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A B S T R A C T   

Background and objectives: Systematic reviews on healthy ageing interventions have primarily focused on 
assessing their effectiveness, not the implementation processes underpinning them, and the factors influencing 
program effectiveness. This has created a knowledge gap about what are effective implementation approaches, 
and how to scale up such interventions at the population level. Our aim in this rapid review was to synthesise the 
evidence on implementation of effective healthy ageing interventions, and to identify the factors that influence 
population-level implementation of these interventions. 
Design and methods: Following the PRISMA checklist, we searched for papers in six databases: Ovid Medline, Ovid 
Embase, CENTRAL, CINAHL, PsycArticles and PsycINFO. A narrative synthesis was used to summarise the 
results. 
Results: Twenty-nine articles reporting on 21 healthy ageing interventions (studies) were included in the review. 
The findings show that a wide range of approaches to implementation were used including collaborative part-
nership, co-design, use of volunteers, person centred-care, and self-directed/professional-led approaches. The 
key implementation drivers were the use of behavioural change techniques, social interaction, tailoring of in-
terventions, booster sessions, and multi-component and multi-professional team approach to intervention design 
and delivery. 
Conclusion: The effectiveness of healthy ageing interventions is contingent on a number of factors including the 
type of implementation approaches used, the context in which programs are implemented, and the specific 
mechanisms that may be at play at the individual older adult level.   

1. Introduction 

The United Nations (UN, 2015) estimates that about 13% of the 
world’s population was aged 60 years and older in 2015. In real terms, 
the population of older people was 900 million in 2015, and this is ex-
pected to increase to about 2 billion by 2050 (UN, 2015). While 
increased longevity is gratifying, it can also be an impediment for living 
a fulfilled and satisfied life, particularly for those older people who may 

not have the agency and capacity to maintain themselves as indepen-
dent, active and healthy for as long as they live. Associated with pop-
ulation ageing, therefore, are concerns about older people’s health and 
the potential for older people to live satisfying and enjoyable lives 
(WHO, 2018), which require not only intrinsic capacities – i.e., indi-
vidual physical and mental capacities but also supportive environments 
– i.e., the socio-economic, cultural, political, and built environments 
that enable older people to live a life they have reason to value (Beard, 
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Officer, Andrew, & Cassels, 2016). 
Intrinsic capacities and environments help develop and maintain 

people’s functional abilities to meet their basic needs, learn, grow and 
make decisions, be mobile, build and maintain relationships, and 
contribute to society (WHO, 2018). According to the World Health Or-
ganization (WHO, 2015, p. 28), “Healthy ageing is the process of 
developing and maintaining the functional ability that enables well-
being in older age.” To ensure the healthy ageing of an increasing 
number of older people, the WHO (2002) called on governments to 
implement appropriate policies and interventions that would enable 
older people live the life that they have reason to value. This has resulted 
in a proliferation of healthy ageing interventions such as physical ac-
tivity, chronic disease self-management, falls prevention, healthy 
eating, social functioning and networking, and behaviour change in-
terventions (WHO, 2015). 

As a result of several systematic reviews there is now good quality 
evidence about the impacts of healthy ageing interventions (see for 
example, Daskalopouloua et al., 2017; Guitar, Connelly, Nagamatsu, 
Orange, & Muir-Hunter, 2018; Reijnders, van Heugten, & van Boxtel, 
2013; Seah et al., 2019; Sprague et al., 2019; Van Citters & Bartels, 
2004). However, knowledge about what works does not necessarily 
explain the implementation processes of the interventions. Under-
standing how and why interventions work or fail to work is fundamental 
for evidence-based policy and practice, particularly in guiding the 
scale-up and implementation of healthy ageing interventions at the 
population level. 

1.1. Review aim and questions 

Our aim in this rapid review is to synthesise the evidence on 
implementation studies on healthy ageing interventions, and to identify 
the factors that influence population-level implementation of healthy 
ageing interventions. The key questions addressed by the review are:  

1 What are the characteristics of the target groups of interventions?  
2 What is the nature of healthy ageing interventions with regard to 

prevention (i.e. primary, secondary, tertiary)?  

3 What approaches to implementation work to influence program 
effectiveness? 

2. Methods 

Our review followed Plüddemann, Aronson, Onakpoya, Heneghan, 
and Mahtani’s (2018) approach to conducting a rapid review and was 
conducted in line with the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) statement (Moher, Liberati, Tet-
zlaff, & Altman, 2009). For quality assurance, we followed the approach 
described in the Cochrane Handbook for Systematic Reviews of In-
terventions (Higgins et al., 2019). 

2.1. Defining and identifying implementation studies 

Pinnock et al. (2015) in their review of implementation studies 
observed significant problems with reporting standards, unclear 
description of interventions, and inconsistent use of terminology. While 
there exists a broad range of implementation study designs including 
randomised controlled trials, quasi-experiments, and cohort studies, in 
this review we focused on implementation studies using randomised 
controlled trials (RCT) or cluster RCTs. To tease out implementation 
drivers and factors influencing program effectiveness, associated papers 
accompanying the RCTs were linked to the included studies. Table 1 
indicates the eligibility criteria. Key among them was that the study 
should provide a clear description of the intervention and report on at 
least one implementation outcomes relating to: (1) approach to program 
development; (2) approach to implementation; and (3) drivers of 
implementation and program effectiveness. 

2.2. Literature search and study selection 

The search was conducted in Ovid Medline, Ovid Embase, CENTRAL, 
CINAHL, PsycArticles and PsycINFO. We first developed a search strat-
egy for Medline, which was piloted and refined following the advice of a 
Senior Librarian, then adapted for the other databases. The search 
strategy was based on a selection of terms and key words commensurate 
with “healthy ageing”, “aged”, “older people”, and public health and 
health promotion interventions focusing on older people (e.g. “health 
promotion”, “nutrition”, “healthy eating”, “physical activity”, “mental 
health”, “smoking cessation”, “fall prevention”) and “implementation 
study design terms.” The database search was complemented by tar-
geted hand-searching, primarily by means of reviewing reference lists of 
past systematic reviews, and secondary articles on a research project to 
identify further relevant papers. As this was a rapid review, we aimed to 
collect the latest studies, and therefore, each study’s publication time 
was restricted to range from 1 January 2010 to 31 August 2019. 

EndNote was used to manage the search results including the 
removal of duplicates. Two independent reviewers then carried out the 
title and abstracts screening, and the full texts screening in Covidence 
using the eligibility criteria (see Table 1). After screening the full-texts of 
eligible studies, two independent reviewers used the Cochrane Collab-
oration tool (Higgins et al., 2019) to appraise the quality of studies by 
assessing their risk of bias as low, high or unclear. 

2.3. Data extraction 

One independent reviewer carried out the data extraction. To 
enhance data integrity and accuracy, a second reviewer checked the 
extracted data. To enhance validity, the data extraction form was piloted 
on a representative sample (n = 8) of the included studies. The main 
components of the data extraction form were: the year of study and 
country of study; study design; setting; characteristics of study partici-
pants; characteristics of intervention; duration and intensity of inter-
vention; intervention implementation process; intervention 
effectiveness and process outcomes; and authors’ reflections and lessons 

Table 1 
Eligibility criteria.  

Inclusion and exclusion 
criteria 

Explanation 

Population Older people (50+ for general population and 45+ for 
Aboriginal and Torres Strait Islander groups); or those 
referred to as elderly/older adults/older persons/older 
people/seniors living in their own homes. 

Intervention Studies must include structured healthy ageing 
interventions aimed at improvement in either physical, 
social, and/or mental wellbeing in community settings 
and must have some data on how the intervention was 
implemented. 

Focus of intervention Preventative interventions (primary, secondary, and 
tertiary) 

Outcomes Implementation outcomes relating to (1) approaches to 
implementation; (2) implementation drivers; (3) type of 
prevention intervention. 

Type of study Implementation studies – Specifically Phase IV study 
designs (RCTs or cluster RCTs). We considered both 
effectiveness and effectiveness-implementation designs. 

Years of publication Peer- reviewed articles published within the 9-year period 
from 2010 to 2019 

Setting Studies conducted in high income countries 

Exclusion criteria 

Not an implementation trial/study – Phase III trials, 
qualitative studies, study protocols, dissertations, and 
conference proceedings 
Non-English language papers 
Non-primary empirical study 
Studies conducted outside high income countries 
Studies with no data on any of the primary outcomes that 
are of interest to the review  
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learned. 

2.4. Synthesis of results 

A narrative synthesis was used to summarise the results following the 
approach recommended by Popay et al. (2006). This approach entailed 
undertaking a preliminary synthesis of the findings, exploring the re-
lationships in the data, and assessing the robustness of the synthesis. At 
the initial synthesis stage, the data extracted from the included studies 
were used to provide a textual and a visual summary of the results using 
summary of findings tables. This helped to explore the core themes 
across the studies in relation to the type of interventions, and imple-
mentation processes. The stage of exploring relationships between and 
within studies involved identifying drivers of implementation that 
explain how and why the intervention worked or failed to work. 

3. Findings 

3.1. Search results 

The PRISMA flow chart (Fig. 1) shows the studies’ selection process. 
The literature search yielded 3,883 articles of which 165 full-text arti-
cles were screened for eligibility. Twenty-nine articles reporting on 21 
healthy ageing interventions (studies) were included in the review. The 
included studies comprised 17 randomised controlled trials (RCTs), and 

four cluster RCTs. Of the 21 interventions included in the review, 10 
were from the US, four from Sweden, two from the UK, and one each 
from Australia, Canada, Germany, Norway, and New Zealand. Supple-
mentary file 1 provides details of the included studies. 

3.2. Characteristics of the intervention target groups 

3.2.1. Characteristics of study participants 
A total of 5,938 older people were involved in the 21 studies. The 

number of sampled participants in the included studies ranged from 40 
to 1,635 and were between 50 and 95 years of age. Twelve studies 
included participants older than 60 years and 19 included male and 
female participants. Two interventions focused on institutional change 
and/or improving service delivery to older people, and thus did not 
directly recruit older adults. All interventions focused on older adults 
living in the community. Geographically, the majority of the in-
terventions were implemented in urban or metropolitan settings (n =
11) compared to rural areas (n = 3). Seven other studies could not be 
classified as either urban/metropolitan or rural due to limited infor-
mation. The majority of the interventions were delivered at the com-
munity level, either in participants’ homes or senior centres. 

3.2.2. Target groups of interventions 
The poor description of the intervention features and participants 

characteristics made it difficult to classify the interventions as targeted 

Fig. 1. PRISMA flow diagram.  
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or universal (i.e. those focusing on all older adults). However, based on 
the available description of studies, 12 interventions were targeted to 
older people who were at risk of various lifestyles and behavioural- 
related risk factors or having particular conditions such as being over-
weight, chronic diseases, or mobility issues (e.g. Dolovich et al., 2019; 
Reed et al., 2018; Rejeski, Mihalko, Ambrosius, Bearon, & McClelland, 
2011; Rejeski, Brubaker et al., 2011; Von Korff et al., 2011). Nine in-
terventions were classified as universal interventions. One intervention 
predominantly included white participants (80%) (Zgibor et al., 2016), 
and another, only Caucasian women (Gothe et al., 2015). 

3.2.3. Quality assessment 
Four of the 21 studies had low risk of bias while the remainder had 

high risk of bias. The major risk of bias issues were allocation conceal-
ment and performance bias, but it must be noted that the nature of 
healthy ageing interventions is such that it is very often difficult to mask 
participants before and after allocation into the intervention. Supple-
mentary file 1 provides details on the quality assessment. While a formal 
assessment of quality of the included studies was conducted to poten-
tially explain differences in results of otherwise similar studies, because 
we focused on implementation, all studies meeting the inclusion criteria 
were included in the review regardless of quality assessment. Aside from 
one study which described intervention fidelity, which was found to be 
high (Arkkukangas et al., 2019), all other studies did not describe the 
extent to which the intervention was delivered in line with the protocol. 
Anecdotal evidence gleaned from the papers, however, indicates what 
appeared to be high fidelity in three other interventions (Clare et al., 
2015; Ebrahimi, Eklund, Dahlin-Ivanoff, Jakobsson, & Wilhelmson, 
2017; Reed et al., 2018), and low fidelity in two interventions (Clark 
et al., 2012; Zingmark, Fisher, Rocklöv, & Nilsson, 2014). 

3.3. The nature of interventions with regard to prevention 

Two interventions focused on upstream action – i.e. changing pol-
icies, organisation culture, and capacity development to promote older 
people’s health. In Sweden, Ebrahimi et al. (2017) focused on changing 
organisational culture through the development of a model of contin-
uum of care for frail older people at the community level. A second 
intervention (Ford, Abramson, Wise, Dattalo, & Mahoney, 2017) 
focused on capacity development through a quality improvement 

intervention for falls prevention and chronic disease self-management in 
the US. Nineteen other interventions focused on individual behaviour 
changes and/or support programs (i.e. downstream interventions). Most 
interventions focused on primary prevention (n = 15) albeit largely at 
the individual level with the remaining focusing on tertiary prevention 
(n = 3), and a mixture of primary and secondary prevention (n = 3). We 
did not identify any studies that used only secondary prevention 
interventions. 

3.3.1. Targeted areas of interventions 
As shown in Fig. 2, different intervention modalities were used to 

promote healthy ageing through either primary or tertiary prevention 
measures. These intervention modalities ranged from health education/ 
behaviour change to physical activity or falls prevention and neuro-
psychological functioning. Two studies each focused on chronic disease 
self-management and support, social support, and occupational 
engagement. 

One occupational engagement study targeted psychological aspects 
of health by focusing on life satisfaction and wellbeing. Six studies 
focused on health education including goal-setting and motivational 
interviewing interventions. Seven studies focused on physical activity. 
Four studies focused on falls prevention and reducing frailty. Three 
studies focused on increasing neuropsychological functioning, such as 
coping strategies and reducing depressive symptoms (psychosocial fac-
tors). The other studies focused on quality improvement in service de-
livery, including service modification and organisational capacity 
development for implementation of healthy ageing interventions. One 
study each focused on healthy eating and weight loss. To maximise 
intervention impacts, most of the interventions (n = 16) were multi- 
component, and there were more group-based interventions (n = 13) 
than individual level interventions (8). 

Because of the differing program focus and aims, program imple-
mentation varied in health goals addressed and levels of intervention 
(ranging from community, group and individual). The core theme across 
the aims of these interventions was that the implementation of primary 
and tertiary prevention programs for older people holds the key in 
preserving functional ability, and physical and mental health wellbeing. 
The health goals of the interventions generally aligned with some of the 
key policy proposals suggested by the WHO (2002) in addressing the 
determinants of active ageing, particularly the behavioural and personal 

Fig. 2. Coverage of healthy ageing intervention by included studies.  
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factors that have influence upon older people’s health. The majority of 
the interventions focused on improving healthy ageing through physical 
activity, and by tackling psychosocial factors including cognitive ele-
ments and emotional factors. 

3.4. Factors influencing implementation of healthy ageing interventions 

To identify the factors that influence implementation and effective-
ness of population-level healthy ageing interventions, the first step is to 
examine the implementation processes in delivering the interventions. 
This includes an examination of the approaches to implementation and 
identification of the implementation drivers that have influence upon 
program administration and outcomes (Meyers, Durlak, & Wandersman, 
2012). 

3.4.1. Approaches to implementation and drivers of program effectiveness 
The findings show that a wide range of approaches to implementa-

tion were used including collaborative partnership (i.e. inter-agency 
partnership, n = 6; and collaborative support/partnership, n = 11), 
co-design (n = 4), use of volunteers (n = 4), person centred-centred care 
(n = 9), and self-directed/professional-led (n = 4) approaches (See 
Supplementary file 2). Some interventions used multiple approaches to 
implementation. 

For instance, Reed et al.’s (2018) intervention on chronic disease 
self-care management support in Australia used three approaches 
comprising professional-led, collaborative partnership, and co-design. 
Both Ebrahimi et al.’s (2017) program, which focused on developing a 
model continuum of care for frail older people in Sweden, and Dolovich 
et al.’s (2019) program focusing on improving person-centred and 
team-based primary care in Canada, used four approaches comprising 
inter-agency partnership, collaborative partnership, co-design, use of 
volunteers and, person centred-care. Some interventions used a single 
approach to program design and/or implementation (e.g. Corbett et al., 
2018; Gothe et al., 2015; Rejeski, Mihalko et al., 2011; Rejeski, Brubaker 
et al., 2011; Reid et al., 2019). 

Collaborative partnership was largely used (n = 17) in implementing 
healthy ageing interventions. Among the interventions using a collab-
orative partnership approach to implementation, six focused on part-
nership s across organisations and sectors to achieve a common purpose 
(Bøen, Dalgard, Johansen, & Nord, 2012; Clare et al., 2015; Ebrahimi 
et al., 2017; Ford et al., 2017; Reid et al., 2019; Zgibor et al., 2016). All 
other collaborative partnership approaches (n = 11) involved either an 
alliance among professionals (consortia of health care providers), or 
alliance between health professionals and older adults. While this in-
dicates a limited focus on multi-sectoral collaboration in implementing 
healthy ageing interventions, the findings show that across all in-
terventions, the use of collaborative partnership approaches enriched 
program implementation and optimised program effects. For instance, 
Robare et al. (2010) showed that a collaborative partnership approach 
drawing on existing community resources (community health workers) 
increased the uptake of a multi-component nutrition and physical ac-
tivity program and helped control cardiovascular risk factors among 
older adults. Similarly, a partnership and multi-professional collabora-
tion approach to care delivery involving municipality, primary care and 
a university hospital in Sweden resulted in improved continuum of care 
for frail older people in Sweden (Ebrahimi et al., 2017). 

Collaborative partnership drawing on existing community-based 
senior centre infrastructure was reported as an effective approach to 
promoting physical activity among community-based adults (Reid et al., 
2019). Zgibor et al. (2016) also showed that a potential mechanism for 
successful implementation and sustainability of a multi-component 
chronic disease prevention program was partnership with an organisa-
tion with existing infrastructure and links to community partners. Their 
study focused on using a collaborative partnership approach (building 
synergies across organisations) to develop, implement, and evaluate a 
program designed to increase physical function, decrease pain and 

stiffness, and improve self-management behaviours and preventive 
service use in older adults in the US. They found that the use of 
collaborative partnership created a productive synergy maximizing 
strengths in program delivery and optimisation of program impacts. The 
partnership resulted in 77 community health workers being trained to 
deliver the program in 54 sites. Similarly, Ford et al. (2017) showed that 
engaging and supporting health care organisations within a quality 
improvement collaborative partnership to run workshops for older 
adults constitute an effective implementation strategy for the delivery of 
falls and chronic disease self-management programs in 
community-based settings. The authors found that participation of older 
adults in the workshops run by rural social service organisations, 
focused upon quality improvement (with financial and coaching sup-
port) reduced social isolation and falls among older adults, and 
improved communication skills with physicians. 

Five of the 21 interventions used a participatory co-design approach 
to intervention development and implementation involving health 
professionals, carers, and older adults (Bøen et al., 2012; Dolovich et al., 
2019; Ebrahimi et al., 2017; Reed et al., 2018; Wolff, Warner, Zie-
gelmann, & Wurm, 2014). The core theme emerging from these in-
terventions was that co-design contributed to empowering older adults 
to gain control over their health and the decision-making processes 
regarding healthy ageing. 

Nine of the interventions used a person-centred approach to program 
planning and implementation (Arkkukangas et al., 2019; Behm et al., 
2014; Clare et al., 2015; Clark et al., 2012; Dolovich et al., 2019; 
Ebrahimi et al., 2017; Kerse et al., 2010; Reed et al., 2018; Zingmark 
et al., 2014). The unique characteristics of interventions using this 
approach were ensuring active engagement and participation in the 
various stages of program planning and implementation and factoring 
the concerns and priorities of older people into the program. The find-
ings from these studies showed that healthy ageing interventions work 
best by drawing upon the array of assets available to older adults’ 
including their lived experiences and expertise, and the family care and 
support (Behm et al., 2014; Clark et al., 2012; Ebrahimi et al., 2017). 

Three interventions (Clare et al., 2015; Dolovich et al., 2019; Zgibor 
et al., 2016) used volunteers as part of the approach to program 
implementation. These interventions showed that the use of volunteers 
in most cases ensured successful implementation and positively influ-
enced the health and general well-being of older adults. Zgibor et al. 
(2016) for example, showed that using community health workers as 
volunteers to deliver a multi-component health promotion intervention 
focusing on older adults in community can make the program more 
translatable than those requiring health professionals. Bøen et al. (2012) 
however, found that the use of older adults as volunteers to implement a 
health promotion intervention focusing on social support and preven-
tion of depression had modest effect. The key mechanisms within this 
approach to implementation was the training of volunteers, and the 
ability of volunteers to stimulate and encourage social interaction in 
older people (Bøen et al., 2012; Dolovich et al., 2019). 

Interventions using self-directed and/or professional-led approaches 
(Appleton, 2013; Arkkukangas et al., 2019; Chippendale & Boltz, 2015; 
Gothe et al., 2015; Reed et al., 2018) showed mixed findings. Reed et al. 
(2018) found that professional-led chronic disease self-care manage-
ment support program integrated into routine clinical care without a 
collaborative care coordination component was less effective. Both 
Arkkukangas et al. (2019) and Gothe et al. (2015) showed that while 
professional-led home-based physical activity programs may be effec-
tive, they require complementary interventions such as motivational 
interviewing, improvement in self-esteem, and reinforcement of 
educational materials to better optimise their impacts. Chippendale and 
Boltz (2015) showed that while an occupational engagement interven-
tion of life review through writing and intergenerational programs led 
by an occupational therapist can enhance sense of purpose and meaning 
in life in older adults, such interventions work best when implemented 
within a group context, with older adults serving as role models, and 
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sharing their lived life experiences with their peers. 
Overall, the findings indicate that when used successfully, collabo-

rative partnership, co-design, and person-centred approaches to imple-
mentation are more effective, and contribute to increased uptake of 
interventions and optimisation of program impacts than self-directed 
and/or professional-led approach to implementation. The factors iden-
tified to have influence upon the use of collaborative partnership, co- 
design, and person-centred approaches include older adults’ motiva-
tion to participate, opportunities to involve caregivers and community 
volunteers, and the skill level of program implementation staff to use 
such approaches (Behm et al., 2014; Dolovich et al., 2019; Zgibor et al., 
2016). 

3.4.2. Implementation drivers (success in intervention process and program 
effectiveness) 

The core themes identified in relation to implementation drivers 
were the use of behavioural change techniques (particularly goal- 
setting), group-based sessions (social interaction), tailoring of in-
terventions, booster sessions, and multi-component and multi- 
professional team approach to intervention design and delivery. 

Several interventions (Arkkukangas et al., 2019; Behm et al., 2014; 
Clare et al., 2015; Clark et al., 2012; Dolovich et al., 2019; Reed et al., 
2018; Wolff et al., 2014; Zingmark et al., 2014; Zgibor et al., 2016) were 
based on the theory that healthy ageing interventions would be more 
successful and achieve better health outcomes if older adults set their 
own health goals relative to their needs and health conditions. All in-
terventions that incorporated goal-setting into the program develop-
ment and implementation reported that goal-setting contributed to the 
success of the program. Goal-setting was also found to have triggered 
other key mechanisms such as increased self-esteem, motivation, and 
self-monitoring (Clare et al., 2015). For example, Zingmark et al. (2014) 
compared the effectiveness of three different occupation-focused in-
terventions (individual, activity group, and discussion group) for well 
older people’s ability in activities of daily living (ADL) and found that 
the inclusion of goal-setting into the individualised intervention 
contributed to the intervention’s positive effects on reducing the rate of 
decline in leisure engagement and ADL ability. Clare et al. (2015) 
similarly showed that goal-setting was a useful process in helping older 
people make changes to their lifestyle to allow them to age healthily and 
reduce risk factors associated with dementia. 

Implementation of interventions within a group context (Appleton, 
2013; Behlm et al., 2016; Clark et al., 2012; Rejeski, Mihalko et al., 
2011; Rejeski, Brubaker et al., 2011; Wolff et al., 2014; Zgibor et al., 
2016) was found to be particularly useful in increasing older people’s 
participation in interventions, which contributed to successful program 
implementation and achievement of program goals. A plausible mech-
anism for this could be the increased social interaction generated within 
a group context. Social interaction was identified as a key driver of 
program success in group-based interventions (Behm et al., 2014; Clark 
et al., 2012; Wolff et al., 2014; Rejeski, Mihalko et al., 2011; Rejeski, 
Brubaker et al., 2011; Zgibor et al., 2016), interventions using volun-
teers (Clare et al., 2015; Dolovich et al., 2019; Zgibor et al., 2016), and 
interventions with a home visit component (Corbett et al., 2018; Kerse 
et al., 2010). 

Three interventions (Arkkukangas et al., 2019; Behm et al., 2014; 
Zgibor et al., 2016) showed that the use of booster sessions and/or 
regular follow-ups increased program adherence and uptake of in-
terventions. Three other interventions (Clare et al., 2015; Corbett et al., 
2018; Kerse et al., 2010) also showed that tailoring of interventions 
through the provision of personalised strategies and services increases 
adherence and/or compliance in healthy ageing interventions. 

In a number of intervention studies (Behm et al., 2014; Dolovich 
et al., 2019; Ebrahimi et al., 2017; Rejeski, Mihalko et al., 2011; Rejeski, 
Brubaker et al., 2011; Robare et al., 2010; Zgibor et al., 2016), it was 
found that multi-component interventions delivered through a 
multi-disciplinary, skilled team of professionals contributed to the 

success of implementation, and improved program outcomes. For 
instance, in Sweden, Ebrahimi et al. (2017) implemented a continuum 
care program for frail older people, which was planned in the partici-
pants’ homes by a multi-professional team (including a geriatric nurse 
and case manager). They found that the creation of a continuum of care 
from the emergency department, through the hospital ward to the older 
person’s own home involving multi-professionals, and patients and 
carers in the care planning process, improved independence in ADLs and 
postponed dependence in adults aged 80 and over compared to usual 
care. 

3.4.3. The use of theoretical frameworks 
The majority of the interventions used theoretical frameworks to 

inform program design and implementation. These included health 
behaviour change models/theories such as social cognitive/learning 
theory (Clare et al., 2015; Corbett et al., 2018; Gothe et al., 2015; Robare 
et al., 2010; Rejeski, Mihalko et al., 2011; Rejeski, Brubaker et al., 
2011), transtheoretical model (Arkkukangas et al., 2019; Behm et al., 
2014; Corbett et al., 2018), and stereotype embodiment theory (Wolff 
et al., 2014). Two interventions were based on chronic disease 
self-management models including the Flinders model (Reed et al., 
2018) and chronic care model (Dolovich et al., 2019). The findings 
indicate that the use of particular models/theories enhanced program 
design and implementation by helping identifying levers of change and 
best practice methods for behaviour changes (Arkkukangas et al., 2019; 
Dolovich et al., 2019). 

4. Discussion 

In this rapid review we synthesised the evidence on the nature of 
healthy ageing interventions, approaches to implementation, and 
implementation drivers. While implementation approaches varied, 
strong evidence was found for the significant role of partnership across 
organisations, collaborative partnership (alliance among professionals, 
and alliance between health professionals and older adults), co-design, 
and person-centred approaches in optimising programs’ impacts. 

In relation to the drivers of change that explain how and why in-
terventions worked or failed to work, the most compelling evidence was 
for social interactions (largely engendered in group-based in-
terventions), goal-setting, booster sessions, multi-component in-
terventions, tailoring of interventions, and multi-professional team 
approach to program design and delivery. 

In conjunction with the use of participatory approaches, the opera-
tion of these drivers of change played a key role in increasing program 
uptake, empowering older adults, and improving program effectiveness. 
The program contexts also played a key role in shaping the imple-
mentation processes and program outcomes. Physical activity in-
terventions, for instance, were more successful when implemented in a 
group-setting and/or had a social interaction component (Zgibor et al., 
2016). 

The findings further show that the use of theoretical frameworks 
contributed to better program design and/or implementation. These 
findings align with the extant literature on implementation science. 
Zhou et al.’s (2018) review of behavioural interventions promoting 
healthy eating among older people reported that multicomponent di-
etary interventions were more effective in reduction of risk of chronic 
disease in older people compared to dietary educational intervention or 
meal service intervention alone. A review by Roussos and Fawcett 
(2000) concluded that collaborative partnership approaches are a 
promising strategy for engaging people and organizations around a 
common goal in implementing health promotion interventions at the 
community level. Three of the studies (Ebrahimi et al., 2017; Ford et al., 
2017; Zgibor et al., 2016) included in our review showed that trust 
building, sharing of resources, and having clearly defined roles of 
partners in program implementation are important ingredients for a 
thriving inter-agency partnership for implementation of healthy ageing 
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interventions. This aligns with several other studies, which have shown 
that partnerships working to implement population level interventions 
require having a shared vision, mutual trust, respect and sharing of re-
sources (Estacio, Oliver, Downing, Kurth, & Protheroe, 2017; Dennis, 
Hetherington, Borodzicz, Hermiz, & Zwar, 2015; Riggs, Block, Warr, & 
Gibbs, 2014). Similarly, evidence supports the effectiveness of co-design 
approaches to the development of health promotion interventions that 
bring together health professional and patient experience to design 
common solutions (Jessup, Osborne, Buchbinder, & Beauchamp, 2018). 
Co-design interventions also lead to sustainable implementation and 
outcomes (Sanders & Stappers, 2008). 

Our review findings also show that healthy ageing interventions 
have largely focused on individual behaviour changes compared to in-
terventions focused on tackling upstream determinants of health (e.g. 
social, economic, and environmental policy changes). However, to 
reduce health inequalities, upstream interventions are also required 
(Lorenc, Petticrew, Welch, & Tugwell, 2013). This means that attention 
should be paid to the design, implementation and evaluation of healthy 
ageing interventions in the domains of housing, social protection, 
environmental change, and alignment of health systems to needs of 
older people (Beard et al., 2016). Implementation of such universal in-
terventions that target the whole older adult population hold more 
promise in tackling health inequalities in older people compared to 
downstream interventions, which featured prominently in our review 
(Sadana, Blas, Budhwani, Koller, & Paraje, 2016; WHO, 2015). 

4.1. Strengths and limitations 

The strength of our rapid review lies in it being the first to review the 
literature on the implementation of healthy ageing interventions to 
identify the factors that influence program implementation and program 
outcomes. Rather than limiting the review to a particular healthy ageing 
intervention, a more inclusive approach was taken, focusing on a wide 
range of interventions on healthy ageing. This helped in identifying 
different factors across various interventions that potentially explain 
how and why healthy ageing interventions work or fail to work. Further, 
despite the significant efforts made in identifying complementary 
studies that might have accompanied the RCTs included in our review to 
tease out missing information on intervention characteristics and 
implementation processes, there were still difficulties in getting enough 
information on the implementation processes of some of the interven-
tion studies. We therefore, acknowledge the possibility of missing other 
important implementation drivers that explain the workings of the 
healthy ageing interventions. The exclusion of quasi-experimental 
studies, which may afford valuable information about implementation 
drivers is another limitation of our review. 

In terms of the included studies, while most of the interventions were 
multi-component, it was often not clear which intervention component 
was more effective, and the factors accounting for this. Also, while some 
interventions included in the review were targeted, they largely 
included white participants suggesting population bias. It was also un-
clear whether the universal interventions involved Aboriginal and 
Indigenous populations. While published articles are often constrained 
by word limitations that may restrict details on the implementation 
process, both the Consolidated Standards of Reporting Trials (CON-
SORT) (Moher, Schulz, & Altman, 2001) and the Transparent Reporting 
of Evaluations with Nonrandomized Designs (TREND) (Lyles, Crepaz, & 
Abbasi, 2004) recommend reporting some details about the intervention 
and implementation process. Another key limitation of the included 
studies was the lack of assessment and/or reporting of intervention fi-
delity. Without being able to measure the extent to which interventions 
were delivered according the protocol, it is difficult to fully understand 
and improve intervention effectiveness (Gearing et al., 2011; Swanson, 
Wanzek, Haring, Ciullo, & McCulley, 2013). These limitations of the 
included studies thus call for the need to comprehensively document the 
implementation processes in future implementation studies focusing on 

Table 2 
Key messages and recommendations for intervention success and development.  

Social participation/interaction is an important factor for the success of healthy 
ageing interventions focusing on physical, social and mental health promotion. For 
instance, in a group context, Appleton (2013) showed the benefits of social 
interaction for increased fruit and vegetable consumption in older adults, and  
Zgibor et al. (2016) showed that a combination of physical activity with health 
education improved older adults’ awareness and engagement in preventive services. 
Thus, group context appears to improve older people’s commitment and adherence 
to healthy ageing interventions. Key mechanisms include social interaction, 
enjoyment, and commitment to peers. 

Partnership and collaborative mechanisms. Chronic disease self-care management 
support programs integrated into routine clinical care without care coordination/ 
collaborative support component is less effective (Reed et al., 2018). Partnership 
across sectors, and collaborative partnership across professionals, and between 
professionals and older adults are effective approaches to community-based 
programming and contribute to sustainable program delivery to older adult 
populations at the community level (Zgibor et al., 2016; Ebrahimi et al., 2017). 
Co-designing the details of the intervention with older people contribute to building 
their self-esteem and empower them to actively participate in healthy ageing 
interventions. In cross-sectoral partnership approach to implementation, there is the 
need to build trust among partners, and to train actors to emphasise implementation 
fidelity and standardisation of intervention delivery (Ebrahimi et al., 2017). 

Dosage/Delivery mechanism. Home-based physical activity (PA) programs with 
insufficient dose of PA do not improve health outcomes; home-based PA 
interventions require a social visit component to increase program uptake and 
outcomes (Kerse et al., 2010). Home-based PA programs using a DVD-delivered 
approach promotes PA and functional performance among older adults over 70 
years compared to the traditional site-based interventions (Gothe et al., 2015). 
Prompting positive views on ageing can also contribute to improved PA levels 
among older adults (Wolff et al., 2014). Further, in multi-component interventions, 
older adults can improve their adherence to prevention goals through 
evidence-based education and counselling sessions (Robare et al., 2010). 
Established behavioral strategies are also required to promote adherence and 
complement the provision of physical activity in community-based settings (Reid 
2019). This means that traditional physical therapy programs require a motivational 
interviewing component to increase adherence, and to improve the positive effects 
on long-term exercise behaviour (Arkkukangas et al., 2019). 

Goal-setting is a useful process to help older people alter their lifestyle, and to allow 
them to age more successfully and reduce risk factors associated with ageing 
compared to cognitive strategies such as health education and provision of 
information (Clare et al. 215). Generally, goal-setting is a key driver of change and 
has been shown to encourage shared decision-making between older adults and 
health professionals and improve health outcomes for older adults in healthy ageing 
interventions aimed at disease prevention and maintaining function (Clare et al., 
2015; Dolovich et al., 2019). 

Single versus multi-component interventions. In the case of healthy ageing 
interventions focusing on occupational engagement, both multi-component and 
single component interventions tend to be effective in positively influencing 
activities of daily living ability (Zingmark et al. 2012). There is also strong evidence 
that multi-component health promotion interventions are more successful in 
promoting healthy ageing than single component interventions (Behm et al., 2014; 
Ebrahimim et al. 2017; Dolovich et al., 2019; Rejeski, Mihalko et al., 2011). 

Continuum of care interventions. Co-designing care planning with older adults before 
discharging them from the hospital motivates and empowers older adults for 
improved health outcomes. The creation of a continuum of care from the emergency 
department, through the hospital ward to the older person’s own home involving 
multi-professionals, patients and caregivers in the care planning process is an 
effective approach to implementing continuum of care interventions (Behm et al., 
2014; Ebrahimim et al. 2017). 

Increasing the number of meetings/sessions and/or booster sessions in health 
promotion interventions focusing on older adults improves intervention fidelity and 
optimises programs’ impacts. Clark et al. (2012) showed that group-based 
interventions with weekly sessions for 6 months optimised the program’s impact.  
Behm et al. (2014) also showed that a four-weekly senior meeting with one 
follow-up home visit improved the dependence of older adults in activities of daily 
living. 

Use of volunteers and peer mentors appear to ensure successful implementation and 
positively influence the health and general well-being of older adults in various 
healthy ageing interventions. For instance, in the Health TAPESTRY intervention, 
the in-home visits by volunteers encouraged social interaction and created 
awareness about their health among older adults (Dolovich et al., 2019). 

Interdisciplinary team-based primary care enhances quality of care for individuals, 
increases confidence and satisfaction with the healthcare system, and enhances 
client-centred practice. An inter-professional team approach to intervention 
delivery is important for community-dwelling older adults to provide ample time for 
older adults to discuss and meet their health needs (Dolovich et al., 2019;  
Arkkukangas et al., 2019; Behm et al., 2014). 

(continued on next page) 
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healthy ageing interventions. Lastly, the review focused on high-income 
countries meaning the findings may be less applicable to low-and mid-
dle-income country settings due the contextual differences in health care 
systems. 

4.2. Implications 

Our review has shown that the effectiveness of healthy ageing in-
terventions is contingent on a number of factors including the type of 
implementation approaches used, the context in which programs are 
implemented, and the specific mechanisms that may be at play at the 
individual older adult level. In line with findings, Table 2 summarises 
the key lessons and recommendations for future development and 
implementation of population-level healthy ageing interventions. 
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The use of theoretical frameworks contributes to better program design and 
implementation by helping to understand determinants of change, identification of 
program levers of change, and best practice methods for behaviour changes.  
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