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ABSTRACT  
Introduction: The aim of this study was to evaluate the German falls 
prevention program ‘Staying safe and active in old age  – falls 
prevention’, which is already established in practice.
Methods: The single-arm intervention study consisted of two time 
points, 6 months apart, to evaluate the multifactorial falls prevention 
program (n = 125 at Time 2). We observed the groups and their 
trainers and assessed which behavior change techniques (BCTs) 
were used. According to our evaluation framework, changes in the 
following three domains were assessed: (a) fall-related variables (i.e. 
number of falls, fear of falling), (b) physical functioning (i.e. 
performance-based gait speed, coordination, self-reported leg 
strength, balance, as well as habitual execution of the exercises), 
and (c) psychosocial functioning (i.e. quality of life, activities of daily 
living, mobility, and loneliness). Linear mixed models were used to 
determine changes in each variable.
Results: Demonstration of behavior was the most frequently used BCT. 
The program showed significant benefits for fear of falling, balance, 
coordination, habitual execution, and loneliness over time (Cohen’s d 
between −0.59 and 1.73). Number of falls, gait speed, coordination 
(dual task), activities of daily living, and quality of life were maintained 
(Cohen’s d between −0.26 and 0.30), whereas leg strength and 
mobility decreased significantly at Time 2 (Cohen’s d = −0.55 and −0.36).
Discussion: Group-based falls prevention programs may facilitate social 
integration among older adults and may also enhance and maintain 
physical functioning in old age.
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Introduction

As a result of demographic changes, the large-scale implementation of falls prevention 
programs will become increasingly important and is a critical global challenge (e.g. 
dos Santos et al., 2021; Montero-Odasso et al., 2022). To prevent falls in older adults, 
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it is important to address age-related declines in physical functioning, particularly, 
balance and muscle strength (Sherrington et al., 2019). Although some programs have 
been successfully implemented into practice and are an integral part of the German 
healthcare system, evaluation of these programs has not been a research priority. The 
aim of this study was, therefore, to evaluate the group-based, outpatient falls prevention 
program ‘Staying safe and active in old age  – falls prevention’, which is already estab-
lished in German health care practice. The original development by an interprofessional 
team from the German health insurance company AOK Nordost (statutory health insur-
ance for the northeastern parts of Germany) was not theory-based or strictly guided by a 
specific intervention framework (e.g. Intervention Mapping), but rather based on exist-
ing evidence on falls prevention, expert consensus, and best practice principles. The falls 
prevention program, which has been in place since 2010, aims to prevent falls through 
targeted physical exercise (i.e. balance, strength, and coordination with cognitive exer-
cises), in order to enable mobility and promote independence in old age. In this 
program, older adults exercise together as a group  – at least once a week  – under the 
guidance of a qualified volunteer or full-time exercise instructor, usually in a meeting 
place in their neighborhood (a few in residential care homes). In addition, the 
program is free of charge (even without being a member of the health insurance 
company) and is set up for the long-term (i.e. there is no time limit for participation).

The aim of the present study was to conduct a process and outcome evaluation of the 
falls prevention program. As part of the process evaluation, the behavior change tech-
niques (Michie et al., 2013; Fleig et al., 2024) used by the instructors were evaluated. A 
behavior change technique (BCT) is hereby defined as ‘an observable, replicable, and irre-
ducible component of an intervention designed to alter or redirect causal processes that 
regulate behavior’ (Michie et al., 2013, p. 4). We also evaluated the program’s within- 
subject effect on fall-related variables, objective, and subjective physical functioning, as 
well as psychosocial functioning.

Materials and methods

Intervention

The majority of the weekly lessons consist of balance exercises designed to improve the 
perception and processing of challenging environmental situations (e.g. standing on one 
leg). The strength exercises last about 15 minutes and are aimed at promoting the ability 
to compensate in situations where there is a high risk of falling. Each session ends with 
playful elements to practice the coordination of physical and cognitive skills (e.g. throw-
ing a ball and counting backwards). Sessions last a minimum of 60 minutes. Instructors 
are staff members of the meeting places (or in a few instances, employees of the residen-
tial care homes where the program takes place), and undergo a comprehensive training 
program by the health insurance company before leading a group.

Design and procedure

The health insurance company provided contact information for meeting places and resi-
dential care homes that run the program on their behalf. To participate in the study, older 
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adults were required to sign an informed consent form. Ethical approval was obtained 
from the Department of Education and Psychology of the Freie Universität Berlin 
(number 165/2017). Detailed information and pre-registration data are available 
through the German Clinical Trials Register (www.drks.de; ID = DRKS00012321).

As shown in Figure 1, the longitudinal design consisted of two time points, 6 months 
apart. Data from observations (22 out of 34 groups gave us permission to observe the 
training), questionnaires and performance-based measures (n = 34) were collected by 
research assistants between October 2017 and January 2019 (Time 1, T1) and between 
July 2018 and July 2019 (Time 2, T2), respectively.

Figure 2 illustrates the evaluation framework. Efficacy was assessed using three cri-
teria: (1) fall-related variables, (2) physical functioning, and (3) psychosocial functioning.

Figure 1. Measurement points of the longitudinal study to evaluate the falls prevention program.
Note: BCTs = behavior change techniques, T1 = Time 1, T2 = Time 2.

Figure 2. Framework for quantitative evaluation of outcomes.
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Measures

Two trained researchers independently observed 22 groups and their instructors, using 
a German translation (Fleig et al., 2024) of the standard behavior change taxonomy by 
Michie et al. (2013). This taxonomy aims to systematically and reliably identify the 
content of behavior change interventions in 93 distinct BCTs (Michie et al., 2013). 
Techniques were coded as either absent or present (i.e. dichotomous coding). In 
addition, the participants’ enjoyment of the falls prevention program was assessed 
using the Physical activity enjoyment scale (Kendzierski & DeCarlo, 1991) at T1. 
Here, participants were asked to reflect on the previous group sessions and rate 11 
items, each with two poles (e.g. ‘It’s a lot of fun – It’s no fun at all.’) on a seven- 
point scale.

The following constructs were assessed at both time points. Based on our evaluation 
framework (Figure 2), fall-related variables were measured by the number of falls and fear 
of falling. The number of falls was assessed with the following question: ‘How many times 
have you fallen in the past 6 months?’. In addition, fear of falling was measured with two 
instruments. The following two items: ‘Have you been afraid that you might fall?’ and 
‘Did you limit your activities at home or outside because you were afraid of falling?’ 
(based on Friedman et al., 2002) were rated on a 6-point scale ranging from (almost) 
never (1) to (almost) always (5). The correlation between the two items was .82 at T1 
and .85 at T2. Fear of falling was also assessed using the German version of the Falls 
Efficacy Scale (Dias et al., 2006), in which participants rated 16 activities of daily living 
(e.g. cleaning the house, walking outside) in terms of their fear of falling during perform-
ance. The response scale ranged from not at all concerned (1) to very concerned (4) (total 
score ranging from 16-64). Internal consistency was excellent in this study (Cronbach’s 
αT1 = .92, αT2 = .92).

Physical functioning was measured objectively by gait speed and coordination (dual 
task) using the Walking While Talking Test (WWT; Verghese et al., 2002). Research 
assistants timed older adults walking a standardized distance at their daily gait speed. 
The total walking distance was 5 meters, with only 3 meters being timed to avoid 
lower gait speeds at the start and end points. Gait speed (single task) was calculated in 
meters per second (m/s). Accordingly, higher levels of gait speed imply a shorter time 
to walk the distance. Verghese et al. (2002) showed an interrater reliability of the 
WWT of r = .60. Objectively measured coordination was assessed in a dual-task con-
dition, in which participants counted backwards from a given number by three while 
walking the same distance (adapted from Schwenk et al., 2010). The coordination 
(dual task) was calculated using the following formula: (dual task  – single task)/single 
task x 100. Thus, high percentages indicate high costs of divided attention (Schwenk 
et al., 2010). Furthermore, we collected self-reports on leg strength, balance, coordi-
nation, and habitual execution. Leg strength and balance were measured with the two 
self-developed questions ‘How would you estimate your leg strength/balance?’. Partici-
pants rated their responses on a 6-point scale, ranging from very weak (0) to very 
strong (6). Self-reported coordination was assessed with the motor function status 
questionnaire (FFB-Mot; Bös et al., 2002). We used four items of the coordination 
subscale, which were rated on a 5-point scale from I cannot do this activity (1) to I 
have no problems (5). Internal consistency was acceptable in our sample (αT1 = .77, 
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αT2 = .78). To measure habitual execution, a scale by Phillips and Gardner (2016) was 
adapted to the target behavior and translated into German. Participants rated the four 
items on a 6-point scale ranging from strongly disagree (1) to strongly agree (6). The 
items showed a good to acceptable internal consistency in our study (αT1 = .83, αT2  
= .68).

Psychosocial functioning was measured by self-reported quality of life, activities of 
daily living, mobility, and loneliness. We measured quality of life using the single 
index value of the EQ-5D (Rabin & de Charro, 2001), which consists of the following 
five dimensions: mobility, self-care, usual activities, pain/discomfort, and anxiety/ 
depression. Participants rated each dimension on five levels ranging from no problems 
(1) to extreme problems (5). The index score comprised values from 0 to 1, with 
higher scores indicating higher reported quality of life. The results of a review by 
Haywood et al. (2005) revealed good reliability and validity of the EQ-5D for older 
adults. Activities of daily living were assessed with a subscale of the German version of 
the SF-36 (Bullinger et al., 1995). Participants rated 10 items on a 3-point scale, 
ranging from not at all (1) to slightly limited (2) to strong (3), to assess whether they 
are restricted in their activities by their current state of health. Internal consistencies 
were good to excellent in our sample (αT1 = .93, αT2 = .88). To measure mobility in old 
age, four items of the Life Space Questionnaire (Stalvey et al., 1999) were answered 
with two response options (no (0), yes (1)). In our sample, the internal consistency 
was .93 at T1 and .88 at T2. Finally, we assessed loneliness with the De Jong Gierveld 
short scales for emotional and social loneliness (De Jong Gierveld & Van Tilburg, 
2010). The six items were answered by the participants on a 3-point scale from no (1) 
to more or less (2) to yes (3) and showed acceptable consistencies at both measurement 
points (αT1 = .69, αT2 = .73).

Statistical analysis

Drop-out analyzes were calculated for all included measures. T-tests revealed differences 
in mobility between older adults who discontinued participation and those who 
remained in the study. Participants who dropped out reported a higher mobility score 
at T1 (Mean = 3.47, MeanDrop-out = 3.80, t(55.15) = 2.45, p = .009). Reasons for withdra-
wal were hospital admission, major health problems, time constraints, and vacation. 
Linear mixed models were set up for each outcome measure using the lme4 package in 
R (version 4.2.2). The reported p values are one-tailed.

Results

Sample

Study participants were individuals participating in the group-based prevention program 
‘Staying safe and active in old age – falls prevention’. On average, individuals had already 
been engaged in their groups for 2 years and 3 months (SD = 1 year and 11 months) 
before our data collection began. We excluded six residential care homes from further 
data analysis due to instructors reporting that group members were diagnosed with mod-
erate to severe dementia (preventing them from filling in self-reports). In total, 34 
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training groups from 26 institutions participated in the study, of which 20 were meeting 
places for older adults and six were residential care homes. In total, 22 out of 34groups 
gave us permission to observe their groups during training. The number of participants 
in the groups ranged from 2 in residential settings to 20 in community settings. A 
total of N = 174 participants completed the T1 questionnaire. Of these, n = 125 par-
ticipants answered the follow-up questionnaire (72% of T1; main reasons for drop- 
out: not present at T2 training session due to health issues or vacation). The mean 
age at T1 was 76 years (M = 75.99, SD = 7.11, min = 51 max = 93). Almost two- 
thirds lived alone (60%) and were single or widowed (62%). Participants were pre-
dominantly female (86%) and rated their perceived health status as good (M =  
70.50, SD = 18.81). On average, participants reported enjoying the training (M =  
4.99, SD = 1.22).

Descriptive statistics

Table 1 presents bivariate correlations of primary and secondary outcomes that revealed 
small to strong associations. Mean values and standard deviations are displayed in 
Table 2.

Ratings and description of intervention content

We calculated Cohen’s Kappa statistic to estimate the inter-rater reliability of identified 
BCTs used within the intervention. Overall, ϰ indicated moderate to substantial agree-
ment between the raters (0.54 −1.0; Landis & Koch, 1977). Table 3 presents the identified 
BCTs. Of the 93 BCTs, 32 techniques were identified at least once within the included 
falls prevention groups. The majority of the BCTs identified belonged to the clusters feed-
back and monitoring, comparison of behavior, and social support (see Table 3). Exercise 
sessions were complex, so the number of identified techniques per group ranged from 
1 to 14 (median [p25, p75] = 5 [2, 8] BCTs/group). The most popular single BCTs 
were the demonstration of behavior, feedback on behavior, and instruction on how to 
perform the behavior.

Linear mixed models

Table 2 displays the results of the linear mixed models. Regarding the primary outcomes, 
total scores of fear of falling decreased from T1 to T2. In contrast, total scores for objec-
tively measured gait speed and coordination (dual task), as well as mean scores for self- 
reported number of falls and the Falls Efficacy Scale, did not show changes. Concerning 
secondary outcomes, participants self-reported an increase in balance and coordination 
over time, whereas subjective leg strength decreased. In addition, there was a significant 
increase in habitual execution. As shown in Table 2, the total scores for quality of life and 
activities of daily living did not show significant differences between measurement 
points. Although a decrease in mobility was reported, older adults reported feeling less 
lonely at follow-up in comparison to T1.
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Discussion

In this mixed-methods study, we aimed to evaluate a group-based outpatient falls pre-
vention program designed to promote mobility and independence in old age. In particu-
lar, we explored the use of behavior change techniques used by the group instructors 
through observation and evaluated changes in fall-related variables, physical, and psy-
chosocial functioning. Our results showed that the most frequently used BCTs were dem-
onstration of exercises, instruction on how to perform the behavior and providing feedback 
on the behavior. Regarding the primary outcomes, participants reported a reduced fear of 
falling at follow-up. However, there were no differences in mean values for self-reported 
number of falls, objectively measured gait speed, and coordination (dual task). Secondary 
outcomes showed an increase in self-reported balance and coordination over time. Both 
effect sizes can be considered large. Furthermore, there was an increase of medium effect 
size in habitual execution. In contrast, there was a self-reported decrease in leg strength 
and mobility. In terms of psychosocial outcomes, activities of daily living remained 
stable, and quality of life increased slightly. Participants also reported a decrease in lone-
liness at T2.

Results concerning behavior change techniques

Group instructors most often used behavior change techniques that focused on motivat-
ing older adults to perform specific exercises during the exercise sessions or providing 
adviceon how to execute the exercises correctly. BCTs aimed directly at motivating 
and empowering individuals to incorporate exercises into their daily lives were not 
used (e.g. action planning). One limitation of the ‘Staying safe and active in old age – 
falls prevention’ program is that it does not – in its current version – support older 
adults in integrating functional exercises into daily life. Previous research has shown 
that an ‘integrated lifestyle approach’, which encourages individuals to incorporate 
simple balance and strengthening exercises (e.g. one-legged stance) into their daily 

Table 2. Effects on primary and secondary outcomes over 6 months.
Mean (SD) Fixed effects

T1 T2 Estimate (SE) t (df) p d n

Primary outcomes
Number of falls 1.46 (0.83) 1.36 (0.73) −0.10 (0.07) −1.41 (116,10) .081 −0.26 122
Fear of falling 1.99 (0.97) 1.76 (0.79) −0.18 (0.06) −3.14 (112,13) .001** −0.59 124
Falls Efficacy Scale 22.68 (6.77) 22.21 (6.69) −0.53 (0.48) −1.12 (91,22) .133 −0.23 115
Gait speed 1.18 (0.31) 1.18 (0.31) −0.02 (0.03) −0.56 (67,25) .289 −0.14 93
Coordination  – dual 

task
−27.69 (34.06) −31.77 (21.01) −4.30 (4.86) −0.88 (83,69) .190 −0.19 89

Secondary outcomes
Leg strength 3.47 (1.78) 3.12 (1.12) −0.41 (0.14) −2.85 (107,88) .003** −0.55 123
Balance 2.39 (1.32) 3.54 (1.66) 1.14 (0.13) 9.10 (110,50) < .001*** 1.73 122
Coordination 3.01 (0.99) 3.43 (1.15) 0.38 (0.08) 4.99 (110,44) < .001*** 0.95 124
Habitual execution 3.86 (1.39) 4.21 (1.15) 0.33 (0.13) 2.49 (113,89) .007** 0.47 122
Quality of life 0.84 (0.17) 0.87 (0.09) 0.02 (0.02) 1.60 (109,95) .057 0.30 123
Activities of daily living 1.70 (0.61) 1.65 (0.50) −0.04 (0.03) −1.12 (109,11) .134 −0.21 123
Mobility 1.95 (0.13) 1.92 (0.20) −0.04 (0.02) −1.96 (116,22) .026* −0.36 122
Loneliness 0.85 (0.41) 0.74 (0.40) −0.11 (0.04) −2.55 (115,62) .001* −0.47 120

Note: *p < .05, **p < .01, ***p < .001.
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routines (e.g. brushing their teeth) (e.g. Clemson et al., 2012; Fleig et al., 2016; Kramer 
and Labudek et al., 2020; Labudek et al., 2023), can successfully reduce fall rates 
(Jansen et al., 2021). Such an approach, although limited in time (e.g. usually 21 
weeks), would be an ideal addition to maximize the impact of the current program.

Quantitative evaluation of outcomes

The number of falls was maintained from T1 to T2, which can be positively interpreted for 
a falls prevention program, as falls usually increase with age (e.g. Kaveh et al., 2021; Sher-
rington et al., 2019). These results are consistent with those of a meta-analysis of 

Table 3. Identified behavior change techniques used by instructors across all observed falls 
prevention groups (n = 22).
Identified behavior change techniques grouped in clusters k (%)

1. Goals and planning
1.1. Goal setting (behavior) 2 (9.1)
1.2. Problem solving 3 (13.6)
1.3. Goal setting (outcome) 1 (4.5)
1.6. Review behavior goal(s) 10 (45.5)
1.7. Review outcome goal(s) 2 (9.2)
2. Feedback and monitoring
2.1. Monitoring of behavior by others without feedback 4 (18.2)
2.2. Feedback on behavior 17 (77.3)
2.3. Self-monitoring of behavior 4 (18.2)
2.4. Self-monitoring of outcome(s) of behavior 2 (9.1)
2.7. Feedback on outcome(s) of behavior 9 (40.9)
3. Social support
3.1. Social support (unspecified) 7 (31.8)
3.2. Social support (practical) 5 (22.7)
3.3. Social support (emotional) 7 (31.8)
4. Shaping knowledge
4.1. Instruction on how to perform the behavior 15 (68.2)
4.2. Information about antecedents 2 (9.2)
5. Natural consequences
5.1. Information about health consequences 1 (4.5)
5.4. Monitoring of emotional consequences 1 (4.5)
6. Comparison of behavior
6.1. Demonstration of behavior 20 (90.9)
6.2. Social comparison 1 (4.5)
6.3. Information about others‘ approval 2 (9.2)
8 Repetition and substitution
8.1. Behavioral practice/rehearsal 6 (27.3)
8.3. Habit formation 1 (4.5)
8.7. Graded tasks 3 (13.6)
10. Reward and threat
10.1. Material incentive (behavior) 1 (4.5)
10.4. Material reward (behavior) 6 (27.3)
11. Regulation
11.2. Reducing negative emotions 2 (9.2)
11.3. Conserving mental resources 3 (13.6)
12. Antecedents
12.1. Restructuring the physical environment 2 (9.2)
12.4. Distraction 1 (4.5)
12.6. Body changes 2 (9.2)
15. Self-belief
15.1. Verbale persuasion about capability 3 (13.6)
15.3. Concentration/focus on past successes 1 (4.5)

Note: k, number of groups to use BCT; gray shaded areas refer to the clusters of the taxonomy (Michie et al., 2013), the 
three most frequently used techniques are written in bold.
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multifactorial interventions in which Morris et al. (2022) also found a trend toward 
reduced rates of falls. In our study, fear of falling was measured through the Falls 
Efficacy Scale (Dias et al., 2006) and through the following two items: ‘Have you been 
afraid that you might fall?’ and ‘Did you limit your activities at home or outside because 
you were afraid of falling?’ (based on Friedman et al., 2002). The means of the two 
items from Friedman et al. (2002) revealed a significant reduction in fear of falling, 
which is consistent with the results of a study by Jansen et al. (2021). Although the 
means of the Falls Efficacy Scale (Dias et al., 2006) showed the same trend, the difference 
was not statistically significant. In our sample, the two instruments were correlated strongly 
between both measurement points. The terms fear of falling and falls efficacy are often used 
interchangeably in the current literature (e.g. Kumar et al., 2016; Wu et al., 2020). However, 
some authors argue that these two constructs should be distinguished (Adamczewska & 
Nyman, 2018; Hadjistavropoulos et al., 2011). The term ‘falls efficacy’ is problematic 
because it implies a close relation to, or equation with, self-efficacy. Self-efficacy describes 
the subjective belief that one can perform activities of daily living, despite challenges (e.g. 
increased risk of falling). In terms of content, the German version of the Falls Efficacy Scale 
(Dias et al., 2006) measures risk perception and not self-efficacy, for example, see question 
‘How concerned are you about the possibility of falling when performing one of the follow-
ing activities?’ (e.g. cleaning the house, walking outside). From a health psychology per-
spective, the Falls Efficacy Scale is not optimal for assessing fear of falling. Instead of a 
general fear to fall in the sense of a perception of a risk, these items rather depict concerns 
about falling during specific everyday activities. As fear of falling can also be a barrier to 
participation in falls prevention programs (e.g. black ice; Nilsson et al., 2020), digital 
formats may offer a solution (Camicioli et al., 2023). However, it remains questionable 
whether the psychosocial benefits (e.g. reduction of loneliness) remain.

Given that this is an ongoing falls prevention program, it is notable that small to large 
effects on physical functioning could be observed. Both self-reported balance and coordi-
nation increased over time. The ‘world guidelines for falls prevention and management 
for older adults’ suggest that falls prevention programs for older adults should include 
functional and challenging balance exercises and should take place at least three times 
a week over a period of at least 12 weeks (Montero-Odasso et al., 2022). It is noteworthy 
that our sample reported a significant improvement in balance ability even though they 
only trained once a week. This may be due to the to the prolonged training period (M = 2 
years and 3 months). Participants also reported an increase in habitual execution, indi-
cating a higher degree of automated performance of the exercises during the training ses-
sions. However, self-reported leg strength decreased significantly over time, which may 
be age-related. As mentioned above, constant values for objectively measured gait speed 
and coordination (dual task) can be seen as positive against the background of the 
sample’s age. It is interesting to note that self-reported coordination increased over 
time, while objectively measured coordination (dual task) remained constant. A closer 
look at the measures reveals that the items on the motor function status questionnaire 
depict the coordination of physical abilities, whereas the dual task measures capture 
the simultaneous coordination of physical and cognitive abilities.

Regarding psychosocial functioning, there was a medium-sized increase in quality of 
life. The results are in line with a study by Iglesias et al. (2009), which suggests that 
falls prevention programs offer a cost-effective approach to promoting, or at least 
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maintaining, quality of life in old age. In the current evaluation study, no significant 
differences in activities of daily living were observed. However, participants self-reported 
a decrease in mobility. Interestingly, participation in this group-based falls prevention 
program showed a positive effect on loneliness. Our results are in line with findings by 
Gellert et al. (2012), indicating that affective outcome expectancies (anticipation of 
emotional and well-being benefits), as opposed to health outcome expectancies (antici-
pation of effects on physical health), predict physical exercise among older adults 6 
months later. In a qualitative study, health care professionals described falls prevention 
programs as places where they can share experiences and learn from each other (Heng 
et al., 2021). Older adults often face reduced social contacts due to retirement, lower 
mobility, fewer opportunities to visit others, or even the death of significant persons in 
their social network. Participation in group-based exercise programs may provide sec-
ondary opportunities to compensate for these losses and to foster new and lasting 
relationships. For instance, Whaley (2018) emphasizes the need to promote shared 
social identities in group-based prevention programs to increase physical activity in 
older age. This may be specifically most important for older adults, who are less socially 
integrated (Steckhan et al., 2022).

Strengths and limitations

A strength of this evaluation study is that both self-reported and objectively measured 
indicators for physical functioning were considered. The inclusion of both older adults 
in residential care homes as well as community-dwelling older adults provided a broad 
picture of the aging population, increasing the generalizability of the findings. The 
‘world guidelines for falls prevention and management for older adults’ emphasize the 
importance for falls prevention, particularly in residential care homes and hospitals, 
where all residents should be regarded at high risk of falling (Montero-Odasso et al., 
2022). However, current research shows that time constraints for health care pro-
fessionals represent a barrier to implementation in the hospital setting (Heng et al., 
2022). Given the shortage of professionals in Germany, outpatient falls prevention pro-
grams may be a good option for early prevention.

Nevertheless, there are also limitations to our study. Ideally, each participant would 
have been assessed before starting the program and followed up for a longer period of 
time. As this falls prevention program has been in place since 2010, and this study 
only covered a 6-month period, the effects over time may have been underestimated. 
An additional major limitation of this study is the lack of a randomized control group. 
We can therefore not compare the program’s effects against a similar group that might 
have shown age-related decline. Moreover, the attrition rate in the objectively measured 
variables of gait speed and coordination (dual task) was rather high. In the case of 
absence due to illness or vacation, questionnaires could be sent by mail, but repeated per-
formance-based measurement was not feasible.

Conclusion

This article is not a typical intervention evaluation, but rather illustrates how best-prac-
tice programs can be evaluated while they are being implemented. Our study also 
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highlights how practice and applied behavioral science can benefit from one another. The 
results of our one-arm intervention study indicate that the ‘Staying safe and active in old 
age – falls prevention program’ was able to maintain or even increase a number of health 
indicators in old age. Our findings suggest that the cost-free outpatient falls prevention 
program, which was implemented into practice by a German health insurance company, 
can be recommended for wider implementation.
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