
1Rev Bras Enferm. 2022;75(Suppl 4): 

SUPPLEMENTARY EDITION 4

GERONTOLOGICAL NURSING

e20201190http://doi.org/10.1590/0034-7167-2020-1190 9of

ABSTRACT
Objective: To evaluate the effect of an educational intervention on health beliefs and adherence 
of elderly people to fall prevention measures. Methods: This is a quasi-experimental study, 
carried out at the Senior Citizens’ Center. Sixty-eight elderly completed the intervention. The 
intervention consisted of four meetings focused on beliefs about falls and prevention, and 
the evaluation occurred at baseline and 30 days after completion. Results: The elderly were 
predominantly women (83.82%), with one to four years of schooling (36.76%), with health 
problems (95.59%), and 48.53% had fallen. There was a significant increase in perceived 
susceptibility, severity, benefits, barriers, and total health belief score post educational 
intervention. By adding total to partial adherence, there was a significant increase in the 
adherence of the elderly to fall prevention measures after the educational intervention. 
Conclusion: Educational intervention was able to improve the beliefs and adherence of 
the elderly to fall prevention measures.
Descriptors: Elderly; Accidental Falls; Health Education; Accident Prevention; Treatment 
Adherence and Compliance.

RESUMO
Objetivo: Avaliar o efeito de uma intervenção educativa nas crenças em saúde e na adesão 
de idosos às medidas preventivas de quedas. Métodos: Estudo quase experimental, realizado 
em Centro de Convivência para Idosos. Concluíram a intervenção 68 idosos. A intervenção 
consistiu em quatro encontros com foco nas crenças sobre quedas e prevenção, e a avaliação 
ocorreu na baseline e 30 dias após o término. Resultados: Predominaram entre os idosos: 
mulheres (83,82%), um a quatro anos de estudo (36,76%), com problemas de saúde (95,59%); 
e 48,53% tiveram queda. Houve aumento significante na percepção de suscetibilidade, 
da severidade, dos benefícios, das barreiras e no escore total de crenças em saúde pós-
intervenção educativa. Ao somar a adesão total à parcial, houve aumento significante da 
adesão dos idosos às medidas preventivas de quedas pós-intervenção educativa. Conclusão: 
Intervenção educativa foi capaz de melhorar as crenças e a adesão dos idosos às medidas 
preventivas de quedas.
Descritores: Idoso; Acidentes por Quedas; Educação em Saúde; Prevenção de Acidentes; 
Cooperação e Adesão ao Tratamento.

RESUMEN
Objetivo: Evaluar efecto de una intervención educativa en las creencias en salud y adhesión de 
ancianos a medidas preventivas de caídas. Métodos: Estudio cuasi experimental, realizado en 
Centro de Convivencia para Ancianos. Concluyeron la intervención 68 ancianos. La intervención 
consistió en cuatro encuentros con enfoque en creencias sobre caídas y prevención, y la 
evaluación ocurrió en la baseline y 30 días tras el término. Resultados: Predominaron entre 
los ancianos: mujeres (83,82%), un a cuatro años de estudio (36,76%), con problemas de 
salud (95,59%); y 48,53% tuvieron caída. Hubo aumento significativo en la percepción de 
susceptibilidad, de severidad, de beneficios, de barreras y escore total de creencias en salud 
postintervención educativa. Al sumar la adhesión total a parcial, hubo aumento significativo 
de adhesión de ancianos a medidas preventivas de caídas postintervención educativa. 
Conclusión: Intervención educativa fue capaz de mejorar las creencias y la adhesión de 
ancianos a medidas preventivas de caídas.
Descriptores: Anciano; Accidentes por Caídas; Educación en Salud; Prevención de Accidentes; 
Cumplimiento y Adherencia al Tratamiento.
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INTRODUCTION

Falls are a major threat to the health and independence of the 
elderly. Most of them happen at home due to factors that can be 
modified(1-2). The literature presents several possibilities for the 
prevention of this grievance(3). However, despite the advances 
in research on preventive measures (PM) for falls, studies show 
that the non-adherence or low adherence of the elderly to these 
measures is still a problem(3-6).

Several factors can influence the adherence of the elderly to 
fall PM, among them: compromised health conditions, previous 
unpleasant experiences, inability to go to the intervention site, 
lack of time, support from professionals or family, and knowledge 
about the benefits of the activities(7-10).

Another factor that may influence the adherence behavior of 
the elderly to falls PMs is their beliefs. As reported in studies, the 
elderly believe that falls are natural and inevitable events of old 
age and therefore there is no way to prevent them or that they 
occur by divine will(11-12). Others believe that falls happen only 
to older, frail elderly people; that they are more frequent during 
physical activities; that they pose a serious threat to health; and 
that restricting their activities can help prevent the event(11,13).

Given the magnitude of the problem of falls, there is a recom-
mendation that more interventions be conducted to improve the 
adherence behavior of the elderly to the PMs(14-16) and decrease the 
influence of risk factors, such as beliefs(5,17). Studies have shown 
that educational interventions can be effective in modifying 
health beliefs and behaviors(18-21). In these interventions, health 
education is a low-cost technique that brings positive results for 
people’s health(22). Furthermore, it is an opportunity to re-educate 
the elderly about fall prevention behaviors, allowing them to 
improve their adherence to the PMs(14,23).

Theory-based interventions are more effective for research 
on prevention behaviors(24-25), especially in the adherence to the 
fall PMs(15). Those that use theories from the behavioral sciences 
are the most appropriate(24-25), especially that of the Health Belief 
Model (HBM)(15). 

In the literature, only two studies were found, that investigated 
health beliefs and adherence to fall prevention in the elderly, 
evaluating the effect of educational interventions on health 
beliefs and behaviors. Both observed improvement in beliefs 
and adherence after the intervention(5,26). 

Thus, the literature has shown that elderly people’s beliefs 
about falls and their prevention can influence the adoption of 
preventive behaviors; that they can be configured as barriers to 
the adoption of fall prevention strategies; and that interventions 
can be effective in improving the adherence of the elderly to fall 
prevention PMs (5,27). Considering these factors, it can be seen that 
this study helps in the search for effective strategies to modify 
erroneous beliefs about falls and to favor preventive behaviors.

OBJECTIVE

To evaluate the effect of an educational intervention on health 
beliefs and adherence of elderly to fall prevention measures.

METHODS

Ethical aspects

This study was approved by the Research Ethics Committee 
and by the Brazilian Registry of Clinical Trials (RBR-8gd5g8).

Study design, location and time period

This is a quasi-experimental study, with time-series design, 
carried out at a Senior Citizens Center (SCC) in Cuiabá, state of 
Mato Grosso (MT), in the period from June to October 2019. 
This center offers the elderly physical (water aerobics, hydro-
therapy, gymnastics, and weight-training), manual (crafts, sewing), 
educational (Youth and Adult Education), and cultural (theater, 
dancing, and outings) activities from Monday to Friday in the 
morning and afternoon. The elderly enroll annually in the activ-
ity/ies they intend to participate in. 

Population and sample

The study population was composed of all the elderly partici-
pating in the SCC. At the time, approximately 418 elderly people 
were enrolled in physical, manual, educational (Youth and Adult 
Education), and cultural activities. 

The sample was estimated considering 95% confidence (type 
I error = 5%), type II error of 20%, i.e., power of 80%, proportion 
of adherence to the falls PMs of 64.36% (measured in the pilot 
test), minimum difference before and after the educational 
intervention of 4%, which totaled 66 elderly. To reduce possible 
losses, 30% were added to the calculated sample, totaling 97 
elderly individuals.

The study included people aged 60 years or older, who per-
formed at least one of the physical activities and had a 75% 
attendance rate at the educational meetings. Elderly people 
who had cognitive and mental difficulties measured by the Mini 
Mental State Examination (MMSE) were excluded. The cut-off 
points used were: 13, for illiterate elderly people; 18, for those 
with up to eight years of schooling; and 26, for the elderly with 
more than eight years of schooling (28).

In all, 109 elderly people were recruited (baseline), of whom 
68 completed the intervention protocol. 

Study protocol

The protocol of the educational intervention was built based 
on the HBM and considered the personal, socioeconomic, and 
cultural characteristics of the participants. It is a theoretical model 
widely used to explain health behaviors(29) and plan behavioral 
interventions(24). 

The HBM was developed in the 1950s by Becker, Drachman, 
Kirsch and Rosenstock, social psychologists from the United States 
Public Health Service, seeking to establish relationships between 
individual behaviors and beliefs to explain people’s adoption of 
prevention behaviors(30-31). It is composed of four dimensions: (1) 
perceived susceptibility ─ refers to the perceived susceptibility 
to having a problem or illness; (2) perceived severity ─ refers to 
the person’s perception of the severity and/or consequences that 
the problem or illness may entail; (3) perceived benefits to taking 
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action ─ refers to the person’s perception or understanding of 
the benefits of actions to minimize the threat of the problem or 
illness; and (4) perceived barriers to taking action ─ refers to the 
perception about the negative aspects that hinder or prevent 
the adoption of the suggested behavior (30,32-33).

The intervention occurred in six times (T0 to T5), with four 
meetings of educational activities (T1 to T4). At recruitment and 
pre-intervention (T0), the elderly were contacted and recruited 
by the researcher at the SCC during the performance of their 
activities for presentation of the research objectives, purpose, 
duration of the intervention, general procedures, and expected 
results. After this presentation, the elderly were invited to partici-
pate in the research; and, for those who accepted, the Free and 
Informed Consent Term (FICT) was read and signed. Eight possible 
groups were available for choice, with pre-established days and 
times according to the activities at the SCC. Subsequently, in the 
pre-intervention, the screening instrument (MMSE) was applied 
through an interview; and, to those who reached the established 
cutoff points, the instruments of sociodemographic characteristics 
and health conditions, assessment of health beliefs and adher-
ence of the elderly to the falls PMs were applied. 

In order that the instruments on health beliefs and adherence to 
falls PMs could actually measure these events and translate these 
variables, the content validation of these tools was performed 
by specialists in the area of geriatrics and gerontology, using 
the Content Validity Index (CVI). The overall CVI obtained for the 
Health Beliefs Scale was 0.96 and for the PM of falls questionnaire, 
0.99, indicating its applicability.

The Health Beliefs Scale had 38 statements, of Likert type, 
ranging from “strongly disagree” (1 point) to “strongly agree” 
(5 points), distributed among the four dimensions of the HBM 
(perceived susceptibility, perceived severity, perceived benefits 
of adhering to fall PMs and perceived barriers to adhering to fall 
PMs). The total score ranged from 38 to 190 and was obtained 
by adding the values for each dimension of beliefs and the total 
score. The interpretation of the total score of beliefs was performed 
as follows: the higher the score, the higher the perception of 
susceptibility, of severity to falls, of benefits in adopting fall PMs 
and the lower the perception of barriers in adopting fall PMs. 

The adherence of the elderly to the PMs for falls was verified 
using a questionnaire with 22 questions about behavioral and 
environmental preventive measures for falls. The variable “adher-
ence” was obtained through the sum of the points obtained in 
each answer of the elderly (ranging from 1 to 22). When the elderly 
answered that they correctly performed the PM questioned, it 
was considered total adherence. When the elderly answered that 
sometimes he/she performed the PM correctly, it was considered 
partial adherence. Two variables were obtained with the sum of 
the answers of all the elderly: total adherence and partial adher-
ence. For the analyses, we chose to create a third variable, which 
corresponds to the sum of total adherence plus partial adher-
ence, for considering that the elderly who sometimes correctly 
performed the PM (partial adherence) also adhered, to some 
extent, to fall prevention.

Each elderly received a personalized invitation, with information 
about the dates and times of the meetings and the importance 

of their participation before the beginning of the educational 
meetings. The day before each meeting, the researcher sent the 
elderly reminders of the meeting via WhatsApp, Short Message 
Service (SMS) and phone calls. 

The meetings were conducted by the researcher and a previ-
ously trained team, with 90 minutes duration and seven days 
interval between them. The first meeting (T1) aimed to discuss 
the perception of susceptibility to falls of the elderly. Two activi-
ties were carried out: one, called “puzzle dynamics” and the other, 
“fall susceptibility”(34), in which the elderly were distributed into 
small groups and given several printed vignettes in the form of 
a puzzle(35) with images of elderly people in situations of risk of 
falling. Then, the groups were asked to assemble the puzzles 
and discuss the questions: “(a) In this image, is there any situa-
tion of risk for the elderly to fall? (b) Do you consider that you 
might fall in this situation? Justify your answer.” Following this, 
the seniors shared their perception of susceptibility to falls. At 
the end, the researcher highlighted the misconceptions in the 
perception of risk factors and brought scientific information 
about risk factors for falls. 

The other activity was the “agree and disagree” dynamic. Ini-
tially, two plates were handed out: a red one, for them to raise 
when they disagreed, and a green one, for when they agreed 
with the sentences projected and read by the researcher, with 
mistaken beliefs about falls in the elderly. At the end, the mistaken 
beliefs were clarified, and scientific information was presented 
in a language appropriate to the characteristics of the elderly.

The second meeting (T2) aimed to discuss the perception of 
severity of falls, having as a theme its consequences and com-
plications. To this end, the following activities were developed: 
(1) “This reminds me” dynamic(34), adapted to stimulate the 
elderly to reflect on the occurrence of falls, its consequences 
and complications; (2) images of elderly people with post-fall 
consequences and complications were distributed for them to 
observe and identify if they were related to falls; (3) simulation 
of functional dependence in which the elderly were divided into 
pairs and took turns in the role of caregiver and dependent elderly 
person. The simulation included: helping with transportation and 
moving with a wheelchair; handling a cup with liquid, with the 
dominant limb immobilized; and walking using a walker. At the 
end of each activity, a discussion was held to share their experi-
ences and perceptions of the severity of falls. 

In the third meeting (T3), the goal was to discuss the PMs of 
falls and the benefits of adopting them. To do so, the elderly were 
questioned about why it is necessary to prevent falls. Several 
objects and printed images were placed in the center of the room 
with risk factors for falls and PMs for falls (non-slip floor, chair with 
arm, support bars, elderly people practicing physical exercises). 
Then, they were asked to divide themselves into groups, look 
at the objects and images, and discuss which of them prevent 
falls. Each group selected the objects and images and presented 
them to the others. The appropriate choices were valued by the 
researcher, and evidence on PMs of falls available in the literature 
was brought. At the end of the meeting, the elderly were asked to 
observe their behaviors and homes during the week to identify 
necessary and possible adaptations to prevent falls.



4Rev Bras Enferm. 2022;75(Suppl 4): e20201190 9of

Health beliefs and adherence of the elderly to fall prevention measures: a quasi-experimental study

Cardoso JDC, Azevedo RCS, Reiners AAO, Andrade ACS. 

The last meeting (T4) aimed to discuss the perception of 
barriers to adopt PMs to prevent falls. The elderly presented the 
possibilities of possible adaptations to be adopted at home and 
in their behavior to prevent falls. Then, they were asked which 
barriers they encountered in their daily lives; and ways to over-
come them were discussed. 

In the post-intervention (T5), which took place 30 days after 
the end of the educational meetings, the Health Beliefs Scale and 
the questionnaire on adherence to falls PMs were applied again.

Analysis of results and statistics

Data analysis was performed using the STATA software, version 
12.0. For categorical variables, absolute and relative frequencies 
were calculated; for continuous variables, mean, with 95% confi-
dence interval, median, minimum and maximum value, interquar-
tile range, and standard deviation were calculated. The variables 
“health beliefs” and “adherence of the elderly” presented different 
scale measures. Therefore, to facilitate comparison between 
them, their values were transformed into a scale from 0 to 100.

The normality of the data distribution was tested using the 
Shapiro-Wilk test. The analysis of differences between the measures 
of health beliefs was obtained using the paired t-test. To verify 
the effect of the intervention on the adherence of the elderly, 
the Wilcoxon test for paired samples was used. In all analyses, a 
5% significance level was considered.

RESULTS

Of the 68 elderly analyzed, most were women (83.82%), mean 
age of 70.06 years (SD = 5.92), aged 60 to 69 years (48.53%), 
married or in a stable union and widowed (36.76%), had one to 
four years of schooling, lived with someone (77.94%), had family 
income of one to two minimum wages (42.65%) and reported 
a health problem (95.59%), with a mean of 3.05 morbidities (SD 
= 1.48) (Table 1). 

The main health problems mentioned were osteoarticular 
and rheumatic, as well as cardiovascular. The regular use of 
medication was pointed out by 88.24% of the interviewees, a 
mean of 2.77 (SD = 1.39). Falls were reported by 48.53% of the 
elderly, with a mean of 1.67 (SD = 0.78), and more than half of 
the elderly (54.41%) had never received guidance on falls and 
prevention (Table 1).

When comparing the effect of the educational intervention 
on health beliefs pre-intervention and post-intervention, a sta-
tistically significant increase was identified in the mean scores 
of the constructs “perceived susceptibility”, “perceived severity”, 
“perceived benefits” and in the total score of beliefs. The total 
belief score showed a statistically significant increase after the 
intervention, indicating a lower perception of barriers to adopt-
ing fall PMs (Table 2).

There was a significant increase in the indicators of total adher-
ence and decrease in partial adherence (p < 0.0001). When the 
results of total adherence and partial adherence were added, we 
observed a significant increase in the adherence of the elderly 
to the PMs after the intervention (Table 3).

DISCUSSION

As only two studies have investigated the effect of educational 
interventions on health beliefs and fall prevention behaviors of 
the elderly(5,26), the present work is relevant. This is because it is 
the first HBM-based educational intervention tested in physi-
cally active elderly that combined different group strategies to 
improve both elderly beliefs about falls and fall prevention and 
adherence to preventive behaviors. Its results reinforce the evi-
dence on the effectiveness of the educational intervention as the 
only intervention capable of helping professionals who care for 
the elderly to develop effective actions to improve beliefs and 
adherence to fall PM.

Table 1 – Distribution of the elderly according to sociodemographic variables 
and health conditions, Cuiabá, Mato Grosso, Brazil, 2019

Variable n %

Sex
Female 57 83.82
Male 11 16.18

Age group
60 to 69 years 33 48.53
70 to 79 years 29 42.65
80 years or more 6 08.82

Marital status
Married or in a stable union 25 36.76
Widow/er 25 36.76
Single/divorced/separated 18 26.47

Years of education (years)
0 (illiterate) 10 14.71
1 to 4 25 36.76
5 to 8 15 22.06
≥ 9 18 26.47

Monthly family income (minimum wages)
< 1 3 4.41
1 to 2 29 42.65
2 to 3 20 29.41
3 or more 16 23.53

Health problems
Yes 65 95.59
No 3 4.41

Main self-reported health problems 
Osteoarticular and rheumatic problems 71 35.50
Cardiovascular problems 68 34.00
Endocrine, metabolic and nutritional problems 27 13.50
Neurological problems 17 8.50
Other problems (gastrointestinal, respiratory, 
kidney cyst, urinary infection, enlarged prostate, 
leprosy, Chagas' disease)

11 5.50

Psychiatric problems (depression, insomnia, 
anxiety)

6 3.00

Regular use of medication
Yes 60 88.24
No 8 11.76

Fall(s) in the last 12 months
No 35 51.47
Yes 33 48.53

Guidance about falls
No 37 54.41
Yes 31 45.59
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Two important results were found in this research. First, the 
HBM-supported educational intervention was effective in improv-
ing elderly health beliefs about falls and their prevention. This 
suggests that an educational intervention can have a positive 
effect on health beliefs. The significant increase in the mean 
scores of the constructs of health beliefs of the elderly was a 
similar result to that of other studies using the HBM, although 
with different themes(20-21,36-37). 

Such results may have some explanations. In this study, the 
intervention considered the close relationship between people’s 
beliefs and their behaviors adopted in an attempt to minimize 
risk factors or prevent falls. Thus, it was systematically planned 
based on the four constructs of the HBM seen as influencing 
factors of health behaviors(20-22,30). 

The increase in mean scores of perceived susceptibility after 
the educational intervention is consistent with other educational 
interventions based on the HBM in different themes(19-21). This may 
be related to the fact that, in the intervention, specific strategies 
were used to work on the perception of the elderly about risk 
factors in practical situations of their daily lives. It is believed that 
there was a contribution in the improvement of the perception 
of the elderly about their susceptibility to falls, as well as in the 
identification of risk factors for its occurrence at home, in the 
places they frequent, and in their behavior. 

The perception of severity is another construct that can influ-
ence the adoption of health behaviors. It was important for the 
elderly, in improving their perception of the severity of falls, to 
work on the consequences and complications of falls for their 
life, health and family, such as injuries, functional dependence, 
hospitalization, institutionalization, increased costs and death. 

In the incidence of preventive behaviors, the perception of 
barriers is considered an important dimension to predict adher-
ence to PMs. Barriers are considered the negative aspects of the 
health action recommended to prevent falls, and may prevent 
the elderly from adopting the PMs. The results of this study can 
be attributed to the fact that the educational intervention in-
creased the knowledge of the elderly, helping them to perceive 
the barriers they face in preventing falls and to think of ways to 
overcome them (19). 

As in this investigation, other studies show that the educa-
tional intervention based on the HBM is capable of increasing the 
perception of benefits and improving the adoption of preventive 
behaviors(20-21). It seems likely that the results obtained here can 
be attributed to the strategies used, such as the observation 
and selection of images and objects that the elderly thought 
prevented falls, making them reflect on the importance of adopt-
ing fall prevention PMs in their daily lives. In addition, the fact 
that the elderly observed their home and behavior and thought 
about prevention possibilities based on their reality may have 
triggered an improvement in the perception of the benefits of 
adopting fall prevention PMs.

The use of theoretical reference in intervention allows the re-
searcher to understand the investigated health behavior, to direct 
the planning of actions, to identify effective techniques for health 
behavior change, and to develop evidence-based practices(15,24-25). 
When guided by a theory, the researcher has the premises to 
structure the intervention according to the variables that may 
influence the studied phenomenon(15), which, in the case of the 
HBM, are susceptibility, severity, barriers and perceived benefits, 
underpinning the methodological decisions(38). 

Table 2 – Comparison of health beliefs pre-intervention and post-intervention educational, Cuiabá, Mato Grosso, Brazil, 2019

Variables Pre-intervention (T0) Post-intervention (T5) p 
value| |

Mean % (SD*) Median (ID†) Min.‡; Máx.§ Mean % (SD*) Median (ID†) Min.‡; Máx.§

Health Beliefs

Dimension 1 - Perception of 
susceptibility to falls

88.14 (11.41) 90.00 (13.33) 40.00; 100.00 95.98 (5.04) 98.33 (6.67) 83.33; 100.00 < 0.0001

Dimension 2 - Perception of  
severity of falls

96.39 (7.20) 100.00 (5.71) 65.71; 100.00 99.03 (2.35) 100.00 (0.00) 85.71; 100.00 0.0019

Dimension 3 - Perception of benefits 
in adhering to the RMs for falls

96.61 (4.52) 98.67 (5.33) 78.67; 100.00 98.98 (1.79) 100 (1.33) 90.67; 100.00 < 0.0001

Dimension 4 - Perception of barriers 
to adhere to fall PMs 

60.71 (15.44) 61.00 (17.00) 20.00; 92.00 84.65 (9.50) 84.00 (14.00) 56.00; 98.00 < 0.0001

Total score of beliefs 85.78 (5.26) 86.84 (6.32) 69.47; 97.89 94.74 (2.87) 95.00 (3.95) 88.42; 99.47 < 0.0001

Note: * SD - standard deviation; †ID - interquartile distance; ‡Min. - minimum; §Max. - maximum; | | |paired t-test.

Table 3 – Comparison of elderly adherence to fall prevention measures pre-intervention and post-intervention education, Cuiabá, Mato Grosso, Brazil, 2019

Variables Pre-intervention (T0) Post-intervention (T5) p 
value| |

Mean % (SD*) Median (ID†) Min.‡; Máx.§ Mean % (SD*) Median (ID†) Min.‡; Máx.§

Adherence to PMs¶ of falls 
Full adherence 63.70 (11.47) 63.64 (18.18) 36.36; 86.36 76.67 (8.45) 77.27 (13.64) 59.09; 90.91 < 0.0001
Partial adherence 9.09 (6.76) 9.09 (9.09) 0.00; 27.27 3.01 (3.30) 4.55 (4.55) 0.00; 13.64 < 0.0001
Full adherence + partial adherence 72.79 (9.34) 72.73 (9.09) 50.00; 90.91 79.68 (7.91) 81.82 (13.64) 63.64; 90.91 < 0.0001

Note: *SD - standard deviation; †ID - interquartile distance; ‡Min. - minimum; §Max. - maximum; | |Wilcoxon test; ¶MP - preventive measure.
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Another explanation can be attributed to the planning and 
execution of the intervention according to the personal, socio-
economic, and cultural characteristics of the participants. Prior 
to the intervention, there was a concern to obtain knowledge 
about the sociodemographic and health profile of the elderly, 
their health beliefs, and their fall prevention behaviors. Knowing 
the peculiarities of the participants allows the researcher to design 
the most appropriate actions and strategies for them, ensuring 
greater effectiveness of the educational activity(38). This allowed 
the intervention actions to be adapted to the specificities of the 
elderly, mainly to their level of education, housing conditions, 
income, beliefs and behaviors in health, mistaken or not. 

Finally, another possible reason concerns the techniques 
and resources applied in the stages of the intervention, such as 
group dynamics, vignettes, images, objects, and simulation. For 
a larger group of participants, group dynamics are effective for 
educational activities carried out in a short period of time(39). It is 
considered a strategy that favors learning, sharing of concerns, 
clarification of doubts, and search for solutions to deal with the 
barriers encountered in the adoption of healthy behaviors(40). 
Furthermore, it makes it possible to reflect on the beliefs that 
people have, constituting itself as a facilitator for the awareness 
of elements present in daily life(38,41). 

Didactic resources empower the educator’s activities, favor-
ing the participant’s learning about the theme, their motivation, 
as well as their active participation in the meetings(38,42). In the 
intervention, several resources were used for the elderly to think 
about the severity of falls, such as images of the elderly with their 
consequences and complications.

The vignette technique is effective in simulating a real-life 
experience and prompting participants to express their attitudes, 
perceptions, feelings, beliefs, behaviors, and decisions(43-45). In addi-
tion, vignettes tend to attract more attention from the participants 
and facilitate the understanding of the situations to be worked 
on(43,46). In this study, vignettes with situations of risk of falls expe-
rienced in the daily life of the elderly helped them to improve their 
perception of how susceptible they are to falls, as well as to identify 
more risk factors for its occurrence at home, in the environments 
they frequent and in their behavior. This is important, because 
believing that one is susceptible to a problem or illness is one of 
the most powerful factors in predicting preventive behavior(19,47). 

The simulation technique, on the other hand, provides the 
establishment of a real environment for the participants(48) for the 
purpose of practicing, learning, or understanding situations(49). 
In this study, the simulation of post-fall functional dependence 
allowed the elderly to experience the need for a caregiver to per-
form basic activities and to reflect on the practical consequences 
of falls for their lives and their families. 

O second important result of this study is that the educational 
intervention supported by the HBM was effective in improving 
the adherence of the elderly to the falls PMs. To our knowledge, 
other research with this methodological design has not been 
previously documented, a fact that makes it difficult to compare 
results. However, other research has observed improved adherence 
to health behaviors following an educational intervention(21-22,50).

A probable explanation for the improvement in the adher-
ence of the elderly in this study to the PMs may be the use of 

the strategies and resources of the educational intervention. In 
addition, we should add that, along with the knowledge offered 
about falls and its prevention to the elderly in the educational 
meetings, the PMs of falls worked in this intervention were of 
situations common to their daily lives, practical, palpable, and 
possible to be incorporated into their daily lives. One strategy 
used was to ask each elderly person to observe his/her home 
and behavior, reflecting on the possibility of modifying both of 
them to prevent falls. Interventions focused on gradual changes, 
flexible and simple to be applied in daily life tend to enable 
greater adherence, since the lower the complexity, the greater 
the adherence to the recommendations(51). Also, a previous study 
showed that a fall prevention program developed with hands-
on activities in educational meetings makes more sense to the 
elderly and favors their adherence behavior(14).

Another probable reason for the improvement in adherence is 
the fact that each elderly received, the day before each educational 
meeting, phone calls and messages reinforcing the importance of 
their participation in the meetings. This may have strengthened 
their decision to adhere to the falls PMs. One of the aspects that 
predispose people to accept prevention recommendations are 
the stimuli they receive, because they make them feel willing to 
take action to avoid a problem(30,32). 

Although this study does not allow us to infer that improved 
health beliefs of the elderly are related to improved adherence 
to PM, it is reasonable to assume that working on beliefs during 
the educational intervention contributed to this positive out-
come, since the influence of beliefs on the adoption of health 
behaviors is well established in the literature(5,13). In view of this, 
it is likely that the elderly who reported adhering to fall preven-
tion actions may have realized how susceptible they are to falls 
and their consequences, that there are greater benefits than 
barriers in adhering to fall PMs, resulting in improved adoption 
of the preventive behavior. The greater the perceived benefits 
of the health action and the lower the perceived barriers to its 
adoption, the greater the chances that the person will adopt a 
preventive behavior(30).

Study limitations

This study has some limitations. The recruitment of the sample 
by convenience may reduce the ability of the results to be gen-
eralized. There was an attempt to ensure the engagement of all 
the elderly people enrolled in the SCC in the research, however, 
several of them did not attend the activities in the established 
recruitment period. The absence of a control group precluded 
comparison with the elderly who did not receive the intervention.

Contributions to Nursing, Health, or Public Policy

The findings of this study contribute to the advancement of 
knowledge in the areas of health and nursing, since they show 
that the implementation of an educational intervention can help 
the elderly in the adoption of preventive behaviors. This brings 
the possibility of it being applied at all levels of health care to 
promote comprehensive care, quality of life and autonomy of 
the elderly.
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CONCLUSION

The hypothesis that a HBM-based educational intervention 
would improve elderly health beliefs and adherence to falls PMs 
was confirmed. These results support health education as a unique 
intervention that has the ability to improve health beliefs and 
the adoption of fall prevention behaviors. It is recommended 
that more intervention studies based on benchmarks such as the 

HBM be conducted. In particular, randomized clinical trials are 
suggested to investigate whether modifying the health beliefs 
of the elderly would lead to improved adherence to falls PM.
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