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Abstract

Objectives: Community health screening programs frequently report inconsistent follow-up rates and barriers to sustained
lifestyle changes. This study evaluated the HealthStart program, a layperson-led intergenerational health coaching program that
aims to improve health screening follow-up, chronic disease understanding and ownership, digital health application adoption
and sustained lifestyle changes.

Methods: HeathStart is a self-determination theory-based intervention that aims to increase the autonomy and competence of
participants via volunteer engagement, health coaching, and post-health screening follow-up. Lay volunteers (LVs) were taught
principles of motivational interviewing, health coaching and social determinants of health via a training model anchored on
principles of intergenerational and service learning. LVs act as health advocates through the participants journeys under the
guidance of healthcare volunteers.

Convergent parallel mixed-methods analysis was employed. A total of 192 participants quantitative data were collected through
pre- and post-program surveys. Qualitative data were obtained from 36 semi-structured interviews analyzed through thematic
analysis.

Results: The follow-up rate among primary care providers increased significantly from 42.7% to 84.5% (72=43, p<0.001). A
total of 66.2% (92/139) of the participants achieved their health goals, and 81.3% (113/139) reported satisfaction with the
program. There was a statistically significant correlation (Z=2.44, p=0.015) between participant health goal attainment and the
number of follow-up visits and between post-cycle participant eHealth literacy scale (eHEALS) scores and the number of follow-
up visits (F(2,130)=6.06, p=0.003).

The quditative findings highlighted LVS' crucia role in facilitating health conversations, promoting lifestyle changes, and
building meaningful connections in catalyzing lifestyle changes in the participants. While the training adequately prepared LVs
for these tasks, some encountered challenges with participants resistant to change or with complex needs.

Conclusion: HealthStart demonstrated the feasibility and impact of using laypersons in the community to increase follow-up
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rates and promote healthier lifestyles among older adults.
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Abstract

Objectives: Community health screening programs frequently report inconsistent follow-up
rates and barriers to sustained lifestyle changes. This study evaluated the HealthStart
program, a layperson-led intergenerational health coaching program that aims to improve
health screening follow-up, chronic disease understanding and ownership, digital health

application adoption and sustained lifestyle changes.

Methods: HealthStart is a self-determination theory-based intervention that aims to
increase the autonomy and competence of participants via volunteer engagement, health
coaching, and post-health screening follow-up. Lay volunteers (LVs) were taught principles
of motivational interviewing, health coaching and social determinants of health via a training
model anchored on principles of intergenerational and service learning. LVs act as health

advocates through the participants’ journeys under the guidance of healthcare volunteers.

Convergent parallel mixed-methods analysis was employed. A total of 192 participants’
guantitative data were collected through pre- and post-program surveys. Qualitative data

were obtained from 36 semi-structured interviews analyzed through thematic analysis.

Results: The follow-up rate among primary care providers increased significantly from
42.7% to 84.5% (x*=43, p<0.001). A total of 66.2% (92/139) of the participants achieved
their health goals, and 81.3% (113/139) reported satisfaction with the program. There was a
statistically significant correlation (Z=2.44, p=0.015) between participant health goal
attainment and the number of follow-up visits and between post-cycle participant eHealth
literacy scale (eHEALS) scores and the number of follow-up visits (F(2,130)=6.06,

p=0.003).
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The qualitative findings highlighted LVs’ crucial role in facilitating health conversations,
promoting lifestyle changes, and building meaningful connections in catalyzing lifestyle
changes in the participants. While the training adequately prepared LVs for these tasks,

some encountered challenges with participants resistant to change or with complex needs.

Conclusion: HealthStart demonstrated the feasibility and impact of using laypersons in the

community to increase follow-up rates and promote healthier lifestyles among older adults.
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Background

Introduction

Many countries are facing an aging population'¥], with a rising prevalence of chronic
diseases®”. Community health screenings are key preventive health programs aimed at
screening, detecting, and managing these conditions. However, these screening programs
report inconsistent follow-up rates®#, and many patients experience barriers to sustained
lifestyle changes, including a lack of knowledge and community support®. In the United
States, many cancer screening programs involve fewer than 75% of patients receiving
some form of follow-up care®®. In 2016, SingHealth, Singapore’s largest public healthcare
cluster, reported that one in four individuals screened via community-based health
screenings had not returned for a doctor’s follow-up after a year!. Loss to follow-up has
significant physical and socioeconomic implications, including untreated chronic conditions,
physical complications, reduced healthcare system efficiency, and increased financial

costs®,

While lay volunteers (LVSs) have been effectively utilized in specific screening programs for
screening follow-up, such as the blood cholesterol screening, counseling, and referral
(SCORE) system under the Pawtucket Heart Health Program (PHHP) in the 1990s® and
the Baltimore eye screening program in the early 2000s™, their role in broader screening
programs addressing major cardiovascular risk factors and health coaching has not been

thoroughly investigated.

With appropriate training, LVs can be empowered to guide health screening participants in

navigating the health system, increasing follow-up rates, setting specific health-related
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lifestyle goals, and adhering to them. Previous qualitative studies have shown benefits of
this approach, including improved person-focused coordinated care™, more seamless
referrals to appropriate services™, and the promotion of healthy practices™!. Experts
recommend measuring indicators that predict the success of lay counselors and exploring
their effectiveness in more complex tasks, such as diagnosis and counseling™. When
designed and implemented appropriately, community-based health coaching has the
potential to be a significant nonclinical intervention for individual and population health®,
simultaneously improving the health literacy of health coaches undergoing training and the

general public and facilitating the adoption of healthy practices across generations*”.,

Conceptual Framework

HealthStart is a self-determination theory (SDT)-based intervention built to support the
Healthier SG (HSG) initiative, the local government’s policy to promote healthier aging by
reshaping the population’s health-seeking behaviors and lifestyle through collaborative
community-based care®. It aims to increase the engagement and follow-up rates of
participants attending a chronic disease community health screening by developing,
training, and empowering LVs to be health advocates that accompany participants in their

postscreening journey over a three-month period.

SDT proposes that personally relevant goals are more internally motivated and are thus
more likely to be obtained than goals set due to some external pressure™. It specifies three
basic psychological needs (i.e., autonomy, competence, and relatedness) that provide the
basis for motivation and development and are the contextual conditions that facilitate
internal motivation and help people integrate their behavior into their everyday lives and

sense of self. Autonomy refers to the sense that one’s actions are the result of their own
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volition, competence is the belief in one’s ability to affect change and achieve desired
outcomes, and relatedness is the extent to which one feels a connection with others. Self-
integration of behaviors occurs when externally motivated behaviors (i.e., behaviors
regulated by an external force) become integrated into one’s ‘sense of self’; that is, they

contribute to one’s overall evaluation of the self.

HealthStart aims to increase the autonomy and competence of the participants through the
SDT framework via volunteer engagement, health coaching, and posthealth screening
follow-up, relating that to the participants’ lifestyle to increase knowledge, confidence, and
digital health literacy and set and achieve lifestyle goals. The SMART (Specific,
Measurable, Achievable, Realistic, and Timely) framework is used to assist participants in
setting lifestyle-related goals and achieving sustained lifestyle change®. LVs are taught
health knowledge and health coaching skills, which they applied through their interaction
with participants under the guidance of healthcare volunteers (HCVs) who underwent a

preprogram facilitation workshop. The program’s theory of change is reflected in Figure 1.
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Figure 1: HealthStart Theory of Change
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Self Determination Theory:
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Intergenerational & Service Learning:

HCV = Healthcare Volunteer; nHCV = Non-Healthcare Volunteer

Volunteer training in HealthStart is delivered via a blended learning approach®” and
anchored on principles of intergenerational and service learning, combining learning
objectives with community service to create a meaningful learning experience while
meeting the community needs of older adults'??. Youths with no prior healthcare experience
are recruited as LVs. On an individual level, lifelong health habits are best cultivated at a
young age, and there is potential to improve health literacy among youths®!. At the
community level, having imparted LVs with a service learning experience in HealthStart,
there is potential for intergenerational transfer of health knowledge when LVs bring the
knowledge and experience gained from the program back to their families and
communities®?. The concept of service learning emphasizes volunteers’ learning through
critical reflection by having them participate in community service experiences in real-world

settings; this aspect is grounded in Kolb’s experiential learning theory, which states that
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effective learning is based on concrete experience, reflective observation, abstract
conceptualization and active experimentation®. The HealthStart program is intentionally
designed to achieve reciprocity by valuing both volunteer learning experiences and the

benefits for the recipient!®,

Contact theory was used to guide intergenerational program development and study®”.
There are four main tenets that, when present in the contact setting, increase the likelihood
that people will experience positive contact: the support of governing bodies, equal group
status, intergroup cooperation, and common goals. In the design of the HealthStart
program, we built upon lessons learned in a previous intergenerational program that was
demonstrated to increase health literacy and reduce ageist attitudes®”®. The program
emphasized the concept of equal group status, where all the volunteers attended the
training day together and were collectively held accountable for the participants whom they
were assigned. Intergroup cooperation and common goals were also built into the
interactions between the LVs and the participants, where they devised a plan together and
fulfilled the goals set out at the start of the program. Throughout the journey, HCVs,
comprising doctors and nurses, act as clinicians who teach healthcare knowledge and skills

to LVs and as mentors who provide supervision to LVs as they engage with the participants.

The primary outcome of the program was residents’ enrollment with a family physician.
Each resident had to additionally complete a local health promotion board (HPB) booklet!
detailing their newly diagnosed condition, learn a digital health application, and set a
healthy lifestyle goal and achieve it. The secondary outcomes include increases in health
knowledge, health ownership and digital health literacy among residents, as well as the

acceptability of the program among stakeholders.
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Methods

Program Implementation

For the participants, the program consists of a personal review of their health screening
results, health goal setting with their assigned LVs, follow-up with their PCPs, and
completion of their health goals over a three-month duration. Throughout the process,
HCVs oversee the operations and provide avenues for content clarification and professional
support as necessary. Each HealthStart group consists of one HCV and four LVs. Each LV
is assigned two participants. LVs are expected to follow up with participants over a period of

three months through either physical or virtual visits.

To complete the HealthStart program, participants will need to fulfill the following criteria:

1. Learn about their chronic disease(s) with the aid of the Health Promotion Board
(HPB) booklets!

2. Learn at least one digital health application such as HealthHub®*3!

3. Enrollment with a PCP

4. Set a lifestyle goal and achieve it

The participants will first meet their LVs at a community event where health screening
reports are distributed and explained by a community nurse. The LVs will conduct their first
session of health coaching with the participants and build rapport via questions that cover
sociodemographic factors and lifestyle aspects (exercise, smoking, alcohol intake, dietary
habits), utilizing tools such as a time wheel and a healthy plate (Appendix 1) to aid them.
The time wheel provides the participants and LVs with a clearer picture of their time

allocation within a 24-hour period to identify pockets of time for purposeful healthy lifestyle
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changes (e.g., brisk walking, meal planning). The Healthy Plate acts as a guide for
participants and LVs to review the current dietary content of their meals and in conjunction
with the time wheel to find time for either healthy cooking or to travel for healthier food

options.

LVs subsequently teach participants about their newly diagnosed chronic disease via HPB
educational materials, guide them in the use of digital health applications®®3!, assist in
setting up an appointment to a PCP through the use of the digital health application
HealthHub and support the participants in setting a lifestyle goal. LVs follow up with their
participants one-to-one longitudinally over a period of 3 months through in-person or virtual
visits (i.e., video calls) every fortnight, where they check the participants’ progress, motivate

them to achieve their goals, and ensure the fulfillment of the program’s four goals.

LVs are required to fill out a follow-up visit form after each visit and a final visit form at the
last visit to track the participant’'s progress through HealthStart and have monthly meetings
with LVs to reflect on their intergenerational and service-learning experience. This provides
a chance for LVs to practice the mentoring skills learned and is an extension of Kolb’s

experiential learning within small groups®..

Volunteer Training

The HealthStart training adopts a blended learning approach®. Volunteers are divided into
teams from the outset to facilitate team building. This early introduction fostered bonding
within the team throughout the training process. All volunteers are provided with an
overview of the program and the operational aspects of HealthStart for baseline
understanding. LVs are trained to be health coaches by watching prerecorded lectures on

the following topics: Singapore’s healthcare system, chronic diseases and principles of

https://preprints.jmir.org/preprint/ 75699 [unpublished, non-peer-reviewed preprint]



JMIR Preprints Yow et d
management, social determinants of health, and vital sign monitoring. Educational materials
by the Health Promotion Board Singapore on the following conditions (hypertension,
hyperlipidemia, and diabetes mellitus) and a volunteer protocol guidebook (Appendix 2) for

operational workflow reference are sent to the volunteers.

LVs are required to take a pretraining quiz to ensure adequate knowledge acquisition prior
to in-person training. This is followed by interactive lectures covering topics related to
SMART goal setting and the principles of motivational interviewing. HCVs undergo
workshops on community healthcare, social determinants of health (SDOH), mentoring and
facilitation training. The facilitation workshop aims to equip HCVs with knowledge and basic
skills for mentoring LVs and to foster stronger intergenerational relationships through the

HealthStart journey. The in-person training session takes place over a day.

The training day ends with HCVs and LVs gathering back in their groups to play the various
scenarios they may encounter and provide an opportunity for HCVs to interact with the LVs
and put into practice mentoring and facilitation skills. An organizing committee member role
plays a role as a participant in these scenarios and acts to monitor the dynamics and
provide support and feedback as needed. There are four scenarios simulating the various
scenarios in the entire journey that the LVs may encounter (Appendix 3). Each scenario is
followed by a debrief session led by the group’s HCV and a large group reflection for all
volunteers. This structure provides opportunities for reflective observation and encourages
volunteers to practice abstract conceptualization, applying what they have learned to
subsequent scenarios, in line with Kolb’s experiential learning cycle®. HCVs use a
standardized evaluation checklist to assess the competency of LVs (Appendix 4). LVs
deemed unsuitable for the health coaching role are offered additional training or

opportunities to volunteer in other capacities.
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Study Design

This study used a convergent parallel mixed-methods design to evaluate the effectiveness
of the HealthStart program. This outcome evaluation aimed to determine 1) the health
impact on older adults and 2) the acceptability of the program among older adults, HCVs

and LVs.

Participants

Older adults aged 40 years and above who participated in the health screening, LVs aged
21--35 years and HCVs who participated in the program were eligible for the study.
Individuals with medical comorbidities that affected their ability to communicate (e.g.,
severe dementia) were excluded from the study. Individuals who could not speak English,

Mandarin, Malay, or Tamil were also excluded.

Quantitative Data Collection and Analysis

The quantitative data collection was conducted between September 2022 and June 2023.
Data from older adults were collected at the beginning of the health screening and at the
end (third month) of each cycle through a digital survey administered by a trained volunteer.
The data were collected via FormSG, a secure electronic government-encrypted web-

based form with the following designed fields.

1. Sociodemographic variables, including age, sex, race, marital status, highest
education level, and residential type

2. Primary outcome: Follow-up with a primary care doctor, measured as ‘Yes’ or ‘N0’

3. Secondary outcomes

a. Knowledge Questionnaire: a 12-item true/false questionnaire on chronic
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conditions that is an abbreviated version of the 15-minute chronic disease
questionnaire®? adapted to the local context using information from the Health

Promotion Board (HPB) brochures

. Patient Activation Measure (PAM-13): a 13-item questionnaire measuring

individuals' ability to self-manage chronic disease through self-reported
knowledge, skills, and confidence®.
eHealth Literacy Scale (eHEALS): an 8-item questionnaire assessing

respondents' perceived skills in using information technology for health®4,

. SMART (Specific, Measurable, Attainable, Relevant, Time-based)®” health

goal attainment: self-rated achievement of lifestyle goals, measured as a ‘Yes’

or ‘No’

. Program satisfaction: "To what extent are you satisfied with the program?"

with 4-level Likert scale response options (not at all satisfied, slightly

unsatisfied, slightly satisfied, very satisfied).

Descriptive statistics were computed for the study population. The program implementation

fidelity was tracked via the number of follow-up visits and the number of final assessments

conducted. McNemar’s test was used to examine differences in the proportion of primary

care follow-up before and after the program. Pre- and postintervention differences in

secondary outcomes were compared via paired t tests. One-way ANOVA and linear trend

tests were employed in the subgroup analysis to evaluate the relationships between the

secondary outcomes and the number of follow-up visits the residents received. A binomial

logistic regression was performed with primary care follow-up as the outcome variable and

demographics and baseline questionnaire scores as the predictor variables. All the

statistical analyses were performed via Stata Version 15 (StataCorp. 2017. Stata Statistical

Software: Release 15. College Station, TX: StataCorp LLC.) Statistical significance was set
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at p<0.05.

Qualitative Data Collection and Analysis

Qualitative data were collected through one-to-one, semistructured interviews with older
adults, LVs, and HCVs who participated in the program. Purposive sampling was used to
recruit older adults on the basis of the following criteria to ensure the representability of
each group: age, sex, race, education level, number of follow-up visits within the program
and postprogram primary care follow-up status. Convenience sampling was used for LVs
and HCVs. The interview guides were formulated on the basis of the reconstructed theory
of change to elicit perceptions of the program, the health advocacy process with older

adults, and the volunteer training program (Annex 1).

The interviews were conducted between November 2023 and January 2024 face-to-face or
via Zoom Web Conferencing (Zoom Video Communications, Inc., San Jose, California) by
four project team members trained and supervised by the qualitative lead coinvestigator.
Each interviewer was trained in qualitative data collection techniques. All interviews were
audio-recorded and transcribed via an automated transcription software service and later
checked by a project member, ensuring verbatim accuracy and redacting identifiable
information. Four team members coded the transcripts via a deductive-abductive approach,
focusing on perceptions toward the program, the health advocacy process, and volunteer
training while allowing new themes to emerge. Thematic analysis, following the framework
of Braun and Clarke®, was used by four coders to analyze the transcripts. After
independently coding the transcripts, a secondary coder reviewed them to address
discrepancies and finalize the coding. QSR NVivo 14 software was employed for data

management and analysis. Data triangulation was used to identify areas where qualitative
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themes explained quantitative data findings on program implementation fidelity and

program outcomes.
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Results

Quantitative

HealthStart reached out to 192 older adults via 30 healthcare workers and 115 lay

volunteers over two health screening cycles conducted in 2022 and 2023, respectively.

A total of 424 participants underwent the community health screening program, 192 of
whom were eligible and recruited for the study. Figure 2 illustrates the flowchart of the
program participants. Among the 192 study participants, 139 completed the study. The
demographics of the study participants are summarized in Table 1. The mean age of the
study participants was 67 years, and the sex distribution was approximately equal. Most of
the participants were of Chinese ethnicity, had completed primary or secondary school, and

resided in self-owned flats.

Figure 2: Flowchart of Program Participants
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Table 1: Demographics of the Study Participants

HealthStart Participants (n=192)

Mean age, years (SD) 66.9 (9.60)
Gender (%)

Male 92 (48.0)
Female 100 (52.1)
Race (%)

Chinese 170 (88.5)
Others 22 (11.5)

Marital Status (%)
Single 58 (30.3)
Married 133 (70.0)

Highest Education Level (%)

No formal education 18 (9.38)
Primary education 52(27.1)
Secondary education 79 (41.2)
Tertiary education 43 (22.4)

Status of residential/living status (%)
Rent/Lodge 27 (14.1)
Own 165 (85.9)

Resident Questionnaires (SD)

Knowledge 8.81(1.58)
PAM-13 68.7 (17.9)
eHEALs 24.5 (10.6)

The primary outcome of the study, the follow-up rate with primary care, increased from
42.7% (82/148) preprogram to 84.5% (125/148) postprogram. McNemar'’s test revealed a
statistically significant difference in the proportion of individuals who followed up with

primary care before and after intervention (x2 = 43, p < 0.001).

The secondary outcomes of the study included a knowledge questionnaire on chronic
conditions, the PAM-13, eHEALs, SMART goal attainment, and program satisfaction. There
was no statistically significant change in the scores before and after the intervention for
knowledge (t=0.418, p = 0.677), the PAM-13 (t=-1.99, p=0.05), or the eHEALs (t=1.52,
p=0.13). Health goal attainment was achieved by 66.2% (92/139) of the residents. A total of

81.3% (113/139) of the residents reported feeling 'Satisfied' or 'Very Satisfied' with the
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program. A summary of the above outcomes can be found in Annex 2.

When stratified by the number of LV follow-ups in the program, participants who received
more sessions of follow-up with volunteers demonstrated improvement in selected
secondary outcomes. There was a statistically significant increase in eHEAL scores in the
groups that experienced more follow-up sessions, as determined by one-way ANOVA
(F(2,130) = 6.06, p = 0.003). A Tukey post hoc test revealed a statistically significant
increase in eHEAL scores in those with more than one LV follow-up (30.4 = 8.4, p = 0.002)
compared with those with no follow-up (23.5 + 8.4) and no significant difference between
those with more than one LV follow-up and those with only one LV follow-up (26.3 £ 8.7, p =
0.147). There was a statistically significant linear-by-linear trend (Z=2.44, p=0.015) between
health goal achievement and those with none (58.46%), one (65.91%), or two or more
(87.50%) LV follow-up visits. No statistically significant changes in knowledge (F(2,130) =
0.61, p = 0.544) or PAM-13 scores (F(2,130) = 2.07, p = 0.131) were noted via one-way

ANOVA between groups stratified by the number of LV follow-up visits received.

Binomial logistic regression was conducted with primary care follow-up as the outcome
variable and demographics and baseline questionnaire scores as the predictor variables, as
depicted in Annex 3. The results revealed that older adults and minority race groups were
significantly correlated with a higher rate of follow-up with a primary care provider. Baseline
knowledge, the PAM-13 score, the eHEALS score, sex, marital status, residential status,

and education level were not significantly associated with the primary outcome.

Qualitative

Thirty-six semi-structured interviews were conducted with older adults, LVs, and HCVs,

achieving thematic saturation. The characteristics of the subjects can be found in Annex 4.
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Representative quotes from the following three themes are displayed in Table 2.

Lay volunteers play a key role in facilitating health conversations and assisting older adults

in understanding, planning for and achieving healthy lifestyle changes.

Many older adults reported gaining valuable health knowledge from LVs, particularly
regarding their health conditions and the importance of lifestyle habits in achieving better
health. As a result of LV education and support, some residents initiated follow-up visits with
primary care providers. Two examples of health goals were ‘to attend Wednesday Zumba
class for seniors listed on the national health app’ and ‘reducing fried fish consumption for
dinner to twice per week, substituting with steamed fish and increased vegetable intake
within one month’. The participants mentioned achieving various lifestyle changes, including
reducing the intake of unhealthy foods, increasing the consumption of healthier dietary
options, and engaging in more physical activity, and reported additional health benefits that
were not captured in the gquantitative outcomes, such as weight loss, improvements in
health markers, and an overall sense of well-being. While some older adults were unable to
articulate specific facts on chronic diseases, this did not hinder their understanding of the

importance of adopting healthier lifestyle choices.

The interviews revealed that LVs prioritized building relationships and employed
motivational interviewing principles, such as partnership and compassion, with older adults.
The participants expressed that these personable methods of setting health goals and
encouraging behavioral change were effective in helping them achieve their health
objectives. As a result, many developed self-efficacy in managing their health conditions
through lifestyle habits and reported sustaining these habits without the need for ongoing

LV support.
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With respect to the adoption of health-related digital applications, some older adults
reported that they already possessed these skills prior to the program. Additionally, some
participants indicated that LVs do not emphasize this component in health conversations. A
handful of older adults with limited digital literacy indicated that additional follow-up

sessions were necessary to master these skills.

Training was adequate in _preparing lay volunteers to facilitate behavioral change for

motivated older adults but less so for those who were not ready or faced biopsychosocial

challenges.

LVs reported that the training content and resources provided were sufficient to teach them
about chronic diseases and lifestyle management. In particular, almost all the volunteers
reported that learning motivational interviewing techniques and practicing these skills
through role-playing case scenarios were the most beneficial aspects of their training.
These techniques enable them to apply their knowledge, practice communication skills, and
help HCVs identify LVs who may need additional guidance. Many older adults who
successfully adopted lifestyle changes cited various intrinsic motivations, including their
families and life goals, and recognized their individual responsibility in maintaining a healthy
lifestyle. These older adults were receptive to the LV’s advice, built meaningful connections

with them, and experienced positive lifestyle changes.

However, LVs encountered difficulties engaging with participants who resisted change or
were unwilling to engage. Some older adult participants also noted that it was ultimately up
to each individual to take ownership and improve their health. Additionally, LVs felt limited
when older adults shared complex needs, such as mental health or financial issues. In such

situations, HCVs play a critical role in guiding LVs.
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Older adults and volunteers valued the program's focus on healthy living and building

meaningful connections.

Older adults appreciated the program for several reasons, including the health knowledge
and benefits gained, the support from LVs in achieving their health goals, the meaningful
connections formed, the opportunity to participate free of charge, and the promotion of
healthier lifestyles for both younger and older Singaporeans. The majority of LVs expressed
that being a lay health volunteer was fulfilling and enriching. Many valued the meaningful
connections formed with older adults, the ability to positively impact their health, and the
opportunity to learn health knowledge and people’s skills. Most LVs reported that they were
keen to volunteer again in the program and would encourage their peers to participate.
HCVs are also encouraged by LVs to positively impact older adults’ health and to have the

opportunity to mentor them as effective health advocates.

Table 2: Representative Quotations from Qualitative Themes

Qualitative Representative Quotes

Themes

Lay volunteers | This (December) was the second time (seeing the
played a key role in | General Practitioner). The first time | (saw the GP after
facilitating health | the program), think it is somewhere around April. Yah

conversations and | she saw some improvement in the (cholesterol) report...
assisting older adults | Last time | like to eat fried things like crackers. Then, now I
in understanding, | truly cut down lah. Fried chicken all these very rare also...
planning for and | So that one (community exercise group) is every day. So
achieving healthy | yah | feel happy, at least | stick to something and do it
lifestyle changes everyday.

(OAO07, Female, 50-60 years)

She (LV) got say. She is actually very good, she just said,
need to exercise. At that time, | am quite fat, quite heavy,
she said to cut down on eating these things. I listened to
her, keep cutting down and loss a few kilograms... Last
time, | think- exercise very little lah and then also, she said
don’t eat too much of these and that... from then on, | have
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been eating oats. Previously, | would go and buy take out
for breakfast, and they are oily ah... | tried to start-
whenever | cook dishes and etc., | don’t use/consume oil.
Keep making soup, and pair it with rice. For vegetables, use
blanching to cook, ah, | try not to use any oll.

(OAO05, Female, 60-70 years)

(LV) say ah, because my cholesterol and my sugar, together
high a little bit lah. Asked me to cut down lah.. before that |
do not know. Then, they give the (Health Promotion) book
lah,.. |1 follow the book lah... Black coffee, no sugar every
morning. Last time no, last time every day | put milk ah.
Then, | take the brown rice, now | also take. Last time, | do
not like brown rice. Last time, | cannot breathe ah. Like
very tired. Eat already, must sleep. Now, no ah, because | eat
already | go walk outside, now very light.. Last year | 70 kg,
then after | go for this, | 62 kg. Because | see the book, all |
cut down already ah, then | exercise.. | must take care lah, if
not who else to see my (bedbound) husband..

(OA13, Female, 60-70 years)

Eating vadai (savoury Indian fried snack) ah, also my
favorite. That also | cut down, | miss ah. Wah, | cut down
a lot. One day Roti Prata (fried Indian flatbread) | also cut
down eh... Always all oily food, so | cut down, cut more.
So | just forget it lah, just everything. | think | changed a
lot... What they told me | just listen, just keep in mind
what they told me, just try my best lah — Therefore, now |
good lah! For me, (LV) told me those uh food ah , what do
you call that? Low-sodium ah? | feel that consulting with (LV),
| feel learn something lah.

(OA02, Male, 60-70 years)

| think (the SMART goal)- she always like go out and eat and
she like to eat Char Kway Teow (stir-fried rice noodles)
or something. So one of the SMART goals was like, why
not you opt for like those healthier option? Like those
healthier logo? The sign like eat the meals based on that?
The reason why she eat food that has very high cholesterol
is because is like Hawker center (local food center). Then,
the nice food is usually like the Char Kway Teow or that kind?
So | say why not you just cook at home instead. In
addition, you can control what you cook, how much oil
you want. You can still replicate the same recipe, but
make it healthier.

(LV08, Female, <21 years old)
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| did get to learn a lot and apply the hands-on skills from
the training. The goal-setting part, was something that was
like a skill that we role-played a lot during the training itself.
In addition, we actually got to apply the framework that was
given to us, which | thought was actually quite impressive...
Along the way we could branch out to like different
conversations, to get to know their lifestyle and get to know,
like their habits and stuff, so that we could you know, try to
set more realistic goals and get a holistic understanding of
them.

(LV11, Male, <21 years)

Case scenarios were the most helpful (part of the
training) for me, | would say. So during the case scenario we
need to act out as the resident, and that allows me to
basically make an assessment about the LV, whether they
are capable or whether they are competent enough to tackle
trick questions or also handle difficult situations. Therefore,
one of the scenarios was about a difficult resident and | was
guite impressed to see the LV able to overcome the scenario
and they did pretty well.

(HCVO02, Male, 31-40 years)

We did not truly complete that part (goal setting). Because
while they know about their condition, the uncle was
quite pessimistic, and he kept saying that he was going
to pass eventually. So like, there was no point doing this.
Therefore, during the first meeting, it was more navigating
through that conversation. | struggled quite a bit, and |
have to keep looking at (HCV) for help, because | did not
know what to say... During the training session, | feel like
the, the role-playing we did truly helped me quite a lot in
preparing for this actual scenario, because | think without
the training, | think | will be a lot more lost.

(LV12, Female, <21 years old)

Actually, for example this group of people (volunteers) come
to you ah, it's strangers what, but you’re helping us you
know, so it’s truly good to have this program. In addition,
then you only tap on all this ah because we have our own
goals to achieve right?

(OA08, Female, 60-70 years)

| like it that | can make a meaningful impact to someone
else’s life, and cause volunteers are the ones that actually
go down to the client’s home, build rapport with them,
and to understand them, do motivational interviewing
and draft out HealthStart goals, and to continue up the
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follow-up sessions.... So nearing the end, they always like to
feed us tea, and we could tell that like—we were very
attached, and we could tell that they truly enjoyed the
sessions a lot, and they also said that they truly enjoyed the
time. Because, while it is one thing about drafting out
HealthStart goals and working toward them, it's also like
making a friend, like allowing them to pass down their
generation information to us.

(LVO7, Female, 21-35 years)

Therefore, honestly, | had quite a fulfilling experience with
HealthStart because | learned a lot of things, like, one of
the things that | truly found very useful is how we can
package our words to, like, persuade the elderly to like,
stick to their goals.

(LV13, Female, <21 years)

They (the LV) are very good, you know. | think they're
better than me [laughs]. Actually, (the older adults) truly
do lose weight. In addition, then they truly change some
of their, erm, eating habits, which you know is very
personal to tell them. If they're willing to take, take in your
advice, and you see results, it's very fulfilling, you see?
And yeah,, it is very fulfilling... Then, you're truly getting
Singaporeans with everyone healthier. It is truly
HealthierSG (preventive health reforms)... In addition,
you know this is a very good organization and initiative
that you know you're with the government and all, to
truly do this.

(HCVO03, Female, 31-40 years)

The (LVs) that | worked were quite open-minded and the
willingness to learn uh, helped to drive this
volunteerism, and to work together with the (older adults).
Can say the first few times when they met the (older adults)
they were quite shy, they're not so confident. However, uh,
slowly they managed to improve in their talking to (the
older adult). We can see that they are very passionate and
slowly become more and more confident and
comfortable to talk, and eventually they will become, like
their own, like part of a family.

(HCVO02, Male, 31-40 years)
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Discussion

The postprogram primary care provider follow-up rate was 84.5%, which was higher than
previously reported rates in health screening programs®”. The binomial logistic regression
revealed that older adults and minority races were significantly correlated with a higher
primary care provider follow-up rate. A 2019 study in Taiwan revealed that elderly people
were more likely to participate in preventive health screening than younger people were?®,
similar to the findings of this study. Minority race groups have been shown to have lower
screening follow-up rates than majority race groups in previous studies®”. HealthStart was
offered freely to all residents regardless of race; deliberately linked LVs with older adults
who spoke the same mother tongue; and provided an educational booklet in the older
adult's mother tongue language to facilitate accessibility, communication, and

understanding, which likely helped reduce racial inequity™®®.

The health goal attainment rate was 66.2%, with individuals being more likely to achieve
them if they had more LV follow-ups. The majority of goals centered on improving one’s diet
or physical activity. A total of 54.5% of a group of 33 participants achieved their set health
goal in a previous community outreach health coaching program conducted by certified
health coaches in Missouri®. This study revealed equivalent rates of health goal attainment
in older adults receiving abnormal health screening results, with their postscreening journey
facilitated by lay volunteers. The qualitative findings highlighted a key takeaway of the
program being understanding, planning for, and achieving healthy lifestyle changes,
facilitated by health coaching. The initial shock of receiving abnormal health screening
results from older adults may have formed an additional impetus for the high health-related
goal attainment rate*®. Building on residents’ autonomy and competence through the SDT

framework™ helped improve awareness of healthy practices and achieve health-related
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lifestyle changes in the HealthStart program.

The participants in this study were noted to have high baseline knowledge (8.81/12, SD =
1.58) and high PAM-13 scores (68.8/100, SD = 1.56), reflecting readiness to adopt new
behaviors but potentially having difficulty sustaining change!, and relatively low eHEL
scores (24.5/40, SD = 0.92). There was no statistically significant change in knowledge of
chronic diseases, the PAM-13, or eHEALSs between pre- and postintervention. Qualitative
interviews revealed that most older adults did not recall specific facts about chronic
diseases or adopt specific digital skills but learned more about the importance of health and

achieving health-related lifestyle changes through the program.

Despite a thorough training program, LVs faced challenges when interacting with
participants who were less keen or were not ready or motivated to make lifestyle changes
or those with complex psychosocial issues. In adapting to a new and often unfamiliar role,
dealing with different levels of individual receptivity and health system-level challenges are
among some of the key challenges faced by health coaches in the literature that were
similarly described in HealthStart?. Qualitative interviews revealed the importance of
having professional support and guidance from HCVs. To address varying levels of
individual receptivity and health system-level challenges, incorporating the transtheoretical
model of change and a social prescription model with community resources for financial or
psychosocial support into the training program is planned in future iterations of the
program!*¥, The reflection process on such challenges in an effort to learn and adapt to their
role formed a critical aspect of the LVs’ learning journey as part of Kolb’s experiential

learning theory'®!,

High satisfaction scores were reported by older adults of the program (81.3%), and
qualitative reports demonstrated acceptability and appreciation for the program from both
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volunteers and older adults. LVs felt it was a rich experience and expressed interest in
volunteering in similar programs again. Older adults valued the new health insights gained
and reported improvements in their health and lifestyles. A qualitative study in Canada that
integrated community volunteers as extensions of the primary care team to support older
adults yielded similar findings. These community volunteers deepened the primary care
team's understanding of their patients and facilitated the delivery of person-centered care,
demonstrating the possibility of integrating community volunteers into the primary care
setting™!. A separate study conducted in Canada revealed that community volunteers can
play a role in increasing older adults’ understanding of community resources and system
navigation™, LVs are potentially untapped resources capable of effectively engaging in and

promoting healthier living among older adults.

This study suggests that laypersons may be capable of improving primary care follow-up
rates and promoting healthier living among older adults when equipped with chronic
disease knowledge and health coaching skills. The high acceptability and positive feedback
among all stakeholders suggest that laypersons can be valuable assets in population-level
preventive health initiatives, especially when supported by professional guidance. Given the
effectiveness, acceptability, potential reach and adoption of HealthStart, the evaluation
demonstrates the potential to scale community programs involving laypersons in population
health initiatives*?. Program sustainability is further strengthened by collaborative work with
local grassroots organizations and alignment with the national strategic context of healthier

aging™.

Strengths and Limitations

There are several limitations to this study. First, the observed improvements could not be
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attributed to the program due to the absence of a control group, and the majority of the
studies’ quantitative outcomes were based on self-reported scales. Nevertheless, the
qualitative data collected substantiate the study’s findings. Future studies could employ
more rigorous designs, such as quasiexperimental trials, to establish causality. Additionally,
participant attrition resulted in missing data, which introduces the potential for nonresponse
bias. The strengths of the study include the mixed methods evaluation, which allows for the
triangulation of data and the inclusion of significant numbers of traditionally underserved

populations, such as ethnic minorities and individuals of low socioeconomic status.

Conclusion

This study demonstrated the feasibility of utilizing laypersons to improve follow-up rates and
promote healthier lifestyles among older adults participating in community health screening.
The high acceptability of this model among stakeholders highlights the potential of

harnessing the community, an untapped valuable resource, in population health initiatives.
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