more individual barriers to service delivery to older adults, such as inadequate 

transportation, whereas health departments focused on systems barriers on a 

population basis, such as fragmented services. While both agencies understand the 

imperative of improved services for older adults, this study shows that collaborative 

partners must first overcome any disparity in the perception of barriers before adequate 

services can be provided to address any existing needs. 

Percentage of older adults in service area living in poverty. The percentage of 

older adults in service areas have an average of almost 15% living in poverty. This 

variable highlights the targeted older adult population that would benefit most from the 

free services of a public health clinic and is a better representation of the present need 

in service areas. This variable also had a wide spread among measurements, with most 

health centers having between 10% and 14% of their older adults in the service 

community living below federal poverty levels. For reasons similar to those in regards to 

the total percentage of older adults in the population, the percentage of older adults in 

poverty is not significantly associated with health center levels of collaboration with 

aging services. This is a more pressing indication for collaboration because older adults 

in poverty have more barriers to access. It would benefit this population to have both 

public health and aging networks working together to identify and address health needs.  

 The next section discusses findings from the survey instrument that are not 

directly related to the research questions, but also point to important implications for 

public health and aging service delivery. 
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Other Findings. Several questions in the research relate to perceptions and 

knowledge about aging. Providing additional insight into avenues for collaboration 

between service sectors, their findings are discussed below. 

Perceived opportunities for gerontology training. Findings indicate that 

multiple opportunities exist for gerontology training. Training needs are present because 

respondents feel that they do not know enough about the given topic and because they 

perceive it to be pertinent to their service population of older adults. Mental health 

issues is one prevalent topic indicated as an opportunity for training, and a lack of 

knowledge about this topic may be mirrored in the Depression Collaborative being one 

of the least reported collaboratives in this sample. A study of public mental health use in 

Texas (Karlin & Norris, 2006) found that older adults were less likely to use mental 

health services than younger users. Applying this finding to the current sample, provider 

lack of knowledge in mental health may be due to a lack of experience with treating 

older adults. Additionally, research points to the need for providers to understand 

contemporary mental health issues of older adults due to the widening heterogeneity 

among cohorts of older adults, the modern complexities of choice in long term care, 

financial instability and family arrangements, and the generational stigma of mental 

illness (Dixon & Rollins, 2003). Noted trends in the older population are also seen in the 

perceived need for training in areas of death and dying and Alzheimer’s Disease. With 

the growth of the older population, and with the proliferation of hospice and Alzheimer’s 

organizations as advocates for older adults, these topics may remain on the minds of 

researchers and practitioners. The perceived need for geriatric assessment and best 

practices training indicates a willingness to better serve older population through daily 
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clinical interactions. Interestingly, this research found that topics on access barriers 

require little training in this sample. Respondents may feel that this is a topic sufficiently 

covered in their current training options and that older adults do not have different 

barriers to accessing health services than do other age groups or of older adults using 

other healthcare options. It is important to note that all topics listed in the survey were 

indicated as needed by the sample, thereby showing the recognition of a general lack of 

proficiency in the most salient health topics related to aging.  

Knowledge about aging. Palmore’s Facts On Aging Quiz (1998) has been 

repeatedly used to measure knowledge and attitudes about aging. In this survey, it was 

used to examine key staff knowledge and misconceptions about older adult issues. 

Overall, the findings show that key staff is more likely to be knowledgeable about aging, 

although some misconceptions do exist. As seen in Gibson, Choi & Cook’s (1993) 

application of the quiz, misconceptions should not be overlooked and have far-reaching 

effects. In this survey of social service providers in Washington State, misconceptions 

that older persons have an inability to learn something new can affect an older person in 

many degrees. For example, a provider’s initial assessment and care plan of that is 

influenced by the perception that the older patient is incapable of learning how to use a 

walker can limit their opportunities to learn new strategies to continue living 

independently. However, the misconceptions found in the current study may be due to 

administration of a quiz that is ten years old and many lines have blurred within the 

aging population. For example, the statement that “the health and economic status of 

old people will be about the same or worse in the year 2010” that was false in 1998 (the 

year of the latest quiz publication) could be viewed as a true statement today. 
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Additionally, the older population served by these respondents represents poorer 

minority elderly. The older adults they see are not representative of the greater trends 

that are reflected in the quiz statements. For example, the false statement that “the 

majority of old people have incomes below the poverty line” in the quiz was incorrectly 

labeled as True by a majority of the respondents. This may be more due to the 

respondents’ observations of their service population rather than an indication of 

misconceptions or prejudice. While false statements indicate misconceptions about 

aging, findings also suggest topics in which staff indicated a lack of knowledge. These 

topics provide opportunities for correcting incorrect perceptions about older adults and 

for introducing new knowledge to enlighten service delivery.  

Barriers to service and collaboration. Sixteen barriers to service for older 

adults and seven barriers to collaboration with aging services were presented to 

respondents to determine perceptions about these obstacles within a health centers. 

Findings show that respondents perceived inadequate financial resources at the health 

center and individual levels as major barriers to providing services to older adults. 

Research illustrates the complexity behind this finding in Swan, Fox, & Estes’s (1989) 

study of community mental health centers. In a comparison of centers with a decrease 

in the number of older adult users with centers that had significant growth in the number 

of older adult users, the researchers found that community mental health centers that 

had declines in older adult clientele were able to increase budgets for other services. 

Attributing this finding to the resource intensive services older users require and the 

limited reimbursement of needed services, it is shown that funding can be a complicated 

and significant barrier to offering services to older adults. 
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Inadequate transportation was also seen as problematic to offering services to 

older adults. The 2007 UDS indicates that only 6% of health centers in Texas provide 

transportation as an enabling service. With many community-dwelling older adults 

unable to drive or access transportation, the absence of transportation prevents 

adequate access to health centers. Respondents listed other barriers to service. One 

such named barrier was a lack of other service providers, namely specialty hospitals 

and hospital systems, which could potentially make referrals to or work with health 

centers to improve access for older adults. Another named barrier was a lack of safe 

and accessible activity areas. This may point to a lack of space for programs that 

adequately provide requested or needed services, such as congregate exercise or 

nutrition. Health centers that serve a growing number of users may allocate space to 

direct care and have less space for enabling services, like community education, or for 

staff training. The lack of safe activity areas may also indicate that older adults who live 

in communities served by health centers do not feel safe at the health center. Because 

rural areas may be so widely dispersed or because urban areas may have unsafe 

streets due to prevalent crimes, walking to a health center or being at a health center 

may not be perceived as a safe or profitable venture.  

 Findings show the perception of an overburdened staff that cannot absorb the 

added responsibility of collaborating with aging services. While collaboration can 

potentially alleviate some burden associated with limited funding and needed services, 

the task of establishing and maintaining these relationships may be seen as more 

cumbersome than necessary. Perceptions of a lack of resources both in funding and 

aging services also prevent collaboration, again pointing to the ideas of a scarcity of 
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resources that must be allocated to competing populations of users and community 

needs.  

 These findings present opportunities for building productive and sustainable 

collaborations between health centers and aging services at the community level, as 

well as generating practical and positive agendas between public health and 

gerontology at the research level. The next section discusses the implications of these 

findings for the practice and research of public health and gerontology. 

Implications 

 While there are many avenues of care provided publicly for older adults in 

community settings, federally qualified health centers present one of the most extensive 

examples ideal for the care of a diverse population of older aged adults. Strategically 

laid in every state and U.S. territory, subject to ongoing performance review, woven into 

a supportive system of government funding and within a network of clinical 

professionals, and transparent in nature, their performance challenges present many 

learning opportunities. While the purpose of this study is to learn about collaboration 

between health centers and aging services at the community level to improve care 

provided for community-dwelling older adults, the findings also reveal multiple 

implications that can be broadly posed to the disciplines of public health and 

gerontology. Suggestions for health centers and aging services that care for older adults 

in communities and for the future policy and research agendas regarding public health 

and gerontology are discussed below. 

Implications for Health Center and Aging Services. In this study, the 

implications for the practice of public health revolve around the staff, particularly the key 
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clinical staff, who often provide both the leadership vision of the entire health center 

system and the direct care to older users. There are also implications for aging services 

that want to improve their care for older adults in community settings. What follows are 

discussions of practical actions for health centers and aging services that are implied by 

the research findings. 

Assign designated staff for programs and services to older adults. Because the 

presence of designated staff was the only structural characteristic associated with 

collaborative efforts, plans to improve health center collaboration, particularly at a formal 

level, should include the appointment of a staff member to be responsible for directing a 

health center focus on older adults as users and as part of the greater community. 

Aging services should be prepared to seek out points-of-contact at health centers, 

whether formally established or not, in order to develop a relationship with the health 

center and an understanding of the older adults they serve. 

Focus on staff development. The findings present several measures for staff 

development. With tenure, both at the health center and professionally, of staff being 

more significant a predictor of collaboration than the presence of staff, a plan to improve 

collaboration needs to include a focus on developing staff and exploring the past and 

multiple roles of current staff with longer tenures. Staff development should include both 

ongoing training that keeps staff updated with recent trends in the field of aging and 

retention measures to continue to support and reward employees who can and will 

continue to improve the health center care for older adults. Current staff, particularly 

those with longer professional careers, should be interviewed for their past and current 

roles in their community, whether personally or professionally. There may be a 
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particular relationship, interest or leadership potential that leads to a collaborative 

opportunity. Exploring those possibilities with care could also improve staff involvement 

and commitment, especially with professional staff that often need the stimulation and 

challenge of new roles and learning opportunities.  

Staff development should also include hiring practices that consider previous 

education and experience with gerontology to enrich the current body of knowledge at 

the health center. Developing staff may also include more recent hiring practices of 

supplementing medical staff with physician assistants and nurse practitioners and other 

specially-trained professionals. Research has shown these methods as cost-effective 

alternatives to hiring medical physicians (Mundinger, 2002; Pew Health Professions 

Commission, 1998). 

 Also identified in this study are pertinent topics for aging services to begin 

providing formal inservices for community health centers. Engaging state or local 

organizations, such as the Alzheimer’s Association or a Hospice provider, to offer staff 

training on the most requested topics would be a beneficial start to an ongoing 

supportive presence. Additionally, a lack of gerontology training or experience in a 

health center does not necessarily communicate a lack of interest in gerontology. 

Instead, barriers to accessing needed training may prevent adequate development 

opportunities. Using the internet or mobile devices to communicate condensed forms of 

gerontology and geriatric updates would permit health centers from overcoming barriers 

to accessing needed training and the professional support they require.  

Strategically plan for collaborative efforts. The research findings show the 

importance of strategic planning and its association with collaboration. The presence of 
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a designated staff member to keep the older population in focus as well as education on 

gerontology issues and services improve a health center’s ability to strategically plan for 

collaborating with the aging sector. Aging services can also offer methods by which they 

can provide additional support or ideas in how they could participate in planned 

objectives related to older populations on a formal or informal basis.  

Implications for the Development of Public Health and Aging Policy.   Improving 

collaboration between the two disciplines requires establishing guidelines along present 

and future objectives within each discipline. At the level of policy development, 

encouraging collaboration would lead to the efficient use of resources through the 

combined efforts of two disciplines which rely heavily on government subsidies. This 

research brought to surface some useful direction for policy development for each 

service sector. These suggestions center on a general effort to keep gerontology at the 

forefront of planning and decision-making at the community level. 

Establish requirements for staff education. There are steps that regulators 

and professional organizations can take to improve collaboration among entities by 

again focusing on key staff at health centers. Requiring a certain level of gerontology 

training within a health center and within a specified timeframe, and requiring this 

training by aging regulators and geriatricians who are familiar with standards of practice 

for older adults may lead to a higher level of integration between public health and aging 

organizations. Requiring that state aging services provide training for the public health 

sector also imparts an emphasis on older adult care. Additionally, a requirement for 

geriatric coursework or training for clinical professionals will also stimulate interest in 

practicing geriatrics after graduation. 
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Strengthen incentives for geriatric practice and public health careers.  Stimulating 

careers in gerontology, geriatrics and public health is an important focus in retaining 

health center staff who are linked with the aging service community. Here is where 

collaboration between the public health and aging service sectors at the national and 

state level is key, especially in combining the necessary manpower and funds to make 

these incentives possible. Professional organizations in healthcare and aging that offer 

grants, scholarships, education and professional counseling project an emphasis on 

developing talent and interest towards worthwhile goals. Continued support throughout 

careers is also vital to incentivizing. 

Establish standards of performance for older adults care. Like other 

healthcare organizations, standards of performance at community health centers are 

enforced primarily through regulators who oversee grant awardees. Therefore, 

establishing standards of performance in the care of older adults would require a 

measure that is comparable and dependent on health center characteristics. An 

incidental result of this study was the finding that there does not seem to be a 

measureable unit indicating care for older adults other than the percentage of older 

adults served by the health center within a given year. Beyond the basic demographic 

data and Medicare data, the UDS does not dissect clinical data or data on enabling 

services by age. This can be a tedious task completed at the local level, but this data is 

not required to be reported. Beginning an enforceable program that establishes 

standards of practice in the care of older adults a health centers may involve the 

formation of a gerontology-focused health disparities collaborative. Setting goals and 

clinical guidelines through a voluntary health disparities collaborative or through a 
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general performance measure, regulators can then provide health centers measureable 

standards that work to improve the care of their older adults.  

Finally, involving the input of geriatricians and aging regulators in the design and 

evaluation process, and linking aging services in the objectives would lay a foundation 

for collaborative work. In a related concept, aging services and advocacy groups that 

receive federal funding and grants should also be required to maintain a certain level of 

involvement with public health services. Whether through education hours, in-kind 

services or supplies, or joint projects with public health services, providers in the aging 

sector should also be required to maintain a focus on the poorest older adults. 

Create financial incentives for collaboration efforts. The most pronounced 

barrier to service delivery to older adults and collaboration with aging services is the 

lack of funding. A policy for improving collaboration between sectors should include 

financial provisions to support such efforts. In an environment of consumer-directed 

care, the coordination of services is becoming more essential. Such coordination 

requires significant financial investment, and governments that provide such funding are 

giving more attention to agencies that can demonstrate effective partnerships (Harley, 

Donnel & Rainey, 2003). Competing for these dollars will not only encourage these 

efforts, but also herald in more creative practices for using limited funds. Partnering to 

apply for funding establishes a more cohesive and well-organized plan for collaborating, 

and stronger potential for program success in current and future partnerships.  

Implications for the Research of Public Health and Gerontology. The final 

discussion on implications involves recommendations for future research in public 

health and aging. The research findings support the association between staff training 



 

 151 

and formal education and levels of collaboration with aging services. At the core of 

these recommendations remains a focus on educating staff, particularly key clinical 

staff, on issues related to the health and service of older adults and disseminating these 

research findings for practical use.  

Research on best practices. This study identifies a need for training on best 

practices in services for older adults. This information on best practices of aging 

services collaboration with public health centers is lacking and requires more intensive 

research at the health center level. Research in this area should include examples of 

improved access to older adults, improved training opportunities for health center staff, 

effective and contemporary clinical interventions for older adults, and successful 

collaborative efforts among services at multiple levels of care. Yeatts, Ray, List & 

Duggar (1991) provide a model of highlighting case studies of successful geriatric 

programs and community and mental health centers. Extending their research to 

incorporate the growth of health centers across the nation and changes in 

demographics of older adults would greatly inform services needing directional change 

in their provision of services. 

Community-centered research on barriers to collaboration. More intensive 

research on identifying health center barriers to aging services and to collaboration at a 

regional and community level improves collaborative efforts. This research would need 

to be at microlevels because of the distinct subpopulations of older adults that exist 

throughout different regions of the nation, the dispersion of aging services available for 

collaboration, and the differences in financial climates for reimbursed services among 

states. This community-centered inquiry should also include a measurement of 
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misperceptions of aging and aging services and the gaps of knowledge that may 

impede collaboration. Disseminating this research in the form of a useful health center 

assessment tool would help centers address potential and present barriers through 

strategic planning and collaborative solutions.  

 Another suggestion is conducting qualitative studies with older adults who use 

health centers. Finding out what barriers they observe and their methods of overcoming 

these barriers to access needed services can produce a basis of reaching more older 

users and improving health center systems. 

Research on effective methods of training and collaboration.  Training for 

health center staff competes for the time and energy needed for the direct care of many 

patients of different ages and socioeconomic challenges found in a health center 

setting. Research is needed to identify the most effective methods of (1) dispersing 

constantly changing information to the benefit of the service population, (2) presenting 

critical, pertinent information to the right professionals, and (3) overcoming such barriers 

as distance and limited funding. Addressing the best way for gerontological information 

to be transferred to health center professionals is integral in paving a road for 

collaborative purpose and ultimately for the future of older adult health.  Identifying 

innovative ways for professionals to have training and experience with aging services is 

also valuable. One such method includes Boston University’s Collaborative Online 

Learning (COL) program that uses the internet to facilitate interactive learning groups 

(Wiecha, 2003). This method allows providers to stay in their practices while engaging 

in learning experiences with similar providers internationally. Harley, Donnell & Rainey 

(2003) support innovation in collaborative approaches through the use of an “umbrella 
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organization” made of representatives from difference agencies. Much like a community 

council, this arrangement allows agencies to collaborate without considerable strain of 

finances and staff. Extending this current research study to differentiate training needs 

among types of professionals (either administration, social services, or clinical staff) will 

also categorize needed training topics for health centers. 

Concluding Recommendations and Remarks 

 Federally qualified health centers perform vital services to the nation’s poorest 

older adults. However, there is limited research on ways that these health centers can 

work with aging services in improving their services for a growing and diverse 

population of older adults. Furthermore, there is little research on collaboration with 

public health and aging services at the community level. This study associates health 

center characteristics with improved collaboration with aging services. It also identifies 

staff knowledge and perceptions of older populations they serve. Finally, it establishes a 

need for aging services to provide a gerontological supplement to the knowledge and 

practices present at health centers today. 

Several implications are evident from this research: 

(1) A staff member should be designated as responsible for older adult services 

and programs, including those that involve collaboration with aging services. 

(2) Staff training and education should be offered to improve the center’s 

knowledge base about older adults and identify points of contact with aging 

services through the relationships and experiences of current staff. Given the 

professional isolation of many clinical staff at health centers, this training and 
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education should be ongoing and creative in overcoming barriers to time, 

limited funding and distance. 

(3) The study found that planning strategically for older adults is associated with 

more collaboration with aging services. Incorporating goals and objectives 

related to older adults into strategic plans allows health centers to involve 

aging services into meeting defined objectives. 

(4) Findings suggest an association between key health center staff 

characteristics and levels of collaboration with aging services. Professional 

and licensing organizations should assist in establishing staff requirements for 

staff education to ensure that key staff stay informed of aging issues and 

clinical practices and to develop a level of public health service for older 

adults. This will improve familiarity and working relationships between 

disciplines of public health and aging, creating groundwork for collaborative 

efforts. 

(5) Strengthening an interest in practicing geriatrics in public health settings and 

in gerontological education through grants, scholarships and ongoing 

professional support will lead to health center staff that are more 

knowledgeable and amenable with aging services. 

(6) Creating standards of performance for health centers in regards to services 

for older adults will make center staff accountable for the growth and quality 

of care they provide older users. This may involve creating a focused health 

disparities collaborative for older adult users. 
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(7) Encouraging collaboration through financial incentives allows providers in 

both sectors to work together in planning, implementing and monitoring joint 

efforts to serve older adults. 

(8) More research is needed on best practices involving aging services and 

health centers. Offering creative and effective examples of collaboration can 

help centers organize efforts and model success. 

(9) More research is needed on barriers to collaboration at the health center 

level. This may be through regional or state cross-sectional studies and 

through qualitative studies with health center patrons who can identify barriers 

specific to their community. Using this research to devise self-assessment 

provides centers with a useful tool for overcoming barriers to collaboration. 

(10) Identifying effective methods of training professionals, particularly with 

different levels and types of expertise, help professionals creatively overcome 

barriers to accessing needed information to support their practices and 

improve aging services’ ability to provide supplementary training to health 

centers. 

The next section discusses limitations of the study that warrant attention. 

Limitations of the study 

Several limitations of the study are evident: 

(1) The study included responses from multiple staff from different disciplines. 

There is a need to identify responses while controlling for differences and 

training among the perspectives of each position. It is possible that responses 
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were biased towards a respondent’s position of control and responsibility 

within the organization. 

(2) The study used individual-level responses to account for organizational-level 

phenomenon. This has the disadvantage of associating the responses of a 

few key individuals with the general tendencies and ideas of the entire health 

center. Inquiry could have relied purely on objective data from the UDS or 

other secondary records available at the health center.  However, key 

informants were surveyed to better understand the practical aspects of caring 

for older adults in health center settings. Additional statistical analysis can 

identify the extent that these responses represent general sentiments. 

Otherwise, care must be taken to consider the findings as indicative of the 

need for community and center-specific data, as well as for qualitative studies 

of key informants and older adult users. 

(3) The study relied on responses to multiple-choice questions that may not 

encompass the full breadth of possible responses. While there were 

opportunities for writing in responses, respondents may not have recalled all 

possible alternatives to the given choices. 

(4) Because of reporting cycles, the UDS does not become publicly available 

until approximately eight months after the year of reporting. Therefore, while 

the survey reflects responses from health center staff in 2008, the most 

current UDS data was available for 2007. The two data sources do not reflect 

a concurrent time period within the health center, and this may affect the 
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internal consistency of the method and the ability to compare and interpret 

relationships among variables. 

(5) The study was conducted in Texas with a unique population and geographic 

diversity, particularly in the rural and Mexico border areas rich with Hispanic 

residents.  Additionally, most of the health centers are located in Houston. In 

the time of conducting this study, this major metropolitan area endured 

significant hurricane activity, placing immense strain on health centers in the 

area. Generalizing these results beyond Texas may not be practical, thereby 

enforcing the need for regionalized and community-level studies of health 

center activity.    
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Survey of Collaboration Between Public Health and  
Aging Services in Texas FQHCs 

 
The purpose of this survey is to obtain some basic information about your health 
center. This survey is to be completed by the Executive Director of the health center. 
This 20 question survey is being used to conduct a study of collaborations between 
health centers and aging services in Texas.  
 
Please provide us with the following contact information: 
 
Name of Health Center: 
_____________________________________________________ 
Address of Health Center:_____________________________________ 
    City: ______________            State: ________        ZIP: ___________ 
Name of Person Completing Survey: _____________________________________ 
Title and Position: ____________________________________________________ 
 

 

1 Please list what you perceive are the top 3 health issues affecting older adult 
users of your health center: 
(a) ____________________________________________________________ 
(b) ____________________________________________________________ 
(c) ____________________________________________________________ 
 

2 Within your health center, is there a staff person specifically designated for health 
promotion and disease prevention activities related to older adults?  (please check 
one) 
 
     Yes ___  If Yes, what is their title? ___________________________ 
 
     No  ___ 

  
3 Does clinical staff (including physicians, nurses, social services, pharmacists, 

dieticians, etc.) at your health center have formal training in geriatrics or 
gerontology? 
 
     Yes ___ 
     No  ___ 
 

4 Are programs and services targeting older adults a part of your health center’s 
formal strategic plan?  
     Yes ___ 
     No  ___ 
 

5 What percentage of your budget is allocated towards programs that specifically 
target only older adults?   _______% 
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6 
 
 
 

 

Are there older adults who serve on your governing board?  
 
     Yes ___    If Yes, what percentage of the board do they occupy? _____% 
     No  ___ 

7 In which Health disparities collaboratives does your CHC currently participate? 
(please check all that apply) 
 

 _____ a. Asthma 
_____ b. Business Case/Redesign 
_____ c. Cancer 
_____ d. Cardiovascular Disease 
_____ e. Depression 
_____ f. Diabetes 
_____ g. Prevention 
_____ h. None at this time 
 

 

8 Please rate the following barriers that you perceive in adequately providing 
services and programs to older adults.  
Please indicate if the barrier is either a: 
     (A) MAJOR barrier 
     (B) SOMEWHAT a barrier,  
     (C) NOT a barrier, or  
     (D) Don’t know  
by marking an “x” in the appropriate column. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 A 
Major 

Barrier 

B 
Somewhat  
a Barrier 

C 
Not a  

Barrier 

D 
Don’t 
Know 

a. Lack of program/service funding     
b. Lack of board support     
c. CHC staff's educational limitations 
about older adult care 

    

d. Inadequate transportation     
e. CHC location     
f. Inadequate physical access 
(ramps, handrails, etc) 

    

g. Procedural inconvenience 
(scheduling problems, crowded 
waiting rooms, etc) 

    

h. Older adults' lack of awareness 
about health center services 

    

i. Older adults' perceived lack of 
need for health center services 

    

j. Perceptions about CHC     
k. Literacy of older adult population     



 

 161 

 
 
 
 
 
 

l. Language of older adult population     
m. Inadequate insurance coverage     
n. Frailty and mobility issues     
o. Lack of caregiver support     
p. Absence of need in service area     
q. Other (please specify): 
 

    

 

9 The following list includes agencies that provide services for older adults. For each 
agency, please indicate 

(A) if the organization/agency does not exist in your community, 
(B) if you formally partner with the agency to provide services for older adults 

through a binding or contractual agreement, or 
(C) if you informally partner with the agency to provide services for older adults 

through a loose agreement 
by marking an ‘x’ in the appropriate column. 
  

 
 
 
 
 
 
 
 
 

 A 
No agency 

B 
Formal  

partnership 

C 
Informal  

partnership 

a. Senior Center    
 b. Area Agency on Aging (AAA) / 

Councils on Aging (COA) 
   

  c. Visiting Nurse Associations (VNA) /  
  Home Health Agencies 

   

  d. AARP    
  e. Alzheimer's Association    
  f. Long Term Care Providers (e.g. 
nursing 

homes, assisted living, retirement 
home) 

   

  g. Shepherd’s Center    
    

 

10 What other organizations and agencies do you partner with to provide services for 
older adults? 
 
 
 
 
 
 
 
 

 

11 Please rate barriers you perceive to collaborating with agencies and organizations 
in the aging services sector.  
Please indicate if the barrier is either a: 
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     (A) MAJOR barrier 
     (B) SOMEWHAT a barrier,  
     (C) NOT a barrier, or  
     (D) Don’t know  
by marking an “x” in the appropriate column. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 A 
Major 

Barrier 

B 
Somewhat   
a barrier 

C 
Not a  

Barrier 

D 
Don’t 
Know 

a. Aging is given low priority within the 
state health agenda 

    

b. Little community/public interest in 
aging health 

    

c. Lack of CHC person designated to 
prioritize aging services 

    

d. Lack of interest of other party to 
collaborate on public health issues of 
older adults 

    

e. Lack of trust between providers     
f. Organization culture differences     
g. Staff have too many other 
responsibilities 

    

h. Other (please specify): 
 

    

 

12 The following are staff development/training topics about older adults. What topics 
do you think are needed at your health center? (check all that apply) 

 ____ a. access barriers 
 ____ b. aging process 
 ____ c. benefits (Medicare/Medigap/Social Security) 
 ____ d. case management 
 ____ e. dementia/Alzheimer's Disease 
 ____ f. end-of-life issues/ death and dying 
 ____ h. geriatric assessment 
 ____ i. urinary incontinence 
 ____ j. long term care / aging services network 
 ____ k. mental health issues 
 ____ l. pharmacology 
 ____ m. polypharmacy 
 ____ n. preventative care 
 ____ o. sensitivity training 
 ____ p. best practices 
 ____ q. Other (please specify) 

13 How long, in years, have you been working in this particular community health 
center? ______ 

14 How long, in years, have you been practicing in your field? _______ 
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15 Have you had formal training in Geriatrics or Gerontology? 
     Yes ____   If yes, please indicate all the methods of training below: 

                                       ____ a. Academic course 
                                       ____ b. Continuing Education 
                                       ____ c. Certification 
                                       ____ d. Fellowship 

     No _____ 
 

16 Have you received training/staff development in issues regarding public health and 
aging populations within the previous three years? 
     Yes ____ 
     No   ____ 
 

17 
 
 
 

 

Do you participate in advisory councils, governing boards or committees of 
services in the aging network?  
     Yes ____ 
     No   ____ 
 

18 Please mark the statements as either ‘True’, ‘False’ or ‘Don’t Know’ by marking an 
‘x’ in the appropriate column.  
 
 True False Don’t 

Know 
a. The majority of old people (age 65+) are 
senile (have defective memory, are disoriented, 
or demented). 

   

b. The five senses (sight, hearing, taste, touch, 
and smell) all tend to weaken with age. 

   

c. The majority of old people have no interest in, 
nor capacity for, sexual relations. 

   

d. Lung vital capacity tends to decline in old age.    

e. The majority of old people fell miserable most 
of the time. 

   

f. Physical strength tends to decline in old age.    

g. At least one tenth of the aged are living in 
long-stay institutions (such as nursing homes, 
mental hospitals, homes for the aged, etc.) 

   

h. Aged drivers have fewer accidents per driver 
than those under age 65. 

   

i. Older workers usually cannot work as 
effectively as younger workers. 

   

j. Over three-fourths of the aged are healthy 
enough to do their normal activities without help. 

   

k. The majority of old people are unable to adapt 
to change. 
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 True False Don’t 
Know 

l. Old people usually take longer to learn 
something new. 

   

m. Depression is more frequent among the 
elderly than among younger people. 

   

n. Old people tend to react slower than younger 
people. 

   

o. In general, old people tend to be pretty much 
alike. 

   

p. The majority of old people say they are 
seldom bored. 

   

q. The majority of old people are socially 
isolated. 

   

r. Older workers have fewer accidents than 
younger workers. 

   

s. Over 20% of the population are now age 65 or 
over. 

   

t. The majority of medical practitioners tend to 
giver low priority to the aged. 

   

u. The majority of old people have incomes 
below the poverty line (as defined by the federal 
government). 

   

v. The majority of old people are working or 
would like to have some kind of work to do 
(including housework and volunteer work). 

   

w. Old people tend to become more religious as 
they age. 

   

x. The majority of old people say they are 
seldom irritated or angry. 

   

k. The health and economic status of old people 
will be about the same or worse in the year 2010 
(compared with younger people). 

   

 

  

19 Older adults are a priority population at this health center. (Please circle one 
response) 
 

(1) Strongly 
agree 

(2) Somewhat 
agree 

(3) Uncertain (4)  Somewhat 
disagree 

(5) Strongly 
disagree 

 
 

20 Older adults are a priority population in Texas. (Please circle one response) 
 

(1) Strongly 
agree 

(2) Somewhat 
agree 

(3) Uncertain (4)  Somewhat 
disagree 

(5) Strongly 
disagree 
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Thank you for completing this survey. 
 
Please return your completed questionnaire in the enclosed stamped envelope by 
August 1st, 2008. 
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Survey of Collaboration Between Public Health  

and Aging Services in Texas FQHCs 

 
The purpose of this survey is to obtain some basic information about your health 
center. This survey is to be completed by the Medical Director of the health center. 
This 13 question survey is being used to conduct a study of collaborations between 
health centers and aging services in Texas. Please provide us with the following 
contact information: 
 
Name of Health Center: 
_____________________________________________________ 
Address of Health Center______________________________________________ 
City: ___________________            State: ________                  ZIP: ___________ 
Name of Person Completing Survey: ____________________________________ 
Title and Position: ___________________________________________________ 
 

 

1 Please list what you perceive are the top 3 health issues affecting older adult 
users of your health center: 
(a) _____________________________________________________________ 
(b) _____________________________________________________________ 
(c) _____________________________________________________________ 
 

2 Please rate the following barriers that you perceive in adequately providing 
services and programs to older adults.  
Please indicate if the barrier is either a: 
     (A) MAJOR barrier 
     (B) SOMEWHAT a barrier,  
     (C) NOT a barrier, or  
     (D) Don’t know  
by marking an “x” in the appropriate column. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 A 
Major 

Barrier 

B 
Somewhat  
a Barrier 

C 
Not a  

Barrier 

D 
Don’t 
Know 

a. Lack of program/service funding     
b. Lack of board support     
c. CHC staff's educational limitations 
about older adult care 

    

d. Inadequate transportation     
e. CHC location     
f. Inadequate physical access (ramps, 
handrails, etc) 

    

g. Procedural inconvenience 
(scheduling problems, crowded 
waiting rooms, etc) 
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 A 
Major 

Barrier 

B 
Somewhat  
a Barrier 

C 
Not a  

Barrier 

D 
Don’t 
Know 

h. Older adults' lack of awareness 
about health center services 

    

i. Older adults' perceived lack of need 
for health center services 

    

j. Perceptions about CHC     
k. Literacy of older adult population     
l. Language of older adult population     
m. Inadequate insurance coverage     
n. Frailty and mobility issues     
o. Lack of caregiver support     
p. Absence of need in service area     
q. Other (please 
specify):_____________________ 

    

     
 

3 Please rate barriers you perceive to collaborating with agencies and organizations 
in the aging services sector.  
Please indicate if the barrier is either a: 
     (A) MAJOR barrier 
     (B) SOMEWHAT a barrier,  
     (C) NOT a barrier, or  
     (D) Don’t know  
by marking an “x” in the appropriate column. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 A 
Major 

Barrier 

B 
Somewhat   
a barrier 

C 
Not a  

Barrier 

D 
Don’t 
Know 

a. Aging is given low priority within 
the state health agenda 

    

b. Little community/public interest in 
aging health 

    

c. Lack of CHC person designated to 
prioritize aging services 

    

d. Lack of interest of other party to 
collaborate on public health issues of 
older adults 

    

e. Lack of trust between providers     
f. Organization culture differences     
g. Staff have too many other 
responsibilities 

    

h. Other (please specify): 
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4 The following are staff development/training topics about older adults. What topics 
do you think are needed at your health center? (check all that apply) 
 

 ____ a. access barriers 
 ____ b. aging process 
 ____ c. benefits (Medicare/Medigap/Social Security) 
 ____ d. case management 
 ____ e. dementia/Alzheimer's Disease 
 ____ f. end-of-life issues/ death and dying 
 ____ h. geriatric assessment 
 ____ i. urinary incontinence 
 ____ j. long term care / aging services network 
 ____ k. mental health issues 
 ____ l. pharmacology 
 ____ m. polypharmacy 
 ____ n. preventative care 
 ____ o. sensitivity training 
 ____ p. best practices 
 ____ q. Other (please specify) 

 
5 How long, in years, have you been working in this particular community health 

center? ______ 
6 How long, in years, have you been practicing in your field? _______ 

 
7 At what institution did you receive your medical training? 

____________________________                                                                                               
(include name, state, country) 
 

8 Have you had formal training in Geriatrics or Gerontology? 
     Yes ____   If yes, please indicate all the methods of training below: 

                                       ____ a. Academic course 
                                       ____ b. Continuing Education 
                                       ____ c. Certification 
                                       ____ d. Fellowship 

     No _____ 
 

9 Have you received training/staff development in issues regarding public health and 
aging populations within the previous three years? 
     Yes ____ 
     No   ____ 
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10 
 
 
 

 

Do you participate in advisory councils, governing boards or committees of 
services in the aging network?  
     Yes ____ 
     No   ____ 
 
 
 

11 Please mark the statements as either ‘True’, ‘False’ or ‘Don’t Know’ by marking an 
‘x’ in the appropriate column.  
 True False Don’t 

Know 
a. The majority of old people (age 65+) are senile 
(have defective memory, are disoriented, or 
demented). 

   

b. The five senses (sight, hearing, taste, touch, and 
smell) all tend to weaken with age. 

   

c. The majority of old people have no interest in, 
nor capacity for, sexual relations. 

   

d. Lung vital capacity tends to decline in old age.    

e. The majority of old people fell miserable most of 
the time. 

   

f. Physical strength tends to decline in old age.    

g. At least one tenth of the aged are living in long-
stay institutions (such as nursing homes, mental 
hospitals, homes for the aged, etc.) 

   

h. Aged drivers have fewer accidents per driver 
than those under age 65. 

   

i. Older workers usually cannot work as effectively 
as younger workers. 

   

j. Over three-fourths of the aged are healthy 
enough to do their normal activities without help. 

   

k. The majority of old people are unable to adapt to 
change. 

   

l. Old people usually take longer to learn something 
new. 

   

m. Depression is more frequent among the elderly 
than among younger people. 

   

n. Old people tend to react slower than younger 
people. 

   

o. In general, old people tend to be pretty much 
alike. 

   

p. The majority of old people say they are seldom 
bored. 

   

q. The majority of old people are socially isolated.    

s. Over 20% of the population are now age 65 or    



 

 170 

over. 

t. The majority of medical practitioners tend to giver 
low priority to the aged. 

   

u. The majority of old people have incomes below 
the poverty line (as defined by the federal 
government). 

   

v. The majority of old people are working or would 
like to have some kind of work to do (including 
housework and volunteer work). 

   

w. Old people tend to become more religious as 
they age. 

   

x. The majority of old people say they are seldom 
irritated or angry. 

   

k. The health and economic status of old people will 
be about the same or worse in the year 2010 
(compared with younger people). 

   

 

12 Older adults are a priority population at this health center. (Please circle one 
response) 
 

(1) Strongly 
agree 

(2) Somewhat 
agree 

(3) Uncertain (4)  Somewhat 
disagree 

(5) Strongly 
disagree 

 
 

13 Older adults are a priority population in Texas. (Please circle one response) 
 

(1) Strongly 
agree 

(2) Somewhat 
agree 

(3) Uncertain (4)  Somewhat 
disagree 

(5) Strongly 
disagree 

 
 

 

Thank you for completing this survey. 
 
Please return your completed questionnaire in the enclosed stamped envelope by 
August 1st, 2008. 
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Survey of Collaboration Between Public Health 
 and Aging Services in Texas FQHCs 

 
The purpose of this survey is to obtain some basic information about your health 
center. This survey is to be completed by the Social Service Director of the health 
center. This 13 question survey is being used to conduct a study of collaborations 
between health centers and aging services in Texas. Please provide us with the 
following contact information: 
 
Name of Health Center: 
_____________________________________________________ 
Address of Health Center_______________________________________________ 
City: ____________________            State: ________                  ZIP: ___________ 
Name of Person Completing Survey: _____________________________________ 
Title and Position: ____________________________________________________ 
 

 

1 Please list what you perceive are the top 3 health issues affecting older adult (over 
age 65) users of your health center: 
(a) _____________________________________________________________ 
(b) _____________________________________________________________ 
(c) _____________________________________________________________ 

2 Do older adults volunteer at your health center? 
     Yes _____ 
     No _____ 
 

3 Please rate the following barriers that you perceive in adequately providing 
services and programs to older adults.  
Please indicate if the barrier is either a: 
     (A) MAJOR barrier 
     (B) SOMEWHAT a barrier,  
     (C) NOT a barrier, or  
     (D) Don’t know  
by marking an “x” in the appropriate column. 
 

 
 
 
 
 
 
 
 
 
 
 

 A 
Major 

Barrier 

B 
Somewhat  
a Barrier 

C 
Not a  

Barrier 

D 
Don’t 
Know 

a. Lack of program/service funding     
b. Lack of board support     
c. CHC staff's educational limitations 
about older adult care 

    

d. Inadequate transportation     
e. CHC location     
f. Inadequate physical access (ramps, 
handrails, etc) 
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 A 
Major 

Barrier 

B 
Somewhat  
a Barrier 

C 
Not a  

Barrier 

D 
Don’t 
Know 

g. Procedural inconvenience 
(scheduling problems, crowded waiting 
rooms, etc) 

    

h. Older adults' lack of awareness 
about health center services 

    

i. Older adults' perceived lack of need 
for health center services 

    

j. Perceptions about CHC     
k. Literacy of older adult population     
l. Language of older adult population     
m. Inadequate insurance coverage     
n. Frailty and mobility issues     
o. Lack of caregiver support     
p. Absence of need in service area     
q. Other (please 
specify):____________________ 

    

     
 

4 Please rate barriers you perceive to collaborating with agencies and organizations 
in the aging services sector.  
Please indicate if the barrier is either a: 
     (A) MAJOR barrier 
     (B) SOMEWHAT a barrier,  
     (C) NOT a barrier, or  
     (D) Don’t know  
by marking an “x” in the appropriate column. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 A 
Major 

Barrier 

B 
Somewhat   
a barrier 

C 
Not a  

Barrier 

D 
Don’t 
Know 

a. Aging is given low priority within the 
state health agenda 

    

b. Little community/public interest in 
aging health 

    

c. Lack of CHC person designated to 
prioritize aging services 

    

d. Lack of interest of other party to 
collaborate on public health issues of 
older adults 

    

e. Lack of trust between providers     
f. Organization culture differences     
g. Staff have too many other 
responsibilities 
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 A 
Major 

Barrier 

B 
Somewhat  
a Barrier 

C 
Not a  

Barrier 

D 
Don’t 
Know 

h. Other (please specify): 
 

    

 

5 The following are staff development/training topics about older adults. What topics 
do you think are needed at your health center? (check all that apply) 
 

 ____ a. access barriers 
 ____ b. aging process 
 ____ c. benefits (Medicare/Medigap/Social Security) 
 ____ d. case management 
 ____ e. dementia/Alzheimer's Disease 
 ____ f. end-of-life issues/ death and dying 
 ____ h. geriatric assessment 
 ____ i. urinary incontinence 
 ____ j. long term care / aging services network 
 ____ k. mental health issues 
 ____ l. pharmacology 
 ____ m. polypharmacy 
 ____ n. preventative care 
 ____ o. sensitivity training 
 ____ p. best practices 
 ____ q. Other (please specify) 

 
6 How long, in years, have you been working in this particular community health 

center? ______ 
7 How long, in years, have you been practicing in your field? _______ 

 
8 Have you had formal training in Geriatrics or Gerontology? 

     Yes ____   If yes, please indicate all the methods of training below: 
                                       ____ a. Academic course 
                                       ____ b. Continuing Education 
                                       ____ c. Certification 
                                       ____ d. Fellowship 

     No _____ 
 

9 Have you received training/staff development in issues regarding public health and 
aging populations within the previous three years? 
     Yes ____ 
     No   ____ 
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10 
 
 
 

 
 
 

Do you participate in advisory councils, governing boards or committees of 
services in the aging network?  
     Yes ____ 
     No   ____ 
 
 
 
 
 
 

11 Please mark the statements as either ‘True’, ‘False’ or ‘Don’t Know’ by marking an 
‘x’ in the appropriate column.  
 True False Don’t 

Know 
a. The majority of old people (age 65+) are senile 
(have defective memory, are disoriented, or 
demented). 

   

b. The five senses (sight, hearing, taste, touch, and 
smell) all tend to weaken with age. 

   

c. The majority of old people have no interest in, 
nor capacity for, sexual relations. 

   

d. Lung vital capacity tends to decline in old age.    

e. The majority of old people fell miserable most of 
the time. 

   

f. Physical strength tends to decline in old age.    

g. At least one tenth of the aged are living in long-
stay institutions (such as nursing homes, mental 
hospitals, homes for the aged, etc.) 

   

h. Aged drivers have fewer accidents per driver 
than those under age 65. 

   

i. Older workers usually cannot work as effectively 
as younger workers. 

   

j. Over three-fourths of the aged are healthy 
enough to do their normal activities without help. 

   

k. The majority of old people are unable to adapt to 
change. 

   

l. Old people usually take longer to learn something 
new. 

   

m. Depression is more frequent among the elderly 
than among younger people. 

   

n. Old people tend to react slower than younger 
people. 

   

o. In general, old people tend to be pretty much 
alike. 
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p. The majority of old people say they are seldom 
bored. 

   

q. The majority of old people are socially isolated.    

s. Over 20% of the population are now age 65 or 
over. 

   

t. The majority of medical practitioners tend to giver 
low priority to the aged. 

   

u. The majority of old people have incomes below 
the poverty line (as defined by the federal 
government). 

   

v. The majority of old people are working or would 
like to have some kind of work to do (including 
housework and volunteer work). 

   

w. Old people tend to become more religious as 
they age. 

   

x. The majority of old people say they are seldom 
irritated or angry. 

   

k. The health and economic status of old people will 
be about the same or worse in the year 2010 
(compared with younger people). 

   

 

12 Older adults are a priority population at this health center. (Please circle one 
response) 
 

(1) Strongly 
agree 

(2) Somewhat 
agree 

(3) Uncertain (4)  Somewhat 
disagree 

(5) Strongly 
disagree 

 

13 Older adults are a priority population in Texas. (Please circle one response) 
 

(1) Strongly 
agree 

(2) Somewhat 
agree 

(3) Uncertain (4)  Somewhat 
disagree 

(5) Strongly 
disagree 

 
 

 

Thank you for completing this survey. 
 
Please return your completed questionnaire in the enclosed stamped envelope by 
August 1st, 2008. 
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July 7th, 2008 
 
Dear Executive Director/ Medical Director/Social Services Director:  
 
You are invited to participate in a statewide survey of health center collaboration with 
aging services. This survey is being conducted by a graduate student of the Department 
of Applied Gerontology at the University of North Texas (UNT) with input from graduate 
faculty, the Health Resources and Services Administration (HRSA), and HRSA regional 
consultants.  
 
The purpose of this research study is to gain a better understanding of: (1) collaborative 
efforts between health centers and the aging services network, (2) Federally-Qualified 
Health Center (FQHC) services for older adults across the state, and (3) issues 
regarding the access and service needs of older adult users. Executive Directors, 
Medical Directors, and Social Service Personnel at FQHCs in Texas are being invited to 
participate in the study. 
 

• Results will be used in assessing the collaborative activities and services for o
lder adults at health centers 

 
• Your health center will receive a report summarizing the survey findings for us

e in your operations and strategic planning. 
 

• Analysis of the data will be disseminated to the practice community through pr
ofessional presentations or journal articles. 

 
In one week, you will receive an email with a link to the online survey. Participation will 
involve the completion of the survey which may take about 20 minutes. Your 
participation in this survey is completely voluntary and you have the right to skip any 
question. Your decision whether or not to participate and your answers will in no way 
affect your relationship with the Texas Primary Care Association, the Health Resources 
and Services Administration, the University of North Texas, or the benefits that you 
receive from any of these organizations. There is no foreseeable risk to participating in 
the study. This research project has been reviewed and approved by the University of 
North Texas IRB, 940-565-3940. Contact the UNT IRB with any questions regarding 
your rights as a research subject. 

 
All your responses to the survey questions will be confidential and reviewed by a trained 
graduate student and the faculty at the UNT Department of Applied Gerontology. The 
survey results will be reported in anonymous statistical formats in presentations and 
printed reports.  No individual health FQHCs or personnel will be identified in the final 
report or resulting publication. 
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You may print a copy of this notice for your records. Please feel free to contact the 
primary investigator or research committee chair for answers to any questions you may 
have about this study. Thank you for your valuable contribution.  
 

Jennifer J. Severance   Susan Eve, PhD.    
Dept. of Applied Gerontology  Professor    

  University of North Texas                       Dept. of Applied Gerontology 
University of North Texas   
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August 5th, 2008 
 
Dear Executive Director/ Medical Director/Social Services Director:  
 
You are invited to participate in a statewide survey of health center collaboration with 
aging services. This survey is being conducted by a graduate student of the Department 
of Applied Gerontology at the University of North Texas (UNT) with input from graduate 
faculty, the Health Resources and Services Administration (HRSA), and HRSA regional 
consultants.  
 
The purpose of this research study is to gain a better understanding of: (1) collaborative 
efforts between health centers and the aging services network, (2) Federally-Qualified 
Health Center (FQHC) services for older adults across the state, and (3) issues 
regarding the access and service needs of older adult users. Executive Directors, 
Medical Directors, and Social Service Personnel at FQHCs in Texas are being invited to 
participate in the study. 
 

• Results will be used in assessing the collaborative activities and services for o
lder adults at health centers 

 
• Your health center will receive a report summarizing the survey findings for us

e in your operations and strategic planning. 
 

• Analysis of the data will be disseminated to the practice community through pr
ofessional presentations or journal articles. 

 
In about one week, you will receive a survey in the mail.  Participation will involve the 
completion of the survey which may take about 20 minutes. Your participation in this 
survey is completely voluntary and you have the right to skip any question. Your 
decision whether or not to participate and your answers will in no way affect your 
relationship with the Texas Primary Care Association, the Health Resources and 
Services Administration, the University of North Texas, or the benefits that you receive 
from any of these organizations. There is no foreseeable risk to participating in the 
study. This research project has been reviewed and approved by the University of North 
Texas IRB, 940-565-3940. Contact the UNT IRB with any questions regarding your 
rights as a research subject. 

 
All your responses to the survey questions will be confidential and reviewed by a trained 
graduate student and the faculty at the UNT Department of Applied Gerontology. The 
survey results will be reported in anonymous statistical formats in presentations and 
printed reports.  No individual health FQHCs or personnel will be identified in the final 
report or resulting publication. 

 
Please keep this notice for your records. Please feel free to contact the primary 
investigator or research committee chair for answers to any questions you may have 
about this study. Thank you for your valuable contribution.  
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Jennifer J. Severance    Susan Eve, PhD.    
Department of Applied Gerontology  Professor    

  University of North Texas                       Dept. of Applied Gerontology  
University of North Texas     
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July 14th, 2008 
 
Dear Executive Director/ Medical Director/ Social Services Director:  
 
As the Director of a Federally-Qualified Health Center in Texas, you are invited to 
participate in a statewide survey of health center collaboration with aging services. This 
survey is being conducted by a graduate student of the Department of Applied 
Gerontology at the University of North Texas (UNT) with input from graduate faculty, the 
Health Resources and Services Administration (HRSA), and HRSA regional 
consultants.  

 

The purpose of this research study is to gain a better understanding of: (1) collaborative 
efforts between health centers and the aging services network, (2) Federally-Qualified 
Health Center (FQHC) services for older adults across the state, and (3) issues 
regarding the access and service needs of older adult users. Executive Directors, 
Medical Directors, and Social Service Personnel at FQHCs in Texas are being invited to 
participate in the study. 
 

• Results will be used in assessing the collaborative activities and services for  
older adults at health centers 

 
• Your health center will receive a report summarizing the survey findings for    

use in your operations and strategic planning. 
 

• Analysis of the data will be disseminated to the practice community through   
professional presentations or journal articles. 

 
Participation will involve the completion of the attached survey which may take about 20 
minutes. Your participation in this survey is completely voluntary and you have the right 
to skip any question. Your decision whether or not to participate and your answers will 
in no way affect your relationship with the Texas Primary Care Association, the Health 
Resources and Services Administration, the University of North Texas, or the benefits 
that you receive from any of these organizations. There is no foreseeable risk to 
participating in the study. This research project has been reviewed and approved by the 
University of North Texas IRB, 940-565-3940. Contact the UNT IRB with any questions 
regarding your rights as a research subject. 

 
All your responses to the survey questions are confidential and reviewed by a trained 
graduate student and the faculty at the UNT Department of Applied Gerontology. Your 
responses will be identified by a coded ID Number in hardcopy files and in the 
computerized survey database. Hardcopy records will be maintained in a locked file. 
The survey results will be reported in anonymous statistical formats in presentations 
and printed reports.  No individual health FQHC or personnel will be identified in the 
final report or resulting publication. 
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The survey can be accessed by clicking on the link below. Submitting the 
completed questionnaire will signify your consent to participate in the study under these 
conditions and your understanding that your participation is voluntary and that you may 
terminate your participation at any time.  
 
Please complete the survey by August 1st, 2008. 
 
You may print a copy of this notice for your records. Please feel free to contact the 
primary investigator or research committee chair for answers to any questions you may 
have about this study. Thank you for your valuable contribution.  
 

Jennifer J. Severance    Susan Eve, PhD.    
Dept. of Applied Gerontology   Professor    

  University of North Texas                       Dept. of Applied Gerontology  
University of North Texas    
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August 12, 2008 
 
Dear Executive Director/ Medical Director/ Social Services Director:  
 
As the Director of a Federally-Qualified Health Center in Texas, you are invited to 
participate in a statewide survey of health center collaboration with aging services. This 
survey is being conducted by a graduate student of the Department of Applied 
Gerontology at the University of North Texas (UNT) with input from graduate faculty, the 
Health Resources and Services Administration (HRSA), and HRSA regional 
consultants.  

 

The purpose of this research study is to gain a better understanding of: (1) collaborative 
efforts between health centers and the aging services network, (2) Federally-Qualified 
Health Center (FQHC) services for older adults across the state, and (3) issues 
regarding the access and service needs of older adult users. Executive Directors, 
Medical Directors, and Social Service Personnel at FQHCs in Texas are being invited to 
participate in the study. 
 

• Results will be used in assessing the collaborative activities and services for  
older adults at health centers 

 
• Your health center will receive a report summarizing the survey findings for    

use in your operations and strategic planning. 
 

• Analysis of the data will be disseminated to the practice community through   
professional 

 
Participation will involve the completion of the attached survey which may take about 20 
minutes. Your participation in this survey is completely voluntary and you have the right 
to skip any question. Your decision whether or not to participate and your answers will 
in no way affect your relationship with the Texas Primary Care Association, the Health 
Resources and Services Administration, the University of North Texas, or the benefits 
that you receive from any of these organizations. There is no foreseeable risk to 
participating in the study. This research project has been reviewed and approved by the 
University of North Texas IRB, 940-565-3940. Contact the UNT IRB with any questions 
regarding your rights as a research subject. 

 
All your responses to the survey questions are confidential and reviewed by a trained 
graduate student and the faculty at the UNT Department of Applied Gerontology. Your 
responses will be identified by a coded ID Number in hardcopy files and in the 
computerized survey database. Hardcopy records will be maintained in a locked file. 
The survey results will be reported in anonymous statistical formats in presentations 
and printed reports.  No individual health FQHC or personnel will be identified in the 
final report or resulting publication. 
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The survey may be returned in the enclosed stamped envelope. Submitting the 
completed questionnaire will signify your consent to participate in the study under these 
conditions and your understanding that your participation is voluntary and that you may 
terminate your participation at any time.  
 
Please complete the survey by August 25th, 2008. 
 
Please keep this notice for your records. Please feel free to contact the primary 
investigator or research committee chair for answers to any questions you may have 
about this study. Thank you for your valuable contribution.  
 

Jennifer J. Severance     Susan Eve, PhD.    
Dept. of Applied Gerontology    Professor    

  University if North Texas                         Dept. of Applied Gerontology  
 University of North Texas    
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