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Aim: To explore the perspectives of both professionals and older people

on modifiable health behaviours and risks in later life. Background: Promotion of

health and prevention of disability in later life are major health policy priorities across

Europe. A system for health risk appraisal in later life, health risk appraisal in older

people (HRA-O) permits a population-wide assessment to be carried out. The HRA-O

technology is a single assessment process-based questionnaire, which generates a

computer decision support system, to offer tailored advice about modifying health

risks and behaviours. Method: Qualitative study using nominal groups and inter-

views. Setting: General practices, National Health Service and local government

social services, and voluntary organisations in two London boroughs. Recruitment:

Nominal groups were recruited from general practice, older people’s forums, volun-

tary organisations and social services departments, and individual interviews were

carried out with health and social care commissioners, clinicians, professionals and

public health practitioners, which discussed the HRA-O questionnaire. Results: Public

and professional evaluation identified necessary refinements of the HRA-O technol-

ogy, the need for greater insight into the social psychology of ageing on the part of

those engaged in health promotion, and the necessary and appropriate involvement

of professionals in reinforcing health promotion advice. Discussion: This study dis-

cusses the findings from the nominal groups and interviews in the light of the tech-

nology’s failure to change self-reported behaviour and places them in the context of

current approaches to health promotion for older populations.
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Background

Health promotion for older people is an impor-
tant policy objective because the number of older
people across the European Union is growing and
this will put considerable strain on existing medical
and social care systems (Robine et al., 2007),

(Tonks, 2000). In England promotion of health
and prevention of functional impairment in later
life are major health and social care policy prio-
rities with defined standards explicitly elaborated
in England within the National Service Frame-
work for Older People (Department of Health,
2001). Commissioners and providers of social care
services, amongst others, have begun to consider
systems of effective delivery that connect older
people with information, advice and services
(Commission for Social Care Inspection, 2008);
enhance their potential for self-assessment and
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self management (Department of Health, 2007)
and enable service providers and commissioners
to anticipate future needs (Wanless et al., 2006).

Whilst the policies are clear, the international
evidence base for health promotion with older
people through primary care is relatively weak.
Although many older people perceive health pro-
motion activities as beneficial, engage in healthy
behaviours more frequently than younger adults,
and participate in community-based and other
health promotion programmes, there is little defi-
nitive evidence that health promotion activities
result in better health outcomes (Heidrich, 1998).
For example, the evidence that primary care based
exercise promotion for older people results in sus-
tained levels of activity that are likely to have
lasting health benefits rests on trials from one
centre, in New Zealand (Lawton et al., 2009).
Hopes that secondary prevention of disability
through case finding, comprehensive assessment
and case management were undermined by the
failure of the Medical Research Council’s trial of
screening in the 75 and over population to show
any benefit (Fletcher et al., 2004). Tertiary pre-
vention of disablement in frailer older people by
primary care nurses did show improvements in
quality of life, but not in other outcomes like
functional ability (Markle-Reid et al., 2006).

The effectiveness of different approaches to
preventative care remains a matter of debate (Stuck
et al., 2004a). Strategies based on intensive case-
management have only a limited impact. A recent
large UK trial failed to show benefits of population-
based multi-domain assessment of older people
(Fletcher et al., 2004). Conversely, a more recent
systematic review of community-based multi-fac-
torial interventions in elderly people (a mean age of
at least 65 years) living at home were identified for
89 trials involving 97 984 people, and concluded that
complex interventions can help elderly people
to live safely and independently, and could be tai-
lored to meet individuals’ needs and preferences
(Beswick et al., 2008). This positive evidence gives
grounds for optimism, but only refers to the con-
tainment of disability, not its primary or secondary
prevention where behaviour change is essential if
healthy older people are to avoid future lengthy
disablement (Syme, 2003).

An evidence-based, theoretical framework that
provides definition and direction for health pro-
motion practice may be the key to the task of

promoting behaviour change in older people. When
the health risk appraisal system was first developed
specialists in health promotion favoured the trans-
theoretical model and the theory of planned beha-
viour (Enguidanos, 2001).

The transtheoretical model of behaviour change
proposes progress through six stages of change:
precontemplation, contemplation, preparation,
action, maintenance and termination (Prochaska
and DiClemente, 1984). Basic research has gener-
ated a rule of thumb for at-risk populations:
40% in precontemplation, 40% in contemplation
and 20% in preparation. Applied research has
demonstrated dramatic improvements in recruit-
ment, retention, and progress using stage-matched
interventions and proactive recruitment proce-
dures. The most promising outcomes to date are
found with computer-based individualised and
interactive interventions, with personalised coun-
selling a promising enhancement to computer-
based programmes. Tailoring interventions to an
individual’s stage in the change process is most
effective in promoting behaviour change (Burbank
et al., 2000).

A number of factors influence whether an indi-
vidual will move from contemplating change to
actually changing their behaviour. The theory of
planned behaviour identifies attitudes to change,
social pressure or subjective norms favouring
change and perceived control over the behaviour.
Control has two components: self-efficacy (dealing
largely with the ease or difficulty of performing
a behaviour) and controllability (the extent to
which performance is up to the actor) (Azjen,
2006). This framework for understanding behaviour
change allows health promotion interventions to be
designed in ways that take into account the com-
plexities of motivation. Prochaska and Velicer,
(1997) argue that ‘If results with stage-matched
interventions continue to be replicated, health pro-
motion programs will be able to produce unprece-
dented impacts on entire at-risk populations.’

In the UK this approach has been adopted, and
an on-line ‘Life Check’ personal health and life-
style risk assessment tool, linked to the provision
of specific health and social care advice, is plan-
ned in the current phase of English health policy.
(Department of Health, 2006). Although this
approach to risk assessment does not yet focus on
the older population, we do have some insights
into how it might work with an ageing population
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from the extensive evaluation of health risk
appraisal (HRA). This system was originally
developed through an evidence-based process at
the University of California, Los Angeles (Breslow
et al., 1997) and evaluated in Europe (Stuck et al.,
2002). HRA is a systematic approach to collecting
information from individuals that identifies risk
factors by questionnaire and provides individua-
lised feedback. A systematic review of HRA in
older people based on controlled studies showed
potential benefits on behaviour (particularly exer-
cise), physiological variables (particularly blood
pressure and weight) and general health status in
those studies that included personalised reinforce-
ment (Rand, 2000).

The health risk appraisal for older (HRA-O)
people system consists of a self-administered;
questionnaire that is sent to patients registered
with a general practitioner (GP), to identify risk
factors for disability, ill-health and social isolation.
The questionnaire is constructed from existing
instruments validated for use with community-
dwelling older people; full details of the derivation
of the instruments have been published elsewhere
(Stuck et al., 2007). The domains included in the
questionnaire are shown in Figure 1.

Each individual’s answers to the questionnaire
are entered by researchers into a computer deci-
sion support software package, which compares
an individual’s responses with an evidence-based
knowledge set to produce a series of recommen-
dations for changes in behaviour.

A patient feedback report, based on the con-
cepts of the transtheoretical model and the theory
of planned behaviour, is then produced for the
patient. This gives specific, personalised advice on
changing any reported health risk behaviours,
taking into account links between risk factors.
Therefore, for example, dietary advice for a per-
son with diabetes is different from that for a non-
diabetic person. General evidence-based health
promotion advice is also given on each risk factor
and advice on social care and social networks
where relevant. Prompts to seek advice from the
primary care team are given if appropriate, along
with details on how to get in touch with other
sources of support and information (eg, details of
national and local voluntary organisations). When
an individual reports health-promoting behaviour
he or she is congratulated and encouraged to
maintain the behaviour.

The HRA for older people system is designed
to work within primary care. The invitation to
participate comes from the GP, and a summary of
the feedback report is produced for the older
person’s primary care team, so that reinforcement
of health promotion advice can occur opportu-
nistically. The process is designed to work as
shown in Figure 2.

We have previously published the feasibility and
yield of an HRA system for older people (adapted
for European use and titled HRA-O to distinguish
it from its North American equivalent), and

Mrs S is a 74-year-old woman, living on her own. She does not like to trouble the 
doctor and has a busy life looking after an elderly neighbour and her numerous 
grandchildren, as well as playing bowls. She receives our questionnaire and fills it in 
one wet afternoon. It does not take very long and seems quite easy.  

Her responses are entered onto the computer ‘expert system’ and this produces an 
advice report for Mrs S. It suggests, for example, that she loses some weight and gives 
the details of a local slimming club that is attended by many older people that will be 
able to give her extra support with this. It also gives some detailed suggestions about 
some changes to her diet that may help, including types of food to use and to avoid, 
and ways of cooking that will promote her health. 

The practice nurse in her general practice sees the summary of the report sent to Mrs 
S, notes the dietary advice given, and adds a reminder to Mrs S’s electronic record to 
discuss this with her when they next meet. 

Mrs S comes to see her GP because she thinks she is getting osteoarthritis in her hip 
joint. This is causing her some pain and limiting what she can do, especially her 
bowls. Her GP notes the reminder on her record, points out the connection between 
being overweight and having osteoarthritis, and asks if she found the dietary advice 
helpful. The doctor discusses her options with the joint symptoms, encourages Mrs S 
to join the slimming club, and arranges to see her again to monitor her progress. 

Figure 2 The health risk appraisal in older people
system in clinical practice

• Medical history 
• Health measurements (blood pressure, cholesterol, height and 

weight)
• Medication
• Monitoring of drug-related symptoms 
• Pain
• Oral health 
• Eyesight 
• Hearing 
• Psychosocial health and well-being 
• Social network 
• Self-perception of health 
• Functioning 
• Tobacco use 
• Alcohol use 
• Physical activity 
• Nutrition 
• Injury prevention 
• Preventive care 

Figure 1 Domains of the health risk appraisal in older
people questionnaire
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demonstrated high levels of acceptance amongst
participants and primary care providers (Iliffe et al.,
2005). However, the ‘unprecedented impact’ that
Prochaska anticipated did not materialise in a ran-
domised controlled trial of the HRA-O system in
British general practice (Harari et al., 2008). The
only benefits attributable to the intervention one
year later were a statistically significant increase in
the uptake of immunisation against pneumococcal
pneumonia and a slight but equivocal effect on
physical activity.

There are several possible contributory reasons
for this observed lack of impact in the UK of the
health risk appraisal system as a model for IT-
driven health promotion in older people. These
may have included 1) certain putative aspects of
experimental design and analysis, 2) differential
nuances in the national health service (NHS)
delivery system compared with other settings (in
particular less manpower-intensive professional
reinforcement) and 3) limitations (in terms of
elements of the transtheoretical model) of the
HRA-O technology as currently presented. Given
the current policy towards computerised self-
assessment (Life Checks) it is important to
understand these fully before significant invest-
ments in this technology are made.

We report here the findings of a subsequent study
designed primarily to investigate the third of these
factors. It is based on interviews and nominal
groups with older people who completed the HRA-
O questionnaire on at least two occasions and with
the professionals in the same communities who
provide services for older people.

Methods

The study took place in two primary care trusts/
social services areas in north-west and south-east
suburban London. Three primary care teams
involved in the earlier testing of HRA-O agreed
to participate in a further round of research and
development. Ethics committee approval was
obtained from Harrow ethics committee and
Kings College ethics committee. Over 3000 pri-
mary care patients aged 65 and over from these
practices had already received a personal report
in response to the HRA-O questionnaire at least
once since 2001. A further cycle of HRA-O
mailing to them was carried out, to measure

changes in health behaviour and risks. The prac-
tice team checked the appropriateness of asking
this cohort to complete another questionnaire at
this time point. Individuals were excluded if they
had died, moved into nursing/residential care,
moved away, were no longer registered at the
practice or whose health status as judged by their
GP had deteriorated sufficiently to justify their
exclusion based on the original randomised con-
trolled trial (RCT) criteria.

Eligible older people were posted the HRA-O
with a letter from their GP, a consent form and
information sheet about the study. Those that
completed and returned the questionnaire were
sent a personalised feedback report. No remin-
ders were sent due to budgetary constraints.
Older people were also invited either with a letter
from their GP, or through a voluntary organisa-
tion with which they were involved, to take part
in nominal groups to explore their perceptions of
the value, usability and appropriateness of the
information given to them through HRA-O.
Nominal groups potentially powerful learning
and development tools (Dockery, 1996) which
have a particularly useful role in analysing health
care problems (Van den Ven and Delbecq, 1972)
and which can help to bridge the gap between
researchers and practitioners (Carney et al.,
1996). A nominal group approach designed for
ill-structured problems was chosen, to allow for
disagreements over problem definition and for
potential solutions that overlapped or varied
widely in specificity. This required the groups to
generate ideas, confirm that they were addressing
the same problem, analyse the content of the
ideas, categorise ideas and clarify the items in
each category (Bartunek and Murningham,
1984). The nominal groups for older people were
held in community centres or in a general prac-
tice, were facilitated by the same member of
the research team and were observed by a non-
participant researcher, who took detailed notes
that could later be compared with the transcripts
of tapes. No rewards were given for participation
in the study and all groups (and interviewees)
were asked to comment freely on all aspects of
the HRA-O questionnaire, which they received
in advance. No demographic information was
collected from group participants and so we do
not know how much the groups represented the
diversity of the local population.
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A map of local services and organisations in the
two study areas was drawn up via information
available on the Internet and local publications to
start this consultation exercise. Purposive sampling
was initially used to recruit local stakeholders to the
consultation exercise. Older people, primary health
and social care practitioners and managers, the
voluntary sector and key individuals in the primary
care trust, joint commissioning boards and local
authority were invited to participate.

An initial contact (via letter or email) was made
with heads of organisations or key individuals
requesting a meeting or referral to an appropriate
colleague. A study information sheet and copy of
the HRA-O questionnaire were sent in advance.
Participants were given the choice of feeding back
their views by interview (face to face or telephone)
or in a nominal group (held locally). Participants
were asked to identify local individuals they
thought should be included in the consultation
exercise; i.e. purposive sampling was followed by
opportunistic sampling (Murphy et al., 1998). All
stakeholders were asked for their views on the
value, usability and appropriateness of the infor-
mation given through the HRA-O system.

Interviews and nominal groups were tape-recor-
ded and transcribed verbatim. Content analysis was
used to identify key themes and issues in the
transcripts. Broad categories were then developed,
based both on themes related directly to questions
asked in the interview schedule, as well as those
that emerged during the analysis. Transcripts were
read and analysed by three members of the project
team (KK, SI and CG) who individually identified
the main categories. The three other members of
the project team then read all the transcripts. A
consensus approach based on informed delibera-
tion by experts about complex problems was used
to finalise themes (Ryan et al., 2001) following
which categories were reviewed and finalised.
Transcripts were analysed by study area. Emergent
findings from the first study area informed data
collection in second, both in terms of validation of
themes as well as ensuring gaps in information
were addressed.

Findings

The numbers and roles of people who partici-
pated in this study are shown in Table 1. Eight

nominal groups were held, four with older people
and four with professionals, together with 17
interviews with 20 people. In Table 1 all contacts
are interviews unless otherwise stated. Older
people identified positive and negative features in
the HRA-O questionnaire and feedback report,
some of which were shared by the professionals.
There was, however, considerable divergence in
perspective between professional views and those
of older people.

The perspectives of older people
Older people, many of whom had completed the

questionnaire over three successive annual waves,
identified a number of positive aspects of the
HRA-O system. The questionnaire and feedback
report were seen as ‘clearly set out, well-worded
and easy to follow, so user-friendly’. Many older
people thought that the level of detail made them
stop and think in detail about themselves, their
health and lifestyle. Receipt of the invitation to
complete the HRA-O questionnaire was seen as
evidence that the GP was ‘taking my requirements
seriously’.

The features of HRA-O system that concerned
older people who had completed it were around
its format, its purpose, the consequences of
completing it, its generalisability and its overall
usefulness.

The format of the responses was seen as a
problem, a ‘tick box’ approach being more limit-
ing than free text answers. The questions and
their answer options were sometimes too ‘black
and white’ and not able to pick up on the ‘grey
areas’ of health and wellbeing. As a consequence,
the individual’s response could be the best avail-
able match rather than a nuanced reflection of
health status, and this might have a detrimental
effect on the feedback, which may miss the point.

A clear explanation of purpose of ques-
tionnaire was needed, they suggested, to encou-
rage completion. There was some confusion
about the use of the data; was it primarily for
the benefit of the older person, for their GP (to
know more about them) or for the government
(to know about the population)?

Completion of the HRA-O questionnaire was
seen as being dependant on the honesty of the
older person’s responses, operating in two ways.
For example, defensiveness and fear of authority
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may influence the responses given (eg, about
finances, or alcohol consumption). On the other
hand, some older people had felt obliged to get
recent cholesterol and blood pressure data, in
order to complete the questionnaire accurately.

This added to the time taken to answer the
questionnaire, which was often completed over
several days.

HRA-O captures a snapshot of the person, and
older people stressed how quickly an individual’s

Table 1 Participants in the HRA-O evaluation

Interviews and nominal groups Area 1 Area 2 n

Older people and carers
Partnership for older people, older people’s panel X 9
Three nominal groups with older primary care patients who completed the

HRA-O
X 28

One nominal group with a primary care practice carers’ group X , 15

Social care
Service manager for older people care management team X 1
Two nominal groups with three older people care management teams X X 27
Acting team manager and acting senior practitioner, intermediate care team X 2

Primary care
Specialist pharmacist for older people X 1
Practice nursing professional lead X 1
Podiatry services manager X 1
Primary care team (nominal group) X , 8

Secondary care
Consultant in rehabilitative medicine X 1
Consultant geriatricians (two) X 2

Voluntary sector
Healthy living for older people project co-ordinator and information, advice

and advocacy manager, age concern
X 2

Chief executive, age concern in study area X 1
Branch manager, Alzheimer’s society in study area X 1
Director of crossroads X 1
Manager in black elderly group X 1
Manager in healthy ageing centre X 1

Commissioning/strategic level
Joint commissioning manager for older people’s services X 1
Director of provider services and Head of primary care nursing X 2
Prevention and carer strategy manager, joint commissioning unit X 1
Head of older people’s and physical disability services and programme director

(integration of older people and people with physical disabilities services)
X 2

Head of commissioning for older people’s and physical disability services X 1
Director of public health X 1

Housing
Project officers, supporting people X 2
‘Staying put’ X 1
Contracts and commissioning officer, supporting people and feedback from

stakeholders in supporting people forum
X 1

Others
Older people’s champion, chair of local Alzheimer’s society, vice-chair of local

age concern, observer on the Primary Care Trust’s implementation group for
the National Service Framework

X 1

Single assessment process facilitator, freelance consultant X 1
Older people’s partnership board X 13

85 45 130

HRA-O 5 health risk appraisal in older people; PCT 5 primary care trust.
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circumstances can change, asking how useful a
snapshot is, given the potential for rapid obsoles-
cence. Similarly, some processes of change can be
slow, but in variable ways. For example, bereave-
ment can be a complex and prolonged process for
some but not others. Social and family relationships
can be equally complex and changeable, sometimes
making a description of a social network of limited
value.

Perhaps the most telling perspective was that,
overall, the feedback from the HRA-O ques-
tionnaire (although very detailed) often did not
provide new knowledge: ‘It told me nothing that I
did not know already’.

Professional perspectives
Overall professionals across different dis-

ciplines considered that the HRA-O system
appeared comprehensive and its domains were
relevant to the health and well being of older
people. It included questions not asked in other
assessment forms, obtained new information
useful to professionals (well-being, social net-
work) and could help to provide evidence to
challenge some of the myths about older people
and their needs. Many saw that it could be useful
for long-term conditions, and was person-centred,
allowing them for self-assessment. Most assess-
ments are carried out at times of crisis or need for
intervention, they noted, but HRA-O fits the
prevention agenda.

The negative perceptions from professionals
centred on the complexity of the questionnaire
and feedback report, the responses that profes-
sionals would make to the information, the need
for reinforcement of the advice given and the
problem of compatibility of information systems.

The length of questionnaire was seen as a
problem, derived from the belief that older peo-
ple dislike filling in forms. There was a need to
balance information gathering against the risk of
overloading people. ‘HRA-O may be too much
for older people’. Older people may not under-
stand their medical history clearly enough to
report it accurately (ie) ‘mind-boggling for an
older person’. It was assumed that older person
would require a certain amount of confidence to
complete the questionnaire, which could be
anxiety provoking because of the fear of making
mistakes and of the implications of such mistakes.

For them it would be easier to say ‘No’ to the
opening question in each domain than to complete
all the subsequent questions. A group of social
workers debated ‘Who would complete this?’ and
answered that ‘It’s for nice little old ladies’.

Professionals asked about the uses of the
information, but in a different way to the older
people, because they were concerned about bal-
ancing enquiries about needs and wants with what
services could deliver. ‘What would happen if a
person really answered those questions in a way
that would cause concern?’

Reinforcement of motivation was seen as
essential to make change come about, because, in
the thinking of the professionals, health risk
behaviour was socially determined (ie, not
determined by knowledge or information). As a
result older people may have different definitions
of healthiness (particularly with reference to diet
and exercise).

Sharing of information with other professionals
was seen as key to producing benefits for older
people. ‘Unless this is shared, it is not worth the
paper it is written on’. Practitioners were not
always discriminating about what information
would be useful to them – ‘Any information is
good information’ – but were equally sure that
data from the HRA-O must fit with assessment
tools and IT systems already in use.

Discussion

This study has identified several important factors
that may partly explain the limited observed
impact of HRA-O in the British NHS setting. The
positive attributes of HRA-O were that it was
comprehensive and relevant, obtained new
information useful to professionals, was person-
centred and allowed self-assessment, fitted the
prevention agenda, was clearly set out, well-wor-
ded and easy to follow, and was user-friendly for
its target population. Its negative features were its
length and the time taken to complete the ques-
tionnaire. The discussion about these attributes
challenged some underlying assumptions about
the approach taken to health promotion, high-
lighted some potentially important modifications,
and emphasised the need for policy caution in
introducing interventions (such as ‘Life Checks’)
based on similar premises. The conclusions that
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we draw from the study refer to necessary refine-
ments of the HRA-O technology, the necessity of
greater insight into the social psychology of age-
ing, and the necessary and appropriate involve-
ment of professionals in reinforcing health
promotion advice.

1) Necessary refinement of technologies.
Although the older people participating in this
study appreciated the HRA-O questionnaire as
evidence of attentiveness to their health and
wellbeing, they were unsure of its purpose and
sometimes uncertain how to respond to it. The
snapshot of the individual generated by the
HRA-O questionnaire was a fuzzy one, lacking
the detail of an accurate portrait of a dynamic
self. Crucially, with the exception of the most
basic lifestyle factors, the HRA-O system did not
start out by ascertaining what they already knew
about improving their health, and what decisions
they had already made about doing so, but
assumed that providing knowledge of alternative
ways of living would prompt changes in behaviour
in those contemplating change. This is open to
criticism as a scattergun approach for changing
behaviour, rather than a truly personalised one,
because the advice given is tailored only to the
individual’s responses, not to their intentions,
which were not elicited.

2) Necessary insight into the social psychology
of ageing. Two attributes of older people appear
to be important in promoting or inhibiting beha-
viour change: attitudes to ageing and motivation.
Individuals with more positive self-perceptions of
ageing tend to practice more preventive health
behaviours after controlling for age, education,
functional health, gender, self-rated health and
race (Levy and Myers, 2004). Addressing views
about ageing rather than knowledge could help to
improve the efforts to increase the preventive
health behaviours in the older population.

Motivation appears to be the key to changing
behaviour, but the findings of studies in motivation
are paradoxical. In one US study ‘intrinsically’
motivated older persons (those who motivated
themselves) attended fewer health promotion
programmes than those who were more extrinsi-
cally motivated (ie, motivated by others) (Loeb
et al., 2001). Having a higher educational level and
fewer health problems emerged as significant pre-
dictor variables for intrinsic health motivation.
Those with less formal education attended more

health promotion programmes. This is relevant to
our studies of the HRA-O system in two respects.
Those who participated in nominal groups about
the HRA-O system after completing the ques-
tionnaires on at least two occasions may well have
been more educated and less unwell than those
who did not take part in the evaluation. Also,
repeated completion of the HRA-O questionnaire
(defined as three completions over four years) is
associated with higher levels of education, younger
age and fewer chronic diseases (Kharicha et al.,
2007). In other words, those most likely to take up
the HRA-O approach may also be those least
likely to utilise its recommendations.

3) Necessary and appropriate involvement of
professionals in reinforcement. The professionals
focused on their own concerns (about being able
to meet newly revealed need, or having infor-
mation in formats consistent with their data sys-
tems) as much as on the potential benefits of the
HRA-O system to older people. Their exposure
to older people with substantial needs was
reflected in their perceptions of the HRA-O
questionnaire being too burdensome for older
people and only suited to ‘nice little old ladies’.
This ‘pathological gaze’ contrasts with the high
levels of response to the HRA-O questionnaire
from relatively well community-dwelling older
people, from 88% at the first completion to just
over 60% at the third.

The professionals were perceptive about the
need for social reinforcement of the advice given
by the HRA-O system. Motivating change in older
people appears to require face-to-face encounters
to be effective. A systematic review of qualitative
and quantitative studies and reviews that focussed
on older people’s views and experiences of falls
prevention programmes (McInnes and Askie,
2004) illustrates this. The review found preferences
(among some groups of older people) for falls
prevention strategies that did not involve beha-
viour change, a need to promote the social benefits
of falls prevention programmes, and the impor-
tance of identifying and addressing factors asso-
ciated with activity avoidance. The authors
concluded that although trials of multi-factorial
falls prevention packages have reported beneficial
results, in clinical practice it is important to consult
with individual potential participants and find out
what characteristics they are willing to modify, and
what changes they are prepared to make to reduce
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their risk of falling. Otherwise, there is the risk that
expensive programmes are not properly targeted or
fail to achieve maximum participation rates.

Social settings may be more appropriate to
health promotion for older people than the
computerised and interactive environment pro-
posed by Prochaska and colleagues. For example,
two trials in US senior centres appeared to affect
health status positively, with improved physical
and psychosocial functioning (Wallace et al.,
1998), and a reduction in disability risk factors,
improvement in health status, no decrements in
functional status and no increase in self-reported
healthcare use, respectively (Phelan et al., 2002).

Reinforcement of health promotion advice for
older people through primary care is an alternative
strategy that we believe is worth exploring, but the
findings of this study suggest that a computerised
and interactive health promotion environment is
not likely to be a powerful engine for primary and
secondary prevention of disability in older people,
without such supplementation. There is some evi-
dence from the Swiss arm of the ProAge trial that
intervention by nurses to reinforce the advice given
did modify health risk behaviour (Stuck et al.,
2004b). This needs to be tested in different settings.
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Wanless, D., Forder, J., Fernàndez, J-L., Poole, T., Beesley, L.,
Henwood, M. and Moscone, F. 2006: The Wanless social
care review: securing good care for older people – taking a
long-term view. Project Report. King’s Fund, London.

196 Steve Iliffe et al.

Primary Health Care Research & Development 2010; 11: 187–196

https://doi.org/10.1017/S1463423609990442 Published online by Cambridge University Press

https://doi.org/10.1017/S1463423609990442

