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framework as it allows for the development, design, implementation and evaluation of 

a peer-led falls prevention education intervention, which will form the second phase 

of this research. 

2.5.1.3 Overview of the principles underpinning the provision of 
adult education 

Although it is beyond the scope of this thesis to review all research evidence 

pertaining to adult learning and educational theories, the principles relevant to falls 

prevention in older adults are worthy of consideration.  Those principles for evaluating 

the instructional design of falls prevention education interventions will be discussed.  

This includes peer-led falls prevention programs.  The following section briefly 

examines how adult learning and teaching strategies could be used to facilitate falls 

prevention education.  

2.5.1.3.1 Adult learning 

Learning is a complex behaviour (Merriam & Bierema, 2014) and can be 

defined as a process that “leads to a change in human disposition or capability that 

persists over a period and is not simply ascribable to processes of growth” (Gagné, 

1985, p. 2).  The learning process, and hence learning outcomes, may be influenced by 

physical, psychological, social and cultural dynamics (Merriam & Bierema, 2014).  

Learning itself may lead to a change in affective dimensions (attitude or emotion), 

psychomotor or overt dimensions (physical skill or capacity) or cognitive (knowledge) 

capacity (Anderson, Krathwohl, & Bloom, 2001).  Hence, learning will be reflected in 

“how we think, feel and act” (Merriam & Bierema, 2014, p. 41).  

Investigation into learning and teaching has found that because children and 

adults learn differently (Inhelder & Piaget, 1958), understanding the model of 

andragogy may be useful (Knowles, 1970; Knowles, Holton III, & Swanson, 2005).  

Andragogy has been defined as the “art and science of helping adults learn” (Knowles, 

1970, p. 38).  There is no universal theory that encompasses the myriad of influences 

on how adults learn or that include all the types of learning (Fenwick & Tennant, 2004; 

Merriam, 1987), and as such, multiple perspectives have been found to contribute to 

adult learning (Fenwick & Tennant, 2004; Merriam, 1987).   
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Knowles and Associates (1984; 2005, p. 63) have suggested that there are six 

crucial assumptions regarding the characteristics of adult learners.  Briefly, these are: 

1. The need to know.  Adults need to know the reason and value for learning 

something 

2. Self-directed in learning.  Adults develop a self-concept of being responsible for 

themselves, hence, are self-directed learners 

3. Prior experience.  Adults bring a wealth of experience to their learning compared 

to youths 

4. Readiness to learn.  Adults engage in a learning activity when they see it has 

personal relevance and hence, develop a drive to solve their real-life issues 

5. Orientation to learning.  Adults are task or problem-centred when learning, using 

their learning to help them deal with life issues 

6. Motivation.  Adults are intrinsically motivated 

By understanding how adults learn, educators can more effectively plan and 

design instruction, incorporate efficacious learning strategies and provide appropriate 

resources to foster both learning processes and outcomes for adults (Foley, 2004).  This 

is important for facilitating learning, for as was shown in Section 2.4.1, many older 

adults have low levels of interest in learning about falls prevention as they see this as 

not being personally relevant.  Moreover, as previously discussed, studies have found 

that older adults have reported that the information provided to them was often unclear, 

used unfamiliar terms and was unappealingly presented (Bunn et al., 2008; Dickinson, 

Machen, et al., 2011; Hill, Hoffman, Beer, et al., 2011; Snodgrass et al., 2005). 

Although valuable, ongoing research in the field of education has found that 

the andragogical model does have certain limitations of which the researcher needs to 

be aware.  Specifically, researchers have concluded that it cannot control for factors 

such as the adult learners’ extrinsic motivation; information processing capacity in 

learning; the personal influence of the educator; and the capacity for self-reflection by 

adults (Abela, 2009). Nor can it predict potential influences (e.g. personal or societal) 

on the adult (Merriam & Bierema, 2014).  Such factors are largely motivational in 

nature.  Motivation has been defined as “a hypothetical construct to explain the 

initiation, direction, intensity and persistence of goal-oriented behaviour” (Good & 
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Brophy, 1990, p. 360).  Gagné (2005) has concluded that learner motivation be 

considered in designing the instruction of a program.   

Motivation can be either intrinsic or extrinsic in nature (Merriam & Bierema, 

2014).  Intrinsic motivation is seen as the self-desire and drives to seek and accomplish 

an activity solely for the inherent satisfaction of the activity itself rather than an 

external pressure or reward (Ryan & Deci, 2000).  One of the factors that may engender 

intrinsic motivation for learning is fostering a sense of competence or self-efficacy as 

previously discussed (Ryan & Deci, 2000).  In contrast, extrinsic motivation is 

accomplishing an activity to achieve outcomes external to the individual such as 

recognition or approval from others (Gagné, 2005; Merriam & Bierema, 2014).  

Wlodkowski (2008, pp. 46-47) further theorised that there are four main motivational 

conditions that need to be addressed during adult learning, namely, (i) inclusion, (ii) 

developing attitude, (iii) enhancing meaning, and (iv) engendering confidence.  

Wlodkowski (2008) proposed that addressing these conditions in an instructional 

design plan can enhance the learning experience and ultimately, should evoke intrinsic 

motivation within the learners.  This is particularly relevant to the present research as 

studies (Section 2.4.1 Factors influencing older adults’ engagement and uptake of falls 

prevention strategies) have shown that low personal control, confidence to manage the 

risk of falling (deemed inevitable) and low motivation to learn are barriers to 

generating intrinsic motivation to engage in falls prevention actions. 

Table 2.5 presents a combined summary of key findings from the work 

undertaken by Knowles & Associates (1984), Merriam & Bierema (2014) and 

Wlodkowski (2008) as far as these relate to the principles of motivation and adult 

learning; design and concepts of an adult education program; and concepts as applied 

to falls prevention for older adults. Such a summary provides, from an andragogical 

perspective, the theoretical underpinning of the present research. This will further be 

complemented by insights from the work of Bloom (1956). 
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Bloom’s two-dimensional taxonomy of the cognitive domain is another 

perspective recognised as contributing to a better understanding of how individuals 

process information cognitively and organise knowledge (Anderson et al., 2001; 

Merriam & Bierema, 2014).  The categories of Bloom’s taxonomy are organised in a 

hierarchical continuum of complexity or abstraction (Bloom, 1956).  The cognitive 

process dimension comprised of six categories on a continuum: Remember (least 

complex), Understand, Apply, Analyse, Evaluate, and Create (most complex).  In a 

falls prevention program, which aims for behaviour change including planning or 

creating an intention towards change, the challenge is for an educator who may often 

be a health professional, to help the older adult process and integrate cognitive 

information towards at least the level of analysis on the continuum.  Otherwise, an 

older adult may understand and retain the information, but not know how to apply the 

knowledge learned in a meaningful way.  Similarly, another aim could be to progress 

the older adults’ knowledge dimension closer towards the more abstract end of the 

scale, where greater use is made of metacognitive strategies (Table 2.6). 

Table 2.6 Bloom's Knowledge Dimension Applied to Falls Prevention Education 

Categories of 
knowledge 

Explanation in the context of providing falls  
prevention education to older adults 

Conceptual 
knowledge 

Encompasses an understanding of the interrelationship and function of 
the basic elements within the structure of the phenomenon; e.g. nature 
of falls, falls risk factors and strategies that are known to reduce falls 

Procedural 
knowledge 

Encompasses knowledge “how to do something”, e.g. a series or 
sequence of steps to assess personal falls risk factors, completing a 
home risk checklist 

Metacognition 
knowledge 

(higher level of 
abstraction) 

Encompasses self-awareness, self-reflection and cognition, e.g. problem-
solving strategies to manage one’s falls risk factor such as how to 
modify my home environment to make it safer 

Adapted from Anderson, Krathwohl, and Bloom (2001) 

2.5.1.3.2 Strategies for teaching adults 

When providing older adults with a health education program, it is important 

to keep in mind the overall principles of working with an adult learner. That is, that 

learning should be undertaken in a conducive environment, remain positive in focus, 

and be interactive and meaningful (Findsen & Formosa, 2011).  As discussed earlier, 

any information provided should be well-designed, preferably tailored to a specific 
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audience and be available in various formats (Coulter & Ellins, 2007; Hill, Lowe, & 

Ryan, 2011).  A systematic review of studies involving health behaviour change 

reported that by providing tailored information, participants demonstrated better 

retention of information and improved health outcomes (Ryan & Lauver, 2002). 

It has also been posited that appropriate pedagogical skills can help in 

imparting information and actively engaging learners (Merriam & Bierema, 2014).  In 

addition, rich resources such as manuals, books and audiovisual aids have been shown 

to be a minimum requirement for pedagogy and facilitating the learning of adult 

learners (Knowles et al, 2005; Spector, Merrill, Elen, & Bishop, 2014).  Such resources 

can provide an enriched learning experience that promotes communication, 

accommodates transfer of information from the educator to the learners, and aids 

retention (Dale, 1969; Dale, 1970).  Strategies proposed for educators to assist learners 

and tailor learners’ experience include scaffolding knowledge, providing experiential 

learning, engaging in role-modelling and considering sensory preferences.  The 

strategy of scaffolding, pioneered by Vygotsky (1978) has been described as “assisted 

learning” (Wlodkowski, 2008, p. 183).  This process can be described as educators 

gradually assisting an individual learning to perform a task beyond their personal 

capacity, until an independent performance has been demonstrated (Jaramillo, 1996; 

Sanders & Welk, 2005).  The educator can tailor the teaching styles, and provide 

prompts at an appropriate time, amount and pace to suit the individual(s) to build a 

bridge to new knowledge and foster learning (Wlodkowski, 2008).  There is also a 

social dimension to adult learning (Merriam & Bierema, 2014).  Bandura (1977a) 

proposed that learning occurs by interacting with a teacher or by listening to 

information presented, but also when an individual interacts with the social 

environment.  Vygotsky (1978) further proposed that influence from educators and 

collaboration with more competent peers, such as expert models, can guide the 

individual’s socio-cultural learning experience to a higher level of learning outcome 

(Jaramillo, 1996).  Previous qualitative studies have found that older adults are passive 

about seeking falls prevention information (Lee, McDermott, Hoffman, & Haines, 

2013) which suggests that social initiatives could facilitate their engagement in falls 

prevention.  The application of scaffolding and pedagogical skills could potentially 

improve learning regarding falls prevention, as researchers have found that some falls 

prevention information imparted was unclear in providing the rationale and benefits of 
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engaging in falls prevention to stimulate older adults’ motivation (Dickinson, Machen, 

et al., 2011; Yardley, Donovan-Hall, et al., 2006).  Finally, it is essential that learning 

styles are taken into consideration when teaching adults.  Learning styles are reflected 

in how people use their senses to perceive and process information (Fleming & Baume, 

2006; Merriam & Bierema, 2014).  Frequently cited learning styles that have been 

described (Fleming & Baume, 2006) are:  

 Visual - a preference for information in pictorial, graphical or pattern mode 

 Aural - a preference for information by hearing or listening mode 

 Read/write - a preference for information in the printed word mode 

 Kinesthetic - a preference for information and learning by experiencing with all 

senses including tactile and by application 

Systematic reviews in a variety of health areas have found that high quality 

online education programs as well as video and personalised classes are more effective 

for education of people with health conditions, but this has not been trialed in falls 

prevention.  Other fields of health, such as cancer care, have explored modes of 

learning that were effective in patient education and information dissemination.  A 

systematic review of 16 cancer care studies of 2,318 participants, of which 15 were 

RCT studies, found video-recording or written summaries improved participants’ 

recall of information and improved satisfaction following medical consultations 

(Pitkethly, Macgillivray, & Ryan, 2008).  Other systematic reviews in cancer care 

found that multimedia such as video and interactive technology increased participants’ 

knowledge (Gysels & Higginson, 2007; Ryhanen, Siekkinen, Rankinen, Korvenranta, 

& Leino-Kilpi, 2010).  Furthermore, another systematic review investigating different 

presentations of video-assisted patient education found that modelling seen in enacting 

specific scenarios was more effective than didactic video presentation in facilitating 

behaviour outcomes (Abu Abed, Himmel, Vormfelde, & Koschack, 2014).   

However, exploration into the use of learning style and preferences for 

sensory modalities has been limited in falls prevention research.  Falls prevention 

online learning websites were assessed and found to be lacking in providing tailored 

information, had low credibility and poor coverage of falls-related information 

(Whitehead, Nyman, Broaders, Skelton, & Todd, 2012).  The following section will 

describe the studies in more detail, but as previously discussed education interventions 
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in falls prevention involved handing out generic falls prevention printed material, such 

as pamphlets, which is not an optimal tailoring of the information to be presented 

(Chang, Huang, & Jung, 2011; Huang, Liu, Huang, & Kernohan, 2010; Rucker et al., 

2006).  In contrast, a RCT that evaluated falls prevention education using a DVD-

media compared to written workbook, found that those participants in the DVD group 

had significantly increased knowledge and were more confident to engage in falls 

prevention strategies (Hill et al., 2009).  Researchers from areas of falls prevention and 

cancer care have recommended that the needs and requirements of users be 

investigated to improve the capacity to provide tailored information in future, and 

determine which target audience may be suitable for exposure to a specific type of 

media (Thygesen, Nicolaisen, & Mogensen, 2015; Whitehead et al., 2012).   

In summary, some individuals may have a strong preference for one learning 

style whilst other individuals may be multimodal in their approach to learning 

(Fleming, 2007).  While it may not be possible to address all learning styles and 

preferences during an education session, educators should be aware of diverse learning 

preferences among the audience for processing information during the design and 

development of instruction for an education session (Fleming & Baume, 2006).   

2.5.1.3.3 Effect of ageing on adult learning 

The central components of adult learning require both integrating sensory 

input and memory including cognitive processing of learned information.  With 

ageing, the physiological decline in visual and hearing capacity may affect sensory 

feedback for learning.  These changes should be factored into health education 

programs, such as those that provide falls prevention education for older adults.  Over 

68% of adults over the age of 80 will have cataracts and over 35% will suffer some 

form of visual impairment (Rosenthal & Fischer, 2007).  The visual capacity such as 

the ability to detect contrast, colour discrimination, sensitivity to glare or perception 

of speed have been shown to decline with age (Schieber, 2006).  It has also been 

reported that over 20% of those in their 70s have hearing impairment (Bjorklund, 

2011).  While intelligence remains generally intact, there is a decline in memory 

capacity as one ages.  Memory is the ability to store information for use when needed 

(Bjorklund, 2011).  There is some evidence that older adults tended to become 

relatively slower and less efficient in both cognitive processing of learned information 
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(memory) and their capacity to perform multiple tasks simultaneously for higher level 

executive function, such as reviewing options and decision-making (Old & Naveh-

Benjamin, 2008).  Therefore, these changes should also be taken into consideration 

when designing health education for older adults. Concurrently, older adults frequently 

experience a general decline in health with ageing.  Over 85% of people aged 65 and 

above suffer one or more chronic diseases (Bjorklund, 2011).  Together with related 

medication, these can also affect cognitive abilities including memory and learning 

capacity.  However, research has shown that there are factors that can attenuate these 

age-related effects on older adults’ learning experiences.  Factors such as fostering 

personal interest and relevance in the topic, capitalising on rich life experience, good 

instructional design, and applying pedagogical skills can help overcome such barriers 

to learning and potentially motivate older adults to achieve successful learning 

outcomes (Bjorklund, 2011; Merriam & Bierema, 2014). 

2.5.1.3.4 Section Summary  

In summary, key education and adult learning principles, as well as 

pedagogical skills are relevant when providing older adults with education, including 

falls prevention education.  Such relevancy lies in improving and retaining their 

knowledge and potentially overcoming age-related physiological changes.  

Accordingly, programs designed to provide falls prevention education for older adult 

learners should draw on these principles of design to improve effectiveness.  The intent 

should be to provide education to better engage the older adult learner, raise the levels 

of awareness and knowledge, and motivation to promote eventual engagement and 

uptake of falls prevention strategies.  These will be discussed further in the next section 

regarding evidence for providing falls prevention education.  The present research will 

design a peer education program (intervention) that will incorporate these theories, 

skills and strategies.  This program will be described in Chapter 7.  

2.5.2 Studies evaluating the provision of patient-directed 
education for falls prevention 

This section will provide a review of the literature that has examined the 

provision of falls prevention education for older adults, including the theoretical structure 

and concepts used to design the education interventions in these studies.  Very few trials 
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have evaluated the provision of falls prevention education as a single intervention in 

community-based research. Hence, those trials conducted in hospital settings will also be 

included.  Trials that have evaluated the provision of falls prevention education that 

specifically used a peer-led approach will be reviewed in Section 2.6.3.  

2.5.2.1 Systematic review of the evidence for providing falls 
prevention education for older adults 

The focus of this section is to examine the evidence from systematic reviews 

and meta-analyses or studies that have investigated falls prevention education as a single 

or part of a multifactorial intervention in two separate settings (hospital or community-

based).  A systematic search of the electronic databases was undertaken for relevant 

studies published from January 1995 to April 2016.  Databases searched were CINAHL, 

Medline, and EMBASE.  Key search terms included ‘falls prevention’ combined with 

‘education’ initially, or variations dependent on the database searched.  Systematic or 

literature reviews written in the English language and using these descriptors were also 

searched.  The search strategy is presented in Appendix D, Table D.1.  Figure 2.2 

illustrates the studies/papers reviewed at each step of the review.  Studies were included 

if they met all the following criteria: 

 They investigated training and educating older adults regarding falls and falls 

prevention as a single strategy intervention or part of a multifactorial intervention 

 Participants were older adults who were aged 60 years and over 

Studies were excluded if any of the following criteria applied: 

 They were investigating training and education regarding falls prevention for 

older adults who lived in residential-based care 

 They investigated staff education regarding falls prevention 

 They investigated non-education interventions 

 They were not written in English 



 

49 

 
Figure 2.2 Flowchart of the Search and Selection for Articles Included in the 

Review of Providing Falls Prevention Education for Older Adults 

The search strategy yielded 106 papers that were screened for eligibility in 

terms of inclusion criteria.  On that basis, 87 papers were rejected and 19 were retrieved 

for evaluation.  Two papers were found to be a duplication of the same study, thus 

reducing the number of eligible studies to 17.   

Of the 17 studies, seven were conducted in hospital-settings and seven in the 

community.  Three were systematic reviews that included falls prevention education 

in their evaluation (Chang et al., 2004; Gillespie et al., 2012; Lee, Pritchard, 

McDermott,& Haines, 2014). The systematic reviews will be discussed in Section 

2.5.2.2; the community-based studies identified from the systematic reviews will be 

discussed in Section 2.5.2.3; and the hospital studies in Section 2.5.2.4.  A full 

description of the community-based studies’ characteristics is presented in Appendix 

D, Table D.2.  
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2.5.2.2 Systematic reviews examining the effect of providing 
education on falls 

One of the key challenges in the field of falls prevention education research 

is that there is scarce evidence about design and delivery of relevant educational 

interventions.  Only a small number of systematic reviews have examined the effect 

of providing education on falls outcomes.  In comparison, when reviewing the research 

evidence in the field of cancer and diabetes education, these areas of health have more 

extensively investigated the potential benefits of providing health education.  For 

example, systematic reviews into the effectiveness of a pre-operation education 

program for cancer patients (Waller et al., 2015) and cancer-related fatigue (Du et al., 

2015) were examined.  Fourteen studies were identified for the former review and 10 

studies for the latter.  These systematic reviews differentiated their findings according 

to the mode of delivery (face-to-face or group basis); strategies used (written or audio-

visual) and education-related outcomes (knowledge, satisfaction or anxiety).  

Furthermore, these authors also provided evidence for the use of a theoretical 

framework and identified gaps for future research in their conclusion.  Similarly, 

systematic reviews into the effectiveness of education in self-management of diabetes 

(Thongsai & Youjaiyen, 2013) and diabetic foot ulcer care (Dorresteijn, Kriegsman, 

Assendelft, & Valk, 2014) differentiated their findings according to different 

healthcare settings (community or residential care facilities). Evidence was then 

presented in detail regarding their interventions’ content, dosage and whether primary 

or secondary outcomes were achieved.   

However, regarding falls research, after database search and extraction, a 

systematic review and meta-analyses (Chang et al., 2004) found 40 falls prevention 

studies in older adults, but only two evaluated an education intervention as a primary 

component of the studies.  Chang et al. (2004) did not specifically differentiate the 

studies’ findings regarding the studies’ mode of delivery, education strategies used, 

assessment tools, outcomes, nor elucidate the reader about the key issues in the 

education component of their review.  Similarly, the second, more recent systematic 

review of 159 studies (79,193 participants) (Gillespie et al., 2012) evaluating the 

evidence for falls prevention interventions amongst community-dwelling older adults 

combined only four studies in the sub-group analyses which evaluated education 

(2,555 participants) (Dapp et al., 2011; Huang et al., 2010; Robson, Edwards, 
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Gallagher, & Baker, 2003; Ryan & Spellbring, 1996).  This is in comparison with their 

sub-group analyses of exercise interventions where pooled data from of 59 studies 

(13,265 participants) (Gillespie et al., 2012).  The community-based studies identified 

in the review will be discussed in the following section about falls prevention 

education in community settings.   

The third systematic review specifically investigated the effectiveness of falls 

prevention education for older adults during their hospital stay or after their discharge 

(Lee et al., 2014).  Nineteen studies were identified for meta-analyses and eleven 

studies were included for qualitative synthesis and critical narrative analysis (Lee et 

al., 2014).  Their review found patient education in falls prevention to be effective in 

reducing the rate of falls [risk ratio 0.77, 95%CI (0.69 to 0.87)] and the number of 

fallers in hospital [risk ratio 0.78, 95%CI (0.7 to 0.87)] (Lee et al., 2014).  This review 

is of better quality when compared to the earlier two systematic reviews in falls 

prevention education because the authors acknowledged the heterogeneity of the 

interventions in their findings and this was reflected in their analysis and reporting.  

The meta-analyses conducted were based on intervention factors such as healthcare 

setting, mode of delivery, educational strategy used and content/dosage of 

intervention.  Consistent with other findings in the earlier section, the authors of this 

review (Lee et al., 2014) reported that only a few studies used theoretical models to 

guide their education interventions.  One recommendation included using video-based 

multimedia in delivering falls prevention messages.  Unfortunately, most of the studies 

in this review were hospital-based and it was not reported which education components 

of the post-discharge studies were delivered in hospital and which were delivered after 

discharge.  

2.5.2.3 Summary of studies that investigated falls prevention 
education in community settings  

Studies that evaluated the provision of falls prevention education in a 

community setting are summarised in Table 2.7.  A detailed presentation of the 

characteristics of these studies is found in Appendix D, Table D.2.  Community-based 

studies identified in the systematic review conducted by the candidate (detailed in 

Table 2.7) mainly delivered education as a provision of written brochures containing 

falls prevention information (Lin, Wolf, Hwang, Gong, & Chen, 2007; Rucker et al., 
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2006), health information such as nutrition (Kim, Yoshida, & Suzuki, 2013) or 

exercise information (Chang et al., 2011), as a potential means of reducing falls.  The 

content of the information was not specifically related to falls in some of these studies 

and appeared to use a generic non-tailored approach in the education component of 

their interventions.  As highlighted earlier in Section  2.5.1.3.2 (Strategies for teaching 

adults) and reported by educational research studies, the use of written education 

brochure material alone and/or with minimal verbal interaction has been found to be 

insufficient and of less benefit in preventing falls compared to a multimedia and 

intensive feedback education approach (Haines et al., 2011; Tzeng & Yin, 2009).  The 

use of multimedia is superior to written information in that it appeals to various 

learning styles (Dale, 1970; Merriam & Bierema, 2014).  Compared to a generic 

approach as used in these studies, researchers have previously proposed that education 

interventions be underpinned by theories and be tailored to a group or the individual 

to be more effective in improving motivation and facilitating behaviour change 

(Brawley, Rejeski, & King, 2003; Kreuter, Oswald, Bull, & Clark, 2000; Kreuter & 

Wray, 2003; World Health Organisation, 2007; Yap & Davis, 2008).  Finally, these 

studies did not provide information about the dosage of their education component nor 

elaborate on the content and design of the education material which is integral to 

measuring outcomes robustly and for reporting of the intervention such that it can be 

replicated.  

Another study evaluated a 15-week exercise and education program conducted 

in the community by health professionals on either a group or home-basis (Haas & 

Haines, 2014; Haas, Mason, & Haines, 2014).  In evaluating the program, the researchers 

found that very few of the older adults could recall the falls prevention education 

component of the program and concluded that the didactic approach used was 

insufficient for engaging participants.  Unsurprisingly, it was found that only a few older 

adults adopted the recommendations offered.  As discussed (Section 2.5.1.3.1 Adult 

learning), adult learners have a readiness to learn when they see relevance, are goal-

oriented and like to draw on their prior experience to facilitate their learning (Knowles 

& Associates, 1984; Merriam & Bierema, 2014).  These researchers recommended an 

alternative pedagogical approach such as using a goal-setting technique to increase 

knowledge and to influence behaviour change (Haas & Haines, 2014).  In contrast, 

another randomised trial community-based falls prevention education study that also 
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included a home visit and teaching exercises to the older adult participants reduced falls 

significantly by 31% in their intervention group participants (Clemson et al., 2004).  

Their positive outcome was achieved by using a cognitive-behavioural approach, 

strategies to enhance adult learning including group interaction, practice, and 

encouraging participants to make an action plan. 

Further community-based studies were identified (Dapp et al., 2011; Huang 

et al., 2010; Ryan & Spellbring, 1996) from the large systematic review (Gillespie et 

al., 2012).  These studies found falls prevention education intervention not to be 

significantly effective in reducing falls-related outcomes.  None of the four studies 

explicitly referred to adult learning principles or used educational theories, and two of 

them (Huang et al., 2010; Ryan & Spellbring, 1996) did not state any theoretical 

framework in guiding their education intervention component.  As discussed in Section 

2.5.1.1 (Health education), a theoretical framework is important in facilitating 

behaviour change and adult learning.  One study’s falls prevention education program 

was framed around the negative consequences of falling and did not foster personal 

relevance (Ryan & Spellbring, 1996).   

In comparison, those community-based post-discharge studies (Hill, 

Hoffman, Beer, et al., 2011; Hill et al., 2013) identified in the systematic review (Lee 

et al., 2014) that were designed with theoretical models and conducted with 

multimedia and/or workbooks, with tailored one-on-one interaction with a health 

professional, had a positive impact on the community-dwelling participants.  One of 

these studies was a pilot trial’s education intervention design that was tested for 

pedagogical efficacy in meeting falls-related education and health behaviour outcomes 

prior to the conduct of the study (Hill et al., 2009).  A related study by the same 

researcher (Hill et al., 2013) found that the group receiving intervention education 

increased their level of knowledge regarding falls prevention strategies (71%) when 

compared with the control group (29%).  Another study, a pilot randomised trial of 

tailored multimedia falls prevention education using adult learning principles and 

guided by a theoretical framework, was found to be effective in significantly raising 

the patients’ level of knowledge, motivation, self-confidence and self-perceived risk 

of falls as well as other health outcomes measures after discharge from hospital (Hill 

et al., 2013). 
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2.5.2.4 Provision of falls prevention education as an intervention 
for reducing falls in hospitals 

A limited number of RCTs have been conducted in hospital settings that have 

included patient education (Ang, Mordiffi, & Wong, 2011; Cumming et al., 2008; 

Dykes et al., 2010; Haines et al., 2006; Healey, Monro, Cockram, Adams, & Heseltine, 

2004).  The following RCTs have evaluated patient education in falls prevention either 

by completing a primary or subgroup analysis in hospital populations (Table 2.8).  

These falls prevention education programs were delivered either as a single 

intervention (Haines et al., 2011; Hill et al., 2009; Hill et al., 2015) or as part of a 

multiple intervention (Ang et al., 2011; Dykes et al., 2010; Haines et al., 2006).  Four 

of the studies in Table 2.8 used theoretically-driven models in their interventions and 

were found to be effective either when measured using falls-related outcome or 

improving participants’ awareness of falls risk, knowledge about falls prevention or 

engagement in falls prevention strategies.   

The study conducted by A-M. Hill et al. (2015) showed several significant 

positive effects. This cluster RCT could measure and demonstrate that the use of 

theoretical and adult learning principles led to participants taking appropriate falls 

prevention actions in hospital.  A large RCT (n=1206) providing tailored multimedia 

falls prevention education designed using the Health Belief Model and behaviour 

change concepts, reduced falls in the intervention group by 49% (4.01 per 1,000 

patient-days)(adjusted hazard ratio 0.51; 95% confidence interval 0.28-0.93) 

compared to the control group (8.72 per 1,000 patient-days) (adjusted hazard ratio 

0.43; 95% confidence interval 0.24-0.78) in a cognitively intact older adult patient 

group whilst in the hospital (Haines et al., 2011).  The cognitive status of these 

participants was screened using the Short Portable Mental Status Questionnaire where 

scores of 7 of 10 and above were considered to indicate that participants were 

cognitively intact.  However, this study, which used a three group randomisation, 

demonstrated that using multimedia education (DVD and a written workbook) to 

provide falls prevention information showed no significant effect on falls outcomes 

(Haines et al., 2011).  Only the group that received tailored follow-up to assist them to 

personalise the information and make an action plan had reduced falls incidence.   
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Table 2.8 Theories and Principles Applied in the Design of Hospital-Based Falls 
Prevention Education Trials and Effectiveness of Their Outcome 
Measures 

Studies Theories or 
principles applied 

Intervention Effectiveness 
(outcome measures) 

Haines 
2006 

Threat appraisal; 
Protection 
Motivation Theory; 
Goal-setting and 
review 

One-on-one education 
sessions with an 
occupational therapist 
and information 
booklet 

Significantly lower fall 
incidence in intervention 
group patients.  Increased 
awareness of falls risks 

Hill. 
2009 

Health Belief Model Education program 
either with DVD or a 
workbook 

Intervention group patients 
showed significant increase in 
knowledge.  Those with DVD 
education had higher 
perceived risk of falling, 
higher self-efficacy and 
motivation 

Dykes 
2010 

 

No theory used 
 

Tailored education 
using health 
information 
technology program 
and Falls Prevention 
Tool Kit software 

Significant lower rate of falls 
in intervention group patients  

Ang 
2011 

Education principles 
to increase awareness 
of risk of falling and 
knowledge of falls 
prevention strategies 

Tailored education 
program  

Decrease in fall incidence rates 
in intervention group patients 

Haines 
2011 

Health Belief Model Education program 
either with multimedia 
with health 
professional or written 
material only 

Intervention with multimedia 
and health professional 
education reduced falls in 
patient subgroup (cognitive 
intact)  

Hill 
2015 

Health Belief Model 
and adult learning 
principles 

Multimedia education 
package with health 
professional follow-up 

Intervention group patients had 
significant reduction in falls, 
injurious falls and fallers  

 

Importantly, this study’s findings underscore the BCT involving participants 

developing an action plan to personalise the information and message in the design of 

their education program.  Overall, these findings support the work of Dale (1970) and 

Fleming & Baume (2006) introduced earlier in Section 2.5.1.3.2 (Strategies for 

teaching adults) regarding multimedia-based education to accommodate the different 

learning styles.   

However, these research trials listed earlier in Table 2.8 were conducted in a 

hospital setting.  Although they demonstrated the benefits of using theory to design 
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and deliver their interventions, the interventions were individually tailored and 

presented using an intensive face-to-face mode of delivery by trained health 

professionals.  Therefore, the findings from these trials may not be as applicable for 

falls prevention education which is provided to older adult groups in a community 

setting.  However, the findings from those hospital-based falls prevention education 

studies do demonstrate that the use of theory could be extended to the design of 

community-based falls prevention education studies. 

2.5.2.5 Challenges in providing falls prevention education 

Overall, there is a paucity of studies investigating educational interventions for 

older adults in falls prevention.  Besides the scarcity of evidence about the efficacy of 

educational interventions, there appears to be a problem with the methodology of trials 

conducted in this field of research.  Apart from some exceptions, mainly in the hospital-

based studies, most of the other studies have not been designed with an explicit 

theoretical, educational or pedagogical framework in mind, or with health behaviour 

change concepts being clearly articulated.  As discussed in the earlier section, research 

has found that some older adults have been found to possess low levels of knowledge 

and motivation and feel that falls prevention is not personally relevant.  Barriers to 

engaging in falls prevention strategies were also identified.  Accordingly, an intervention 

should be designed using theoretical models, encompass adult learning pedagogical 

principles and behaviour change concepts to optimise adult learning, improve 

knowledge, and enhance motivation, to provide maximum likelihood of achieving an 

engagement with the target health behaviour topic.  The challenge remains to determine 

whether falls prevention education is a viable means of reducing falls by providing more 

compelling evidence through well-designed and rigorous investigations. 

2.6 Providing Peer Education for Falls Prevention 

Peer education has been used as a health education approach for providing 

older adults with falls prevention education.  This section will critically review the 

evidence for the efficacy of peer education programs in the area of health, emphasising 

evidence for programs pertaining to older adults.  This section will include a systematic 

review of studies that have used peer approaches for delivering falls prevention 

education. 
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2.6.1 Definition of peer and peer education  

Articulating a clear definition of a peer facilitates an understanding of the peer 

role and assists in objectively evaluating peer-led education interventions.  Peers have 

been described as groups that share common characteristics, circumstances, and 

experiences (i.e. ‘peerness’) instead of just being characterised as possessing a single 

characteristic (Shiner, 1999; Simoni et al., 2011).  However, other researchers have 

found that the description of who constitutes a peer has not been addressed well in the 

research literature (Doull, O'Connor, Welch, Tugwel, & Wells, 2008), and some have 

stated that there is no consensus of who a peer is in the literature (Shiner, 1999; Simoni 

et al., 2011).  This is supported by numerous studies (Dale, Caramlau, Lindenmeyer, 

& Williams, 2008; Dennis, 2003; Dorgo, Robinson, & Bader, 2009; Doull et al., 2008; 

Garcia, Metha, Perfect, & McWhirter, 1997; Lobo, McManus, Brown, Hildebrand, & 

Maycock, 2010; Lorig, Hurwicz, Sobel, Hobbs, & Ritter, 2005; Simoni et al., 2011; 

Solomon, Secker-Walker, Flynn, Skelly, & Capeless, 2000; South, Meah, Bagnall, & 

Jones, 2013; Turner & Shepherd, 1999; Webel, Okonsky, Trompeta, & Holzemer, 

2010) which have shown that there is considerable variation in approaches, roles, 

modalities and settings of peer interventions, as shown in Table 2.9.  

Table 2.9 Definitions of the Characteristics of Peers and Peer-Led Interventions in 
the Literature 

Characteristics Descriptors 

Terminology  Volunteer walk leader; community health educator; lay 
volunteer worker; peer leader; peer mentor  

Approach One-to-one (individual), one-to-group basis or combination 

Roles Peer mentoring; peer support peer counselling; peer education 

Focus Providing emotional, appraisal or informational support 

Modality Face-to-face; telephone; online email; internet 

Setting Hospital; community; clubs 

Age groups and Context Youth mental health 
Older adult falls prevention 
Pregnant women and smoking 

Experience or area of 
Interest 

*HIV; cancer; smoking; physical activity for older adult; 
chronic disease 

*HIV: Human Immunodeficiency Virus 
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While a peer has been described as someone with shared characteristics 

(Shiner, 1999; Simoni et al., 2011), other studies and reports have defined a peer 

differently, including by traits such as someone whom the peers trust (United Nations, 

2003) or as accepted by their peers (Australian Injecting & Illicit Drug Users League, 

2006).  Overall, research suggests that a peer may be defined by three elements 

(Simoni et al., 2011; South et al., 2013).  Firstly, the peers share relevant common 

characteristics with the target group, such as age, even though some other 

characteristics may vary between the peer and the group, such as ethnicity, gender, 

socioeconomic status, culture, religion or education.  The second element is that the 

peer experience is valued by the organiser of the peer education program and the peer-

led role is an integral component of the intervention being tested.  These characteristics 

enhance the capacity of peers to share, relate and empathise with their target groups in 

a way that non-peers were unable to do (Doull et al., 2008).  The third element is that 

the peer educators are engaged as volunteers (i.e. have a non-formal role) and have not 

received formal vocational education for their role.   

There is also no single definition regarding the term “peer education” in 

health.  A comprehensive review of studies investigating peer education in the area of 

health, alcohol and drugs found variations in use of the term peer education, and 

reported that in most cases, the term was not clearly defined (McDonald, Roche, 

Durbridge, & Skinner, 2003).  Peer education has been described as an “umbrella” 

term (Shiner, 1999, p. 557) used to describe a range of interventions and learning 

approaches, where both the educator and the peer(s) share an affinity with a 

characteristic such as age or experience.  In healthcare, peer education has been 

described as a method to communicate health information, increase knowledge and 

awareness of a topic, impart values and facilitate behaviour change with their peers 

(Sciacca, 1987; South et al., 2013).  In addition, it has been recommended that peer 

education should encompass skill-building and making informed decisions, which 

differentiates peer education from other peer interventions (USAID, 2010).  Other 

researchers have stated that peer education may be differentiated from other peer 

interventions by examining the focus of the delivery (Shiner, 1999), with peer delivery 

seeking to empower the participants, providing skill development as well as achieving 

desired outcomes (Madden, 2005).  This involves a process of training motivated 

volunteers to impart knowledge and share attitudes, beliefs and skills with their peers 
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(Stakic, Zielony, Bodiroza, & Kimzeke, 2003).  Therefore, peer education in health 

can be viewed as a session or a series of sessions, delivered by a trained lay volunteer 

to impart health information and skills but also to influence the health-related 

behaviour of the audience.   

2.6.2 Rationale, benefits and challenges of peer-led education in 
health 

Studies reviewing peer-led health education conducted in younger populations 

have identified benefits for both the peer educators and for the organisation (Quine, 2006; 

Turner & Shepherd, 1999).  Such benefits have provided a rationale for and justification 

of the peer education approach in healthcare (Table 2.10). 

Table 2.10 Benefits, Justification and Rationale for Peer-Led Education in Health 
from Studies Involving Younger Populations 

Psychosocial benefits Organisational benefits 

Empowering for peer educators More cost-effective method 

Beneficial for peer educators More successful than professional-led 
education programs 

Peer educators are positive and credible role 
models 

More acceptable education option for some 
groups when other education is not 

Reinforce learning through ongoing 
interaction 

Ability to reach marginal social or cultural 
groups 

Peer educators experience enhanced self-
esteem 

Uses an established means of sharing 
information 

 

Socio-cognitive theories highlight the cognitive processes but also the 

influence of social support on an individual’s behavioural intentions (Ajzen, 1985; 

Bandura, 1977a; Bandura, 1977b; Michie et al., 2011).  Within these theoretical 

frameworks, trained peer educators have the potential to impart information and skills 

to enable older adults to weigh up the perceived costs and benefits of engaging in 

health behaviours, such as falls prevention activities.  

Peer-led education has been used in a broad range of health areas to address 

a diverse range of conditions among differing populations.  Peer-led education 

programs have been found to be effective in facilitating behaviour change among 

people living with chronic health conditions (Foster, Taylor, Eldridge, Ramsay, & 
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Griffiths, 2007; Lorig et al., 2005; Quinones et al., 2014), those with mental health 

problems (Cook et al., 2010), patients with various forms of cancer (Helgeson, Cohen, 

Schulz, & Yasko, 2001) and people with Human Immunodeficiency Virus/Acquired 

Immunodeficiency Syndrome (HIV/AIDS) (UNAIDS, 1999).   

A systematic review of 25 randomised clinical trials (n = 8,942 participants) 

of peer-based interventions found moderate positive changes across seven health-

related behaviour outcomes including increasing physical activity, reducing smoking 

and increasing condom use (Webel et al., 2010).  The studies adopted either a one-to-

one peer buddy, group-based peer, or a combination of peer approaches, and time spent 

delivering peer-based interventions ranged widely from 5.3 minutes to 150 minutes.  

The review highlighted that peer-based approaches were adaptable and could be 

applied to real-life situations.  However, a limitation of the review methodology was 

that several studies were excluded because they did not contain direct measures of 

behaviour change such as dose of intervention (e.g. time spent), or instruments used to 

derive their outcomes were not reported (Webel et al., 2010).  The authors concluded 

that the evidence regarding the efficacy of the peer-based interventions was mixed and 

suggested that a more rigorous methodology (e.g. quantification of dosage) be applied 

when designing and conducting future studies.  

A systematic review (Foster et al., 2007) of 17 studies using lay leaders 

(peers) to educate and promote self-management of chronic conditions (including 

arthritis, diabetes, hypertension and chronic pain) demonstrated positive outcomes 

amongst 7,442 participants (aged 44 to 79 years).  Fourteen of the studies were based 

on the self-efficacy theory, one study used theory of reasoned action, and another study 

used social support as its theoretical basis while the remaining study did not mention 

any theoretical framework.  Modest short-term improvements were found in 

participants’ self-efficacy, self-rated health, cognitive symptom management and 

frequency of exercise, but not in psychological health, quality of health and use of 

healthcare services.  As discussed earlier in Section 2.5.1.1 (Health education), there 

is an increased likelihood of behaviour change when interventions are delivered using 

theoretical frameworks.  However, the studies included in this review did not report 

whether they incorporated adult learning principles or educational aspects such as 

pedagogical skills and training, into the design or implementation of their programs. 
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There is limited appreciation that designing, developing, implementing and 

evaluating a peer education program is a complex process (Karwalajtys et al., 2009; 

Simoni et al., 2011).  While there are benefits of peer education in health as described, 

there are also challenges in using such an approach.  This is because educational 

interventions such as the intervention evaluated in this thesis is deemed complex.  

Educational interventions require rigorous design and evaluation at multiple stages to 

find out which active ingredient (behaviour change component) of the intervention 

(Michie et al., 2011) is responsible for the findings (Medical Research Council, 2000; 

Murray, 2002).  Moreover, explicit role definition of peer educators in a program is 

important because this can affect its fidelity and training of peer educators (South et 

al., 2013).  A study in peer education in community cardiovascular health awareness 

for older adults elaborated that when the peer educator’s role and aims of the program 

were not explicit, a variation in understanding and consequently, variations in 

implementing the program can occur impacting on program fidelity (Karwalajtys et 

al., 2009).  However, a systematic review of peer education studies (health promotion) 

has reported that the peer educator’s primary role in forming the basis of the program 

design was limited or was not explicit in how the role differentiates from those of 

professionals (Simoni et al., 2011; South et al., 2013).  In addition, there are challenges 

with recruitment, retention and training of peer educators (Peel & Warburton, 2009; 

Vernon, 2010).  Issues regarding the uncertainty about the content of training and how 

the training of peer educators should be conducted including who trains the trainer 

were raised in a review of peer education in falls prevention (Peel & Warburton, 2009).  

Furthermore, there is also a challenge of retention and inherent attrition risk that is 

higher when the peer educators belong to the older adult cohort who can become 

unwell.   

In summary, though there are challenges in using peer education, the 

theoretical rationale, and benefits of this approach provide a generalised justification 

for this type of education as a feasible intervention to promote health behaviour change 

(Milburn, 1995).  However, these justifications have been mainly drawn from peer 

education studies involving younger people and most of the studies have yet to show 

conclusive evidence supporting the efficacy of peer education on health outcomes 

(Turner & Shepherd, 1999).  Moreover, none of the empirical evidence in the 

systematic reviews applied to falls prevention and only few study designs were based 
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on behaviour change theory or education concepts.  There have been limited studies 

that have evaluated the effect of using peer education for facilitating behaviour change 

in falls prevention.  Nevertheless, peer education has consistently been described as a 

promising approach in influencing health behaviour and researchers have strongly 

advocated for further evaluation of its processes and efficacy (Milburn, 1995; Peel & 

Warburton, 2009; Simoni et al., 2011; Turner & Shepherd, 1999).   

2.6.3 Peer education conducted for older adults in the area of 
falls prevention 

There is limited empirical research that has evaluated the efficacy of peer 

education in falls prevention among community-dwelling older adults.  A systematic 

review was conducted to examine the theoretical basis and justification for providing 

peer education for falls prevention education for community-dwelling older adults.  

The aim of the review was also to compare the differences in the interventions, their 

effectiveness and challenges faced in conducting research in this area. 

2.6.3.1 Peer-led falls prevention education for community-
dwelling older adults: A systematic review 

A range of electronic databases was searched for relevant studies published 

between 01 January 1980 and 15 April 2016.  These were CINAHL, Medline, 

EMBASE, Ovid Nursing and Ovid Journals. The search terms included MeSH terms 

and others in the electronic databases as well as others in the search for grey literature.  

The reference lists of articles found in the search were also checked for potential 

relevant studies or papers.  The search strategy is presented in Table 2.11.  Key words 

used were variations dependent on the database searched: health promotion/patient 

education/health education combined with peer/peer group and falls.   
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Table 2.11 Search Strategy Conducted in the Process of Systematic Review (Peer-
Led Falls Prevention Education Studies) 

Electronic database and search terms used 

CINAHL search terms 
S1 (MM "Patient Education+") 
S2 (MM "Health Promotion") 
S3 (MM "Accidental Falls/ED/PC") 
S4 (MM "Peer Group") OR (MM "Peer Counseling") 
S5 peer* 
S6 (S1 or S2 or S3) and (S4 or S5) 
Limiters - Published Date: 19800101-20160415 

Ovid Nursing search terms 
1. exp health education/ 
2. exp health promotion/ 
3. exp accidental falls/ 
4. peer*.mp. 
5. (1 or 2 or 3) and 4 

Medline and Embase search terms 
1. exp *health education/  
2. exp *health promotion/ 
3. exp *Accidental Falls/pc [Prevention & Control] 
4. peer*.mp. 
5. (1 or 2 or 3) and 4 

Journals@Ovid and Medline In-Process & Other Non-Indexed Citations search terms 
1. Peer*.ti 
2. (educat* or fall* or promot* or prevent*).ti 
3. 1 and 2 

Other search terms used in non-scholarly websites for grey literature included: 
Lay; peer; accidental falls, elderly; older people; health education; health promotion 

Search was limited to those studies available in the English language. 

 

2.6.3.1.1 Inclusion and exclusion criteria 

The inclusion and exclusion criteria for the studies in the review are presented 

in Table 2.12.  Studies were included only if they used a one-to-group format for the 

intervention and a trained volunteer peer educator to impart falls prevention 

information. 
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Table 2.12 Inclusion and Exclusion Criteria of Studies in Systematic Review (Peer-
Led Falls Prevention Education) 

Inclusion criteria Exclusion criteria 

Types of studies 

RCT, non-RCT.  

Types of participants 

Older adults 60 years and over in age  
Living independently in the community 

Adults below the age of 60  
Those older adults living in residential aged 
care facilities or requiring long-term health 
care and those hospitalised 

Types of intervention 

Trained older adult volunteer (peer)  
Providing education to peers  
In a one peer-to-one group format 
Content is falls prevention 

A one peer-to-one peer format intervention 
Non-education intervention or fitness 
program 

 

2.6.3.1.2 Data extraction 

Initially, article titles and abstracts were checked for relevancy according to 

the inclusion criteria.  The articles were also checked for duplicates and if they 

involved the same study.  The articles that passed the initial screening were retrieved 

for detailed evaluation for eligibility by two independent researchers.  Subsequently, 

the methodological quality of the studies in those articles was evaluated in terms of 

the modified Downs and Black checklist (Downs & Black, 1998; Eng et al., 2007). 

This is a checklist to review methodological quality in randomised (RCT) and non-

randomised controlled trials (non-RCT) studies.  The checklist has been tested for 

validity and reliability (Downs & Black, 1998; Eng et al., 2007).  It rates a study 

against the criteria of reporting (aims, outcome measures, participant profile, 

intervention, findings), external and internal validity (bias), internal validity 

(confounding) and presence of power or sample size calculation of the study, with a 

total possible Quality Index Score of 28.  A higher score indicates a relative higher 

methodological quality but no acceptable score rating of the checklist has been advised 

(Eng et al., 2007). 



 

67 

2.6.3.1.3 Results 

The search strategy yielded 70 papers that were screened for eligibility in 

terms of inclusion criteria.  Sixty-one papers were rejected and nine papers were 

retrieved for evaluation.  Five papers were found to involve the same study.  Overall, 

only four papers (Allen, 2004; Deery et al., 2000; Kempton et al., 2000; Robson et al., 

2003) were included in the review.  Figure 2.3 illustrates the procedure at each stage 

of the screening and reviewing process.  A summary of the included studies that 

evaluated the effect of providing peer education in the area of falls prevention health-

related education is provided in Table 2.13. 

 
Figure 2.3 Flowchart of the Search and Selection of Articles Included in the Review 

of Peer-Led Falls Prevention Education Studies 
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2.6.3.1.4 Quality of the studies 

The studies examined were found to have moderate methodological issues.  

All the studies except one scored less than 70% when rated with the Downs and Black 

checklist.  Only one study with a score of 75% (Robson et al., 2003) defined a fall in 

their study, specified inclusion criteria used and stated use of theoretical models in the 

design of the program and training of peer educators.   

The strength of all four studies was that they evaluated the effects of the peer-

led education by following up participants after the delivery of the intervention.  The 

follow-up periods ranged from three or four months (Deery et al., 2000; Robson et al., 

2003), six to eight months (Allen, 2004), and 12 months (Deery et al., 2000).  

However, the attrition rate affected the numbers assessed at the final follow-up.  Loss 

to follow up was reported in two of the studies and varied, ranging from 90% (Allen, 

2004) to 44% (Deery et al., 2000), while the attrition in the other studies was not 

reported.  Three of the studies (Deery et al., 2000; Kempton et al., 2000; Robson et al., 

2003) compared the effect of the intervention with a control group that strengthened 

confidence in the findings about the efficacy of their intervention.  Table 2.14 presents 

the strengths and limitations of these studies in summary form. 

The included studies evaluated the effectiveness of their outcomes by 

conducting a process evaluation of the program with their stakeholders.  However, 

these evaluations were reported anecdotally (Allen, 2004; Robson et al., 2003).  They 

sought qualitative feedback from participants about how well the presentations 

delivered the message and found a high level of consensus (90%) amongst participants 

(Allen, 2004). The researchers also found the self-reporting of more social contact, 

enjoyment, and positive feeling of the program (Robson et al., 2003).  These findings 

indicated that the program had a positive impact, which would therefore facilitate 

engagement with the messages delivered.  However, the studies did not explicitly 

measure outcomes of falls-related knowledge, skills and behaviour change. 



 

71 

Table 2.14 Overview of Previous Peer-Led Falls Prevention Studies for 
Community-Dwelling Older Adults 

First 
author 

Definition 
of peer 

Design uses 
Theoretical 
Framework 

Behaviour 
change 

assessed 

Peer 
educator 
training 
program 
provided 

Intervention 
described 

Control 
group Follow-up 

Allen 
2004 

       

Deery 
2000 

       

Kempton 
2000 

       

Robson 
2003 

       

Note: In all studies, there was no assessment of intervention fidelity. 

One study demonstrated that the older adults who received the peer education 

program (intervention group) maintained a significantly greater knowledge of 

strategies that prevent falls at 12-month follow-up (Deery et al., 2000).  The 

intervention group also took more action to prevent falls when followed up at three 

months and 12 months (Deery et al., 2000).  In another study, which also delivered a 

peer education program, the intervention group reduced their risk of a fall after 

receiving the program as measured by a falls risk screening tool (Robson et al., 2003).  

The falls risk tool included items which measured home hazards; vision modification 

or improvement; and more appropriate safer footwear (Robson et al., 2003).  However, 

these improvements were not statistically significant when compared to the change in 

the control groups.  Reported reasons for the lack of effect of the intervention included 

the short follow-up period (Robson et al., 2003); low power of the study (Deery et al., 

2000); differences in baseline between intervention and control groups (Deery et al., 

2000); use of self-report; and poor recall during data collection (Deery et al., 2000).  It 

was thus suggested that peer education in falls prevention may be ineffective (Deery 

et al., 2000).  However, none of the studies explored other methodological and 

theoretical issues that may have influenced how the education worked to affect and 

impact on the falls-related outcomes.  As highlighted earlier, some barriers to uptake 

of falls prevention strategies previously identified have included that older adults may 

have low levels of knowledge and motivation in this area.  Moreover, researchers in 

adult learning and behaviour change have recommended that any learning in education 
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should scaffold learners’ knowledge but also cultivate learners’ motivation and foster 

their self-efficacy (Merriam & Bierema, 2014; Wlodkowski, 2008).  There should also 

be consideration regarding the effect of ageing on learning.  However, it is not clear if 

the interventions evaluated in these peer-led studies incorporated such factors to 

address the older adults’ knowledge and motivation to achieve the desired health 

behaviour change.  

All the studies in the review reported limited use of behaviour change or 

education theory(s) to guide the steps from design, implementation and finally 

evaluation of the program.  As previously discussed, a theory-driven intervention has 

been advocated because use of a framework provides cumulative knowledge to aid in 

developing and evaluating interventions (Noar & Zimmerman, 2005).  Behavioural 

interventions should provide a description of the content and dosage of their delivery 

and most importantly, the active component(s) of their interventions intended to 

facilitate behaviour change (Michie & Johnson, 2012).  

In the studies reviewed, there was also limited information reported about the 

validity and reliability of the questionnaires used to evaluate program outcome 

measures.  It was not stated if the questionnaires used for evaluation in all the studies 

were psychometrically validated, reliable or pilot-tested.  In addition, only two studies 

(Deery et al., 2000; Robson et al., 2003) described the duration and content of their 

intervention such as timing of presentation and resources provided to their participants 

(Michie & Johnson, 2012). 

There were elements of inconsistencies in one study (Allen, 2004) between 

the aims of the study (peer educators being provider of information and change agent); 

and their reported results (percentage of older adults who report their falls to health 

professionals).  That is, the results did not reflect the aims stated at the start of the 

study.  There appeared to be an emphasis on an environmental home hazards approach 

of falls prevention education rather than including other evidence-based strategies 

such as exercise or vision improvement (Allen, 2004; Deery et al., 2000; Kempton et 

al., 2000).  As mentioned in Section 2.3.2.1, there is strong evidence for engaging 

exercises in minimising the risk of falls.   
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There was no report of the peer-led studies’ intervention or program fidelity.  

It could be that these interventions did not facilitate behaviour change in the intended 

manner of their delivery (program fidelity).  Fidelity is the use of methodological 

strategies to monitor and to maximise the extent in which the treatment (intervention) 

was “implemented as intended” (Moncher & Prinz, 1991, p. 247).  Fidelity enhances 

the reliability and validity of behavioural interventions (Borrelli et al., 2005).  This can 

involve checklists and/or feedback processes such as monitoring and feedback of peer 

educators’ presentations to determine whether the intervention was delivered as 

planned, with potential impact on outcomes.  Program fidelity conducted as part of 

this research will be elaborated further on in Chapter 7, Section 7.8.1.  

These limitations in the design and evaluation of falls prevention peer 

education programs limit the evaluation, interpretation, and potential generalisability 

of their findings (De Vaus, 2014; Portney & Watkins, 2009).  It also limits potential 

replication of the program for further evaluation.   

2.6.3.2 Limitations of the current research 

This section will discuss the limitations of the peer-led falls prevention 

studies in the previous section, in the context of health behaviour change, adult 

learning principles and concepts related to peer education including definition of their 

peer and peer-led education used, as highlighted in Section 2.6.1 (Definition of peer 

and peer education). 

At the pre-conceptualisation stage, it was not clear whether peer education 

was a method of delivery that the community-dwelling older adults (target audience) 

preferred for receiving falls prevention education.  The studies reported that the peer 

programs were initiated based on theoretical rationale and perceived benefits of peer 

education.  However, the researchers did not state if they explored whether this 

approach was preferred by their target audience.  As discussed previously in Section 

2.4, there exists a less than optimal level of engagement of older adults in falls 

prevention (Nyman & Victor, 2012) partly because there are perceived barriers 

towards engagement and uptake of the falls prevention strategies.  Peer education can 

be an invaluable approach because peer educators can be role models and a social 

influence to enhance engagement in falls prevention (Peel & Warburton, 2009).  Had 
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the researchers involved older adults at the design stage of the research, the content 

and design could be explored from the perspective of the target recipients or consumers 

(older adults) themselves.  Accordingly, the peer education program could be 

optimally designed to enhance the relevance of the program content and feasibility of 

the peer-led approach.   

At the design stage, three of the studies did not provide a description or 

definition of a peer educator, how they recruited their peer educators, or the design of 

the training program for peer educators (e.g. duration and content).  Only one study 

(Allen, 2004) provided a definition of a peer.  As mentioned in the earlier Section 

2.6.1, researchers have recommended that peer be defined by degree of peer influence 

(Simoni et al., 2011).  As highlighted in previous sections, behaviour change theory 

should be used to provide an evidence-based coherent body of knowledge and the steps 

for the design and implementation of behaviour change interventions (Craig, Dieppe 

et al., 2013; Craig et al., 2008; Improved Clinical Effectiveness through Behavioural 

Research Group (ICEBeRG), 2006).  Only one study (Robson et al., 2003) mentioned 

the use of theoretical conceptualisation and a framework that informed the design of 

their primary intervention, but explanatory detail was not reported.  Importantly, 

details about the choice of theory, as well as how the theory was integrated into the 

instructional design, for their peer educators to deliver the content, were not provided.   

In a comprehensive literature review, Peel and Warburton (2009) concluded 

that certain aspects of the peer-led approach could be a viable means of delivering falls 

prevention information to older adults to increase their awareness of the risk associated 

with falling, and improve their knowledge of falls prevention strategies on the basis of 

behaviour change theories and findings of previous studies (discussed in Section 

2.5.1.2 Behaviour change theories; Section 2.6.2 Rationale and benefits of peer-led 

education in health).  A peer educator may be a positive role model; an individual 

promoting empowerment; an opinion leader encouraging social acceptance and one 

possessing the capacity to influence opinions of the target group (Peel & Warburton, 

2009).  It was also suggested that peer educators could promote self-efficacy and be 

agents for health behaviour change (Peel & Warburton, 2009).  Therefore, a peer-led 

approach could capitalise on these promising considerations to influence older adults 

in falls prevention.  One of the peer-led studies (Kempton et al., 2000; Vernon, 2010) 
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described training their peer educators in areas of public speaking and falls prevention 

content but there was no further information or justification for the approach taken. 

Allen (2004) mentioned the use of the Kirkpatrick model (Kirkpatrick, 1979) for 

training purposes and for evaluation of the program, but no details about how the 

model was incorporated into the study were provided.  None of the studies reported 

design features that facilitated tailoring the education to the older adult participants’ 

different falls prevention needs or learning styles.  There was also limited reporting 

about what strategies peer educators utilised to promote and tailor education and 

engagement with the falls prevention message; enhance adult learning; or foster 

behaviour change to achieve stipulated outcomes in the peer-led studies.  As 

mentioned in Section 2.5.1.3, instructional design for adult learners should integrate 

the principles of adult learning (Knowles & Associates, 1984; Merriam & Bierema, 

2014), including fostering personal relevance and capitalising on the older adults’ rich 

experience, as well as addressing their motivation (Wlodkowski, 2008) and appealing 

to their different learning styles (Fleming & Baume, 2006) in presentations.  

Additionally, the studies investigated did not report on how their peer educators’ 

credibility or social influences were established amongst the peer recipients of the 

education.   

The peer studies reviewed suggested as part of their evaluation, that the peer 

educator could be an empowering role model (Allen, 2004; Garner et al., 1996; 

Kempton et al., 2000) or engender strong rapport (Deery et al., 2000) with participants.  

Indeed, positive social influences and learning experience can facilitate engagement 

of older adults in falls prevention, as highlighted by the qualitative research evidence 

in the Section 2.4.1 (Bunn et al., 2008; Dickinson, Machen, et al., 2011; Dollard, 

Barton, Newbury, & Turnbull, 2013).  Peer educators’ life experience amongst 

contemporaries who share similar experiences was mentioned as a study strength 

(Allen, 2004), but limited data was provided to support this insight.  There was also 

limited evaluation obtained by seeking the peer educators’ feedback about their 

experience of delivering the program.  In conclusion, little is known about what 

behaviour change component was used (sometimes described as the “active 

ingredient”) (Michie et al., 2011) or how the delivery contributed to the observed 

outcomes and there is scant information about the interventions or program fidelity 

and the challenges faced by peer educators.   
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In summary, extensive investigation has shown peer education to be an 

effective approach to improve knowledge and motivation and facilitate positive 

behaviour change in other areas of health such as cancer, diabetes and other chronic 

conditions.  Hence, this approach could also be a viable means of providing falls 

prevention education.  While there is strong evidence for achieving theory-driven 

interventions behavioural outcomes such as improving knowledge and motivation, 

studies conducted in falls prevention have not, in the main, used theories nor behaviour 

change concepts in the design, development and evaluation of their interventions. 

There is also strong evidence from the field of education that it is important to utilise 

adult learning principles and proven pedagogical skills to effectively engage older 

adults in learning.  Currently, there is uncertainty about whether peer education is a 

viable approach, either alone or as part of other falls prevention programs, for 

providing older adults with falls prevention education.  It is, therefore, important that 

rigorous methodology be used to design future studies to evaluate the impact of a peer-

led falls prevention education program.  These will be described in Chapter 7 and 

Chapter 8.  

2.7 Summary of Research Gap 

Falls prevalence among older adults is a significant physical, psychosocial 

and economic problem.  While there is good evidence about the risk factors that 

contribute to falling, and established, effective evidence-based strategies to minimise 

these risks, there has been limited translation of this evidence for falls prevention 

strategies into practice.  This gap between the research evidence and translation of this 

evidence into practice exists, partly because there is limited uptake and adherence to 

these strategies by older adults themselves.  Barriers to uptake are in part due to some 

older adults’ low levels of awareness about falls risk, knowledge about falls and 

motivation to take up falls prevention strategies. 

Health education could be a means to bridge this gap by raising older adults’ 

knowledge and motivation about falls and falls prevention.  However, health education 

design and implementation should be underpinned by theoretical framework(s), health 

behaviour change concepts, adult learning principles, and pedagogical considerations 

to facilitate engagement with the messages provided and potential uptake of strategies 
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recommended.  However, health education studies in falls prevention have not 

consistently applied these considerations.  More rigorous research trials are needed. 

Peer education, a form of health education, is a potential valuable approach 

to raise the awareness, knowledge and motivation of older adults regarding falls 

prevention.  Other community-based health-related peer education studies have shown 

that this approach can be effective.  However, there is a dearth of studies that have 

investigated peer-led falls prevention education, in particular the one-peer-to-group 

presentation format.  Besides the scarcity of studies, previous studies’ education 

interventions have largely not been designed or implemented with conceptual 

considerations as suggested, nor evaluated in terms of fidelity as well as effectiveness 

in facilitating behaviour change.  Understanding and evaluating the effectiveness of an 

education intervention in bridging the gap in knowledge and facilitating behaviour 

change should be a precursor to assessing falls-related outcomes. 

Therefore, the purpose of this research is to provide a peer-led falls prevention 

education program designed with these underlying conceptual considerations in mind 

and to determine its impact on community-dwelling older adults’ beliefs, knowledge, 

motivation and intention to engage in falls prevention strategies.  Lessons gleaned and 

challenges faced from this research will further improve our understanding of how 

peer-led falls prevention education should be delivered.  The findings can be used to 

promote initiatives to enhance the engagement of community-dwelling older adults in 

this area and encourage uptake of falls prevention strategies.  These initiatives have 

the potential to reduce the personal, physical, psychosocial burden and economic costs 

of falls and falls-related injuries in this population. 

2.8 Research Aims 

The primary aim of this research was to design a peer-led falls prevention 

education program and evaluate its impact on community-dwelling older adults’ 

beliefs, knowledge, motivation, and intention to engage in falls prevention strategies.  

The peer educators were older adult volunteers who shared an affinity with the age 

group of their audience.  These peer educators were trained to provide falls prevention 

education as well as impart skills and foster motivation among other older adults in a 

community group setting. 
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The secondary aims of the research were to: 

1. Explore the perspectives of a group of peer educators about their role in 

delivering peer-led falls prevention education for community-dwelling older 

adults 

2. Examine the views and preferences of community-dwelling older adults about 

seeking and receiving falls prevention information 

3. Evaluate peer educators’ presentations of falls prevention education for 

community-dwelling older adults against established criteria that were consistent 

with adult learning principles, the framework of health behaviour change, falls 

prevention guidelines and recommendations for providing falls prevention 

information by experts of various areas of specialisation 

4. Evaluate the effectiveness of delivering a contemporary peer-led falls prevention 

presentation incorporating adult learning principles and behaviour change 

strategies on community-dwelling older adults’ beliefs and knowledge about 

falls prevention, their motivation, and intention to engage in falls prevention 

strategies compared to delivering an existing peer-led falls prevention 

presentation 
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Chapter 
3 Chapter 3: 

  
Research Methods 

 

3.1 Chapter Outline 

This chapter provides an overview of the design and methodology of the 

studies included in this thesis.  The structure of the thesis including research design, 

overview of methods used in each study and research aims; ethical considerations, 

research setting and participants, data collection and procedure, and finally data 

analysis are described.   

The specific methods for each study will be described in detail in the relevant 

chapter.  The methods for Study 1 (peer educators-focus groups and interviews); Study 

2 (community-dwelling older adults-community forum); Study 3 (experts-expert 

review questionnaire); and Study 4 (quasi-experimental trial) are described in Chapter 

4, 5, 6 and 8 respectively.  Chapter 7 will describe the design and development of the 

peer-led falls prevention education program (intervention) in Study 4. 
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3.2 Research and Thesis Structure 

3.2.1 Research design 

A mixed methods research design was utilised across the four studies 

described in this thesis.  This involved both qualitative and quantitative research 

approaches (Morse, 2010) across the two phases of this research.  The rationale for 

this approach was that peer-led falls prevention is a topic that can be considered 

complex and multi-faceted (Irwin, 2008).  In addition, as discussed Chapter 2 Section 

2.6.3, there is a dearth of peer-led falls prevention studies and many key aspects of this 

topic are either not known or have not been explored adequately for the design, 

development and evaluation of a new contemporary peer-led education program.  

Moreover, this approach has been deemed the most efficacious method of evaluating 

complex interventions (Campbell et al., 2000; Medical Research Council, 2000; 

Murray, 2002; National Research Council, 2002).  The use of a mixed methods design 

allowed for triangulation, comprehensiveness, corroboration, reframing, and 

enhancement of the research topic to be realised (Johnson & Onwuegbuzie, 2004; 

Liamputtong, 2013). 

Mixed methods research has been deemed a form of triangulation in research 

design (Creswell, 2012).  Denzin (1989, p. 236) described triangulation as “the use of 

multiple methods” to enhance the rigour in findings and minimise intrinsic bias in the 

research topic, and elaborated on three types of triangulation.  According to Denzin 

(1989), data triangulation involves using different data sources to provide the findings 

in an investigation; investigator triangulation is when investigators or researchers 

evaluate the same research findings independently but collaborate following 

discussion and consensus.  Further triangulation of findings can be provided by using 

different research methods (method triangulation) such as focus groups, interviews, 

and questionnaires (Denzin, 1989).  Each of these types of triangulation were utilised 

in the various studies within this thesis.  According to Creswell and Plano Clark 

(2011), a mix of quantitative and qualitative research approaches provides insights to 

various aspects of the research to enhance comprehensiveness in understanding of the 

topic.  The mixed methods design aimed to increase breadth and depth in the 

understanding of aspects of the falls prevention topic being investigated, and can also 

provide corroboration of the findings and potentially lead to a reframing of 
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paradigm(s) in this area (Johnson & Onwuegbuzie, 2004; Johnson, Onwuegbuzie, & 

Turner, 2007).   

Whilst there is a rationale and benefits for adopting a mixed method approach 

as detailed, literature has raised issues arising from using such an approach.  This will 

be highlighted briefly in Chapter 9 Section 9.5.   

3.2.2 Overview of research methods used 

This research was conducted in two phases.  Phase 1 involved three studies 

informing the status of peer-led falls prevention programs in Western Australia (WA), 

and seeking to understand older adults’ preferences with respect to seeking and 

receiving falls prevention information.  Phase 2 involved evaluation of a newly 

developed peer-led falls prevention education program.  Figure 3.1 summarises the 

overall design of the research.   

 
Figure 3.1 Mixed Methods Design of Research 
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Phase 1 of the research used the “concurrent” form of mixed methods design 

(Creswell, 2012, p. 540).  This design involves different research methods (qualitative 

or quantitative approach) for various components of the research that were run 

simultaneously (Creswell, 2012).  Although the studies were conducted concurrently, 

each of their data sets was kept separate throughout the phases of data collection and 

data analysis but were synthesised jointly at the interpretation stage. 

During Phase 1 of the research, the three concurrent studies were: 

Study 1. A qualitative study that explored older adult peer educators’ perspectives 

about their role in delivering peer-led falls prevention education for community-

dwelling older adults;  

Study 2. A qualitative study which examined the views and preferences of 

community-dwelling older adults regarding seeking and receiving falls prevention 

information, using a novel “World Café” approach; and  

Study 3. A mixed method study that asked experts from the fields of falls prevention, 

education, health promotion and psychology to review, critique, and rate the delivery 

of an existing peer-led falls prevention education program.  

The results from the three concurrent studies provided a basis for 

understanding older adults’ preferences about falls prevention education and provided 

practical feedback for the research team.  Drawing on the results of these studies, a 

contemporary peer-led falls prevention education program was designed, developed 

and evaluated in Phase 2.  This comprised mainly a peer-led presentation and a 

workshop for training new peer educators.  During Phase 2, a final study was 

conducted which was: 

Study 4. A quasi-experimental trial which evaluated the effectiveness of delivering a 

contemporary peer-led falls prevention education presentation on community-dwelling 

older adults’ beliefs, knowledge, motivation, and intention to engage in falls prevention 

strategies compared to the existing peer led falls prevention presentation. 

An overview of the research methods used for the studies conducted in Phases 

1 and 2 is presented in Table 3.1.  In summary, the various studies used a mix of 

qualitative and quantitative approaches to comprehensively address the research aims.  

Further details on these methods are included in each chapter. 
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Table 3.1 Overview of the Research Methods Used in the Research Project 

Method Phase 1 Phase 2 

Study 1 
(Chapter 4) 

Study 2 
(Chapter 5) 

Study 3 
(Chapter 6) 

Study 4 
(Chapter 8) 

Design Inductive 
constant 
comparative 

Community 
forum 

 Within-stage mixed 
model (mixed 
methods) 

Quasi-experimental 

Data 
collection 
and 
procedure 

Focus group 
Semi-
structured 
interviews 

World Café 
community 
participation 

Expert Review 
Questionnaire 

Pre, post and one month 
post-intervention 

Participant 
Questionnaire 

Statistical 
analysis 

Thematic 
analysis 

Thematic 
analysis 

Correlation (ICC) 
and thematic 
analysis 

Generalised Estimating 
Equation modelling 
and Deductive content 
analysis 

Sampling Purposive Convenience Purposive Convenience 

ICC: Intraclass Correlation Coefficient 

3.2.3 Research aims and studies in the thesis 

Figure 3.2 provides an overview of the structure of this thesis.  It outlines the 

research aims and the studies that address them and their corresponding chapter. 

 
Figure 3.2 Structure of the Thesis 
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3.3 Ethical Considerations of the Research 

3.3.1 Approvals 

All the studies conducted for the research were approved by The University 

of Notre Dame Australia’s Human Research Ethics Committee (Appendix A) and were 

assessed to have met all the requirements as stated in the National Statement on Ethical 

Conduct in Human Research 2007.  Participation information sheets were provided to 

all potential participants of all the studies.  Written consent was obtained from all 

participants before commencement of each study.  Drawing from the University’s 

Human Research Ethics Committee guidance and the National Statement on Ethical 

Conduct in Human Research (2007), these general conditions were applied; that the: 

 Participant information sheets provided information about the purpose and 

benefits of the research, ethical approval status, what participation entailed 

including duration and procedure, any foreseeable risks, and contacts of the 

research team and university research office.  These were provided in plain 

language to all potential participants across the studies 

 Participant has understood, had the opportunity to clarify any questions and was 

satisfied with the information provided 

 Individual’s participation in the research was voluntary and they understood 

there was no obligation to participate 

 Individual has the right to withdraw from participation at any time without 

prejudice or adverse consequences 

 Strict confidentiality with regards to the information gathered in terms of storing, 

coding, disposal and sharing, including publishing of the findings, except in 

instances of legal requirements, was maintained 

 Individual has the right to refuse to be recorded in the studies where there was 

audio-taping (Phase 1 Study 1 focus group and interview), photography (Phase 

1 Study 2 community forum), or video-taping (Phase 1 Study 3 expert review).  

Written consent was obtained prior to audio-taping in Study 1, photography in 

Study 2 and video-taping in Study 3 
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Phase 1 

Study 1: Reference 013061F, Approval date: 06 May 2013 (Appendix A.1) 

Study 2: Reference 014128F, Approval date: 11 August 2014 (Appendix A.2) 

Study 3: Reference 014100F, Approval date: 16 June 2014 (Appendix A.3) 

Phase 2 

Study 4: Reference 014134F, Approval date: 14 August 2014 (Appendix A.4.1) and 

Reference 015013F, Approval date: 05 March 2015 (Appendix A.4.2) 

The study’s community organisation ICCWA also provided support and 

authorisation (Appendix B) dated 8 March 2013, 06 May 2014 and 01 August 2014 

covering the period of research and data collection.   

3.3.2 Data management 

Each participant was allocated a number code to facilitate re-identification of 

the data.  Copies of transcripts or questionnaires were immediately transferred to the 

University and placed in a locked cabinet with restricted access.  All electronic data 

and data analysis were stored in a password-protected electronic folder in the 

University computer system that was accessible to the principal researcher only. 

3.4 Research Setting and Participants 

3.4.1 Community organisation and partner 

This research was conducted in Western Australia in collaboration with a 

community organisation - Injury Control Council of Western Australia (ICCWA) 

https://www.iccwa.org.au/.  This is a not-for-profit community organisation that 

focuses on providing education, promotion and resources directed towards injury 

prevention and community safety in Western Australia.   

3.4.2 Community engagement officer 

ICCWA’s community engagement officer is a qualified health promotion 

professional who manages their peer-led education programs.  The community 
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engagement officer recruits interested older adults who are keen to volunteer for the 

peer-led falls prevention education presentation as well as other volunteer activities.  

There were several means of recruiting volunteers for these roles.  Avenues of 

recruitment included via the Volunteering WA https://volunteeringwa.org.au/ 

recruitment database, and volunteer resource centres located throughout Perth 

metropolitan area.  Other means can be via ICCWA’s website, recruitment postcards 

at exhibitions, Stay on Your Feet® community newsletter or via word-of-mouth.  The 

community engagement officer conducted the training for peer educators, and 

provided support and resources for the peer educators to deliver their falls prevention 

presentations in the community.  The community engagement officer also conducted 

publicity to the broader community about their peer-led falls prevention programs to 

older adult groups.   The officer also organised and coordinated the schedule of 

presentations with interested older adult groups.   

The community engagement officer was also a key liaison person in 

disseminating information about the various studies, including inviting peer educators 

to participate in the focus groups and interviews (Study 1); assisting in media releases 

for the community forum (Study 2); inviting peer educators to volunteer for video-

recording for the expert review (Study 3) and coordinating presentation schedules with 

peer educators (Study 4).  

3.4.3 Existing peer-led falls prevention program and 
presentations in the community 

Falls prevention is a key focus of the community organisation ICCWA and 

part of this involved running Stay on Your Feet® falls prevention programs in the Perth 

metropolitan area since 1998.  For this purpose, ICCWA’s existing peer-led falls 

prevention presentation revolved around the ‘Nine Steps to Stay on Your Feet®’ 

program (Appendix E) since 2003.  The nine-step program originated from the falls 

prevention sectors in NSW and from the Falls Prevention Health Network Executive 

Advisory Group.  The program comprised of nine steps older adults can take to prevent 

falls.  These steps were in the order of “be active, manage your medicines, manage 

your health, improve your balance, walk tall, foot care and safe footwear, regularly 

check your eyesight, eat well for life, and identify, remove and report hazards”.  Peer 

educators were provided with the Stay on Your Feet® Speaker’s kit of associated DVD 
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or video-tape, booklet and flyers to use during presentations to aid in conveying the 

falls prevention message to the community.  

Since 2003 to 2014, over 60 peer educators had been trained to deliver the 

‘Nine Steps to Stay on Your Feet®’ program.  They delivered one hour presentations 

throughout the community in WA.  The duration of the presentation was pre-determined 

based on the preferences of the community groups’ schedules, the capacity of ICCWA 

to provide volunteers and informal feedback from the peer educators.  Training sessions 

were conducted as needed, with the opportunity for further training at volunteer 

meetings.  Training for the volunteers of the existing peer-led falls prevention program 

varied and can range from one or two days.  Day One usually included an introduction 

to ICCWA, and their rights and responsibilities as a volunteer such as reimbursement, 

and insurance.  Day Two involved training for their role as a peer educator to deliver the 

program.  This covered content-related information and how to deliver the nine-steps, 

detailed in a 52-page manual.  This manual has been updated as needed over the years 

and the most recent version was in 2013.  This manual covered: 

 35 pages of information such as statistics, risk factors and strategies related to 

the nine-steps 

 5 pages of suggestions on how to deliver a clear falls prevention message such 

as awareness of verbal and non-verbal communication 

 1 page of introduction to adult learning principles 

 7 pages of guidelines for planning and managing a ‘Nine Steps to Stay on Your 

Feet®’ program/presentation 

Subsequently, the format of the existing peer-led falls prevention presentation 

(average duration of one hour) to community groups of older adults included: 

 An introduction 

 Stating the statistics in falls-related issues and why falling is an issue 

 Playing the DVD in the Speaker’s kit 

 Going through each of the nine steps to stay on your feet 

 Questions and conclusion 
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Much of the content of the training manual and presentation focused on presenting 

the facts about falls and falls prevention.  The ‘Nine Steps to Stay on Your Feet®’ 

community booklet was handed out to each older adult at the end of the presentation.   

3.4.4 Volunteer peer educators (Phase 1 Study 1) 

A purposive sample of peer educators involved with the existing peer-led falls 

prevention programs was invited to participate in Study 1.  The peer educators were 

older adult volunteers who were trained to deliver falls prevention presentations to 

raise awareness of falls prevention to older adults living in the community.  These peer 

educators were older adults of English-speaking background.  They ranged in age from 

65 to 85 years and older.  Most of them were retired and possessed diverse working 

experience before retirement.  Each peer educator received training from the 

community organisation’s community engagement officer, primarily to fulfil their role 

in delivering falls prevention education to other older adults.  They received 

reimbursement for any cost outlay incurred during the course of their work as a peer 

educator (e.g. travel, car parking), but did not receive formal payment for the role they 

undertook.  Each peer educator provided about eight to ten falls prevention 

presentations per year.   

3.4.5 Community-dwelling older adults (Phase 1 Study 2) 

A convenience sample of Western Australia’s community-dwelling older 

adults who volunteered to attend the World Café community-based participatory 

research forum was used.  The forum was open to adults aged 60 years or older who 

live in the community (including those in retirement villages or independent living 

units, but excluding those who live in residential care facilities such as nursing homes).  

Community-dwelling older adults who could participate in conversation and 

discussion were included.   

Efforts were made to recruit forum participants from as diverse backgrounds 

as possible to ensure a broad demographic representation in terms of age, gender, 

education and socioeconomic background.  Recruitment of participants was publicised 

in various media formats and sources targeted for older adults to reach out to diverse 

groups of people in the community.  The publicity campaign was initiated two months 

prior to the event with staged fortnightly media releases.  Fortnightly announcements 
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and a pre-event interview on radio (http://chirb.it/xpHw2n) were scheduled.  The event 

was publicised in free community newspapers, newsletters (includes electronic 

version) and flyers (Appendix H).  In addition, publicity emails were released by the 

research team and community organisation’s network.  Online publicity such as an 

event website (http://engagehealth.co/), e-flyers and social media sites were 

established.  Outreach via talks at local older adults’ community groups and health 

professionals’ events were organised.  Finally, consumers’ interest group members 

such as the Health Consumers Council, Arthritis Foundation of WA; health-related 

groups such as the Department of Health Network Bulletin; seniors’ groups such as 

Retirees’ WA, National Seniors’ Association in WA, Probus clubs and independent 

living retirement villages, were contacted. 

The research team could estimate the number of potential forum participants 

prior to the event as interested members of the community were requested to call or email 

the research team to express interest in attending and for catering purposes.  Seventy-three 

older adults participated in the World Café forum held on 29 October 2014.  

3.4.6 Expert reviewers (Phase 1 Study 3) 

Experts from several areas of specialisation relevant to this study were 

identified using convenience and snowballing techniques, and invited to participate in 

the review.  These experts were from areas of education, health promotion, falls 

prevention and psychology.  There are various views on who can be deemed as an 

expert (Shanteau, 1992a).  An expert is not the same as being experienced (Lampert & 

Clark, 1990, p. 22).  Importantly, an expert has domain knowledge and cognitive skills 

(Shanteau, 1992a).  That is, they possess both an extensive and up-to-date content 

knowledge of a specific domain area but also the logical thinking and insight that 

comes with experience (Shanteau, 1988, 1992a).  At the same time, experts possess 

tacit knowledge (Wagner & Sternberg, 1985).  Tacit knowledge is “knowledge that 

usually is not openly expressed or stated….is not directly taught or spoken about, in 

contrast to knowledge directly taught in classrooms” (Murray, 2002; Wagner & 

Sternberg, 1985, pp. 438-439).  It has been suggested that experts interpret incoming 

data differently from novices (Berliner, 1988).  An expert can monitor, understand and 

interpret events with greater insight (Sabers, Cushing, & Berliner, 1991).  In their 

analysis of problems, experts appeared to involve higher-order pattern recognition, and 
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use resources which are available (Berliner, 1986, 1988; Chi, 2006; Shanteau, 1988).  

Compared to a novice, an expert’s evaluation goes beyond just descriptive terms 

(Berliner, 1988).  However, an expert may also be deemed as one by job titles or be 

selected by their peers within the profession based on recognition of the individual’s 

ability “to perform at the highest level” (Shanteau, 1992b, p. 255).   

In summary, based on traits, an expert has been described as possessing a 

holistic and coherent understanding of a complicated system of concepts and principles 

and their interrelationships compared to a novice (Hmelo-Silver & Pfeffer, 2004).  In 

this study, an expert is seen as “an individual with special skills and knowledge with 

extensive experience within a context-domain….” (Chi, 2006, p. 24).  Besides the 

understanding of what an expert entailed, there were two criteria for expertise in this 

study.  Firstly, the experts should possess a relevant postgraduate academic 

qualification and secondly, they were currently practising in one or more of the areas 

of specialisation identified.  A final purposive sample of 10 experts (nine from 

Australia and one from UK) agreed to participate as an expert reviewer in the study.   

3.4.7 Quasi-experimental trial: Community groups who received 
the peer-led presentations (Phase 2 Study 4) 

The group participants who attended these falls prevention presentations were 

community-dwelling older adults over the age of 60 years who belonged to 

community-based groups in the Perth metropolitan area such as Probus clubs 

(http://www.clubsofaustralia.com.au/Probus/Clubs-in-Western-Australia.html), 

Department of Veterans’ Affairs (http://www.dva.gov.au/Pages/home.aspx), and 

Men’s Sheds (http://www.mensshed.org/home/.aspx).   Inclusion criteria comprised 

being aged 60 years or older, having attended a peer-led falls prevention presentation 

during the research Phase 2, and having the capacity to complete a questionnaire.  

Older adults who were living in residential care facilities or who were hospitalised 

were excluded.  

Group sizes of community-dwelling older adults who attended falls 

prevention presentations were varied.  The group size can range from small (6-15 

persons), medium (15-40 persons) to large (40-100 persons).  According to feedback 

from ICCWA, approximately 10% of peer-led presentations delivered were to small 

groups, 60% to medium groups, and 30% to large groups of older adults. 
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ICCWA’s falls prevention presentations were delivered mainly to their target 

population which are older adults from predominantly English-speaking community 

groups.  Though there are adaptions of their presentations and resources to suit older 

adults from other cultures, ICCWA has limited capacity to deliver presentations to 

non-English speaking or other cultural groups on a broader scale.  

3.4.8 Consumer involvement in research: Role of community-
dwelling older adults 

Older adult involvement and participation as consumers in research is 

increasingly recognised as an important means to enhance the quality in health 

research and its outcomes (Cancer Australia, 2016; National Health and Medical 

Research Council (NHMRC), 2004; National Health and Medical Research Council 

(NHMRC) & Consumers’ Health Forum (CHF), 2005).  Older adult consumers bring 

unique insights based on their lived experience, including social and emotional issues 

that are of importance to the present research.  Therefore, by involving older adults, 

the research process and decision-making should be more sensitive to their needs and 

preferences.  Hence, outcomes of greater relevance and improvement in uptake by 

older adults are likely to be achieved. 

Several frameworks regarding community participation have been proposed 

(Arnstein, 1969; Basch et al., 2012; Hill & Draper, 2011; Telford et al., 2004).  The 

framework used in this research is the Ladder of Participation that is a continuum of 

low to high level of consumer involvement (Arnstein, 1969; McKenzie & Haines, 

2011; McKenzie & Haines, 2014).  It is beyond the scope of this thesis to discuss all 

the levels of consumer participation, so only the level consultation that is relevant to 

this research will be described.  Consultation has been defined as “asking consumers 

for their views and using their views to inform decision-making” (Nilsen, Myrhaug, 

Johansen, Oliver, & Oxman, 2006, p. 4). 

3.5 Data Collection and Procedure 

This section describes the instruments used in both the qualitative and/or 

quantitative approaches of each study and the rationale for the techniques or 

instruments chosen.  Further details can be found in the relevant chapter of each study. 
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3.5.1 Peer educators’ focus groups and semi-structured 
interviews (Phase 1 Study 1) 

Study 1, described in Chapter 4, was an exploratory study to gain an overview 

and insight to existing peer educators’ perspectives on falls prevention programs where 

there was little published research.  This study had two stages with their respective 

components: (1) a core research method of focus group interviews; and (2) subsequent 

semi-structured interviews, as a supplement component to elicit additional and more 

in-depth perspectives (Morse, 2010).   

For the first stage and component, focus group interviews were conducted 

(Davidson, Halcomb, & Gholizadeh, 2013; Liamputtong, 2011).  Each focus group 

interview was approximately one and a half hours in duration.  It has been suggested 

that the ideal focus group should range from four to 10 participants and that three to five 

interview sessions should be conducted (Liamputtong, 2011).  However, these factors 

can be flexible dependent on the constraints of the research study (Liamputtong, 2011).  

In the preparation stage, the primary researcher undertook Masterclass training in 

qualitative research of focus group and interviews.  Focus groups were conducted by the 

primary researcher with two experienced qualitative researchers. 

A focus group interview question guide was used (Appendix F).  This 

comprised of 13 questions designed with the research aims in mind, but in collaboration 

with an expert qualitative researcher and the community engagement officer (Section 

3.4.2).  The questions are described in Chapter 4.  This was followed by an explanation 

of the aim of the interview; ground-rules of the interview; the process of audio-taping; 

ongoing note-taking and an assurance of confidentiality.  Each interview started with an 

introduction by participants including their name, their background and how they started 

as a peer educator.  In this study’s focus groups, the facilitator’s role was to stimulate an 

open conversation and interaction amongst the participants.  This was achieved by using 

probing questions to further explore and encourage the participants to share their beliefs, 

attitudes and experience as peer educators and of the program.  Throughout the interview 

session, the facilitator ensured everyone had the opportunity to contribute to the 

conversation around each question.  On occasions, the facilitator clarified or paraphrased 

participants’ responses to check for accuracy in understanding.  Nearing the end of each 

focus group interview, the facilitator briefly summarised the responses to each interview 
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question and provided an opportunity for additional responses.  A debrief with a question 

guide was conducted between the primary researcher (facilitator) and the note-taker at 

the end of each focus group interview for the purpose of discussion regarding 

significant moments observed and to evaluate which participant would be appropriate 

for the subsequent interviews.   

Following the focus group interviews, stage two of data collection used semi-

structured interviews as a supplement component to the study (Morse, 2010).  Two 

participants drawn from the earlier focus groups were chosen for the interviews.  Each 

semi-structured interview was up to one hour in duration and was an opportunity for 

the researchers to explore the participants’ perceptions in more depth to gain a richer 

understanding of the falls prevention program being investigated.  The semi-structured 

interview was structured using a combination of conversational strategy within an 

interview question guide approach (Patton, 2002).  The initial interview guide for the 

first participant consisted of ten questions (Appendix G) that were explored during the 

interview.  These questions, derived from the focus group discussions, were open-ended 

to elicit more in-depth responses from the participant.   

Subsequently for the second participant, the interview guide questions were 

expanded to 14 questions (Appendix G).  These questions were modified from the 

basis of the feedback from the first participant’s interview and by the research team.  

Each semi-structured interview ended with the main points summarised by the 

interviewer as well as a final verification by each participant.   

Post-participation, a shopping voucher ($25) was provided to each participant 

of the focus group and the interviews to thank them for their participation.  The 

community organisation offered to reimburse the participants for their travel expense 

because they were mostly pensioners and had volunteered their time to travel to attend 

the focus groups and interviews. 

3.5.2 World Café community-based participatory forum (Phase 1 
Study 2) 

Study 2, as described in Chapter 5, was an explorative qualitative study 

conducted using a modified World Café approach (Jones et al., 2013).  The World 

Café approach has been described as a staged, designed, “conversational process” with 
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a shifting network of interaction and special café format seating arrangements to create 

informality (Aldred, 2009; Jorgenson & Steier, 2013, p. 391).  It is an interactive 

collaboration of insights and knowledge exchange of views on issues through 

constructive dialogue in large groups (Fouche & Light, 2011).  This process is viewed 

as being respectful of people and their capacity to contribute, and seen as a mechanism 

for achieving a sense of community empowerment for those involved (Aldred, 2009; 

Brown & Isaacs, 2005). 

The World Café approach is distinct from a focus group.  The World Café 

format can be applied to a minimum of 12 participants and up to a maximum of 1,200 

participants (People and participation project, 2012).  Hence, there is potential to obtain 

a wider perspective with a larger group (People and participation project, 2012) through 

the World Café approach compared to more conventional focus groups (Krueger & 

Casey, 2009).  The World Café approach requires a maximum of half a day consultation 

meeting and has also been reported to be easier to organise (Takahashi, Nemoto, 

Hayashi, & Horita, 2014) compared to the other community-based participatory 

methods such as Open Space Technology (Owen, 2008), Future Search (Weisbord & 

Janoff, 2010) or the Appreciative Inquiry (Watkins, Mohr, & Kelly, 2011).  Moreover, 

the World Café approach has been evaluated to be more effective than another method 

known as Large Group Facilitation approach in improving the knowledge and 

understanding of the participants (Fullarton & Palermo, 2008).  Studies in health 

research have used this approach successfully in engaging their target stakeholders 

(Broom, Brady, Kecskes, & Kildea, 2013; Jones et al., 2013) and with older adult 

participants (Emlet & Moceri, 2012; Stockigt, Teut, & Witt, 2013).   

The World Café forum involved recruiting and bringing together a large 

group of community-dwelling older adults to meet and discuss a series of topics.  The 

conduct of the forum followed the World Café’s seven integrated principles (Brown 

& Isaacs, 2005; Fouche & Light, 2011).  Briefly, these are:1) set context;  

2) create a hospitable space; 3) explore the questions that matter; 4) encourage 

everyone’s contribution; 5) cross-pollinate and connect diverse perspectives; 6) listen 

together for patterns, insights and deeper questions; and 7) harvest and share collective 

discoveries (Brown & Isaacs, 2005, p. 40) (Table 3.2). Care was taken to ensure the 

forum was conducted in a safe, accessible and comfortable venue for older adults.  
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Table 3.2 Falls Prevention Community-Based Participatory Forum Using the 
World Cafe's Seven Principles 

Principle Summary Application to Study (Falls prevention) 

1. Set context Purpose 
Participants 
Parameter 

Purpose: “Community Café” theme for forum 
Participants: Older adults 
Parameters: 
 Location- convenient, easy to locate. Central 

with public transport 
 Resources - time and budget, equipment, 

supplies and furnishings 
 Role of café table facilitators & etiquette 
 Main facilitator 

2. Create 
hospitable 
space 

Safe, inviting, warm, friendly, 
informal space 

A café learning environment 

 Set the room to look and feel like a café 
 Theme of café 
 Small tables 
 Music, coffee/tea, informal attire, hand-

drawn graphics 
 Café greeters welcome participants in the 

foyer 
 Name tag-first name only 

3. Explore 
questions 
that matter 

Café assumptions and café 
etiquette 

 General introduction 
 Introduce café forum assumptions, ground 

rules and etiquette 
 Orientation to Sticky Post-it Notes, resources 

4. Encourage 
everyone’s 
contribution 

“Provide the opportunity for 
participants who are more 
reflective, or who learn visually, 
to contribute through attentive 
listening, drawing on table cloths 
or making verbal offering later in 
the conversation” - Brown and 
Isaacs (2005) pp. 102 

 Use Sticky Post-it Notes to encourage 
individual to express their thoughts clearly 
but as briefly as possible 

 Others to listen with respect and appreciate 
others’ perspectives 

5. Cross-
pollinate and 
connect 
diverse 
perspectives 

“Intentional architecture of 
engagement creating the 
conditions for the arrival of 
serendipitous discoveries, new 
patterns of meaning and the voice 
in the centre of the room” - 
Brown and Isaacs (2005) pp. 117 

 Table facilitators to circulate to other tables 
at each round 

 Older adults will remain at the same table 

6. Listen 
together for 
patterns, 
insights and 
deeper 
questions 

Use energising questions. A 
minute of silence to think and 
reflect at the start of each topic or 
question 

 Progress to a topic or questions after each 
round 

7. Harvest and 
share 
collective 
discoveries 

Member-checking  Each table facilitator to share discoveries as 
a whole at the end of the forum session, led 
by the main facilitator 

Based on Brown and Isaacs (2005).  
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For this study, a modified falls prevention World Café approach (Jones et al., 

2013) via the community forum was held to consult and engage older adults 

themselves about their views on various aspects of falls prevention information.  At 

the preparation stage (prior to the forum), topic areas and questions for the forum were 

designed by the research team in collaboration with the community organisation and 

consultation with older adult members of a community group.  The list of questions is 

described in Chapter 5.  

At the preparation stage, café table facilitators were recruited from healthcare 

professional and academic networks.  Two weeks prior to the forum, twelve table 

facilitators were briefed (Appendix I) and were provided with some information about 

the World Café approach, current falls prevention evidence relevant to this study, the 

café questions and the schedule of the planned community forum.  Each facilitator had 

the opportunity to choose the question they preferred to facilitate.  Community-

dwelling older adults who were interested in attending the forum were requested to 

call the research team’s reception to register their interest and to state any dietary 

requirement.   

The World Cafe's conversational process was guided by the topic areas and 

questions to elicit participant’s perspectives.  Several “round-robin” small group 

conversations led by cafe table facilitators explored these areas.  Each round of 

conversation lasted 15 minutes.  At the start of each round, the café table facilitator 

would introduce their topic for discussion and encourage the conversation gradually 

with probing questions.  During each round, the forum participants conversed, 

discussed and captured their views on individual small pieces of papers or sticky notes 

provided.  Each café table facilitator made notes of the emerging ideas, questions and 

suggestions.  At the end of each round, these notes were collated and placed on a large 

sheet of paper and the café table facilitators moved onto the next table of participants.  

In this study’s forum, for safety considerations, the World Café approach was modified 

as forum participants were not required to move and change seating at the end of each 

group conversation.  By the end of the forum’s conversational process, the forum’s 

main facilitator led the café table facilitators in summarising the main key points of 

each question to all forum participants.  Evaluation feedback (Appendix J) was elicited 

from participants at the end of the forum before they departed the venue.   
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3.5.3 Expert review: Mixed methods evaluation (Phase 1 Study 3) 

Study 3, as described in Chapter 6, involved experts from a number of key areas 

of specialisation including falls prevention and education being invited to participate as 

an expert reviewer (experts described in Section 3.4.6) of the existing peer-led falls 

prevention presentations.  Experts were asked to review, critique and rate the recording 

of three peer-led one hour presentations that were conducted in the community. 

The measuring instrument used by the expert reviewers was a questionnaire 

(Appendix L) that was initially developed from reviewing key adult learning literature.  

The purpose-developed questionnaire included research evidence in adult learning 

(Knowles, 1970; Merriam & Bierema, 2014), a matrix of adult learning principles by 

frequency of use (Trompf & Sale, 2001) and the Queensland Occupational Therapy 

Fieldwork Collaborative online resource (Queensland Occupational Therapy 

Fieldwork Collaborative, 2005).  Subsequently, the matrix of adult learning principles 

and constructs of the questionnaire items were adapted via discussion and consensus 

by the research team for this study.  That is, the questions addressing each key principle 

were further modified to integrate current falls prevention findings to the research 

context involving older adults in the community being investigated.   

Validity and pilot trial of the Expert Review Questionnaire 

Face validity of the questionnaire was determined by two postgraduate 

researchers who had experience in designing questionnaires.  The face validity 

questions were as recommended by Dow et al. (2013).  These included asking if the 

questionnaire was user-friendly, if it was easy to understand and if the domains were 

suitably described.  This part of the questionnaire development aimed to identify areas 

of omission and areas requiring item statement modification. 

Furthermore, content validity of the questionnaire was undertaken to 

determine whether the questions were relevant to the measurement of the concepts 

being studied (Lynn, 1986).  Four individuals with falls prevention expertise, not part 

of the expert panel, were selected and invited to determine the questionnaire’s content 

validity.  The selected experts included falls specialists who have been active in 

community-based falls prevention education and a falls expert researcher at a local 

university.  Each expert was presented with a copy of the draft questionnaire and 
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requested to assess and rate the items in terms of content relevance to the study’s 

purpose.  Further details of the questionnaire including its reliability can be found in 

Section 3.6.3 and in Chapter 6.  

Two researchers experienced in the area of gerontology and research were 

then asked to run a pilot trial of viewing a video of the peer-led falls prevention 

presentation whilst completing the finalised questionnaire.   

3.5.4 Quasi-experimental trial of peer-led education program 
(Phase 2 Study 4) 

A pre-test post-test self-administered, semi-structured participant 

questionnaire was used to evaluate the education program (De Vaus, 2014; Guyatt, 

Jaeschke, Feeny, & Patrick, 1996).   

The questionnaire used a five-option Likert scale.  The Likert scale was 

chosen as it is the most frequently used scale in psychology and education for rating 

beliefs, opinions and attitudes which cannot be measured precisely (Hartley, 2014).  

This scale has also been deemed “easier to administer and easier to interpret” than 

other instruments (Juniper, Guyatt, & Jaeschke, 1996, p. 52) and it measures aspects 

of “intensity, extremity and direction” (De Vaus, 2014, p. 107).  Although there is no 

agreement in the literature about the number of response options in a Likert scale (De 

Vaus, 2014; Juniper et al., 1996) a five-option continuum has also been proposed for 

older adults as it has been reported as eliciting better response rates (Carp, 1989).  A 

five-option scale provides good discriminatory ability (Lee & Paek, 2014) and has 

been determined to be more reliable compared to fewer options on the scale (Lissitz & 

Green, 1975).  In comparison, a three-option scale may be “insensitive to real 

differences” (De Vaus, 2014, p. 107).   

Striking a balance in the length of a questionnaire should be a consideration 

during development of the questionnaire (Foreman & Kleinpell, 1990).  The 

Participant Questionnaire completion for Study 4 was kept to a time ranging from five 

to fifteen minutes, including responses to the open-ended questions in the 

questionnaire.  This was because previous research has found that using a shorter 

questionnaire improves response, for example, a single-sided questionnaire is 

preferred to a double-sided questionnaire (Edwards et al., 2009).  If the questionnaire 
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is too long, some older adults may experience physical and cognitive fatigue in 

completing the questionnaire (Foreman & Kleinpell, 1990).  The initial (pre-

presentation) questionnaire was double-sided because of the need to gather socio-

demographic data but subsequent Participant Questionnaires (post-presentation and 

one month follow-up) were shorter in length.   

In addition, the wording, layout, and format of the Participant Questionnaire 

underwent several iterations during the validation process before being finalised.  This 

included the questionnaire’s “readability” (Flesch, 1948, p. 221).  The recommended 

readability for older adults to ensure that they understand any written information ranges 

from grade three to eight, and should be kept simple without jargon (Chubaty, Sadowski, 

& Carrie, 2009; Foreman & Kleinpell, 1990; Sadowski, 2011).  The questionnaire was 

assessed to be at a level of Flesch-Kincaid Grade seven (Flesch, 1948).   

The challenge in conducting research with older adults is acknowledged 

(Fudge, Wolfe, & McKevitt, 2007; McMurdo et al., 2011; Samelson et al., 2008).  

Non-response rates with questionnaire use and inconsistent responses have been 

reported to be more serious with adults aged over 65 years compared to younger adults 

(Colsher & Wallace, 1989; Herzog & Rodgers, 1992).  Moreover, a “social desirability 

bias” (Wallace, Kohout, & Colsher, 1992, p. 131) in studies of older adults may also 

occur.  This bias is a tendency to provide an answer that would appear “socially 

acceptable” (Wallace et al., 1992, p. 131), for example when responding to questions 

such as self-perceived rating of health.  In addition, older adults as a group have been 

shown to be less likely to have encountered standardised questionnaire-like scale 

format compared to younger adults (Wallace et al., 1992).  As these age-related 

changes have the potential to influence performance and data quality (Rodgers & 

Herzog, 1992), attention and care in the conceptual and methodological stages were 

addressed through the process of establishing the Participant Questionnaire and 

evaluating the program (discussed in Chapter 7 and Chapter 8). 

Postal questionnaires were used in the final stage of seeking the participants’ 

responses in the intervention trial, one month after attending the presentation.  

Recommendations from large systematic reviews including one with 292 RCTs of 

258,315 participants (Edwards et al., 2002; Edwards et al., 2007; Edwards et al., 2009) 

have described contact method and other considerations to improve postal 
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questionnaire response rate.  Considerations including notice such as a pre-notification 

telephone call of an expected questionnaire in the mail; a university sponsorship; 

mentioning an obligation to respond; and reminders with a second copy of the 

questionnaire (Edwards et al., 2002; Edwards et al., 2009; Rodgers & Herzog, 1992) 

have been suggested.  Inclusion of a reply-paid envelope, assurance of confidentiality 

and indications of a university-originated questionnaire further improved response 

rates (Edwards et al., 2009; Wallace et al., 1992).  These considerations were 

incorporated into the research as detailed in this chapter and in Chapter 8.   

During Phase 2, a trial was conducted to evaluate the intervention in Study 4.  

The overview of the trial is illustrated in Figure 8.1 and described in detail in Chapter 

8.  The community engagement officer from ICCWA was the key person who recruited 

and trained new volunteer peer educators who formed part of the intervention, as well 

as providing support to the existing peer-led falls prevention program and other 

responsibilities as discussed in Section 3.4.2.  Due to limited resources and for 

pragmatic reasons during Phase 2, the data collection for the control group was 

conducted first, followed by the recruitment and training of new volunteer peer 

educators (described in Chapter 7) and subsequently, data collection for the 

intervention group. 

In Phase 2, the pre-data collection stage of the presentation, information about 

the research such as the Participant Information Sheet detailing the background of the 

study, aims of the research and involvement, consent form and initial questionnaire were 

available to the community engagement officer for inviting older adult groups to 

participate in the research.  The Participant Questionnaire (Appendix N) was completed 

by participants immediately prior to, and then immediately following the peer education 

presentation.  Steps were taken to minimise sample attrition.  For the one month follow-

up time point, each participant was called and advised about an upcoming questionnaire 

in the mail that was later sent out with a pre-paid envelope.  Participants were also 

encouraged to contact the researcher if they faced any difficulties in completing the 

questionnaire.  Reminders via mail or a telephone call were sent for those who did not 

return the questionnaire within two weeks of the deadline.   
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3.6 Data Analysis 

This section describes the chosen approach and steps taken to analyse the data 

of each study as well as the strategies to enhance the trustworthiness, rigour, validity, 

and reliability of the findings.  Further details can be found in the relevant chapter of 

each study. 

Unless specified, quantitative data in all the studies were analysed using 

statistical package SPSS® (Statistical Package for Social Sciences, version 22 for 

Windows).  All the qualitative data in the studies were managed using NVivo version 

10 for Windows (QSR International Pty Ltd, 2012). 

3.6.1 Peer educators’ focus groups and semi-structured 
interviews (Phase 1 Study 1) 

Study 1, described in Chapter 4, used the same group of data source (peer 

educators) but utilised the two different research methods [focus group interviews 

(core component) followed by semi-structured interviews (supplementary 

component)].  Data and data analysis for the core (focus group) and supplementary 

(interview) components were kept separate until they were combined at the final point 

of interpretation towards a results narrative.   

The focus group interview audiotapes were transcribed verbatim by the 

primary researcher.  An inductive analytical approach of the transcripts was applied 

(Glaser, 1965; Onwuegbuzie, Dickinson, Leech, & Zoran, 2009).  This was an iterative 

process of studying the data, going through the stages of data reduction via coding, 

interpreting and identifying patterns and progressing towards key themes being agreed 

upon between at least two investigators.   

At the initial stage of analysis, that is data reduction, two independent 

researchers manually examined and clustered the data into common descriptive key 

words and phrases that may signify key concept first level codes relevant to the study.  

A code is a label for a category.  These first level codes were further re-examined to 

identify common relationships or patterns progressing towards more abstract second-

level codes or categories.  Further iterations were conducted to determine final codes 

and emerging key themes (patterns).  The latter were displayed in a thematic 
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conceptual matrix.  Inferences, interpretations and tentative conclusions were drawn 

to explain peer educators' perceptions of their role in the falls prevention education 

presentations for community-dwelling older adults.   

During the process through to derivation of the final key themes, various steps 

were undertaken to enhance the trustworthiness and to broaden the interpretations of 

the findings (Lincoln & Guba, 1985).  Investigator triangulation (Denzin, 1989) at data 

collection and data analysis of the focus group and semi-structured interviews were 

planned to minimise primary researcher bias interpretation.  At the end of each focus 

group’s data collection, the note-taker discussed immediate significant moments or 

events with the primary researcher.  At the data analysis stage, a second researcher 

examined, coded and analysed the data independently from the first researcher.  Then 

these two researchers compared and discussed similarities and differences in their 

coding and categories.  This resulted in a wider scope in perspectives of the codes and 

categories in the preliminary emerging themes.   

Using the emerging themes from the focus group interviews (core 

component) as a pre-determined guide, the qualitative data and content from the semi-

structured interviews (supplement component) were examined and compared to reject 

or affirm the earlier findings as a form of method triangulation (Denzin, 1989).  The 

meaning within the semi-structured interviews was determined by two researchers 

who reviewed the qualitative data independently to compare the content.  The use of 

the constant comparative analytical approach (Glaser, 1965; Onwuegbuzie et al., 2009) 

at the final confirmatory stage was another affirmation of the resultant themes and 

interpretation.   

Differences in interpretations were thoroughly explored, discussed and 

refined with the whole research team until consensus was reached and the final key 

themes identified (Braun & Clarke, 2006; Miles et al., 2014).  The use of member 

checking with participants at a subsequent meeting was a further step to seek 

verification of the final thematic outcomes of the study and as a corroboration of the 

interpretation (Lincoln & Guba, 1985).   
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3.6.2 World Café community-based participatory forum (Phase 1 
Study 2) 

Study 2, described in Chapter 5, was a World Café community-based 

participatory forum attended by older adult participants.  Participants’ responses to 

topic areas of discussion raised in the forum were written on small pieces of paper.  

Table group and forum discussions were also collected on large summary sheets.  

These were all collected, collated and transcribed.  Subsequently, using the inductive 

thematic analysis approach, two researchers analysed their data independently of each 

other.  The data were initially analysed using descriptive coding and further revised by 

categorising coded data into common themes or patterns repeatedly over a few cycles 

(Miles et al., 2014).  Then the two researchers discussed their initial patterns to arrive 

at emerging key themes, and an initial conceptual framework over several meetings.  

To further enhance the trustworthiness of the findings, a third researcher who was a 

falls prevention expert from the team, reviewed the emerging key themes and initial 

framework (Lincoln & Guba, 1985).  A discussion of the findings amongst the research 

team was conducted until a consensus on the final key themes was reached.   

3.6.3 Expert review: Mixed methods evaluation (Phase 1 Study 3) 

For study 3, described in Chapter 6, statistical analyses were conducted using 

Stata IC 13 (StataCorp, 2013).  Inter-rater reliability of the mean results from the 

ratings of all 10 experts for each domain was established using Intraclass Correlation 

Coefficient (ICC two-way random effect model).  

Responses from the open-ended items in the questionnaire together with the 

experts’ overall evaluation summary were first imported to NVivo version 10 for Windows 

(QSR International Pty Ltd, 2012).  Thematic analysis of the qualitative data was performed 

(Miles et al., 2014).  Using investigator triangulation to enhance trustworthiness of findings, 

two researchers conducted the process of coding, data reduction and data analysis 

independently of each other (Lincoln & Guba, 1985; Miles et al., 2014).   

The results of the mixed methods study design’s qualitative data were 

synthesised with the quantitative data simultaneously to present the outcome in a 

conceptual framework.  In addition, the experts’ qualitative responses, summary and 

feedback were collated into a table of recommendations and these were revised 

through a series of discussions by the researchers. 
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3.6.4 Evaluation of peer-led falls prevention education program 
(Phase 2 Study 4) 

For Study 4 (to be described in full in Chapter 8), quantitative data were 

analysed using statistical package SPSS® (Statistical Package for Social Sciences, 

version 22 for Windows).  Data were summarised using descriptive statistics.  A p-

value <.05 was considered significant for all analyses.  

For the quantitative data collected, linear mixed modelling (Bryk & 

Raudenbush, 1987) using the backwards elimination procedure was initially selected 

to examine the outcomes for the between-group differences of the control and 

intervention groups over three points of time (pre and post presentation, and one month 

follow-up) and to determine the significant predictors (at p-value .05).  Linear mixed 

modelling was chosen in this case of repeated measures because the assumption of 

independence of observations underlying traditional group mean comparison 

procedures (e.g. ANOVA) was likely to be violated.  In addition, linear mixed 

modelling can accommodate violations of normality and homogeneity of variance.  

However, linear mixed modelling makes an assumption that the residuals of the model 

are normally distributed (Bryk & Raudenbush, 1987).  The data were assessed to 

determine if the assumption of normality applied (Bryk & Raudenbush, 1987).  If the 

assumption was violated, the distribution of the data was reviewed.  In the case of 

bimodal distributions, then the data would be dichotomised. Rating of “Strongly 

Agree” and “Agree” would be recoded to “Agree” or 1 and “Neutral”, “Disagree” and 

“Strongly Disagree” would be recoded to “Disagree” or 0.  Consequently, using the 

significant predictors of the linear mixed modelling, Generalised Estimating Equations 

(GEE) (Liang & Zeger, 1986) were run instead.  Using GEE was advantageous in 

modelling the relationship between the binary repeated outcome measures (non-

normal distribution) and association with multiple independent variables (continuous 

or categorical covariates) (Williamson, Bangdiwala, Marshall, & Waller, 1996).  The 

independent variables were participants’ sociodemographic information.  Separate 

GEE models were run for each of the seven questionnaire outcomes to examine 

changes over time and between group differences.  Estimates for odds ratios (OR) for 

logistic regression were reported with accompanying 95% confidence intervals and 

associated p-values.   
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Deductive content analysis of the qualitative data was used for Study 4 which 

was conducted in Phase 2.  This deductive approach is a process of coding qualitative 

data according to a pre-determined categorisation matrix constructed from existing 

data and information available in investigation and subsequently looking at the 

frequency counts of the categories and subcategories (Elo & Kyngas, 2008; Graneheim 

& Lundman, 2004).  A category was deemed as a group of similar themes, meaning, 

or concept, and its content was expanded further into sub-categories (Elo & Kyngas, 

2008).  In this research, new categories were created to accommodate data that could 

not fit into the pre-determined categories, leading to a refinement of the existing 

information in the area (Hsieh & Shannon, 2005).  Investigator triangulation with two 

researchers coding the findings was undertaken to enhance the trustworthiness of the 

findings (Denzin, 1989; Lincoln & Guba, 1985). 

3.7 Summary of Chapter 

This chapter provided an overview of the methods for the research described 

in this thesis including the design, setting, procedure and analyses of the research in 

the community.  A mixed methods research design was used across the two phases of 

this research.  Three studies were conducted concurrently in Phase 1.  Subsequently, a 

fourth study was conducted in Phase 2 that consisted of the design, development and 

evaluation of a contemporary peer-led falls prevention education program. 
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Chapter 
4 Chapter 4: 

  
Exploring Peer Educators’ Views 

About How Peer-Led Falls Prevention 
Education Should be Provided for 

Community-Dwelling Older Adults 
– A Qualitative Study 

This study is already published in an Open Access journal: 

              http://bmcgeriatr.biomedcentral.com/articles/10.1186/s12877-015-0030-3  

What follows is presented as a version of the manuscript but modified to suit 
integration into the thesis.  

Khong, L., Farringdon, F., Hill, K. D., & Hill, A-M. (2015). “We are all one 
together”: Peer educators' views about falls prevention education for 
community-dwelling older adults" - a qualitative study. BMC Geriatrics, 
15(28).  http://dx.doi.org/10.1186/s12877-015-0030-3 

4.1 Chapter Outline 

This chapter describes Study 1 (Phase 1) which was a qualitative study 

conducted to explore the perspectives of a group of peer educators about their role in 

delivering the peer-led falls prevention education for community-dwelling older 

adults. 
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4.2 Abstract 

A two-stage qualitative inductive constant comparative design was used.  In 

Stage One (core component) focus group interviews involving eleven participants 

were conducted.  During Stage Two (supplementary component) semi-structured 

interviews with two participants were conducted.  Data were analysed in an inductive 

approach by two researchers independently.  Key themes were identified and findings 

were displayed in a conceptual framework. 

Peer educators were motivated to deliver educational presentations and 

importantly, to reach an optimal peer connection with their audience.  Key themes 

identified included both personal and organisational factors that affect educators’ 

capacity to facilitate their peers’ engagement with the message.  Personal factors that 

facilitated message delivery and engagement included peer-to-peer connection and 

perceived credibility, while barriers included a reluctance to accept the message that 

they were at risk of falling by some members in the audience.  Organisational factors, 

including ongoing training for peer educators and formative feedback following 

presentations, were perceived as essential because they affect successful message 

delivery.   

Peer educators have the potential to effectively deliver falls prevention 

education to older adults and influence acceptance of the message as they possess the 

peer-to-peer connection that facilitates optimal engagement. 
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4.3 Background 

Peer-led education (see Chapter 2 Section 2.6) is one recommended approach 

to facilitate translation of falls prevention messages to community-dwelling older adults 

(Peel & Warburton, 2009; Snodgrass et al., 2005).  Behaviour change models suggest 

that peers could be effective because they are a credible source, provide role modelling 

and deliver instructions to perform the new behaviour which may be persuasive in 

promoting positive behavioural outcomes (Michie et al., 2000; Michie et al., 2013).  

Furthermore, for adults to adopt behaviour change, the health information should be 

delivered in a manner consistent with adult learning principles (see Chapter 2 Section 

2.5.1.3) These principles include recognising that adults are self-directed learners who 

need to understand the rationale for what they are learning. 

Few studies have investigated the impact of peer education on falls outcomes.  

In one study, 26% of older adults who received falls prevention peer education made 

changes to reduce their risk of falling (Allen, 2004).  In other studies, peer education 

resulted in uptake of falls prevention actions but there was no significant reduction in 

falls (Deery et al., 2000; Robson et al., 2003).  However, these studies did not explore 

the views of peer educators about their role in delivering falls prevention messages to 

an older adult audience and their perceptions about how falls prevention messages can 

be delivered effectively to promote behaviour change.  Previous studies have also not 

specifically investigated the role and relationship of peer educators and of their 

coordinating organisation.   

Therefore, the purpose of Study 1 was to explore the perspectives of peer 

educators about their role in delivering peer-led falls prevention education for 

community-dwelling older adults and subsequently, to inform future refinements for 

peer education falls prevention programs. 
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4.4 Study Design and Methods 

4.4.1 Study design 

A two-stage qualitative inductive constant comparative design (Glaser, 1965; 

Onwuegbuzie et al., 2009) was used (Figure 4.1).  This design was chosen to gain an 

in-depth understanding of the numerous interpretations from the peer educators about 

the program in which they were involved.  In Stage One, focus group interviews (core 

component) were used to gain the peer educators’ perspectives of their role and 

effectiveness in delivering the falls prevention message.  The emerging categories 

identified from the preliminary analysis of data obtained from these focus group 

interviews were further explored in subsequent Stage Two semi-structured interviews 

(supplementary component) to elicit a broader and more in-depth scope to the 

preliminary findings (Morse, 2010). 

 
Figure 4.1 Research Design for Exploring the Perceptions of Peer Educators About 

Delivering Falls Prevention Education to Community-Dwelling Older Adults 
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4.4.2 Participants and setting 

A purposeful sample was recruited consisting of all peer educators who 

delivered falls prevention presentations to groups of community-dwelling older adults 

living in Perth metropolitan areas, Western Australia.  In this study, peer education 

was defined as a one-peer-to-one group approach, delivering a one-off session on falls 

prevention health-related education. 

Peer educators in the program are volunteers who are trained to conduct 

presentations and raise awareness of falls prevention to the broader community.  They 

are mostly retired and highly educated older adults who choose to volunteer to 

contribute to the community. They form part of a large community organisation that 

focuses on providing education, promotion and resources directed towards injury 

prevention and community safety in Western Australia.  The community organisation 

recruits interested older adults who are keen to volunteer for this peer education 

program as well as their other volunteer activities.  Falls prevention is a key focus of 

the organisation and it conducts training for new peer educators to deliver falls 

prevention education presentations.  The organisation also organises the schedule of 

presentations and provides support and resources for the peer educators. 

4.4.3 Data collection and procedure 

Data collection occurred in two stages.  In Stage One, the focus group 

interview technique was used as a method of collecting multiple perspectives in a 

single short session (Davidson et al., 2013). 

All peer educators (n=11) were invited by the community engagement officer to 

participate in focus group interviews and all accepted.  The focus group participants’ 

profile and characteristics are presented in Table 4.1.  Eight (73%) of the participants were 

less than 75 years old and five (46%) had delivered peer education presentations for more 

than five years.  Four (36%) identified themselves having a background in education.   
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Table 4.1 Demographic Profile of the Focus Group Participants. 

Characteristic n=11 (%) 

Age  
65-74 years old 8 (73) 
75-84 years old 2 (18) 
85+ years old 1 (9) 

Gender  
Female 7 (64) 
Male 4 (36) 

Education  
Secondary 5 (46) 
Trade 1 (9) 
Diploma 1 (9) 
University 4 (36) 

Status  
Completely retired 9 (82) 
Partly retired 2 (18) 

Former Primary Employment  
Education 4 (37) 
Health 2 (18) 
Business and Legal 4 (36) 
Manufacturing 1 (9) 

Years as Volunteer Peer Educator  
11 months of less 1 (8) 
1-5 years 5 (46) 
6+ years 5 (46) 

Note: Data Analysis by SPSS Version 22 

Two focus groups were conducted in May 2013.  Group One was comprised 

of six participants and Group Two was comprised of five participants.  Focus group 

interviews were conducted at the community organisation’s office meeting room 

where the peer educators meet on a regular basis, thereby ensuring the study’s 

participants would find the surroundings familiar to them and be comfortable.  The 

interviews were also held at dates convenient for the peer educators to maximise 

participation.  At the commencement of each focus group interview, the focus group 

facilitator (primary researcher) introduced herself and her fellow researcher co-

facilitator and note taker, explained the aim of the interview and the process of audio-

taping and ongoing note-taking and sought an undertaking of confidentiality.  The 

note-taker sat unobtrusively away from the group.  Each focus group interview lasted 
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about one hour in duration.  Refreshments were provided throughout the discussions. 

The note taker discussed immediate, significant moments with the primary researcher 

while on-site after completion of each focus group interview. 

The researcher used an open-ended interview guide that was informed by 

research in peer education with older adults in the area of health (Karwalajtys et al., 

2009; Mosack et al., 2012; Vernon, 2010) and by an expert in falls prevention.  The 

guide was further reviewed by the program training coordinator, thereby ensuring the 

trustworthiness of the data within the context of delivering peer-led falls prevention 

education.  The focus group interview guide (Appendix F) included open-ended 

questions related to the following: 

 Role of peer educator 

 Skills that they perceived as being required in their role as peer educator 

 Challenges they faced as a peer educator and strategies they employed to 

address those challenges 

 Factors they felt influenced their effectiveness in delivery of their presentation 

 Feedback about how they perceive the support from the community 

organisation in provision of training and resources in their role as peer educator 

Stage Two’s supplementary component included two participants who were 

invited to participate in a one-on-one semi-structured interview to confirm and further 

explore preliminary findings from the focus groups.  Their selection was based on 

insights they provided during their focus group interviews. 

Each semi-structured interview was an hour in duration and was undertaken 

in a meeting room at the community organisation.  The semi-structured interview 

involved a combination of conversational strategy within an interview question guide 

approach (Appendix G) (Patton, 2002).  The questions were identified from the focus 

group findings.  They were open-ended and phrased to explore the topics in further 

scope and depth with the participant.  The interviewer, a physiotherapist experienced 

in falls prevention with older people, summarised the main points at the end of each 

interview to seek final verification from the participant. 
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4.4.4 Data analysis 

Data sets and analyses for the core and supplementary components were kept 

separate until the analyses were completed, then each analysis was incorporated into 

the results narrative (Figure 4.1).  The data from the supplementary component verified 

and added scope to the findings of the core component. 

4.4.4.1 Focus group 

The primary researcher first listened to the focus group interview audiotapes 

before transcribing them verbatim.  An inductive analysis of the content of the focus group 

transcripts was applied to analyse the data (Braun & Clarke, 2006; Miles et al., 2014).  

Two researchers conducted data reduction and data analysis independently and then met 

to finalise codes and themes through discussion to arrive to a consensus.  This provided 

investigator triangulation (Denzin, 1989), which aimed to increase the rigour of the 

analyses.  Preliminary emerging themes (patterns) were visually displayed in a conceptual 

framework (Miles et al., 2014) (Figure 4.2).  Subsequently the primary researcher met 

with the focus group participants to seek verification of the emerging themes.  Any 

differences between the participants and the researchers were resolved by consensus. 

Interviews and integration with focus groups 

The data from Stage Two’s semi-structured interviews were then analysed by 

the two researchers who independently coded the data and compared emerging themes 

with those from the focus group interviews as a pre-determined guide.  This 

methodological triangulation was intended to increase the rigour of the findings.  The 

conceptual framework (Figure 4.2) was developed from the focus group interviews 

and confirmed by the semi-structured interviews. 

4.5 Findings 

The analyses identified that peer educators were motivated to present their 

message and sought to engage in a manner that optimally connected them with their 

older adult audience.  They perceived that this was essential to facilitate acceptance of 

the falls prevention message.  Two main categories were identified as affecting the 

levels of engagement with the older adults that was achieved; these were personal 

factors and organisational factors (Figure 4.2).   
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Figure 4.2 Conceptual Framework Describing Peer Educators' Perceptions of the 

Mechanism of how they Deliver the Falls Prevention Message to Older 
Adults 

4.5.1 Motivations 

The focus group participants reported that they were enthusiastic to share the 

falls prevention message with their peers because they perceived through their own 

experience, including through family and friends that the message was personally 

relevant “this message has done me a lot of good” (Participant 10) and “I would like 

to see it succeed as so many people I know have had falls” (Participant 1).  They also 

described strong personal motivation and enthusiasm for volunteering to deliver falls 

prevention messages as “I considered it was up to me to give something back” 

(Participant 11).  Supplementary interviews with Participant 1 and 5 confirmed the 

focus group findings regarding motivation to deliver the falls prevention message.  

They expressed strong beliefs that the falls prevention message was important and was 

a worthwhile program to be disseminating in the community.  One participant shared: 

“I would like to see it succeed because most of the people I know have 
had falls including myself and some of the factors that come into the 
talks are so simple to implement it is such a shame if we don’t get that 
message out.” (Participant 1) 
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4.5.2 Personal factors 

Personal factors that facilitated message delivery and engagement included 

peer-to-peer connection and perceived credibility, while barriers included limited 

access to resources. 

4.5.2.1 To engage using the peer-to-peer connection 

The focus group participants perceived that as peers they could engage in a 

peer-to-peer communication with their older adult audience because they could 

strongly relate to them “we are all one together” (Participant 5).  They shared that they 

felt able and comfortable to encourage their older adult audience with “we can do this” 

instead of “you can do this” (Participant 5) because of the peer-to-peer connection and 

as a role model because “I can do it, you can do it” (Participant 11).  They described 

peer-related humour and anecdotal examples during presentations that they used to 

capture their audience’s attention. 

Participants 1 and 5 (supplementary interviews) elaborated that they were in a 

better position to communicate and deliver the message than a younger person because 

they could connect to their audience as peers “it is that relating, that we are all doing the 

same sort of things or at the same stage of life” (Participant 5).  In addition, they felt that 

it would be ideal to communicate and emphasise the health, social and emotional 

consequences of a fall at this older stage of life with “a disruption to your life, and your 

family’s lives, the costs associated with it as well as time and intrusions” but “without 

actually frightening people” (Participant 1).  These two participants also expressed a 

desire to further engage their older adult audience in their message by goal-setting and 

action planning with “those who came can take home three points that they then apply 

to their life and so get benefit from” (Participant 5). 

4.5.2.2 To engage with credibility 

Credibility was identified as being important in delivering the falls prevention 

message and there was a strong recommendation that preparation and planning for each 

presentation was required.  The focus group participants advised, “make sure you are 

familiar with the material and able to answer questions” (Participant 4).  They also 

described being proactive in acquiring hands-on presentation skills through observing 
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more experienced peer educators.  These focus group participants emphasised repeatedly 

that they required access to current evidence and information for their presentations, as 

it “can be embarrassing if you are challenged and your data is wrong” (Participant 1).  

However, establishing credibility was also perceived as “being as good an example as I 

can be” (Participant 1) and “the need to be role models in terms of how we go about 

things” (Participant 4). 

4.5.2.3 Perceived barriers to engagement 

The focus group participants nominated perceived barriers in engaging the 

audience in the presentations, which they reflected could possibly contribute to the 

audience’s willingness to take on the falls prevention message.  They explained that 

these barriers included the perceived receptiveness from an older adult audience, time 

limitations for the presentations and access to equipment at the venues.  

Anecdotal feedback they received regarding some presentations indicated 

that the older audience did not think that falls would happen to them in that “they say 

we’re too active that’s not going to happen to us so you can get that resistance” 

(Participant 6).  Like the focus groups, the interviewed participants reiterated that an 

older adults’ approach is “it won’t happen to me” (Participant 5) or “that was 

interesting… I don’t think they do anything about it” (Participant 5).  They were keen 

to “to make them aware that they are at risk” (Participant 5).   One interviewed 

participant elaborated on the rationale of the peer educators’ desire to address a 

“younger audience” with comments such as “we are chipping around the edges...we 

have to get to the younger audience to actually prevent people that start to fall, at 60 

or 60ish” (Participant 1).  However, this barrier did not lower the peer educators’ 

motivation because “even if you reach one person and stop one person from falling, 

that’s something” (Participant 11).   

As older adults, the peer educators also recognised that some of the audience 

may have age related changes which could affect their ability to understand the 

presentation and hence receive the falls prevention messages “we must realise the 

difference in age as to retention levels and ability to perform” (Participant 9).  Some 

participants expressed a degree of uncertainty about the effect of their falls prevention 
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presentation with comments such as “when you give information handouts whether 

they take them home and read them” (Participant 3).   

4.5.3 Organisational factors 

The organisational factors category reflected peer educators’ perceptions 

about how the community organisation provided them support to deliver an effective 

falls prevention message.  These emerging themes were ongoing training and 

formative feedback following the peer educators’ presentations, resources and 

equipment for the audience and audience profile. 

4.5.3.1 Requirements for support with training and feedback  

The participants’ views about training were influenced by their life skills, 

work and personal experience (Table 4.1) before retirement.  Presentations were 

viewed as a “combination of information and delivery” (Participant 2) and it was 

perceived that each needed to be optimal if they were to deliver their falls prevention 

message effectively.  Therefore, the focus group participants expressed strong interest 

in receiving formative feedback about their delivery.  However, there was considerable 

debate amongst these participants whether formative feedback should be from the 

community organisation or from an external party deemed more suitably qualified to 

assess their delivery.  They further elaborated that feedback on their presentations 

needed to be constructive in terms of “direction on how you might improve if you need 

to” or “this area needs to be, like toughened up, changed or altered” (Participant 2).  

The peer educators were also keen to obtain meaningful feedback from the audience 

so that they could feel more assured and improve in “getting the message over” 

(Participant 11).   

In addition, the interviewed participants further elaborated and were also 

consistent in their suggestions about requiring support and expressing a desire to 

undertake further training for their role. 

“I would like somebody who is a public speaker to come out and sit in 
on a talk, maybe once a year and give some feedback as to how it is 
going and how it could be improved so that would be support” 
(Participant 1). 
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Other suggested training opportunities included “fine-tune it at volunteer 

meetings” (Participant 5) and seeking further feedback to upgrade their skills.  They 

thought it could include the audience’s feedback from their presentations.  

Specifically, “if it was something I wasn’t doing or wasn’t getting the message across 

and of course, the positive things like they learned a lot” (Participant 5).  

Furthermore, the two interviewed participants also suggested that new peer 

educators could benefit from more training including “a bit more theory” as “the more 

knowledge they have, the better they can present it” (Participant 5).  They considered 

that having more structure is helpful for those who have not had much prior knowledge 

or presentations.  Flexibility in delivery was identified as being beneficial for those 

with knowledge and confidence. 

4.5.3.2 To support with resources and equipment 

Most focus group participants strongly emphasised that the resources 

(brochures, videos, questionnaires) should be “up-to-date” and at an appropriate level 

of comprehension for the older adult audience.  Again, as older adults, they recognised 

that “we cannot assume that they can all read and write and comprehend exactly as we 

do” (Participant 2).  A minority of participants identified that the falls message could 

require tailoring to enhance learning “we’ve got to sum up that group, we can’t deliver 

the same message, the same way to different groups of people, it is impossible” 

(Participant 9).  These participants suggested that catering to audience’s different 

learning styles could promote the learning experience including the use of resources 

and equipment as “supporting material in trying to use different senses” (Participant 

9).  This is because “there are some people that listen but there are some people that 

are visual and for some people being able to see it makes the impact” (Participant 3).  

However, the falls prevention presentations were delivered in a broad range of settings 

in the community and this meant “not every group has the equipment that you are able 

to use or equipment may not be in working condition” (Participant 7).  It was suggested 

that this barrier could be overcome with flexibility and willingness to adjust “you need 

to be able to take over and present different parts of the presentation if the equipment 

does not work when you get there” (Participant 1). 
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4.5.3.3 To support with appropriate time to present and 
appropriate audience  

The limited time available to present when considering the scope of the falls 

prevention message was viewed as affecting how well they could engage with their 

audience as “to get through all of this in 30 minutes’ presentation, this is impossible” 

(Participant 9).  

“If it’s at a senior centre, they’ve got half an hour time between this 
activity and lunch, all you’re doing is just presenting, you’re not 
engaging that audience, you are not getting a transfer of learning taking 
place.” (Participant 9) 

There was strong feedback from focus group participants that the falls 

prevention presentations should “target the audience which is most likely to get a benefit 

from what we have to say” (Participant 2).  They expressed the idea that a “slightly 

younger audience” (Participant 1) would also benefit more from the message and were 

“disappointed if they’re in their 70s, 80s and 90s which they often are” (Participant 1).  

Functional ability profile of the audience was another aspect considered important to 

maximise targeting of the falls prevention messages to an appropriate group of older 

adults.  Focus group participants recognised that their presentations were not targeted to 

an audience who were highly dependent in their mobility (such as those who are 

wheelchair bound or may come from a residential care setting).  

4.6 Discussion 

The peer educators provided important insights regarding what their role 

entailed.  They revealed the spectrum of practical and emotive dimensions they 

perceived influenced their capacity to deliver falls prevention education effectively to 

their older adult audience (peers).  The conceptual framework suggests the educators 

perceived that a key aspect of their role was to engage and connect optimally on a 

personal level with their peers.  This has been described as peer connection in a peer 

explanatory model (Klein, Ritchie, Nathan, & Wutzke, 2014) which conceptualises 

that it is this connection that creates a comfortable space for sharing and learning.  The 

peer educator intuitively recognised the peer connection to engage their peers with the 

falls prevention message was needed as a precursor because provision of information 

alone was not going to be effective in achieving behaviour change.  The educators 
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expressed the belief that the peer-to-peer communication and engagement with their 

peers could improve the level of acceptance and future uptake of falls prevention 

message and strategies.  This belief is supported by health behaviour concepts (Michie 

et al., 2011) and adult learning theory (Knowles, 1970).  Although capability and 

knowledge are required to change health behaviours, the engagement and motivation 

of the target audience is an essential component that facilitates uptake of health 

behaviour (Michie et al., 2011).   

These peer educators reflected on their own experience as an older adult in 

recognising that their peer audience may have had low self-awareness about falls and 

low levels of motivation to engage with messages about falls prevention. This rationale 

is consistent with previous findings that older adults often do not see the personal 

relevance of falls prevention messages (Yardley, Donovan-Hall, et al., 2006).  The 

peer educators identified that their peers in the audience were likely to have the view 

that falls happen to others and not themselves.  This was also identified in large studies 

that have explored older adults’ self-perceived risk of falls (Haines, Day, Hill, 

Clemson, & Finch, 2014; Hill, Hoffman, McPhail, et al., 2011; Hughes et al., 2008).  

The peer educators perceived this as one of the barriers to acceptance of their falls 

prevention message, and this could be the reason they sought more support in 

addressing these barriers. 

Consistent with behaviour change framework and techniques (Abraham & 

Michie, 2008; Michie et al., 2013; Michie et al., 2011), the peer educators identified 

strategies to overcome these potential barriers.  In addition to provision of information 

on how to minimise the risk of falls, concepts of persuasion, credibility and modelling 

in their delivery of the message were identified as ways to influence their peers’ 

perceptions.  Furthermore, the peer educators reported managing any prevailing 

perceived low self-efficacy (Haines et al., 2014) amongst their peers by “role 

modelling”, proposed by the Social Cognition Theory (Bandura, 2000, p. 302).  This 

strategy and others aimed to persuade and to empower their peers’ self-belief in their 

own capacity to succeed in taking steps to reduce their risk of falling.  It was also 

deemed important by the peer educators that they were seen as a credible source to 

engage their peer which is a concept that is also supported by behaviour change theory 
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(Abraham & Michie, 2008).  To support this credibility, organisational support was 

viewed as required to provide resources such as up to date falls prevention data. 

Research in education (Gorham & Millette, 1997; Skinner & Belmont, 1993) 

demonstrates that the educator’s level of motivation and enthusiastic behaviour may 

engage and influence the audience positively.  Moreover, the peer educators portrayed 

themselves as adult learners and at the same time exhibited implicit awareness of key 

adult learning principles (Collins, 2004; Knowles, 1970) in their work.  They were 

self-motivated and self-directed in their learning such as learning from fellow peer 

educators in buddy-training and seeking formative feedback on their performance.  

Their insights about how to stay flexible, to tailor the message and seek access to 

resources in various sensory formats such as video and flyers to meet the audience’s 

different learning needs are consistent with adult learning theory (Brundage & 

MacKeracher, 1980; Knowles, 1970).  These principles have been found to help 

improve the learning experience and subsequently, improve retention of information 

(Dale, 1970; Lalley & Miller, 2007).  This can subsequently improve transfer in 

learning and acquiring knowledge and information (Krathwohl, 2002), thus enhancing 

the opportunity towards achieving behaviour change (Abraham & Michie, 2008). 

The peer educators perceived that the community organisation was important 

in providing a mechanism to train and provide timely formative feedback to enhance 

the performance of peer educators to deliver the falls prevention message optimally.  

However, they suggested that there could be value in providing additional tools and 

processes to empower the peer educators to cultivate their capabilities, and acquire 

new skills, which would sustain them to continue to deliver the falls prevention 

message to their peers. 

4.7 Limitations  

The researcher was deemed an ‘outsider’ to the peer educators and the 

community organisation and hence, the peer educators appeared to share and discuss 

their perspectives comfortably.  However, the researcher developed a relationship with 

these peer educators over the course of this study, therefore some researcher bias may 

have influenced the analysis.  However, the research included a second independent 
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researcher coding the data (investigator triangulation) and a supplementary component 

(methodological triangulation) to minimise researcher bias in this qualitative study. 

The purposive sampling was intended to seek an understanding of peer 

education in falls prevention by exploring these peer educators’ experience.  The 

limited size of the participant numbers with only two focus groups meant that data 

saturation or redundancy might not have been reached.  Although small, the sample 

included all peer educators associated with the peer educator program, so was 

considered comprehensive.  These findings relate specifically to one peer education 

falls prevention program, and may not be generalisable to other falls prevention peer 

education programs elsewhere in Australia or overseas.  Although the findings of this 

study have drawn attention to issues that are specific to this context of falls prevention 

education in the community, these findings are congruent with other current research 

in education, falls prevention and adult learning.  This study did not consider the 

perspectives of the community organisation’s staff involved with the peer education 

falls prevention program, nor those of the audience that attended the presentations.  

Further research investigating the target audience’s perspectives and a formal 

evaluation of the effectiveness of this type of peer education program to achieve 

behaviour change and reduce falls is required. 

4.8 Summary of Chapter  

Older adults who undertake the role of peer educators understand through 

their own experience that there are enablers and barriers that can influence falls 

prevention messages being accepted by their peers.  By engaging and optimally 

connecting with their peers, these peer educators aim to influence acceptance of the 

falls prevention message and subsequent behaviour change.  Training, adoption of 

adult learning principles and timely feedback can affect optimal delivery of the falls 

prevention presentations. 
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Chapter 
5 Chapter 5: 

  
How Community-Dwelling Older Adults 

Would Like Falls Prevention 
Information Delivered: 

Fresh Insights from a World Café Forum 

This study is already published but is presented as a version of the manuscript 
and modified to suit integration into the thesis.  

Khong, L., Bulsara, C., Hill, K. D., & Hill, A-M. (2016). How older adults would 
like falls prevention information delivered: Fresh insights from a 
World Café forum.  Ageing & Society Journal 
http://dx.doi.org/10.1017/S0144686X16000192 

Another paper related to this study has also been published:  

Bulsara, C., Khong, L., Hill, K. D., & Hill, A-M. (2016). Investigating community 
perspectives regarding preferences for falls prevention education using a 
World Cafe approach. Journal of Community Psychology, 44(7), 937-944. 
http://dx.doi.org/10.1002/jcop.21816 

5.1 Chapter Outline 

This chapter describes Study 2 (Phase 1) which was a community-based 

participatory research forum that was undertaken to examine the views and preferences 

of community-dwelling older adults about seeking and receiving falls prevention 

information.   
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5.2 Abstract  

A community forum using a modified World Café approach was conducted.  

Participants discussed five topic areas in small groups, under the guidance of table 

facilitators.  Perspectives were captured on paper.  Thematic analysis was conducted 

to identify factors that influence participants’ engagement and uptake of information. 

Seventy-three older adults participated in the forum covering wide-ranging 

preferences around falls prevention information.  Personal experience was considered 

the key influence on an older adult’s decision to initiate seeking information.  While 

health professionals were often approached, alternative sources such as public 

libraries, peer educators and seniors’ organisations were also favoured as credible 

sources of information.  Older adults proposed falls prevention information should be 

delivered with a positive tone, coupled with highly valued qualities of respect, empathy 

and time to listen to foster motivation to engage in recommended activities.   

Consumer-focused practical strategies proposed could potentially improve 

design, communication and dissemination of falls prevention information.  This 

improvement could enhance engagement of messages and subsequent uptake of falls 

prevention recommended strategies.  
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5.3 Background 

Enablers and barriers to uptake and adherence to falls prevention strategies 

amongst older adults are complex (Culos-Reed, Rejeski, McAuley, Ockene, & Roter, 

2000).  Biopsychosocial factors at the interpersonal, environmental and individual 

levels affect adherence (Culos-Reed et al., 2000).  Interpersonal factors include the 

individual’s social context, and communication with their health professional (Culos-

Reed et al., 2000).  Environmental factors influencing adherence include accessibility, 

transport, costs and convenience (Bunn et al., 2008).  Studies have suggested that falls 

prevention messages be delivered positively to facilitate uptake of falls prevention 

strategies (Dickinson, Machen et al., 2011; Haines et al., 2014; Yardley, Beyer, et al., 

2007).  Individual factors included: older adults finding falls a threat to their autonomy 

(Dollard et al., 2012; Host, Hendriksen, & Borup, 2011); not finding falls prevention 

messages personally relevant; having poor levels of falls prevention knowledge (Bunn 

et al., 2008; Haines et al., 2014; Hill, Hoffman, Beer, et al., 2011); and not wanting to 

engage in offered formats for managing concerns about falls (Dorresteijn et al., 2012). 

Given older adults’ reluctance to engage in falls prevention activities and their 

perception that falls prevention is not personally relevant (Haines et al., 2014), an 

understanding of the views and preferences of the community-dwelling older adults in 

seeking and receiving falls prevention information could improve engagement with 

falls prevention activities.  Older adults have unique insights based on their lived 

experience so their involvement should be a prerequisite step to designing such 

messages.  Moreover, social marketing concepts in health indicate that a consumer 

focus is essential to motivate behaviour change (Egger, Spark, & Donovan, 2013).  

Consumer and community involvement in research has been increasingly recognised 

as an important channel to enhance the quality of research outcomes (Cancer Australia, 

2016; National Health and Medical Research Council (NHMRC), 2004; National 

Health and Medical Research Council (NHMRC) & Consumers’ Health Forum (CHF), 

2005).  Outcomes of greater relevance are likely to be achieved by identifying and 

aligning consumer needs with research priorities through consumer and community 

involvement.  A systematic review found that patient resources, such as brochures, 
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were more relevant and coherent to patients after seeking their views on how such 

resources should be designed (Nilsen et al., 2006). 

Therefore, it was decided to engage older adults as research partners in a 

community-based participatory research forum (Wallerstein & Duran, 2006).  This 

research model focuses upon the importance of involving consumers and communities 

in research in meaningful partnerships.  The purpose of Study 2 was to examine the 

views and preferences of community-dwelling older adults about seeking and 

receiving falls prevention information. 

5.4 Study Design and Methods 

5.4.1 Study design 

A community forum was conducted using a modified World Café approach 

(Jones et al., 2013).  The World Café approach is an interactive exchange of insights 

on issues achieved through a “conversational process” among groups (Fouche & Light, 

2011, p. 29).  To our knowledge, deriving information from a large group through a 

structured interactive approach has not been used previously to explore falls 

prevention with older adults. 

5.4.2 Participants and setting 

A convenience sample was used.  Adults aged 60 and above were invited to 

participate in the falls prevention World Café community forum in Perth, Western 

Australia.  Advice on recruitment strategies specifically targeting community-dwelling 

older adults, and the design and conduct of the forum, were obtained from a team of 

people including an expert consultant on community-based participatory research and 

a large community organisation that provides falls prevention information throughout 

Western Australia. 

The forum was publicised in various media to reach out to diverse groups of 

community-dwelling older adults.  These media platforms included seniors’ radio 

shows, seniors’ group meetings, seniors’ newspapers, flyers, and health websites 

(Appendix H). 
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5.4.3 Areas of discussion for the community forum 

The topic areas for the forum were designed by the research team to stimulate 

discussion and to explore older adults’ needs and concerns about falls prevention 

information, falls-related knowledge, attitudes, practices and any other determinants that 

surround information preferences.  The initial topic wording and questions were refined 

in collaboration with the community organisation.  Subsequently, two older adult 

community members were also asked to provide feedback about their understanding of 

the questions.  Six questions based on the topics were then piloted with an older adult 

group and subsequently were finalised after obtaining their feedback. 

The six questions and underlying rationale for each question that were used 

to guide the forum discussion were:  

1. What would trigger you to find falls prevention information? (Factors older 

adults believe trigger their search for falls prevention information) 

2. Where would you prefer to go to get falls information? (Understanding older 

adults’ personal approaches and sources for seeking falls prevention 

information) 

3. What makes falls prevention information more meaningful to you?  

(Understanding and addressing older adults’ preferences when designing falls 

prevention communication strategies in future) 

4. Who do you prefer to receive falls prevention information from?  What qualities 

would you like the person to have?  How would you feel about a trained older 

person (like you) presenting falls information?  (Understanding older adults’ 

personal experiences and preferences for who delivers falls prevention 

information to them) 

5. How can people over 60 reduce falls?  (Understanding older adults’ current 

perceptions about what strategies can be undertaken to prevent or reduce falls). 

6. What stories can you share that helped yourself or a friend to avoid falls?  

(Understanding older adults’ perceptions of the problem of falls and falls 

prevention in general) 
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5.4.4 World Café community forum procedure 

The forum procedure has been described in Chapter 3 Research Methods 

Section 3.5.2 and more detail can be found elsewhere (Bulsara, Khong, Hill, & Hill, 

2016).  The forum was run based on World Café’s seven integrated principles as 

described in Chapter 3 (Brown & Isaacs, 2005; Fouche & Light, 2011). 

The research team’s main facilitator (CB), who was experienced in 

community participatory research, facilitated the forum.  Participants were welcomed 

by volunteers and invited to sit in groups of six to eight older adults at a table of their 

choice.  Care was taken to minimise sample attrition from the forum.  Morning tea was 

served by volunteers and regular breaks were provided as the forum lasted three hours.  

The forum commenced with a welcome address followed by a briefing of the context 

for discussing falls prevention, and an introduction to the aims of the forum by a 

member of the research team (A-MH).  The main facilitator then explained how the 

forum would be conducted.   

Trained café table facilitators (see Chapter 3) led the table conversations, with 

each round of conversation lasting approximately 15 minutes.  During each round, the 

forum participants discussed their views and committed them to pieces of small paper 

provided.  At the end of each round, these pieces of paper were collated and the table 

facilitator moved to the next table of participants.  At the final stage of the forum, the 

forum main facilitator led the table facilitators in summarising key responses for each 

question, which were then presented to the group on large summary sheets.  This was 

an opportunity for forum participants to provide any further input and feedback and 

served as a form of member checking before the forum concluded.  Participants were 

also requested to provide feedback about the forum by completing an evaluation form 

(Appendix J) before they departed the venue.  

5.4.5 Data analysis 

Following the forum, data in the form of participants’ comments on 438 

pieces of paper, summary sheets and completed forum evaluation forms, were 

transcribed and imported into QSR NVivo10 (QSR International Pty Ltd, 2012).  Data 

were thematically analysed (Braun & Clarke, 2013) by two research team members 

who had been present at the forum, with each researcher independently analysing the 
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data.  Data were initially coded and key themes following the questions of the forum 

were assigned.  The two research team members then discussed their initial coding and 

themes to reach consensus on themes and hierarchy of coding structure.  Emerging key 

themes were displayed as an explanatory model (Miles et al., 2014).  A third researcher 

who was at the forum and had falls prevention expertise then reviewed the emerging 

themes.  Any difference of opinion was discussed among the researchers until 

agreement was reached.  Quantitative responses obtained from demographic data and 

participants’ feedback about the forum were imported into SPSS® (Statistical Package 

for Social Sciences, version 22 for Windows).  Descriptive statistics were used to 

summarise the data. 

5.5 Findings 

5.5.1 Participant characteristics 

Seventy-three older adults participated in the community forum, of which 86 

per cent were female.  Participants’ mean age was 70 years old (range 60 to 87 years), 

and 58 participants (80%) were fully retired.  More than half of participants (65%) had 

completed a secondary education, a post high school diploma or a vocational 

certificate.  Based on self-reported postal codes, 53 participants (73%) lived in high 

socio-economic status areas based on the Socio-economic Index of Relative 

Disadvantage for areas (Australian Bureau of Statistics, 2013a, 2013b).  Forty-three 

participants (59%) reported that they had not fallen in the past 12 months, while 30 

(41%) reported one or more falls in the past year.  Forty-eight (66%) participants had 

not discussed falls with either their general practitioner or any other health 

professional.  Participants’ feedback about the format of the forum has been reported 

elsewhere (Bulsara et al., 2016) (Appendix K).  Participants strongly reported that the 

forum was an empowering experience and 92 per cent reported that the forum covered 

issues important to them.   

5.5.2 Factors that trigger a search for falls prevention 
information 

Feedback from many participants highlighted that personal experience strongly 

influenced their decision to initiate seeking out falls prevention information.  As one 

participant explained, “it doesn’t mean anything to me unless it happens”.  Primarily, 
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having personally experienced a fall or near miss was reported as the key reason to start 

looking for information.  Other personal factors that influenced participants’ decisions 

to seek falls information included medical conditions that raised their risk of falling, 

such as “when my balance was compromised after having chemo” or vertigo. 

Triggering factors beyond personal experience included finding out about a 

friend or relative who had fallen.  A forum participant described seeing “friends fall, 

breaking hips and smashing their knees” and another described witnessing the “distress 

of a person who has fallen”.  A smaller number of participants also reported that they 

decided to seek out falls prevention information after a media or awareness campaign 

including advertising, such as seeing a poster or pictures about falls, or reading about 

personal stories in community or seniors’ newspapers. 

5.5.3 The sources and approaches to find falls prevention 
information  

Participants reported diverse approaches for seeking falls prevention 

information, although the great majority reported seeking information from health 

professionals and seniors’ organisations.  Health professionals, including doctors, allied 

health professionals and pharmacists were mentioned repeatedly.  Other health-focused 

organisations such as the Injury Control Council of Western Australia (ICCWA), and the 

Western Australian Government Department of Health were reported. 

Alternative sources of information that were seen to be credible sources by 

participants were seniors’ organisations such as Council on the Ageing Australia, 

retirees’ groups and local seniors’ centres.  Senior-specific interest groups such as 

seniors’ exercise groups, bingo, or seniors’ social gatherings, where there were 

opportunities to discuss health related topics with peers, were frequently reported as 

important settings for seeking falls prevention information. 

Broad groups that deliver services for the whole community were another 

source favoured by participants for seeking and receiving falls prevention information.  

One participant stated, “libraries are a good and often-used resource”, a sentiment 

reiterated by many other participants.  They suggested that libraries could display posters 

with pictures and large print to attract attention or provide information through 

workshops or by disseminating falls prevention leaflets.  Local councils, shopping 
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centres, sporting venues and public transport hubs such as bus or train stations were also 

reported to be places where reliable information could be sought.  Media such as health 

websites and radio stations that focused on older adult audiences were suggested as 

sources of information, as were community seniors’ newspapers. 

5.5.4 Factors that make falls prevention information more 
meaningful to older adults 

Participants indicated they would prefer falls prevention initiatives that 

included information and practical strategies about how to manage their risk of falls.  

They also reported wanting to receive up-to-date information regarding other areas, such 

as knowledge about statistics related to falls (for example, how common falls were), and 

information about the consequences of falls.  They sought falls prevention strategies that 

were practical, convenient and inexpensive.  For example, a local public community 

centre exercise class was suggested as being more economical and accessible compared 

to paying for a membership at a private gym.   

Participants wanted information that was simple and easy to read, and 

suggested that resources that were provided focus on visual illustrations and pictures 

rather than words.  Participants preferred receiving information that focused on 

positive “prevention is better than a cure” recommendations and did not use the 

negative element of fear to encourage seeking information.  They described their 

preference for positive images by stating that information should include “pictures that 

help build confidence” as well as depicting an element of “fun and a cheerful presence” 

rather than images that were associated with limiting physical capacity.  One 

participant highlighted this by stating that messages should “cultivate a drive and 

motivation to do it [prevent falls]”. 

5.5.5 The preference for receiving falls prevention information 
from trustworthy sources 

Forum participants reported that they would be receptive to receiving falls 

prevention information from either health professionals or trained non-professionals.  

They also favoured information being given by a peer if the person was “properly 

trained”.  Peers were older adults who could engender emotional connections by 

sharing personal stories about their experience, and this approach was strongly 
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favoured.  In the words of a participant, a peer was “someone like us…same age as 

self, circumstances that you can relate to, similar cultural background”.  Other 

participants described the nature of peer relationships.  It was suggested that a peer 

was someone who “can talk from life experience as seniors have difficulty accepting 

information from someone who is young” and another commented because “they 

[younger people] don’t know what it is to fall”. 

Regardless of who the person delivering the information might be, participants 

believed that they should be trained and be competent.  Competency was described by 

the participants as “the need to understand the audience; what do they need? What do 

they want?”  Further to this, they reported that it was important that delivery was 

culturally appropriate and that the person should be accustomed to working with older 

adults.  Participants also suggested other important attributes: that the person should be 

patient, be a good listener and possess credibility regarding falls prevention. 

5.5.6 Interpersonal communication 

While qualifications, training and competency were perceived as important 

attributes, participants emphasised that the quality of the interpersonal communication 

between the educator and the older adult was crucial.  Specifically, participants noted 

that it was important that the person be “someone who is understanding and can 

communicate clearly”.  They also desired the person to have the skill and ability to 

deliver messages confidently while being approachable.  A forum participant 

elaborated that their doctor “talks to me like a real human being, draws pictures for me 

and is accessible.  He tells me I can call him anytime.  He is friendly, empathetic and 

patient”.  Many participants highlighted that it was important that the educator 

communicate with “respect and empathy, and have time to listen,” when delivering 

falls prevention information, for example:  

Caring, trust and respect before [the] message can be received.  Respect 
is how you listen and have the time to listen.   

Have empathy; try to understand where that person is in their current 
position…with the horrible realisation that your body can no longer be 
relied upon. 
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Highlighting the importance of respect in communication approaches, a 

participant stated that “respect has gone out the window”.  Some participants expressed 

that young people lacked respect for (and knowledge of) older adults and their preferences.  

5.5.7 Positive evidence-based perceptions and strategies to reduce 
risk of falling  

Findings from the forum indicated participants’ attitudes towards preventing 
falls differed and they reported engaging in a diverse range of falls prevention 
strategies.  A group of participants in the forum expressed the view that they were 
proactive and receptive to health information, and felt they were committed to 
addressing the problem of falls.  For example, one participant stated his/her reflection 
that “After a fall I analysed it, why did it happen? What could I do to change it? How 
can I avoid it happening again?”  

Falls prevention practices described by participants could be broadly 
subdivided into positive/evidence-based strategies and non-evidence-based strategies.  
Evidence-based strategies that were identified reflected a focus on healthy ageing and 
included strategies that were related to vision, podiatry/footwear, home hazards, 
exercise, medication and appropriate use of aids.  Examples of these practical 
strategies for preventing falls included wearing shoes with a good sole grip; having 
one’s eyesight tested; taking care when wearing bi-focal glasses; getting a review of 
medication that may affect their balance; and exercising regularly to strengthen 
muscles and maintain good balance. 

5.5.8 Non-evidence-based perceptions and strategies to reduce 
risk of falling 

Many forum participants reported practiing a range of non-evidence-based 

strategies they considered might reduce their risk of falling.  These practices could be 

grouped under three related domains, which were broadly defined as accepting the 

limitations of the ageing process, undertaking avoidance strategies primarily based on 

fear of falling, and finally, avoiding activities that were perceived as requiring the older 

person to take risks.  Participants who suggested that it was important to accept the 

limitations of the ageing process suggested that this approach to falls prevention was 

realistic and recognised that the body becomes less robust as one gets older.  One 

participant commented that one should be realistic about one’s age and to seek help 
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when it is needed.  Another participant described “feeling old and frail”.  Another 

participant described this as having an “awareness of reduced agility” while another 

stated that you needed to “slow down, accept changes in body”.  

Some participants were practising strategies that were based on their fear of 

falling.  These participants expressed heightened anxiety and stated that they planned 

their activities with high levels of caution and restricted their activity.  One participant 

stated she was “so anxious about falling [that I] restrict behaviour too much”.  

Comments included “take it easy don’t rush” and “stay vigilant”.  Avoidance of 

activities that were assessed by the older person as being risky was also reported as a 

falls prevention strategy, with some participants intentionally limiting certain activities 

to accommodate their perceived increased falls risk.  Comments included “know your 

capabilities” and “do not go somewhere perceived dangerous [sic]”.  One participant 

suggested “don’t walk on your own if you are fragile”. 

5.5.9 Community awareness and an understanding about falls 
and falls prevention  

The forum participants suggested repeatedly that falls prevention “should 

target the wider population” and desired that education programs should “target all 

people – not just seniors – should be owned by all”.  They perceived that falls were 

“everybody’s responsibility”.  Consequently, several participants suggested that 

raising broad community awareness and targeting all ages to work together to prevent 

falls among older adults was important.  This seemed to apply to environmental 

considerations, with many participants suggesting that local governments, transport, 

trades, town planners and architects of buildings and public venues should be informed 

about falls prevention for older adults and adopt falls prevention recommendations in 

their practices.  Other suggestions related to this theme were that personal equipment 

such as walking sticks should be “trendier and decorated” and that older adults needed 

to be portrayed in the media as “active healthy people”. 

5.5.10 Themes summarised in an explanatory model 

The key themes identified through this World Café approach as likely to 

influence engagement and uptake of falls prevention information run across all 

domains at an individual, group or societal level.  These themes are reflected in the 

explanatory model (Figure 5.1). 



 

135 

 
Figure 5.1 Explanatory Model of Older Adults' Preferences regarding Facilitating 

Engagement and Uptake of Falls Prevention Information 

5.6 Discussion 

A community-based participatory research forum took a consumer-focused 

approach to seek older adults’ views regarding falls prevention information (Egger et 

al., 2013).  The forum identified older adults’ preferences for seeking and receiving 

information about falls prevention at an individual, group and societal level.  

Participants commonly reported that they sought information about falls after a 

triggering event such as having a fall or nearly falling (individual level).  This finding 

assists to explain why previous studies report that some older adults do not see falls 

prevention activities as personally relevant (Bunn et al., 2008; Haines et al., 2014).  

One large randomised trial reported that when researchers invited over 40,000 older 

women to have their balance screened, only 11 per cent agreed to participate (El-

Khoury et al., 2015; Lamb & Lamb, 2015).  Our results suggest that information about 

preventing falls and invitations to engage in falls prevention activities may be screened 



 

136 

out by older adults as not personally relevant if they have not had a personal experience 

of falling.  Other research has also shown that many older adults do not think that they 

are at risk of falls, and do not consider that they would benefit from engaging in falls 

prevention strategies (Haines et al., 2014).  Hence, information may need to be 

provided in two distinct formats: preventive information for older adults who have not 

fallen, and comprehensive tailored information for those who have fallen.  For the first 

group, it is necessary to raise awareness about falls as a relevant topic for all older 

adults, through highlighting such issues as the frequency and impact of falls and falls 

injuries, and that some falls and serious injuries such as hip fractures can occur in 

generally well older adults as well as frailer older adults.  This may assist in alerting 

and providing a rationale for older adults to identify with, and subsequently view the 

information provided.  It has also been reported that perceiving that falls could result 

in injury was a predictive factor in whether older adults engaged in exercise to reduce 

falls risk after hospital discharge (Hill, Hoffman, McPhail, et al., 2011). 

Moreover, since older adults who have not fallen may not seek information 

from health professionals, using diverse and credible community-based sources or 

public agencies (group level) may be a feasible means of reaching this sub group of 

older adults prior to them falling.  These older adults could be provided with health 

promotion-focussed falls prevention information through public libraries (which were 

described as a preferred source) and seniors’ organisations, with the aim to raise their 

awareness about falls and about the health benefits of engaging in falls prevention 

strategies such as exercise.  These alternative avenues of information dissemination 

are important, as many forum participants saw no reason to seek information about 

falls from a health professional if they had not experienced a personal triggering event.  

Low levels of knowledge about falls prevention may have contributed to this.  A 

substantial number of participants reported practising non-evidence based strategies to 

prevent falls, such as slowing down, a finding supported by others (Haines et al., 2014; 

Hill, Hoffman, Beer, et al., 2011).  This is a problem for reducing falls at a preventive 

level among the older population because increasing knowledge and capability is 

viewed as fundamental to health behaviour change (Michie et al., 2005).  Increasing 

older adults’ knowledge about falls and falls prevention has been reported to be an 

effective means of raising motivation and confidence to engage in falls prevention 

strategies (Haines et al., 2011; Hill, Hoffman, McPhail, et al., 2011). 
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Health professionals and doctors have the potential to be effective facilitators 

in prevention and management of falls in the community or in hospitals or at discharge 

for those older adults who have already fallen.  However, other studies have found that 

information provided is rarely evidenced-based or presented in an easy to understand 

format (Dickinson, Horton, et al., 2011; Lee, McDermott, et al., 2013; Tzeng & Yin, 

2014).  The findings at the forum indicate that it is important that healthcare providers 

recognise that older adults might be receptive to seek and receive falls prevention 

information around the time of a fall, but that it is crucial that the information is shared 

in a respectful and empathetic manner.  This is consistent with treating older adults as 

empowered decision-makers and could improve likely engagement and uptake of falls 

prevention messages (Nyman, Hogarth, Ballinger & Victor, 2011).  Positive rather than 

negative messages about falls prevention appealed to participants, a finding which is 

supported by other studies in this area (Bunn et al., 2008; Yardley, Beyer, et al., 2007).   

Respect, positiveness and connectedness are consistent with motivational 

strategies (Wlodkowski, 2008) which aim to enhance engagement with information 

provided.  It has been proposed that using trained peers to deliver falls prevention 

information could be an effective means of raising older adults’ engagement in falls 

prevention strategies, with benefits seen to derive from the peer-to-peer connection 

(Khong, Farringdon, Hill, & Hill, 2015; Peel & Warburton, 2009).  This may be an avenue 

where older adults as peers could frame falls prevention messages using personal insights, 

stories and terms familiar to their peers, an approach that was favoured by forum 

participants.  It can be powerful strategy to deliver messages that creates an emotional 

connection with the peer audience.  Peer-led education programs using peer educators for 

people with chronic disease including arthritis have been shown to be effective in 

facilitating participants’ self-efficacy and self-management of their symptoms (Lorig et 

al., 2003; Swerissen et al., 2006).  However, there is a need for further studies to evaluate 

the effectiveness of the peer education approach in falls prevention.   

A strong finding from our forum was the participants’ assertion that all people 

should be aware about falls, as “falls are everyone’s responsibility”.  Falls prevention 

messages should be disseminated to the broader community (society level) to raise 

awareness and knowledge about the benefit of older adults undertaking falls 

prevention strategies such as exercise.  Broader community awareness may assist in 

providing older adults with community and social support to engage more readily in 

falls prevention strategies. 
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5.7 Limitations 

This study has several limitations that may reduce the generalisability of 

study findings.  Older adults who attended the forum were from a generally higher 

socio-economic background and most of them were females.  Additionally, although 

the location of the venue was considered central, participants were required to travel 

either by car or by public transport.  Hence, these participants may be a more mobile 

group of those older adults living in the community.  They may also be more motivated 

and proactive to provide their thoughts about falls prevention and at the same time gain 

information.  Nonetheless, 41 per cent of the World Café sample had fallen in the past 

12 months, which is reflective of a community-dwelling older adult population. 

5.8 Summary of Chapter 

The World Café forum generated fresh insights and practical consumer-

focused strategies about when older adults seek falls prevention information, what they 

value and how they perceived that information should be provided.  Practical 

consumer-focused strategies suggested were wide-ranging addressing individual, 

interpersonal, organisational and policy levels.  Service providers and health 

professionals should be aware that older adults are most likely to seek information 

after a personal experience of a fall.  Health professionals should also recognise the 

preferences of older adults by sharing this information with respect, empathy and time 

to listen.  Participants also provided alternatives to sharing falls prevention information 

to engage older adults to take up the recommendations.  Finally, the older adults at the 

forum felt that falls are everybody’s responsibility, and future design of falls 

prevention programs should seek to raise awareness among the broad community 

population about the risk of falling and available strategies regarding falls prevention. 
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Chapter 
6 Chapter 6: 

  
Providing Community Peer-Led 
Falls Prevention Presentations:  
What do Health, Education and 

Falls Prevention Experts Suggest? 

This chapter is based on a manuscript submitted for publication and under 2nd 
peer review.  This is presented as a version of the manuscript and modified to 
suit integration into the thesis.  

Khong, L.A.M., Berlach, R. G., Hill, K. D., & Hill, A-M (in press). Community 
peer-led falls prevention presentations: What do experts suggest? 
Journal of Primary Prevention 

6.1 Chapter Outline 

This chapter describes Study 3 (Phase 1) which was a mixed methods design 

study conducted to evaluate peer educators’ presentations of the existing falls prevention 

program against established criteria, by experts from various areas of specialisation. 
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6.2 Abstract 

A mixed methods study was conducted.  Convenience and snowball sampling 

techniques were used to recruit ten experts to evaluate video recordings of the delivery 

of three peer-led falls prevention presentations.  Each expert viewed three videos and 

rated them using a questionnaire with open-ended and closed items.  

A good level of expert agreement was found across the questionnaire domains 

for the three peer-led presentations.  Although some aspects of the presentations were 

rated highly, overall, the experts considered the presentations mainly didactic in 

delivery, not consistently personally relevant to the older adult audience and did not 

encourage older adults to engage in the preventive strategies that were presented.  Five 

key themes and recommendations for effective delivery of peer-led falls prevention 

presentations were developed based on the experts’ findings.  These included 

recommending that peer educators share falls prevention messages in a more interactive 

and experiential manner and that uptake of strategies should be facilitated by 

encouraging the older adults to develop a personal action plan.   
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6.3 Background 

Peer education, which usually involves sharing of information by peers of similar 

age to participants but with training and/or appropriate experience, is one recommended 

strategy for bridging the research-practice divide (Chapter 2 Section 2.6). However, it 

ought to be noted that previous falls prevention peer-led interventions were not designed 

specifically with behaviour change principles (see Section 2.5.1.2) or adult learning 

principles (Section 2.5.1.3).  An adoption of these theoretical principles in any 

investigation of adult learning vis-a-vis falls prevention may yield a significantly different 

outcome in terms of bridging the research-practice divide (Section 2.7).  

Accordingly, the purpose of Study 3 was to evaluate peer educators’ 

presentations of falls prevention education for community-dwelling older adults 

against established criteria that were consistent with adult learning principles, the 

framework of health behaviour change, falls prevention guidelines and 

recommendations for providing falls prevention information (Dollard et al., 2012; 

Haines et al., 2014; Hill, Hoffman, McPhail, et al., 2011; Yardley, Beyer, et al., 2007).  

Expert opinion was harnessed to evaluate peer-led presentations and to advise on the 

future development of such presentations for community-dwelling older adults. 

6.4 Study Design and Methods 

6.4.1 Study design  

Three experienced peer educators conducted the falls prevention 

presentations.  These presentations were videoed and reviewed independently by a 

group of content-relevant experts using a self-administered questionnaire developed 

for this purpose.  Specifically, a “within-stage mixed-model design” (Johnson & 

Onwuegbuzie, 2004, p. 20) based on the use of a questionnaire containing both open-

ended and closed items, was utilised for obtaining data.   

6.4.2 Participants and setting 

The three peer educators to be videoed were sourced through ICCWA 

(Chapter 3 Section 3.4.1) that currently, with the help of their volunteer peer educators 

(Section 3.4.4), provides one hour falls prevention presentations to older adult groups 
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in the community (Section 3.4.3).  One of the three peer educators had health-related 

work experience while the other two had previous work experience that was non-

health-related.   

A panel of expert reviewers evaluated the peer-led falls prevention 

presentations.  The basis of the evaluation consisted of rating how well the sessions 

were conducted, when rated against established criteria consistent with adult learning 

principles and behaviour change.  A priori sample-size estimate was calculated for the 

measurement of inter-rater reliability between the expert reviewers using a 

questionnaire devised for this purpose (Table 6.1), and was based on an assumption 

that the minimal accepted level of reliability would not be below 0.6 and that ideally, 

the estimate of the reliability was likely to be 0.80 or better.  Under these conditions, 

with an alpha level set to 0.05 and power set to 80%, 10 expert participants was 

required.  This procedure yielded 30 ratings (10 experts x 3 video presentations each).  

To obtain the required sample size of expert reviewers, 19 experts from 

Australia and London (UK) with expertise in one or more of the areas of adult 

education, health promotion, falls prevention and psychology were identified using 

convenience and snowballing techniques.  Prospective experts were subsequently 

invited to participate as a reviewer in the study.  Of the 10 experts who agreed to 

participate, nine were from Australia and one from the UK.  Two criteria for expertise 

were established.  First, the possession of a relevant postgraduate academic 

qualification; and second, currently practising in one or more of the areas of adult 

education, health promotion, falls prevention, and psychology.  The expert reviewers 

had an average 15 years’ experience (SD = 11) in their area of expertise.  Upon 

agreement, each expert participant’s written consent, demographic and professional 

work information was collected.  The research team assured them of confidentiality of 

all information provided. 

6.4.3 Methodology and instrumentation 

A “within-stage mixed model” design (Johnson & Onwuegbuzie, 2004, p. 20) 

which incorporated both quantitative and qualitative data was used to enrich the 

interpretation and as a methodological triangulation (Johnson et al., 2007; 

Liamputtong, 2013; Lincoln & Guba, 1985). 
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6.4.3.1 Quantitative  

First, based on relevant literature (Haines et al., 2014; Merriam & Bierema, 2014; 

Queensland Occupational Therapy Fieldwork Collaborative, 2005; Trompf & Sale, 2001), 

six key adult learning principles were identified.  Subsequently, a 30-item statement 

questionnaire (Appendix L) was structured into six corresponding adult learning domains.  

A team of four falls prevention experts was consulted prior to the final questionnaire being 

generated (Table 6.1).  This team was also involved in conducting a pilot trial of the 

questionnaire to establish face validity and to determine its content validity index (CVI) 

(Lynn, 1986; Polit & Beck, 2006; Polit, Beck, & Owen, 2007).  The results from the 

researchers who reviewed the scale in terms of content validity were an overall Scale-CVI 

of 0.96, meeting the acceptable level of ≥ 0.9 (Lynn, 1986).  Each of the 30 items met the 

criterion of Item-CVI of 0.75-0.78 (Lynn, 1986).  Consequently, none of the 30 item 

statements within the six domains needed to be removed. 

Second, the final panel of 10 experts (which did not include any of the four 

experts involved in the instrument validation process) was directed to a secure web-

based video link recording of three falls prevention presentations and asked to view 

and evaluate these as per the finalised questionnaire (Table 6.1).  Each expert was first 

sent an information pack containing documentation associated with the study and 

detailed notes about the review procedure.  Experts then received reviewer training 

(Appendix M) via a one hour teleconference session with the primary researcher.  The 

purpose of the session was to review the procedure in detail, as well as to clarify any 

issues regarding the study.  Experts were advised to conduct their reviews 

independently of each other to enhance trustworthiness of findings (Lincoln & Guba, 

1985).  They were asked to rate their responses to questionnaire items on a five-point 

Likert-type scale (Strongly Agree; Agree; Undecided; Disagree; Strongly Disagree).  

The extent of agreement between the experts was evaluated for consistency using ICC.   

6.4.3.2 Qualitative   

For the six-domain questionnaire, an open-ended item catered for any 

comments or suggestions at the end of each domain.  Each expert reviewer was asked 

to provide an overall evaluation summary about the presentations, based on their area 

of expertise.  The experts were invited to present feedback that included practical 

advice for enhancing the delivery of peer-led falls prevention presentations.  The 
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feedback was then discussed and collated by the researchers to provide a coherent 

compilation of practical recommendations.  

6.4.4 Data analysis 

Statistical analyses of quantitative data were conducted using Stata IC 13 

(StataCorp, 2013) with descriptive analysis of expert reviewers’ responses being 

performed for each item.  Items within each domain were summarised and the results 

presented as means (SD).  The mean results from the ratings of all 10 experts for each 

domain were evaluated for inter-rater reliability using the ICC (two-way random effect 

model) and reported using 95% confidence intervals.  ICC values of more than 0.75 

were considered indicative of good agreement and those below 0.75 of poor to 

moderate agreement (Portney & Watkins, 2009). 

Responses from the open-ended items in the questionnaire together with the 

experts’ overall evaluation summary were transcribed.  Thematic analysis of the 

qualitative responses (Miles et al., 2014) was then undertaken to analyse and identify 

patterns or themes from the data.  Investigator triangulation was used to increase 

trustworthiness of the findings by having two researchers conducting coding, data 

reduction and data analysis independently of each other (Lincoln & Guba, 1985; Miles 

et al., 2014).  The analysis was an iterative process of reflecting on the coding and 

identifying patterns.  Differences in interpretations were thoroughly explored, 

discussed and refined with the whole research team until consensus was reached and 

the final key themes identified.  Method triangulation was an additional approach used 

to enhance trustworthiness of the findings (Lincoln & Guba, 1985).  That is, the results 

of the qualitative data were subsequently triangulated with the quantitative data to 

draw insights into understanding the factors influencing effective delivery of peer-led 

falls prevention presentations. 

6.5 Results and Discussion 

6.5.1 Expert rating of the peer-led presentations 

As well as presenting the six questionnaire domains, Table 6.1 lists the 

median (interquartile range) ratings for each questionnaire item statement across the 

three videos viewed by the panel of experts. 
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Table 6.1 Experts (n=10) Rating of the 3 Presentations Against Each Criterion (n=30) 

Item Statement Mediana (IQR) 

Domain 1: Learners’ active participation in the learning process 

1 The participants were positioned such that everyone could join in 
discussion activities 

3.0 (3-4) 

2 There was an introduction to falls and an overview of the falls 
prevention presentation 

4.0 (4-5) 

3 The peer educator stated what learning goals were to be achieved 
during the presentation 

4.0 (2-4) 

4 The peer educator encouraged the participants to ask for clarification 
during the talk if they required it 

2.0 (2-3) 

5 The peer educator encouraged the participants to join in structured 
activities (such as ice-breakers, games) 

2.0 (1-3) 

6 Individuals were encouraged to discuss topics raised by the other 
participants 

2.0 (2-3) 

7 The peer educator asked an appropriate mix of open-ended and closed 
questions 

4.0 (2-4) 

8 Participants’ activities allowed for differences in learning style to 
surface by presenting visual, auditory and kinesthetic information 

4.0 (2-4) 

Domain 2: Consideration of learners’ relevant prior knowledge (includes falls prevention) 

9 Possible consequences of falls were discussed with participants 4.0 (4-5) 
10 The peer educator encouraged participants to identify their own risk 
of falls, such as difficulties with everyday activities 

4.0 (2-4) 

11 The peer educator asked participants to reflect on and discuss their 
own history of falling 

4.0 (2-5) 

12 Participants were asked to weigh up the pros and cons of undertaking 
falls prevention activities 

2.0 (1-2) 

13 Positive outcomes of undertaking falls prevention activities were 
presented 

4.0 (4-5) 

14 Participants were encouraged to discuss and plan towards an 
implementation of falls prevention activities 

2.0 (2-4) 

15 Participants were asked to rate their motivation to plan and undertake 
a falls prevention strategy 

1.5 (1-2) 

Domain 3: Environment that is conducive to adult learning 
16 Participants appeared to be able to convey their thoughts, opinions or 
emotions without fear or hesitation 

4.0 (4-4) 

17 Participants were validated by the peer educator when they made a 
contribution 

4.5 (4-5) 

18 Participants appeared to be relaxed in the environment 4.0 (3-4) 
19 The physical environment was conducive for learning and interaction 
(e.g. peer educator’s voice level was audible, background noise was 
minimal). 

4.0 (4-5) 
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Item Statement Mediana (IQR) 
Domain 4: Group interaction that facilitates peer learning 

20 Participants were encouraged to engage in peer dialogue 2.0 (1-2) 
21 The peer educator asked participants to relate their experience with 
falls 

4.0 (2-5) 

22 The peer educator asked participants to relate examples of falls 
strategies that they have used 

2.0 (1-2) 

23 Participants shared strategies with the group that they found to have 
been useful or not useful 

2.0 (2-4) 

Domain 5: Delivery protocols that are appropriate for adult learning 
24 The peer educator asked participants to identify which points were 
particularly relevant for them 

2.0 (1-3) 

25 Participants had sufficient time to complete verbalising their 
responses 

4.0 (3-4) 

26 The peer educator repeated key information in a manner that was 
appropriate to the audience 

4.0 (3-5) 

27 There was an adequate mix of information provision, participant 
engagement and opportunity for questions/discussion 

2.5 (2-4) 

Domain 6: Opportunity provided for reinforcement via practice 
28 The peer educator discussed, distributed resources and encouraged 
the participants to review them after the session. 

(For example, handouts, web-links, information where to seek follow-
up information) 

5.0 (4-5) 

29 The peer educator asked the participants to plan their personal 
response after the presentation.  (For example, activities that they may 
intend to undertake at home afterwards e.g. conduct a check of your 
house, list of medications, make an exercise diary) 

4.0 (2-4) 

30 The peer educator thanked participants for attending the session 5.0 (3-5) 

Abbreviations: IQR- Interquartile Range (25th-75th). 
a Score 5- Strongly Agree; 4- Agree; 3-Undecided; 2- Disagree; 1- Strongly Disagree. 

Overall, the ICC for the panel of experts for Domains 1 to 5 ranged from 0.76 
to 0.88 (Table 6.2) indicating very good levels of agreement.  Adult learning Domain 3 
(Environment that is conducive to adult learning) and Domain 6 (Opportunity provided 
for reinforcement via practice) were rated highly by the experts compared to Domain 4 
(Group interaction that facilitates peer learning), which was lowest in the rating scale 
(Table 6.2).  For Domain 6 (Opportunity provided for reinforcement via practice), it was 
impossible to estimate the ICC for all 10 expert reviewers due to incongruence between 
ratings producing a negative ICC value.  On closer inspection of the data, the result was 
due to three reviewers’ ratings [M = 3.74 (SD 1.01)] for the three items in this domain 
being different from the other reviewers’ ratings.  The mean value of the seven 
remaining reviewers for Domain 6 was 3.98 (SD 0.79).  The ICC for Domain 6 when 
estimated for these seven reviewers only was 0.72 (95% CI -0.44-0.99). 


