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EXECUTIVE SUMMARY 
 
As part of the Medicare Empowerment and Collaboration Initiative, N4A and NASUA contracted with 
Westat, a research firm, to conduct a process evaluation of the Initiative. The evaluation was designed to: 
 

1. Describe the implementation and operation of the Medicare Empowerment and Collaboration 
Initiative projects; 

2. Describe the facilitators and barriers to program implementation and operations; and 
3. Identify best practices of program implementation and operation. 
 

The evaluation provided a view across the projects of the many achievements and challenges faced in 
their implementation. Crosscutting themes emerged in all areas as Westat researchers delved into the 
operation of the projects. The process evaluation was carried out in three stages: a written implementation 
survey in March 2001, a telephone survey in July 2001, and a final telephone survey in 
November/December 2001. As a result of the input received, Westat was able to draw some general 
conclusions about the elements that led to successes in the projects in the following areas:  
 

1. Staffing;  
2. Working with formal (collaborating) partners;  
3. Working with informal partners;  
4. Training;  
5. Outreach; and  
6. Development and/or use of technology.  

 
What follows is a summary of the findings that includes observations made by individual project 
directors. A copy of the report on second telephone interviews which addressed the implementation and 
operation of the projects over their duration may be obtained by contacting Greg Case at NASUA 
(gcase@nasua.org, 202-898-2578) or Adrienne Dern at N4A (adern@n4a.org, 202-296-8130). 
 
1.  STAFFING 
 
The majority of the grantees utilized existing staff to work on the Medicare Empowerment and 
Collaboration Initiative. Staff from State Units on Aging, Area Agencies on Aging, and Title VI 
agencies served as project administrators, as well as trainers and outreach workers. SHIP staff and 
information and referral workers often rounded out the project team. For instance, in the Somerville-
Cambridge project, the Director of Planning and Community Relations, the Intake and Information 
Manager, and the Outreach Specialist worked on the Initiative. In many of the projects, volunteers were 
recruited from communities to help with identifying sites for training and conducting training. In 
Fairbanks, Alaska, summer interns, recruited from a local college, assisted Title VI project staff in 
training and outreach.  
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Lessons Learned 
 
During the final interview of the evaluation, grantees were asked to identify the lessons learned regarding 
staffing their projects. The lessons learned fell into several categories, including the need for additional 
staff time and the need to clearly define staff roles and responsibilities at the outset.  
 
• The Need for Additional Staff Time 

 
Several of the grantees indicated that working on the project took more staff time than anticipated. The 
project directors in Fairbanks, Alaska; Florida; Waterloo, Iowa; and Utah, among others, said that 
additional staff time might have been very helpful in operating their projects. Several of the grantees 
provided specific amounts of additional staff time that might have been advantageous in carrying out 
project activities. For example, in the Alaskan Denakkanaaga project, the special projects coordinator had 
a three-quarter-time position, but the position could easily have been full time.   

 
• Clearly Define Staff Responsibilities at the Outset 
 
Several of the grantees indicated that it was important to clearly define staff roles at the outset of the 
project.  
 
• Other Lessons Learned Regarding Project Staffing 
 
Other lessons learned concerning staff included the need for staff to be dedicated to the project and 
interested in the subject matter (rather than “just wanting a paycheck”). The grantee in Connecticut, as 
well as several others, emphasized the need to select well-trained people to work on the project. 
Colorado’s project director echoed this sentiment when he said that there is no substitute for well-trained 
staff. In addition, one project director indicated that the hiring process for new staff always takes longer 
than anticipated. 
 
2.  WORKING WITH FORMAL (COLLABORATING) PARTNERS 
 
Collaborating partners included SUAs, AAAs, and Title VI grantees. The majority of the grantees had 
existing relationships with their formal partners, but reported that working together on the Initiative 
strengthened these relationships. The formal partners provided much needed staff time, knowledge of 
local populations, technical expertise, and, in some cases, use of equipment.  
 
Lessons Learned 
 
As with staffing, grantees once again expressed the importance of clearly articulating the roles and 
responsibilities of collaborating partners at the outset of the project. This sentiment was echoed by the 
projects in Connecticut, Hawaii, and Delaware. The grantee in Connecticut added that providing partners 
with timelines for completion of project activities was crucial to successful project operations. In addition, 
one grantee believed that it was important for each partner to understand all of the partners’ roles and 
responsibilities. This allowed the partners to be “in tune with each others’ responsibilities,” and avoid 
duplication of efforts. In addition, the project director in Atlanta, Georgia, said that it was important for 
collaborating partners to understand the areas served by the project. For example, outreach strategies need 
to be tailored to specific locations (e.g., inner city versus rural).  
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Exemplary Contributions of Collaborating Partners  
 
Grantees provided many examples of exemplary contributions made by collaborating partners. By and 
large, the exemplary contributions of collaborating partners fell into two areas:  “getting the job done,” 
and “reaching out to underserved populations.” Grantees felt that working hard to achieve specific project 
goals was an important contribution to project operations. In one form or another, this point was 
mentioned repeatedly during the interviews.  
 
3.  WORKING WITH INFORMAL PARTNERS 
 
Informal partners, some of which had sub-granting agreements with grantees, included State Health 
Insurance Counseling Programs (whether known as SHIPs, or by another name), a primary care 
association, governors’ offices, a medical coalition, Departments of Health, CMS, and peer review 
organizations, among others. Many of the partners reported that the SHIPs in their area made the single 
most important contribution to project operations. 
 
Lessons Learned 
 
Lessons learned included identifying criteria for selecting partners, implementing procedures for 
maintaining good relationships and educating partners on working with seniors. 
 
• Need to clarify each partner’s roles and responsibilities 
 
As in the earlier sections, grantees, including the Connecticut and Somerville-Cambridge projects, 
mentioned the need to clarify the roles and responsibilities of their other partners. Nevada’s project 
director also discussed the need for establishing reasonable expectations for partners (e.g., ensuring that 
the workload matched the available time). In addition, the project directors in Atlanta, Georgia, and 
Rochester, Minnesota, recommended that working with partners should commence early in the project. 
 
• Importance of educating partners 
 
The importance of educating partners was noted by several of the grantees. For instance, the project 
director in Alexandria, Louisiana, said that it was important to educate partners on how to conduct 
training. The grantee in Oregon also said that it was important to educate partners on the need to be 
flexible when working with different populations. 
 
4.  TRAINING 
 
Much of the focus of the Initiative was on training, and grantees put the majority of their efforts into this 
aspect. Most trainings covered Medicare basics (e.g., Parts A and B, Medigap, etc.), and grantees made a 
big effort to tailor training to the needs of their constituents (e.g., staff and beneficiaries). With few 
exceptions, grantees reported exceeding their expectations for training by reaching underserved 
populations and other consumers that had previously not been tapped by programs on Medicare and other 
services. 
 
The recipients of training included consumers, staff, volunteers, and other interested groups, (e.g., 
physicians, parish nurses, and physician assistants). Within each of these groups there was a wide range 
of trainees. For instance, consumers included beneficiaries, caregivers, and future consumers (e.g., 
children of beneficiaries, and baby boomers). Staff trained were drawn from the following entities:  
SUAs, AAAs, senior centers, nutrition sites, information and referral programs, SHIPs, and many others.   
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Lessons Learned  
 
• Trainers need to determine the specific needs of each audience concerning information about 

Medicare+Choice (Detroit AAA). For instance, the Nevada project discovered that, when training 
volunteers with vision impairments, it was not necessary to provide materials in Braille.  

 
• The director of West Virginia’s project suggested that participants pre-register for training to ensure 

that an adequate number of trainees attend the session. This is particularly important when trainers 
need to travel many miles to the training site.  

 
• Several of the grantees mentioned that flexibility in scheduling, mode of delivering the training, and 

other factors were crucial to the success of the training. Last, but not least, the major lesson learned 
by staff in Boulder, Colorado was to always provide food for participants.  

 
Many of the lessons learned related to computer training or accessing Medicare information via the 
Internet. Grantees found that small group sessions, with ongoing training, were optimal for consumer 
computer training. The specific lessons learned concerning computer training follow: 
 
• It is important to have ongoing computer training for seniors. One-on-one training is important, as 

well as the availability of a person to assist individuals when searching for information on Medicare. 
(Oregon) 
 

• For computer training, train consumers in small groups (e.g., no more than 12 participants). In 
addition, it is important for additional staff to assist consumers during computer training. (Rochester, 
Minnesota) 
 

• Make sure that the individual assisting the instructor is knowledgeable about Medicare+Choice as 
well as computers. (Waterloo, Iowa) 

 
• Seniors have limited experience with computers. It is important to explain the Internet in terms of 

what seniors know. For example, tell them that the Internet is similar to a library, and that web pages 
are akin to the books in a library. (Delaware) 

 
Number of Sessions, Format, and Content of Training 
 
Training for consumers tended to be shorter than that for staff. Group training for consumers ranged from 
20 minutes to four hours (in two-hour segments). Individual counseling ranged from 15 to 45 minutes. 
The time allocated to staff training ranged from a brief 20-minute session to a four-day training. The 
longer training included comprehensive SHIP training. 
 
A wide variety of formats was utilized in both staff and consumer training. Consumer training was mostly 
lecture (at times using the CMS PowerPoint presentation) followed by a question and answer period. 
Computer-based training tended to combine lecture with hands-on experience. Typically, the format for 
staff training was lecture accompanied by PowerPoint presentations, and a question and answer period. 
Some staff training was more informal and occurred during regularly scheduled meetings. 
 
CMS publications were available at trainings, and in some cases materials were adapted for trainings with 
beneficiaries. Materials were often enlarged for easy viewing, and many of the trainings included user-
friendly handouts. At the time of the last interview, a local NPR affiliate was producing an audio version 
of the CMS manual gratis for the Nevada project. 
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Baseline Knowledge of Medicare  
 
N4A and NASUA developed pre- and post-test assessments of consumer and staff knowledge of 
Medicare for the grantees to administer before and after training sessions. Although use of the 
assessments was not widespread, some useful information emerged. 
  
Consumer Knowledge 
 
The majority of the grantees reported that only under special circumstances were consumers very 
knowledgeable about Medicare. Most consumers did not even have a basic understanding of Medicare 
unless they had encountered a problem or had a specific need. Examples of statements about consumers’ 
knowledge follow: 
 
Variable Knowledge 
 
• Consumers’ knowledge is very mixed. Every now and then we find people who are savvy (about 

Medicare). (District of Columbia) 
 
• Most people thought that Medicare and Medicaid were the same. They were totally unaware of 

changes in last two years. (Fairbanks, Alaska) 
 
• Consumers' knowledge of Medicare is varied. There is a group that knows Medicare “inside and out,” 

and others have not had to deal with it. People who have supplemental insurance usually know the 
entity responsible for specific services. (Kansas) 

 
• Consumer knowledge of Medicare varied by audience. They had knowledge of what affected them. 

Trainers found that it was important to provide consumers with information on where to get their 
questions answered. (West Virginia) 

 
Not Very Knowledgeable 
 
• Consumers were unfamiliar with the difference between Parts A & B, and what Medicare covered. 

(Oregon) 
 
• They have very little information on Medicare or accessing the Internet. (Detroit) 
 
• Consumers have little knowledge about Medicare. They were not knowledgeable about Parts A and 

B. Consumers do not know about copays, long-term care insurance or state Medicaid programs. (Inter 
Tribal Council, Arizona) 

 
• Questions consumers ask are related to an immediate problem. At times, they do not have all the 

information needed to answer their questions. (Atlanta, Georgia) 
 
• Consumers have misconceptions about HMOs, often thinking that an HMO does not offer Medicare 

coverage. In addition, consumers often don’t know whether or not they have Medicare or Medicaid. 
They are also confused about the difference between Part A and Part B. (Dallas, TX) 
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• There is a lot of confusion out there. Consumers have limited knowledge of the Internet. In addition, 
they have a lot of questions about Medicare and prescription drug coverage. They need help with that. 
(Potter County, Pennsylvania) 

 
• Consumers’ knowledge of Medicare is limited. They just see it as their health insurance, and aren’t 

aware of the benefits. (Rochester, Minnesota) 
 
• Consumers’ knowledge was slightly below expectations. Beneficiaries are reluctant to learn about 

Medicare until a problem arises. People think it is too complicated and do not understand the medical 
terminology and the technical terms. (Potter County, Pennsylvania) 

 
• Volunteers had “pretty limited information and misconceptions about Medicare and were surprised 

about what they learned.” (Nevada) 
 
• Consumers have a low knowledge base, and don’t know much about their benefits, rights, and 

Medicare procedures. (Somerville-Cambridge, Massachusetts) 
 
Staff Knowledge 
 
The majority of the project directors indicated that staff knowledge of Medicare depended on the groups 
trained. Only three of the grantees indicated that staff knowledge of Medicare was unequivocally strong. 
Several of the grantees noted that staff were unfamiliar with benefits for preventative services. Grantees 
representative statements include: 
 
Knowledgeable 
 
• Professionals have a strong knowledge of Medicare, but need regular updates. (Somerville-

Cambridge, Massachusetts) 
 

• Staff knowledge of Medicare is good overall, but there is always room to learn. Staff usually knows 
the information necessary to answer their clients’ questions. However, they need a better overview of 
how Medicare works with other insurance. When is Medicare secondary?  How does it coordinate 
with VA or Medicaid benefits?  (West Virginia) 
 

• Staff are “pretty knowledgeable” about Medicare. About 75% of the staff attending training either 
knew something or were familiar with Medicare. Their gaps in Medicare knowledge included: the 
distinction between services that are covered by Medicare and those covered by private insurance, 
health benefits covered by employer health insurance, the purpose of supplemental insurance, and that 
some HMOs offer Medicare coverage. (Dallas, Texas). 

 
Variable Knowledge 
 
• It depends on the group. I was surprised that some staff did not know the difference between Parts A 

and B. Some staff thought that Medicare+Choice was Medigap. (Southfield, Michigan) 
 
• Staff knowledge of Medicare varies. Hospital discharge planners know a lot of details about 

Medicare, but don’t know the big picture. It is important to keep staff up to date on changes in 
Medicare coverage. (New Hampshire) 
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• Staff knowledge of Medicare varies widely. They understand the basics, but there is a lack of 
knowledge about preventative services. It is important for staff to know about the Peer Review 
Organization and SHIP, as well as the appropriate contact information for complaints about billing 
and quality of care. (Kansas) 

 
• The extent of baseline Medicare knowledge among professionals runs the gamut from fair to very 

good. (Montana) 
 
• Staff knowledge is low, but depends on the agency. Staff often understand billing procedures, but 

don’t have an overall picture of Medicare. (Potter County, Pennsylvania) 
 
• Staff have a “little bit of understanding” about Medicare. They know there is Part A and B. They do 

not know which services are covered by Parts A and B, Medicare+Choice, long-term care options or 
Medicaid. (Inter Tribal Council of Arizona) 

 
• Some staff believe that Medicare is full coverage. (South Carolina) 
 
5.  OUTREACH 
 
Thousands of people were contacted through diverse methods of outreach, including the use of electronic 
and print media (e.g., newspaper articles and letters to the editor) as well as distribution of brochures to 
libraries, senior centers, health fairs, and training sessions.  
 
Lessons Learned 
 
Numerous lessons learned concerning outreach were provided during the interviews. They fell into the 
following categories: outreach staff and volunteers; methods of outreach; working with partners; and 
targeting underserved groups. 
 
• Outreach Staff and Volunteers 

 
The lessons learned ranged from recognizing the need for outreach workers to have certain personal 
characteristics to utilizing staff and volunteers who are members of targeted groups. The director of the 
Dallas AAA’s project suggested that the outreach workers need to have magnetic personalities (to draw 
people to them), and the ability to ensure others’ comfort. The director of the Inter Tribal Council of 
Arizona project also felt that outreach workers in their 50s or older might be more readily accepted by 
seniors. 
 
The project manager of the Potter County project suggested using residents of the local area who work for 
a respected agency (partly because of the residents' general distrust of the government). However, they do 
trust certain agencies that have "proven" themselves in the community. Several of the project directors 
(Arizona, Dallas, Boulder, Somerville-Cambridge, and Nevada) said this was extremely important when 
working with various cultural groups, such as Native Americans, Hispanics, Haitians, Vietnamese, 
Chinese, and Russians. Representatives from the communities often contribute to raising the comfort 
level of beneficiaries. In addition, the project director of the Hawkeye Valley AAA project in Iowa 
suggested using the same people/voices for radio as for television outreach efforts.  
 
The director of the projects administered by the Inter Tribal Council of Arizona, Detroit AAA, and Grand 
Gateway AAA reported that recruiting and training volunteers was very important to the success of 
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outreach efforts. Although other agencies did not specifically mention volunteers in this section of the 
interview, the importance of volunteers was stressed by many of the agencies in other sections. 
 
• Methods of Outreach 
 
The lessons learned regarding outreach methods were either general principles for choosing particular 
outreach strategies, or were specific strategies. Some of the general principles concerned flexibility in 
choosing outreach strategies. For example, the project director of New Hampshire’s initiative encouraged 
agencies to consider beginning outreach even before the funding became available by tapping into other 
resources. The project director of the Southeastern Minnesota AAA’s project recommended using 
multiple types of outreach, whereas the project director of the Montana Senior and Long Term Care 
Division’s effort said that if an outreach strategy works, continue to use it. The Boulder and Somerville-
Cambridge projects collaborated with existing groups, which provided a ready-made audience for their 
outreach.  
 
The following are examples of what were found to be effective outreach strategies: 
 

• West Virginia Bureau of Senior Services staff displayed posters in places where seniors 
would be most likely to see them, such as libraries, senior centers, and senior residences. 

 
• The projects in Alexandria, Louisiana, Detroit, Michigan, and Rochester, Minnesota all found 

that radio public service announcements (PSAs) and radio call-in shows were effective.  
 
• Several project directors recommended placing articles in newspapers (Alexandria, 

Louisiana, and Connecticut).  
 

• The majority of the projects sent speakers to groups as a form of outreach.  
 

• The project in Alexandria, Louisiana, arranged for the local utility company to place outreach 
flyers in customers' bills.  

 
Working with Partners 
 
The Detroit AAA and the West Virginia Bureau of Senior Services said that partners should be involved 
in outreach. The director of Oregon’s project added that being clear with partners about expectations was 
important. The director of the Connecticut project further emphasized the need to "have a plan" for 
outreach.  
 
Targeting Underserved Groups 
 
The Atlanta Regional Commission’s project director stressed that agencies need to know their target 
group, and, while one outreach strategy may work well with a specific group, it may not be as effective 
with another. The director of the project in Nevada suggested researching the target group to better 
understand it. The staff of the Denakkanaaga project in Fairbanks, Alaska, reminded colleagues to be 
respectful and aware of local activities and customs. For instance, when a tribal elder dies, the entire 
community is involved in mourning and attends the funeral. Likewise, some tribes move in the summer to 
areas where they can fish. They used this information to plan a trip up the river to do one-on-one outreach 
with the members of tribes.  
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Meeting Outreach Goals 
 
Over half (15) of the project directors reported meeting their goals for outreach. Project staff worked 
tirelessly to reach underserved groups. In many instances, they were quite successful. For instance, the 
Cenla AAA reached the Cajun-French speaking community, and the Somerville-Cambridge project 
reached the Haitian community. The Atlanta, Georgia, project reached low-income consumers, as did 
many of the other projects. Some of the projects made inroads into communities that had not been reached 
in the past.  
 
Although the projects made great strides in reaching underserved consumers, many of the project 
directors felt that some of their goals for outreach remained unmet. Of the eight projects directors who 
believed additional outreach was needed, challenges such as language and cultural barriers (especially in 
Native American tribes, and Chinese, Russian, and Vietnamese communities) were cited. This barrier was 
most often overcome by recruiting volunteers from those communities. Volunteers were trained in 
Medicare and Medicare+Choice (where applicable), then the newly trained volunteers worked on 
outreach and training in their own communities. These strategies included: 
 

• The director of the Inter-Tribal Council of Arizona’s project felt that more outreach was needed 
with the Tohono O'odham tribe. This tribe has a large elder base (about 10% of the tribe). 
Although there was a limited amount of time left in the project, he planned to continue outreach 
with either SHIP or tribal monies, and to hire an outreach worker from the tribe. (When this same 
project director tried to do outreach in another tribal community, he was not as successful when 
he did not have a member of that tribe with him.)   

 
• The project director in Oregon planned to work on reaching more Native Americans, including 

tribes that do not receive Title VI funds.  
 
• The Dallas AAA translated brochures into Chinese, Vietnamese, and Russian, but was unable to 

gain acceptance in those communities because none of the staff were members of those 
communities.  

 
• The Nevada Division for Aging Services had difficulty reaching those with hearing impairments, 

although they had instituted a "virtual support group." Other projects, such as the Southeastern 
Minnesota AAA and the Atlanta Regional Commission in Georgia, said they wished they had 
been able to reach more caregivers. 

 
6.  DEVELOPMENT AND/OR USE OF TECHNOLOGY 

 
Grantees were asked if they had developed software, web pages, or purchased hardware, Internet access 
or computer stations under the grant. The following sections present information about the development 
of technology. 

 
Adapting Software 

 
Grantees adapted existing software, rather than actually developing it. The projects in Connecticut and 
Hawaii obtained software also utilized by the United Way I&R/A in their states. This software maintains 
the database and client files for the I&R/A services. The grantees adapted the software to improve their 
own information and referral capabilities. The United Way in Hawaii also gave the project databases of 
services for the elderly. The Atlanta Regional Commission’s project staff updated their database. South 
Carolina obtained an I&A database from SHIP, and adapted it for its needs. 
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The West Virginia project purchased PowerPoint software to develop presentations for training. 
Denakkanaaga, Inc. in Fairbanks, Alaska, developed a PowerPoint presentation for I&R/A staff, and was 
considering producing the presentation on CD-ROM for distribution to local entities. The Montana 
project purchased the IRis software package, and paid for installation and training, as well. 

 
The Enhancement of Web Pages 

 
Rather than developing new web pages, grantees generally expanded and updated their existing ones 
under the grant. The project in Boulder County added a Medicare training presentation to its web page. 
Many of the projects added information about Medicare to their websites. These projects include the 
Atlanta Regional Commission, Hawaii Executive Office on Aging, Somerville-Cambridge Elder 
Services, Detroit AAA, AAA 1-B, Montana Senior and Long Term Care Services, New Hampshire 
Division of Elderly and Adult Services, and West Virginia Bureau of Senior Services. 

 
The Detroit AAA, Somerville-Cambridge Elder Services, the New Hampshire Division of Elderly and 
Adult Services, and the West Virginia Bureau of Senior Services added a link to www.medicare.gov, as 
well as other links. With CMS's permission, the Atlanta Regional Commission added "Medicare 101" to 
its web page, and the Hawaii Executive Office on Aging developed an interactive 15 question 
Medicare+Choice quiz, which they planned to add to their website.  

 
Hardware and Internet Access 
 
Some of the grantees purchased hardware (computers, printers, etc.) for their project staff, while others 
used grant money to purchase computers for senior centers, senior housing, and assisted living facilities.  
 
The project in Boulder, Colorado purchased two laptop computers for staff to demonstrate the CMS 
website. The West Virginia project also purchased computers, laptops, and LCD projectors to use for 
presentations. The Grand Gateway AAA purchased two computers, with projecting monitors. One was for 
its office and the other for its collaborating partner, the Wyandotte Nation. Montana’s project provided 
field staff with reconditioned equipment as it became available. South Carolina purchased personal 
computers, CD writers, printers, and one year of Internet access for I&R/A staff in regional offices.  
 
Each New Hampshire Service Link site purchased computers, one year of Internet access, printers and 
computer stations. They also purchased televisions and VCRs for viewing CMS videos, and tape players 
to listen to Medicare fraud and abuse cassettes. The Detroit AAA purchased VCRs to view CMS 
videotapes. In addition, equipment (laptop and projector) was upgraded for using PowerPoint 
presentations. The District of Columbia Office on Aging used the existing technology at public libraries 
and provided each library with a list of helpful websites for beneficiaries.  
 
At the beginning of the grant period, the Delaware project issued a request for proposals (RFP) to senior 
centers, senior housing, and assisted living facilities. Nine sites were funded to update their existing 
technology, or purchase new computers. The grants, which were up to $3,000 each, also paid for Internet 
access. The trainers bookmarked useful sites on the computers (e.g. www.medicare.gov) and furnished 
each facility with a list of useful websites. 
 
A note on changing Medicare+Choice coverage:  In several areas, grantees were faced with changing 
Medicare+Choice coverage during the grant period. This posed challenges for the grantees, who quickly 
changed their training to incorporate information on how to cope with changes in HMO coverage, which 
included helping beneficiaries understand the process for disenrolling from their HMO plan and enrolling 
in original Medicare. 




