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 Older adults are at an increased risk for social isolation and loneliness, both concerning public 

health issues that can lead to poor physical health, late onset depression and early death. Interventions that 

offer support and tools to alleviate social isolation and loneliness can improve social connectedness 

among older adults. Recent research has shown that PEARLS, an intervention originally designed to 

alleviate depression in vulnerable older adults, also helps improve social connectedness. This mixed 

methods evaluation explores, from the provider perspective, how and why PEARLS works to improve 

social connectedness. Results identify multiple components and mechanisms to improving social 

connectedness, pandemic and non-pandemic adaptations, and outside factors to the success and 

challenges of implementing the program. The program was found to have multiple components to its 

success, including its use of theory-driven techniques, co-personalized approach, and a focus on 

improving access to resources. Main mechanisms to social connectedness were that the program enhanced 

social support and increased opportunities for social interaction. Many providers faced challenges 

implementing the program, including issues of technology comfort and reformatting program structure to 



4 
 

adapt to client specific needs, and ultimately developed adaptations to better implement PEARLS and suit 

the organization and older adults. Further evaluation is needed to understand how PEARLS program 

worked among diverse populations and hard-to-reach clients.  
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Background 

By 2040 there will be over 80 million older adults in the United States alone, representing 21.7% 

of the population (Administration for Community Living & Administration on Aging, 2018). However, as 

people age, social interactions and social networks are harder to maintain and social isolation and 

loneliness can occur (Taylor, 2020). Therefore, there is a rising public health concern about how to 

support the growing number of older adults experiencing social isolation and loneliness. 

Social isolation and loneliness are facets of the multi-dimensional concept of social 

connectedness, which is the variety of ways we can connect to others socially, through physical, 

behavioral, social-cognitive, and emotional channels (Holt-Lunstad et al., 2017). Social isolation is the 

objective state of having few social relationships or infrequent social contact with others (National 

Academies of Sciences, 2020). Loneliness is a subjective feeling about the quality of one’s personal 

relationships and feeling of being isolated (National Academies of Sciences, 2020).  

Social isolation across the lifespan can lead to detrimental health issues and impair quality of life, 

including increased risk for development of cardiovascular disease, cognitive deterioration, and mortality 

(National Academies of Sciences, 2020; Steptoe et al., 2013).  Lonely individuals also have lower odds of 

engaging in exercise and poorer emotional regulation than those who are not lonely (Cacioppo et al., 

2014). When one lacks social connection, the risk factors for mortality and morbidity are comparable to 

smoking 15 cigarettes a day, obesity, physical inactivity, and air pollution (Holt-Lunstad et al., 2017).   

Older adults susceptible to both social isolation and loneliness are at risk for poor physical health, 

late onset depression and early death. Socially isolated older adults have a higher risk of experiencing 

behavioral health issues like depression and anxiety, which can then further exacerbate negative health 

outcomes (National Academies of Sciences, 2020). In 2019, 7.7 million older Americans aged 65 or older 

experienced social isolation and 1.3 million were severely socially isolated, raising concerns about older 

adult behavioral health issues (Batsis et al., 2021; Donovan & Blazer, 2020; McBride et al., 2021; Smith 

et al., 2020). These concerns have been exacerbated by the COVID-19 pandemic, which set off national 

and state mandates to prevent the spread of coronavirus including, but not limited to, stay-at-home orders 
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and quarantine restrictions for exposed persons. Due to the length of time many people spent at home or 

isolated from their social networks, COVID-19 has likely increased psychological distress and likelihood 

of anxiety and depression across age groups (Panchal et al., 2021). It altered daily life by changing 

available job opportunities and fiscal stability; it also eliminated typical social supports and frequency of 

social gatherings (e.g., relying on grandparents for childcare or visiting older family members for special 

events) (Panchal et al., 2021). Older adults experiencing social isolation have been both harmed and 

protected by pandemic mandates, a concept recently defined as the COVID-19 Social Connectivity 

Paradox (Smith et al., 2020). Older persons are more susceptible to hospitalization and death if exposed to 

the virus, but reduced opportunities for social interactions due to social distancing mandates increase 

older adults’ likelihood of social isolation, loneliness, and disconnectedness (Smith et al., 2020). 

Several interventions have been shown to improve social connectedness among older adults. 

There is a range of intervention types, including interventions that 1) offer activities (social or physical 

programs), 2) offer support (discussion, counseling), 3) internet training, 4) home visiting, or 5) service 

provision (Dickens et al., 2011; Fakoya et al., 2020). Interventions that offer social activity and/or support 

within a group intervention and engage older adults as active participants are the most effective in 

alleviating social isolation (Dickens et al., 2011). There is no universal intervention that works best for all 

older adults, so interventions that assess individual needs and flexibly provide support are key to 

improving social connectedness (Mansfield et al., 2018).  

Many organizations implement programs addressing social connectedness for their older 

population; one program utilized across the country is PEARLS (Program to Encourage Active, 

Rewarding Lives) (Ciechanowski et al., 2004). PEARLS is a community-based program that uses 

problem-solving treatment, behavioral activation, and increasing pleasant events to reduce depression in 

physically impaired and socially isolated older adults. It is delivered by community organizations that 

serve vulnerable older adults; providers implementing the program come from a wide range of education 

and experience levels, and can be community health workers, social workers, nurses, and other trained 

staff. While PEARLS was initially designed and tested as a depression management intervention, recent 
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research has shown that it is also effective in improving social connectedness among older adults 

(Steinman et al., 2020). However, little is known about the mechanisms through which the program 

improved social connectedness, and what program components were most useful. Understanding the 

mechanisms and components by which programs like PEARLS can address social connectedness can help 

guide future intervention design and selection to improve program effectiveness and implementation 

(Lewis et al., 2018). It is also useful to identify what, if any, contextual factors outside the program 

influenced how and why the program worked or did not work to improve social connectedness, and why 

the program may work differently in different settings (Nilsen & Bernhardsson, 2019). There may be non-

program related factors contributing to program success such as sociopolitical issues, laws and policies, 

organization culture/vision or individualistic reasons of provider and/or client. 

The COVID-19 pandemic altered interventions for older adults such as PEARLS by forcing a 

swift transition to a telehealth model. While many older adult programs provide services in person to best 

meet the needs of older adults, there is a range in comfort and familiarity with technology among people 

65 and older (National Academies of Sciences, 2020). Older adults reporting lower income, poorer health 

and low education were associated with more limited access to technology and opportunities for computer 

skill education (National Academies of Sciences, 2020). With many interventions strategically serving at-

risk, hard-to-reach older adults, a drop in the number of older adults served during the COVID-19 

pandemic was expected. As a result, it is useful to know what adaptations programs have implemented in 

order to continue to serve their older adult clients remotely during the pandemic. Adaptations are 

increasingly called out as an important factor for closing the gap between research and practice and 

improving intervention fit or effectiveness (Wiltsey Stirman et al., 2017). As a result, considering the 

context of the COVID-19 pandemic and PEARLS’s primary purpose as a depression intervention, 

identifying adaptations implemented during the pandemic can shed further light on how PEARLS 

addresses social connectedness.  

This study builds on the recent work of Steinman and colleagues (2020) by exploring PEARLS 

provider perceptions of how the intervention worked: the mechanisms through which PEARLS improved 
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social connectedness, core program components, adaptations needed both before and during the COVID-

19 pandemic, and contextual factors contributing to the program’s success and challenges. Our results 

have the potential to inform future efforts to address older adult social connectedness through community-

based programs.    

 

  



10 
 

Methods  

Research Questions 

Our research questions were: 

(1) What components of PEARLS improved older adult social connectedness? Components refer 

to the specific ingredients or techniques used to modify social connectedness.     

(2) What were the mechanisms, or pathways, through which PEARLS improved older adult 

social connectedness? To answer this, we assessed how implemented techniques modified social 

connectedness and identified which were essential to improving it.  

(3) What adaptations did providers make to improve social connectedness and what other 

adaptations are needed? Adaptations refer to what was modified (the program content, format, 

setting), for whom it was modified, by whom and when it was modified. We also examined the 

purpose of the adaptation (e.g., increasing adoption, reach, participation, access, and 

effectiveness).  

(4) What were the contextual determinants that contributed to effectively improving social 

connectedness? Contextual determinants refer to any factors outside of the structure of the 

program (e.g., organization, staff, funding, client preferences). 

 

Overall Study Design 

This study was cross-sectional and used a concurrent mixed methods design (Palinkas et al., 

2011). We simultaneously collected surveys and interviews from organizations implementing PEARLS. 

We collected qualitative and quantitative data separately, analyzed data independently, and then 

compared the two sets of data to each other during data analysis.  

Cross-sectional, concurrent mixed methods design is the most suitable approach because 

implementing more than one method can offer a clearer understanding of different types of data, giving 

equal weight to both quantitative and qualitative data. Qualitative data, i.e. the interviews, provided rich 

information that emerged from providers themselves on mechanisms, components adaptations, and 



11 
 

determinants; meanwhile, quantitative data, i.e. the survey, provided descriptive data using established 

frameworks about mechanisms, core components and implementation outcomes, as well as characteristics 

of the providers (Table 1) (Creswell & Plano Clark, 2018; Palinkas et al., 2011). This design increased 

confidence in our findings because of its comprehensiveness; we received multiple outcomes from 

multiple methods thus giving us detailed insight into how to improve PEARLS programming to connect 

older adults better socially (Castro et al., 2010; Creswell & Plano Clark, 2007; O’cathain et al., 2008).  

 

Interview Methods 

Design  

We used several frameworks to design this study and form each research question, as detailed 

below, and summarized in Table 1. We used FRAME (Framework for Reporting Modification and 

Modification-Enhanced) to develop interview questions and then assess each component (Research 

Question 1) and mechanism (Research Question 2) of the PEARLS intervention (Wiltsey Stirman et al., 

2019). This framework aims to capture all modifications and adaptations across the process of a program, 

as well as reasons for those modifications and adaptations, thus guiding Research Question 3. It then 

facilitates the association between such modifications and adaptations and the program’s key outcomes. 

FRAME was updated in 2019 to include more broad factors, including factors at the recipient, provider, 

organization, and sociopolitical levels (Wiltsey Stirman et al., 2019). This updated version was used to 

develop Research Question 4 and understand how other contextual factors could have influenced 

adaptations to the program; by identifying contextual factors, it can help optimize an intervention 

adaptation for maximum success (Rabin et al., 2018).  

             We used the RE-AIM framework to understand when and why modifications were made and their 

impact to the program (Glasgow et al., 1999). The RE-AIM model seeks to address reach, effectiveness, 

adoption, implementation, and maintenance of an intervention to understand an intervention’s public 

health impact beyond traditional measures of clinical effectiveness. A mixed methods approach to RE-

AIM provides a deeper understanding of contextual factors, complex perspectives and outcomes (Holtrop 
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et al., 2018). RE-AIM is one model to conduct translational research (e.g. dissemination and 

implementation research), including research on the PEARLS program (Steinman et al., 2015).  

The study was also informed by the Consolidated Framework for Implementation Research 

(CFIR). CFIR includes five domains: intervention characteristics, inner and outer implementation 

settings, characteristics of individuals (such as providers or clients), and implementation process (Figure 

1) (Damschroder et al., 2009). This framework is useful in identifying factors and organizing constructs 

that appear to influence the process of program implementation (Keith et al., 2017). This framework is 

flexible and includes the perspectives of multiple stakeholders, making it a good fit to evaluate PEARLS. 

The framework provided guidance on understanding the factors that make PEARLS function and work. It 

then influenced Research Question 4 to better understand the outside factors that made PEARLS work in 

the implementation processes.  

 

Setting and Participant Recruitment 

This study is part of the larger PEARLS Connect Study, which was a multisite, pre-post single-

group evaluation that studied 320 homebound older adults across 16 community-based social service 

organizations in five U.S. states (Steinman et al., 2020). This study purposively sampled community-

based organizations for maximum variation in geographic location, organization, and provider type, that 

reached traditionally underserved populations.     

 We conducted key informant, group semi-structured interviews with providers implementing 

the PEARLS program in December 2020. One researcher conducted the interview; the second 

researcher took notes throughout the interview. Our notetaking approach was based on the qualitative 

approach to collecting data; the notetaker summarized notes throughout the interview and relied on 

Zoom transcripts for full transcription (Creswell & Poth, 2016). After each interview, researchers 

discussed contextual factors, standout information and emerging themes. 
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Data Collection 

 The interviews lasted 25-40 minutes and elicited information about five topics: 1) How did 

PEARLS work to improve social connectedness? 2) How did PEARLS not work to improve social 

connectedness? 3) What modification did you make to the program? 4) What was the impact of your 

adapted PEARLS? 5) What policies are needed to better support older adults? 

 We conducted twelve interviews with at least one interviewee per interview. We interviewed 

eleven organizations, but one organization was represented twice because one participant wanted an 

individual interview to describe their experience. There were two individual interviews. All interviews 

were conducted, recorded, and transcribed through Zoom. We reviewed transcripts for accuracy and 

cross-referenced with video and audio recordings of each interview (Archibald et al., 2019). Interview 

notes were stored on a Shared OneDrive and accessible only to the research team. 

 

Data Analysis  

To prepare and organize qualitative data, we used thematic content analysis, a method that allows 

researchers to understand text data through the process of coding and identifying patterns and exploring 

links between explicit statements and implicit meanings for organizing themes (Akinyode & Khan, 2018; 

Hsieh & Shannon, 2005). Thematic analysis is useful for its highly modifiable and flexible approach to 

understanding intersecting themes (Nowell et al., 2017).  

Two researchers read the transcripts several times to ensure familiarity with the data. We coded 

interviews through Dedoose and used a codebook that included deductive codes based on the interview 

guide and research questions. Inductive codes that we developed were regarding program impact and 

future policy proposals (e.g., transportation, political/structural issues). Our mechanism and component 

codes were duplicated in both interviews and survey. The exact wording was used to describe themes in 

our results.  

To make sense of collected data and translate findings to themes, we used rapid analysis. Rapid 

analysis is an approach used by Gale et al.’s to quickly gather and analyze data timely and efficiently; due 
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to a shortened timeline, this aspect was an appealing approach (Gale et al., 2019). We developed a 

template summary Excel table to directly transfer Dedoose interview transcript excerpts to the template. 

To construct the templated summary table, we created four sheets per each research question in MS 

Excel. In each sheet, rows were represented by each interview; therefore, there were 11 rows in each 

table. Columns were represented by pre-determined 'domains' based on interview guides and research 

questions. Number of columns ranged for each table based on interview guides and research questions. 

When domains had more than one finding associated it, another column was added to represent the 

finding.  

After identifying key themes, the research team met to discuss and resolve discrepancies. We then 

made necessary changes to the themes, including editing, removing, or creating new themes. Interview 

excerpts were edited for clarity.  

 

Survey Methods 

Design 

We designed a survey to assess provider perceptions that could not be captured by the interview. 

Its purpose was to measure the implementation science outcomes and be able to describe the core 

components as a social connectedness intervention from the provider’s perspective (Proctor et al., 2011). 

The survey was based on Implementation Outcome Measures that evaluate programming based on 

Acceptability of Intervention Measure, Intervention Appropriateness Measure, and Feasibility of 

Intervention Measure (Weiner et al., 2017). Each outcome was asked twice to distinctly assess client and 

provider perspectives of the intervention.  

The survey consisted of four parts:  

In Part One of the survey, providers were asked ten demographic questions (race, ethnicity, 

gender, etc.). It then surveyed providers for other pieces of information, such as their 

organizational position (counselor, program manager, etc.), length of employment with the 
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organization, educational background (some college, Bachelor’s degree, etc.), and professional 

background (medicine, social work, gerontology, etc.) (Table 2).  

In Part Two, we asked providers their opinion about how well the intervention improved social 

connectedness among their clients, diving into client experience of PEARLS based on providers’ 

judgement. There were thirteen total questions in this section of the survey. Twelve of the 

questions were on a Likert-scale that ranged from completely disagree to completely agree to 

assess the acceptability (4 questions per section), appropriateness (4 questions per section), and 

feasibility (4 questions per section) of PEARLS as an intervention to improve social 

connectedness (Appendix).  The last question asked participants to grade how well PEARLS 

worked as an intervention to improve social connectedness among clients.  

Part Three asked providers whether PEARLS worked for them as a provider and about their 

satisfaction with PEARLS as an intervention to improve their clients’ social connectedness. It 

asked the same twelve Likert-scale questions as used for Part Two (acceptability, appropriateness, 

and feasibility (Appendix)).  

Part Four questioned the providers on how and why the program worked for them by requesting 

identification of components and mechanisms perceived as most relevant to PEARLS (Figure 2, 

Figure 3). It included an open-ended space for additional comments. 

 

Setting and Participant Recruitment 

The survey was sent to all interviewed providers and the PEARLS providers that could not 

participate in the interview. We emailed providers after the organizational interview. All providers 

affiliated with the organization received the survey within 48 hours after the interview regardless of 

participation in the interview. Non-respondents were sent up to three reminder emails every four days. 
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Data Collection 

For the survey, study data was collected and managed using REDCap electronic data capture 

tools hosted at the Institute of Translational Health Sciences (Harris et al., 2009). REDCap (Research 

Electronic Data Capture) is a secure, web-based application designed to support data capture for research 

studies. The survey data was exported from REDCap into a password-protected Microsoft-Office Excel 

file that only the research team could access.  

 

Data Analysis 

We analyzed the survey data for general themes. Findings were analyzed through basic 

descriptive statistics and broken down into four Excel sheets per each survey part. We broke down what 

percentage of providers answered each question by using Excel formulas, and then created graphs to 

visualize the data. To integrate quantitative and qualitative findings, survey data was summarized and 

then compared to transcripts (Guetterman et al., 2017; Mixed Methods Applications, n.d.).   
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Results 

Overall Survey Results 

We sent the survey to 60 providers and had a survey response rate of 63%; this included 38 

completed surveys, 11 incomplete surveys and 11 unopened surveys. All eleven organizations were 

represented in survey results. Survey respondents included providers we interviewed and other providers 

that were unable to participate in group interviews. Respondents came from a range of educational 

experiences and backgrounds (Table 2).   

Provider Perception of Client Approval of PEARLS 

Most providers reported that PEARLS worked for their clients, and at least 92% of responses 

agreed or completely agreed with statements on provider’s approval of the program for their client, if they 

welcomed and liked it for their client, its appeal, suitability, fit, applicability, and ease of use for their 

client.   

There was slight variability in responses on whether PEARLS seems implementable for their 

clients (86% agreed/completely agreed; 5.25% neither agreed nor disagreed; 5.25% disagreed; 2.6% did 

not answer), possible for their clients (89% agreed/completely agreed; 7.89% neither agreed nor 

disagreed; 2.63% disagreed), easy to use for their clients (87% completely agreed/agreed; 15.8% neither 

agreed nor disagreed), and doable for clients (84% completely agreed/agreed; 13.16% neither agreed nor 

disagreed) (Table 3). 

Of all survey respondents, 86.84% (33 respondents) believed PEARLS to work at least 70% of 

the time to improve social connectedness. Of the remaining respondents, 2.63% (1 respondent) said it 

worked 50-59% of the time; 7.89% (3 respondents) said it worked 60-69% of the time; 2.63% (1 

respondent) did not answer.  

Provider Approval of PEARLS 

When assessing PEARLS ease for providers, most providers agreed to all twelve statements (at 

least 94% of responses agreed or completely agreed).  
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Overall Interview Results 

A total of thirty-two respondents participated in the group interviews, representing 11 

organizations. Eight were PEARLS managers; twenty-four were PEARLS counselors. The eleven 

organizations were based in five states: Washington (2), New York (4), Florida (2), Maryland (2), and 

Texas (1).  

Three organizations served rural communities; eight served urban and suburban communities. 

Four organizations served exclusively older adults; seven organizations served clients from all age 

groups. Almost all organizations switched to a telehealth model at the start of the COVID-19 pandemic in 

March 2020. One organization continued in-person sessions while still following pandemic mandates for 

their state.  

In the remainder of this section, we report and compare survey and qualitative analysis results for 

each research question.  

 

RQ1: Components of the PEARLS Intervention 

We learned from providers about what PEARLS components (i.e., active ingredients or elements 

of the program) helped increase social connectedness. We had seven inductive codes, also used as survey 

responses, including that PEARLS was designed to reach socially isolated older adults, theory-driven, 

engaged older adults as active participants, participants understood the nature of their disconnection, 

participants co-created a personalized approach and accessed additional supports and services. 

From both sets of data, we learned that providers believed that all seven program components 

improved social connectedness for clients. Survey results indicated that most effective components were 

that the program allowed clients to co-create their plan and be active participants. In interviews, 

providers notably discussed use of theory-backed techniques, how PEARLS helped clients understand 

the nature of their social isolation and increased access to resources. Providers noted use of other 

components in interviews, but from thematic analysis, the most illustrative components are described in 

our results.  
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Survey Findings 

Survey results showed that providers believed that program components most helpful in 

improving social connectedness were ‘PEARLS engages older adults as active participants’ (35 

responses, 23% of responses), ‘PEARLS participants co-create a personalized approach to being or 

feeling more connected’ (33 responses, 21% of responses), and ‘PEARLS participants have access to 

additional supports and services’ (29 responses, 19% of responses). Less common noted components 

were that it was ‘designed to reach socially isolated lonely adults’ (24 responses, 15% of responses), 

‘participants learn to understand the nature of their isolation or loneliness’ (22 responses, 14% of 

responses), and ‘PEARLS is theory-driven’ (8 responses, 5% of responses). In the interviews, respondents 

identified program components that improved program as that it engaged older adults as active program 

partakers and utilizing a theory-driven program. Survey results showed similar findings; respondents 

checked off these components as most impactful components to the program (Figure 2).  

 

Interview Findings 

This program helps clients understand the nature of their social isolation by means of program 

structure. PEARLS was structured in a way that let providers implement it in a flexible way and utilized 

behavioral activation. Providers discussed how the program structure worked well for clients and led to 

behavioral activation, which encouraged social engagement. Providers improved behavioral activation 

among clients through creative, problem-solving means. They used methods from their own experiences 

and own values to best walk clients through each step of the sessions, and then built trust and rapport with 

clients. This helped clients understand the nature of their disconnect and then work on finding solutions. 

Providers noted that clients had to understand how isolated they were before experiencing any impacts. 

I think for the most part people can’t see the forest for the trees, they're so overwhelmed by what 

they're going through. That's why we pick apart their issue. And say, okay, what do you want to 

start with let's get little victories, baby steps.  

(Agency 1, Provider 1 – Rural region) 
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[Clients have told me] ‘I had not realized how I had isolated myself so much but talking it 

through with you, I realize I'm really, really isolated.’ So just that realization of how much they 

had changed and were in this little bubble that they hadn't realized.  

(Agency 2, Provider 1 – Urban/suburban region) 

PEARLS is backed by theory, which worked well for providers in implementing the program. 

Theory backing refers to providers using evidence-based practice tactics such as problem solving and 

behavioral activation. The problem-solving approach empowered clients to accomplish small goals. 

Looking at problem lists to understand the nature of their disconnect came up as a significant theme. 

Additionally, the flexibility and structure of the program allowed providers to try different tactics at 

creating problem lists with clients.  

I do have some clients who are just like, 'I don't want to do the problem solving' so I say ‘let's go 

into behavioral activation, look at some social pleasant and physical activities that [the client] 

can engage in’... I [ask] 'What works for you? What's your goal as far as physical activities or 

social activities?' They don't really know that they're doing the problem solving. I think that it's 

not lying to them. It's more of just engaging in [in the problem solving] and maybe you felt a little 

bit pressure from it. ... I kind of just get out my bag of tricks and find out what can work for them.  

(Agency 3, Provider 1 (individual) – Urban/suburban region) 

I tell them I will not tell you what to do. It's your life, you pick the problem… [I tell them to ask] 

‘I'm going to take this problem [and] list the pros and cons. And that's how I'm going to move 

forward when I have to make a decision. A lot of people have never heard that.  

(Agency 1, Provider 1 – Rural region) 

Access to resources was a core component to the program’s success. Providers frequently noted 

sharing as many resources as possible to increase clients’ likelihood of increasing goals and opportunities 

for social connectedness. Some providers educated clients about local programs that they could easily 

participate in, such as at assisted living homes, senior centers, or local community centers.  

PEARLS was mutually beneficial for both clients and providers. The structure of the program 

allowed providers in the community to build rapport and engage with other social services and 

community members to best set up clients for success after the program. Partnering with community 

groups also expanded PEARLS outreach and led to increased participation in programming. Providers 

wanted to see clients continue to build on program techniques after graduating from PEARLS and then 

connect to other resources, prompting continued engagement in social opportunities.  
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We're kind of doing baby steps and connecting them to other programs or other types of 

resources on the phone if they're unable to go out into their community. We're that first step [to 

get] them socializing with others.  

(Agency 4, Provider 1 – Urban/suburban region)  

The word of mouth is helping. For example, we know our senior centers have switched to food 

delivery. We put together a flyer that we were able to get out to the folks that are driving by to 

pick up their foods so that PEARLS as mentioned in their bag and we're hoping to get some 

results from that. So we're trying to be as creative as we can.  

(Agency 3, Provider 2 – Urban/suburban region) 

 

RQ 2: Mechanisms of the PEARLS Intervention 

We learned from providers about mechanisms through which PEARLS was most effective in 

supporting clients improve social connectedness. We started our research with four mechanisms from the 

literature that we expected to hear about from providers, which we used as survey response choices and 

inductive codes. These mechanisms were: improving social skills, enhancing social support, increasing 

(opportunities for) social interactions, and decreasing maladaptive social cognition.  

From both data sets, we learned that primary mechanisms to increase social connectedness were 

that PEARLS increased opportunities for social interaction, enhanced social support, and decreased 

negative thoughts (i.e., maladaptive social cognition). Few respondents reported that PEARLS improved 

social skills. 

 

Survey Findings  

In the survey, most stated mechanisms were increasing opportunities for social interaction (33 

responses, 27% of responses), enhancing social support (31 responses, 26% of responses), and reducing 

negative thoughts about self-worth (29 responses, 24% of responses) (Figure 3). Only eighteen 

respondents chose ‘social skills’ as a mechanism (18 responses, 15% of responses). No respondents 

reported that PEARLS did not improve social connectedness of clients, indicating that there is a 
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consensus among providers across all sites that the program did improve social connectedness among 

clients.  

 

Interview Findings 

During interviews, several providers discussed enhancing social support, increasing clients’ 

opportunities for social connection, and decreasing maladaptive social cognition as primary mechanisms 

for increasing social connectedness.  

Enhancing social support, or receiving emotional, instrumental, informational and appraisal 

support, was mentioned throughout interviews. Most frequently, providers described clients receiving 

emotional support from friends and family in their social network through words of encouragement and 

expressions of love. Interviews demonstrated that many counselors themselves provided emotional 

support to clients. 

I [encouraged my client to] move on from where she was stuck [and] to get out more. She lived 

with a husband who helped her a lot in terms of getting out. He started to play a more active role 

and being able to do that. She actually got to the point where she really engaged at church in the 

way that she did before her decline.  

(Agency 5, Provider 1 – Urban/suburban region) 

Just listening is big. A lot of psychiatrists just prescribe medication. They don't do talk therapy 

and that's what [clients] want, is somebody just to listen to them.  

(Agency 1, Provider 1 – Rural region) 

Providers encouraged clients to reach out to their social network and lean onto their family and 

friends. As a result, clients received forms of instrumental support, or tangible aid that supported them, 

and actually ended up helping mend social relationships. Some clients felt burdened by familial conflict 

and issues within their social networks, and the program helped clients sort through those deep issues.  

One client, she and her daughter had these issues about the daughter always wanting to blame 

[her mother] for making her feel guilty. The client was moving, and she was a little hesitant about 

asking [her] daughter to come and help her. I said, 'that's what we do as families, we reach out 

we lean on each other.' And [my client] said, 'we're going to argue the whole time.' I said, 'when 

she walks in the door, if she starts [to argue with you], give it a moment and say, ‘Honey, I'm so 

happy that you're here.’ The daughter came, was two hours late and told [the client], 'I'm late, it's 

over, you want me to go, you don't want me to stay here.' [My client] said, 'Honey, it is so good 
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that you're here. We have all this unpacking to do; you can help me organize and look how lovely 

you are.' They then had a wonderful time unpacking; they were able to put pictures on the wall.  

(Agency 6, Provider 1 (individual) – Urban/suburban region) 

Clients also received appraisal support from providers in the form of problem-solving treatment 

where they helped guide clients towards concentrating on central concerns and talking through solutions. 

However, appraisal did not come up as a form of social support from the clients’ social network.  

PEARLS also increased opportunities for social interaction for clients. Providers frequently 

mentioned how the program allowed clients to re-access their network of friends and family. By meeting 

with their PEARLS provider, clients recognized that although they were disconnected, their support 

groups were within reach. They then learned from PEARLS sessions the tools to reach out and reconnect. 

Clients had the opportunity to talk through issues related to participating in social activities, build 

confidence in making social connections, and understand the value of increasing the frequency of 

interactions. Sessions also helped clients plan and strategize their social connections that were meaningful 

to them. Session discussions were the first opportunity for clients to realize that they had minimal social 

experiences. Providers shared personal anecdotes with clients to demonstrate feelings of isolation and 

reconnecting with those in their network to build rapport and provide examples of connecting. 

It was an added benefit that they started to realize the benefit of not socially isolating themselves 

and actually making the effort to do that small social goal every week.  

(Agency 2, Provider 2 – Urban/suburban region) 

They don't realize that they could still connect with their friends…some of my clients are sitting at 

home and feeling lonely. It really, really helps them to realize that they really don't have to be 

alone.  

(Agency 7, Provider 1 – Urban/suburban region) 

Some providers reported that clients recognized their lack of social connectedness through the 

lens of social media and news outlets during the early stages of the COVID-19 pandemic. By seeing other 

people cope with loneliness during the early stages of COVID-19, clients realized the impact of isolation 

in a larger scope. 

I've seen some good changes for clients to say okay I didn't realize [I was so isolated]. I think the 

pandemic is kind of help them realize, wow, I wasn't social before this.  
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(Agency 3, Provider 1 (individual) – Urban/suburban region) 

The third theme was the focus on reducing negative thoughts and improving maladaptive 

social cognition. Providers distinctly mentioned PEARLS building confidence among clients, creating a 

model for clients, and helping them tackle life’s problems. Some providers noted that reducing their 

negative and self-defeating thoughts also decreased depression symptom severity for some of their clients 

(as measured through the Patient Health Questionaire-9 (PHQ-9)). It showed clients that social resources 

are more readily available and accessible than they originally thought and even encouraged clients to 

engage more in their community. 

While many clients benefited from the PEARLS program and were able to improve social 

connectedness, the program was not impactful for everyone. Certain mechanisms were not activated 

among some clients; client-specific circumstances and lack of motivation sometimes prevented the 

program from reducing negative thoughts initially. Among some client-provider relationships, session 

impact was delayed, and clients initiated and utilized techniques after the program was completed. 

Providers discussed hearing back from some graduated clients on their progress, and those who seemed 

unsatisfied during the program actually ended up using tools to address challenging problems in their life. 

Thus, PEARLS planted seeds among clients who were not ready to work on problem-solving solutions 

during program enrollment. To reduce negative thoughts and improve feelings of self-worth and 

connection, the program still benefits those not engaged with the program during its duration by 

providing the tools that clients can activate when they are ready.  

I think we're planting seeds in people's minds. [Clients] may not be ready because timing is 

everything… [one of my clients] was able to take that idea [and apply it later] … she felt 

empowered.  

(Agency 7, Provider 2 – Urban/suburban region)  

Not just the PHQ-9, but the program itself just day to day, it has really given [my client] an 

opportunity to make a decision rethink her choices for opportunities and how she can handle life.  

(Agency 8, Provider 1 – Rural region)  
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Some clients needed long-term support beyond PEARLS’s eight session program. Many isolated 

clients who had no services to start with realized they lacked resources. Thus, PEARLS planted seeds in 

clients and help connect them to longer term and more comprehensive services. 

 

RQ3: Adaptations to PEARLS to Improve Social Connectedness 

In this section we discuss the adaptations used by providers to make the program work better for 

clients. Providers utilized several program adaptations to help PEARLS work to improve social 

connectedness. In interviews, we asked providers to describe both pandemic-related and non-pandemic-

related program adaptations, and we identified several themes for both. Providers also noted several 

challenges to implementing these adaptations and future adaptations needed to better serve clients. 

Pandemic Adaptations & Impact  

At the start of the pandemic, organizations had to incorporate a telehealth model into their 

sessions. The format of the program changed dramatically from in-person visits to phone or video calls 

based on regional state mandates. Only one organization continued in-person visits in client homes, but 

some providers found creative ways to still meet in person with their clients by having socially distanced 

sessions outside. Many providers reported that some clients who switched to phone sessions later dropped 

out of the program. For other clients, phone sessions actually improved the efficiency of the sessions 

because clients felt more comfortable talking to providers over virtual or phone meetings in their own 

home. 

We stay on top of situations, but we do miss that human connection. Our staff has been 

unbelievably creative and good about front-yard visits and backyard visits and stand-at-the-

doorway visits and we'll-take-two-steps-into-the-lobby visits. 

(Agency 7, Provider 2 – Urban/suburban region) 

For some of them, I noticed that [telehealth] is easier for them. To share more. I don't know if it's 

because they're within their own space and we're not important. Maybe for these specific clients, 

maybe they feel like they have the opportunity to speak more about what's going on. 

 (Agency 4, Provider 2 – Urban/suburban region) 
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I'm thinking of the people [who I completed sessions via phone] I had over the last year or nine 

months, who dropped out...I think they wouldn't have dropped out if I had been able to see them 

in person. I know one person in particular said point blank ‘I just don't like doing conversations 

on the phone, I’m just not a phone person.’  

(Agency 3, Provider 3 – Urban/suburban region) 

Providers used problem-solving sessions to tackle clients’ new circumstances due to the 

pandemic. Many clients used sessions to talk through difficult issues in a talk therapy format. 

Consequently, sessions could extend beyond typical 30–60-minute sessions, adding strain to provider 

time and resources. However, providers felt strongly about continuing to serve and connect with their 

community and clients. Populations hit hardest by the pandemic concerned providers, as the telehealth 

model prevents hard-to-reach groups from participating in the program. Groups with cultural differences 

or lacking the technological resources were especially hit hardest by the telehealth model, and a concern 

of providers.  

Provider 3: The challenge of the follow-up phone calls is that now all the work is on my phone. 

You are seeing people in person and maybe the follow up phone calls, that's a totally different 

dynamic. Maybe they took less time? Provider 1: Yes, you're totally right. It's a very good 

analogy because before you know we just spoke for 45 minutes last month, why can we speak now 

for another 45 minutes or an hour. And ‘Oh, I always have tried to have one relationship with my 

clients.’ I always tell them always call me if you need any referrals or anything, but this is not 

really a session. It does turn up at least half an hour. It is a problem you might esteem because of 

that boundary, because before that was a session.  

(Agency 7, Provider 3 and Provider 1 – Urban/suburban region) 

I see everyone has had the opportunity to connect with our clients either using their cell phones 

and their laptops or tablets. My preference would be that they all would be using Zoom. But some 

of the clients aren't comfortable with that, so some people are still having theirs just over the 

phone. But it's been better than nothing. And we didn't have to abandon them in the process in the 

midst of a pandemic when they are going to become even more isolated. I think all of them have 

done a really good job of that.  

(Agency 2, Provider 3 – Urban/suburban region) 

Overwhelmingly, providers expressed the preference for an in-person model to best serve the 

needs of a largely underserved population. The format of the sessions worked better in-person for 

providers, and providers missed collaborating with other providers in person to discuss client case 

management.  
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Non-Pandemic Specific Adaptations 

PEARLS is client-driven, and thus adaptations to program format were typically implemented on 

a case-by-case basis. Counselors had to be creative and flexible to work with clients with more 

challenging needs. Examples of format changes included increasing length of sessions, spending more 

time working through the problem-solving list or spending more time discussing resources. Providers 

cited switching from a scripted format to a more casual conversation to better build rapport and trust with 

clients throughout sessions. This could include both phrasing of the PHQ—9 depression symptom 

questions and the session script. This was especially true working with specific communities where the 

format needed to fit the culture of the population. The purpose of adaptations was to improve outreach 

and to increase social connectedness among the entire community. 

The more conversational approach works for my Hispanic or Latino clients, [the usual PEARLS 

approach] doesn't really work that well with them. You had to make it more as a conversation 

versus our white clients. And one thing is also with the Caucasian* community, they'll challenge 

you.  

* While not confirmed with the provider, this organization mainly works with Caucasian 

population who are first generation Russian or eastern European. 

(Agency 9, Provider 1 – Urban/suburban region) 

As far as the social [PHQ-9 baseline] questions, well, I kind of changed them on my own. But I 

think that those questions are having our audience a little bit taken aback. 

 (Agency 3, Provider 1 (individual) – Urban/suburban region) 

One organization created a flagship post-PEARLS program called “PEARLS Connect” to support 

the needs of clients after program graduation. The social support group was developed to meet the gap in 

social connection and connect older adults to other older adults. The same organization also developed a 

newsletter for graduates of the program with uplifting material.  

PEARLS Connect is a monthly event where graduated clients are invited to [join]. I am just 

having everyone…socialize and talk. There's always some kind of talking point and then an 

activity like playing a game, doing a craft or something that we can all do socially distant 

through the computer.  

(Agency 2, Provider 4 – Urban/suburban region) 

[We] send a newsletter out every month, even to those who have never come to a [PEARLS] 

Connect event. They still get the newsletter with uplifting content. There's usually a little cartoon 
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in it or something. So, if they've ever been approached as a PEARLS client …they get something 

from [us]…my clients [have] been loving [the] encouraging words.  

(Agency 2, Provider 3 – Urban/suburban region) 

Future Adaptations 

A key theme we heard from providers was a desire to modify the tail end of the program and 

create social connectedness opportunities for graduates of the program. Some providers expressed 

concern over discharge planning and hope to increase the number of sessions to better support clients. 

Providers also described wanting to modify session materials, such as changing the program session 

workbook to simplify it for clients and creating more virtual materials. 

I would like to see more work or development of discharge planning. And for me that is important 

for sustainability in terms of even just having a real impact on people's lives and monitoring what 

PEARLS has actually done in a long-term picture.  

(Agency 10, Provider 1 – Urban/suburban region) 

Providers expressed wanting to implement an adaptation where graduated clients were placed into 

support groups. Post-PEARLS clients could be matched with other graduated clients based on similar 

interests. It would allow clients to continue utilizing techniques and widening and enriching their social 

circle. One organization had created this kind of program, but other organizations who expressed interest 

in creating a program for graduates did note their concerns about confidentiality and resources.  

I really wish I could set up groups. So often I have a client who says, ‘I've got a car and I can 

drive. But where am I going to go, there is nothing to do.’ And then I have another person who 

says, ‘Oh, I just wish I could get in a car ride with somebody for a little while’ and I'm always 

tempted to say ‘I know another person. If I talked to them, are you interested?’ But I have not 

done that yet.  

(Agency 11, Provider 1 – Rural region) 

I think [a PEARLS support group is] something for us to look at and see if we can bring to 

fruition to materialize. I hear that a lot from clients and there's certain ones, I'm like, if I could 

just let you guys become friends, you'd be perfect. But there's obviously a lot of HIPAA barriers 

to that. But I like that idea, down the line of having some sort of group support. 

 (Agency 4, Provider 3 – Urban/suburban region) 

Challenges to Implementing Adaptations 

Providers experienced setbacks in implementing adaptations to the PEARLS program. Many 

providers spent time in sessions explaining the new telehealth format to clients, taking time away from 
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typical session material. Many providers noted that clients preferred either in-person sessions or phone 

calls and not video chats, noting technology challenges as a reason for avoiding virtual meeting platforms. 

I've been trying to get them to do PEARLS Connect** but it's just seemed like a lot of them have 

been resistant towards the technology and it's most of my clients I see either in person or I'm 

doing over the phone. They don't want to do it over Zoom... They're not really into technology. Or 

they rather do it in person.  

** “PEARLS Connect” refers to the support group created by the organization 

(Agency 2, Provider 5 – Urban/suburban region) 

Pandemic-related adaptations impacted typical outreach efforts and forming partnerships with 

other adult service groups. Many organizations partnered with other older adult serving organizations to 

reach more clients and improve word-of-mouth. Examples prior to COVID-19 were meeting clients at 

senior centers, community centers or attending health fairs.   

The outreach numbers have gone down because there are no health fairs. There are no 

community activities going on. So how do we adjust to these changes and it's an ever-evolving 

situation.  

(Agency 5, Provider 1 – Urban/suburban region) 

RQ4: Determinants of Program Effectiveness 

In this section we discuss the contextual determinants outside of the PEARLS intervention; only 

the interview portion of the study informed these results. We discovered themes related to the provider, 

client-level, organization, and structural circumstances (socio-political aspects such as policies, wealth 

distribution, etc.). 

Client-Level Determinants 

Client willingness to participate in the program was a key theme discussed by providers. Clients 

needed to be self-motivated to be successful in the program and understand the expectations on them as a 

participant in the program. Clients needed to be the ones willing to put in the work assigned by providers 

for the program to successfully work for the client. This also applied to willingness to work 

organizationally supplemented technology and working together in a virtual setting. 

When I sat down to do the problem list, [it] would be the client's job to do the problem… to get an 

older adult to say hello to somebody who may be speaking Spanish in the elevator, in your 

building. That takes a leap for them. Some are willing and some aren't.  
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(Agency 10, Provider 2 – Urban/suburban region) 

I've been trying to get them to do PEARLS Connect** but it's just seemed like a lot of them have 

been resistant towards the technology and most of my all of my clients I see either in person or 

I'm doing over the phone. They don't want it to Zoom, or they just prefer some way in person. It's 

been really good and challenge at the same time.  

(Agency 7, Provider 4 – Urban/suburban region) 

Another key theme was clients’ pre-established support from the community. Cultural beliefs 

were utilized by providers to increase social connectedness, but it did help the process of implementing 

the program to already have a jumping off point for clients. For many, this was a religious affiliation or a 

senior center community.   

I know a lot of the folks that have had success [who are] involved with a church because they 

have that support. That's what I found anyway regardless of where they live, especially in the 

rural areas, if they've got a church family that they can depend on and they all support each 

other.  

(Agency 1, Provider 1 – Rural region) 

Provider-level Determinants 

Providers used a very client-specific approach and focused on making the program flexible for 

their clients given the barriers many clients experienced, including, but not limited to, client living 

arrangements, access to technology, and behaviors associated with certain populations. Providers also 

mentioned stigma as a barrier to reaching hard to reach groups, such Hispanic populations. Providers 

catered the program to clients’ cultural beliefs and especially applied a community-based approach to 

implementing PEARLS to their clients. Many providers had working relationships with other programs 

supporting older adults. It was largely up to providers to connect clients to regional resources. 

I have to get creative in my own mind and say, ‘Okay, maybe I need to not take out the social 

activity, but maybe more focus more on say pleasant activities and physical activities’ because 

the social part is very hard right now for them to do.  

(Agency 3, Provider 1 (individual) – Urban/suburban region) 

We are working with [various] population, especially veterans, who are 'I’m socially engaged, 

but only with other veterans.' We're looking at a population that can be pretty stubborn.  

(Agency 3, Provider 1 (individual) – Urban/suburban region) 

Sometimes clients don’t like the word depression... they don't identify the loneliness with 

depression. So that's why we phrase it different.  
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(Agency 9, Provider 2 – Urban/suburban region) 

Other determinants to program success were providers implementing creative solutions based off 

their own personal values and beliefs. Providers brought their own experiences and background to their 

work, and thus had their own mantra to implementing the program with clients.  

I always start my sessions with ‘let’s have something to drink and toast.’ It has to be positive. 

Once we've done with all the venting and the negative, I say, ‘take a breath. And let's take on a 

positive hat of role here, and…Let's deal with the present. What can we do to feel better? Do you 

want, joy, peace? Let's create that because we can be kind of our own superheroes.’  

(Agency 6, Provider 1 (individual) – Urban/suburban region) 

Our position is not to be their friend and jump on the bandwagon of ‘poor pitiful I can't believe 

they're doing this to you.’ Because they want that, and that's not what PEARLS is all about. You 

have to guard against that I have found.  

(Agency 1, Provider 1 – Rural region) 

Organizational-level Determinants 

Organizations had affiliations and partnerships with other organizations to increase reach among 

their clients. Organizational culture around supporting providers in their work was also helpful to 

implementing PEARLS. 

As far as the resources that we have in the community, it's up to workers at [our organization to 

disseminate resources] because there are a lot of our programs there and even though we're 

doing PEARLS, we always provide that information to anybody that's struggling. 

 (Agency 1, Provider 2 – Urban/suburban region) 

We try also to connect with other programs. We could work together because that's one of the 

main important things, especially when the client is being referred by another program. We want 

to stay connected with them.  

(Agency 9, Provider 2 – Urban/suburban region) 

Organizational resources, such provider staffing, time, and technology resources, were also cited 

as a method to implement PEARLS. To connect new resources to clients, organizations needed the funds 

to best implement it as well as technological resources to provide to clients.  

We've been looking at access to technology as being one of the social determinants of health… we 

[may] have two tablets that we can give to somebody for the time that they're doing PEARLS, but 

they may not have a data plan. [They] may not have Wi-Fi. People don't have access to [the 

internet] and that's a huge barrier.  
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(Agency 4, Provider 4 – Urban/suburban region) 

We had some tablets that we were able to disperse to clients as long as they were participating at 

least couple of our programs…whatever way we can, we're trying to get technology out to them.  

(Agency 1, Provider 1 – Rural region) 

Structural-level Determinants 

We heard from providers that there is only so much that the program can do to improve social 

connectedness among clients, and that structural determinants can drive health outcomes and program 

effectiveness. Determinants included wealth disparity, access to technology and financial literacy; a key 

theme was wealth disparity among older adults as many older adults enrolled in the program are likely to 

be low-income. Some organizations discussed how serving low-income older adults in high income 

regions meant a lack of community building and improvement.   

There is huge wealth disparity in the county. You have people that are living in these luxurious 

estates right off the water right down the road from people that are living a very different 

lifestyle. There doesn't seem… to be a lot of camaraderie and working together for the greater 

good [in our county].  

(Agency 8, Provider 1 – Rural region) 

We're a rural area. We do have resources, but it's frustrating when there's resources in place and 

we just can't get people [in] ... We have a lot of wealth in our county, but it's people who have 

second homes on the water, [many who are healthcare] providers, unfortunately. It's like they 

come to work part time here to be halfway on vacation. It's a very strange dynamic that's unique 

to our area.  

(Agency 8, Provider 2 – Rural region)  

Providers brought up client issues such as lack of income and budgeting concerns, and worried 

about the sustainability of PEARLS when clients could not afford health services. While social service 

programs provide some financial relief to clients, there was still limitations to access, and especially 

dependent on local and state policies. 

It’s finances for older people…figuring out how they're going to pay for their expenses. You don't 

have the opportunity to go back to work when you're when you're 60, 70,80, 90 years old and 

struggling with a lot of medical issues or if you have a $300 copay and copayment for your 

medication. Medicaid is great for older people, but it varies by state.  

(Agency 5, Provider 2 – Urban/suburban region) 
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If we refer a client to another to another program, for longer term, [clients] say 'The copayments 

are high,’ and some of them say, ‘I can't afford that. That's too much for me. I'm on a budget.' 

They are limited in their finances.  

(Agency 9, Provider 2 – Urban/suburban region) 

 

Challenges with Implementing PEARLS 

We identified several challenges to program success and impact. Some providers noted that the 

program worked well for some clients but did not work as well for others; success was largely on a case-

by-case basis. In some instances, providers noted certain groups as experiencing barriers to implementing 

the program. For example, adults with complex health issues, comorbidities and/or significantly older 

adults (specific age range not specified in interviews) were less likely to experience benefits from the 

program. Providers were conflicted on whether the program should continue to be marketed toward these 

populations.   

Our people who are quite significantly older and have a lot of comorbid health situations, social 

situations, and financial situations… [they are] more prone to wanting to shut down. It is a 

choice that they make that they just don't want to engage in.  

(Agency 8, Provider 2 – Rural region) 

Readiness and attitudes to enroll in PEARLS emerged as a challenge to implementing the 

program. A key theme was that clients who were not ready for change or who had differing expectations 

of the program goals did not always complete the program. Some clients who enrolled in the program 

after receiving an introduction still did not have accurate expectations of the work they would need to do 

to participate in the program. After initial enrollment and receiving feedback from the provider, clients 

dropped out or were passed on to other resources by the PEARLS provider. Negative attitudes toward 

resources such as community centers and local means of connecting were also perceived as a barrier for 

program effectiveness. Providers tried to work through these issues with clients, but sometimes attitudes 

would not change, and clients dropped out of the program. 

People have very strong opinions about the senior centers. They're either too cliquey or they're 

too old or too this…sometimes feel like we're kind of pulling for straws…so when it’s something 

they've already decided ‘no way, not at all’… it becomes a challenge.  
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(Agency 4, Provider 3 – Urban/suburban region) 

PEARLS was still important in effectively improving social connectedness despite the challenges. 

Clients experienced benefit from participating in the PEARLS program even if they were not initially 

ready to participate in it. PEARLS plants seeds so that when clients are ready, they have the tools 

available to them to activate behavior modification.  

I think that especially right now PEARLS is very, very important for all the elderly people, even 

more so I feel than before because they're really grateful that there's somebody who's calling 

them.  

(Agency 7, Provider 1 – Urban/suburban region) 
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Discussion 

This study explored PEARLS provider perspectives on what components of the program helped 

improve social connectedness, the mechanisms through which PEARLS improved social connectedness, 

what adaptations were needed both before and during the COVID-19 pandemic, and what contextual 

factors contributed to the program’s success in improving social connectedness. We summarize our 

findings in each of these areas below, and outline implications for future research, practice, and policy. 

First, providers identified all six core components of social connectedness interventions as 

contributing to improving social connectedness for PEARLS clients: PEARLS is backed in theory, 

designed to reach socially isolated older adults, engages older adults as active participants, has clients co-

create a personalized approach, helps clients understand the nature of their social isolation and gives 

access to additional support and services. These findings are consistent with existing literature showing 

that social connectedness programming employs components in line with PEARLS, most frequently 

incorporating access to resources and utilizing theory-backed tools like motivational interviewing (Cattan 

et al., 2010; Ibarra et al., 2020; Tomasino et al., 2017). However, the term ‘theory backing’ was an 

uncommon component chosen in the provider survey; this term could be misunderstood by providers. 

Theory-backing refers to the techniques used by providers, which were regularly described throughout 

interviews. Providers are trained in these techniques and likely would have noted it as a component in the 

survey if defined more explicitly. 

Second, we found that PEARLS improved social connectedness by enhancing social support, 

increasing clients’ opportunities for social connection, and decreasing maladaptive social cognition. This 

is in line with previous research showing that programs employing mechanisms of enhancing social 

support and reducing negative thoughts have improved social connectedness among clients (Banbury et 

al., 2017; Jarvis et al., 2019). Many interventions achieve social connectedness through tapping into 

social skill training, socialization and other emerging tactics to improve social relationships among older 

adults (Mann et al., 2017).  
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Our third purpose was to identify adaptations implemented by providers to make the program 

work better for clients. We identified both pandemic-related and non-pandemic related adaptations and 

found that use of technology was instrumental to implementing PEARLS. Providers experienced 

challenges with connecting with technology-wary clients; technology can improve social connectedness 

but not all older adults can adjust to adaptations (Ibarra et al., 2020). There are many reasons this occurs, 

due to lack of computer literacy, lack of access to technology due to location or income, or lack of 

support from family to pursue either (National Academies of Sciences, 2020). 

We also identified other adaptations to the program, including a post-PEARLS program to enable 

social connection with other graduates. This is a promising adaptation that future organizations can 

incorporate into programming pending available funding and resources. Providing future social 

opportunities would allow PEARLS graduates to practice and reinforce program techniques and continue 

enriching their network.      

Fourthly, we identified contextual determinants outside of the program that facilitated or impeded 

its effectiveness. We learned that many of these determinants were beyond the control of PEARLS 

providers, including clients’ willingness to participate or the severity of mental health issues, the 

organizations’ access to local resources and the socioeconomic circumstances of the region. Identifying 

influential outside determinants prepares practitioners for working with diverse and hard-to-reach 

populations. Previous research on the PEARLS program has also identified barriers to implementation of 

the program in line with our findings, including the intervention itself being too rigid, not acceptable to 

clients and more pressing issues in clients’ lives (Steinman et al., 2015). Implementing the program 

among hard-to-reach populations is an important goal of organizations utilizing of PEARLS and 

continuing to identify outside determinants hindering (and supporting) its implementation can improve 

program effectiveness.  

While this program has been found to be effective at increasing social connectedness, there are 

aspects of PEARLS that do not work for everyone. Some providers faced challenges implementing the 

program during the pandemic due to limited resources and funding, especially among hard-to-reach 
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clients. Adapting to these challenges, providers were creative, team oriented and collaborative in their 

approach to implementing the program. This finding is supported by previous literature showing that 

providers implementing behavioral health programs often need to adapt to fit the needs of clients and 

build rapport (Mignogna et al., 2018; Steinman et al., 2015). Providers collaborated with one another to 

adapt the program for more complex clients and develop adaptations that would work for more clients. 

They adapted to their respective state mandates to continue to implement the program to the best of their 

ability.  

Additionally, there were certain populations of note that providers had to adapt to better 

implement the program due to cultural experiences. However, we did not learn if there were differences in 

program components or mechanisms for certain populations. To implement PEARLS among Hispanic or 

Eastern European clients, providers needed to adjust phrasing of PHQ-9 questions to accurately assess 

clients’ depression status.  

Strengths and Limitations 

We believe this study contributes to a knowledge gap in understanding what made PEARLS 

impactful for its participants. By using a mixed methods concurrent design, we were able to acquire richer 

knowledge on provider perspectives. However, there were limits to our design. The survey gathered only 

demographic information and responses to two out of our four research questions. We could have 

lengthened our survey to better understand perspectives on all four questions but decided that the group 

interviews adequately answered RQ3 and RQ4.  

We decided to conduct group interviews instead of focus groups or individual interviews to 

minimize the demands on provider time. By conducting group, organization-centered interviews, we 

learned valuable information about the organization’s approach to implementing PEARLS and heard from 

multiple providers. This also meant that we were unable to hear from each provider individually and may 

have lost valuable insight due to more opinionated providers. However, a member of the research team 

had long standing professional relationships with many of participating organizations and believed that 

many providers had open communication with their team, both fellow providers and managers, and would 
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feel comfortable sharing insights in a group dynamic. For providers not comfortable in a group setting, we 

offered to conduct an individual interview.  

Our use of rapid analysis to analyze data, a still-developing and novel implementation science 

tool, helped us complete analysis in a compressed timeline while still discovering rich information (Gale 

et al., 2019). More research is needed to better understand its use and effectiveness, and the extent to 

which it is able to capture all relevant content.   

If there were certain program aspects that worked better for certain groups, we did not analyze for 

that data due to a lack of population specific information. This result is consistent with existing research 

showing that certain populations require different approaches to implementing social connectedness 

programming, especially pertaining to stigma of mental health illness and associated terminology (Brown 

et al., 2010).  

Lastly, the entirety of the study was conducted during the COVID-19 pandemic. All research 

team meetings and study interviews were conducted through Zoom or phone. This method allowed us to 

interview eleven organizations spanning five states. We also gained valuable insight into organizational 

use of technology during a pandemic, a tool that many organizations will continue to use after restrictions 

are lifted.  

Implications for Research, Practice, and Policy 

Adaptations used by providers offer valuable insights into improving PEARLS program 

implementation in the future, as well as other programs to improve social connectedness. By identifying 

what providers on the ground level are changing, future versions of the program can incorporate findings 

to better serve both providers and clients. Future programming could incorporate provider skill 

development in outreach and enrollment to engage more diverse populations. For clients, programming 

could incorporate intergenerational programming or networking between PEARLS graduates. More 

research is needed to understand how these adaptations could improve the impact of PEARLS and social 

connectedness.  
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However, to continue to serve older adults on a broader scale, it is vital to identify and implement 

better policies to support older adults. While one-on-one interventions are beneficial on a larger scale, 

policies addressing social determinants of health will better support older adults, especially those in 

vulnerable groups. Policies that incorporate more substantial opportunities for social interaction between 

older adults, community-building spaces and streamlining access to services are critical to support the 

growing number of isolated older adults. Incorporation of telehealth, increased access to technology, and 

availability of technology education classes are examples of essential services. Streamlining resources 

such as transportation, library services and hearing-impairment supports would also help increase social 

connectedness of older adults.  

 

Conclusion 

Our study identified the reasons for PEARLS success, and what future adaptations PEARLS 

practitioners can incorporate into the program. In addition, it expands knowledge on social connectedness 

programming and identifies adaptations to incorporate to better serve older adults, a growing yet 

underserved population. As public infrastructure and health systems expand to meet the older adult 

population growth, programs providing socioemotional support need to follow suit, especially among low 

income and diverse racial and ethnic groups. Without programs helping older adults find social 

connection, the cost to our communities will be great and older adults will experience worsening levels of 

loneliness and social isolation. 

  



40 
 

References 

 

Administration for Community Living, & Administration on Aging (Eds.). (2018). 2017 Profile of Older 

Americans. 

https://acl.gov/sites/default/files/Aging%20and%20Disability%20in%20America/2017OlderAme

ricansProfile.pdf 

Akinyode, B. F., & Khan, T. H. (2018). Step by step approach for qualitative data analysis. International 

Journal of Built Environment and Sustainability, 5(3). https://doi.org/10.11113/ijbes.v5.n3.267 

Archibald, M. M., Ambagtsheer, R. C., Casey, M. G., & Lawless, M. (2019). Using Zoom 

Videoconferencing for Qualitative Data Collection: Perceptions and Experiences of Researchers 

and Participants. International Journal of Qualitative Methods, 18, 160940691987459. 

https://doi.org/10.1177/1609406919874596 

Banbury, A., Chamberlain, D., Nancarrow, S., Dart, J., Gray, L., & Parkinson, L. (2017). Can 

videoconferencing affect older people’s engagement and perception of their social support in 

long-term conditions management: A social network analysis from the Telehealth Literacy 

Project. Health & Social Care in the Community, 25(3), 938–950. 

https://doi.org/10.1111/hsc.12382 

Batsis, J. A., Daniel, K., Eckstrom, E., Goldlist, K., Kusz, H., Lane, D., Loewenthal, J., Coll, P. P., & 

Friedman, S. M. (2021). Promoting Healthy Aging During COVID ‐19. Journal of the American 

Geriatrics Society, 69(3), 572–580. https://doi.org/10.1111/jgs.17035 

Brown, C., Conner, K. O., Copeland, V. C., Grote, N., Beach, S., Battista, D., & Reynolds III, C. F. 

(2010). Depression stigma, race, and treatment seeking behavior and attitudes. Journal of 

Community Psychology, 38(3), 350–368. 

Cacioppo, J. T., Cacioppo, S., & Boomsma, D. I. (2014). Evolutionary mechanisms for loneliness. 

Cognition and Emotion, 28(1), 3–21. https://doi.org/10.1080/02699931.2013.837379 

Castro, F. G., Kellison, J. G., Boyd, S. J., & Kopak, A. (2010). A Methodology for Conducting 

Integrative Mixed Methods Research and Data Analyses. Journal of Mixed Methods Research, 

4(4), 342–360. https://doi.org/10.1177/1558689810382916 

Cattan, M., Kime, N., & Bagnall, A.-M. (2010). The use of telephone befriending in low level support for 

socially isolated older people - an evaluation: Telephone befriending for socially isolated older 

people. Health & Social Care in the Community, no-no. https://doi.org/10.1111/j.1365-

2524.2010.00967.x 

Center for Clinical Management Research. (2014). Consolidated Framework for Implementation 

Research. Ann Arbor: Center for Clinical Management Research. https://cfirguide.org/ 

Ciechanowski, P., Schwartz, S., Snowden, M., Steinman, L., Kaiser, C., Piering, P., Sugiyama, D., 

O’Learly, M. P., Favaro, S., Huchital, J., & Yip, A. (2004). PEARLS Community-Based 

Depression Treatment Implementation Toolkit. University of Washington. 

https://depts.washington.edu/hprc/evidence-based-programs/pearls-program/pearls-toolkit/ 

Creswell, J. W., & Plano Clark, V. L. (2007). Designing and conducting mixed methods research. SAGE 

Publications. 

Creswell, J. W., & Plano Clark, V. L. (2018). Designing and conducting mixed methods research (Third 

Edition). SAGE. 

Creswell, J. W., & Poth, C. N. (2016). Qualitative Inquiry and Research Design: Choosing Among Five 

Approaches. SAGE Publications. https://books.google.com/books?id=gX1ZDwAAQBAJ 

Damschroder, L. J., Aron, D. C., Keith, R. E., Kirsh, S. R., Alexander, J. A., & Lowery, J. C. (2009). 

Fostering implementation of health services research findings into practice: A consolidated 

framework for advancing implementation science. Implementation Science, 4(1), 50. 

https://doi.org/10.1186/1748-5908-4-50 

Dickens, A. P., Richards, S. H., Greaves, C. J., & Campbell, J. L. (2011). Interventions targeting social 

isolation in older people: A systematic review. BMC Public Health, 11(1), 647. 

https://doi.org/10.1186/1471-2458-11-647 



41 
 

Donovan, N. J., & Blazer, D. (2020). Social Isolation and Loneliness in Older Adults: Review and 

Commentary of a National Academies Report. The American Journal of Geriatric Psychiatry, 

28(12), 1233–1244. https://doi.org/10.1016/j.jagp.2020.08.005 

Fakoya, O. A., McCorry, N. K., & Donnelly, M. (2020). Loneliness and social isolation interventions for 

older adults: A scoping review of reviews. BMC Public Health, 20(1), 129. 

https://doi.org/10.1186/s12889-020-8251-6 

Gale, R. C., Wu, J., Erhardt, T., Bounthavong, M., Reardon, C. M., Damschroder, L. J., & Midboe, A. M. 

(2019). Comparison of rapid vs in-depth qualitative analytic methods from a process evaluation 

of academic detailing in the Veterans Health Administration. Implementation Science, 14(1), 11. 

https://doi.org/10.1186/s13012-019-0853-y 

Guetterman, T. C., Creswell, J. W., Wittink, M., Barg, F. K., Castro, F. G., Dahlberg, B., Watkins, D. C., 

Deutsch, C., & Gallo, J. J. (2017). Development of a Self-Rated Mixed Methods Skills 

Assessment: The National Institutes of Health Mixed Methods Research Training Program for the 

Health Sciences. Journal of Continuing Education in the Health Professions, 37(2), 76–82. 

https://doi.org/10.1097/CEH.0000000000000152 

Harris, P. A., Taylor, R., Thielke, R., Payne, J., Gonzalez, N., & Conde, J. G. (2009). Research electronic 

data capture (REDCap)—A metadata-driven methodology and workflow process for providing 

translational research informatics support. Journal of Biomedical Informatics, 42(2), 377–381. 

https://doi.org/10.1016/j.jbi.2008.08.010 

Holt-Lunstad, J., Robles, T. F., & Sbarra, D. A. (2017). Advancing social connection as a public health 

priority in the United States. American Psychologist, 72(6), 517–530. 

https://doi.org/10.1037/amp0000103 

Holtrop, J. S., Rabin, B. A., & Glasgow, R. E. (2018). Qualitative approaches to use of the RE-AIM 

framework: Rationale and methods. BMC Health Services Research, 18(1), 177. 

https://doi.org/10.1186/s12913-018-2938-8 

Hsieh, H.-F., & Shannon, S. E. (2005). Three approaches to qualitative content analysis. Qualitative 

Health Research, 15(9), 1277–1288. https://doi.org/10.1177/1049732305276687 

Ibarra, F., Baez, M., Cernuzzi, L., & Casati, F. (2020). A Systematic Review on Technology-Supported 

Interventions to Improve Old-Age Social Wellbeing: Loneliness, Social Isolation, and 

Connectedness. Journal of Healthcare Engineering, 2020, 1–14. 

https://doi.org/10.1155/2020/2036842 

Jarvis, M. A., Padmanabhanunni, A., & Chipps, J. (2019). An Evaluation of a Low-Intensity Cognitive 

Behavioral Therapy mHealth-Supported Intervention to Reduce Loneliness in Older People. 

International Journal of Environmental Research and Public Health, 16(7), 1305. 

https://doi.org/10.3390/ijerph16071305 

Keith, R. E., Crosson, J. C., O’Malley, A. S., Cromp, D., & Taylor, E. F. (2017). Using the Consolidated 

Framework for Implementation Research (CFIR) to produce actionable findings: A rapid-cycle 

evaluation approach to improving implementation. Implementation Science, 12(1), 15. 

https://doi.org/10.1186/s13012-017-0550-7 

Lewis, C. C., Klasnja, P., Powell, B. J., Lyon, A. R., Tuzzio, L., Jones, S., Walsh-Bailey, C., & Weiner, 

B. (2018). From Classification to Causality: Advancing Understanding of Mechanisms of Change 

in Implementation Science. Frontiers in Public Health, 6, 136. 

https://doi.org/10.3389/fpubh.2018.00136 

Mann, F., Bone, J. K., Lloyd-Evans, B., Frerichs, J., Pinfold, V., Ma, R., Wang, J., & Johnson, S. (2017). 

A life less lonely: The state of the art in interventions to reduce loneliness in people with mental 

health problems. Social Psychiatry and Psychiatric Epidemiology, 52(6), 627–638. 

https://doi.org/10.1007/s00127-017-1392-y 

Mansfield, P. L., Kay, P. T., Daykin, N., Lane, M. J., Duffy, L. G., Alan, P., & Meads, P. C. (2018). An 

overview of reviews: The effectiveness of interventions to address loneliness at all stages of the 

life-course. What Works Centre for Wellbeing, 87. 



42 
 

McBride, E., Arden, M. A., Chater, A., & Chilcot, J. (2021). The impact of COVID‐19 on health 

behaviour, well‐being, and long‐term physical health. British Journal of Health Psychology, 

26(2), 259–270. https://doi.org/10.1111/bjhp.12520 

Mignogna, J., Martin, L. A., Harik, J., Hundt, N. E., Kauth, M., Naik, A. D., Sorocco, K., Benzer, J., & 

Cully, J. (2018). “I had to somehow still be flexible”: Exploring adaptations during 

implementation of brief cognitive behavioral therapy in primary care. Implementation Science, 

13(1). Gale Academic OneFile. https://doi.org/10.1186/s13012-018-0768-z 

Mixed Methods Applications: Illustrations: INTEGRATION IN MIXED METHODS RESEARCH. (n.d.). 

[John Hopkins Bloomber School of Public Health]. Retrieved January 29, 2021, from 

https://www.jhsph.edu/academics/training-programs/mixed-methods-training-program-for-the-

health-sciences/about-the-program/why-mixed-methods/mixed-methods-applications-

illustrations/#mm-theme-1 

National Academies of Sciences, E., and Medicine. (2020). Social Isolation and Loneliness in Older 

Adults: Opportunities for the Health Care System. The National Academies Press. 

https://doi.org/10.17226/25663 

Nilsen, P., & Bernhardsson, S. (2019). Context matters in implementation science: A scoping review of 

determinant frameworks that describe contextual determinants for implementation outcomes. 

BMC Health Services Research, 19(1). https://doi.org/10.1186/s12913-019-4015-3 

Nowell, L. S., Norris, J. M., White, D. E., & Moules, N. J. (2017). Thematic Analysis: Striving to Meet 

the Trustworthiness Criteria. International Journal of Qualitative Methods, 16(1), 

160940691773384. https://doi.org/10.1177/1609406917733847 

O’cathain, A., Murphy, E., & Nicholl, J. (2008). The Quality of Mixed Methods Studies in Health 

Services Research. Journal of Health Services Research & Policy, 13(2), 92–98. 

https://doi.org/10.1258/jhsrp.2007.007074 

Palinkas, L. A., Aarons, G. A., Horwitz, S., Chamberlain, P., Hurlburt, M., & Landsverk, J. (2011). 

Mixed Method Designs in Implementation Research. Administration and Policy in Mental Health 

and Mental Health Services Research, 38(1), 44–53. https://doi.org/10.1007/s10488-010-0314-z 

Panchal, N., Kamal, R., Cox, C., & Garfield, R. (2021, February 10). The Implications of COVID-19 for 

Mental Health and Substance Use. https://www.kff.org/coronavirus-covid-19/issue-brief/the-

implications-of-covid-19-for-mental-health-and-substance-use/ 

Proctor, E., Silmere, H., Raghavan, R., Hovmand, P., Aarons, G., Bunger, A., Griffey, R., & Hensley, M. 

(2011). Outcomes for Implementation Research: Conceptual Distinctions, Measurement 

Challenges, and Research Agenda. Administration and Policy in Mental Health and Mental 

Health Services Research, 38(2), 65–76. https://doi.org/10.1007/s10488-010-0319-7 

Rabin, B. A., McCreight, M., Battaglia, C., Ayele, R., Burke, R. E., Hess, P. L., Frank, J. W., & Glasgow, 

R. E. (2018). Systematic, Multimethod Assessment of Adaptations Across Four Diverse Health 

Systems Interventions. Frontiers in Public Health, 6, 102. 

https://doi.org/10.3389/fpubh.2018.00102 

Smith, M. L., Steinman, L. E., & Casey, E. A. (2020). Combatting Social Isolation Among Older Adults 

in a Time of Physical Distancing: The COVID-19 Social Connectivity Paradox. Frontiers in 

Public Health, 8, 403. https://doi.org/10.3389/fpubh.2020.00403 

Steinman, L., Hammerback, K., & Snowden, M. (2015). It Could Be a Pearl to You: Exploring 

Recruitment and Retention of the Program to Encourage Active, Rewarding Lives (PEARLS) 

With Hard-to-Reach Populations: Table 1. The Gerontologist, 55(4), 667–676. 

https://doi.org/10.1093/geront/gnt137 

Steinman, L., Parrish, A., Mayotte, C., Bravo Acevedo, P., Torres, E., Markova, M., Boddie, M., 

Lachenmayr, S., Montoya, C. N., Parker, L., Conton-Pelaez, E., Silsby, J., & Snowden, M. 

(2020). Increasing Social Connectedness for Underserved Older Adults Living With Depression: 

A Pre-Post Evaluation of PEARLS. The American Journal of Geriatric Psychiatry, 

S1064748120305133. https://doi.org/10.1016/j.jagp.2020.10.005 



43 
 

Taylor, H. O. (2020). Social Isolation’s Influence on Loneliness Among Older Adults. Clinical Social 

Work Journal, 48(1), 140–151. https://doi.org/10.1007/s10615-019-00737-9 

Tomasino, K. N., Lattie, E. G., Ho, J., Palac, H. L., Kaiser, S. M., & Mohr, D. C. (2017). Harnessing Peer 

Support in an Online Intervention for Older Adults with Depression. The American Journal of 

Geriatric Psychiatry, 25(10), 1109–1119. https://doi.org/10.1016/j.jagp.2017.04.015 

Weiner, B. J., Lewis, C. C., Stanick, C., Powell, B. J., Dorsey, C. N., Clary, A. S., Boynton, M. H., & 

Halko, H. (2017). Psychometric assessment of three newly developed implementation outcome 

measures. Implementation Science, 12(1), 108. https://doi.org/10.1186/s13012-017-0635-3 

Wiltsey Stirman, S., Baumann, A. A., & Miller, C. J. (2019). The FRAME: An expanded framework for 

reporting adaptations and modifications to evidence-based interventions. Implementation Science, 

14(1), 58. https://doi.org/10.1186/s13012-019-0898-y 

Wiltsey Stirman, S., Gamarra, J. M., Bartlett, B. A., Calloway, A., & Gutner, C. A. (2017). Empirical 

Examinations of Modifications and Adaptations to Evidence-Based Psychotherapies: 

Methodologies, Impact, and Future Directions. Clinical Psychology: Science and Practice, 24(4), 

396–420. https://doi.org/10.1111/cpsp.12218 

 

 

  



44 
 

Tables & Figures 

 

Table 1: Conceptual models influencing Research Questions 

Research 

Question 

Focus Method Literature  Frameworks 

RQ1 – 

Components to 

PEARLS 

programming 

Specific methods and 

techniques used to 

modify social 

connectedness 

Interviews 

& Survey 

(Perissinotto et al., 2012; 

Umberson et al., 2010; 

Wiltsey Stirman et al., 

2019) 

 

FRAME, 

RE-AIM 

RQ2 – 

Mechanisms to 

PEARLS 

programming 

Pathways to social 

connectedness  

Interviews 

& Survey 

(Fakoya et al., 2020; 

National Academies of 

Sciences, 2020; Wiltsey 

Stirman et al., 2019) 2020) 

 

FRAME, 

RE-AIM 

RQ3 – 

Adaptations to 

PEARLS 

programming 

Adaptations to 

program to better 

support older adults 

Interviews (Wiltsey Stirman et al., 

2019) 

FRAME 

RQ4 – 

Contextual 

Determinants to 

PEARL program 

Factors outside of 

program that 

improved social 

connectedness 

Interviews (Damschroder et al., 2009; 

Rabin et al., 2018) 

CFIR 

 

Table 2. Survey results: Characteristics of providers (n=38) 

Characteristic N (%) 

Age 

   Mean  

 

53.6 

Gender 

   Male 

   Female 

   Trans, gender-non-conforming, or other 

   Not answered 

 

4 (11%) 

33 (87%) 

0 (0%) 

1 (2%) 

Race* 

   American Indian/Alaskan Native 

   Asian 

   Black/African American 

   Native Hawaiian/Pacific Islander 

   White/Caucasian 

   Other 

41 

2 (5%) 

1 (3%) 

11 (29%) 

0 (0%) 

22 (58%) 

5 (13%)  

Ethnicity 

   Hispanic/Latino 

   Not Hispanic/Latino 

   Not answered 

 

6 (16%) 

31 (82%) 

1 (2%) 

Occupation* 

   Medicine    

   Social Work 

   Mental Health 

48 

3 (8%) 

20 (53%) 

10 (26%) 
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   Public Health 

   Aging 

   Other 

4 (10%) 

5 (13%) 

6 (16%) 

Experience level 

   Less than 1 year 

   1-3 years 

   4 to 6 years 

   7 or more 

38 

5 (13%) 

13 (34%) 

17 (45%) 

3 (8%) 

Time spent doing PEARLS 

   8 hours or less 

   9-16 hours per week 

   17-24 hours per week 

   25-32 hours per week 

   40 hours per week 

 

11 (29%) 

10 (26%) 

1 (3%) 

4 (10%) 

12 (32%) 

Role with PEARLS* 

   Counselor 

   Program Counselor 

   Clinical Supervisor 

   Data Manager 

   Other 

 

26 (68%) 

12 (32%) 

1 (3%) 

2 (5%) 

8 (21%) 

Preferred Role Title* 

   Counselor 

   Coach 

   Therapist 

   Provider 

   Other 

 

14 (37%) 

8 (21%) 

5 (13%) 

1 (3%) 

0 (0%) 

*Indicates that respondents could select several options 

 

Table 3. Percentage of PEARL satisfaction among clients 

 Agreed/completely 

agreed 

Neither 

agree nor 

disagree 

Disagree/Completely 

disagree 

Did not 

answer 

1. PEARLS meets my approval 

for my clients. 

100 0 0 0 

2. PEARLS is appealing to me 

for my clients. 

100 0 0 0 

3. I like PEARLS for my 

clients. 

100 0 0 0 

4. I welcome PEARLS for my 

clients. 

100 0 0 0 

5. PEARLS seems fitting for 

my clients. 

97.74 5.26 0 0 

6. PEARLS seems suitable for 

my clients. 

92 5.26 2.63 0 

7. PEARLS seems applicable 

for my clients. 

92.1 7.9 0 0 

8. PEARLS seems like a good 

match for my clients. 

92.1 7.9 0 0 
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9. PEARLS seems 

implementable for my clients. 

86 5.26 5.26 2.63 

10. PEARLS seems possible for 

my clients. 

89.85 7.89 2.63 0 

11. PEARLS seems doable for 

my clients. 

84.2 15.8 0 0 

12. PEARLS seems easy to use 

for my clients. 

86.85 13.16 0 0 

 

 

Figure 1: CFIR Model 

 

(Center for Clinical Management Research, 2014) 
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Figure 2. Components most endorsed by PEARLS providers to improve social connectedness* 

 

*Indicates that respondents could select several options 

 

Figure 3. Mechanisms most endorsed by PEARLS providers to improve social connectedness* 

 
*Indicates that respondents could select several options 
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Appendix 

 

Survey for PEARLS Providers 

NAME:  

EMAIL: 

ORGANIZATION: 

1. What is your role with PEARLS (check all that apply)? 

a. Counselor / Coach b. Program manager c. Clinical supervisor d. Data Manager 

e.    Other (please specify): _______________________________________________________ 

If answer “a”, what word do you prefer to describe your role as a PEARLS provider? 

a. Counselor 

b. Coach  

c. Therapist 

d. Provider 

e.    Other (please specify): _______________________________________________________ 

2. For how many years have you been doing PEARLS?  

a. Less than 1 year   b. 1 - 3 years  c. 4 - 6years  d. Over 7 years 

 

3. Approximately how much of your work time is spent doing PEARLS? 

a. 8 hours or less per week (or, about 1 day or less per week) 

b. 9 – 16 hours per week (or, about 2 days per week) 

c. 17 – 24 hours per week (or, about 3 days per week) 

d. 25 – 32 hours per week (or, about 4 days per week) 

e. 40 hours per week (or, about 5 days per week) 

 

4. What is the highest level of education you have completed? 

a. Less than high school 

b. High school diploma/GED 

c. Some college 

d. 2-year College Degree (Associates) 

e. 4-year College Degree (BA/BS) 

f. Master’s degree 

g. Doctoral Degree  

h. Professional Degree (e.g. MD, JD) 

i. Other (please specify): ____________________________ 

 

5. In what area is your professional / educational background? (circle all that apply) 

a. Medicine  

b. Social Work 

c. Mental Health (e.g. Psychology / Counseling) 

d. Public Health 

e. Aging (e.g. Gerontology) 

d.   Other (please specify):  ___________________________________ 
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6. Which category best describes your age?   

a. 18 – 29  b. 30 – 39 c. 40 – 49 d. 50 – 59 e. 60-69  f. 70 or 

above 

 

7. Which category do you feel best describes your gender?  

a. female   

b. male   

c. trans, gender-non-conforming, or another gender identity (please specify if you wish):_____ 

8. What is your ethnicity (check one): a. Hispanic/Latino b. not Hispanic/Latino 

 

9. Which category do you feel best describes your race? (check all that apply) 

a. Black/African American  

b. Asian 

c. Native Hawaiian/Pacific Islander  

d. White/Caucasian 

d. American Indian/Alaskan Native   

e. Other (specify) ________ 

 

10. Overall, how well did PEARLS work as an intervention to improve social connectedness among your 

clients? 

 

11. The next set of questions ask about PEARLS acceptability, appropriateness, and feasibility as an 

intervention to improve social connectedness. 

 

a. First, think about your clients and whether they were satisfied with PEARLS as an intervention 

to improve social connectedness. 

 

Acceptability  

 
Completely 

disagree 
Disagree 

Neither 

agree nor 

disagree 

Agree 
Completely 

agree 

1. PEARLS meets my client’s approval.           

2. PEARLS is appealing to my clients.           

3. My clients like PEARLS.           

4. My clients welcome PEARLS.           

Appropriateness 
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Completely 

disagree 
Disagree 

Neither 

agree nor 

disagree 

Agree 
Completely 

agree 

1. PEARLS seems fitting for my clients.           

2. PEARLS seems suitable for my clients.           

3. PEARLS seems applicable for my 

clients. 
          

4. PEARLS seems like a good match for 

my clients. 
          

Feasibility (FIM) 

 
Completely 

disagree 
Disagree 

Neither 

agree nor 

disagree 

Agree 
Completely 

agree 

1. PEARLS seems implementable for my 

clients. 
          

2. PEARLS seems possible for my clients.           

3. PEARLS seems doable for my clients.           

4. PEARLS seems easy to use for my 

clients. 
          

 

b. Next, think about you as a PEARLS provider and whether you were satisfied with PEARLS fit as 

an intervention to improve social connectedness. 

Acceptability  

 
Completely 

disagree 
Disagree 

Neither 

agree nor 

disagree 

Agree 
Completely 

agree 

1. PEARLS meets my approval.           

2. PEARLS is appealing to me.           

3. I like PEARLS.           

4. I welcome PEARLS.           

Appropriateness 

 
Completely 

disagree 
Disagree 

Neither 

agree nor 

disagree 

Agree 
Completely 

agree 

1. PEARLS seems fitting.           

2. PEARLS seems suitable.           
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3. PEARLS seems applicable.           

4. PEARLS seems like a good match.           

Feasibility (FIM) 

 
Completely 

disagree 
Disagree 

Neither 

agree nor 

disagree 

Agree 
Completely 

agree 

1. PEARLS seems implementable.           

2. PEARLS seems possible.           

3. PEARLS seems doable.           

4. PEARLS seems easy to use.           

 

12. The last set of questions ask about how and why PEARLS may have improved social connectedness. 

 

a. Over the course of PEARLS, what were the pathways (mechanisms) by which your PEARLS 

clients may have improved their social connectedness? (check all that apply)  

• By improving social skills 

• By enhancing social support 

• By increasing (opportunities for) social interactions 

• By reducing negative thoughts about self-worth and how other people perceive them 

• By other pathways? Please specify: ____________ 

 

b. In your experience, what were some of the active ingredients by which PEARLS may have 

improved social connectedness for older adults? (check all that apply) 

• PEARLS is designed to reach socially isolated or lonely older adults 

• PEARLS is theory-driven 

• PEARLS engages older adults as active participants  

• PEARLS participants learn to understand the nature of their isolation or loneliness 

• PEARLS participants co-create a personalized approach to being or feeling more 

connected 

• PEARLS participants have access to additional supports and services  

• Other active ingredients? Please specify: ____________ 

 

13. Please use the space below for any additional information that you would like us to know about your 

experience as a PEARLS provider: 

_________________________________________________________________________ 

Thank you for completing this survey! 

 


