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ABSTRACT 

 

Older adults recently discharged from hospital are at high risk of functional decline and falls. 

A tailored fall prevention education provided at hospital discharge aimed to improve the 

capacity of older adults to engage in falls prevention activities. What remains unknown are 

the factors affecting behaviour change after hospital discharge. This study identified the 

perceived barriers and enablers of older adults to engagement in fall prevention activities 

during the six-month period post discharge. An exploratory approach using interpretative 

phenomenological analysis focused on the lived experience of a purposive sample (n=30) of 

participants. All were recruited as a part of an RCT (n=390) that delivered a tailored fall 

prevention education program at three hospital rehabilitation wards in Perth, Australia. Data 

were collected at six-months post discharge using semi-structured telephone surveys. 

Personal stories confirmed that some older adults have difficulty recovering functional ability 

after hospital discharge. Reduced physical capability, such as experiences of fatigue, chronic 

pain, and feeling unsteady when walking were barriers for participants to safely return to 

their normal daily activities. Participants who received the tailored fall education program 

reported positive effects on knowledge and motivation to engage in fall prevention. 

Participants who had opportunities to access therapy or social supports described more 

positive experiences of recovery compared to individuals who persevered without assistance. 

A lack of physical and social support was associated with apprehension and fear toward 

adverse events such as falls, injuries, and hospital readmission. The lived experience of 
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participants following hospital discharge strongly suggested that they required more supports 

from both healthcare professionals and caregivers to ensure their needs were met. Further 

research that evaluates how to assist this population to engage in programs that will mitigate 

the high risk of falls and hospital readmissions is required. 

 

Keywords: evaluation, hospitalization, falls, fall prevention, patient discharge, health 

behaviour change, physiotherapy 

 

What is known about this topic? 

- Older adults recently hospitalised are at risk of falls. 

- Tailored education provided at hospital discharge is yet to significantly increase 

engagement in fall prevention over that of usual care. 

- There are challenges to facilitating behaviour change at hospital discharge. 

 

What this paper adds: 

- An evaluation of the impact of an RCT delivered tailored education intervention, 

using a validated behaviour change framework 

- A prospective qualitative exploratory approach using interpretative phenomenological 

analysis provides real-world perspectives, generalisable to high-risk older populations 

recently hospitalised 

- The identified barriers to older adult fall prevention engagement post-discharge 

provide a valuable guide for healthcare services, in the development of integrated care 

between healthcare professionals and caregivers. 
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INTRODUCTION  

The risk of death or serious injury subsequent to a fall increases with age (Hartholt, Lee, 

Burns, & van Beeck, 2019; Rubenstein, 2006). To manage declines in capacity, mortality and 

dependency, Integrated Care for Older People guidelines (WHO, 2017) highlight prevention 

of falls as a worldwide public health priority. Older adults who have recently been discharged 

from hospital are a high-risk group for falls injury (Hill, Hoffmann, McPhail, Beer, Hill, 

Oliver, et al., 2011; Hoffman et al., 2019). They are also at risk of hospital readmission 

(Greysen et al., 2016; Jencks, Williams, & Coleman, 2009), and fall-related death (Burns & 

Kakara, 2018). Heightened risks appear to reflect the discharge care provided as well as the 

characteristics of older patients who can have diminished function (Boyd et al., 2008; 

Covinsky, Pierluissi, & Johnston, 2011), and sustained disability after hospital discharge 

(Gill, Allore, Gahbauer, & Murphy, 2010; Krumholz, 2013). 

 

Previous observational studies reported that older adults who transition from hospital to home 

have limited falls prevention knowledge (Hill, Hoffmann, Beer, McPhail, Hill, Oliver, et al., 

2011). They are often poorly prepared to manage their physical limitations, despite increased 

risk of falls during this period (Kripalani, Jackson, Schnipper, & Coleman, 2007). Tailoring 

fall prevention interventions requires the consideration of individual knowledge, 

circumstances and preferences for addressing falls risks (Kreuter, Strecher, & Glassman, 

1999). This individualized approach has been recommended for improving engagement of 

older adults in preventing their own falls (Hill, Etherton-Beer, & Haines, 2013; Nyman & 

Victor, 2012). It also promotes self-management, (Horwitz, 2016) and the transition from 

hospital to home (Grimmer, Moss, & Falco, 2004; Weiss et al., 2019). 
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A recent RCT that evaluated a tailored fall prevention education program delivered by trained 

physiotherapists at hospital discharge (Hill et al., 2019), showed no significant effects in 

reducing falls or fall injuries after discharge. The overall fall rate was 5.9 per 1000 patient 

days and the injurious fall rate was high in both groups (2.9 per 1,000 patient-days) indicating 

an ongoing high risk of adverse events after hospitalisation. Furthermore, the education did 

not translate to a significant increase in level of participant engagement in fall prevention 

activities compared to the control condition (Naseri et al, 2019). 

 

The education intervention aimed to facilitate participant engagement in fall prevention 

activities over the extended period of six-months after hospital discharge. It provided 

participants with knowledge (capability) and meaning (motivation) relevant to their 

individual circumstances (opportunity) (Hill et al., 2019). The education was based on current 

evidence regarding fall prevention (Hill, Etherton-Beer, & Haines, 2013; Hill, Hoffmann, 

McPhail, Beer, Hill, Oliver, et al., 2011), and delivered by trained, experienced 

physiotherapists using a workbook, video and individualised goal setting prior to discharge 

from hospital. Action planning focused on preparing participants for their imminent transition 

to home and included fall prevention activities such as completion of safe exercise, 

modification of home hazards, and seeking assistance with daily activities to facilitate a 

gradual return of function (Hill, Etherton-Beer, & Haines, 2013; Hill, Hoffmann, McPhail, 

Beer, Hill, Oliver, et al., 2011; Hill, McPhail, Hoffmann et al., 2009; Nikolaus & Bach, 

2003). To explore the longer-term post-hospitalisation effect of the tailored education 

intervention, it was important to also seek to understand how social and physical 

opportunities within the life-circumstances of older patients influenced their fall prevention 

behaviours once they returned home (Naseri et al., 2018). 
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The purpose of the current study was to explore perspectives of older adults regarding the 

barriers and enablers to engagement in fall prevention activities within six months after 

hospital discharge. It was expected that this would inform future intervention designs and 

clinical practice in this area. 
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METHODS 

Ethical considerations 

This process evaluation study was nested within an RCT prospectively registered in the 

Australian and New Zealand Clinical Trials Registry (ACTRN12615000784516) (Hill et al., 

2019). Ethical approval was obtained from human research ethics committees of the 

participating hospitals and universities. All participants provided written informed consent. 

The protocol for this process evaluation and the primary results of the RCT have been 

published elsewhere (Hill et al., 2019; Naseri et al., 2018). 

 

Design 

The study took an exploratory approach using Interpretative Phenomenological Analysis 

(IPA) (Smith, Flower and Larkin, 2009). The ‘double hermeneutic’ phenomenological 

approach involved the researcher getting as close as possible to the personal lived experience 

of participants in the post-hospitalisation period, by hearing and interpreting the details 

through an ‘iterative and inductive cycle’ (Smith, Flower and Larkin, 2009). The focus was 

on the lived experience of participants, understanding their experiences and perspectives to 

falls prevention activities, and how these experiences impacted their fall prevention 

behaviour. Thereby we would identify the barriers and enablers to older adults undertaking 

fall prevention activities within their life-circumstances after hospital discharge. 

 

Participants and setting  

Purposive sampling of participants (n=390) who were enrolled in the RCT (Hill et al., 2019) 

was undertaken. Briefly, these participants were patients aged 60 years and over, recovering 

from a variety of conditions, with good levels of cognition (inclusion criteria > 7/10 on 
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Abbreviated Mental Test Score (Hodkinson, 2012), discharged to the community from three 

rehabilitation hospitals in Western Australia. Sampling was stratified with consideration of 

group allocation, age, gender, fall history, and willingness to participate in an in-depth 

telephone interview. Theoretical saturation was confirmed through consensus of a second 

researcher reviewing the transcribed data and primary researcher notes. 

 

Data collection and procedure 

The IPA methodology was especially suited to this study that aimed to relate findings to a 

bio-psycho-social theory that currently dominates thinking amongst healthcare professionals 

(Abraham et al., 2015, Biggerstaff & Thompson, 2008; de Bruin et al., 2020). Secondly, this 

approach matched the epistemological position assumed in this research; that the person 

experiencing the phenomenon is best able to understand their experiences (Moriah, 2018). 

IPA was also suited to our interest in older adults offering a rich, detailed, first-hand account 

of their experience of safely returning to their normal function following discharge home 

from hospital. Data were collected using a semi-structured telephone survey with questions 

based on a taxonomy from the theory of health behaviour change previously used in studies 

to measure and describe health behaviour change such as smoking, physical activity, and 

eating behaviours (Michie, Hyder, Walia & West, 2011; Atkins & Michie, 2015; Michie et 

al., 2013, 2015). The one-on-one semi-structured interviews were considered the best means 

of accessing such accounts because there was an elicitation of stories, perspectives, and 

feelings about the phenomenon (Smith, Flower and Larkin, 2009). Questions were framed 

around the experience’s participants reported regarding barriers and enablers to participant 

engagement in fall prevention activities using comments and open responses (see Appendix 

A, Topic Guide). The semi-structured survey contained open-ended, non-directive questions 
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and was piloted to explicitly consider the topics, to remove potential blind spots, bias, and 

sensitive questions. Each interview was recorded and transcribed verbatim to gain credibility 

through true participant reflections (Carpenter, 2017). An individual telephone interview was 

selected rather than a focus group or face to face interview, as participants had previously 

received monthly telephone monitoring by the same researcher (CN) as a part of the RCT, so 

the researcher had established a genuine rapport with participants. The rapport generated over 

the six-month follow-up assisted the researcher to glean a more holistic understanding of the 

social world of the older adult following hospital discharge, and thus acted as a powerful tool 

to conduct IPA (Noon, 2018). The issue of researcher positionality and bracketing was 

relevant to IPA methodology (Moriah, 2018). Although the researcher followed 

recommendations in bracketing her own pre-existing theoretical understanding during data-

collection and analysis (Smith, Flower and Larkin, 2009), researcher experience and 

preconceptions were helpful to understanding the lived experience of participants (Moriah, 

2018). The primary researcher (CN) was a female physiotherapist with 20 years of clinical 

gerontological experience, who was conducting this study as a part of PhD studies. IPA 

methodology acknowledges that the meanings a participant ascribes to events are of central 

concern, but only accessible through an interpretative process (Smith, Jarman & Osborne, 

1999), consequently, the researcher’s engagement with the participant had an interpretative 

element in understanding how participants’ ascribed meaning to their experiences in their 

lived environment, and this was made possible because of the researcher’s prior clinical 

experience working with older people in the hospital and home settings. As such, during the 

interview, the researcher started with broad questions to seek to obtain as much information 

as possible and to understand participants’ general views concerning falls prevention in their 

lived environment after hospital discharge (Smith, Jarman & Osborne, 1999; Smith, 2004). A 

journal and audit trail recorded researcher observations and reflections regarding participants’ 
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language and portrayed emotions during the in-depth interview, as well as during the monthly 

falls data collection telephone survey, to aid understanding and interpretation of the 

participants’ accounts over the six-month time period (Smith, Flower and Larkin, 2009).  

 

Theoretical Framework 

The tailored education intervention delivered in the RCT, which has been described in detail 

previously (Hill et al., 2019; Naseri et al., 2019), was designed using the Behaviour Change 

Wheel framework as a basis for identifying what it would take to achieve the target health 

behaviour of engagement in falls prevention strategies in terms of changes to participants’ 

Capability, Opportunity and Motivation (the COM-B framework) (Michie, Fixsen, 

Grimshaw, & Eccles, 2009; Michie, van Stralen, & West, 2011). This framework matches the 

features of the intervention to those of the target behaviour and the context of the target 

population (Michie, 2014). The COM-B framework was used as a unifying theory, to 

measure what components of the behaviour change system were influenced by the 

intervention, where and when (Abraham et al., 2015, de Bruin et al., 2020). The use of the 

Theoretical Domains Framework (TDF) that was linked to the COM-B framework (Cane, 

O’Connor, & Michie, 2012), helped to account for the wide range of emergent barriers and 

enablers that affected participants’ fall prevention engagement in the context of their life-

circumstances after hospital discharge. The (COM-B) framework recognises that individual 

Behaviour change is enabled or not enabled through a combination of Capability (physical 

and psychological), Opportunity (provided within their social and physical environment), and 

Motivation (Michie, van Stralen, & West, 2011). For example, participants were asked to 

exercise, for which they required knowledge and motivation, as well as the opportunity to 

access a supervised and progressive exercise program. Educators prepared patients to engage 
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with available supports delivered through hospital and community organizations, however the 

intervention did not deliver direct support in the home and community. 

 

Analysis  

The analysis was directed towards identification of barriers and enablers to participants 

undertaking fall prevention activities such as completion of safe exercise, modification of 

home hazards, and seeking assistance with daily activities to facilitate a gradual return of 

function following hospital discharge (Hill et al., 2019; Naseri et al., 2018). The interpretative 

analysis occurred on many levels, with each analysis becoming more interpretative based on 

reading from within the text itself (Smith, Flower and Larkin, 2009). Initially the researcher 

(CN) took both an empathetic and enquiring stance to understand participant perspectives by 

re-reading the detailed transcripts and considering the language (tone, repetition, fluency, 

emotion) used by the participant. ‘Initial noting’ occurred to convert text into units of 

meaning, capturing and bracketing first impressions (Smith, Flower and Larkin, 2009). 

During the second phase of interpretation, qualitative data were coded for emergent themes 

capturing participants’ barriers and enablers to engagement in fall prevention activities, 

examined for recurrence, then triangulated with blinded researcher observations noted during 

monthly telephone data collection as a part of the RCT (Hill et al., 2019). These notes were 

used during the third phase of analysis to provide detailed reading of the temporal 

construction of participant accounts that helped to characterise and understand periods of 

vulnerability embedded within their six-month recovery after hospital discharge. ‘Super-

ordinate themes’ were developed out of an ‘abstraction process’ (Smith, Flower and Larkin, 

2009), where patterns between emergent barrier and enabler themes were identified then 

linked to capability, opportunity, and motivation components (COM-B framework) as 
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sources of behaviour change (Atkins et al., 2017). The final process of analysis was bringing 

it altogether into a table showing what we learned both about the older person providing their 

account and the subject matter of that account, and how the themes emerged from within the 

terms of the text that the participant had produced (Smith, Flower and Larkin, 2009).  

 

To ensure credibility, emergent themes and super-ordinate themes were discussed and 

compared between two researchers (Creswell, 2000). The second researcher (AMH) was also 

an experienced physiotherapist researcher who worked with older post discharge populations 

conducting qualitative studies regarding falls experiences. Themes were then considered for 

their importance according to ‘saliency analysis’ (Buetow, 2010), that is the degree to which 

each theme recurred, or was of importance to participants or researchers, or both. Themes of 

high importance were those that progressed the understanding of real-world situations 

affecting participant engagement in fall prevention activities. A final overall framework 

assisted to conceptualise how participant fall prevention behaviour was impacted by the 

presence or absence of barriers and enablers, categorised as important themes within the 

COM-B components (Michie, van Stralen, & West, 2011).  
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FINDINGS 

The semi-structured telephone interviews were conducted over a 16-month period (December 

2016-April 2018), with a duration of 30-100 minutes. There were 292 participants who 

completed the final quantitative survey as a part of the trial. At that point 43 (14.72%) 

participants were excluded due to a current medical illness and 4 declined to take part in a 

further survey. Of the remaining, 245 (84%) participants, we purposively approached n=30 

participants (12%) to complete the final in-depth interview. Consideration in the sampling 

was given to participants who had offered rich insights into their post discharge experiences 

during prior monthly telephone surveys. The characteristics of the sample are presented in 

Table 1. In consideration of the larger sample size, the emphasis subsequently turned to 

assessing key emergent themes for the whole group, with reference to individual ‘real-self’ 

level data as illustrations (Smith, Flower and Larkin, 2009). This produced the structure of 

the super-ordinate themes (COM-B), emergent themes at the group level (TDF), and quotes 

taken from transcribed interviews to represent individual ‘real-self’ level data (Smith, Flower 

and Larkin, 2009). Thematic data saturation was reached after detailed analysis of text taken 

from 30 participants, with consideration of group allocation, gender, age, and post-discharge 

incidence of falls. The structure of the super-ordinate themes (COM-B), emergent themes at 

the group level (TDF), and quotes taken from transcribed interviews representing individual 

level data are presented in Figure 1. 

 

Super-ordinate Theme 1. Capability to engage in fall prevention activities 

Participants’ perceived physical capability and their knowledge and understanding of how to 

manage their falls risks were found to strongly influence participant decision-making toward 
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fall prevention behaviours. An overview of this superordinate theme alongside exemplar 

quotes are presented in Table 2. 

 

Capability as an enabler to fall prevention behaviour 

Participants who demonstrated knowledge (psychological capability) of the problem of falls 

following hospital discharge, such as awareness of the prevalence, expressed an intention to 

engage in fall prevention activities, “…it was the fact that people are more likely to fall again 

after having a fall, I didn’t want to be one of those people who would fall again” (#23, 

intervention, female). Some participants displayed knowledge of why fall prevention was 

important, as well as how to enact their prepared fall prevention action plan, “you’ve got to 

slow down a bit, don’t push it too hard, and give your body a chance to catch-up” (#387, 

intervention group, female). 

 

Physical capability as an enabler was demonstrated by participants who had the physical 

skills and stamina to complete fall prevention activities, “I have always been an exercise 

person, I do leg lifts even when I’m resting in the chair, and try to move as much as I can” 

(#367, intervention, female). 

 

Reduced Capability as a barrier to fall prevention behaviour 

In contrast to those who received the falls education intervention, control group participants 

in the sample were less psychologically prepared to overcome difficulties faced upon 

returning home from hospital. This was expressed by a participant who experienced adverse 

events of frequent falls and a hospital readmission, “yeah, I expected to be able to do a lot 
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more than I was able to, and then when I got home, I realized that I wasn't anywhere near as 

prepared as I should have been” (#313, control, male). 

 

For participants who described an ongoing lack of physical capability after being discharged 

home from hospital, such as ongoing fatigue or pain, also experienced limited capability to 

mobilise safely within the home: 

“I could push the walker around my home once or twice when the occupational therapist 

came to check on me, but when you need to do this repeatedly throughout the day, 

especially on the carpet, I prefer to just hold onto the furniture” (#313, control, male). 

 

Superordinate Theme 2. Opportunity to access fall prevention activities 

Social and physical opportunity found within participants’ lived environment and life 

circumstances after hospital discharge formed significant practical barriers or enablers to 

undertaking fall prevention activities. These themes along with exemplar participant level 

data are presented in Table 3. 

 

Opportunity to access fall prevention activities 

Participants described multiple examples of how opportunities provided by carers, spouses, 

and therapists within the physical home environment, enabled fall prevention behaviour. For 

example, having more support from others after hospital discharge, including the availability 

and affordability of formal carers to assist with activities of daily living, was identified as an 

enabler for participants to enact their fall prevention action plan, “having the home help 
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meant I could pace myself, I did a little bit here and a little bit there” (#387, intervention, 

female). 

 

Physical opportunities to access necessary therapy was also identified as an enabler for some 

participants to enact their falls prevention action plan. For example, one participant described 

how he safely progressed mobility under the supervision of a physiotherapist, “...they 

watched what I did, had the wheelchair behind me. They made sure I didn’t push myself and 

get out of breath, which was helpful” (#120, intervention, male). A participant who had 

access to physiotherapy gained understanding of their fall risks, which triggered uptake of fall 

prevention activities after hospital discharge: 

“I went to the physio, she gave me a test and made notes, and I was surprised at the 

things I couldn’t do. They checked my balance and it wasn’t good. I didn’t realise how 

bad things had got; I’ve just been managing at home” (#53, intervention, male). 

 

The presence of social opportunity through the support of a partner or family members was 

found to be an enabler for participants to engage in fall prevention activities after discharge 

home from hospital. For example, one participant considered the view of his spouse that 

reinforced his fall prevention behaviour, “It come hard when we had to ask for help, but we 

said if we needed it, we would definitely accept it” (#357, control, male). 

 

Social opportunities provided through support of other caregivers was also identified as an 

enabler for participants to engage in fall prevention activities. For example, this participant 

described the support and feedback received by his formal (paid) care-giver, which reinforced 
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his intention to continue a gradual and safe recovery after discharge, “They gave me feedback 

about how well I was doing, which made me feel like I could keep going” (#375, control 

group, male). 

 

Lack of opportunity as a barrier to access fall prevention activities 

Some participants described the experience of facing physical challenges within their lived 

environment that formed barriers to fall prevention upon returning home after hospital:  

“it was a bit more that I could manage, I thought I was capable but I found that coming 

out of the hospital and into the home, the hospital environment is totally different, you 

have the aids in the hospital to hold onto that is totally different to being in the home” 

(#53, intervention, male). 

 

Reduced social opportunity to access support from formal and informal carers was identified 

as an important barrier to fall prevention after hospital discharge, “In the early days, I found it 

hard to get through the day on my own” (#280, control, female). The cascade of negative 

effects from this lack of opportunity was widely described in personal stories of 

perseverance, with concern about how they could continue to manage without support after 

being discharge home from hospital, “I live completely on my own and I’ve got nobody to 

call if I need help, and that really worried me” (#341, control, female). 

 

The lack of physical opportunity to access therapy was identified as an important barrier for 

participants to progress their mobility in a safe manner, “I fall because I had a stroke and I 
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couldn’t get to the physio because my legs won’t bend to get in the car. They offered physio 

to come to the home, but we’re still waiting for that” (#71, intervention, male). 

 

Super-ordinate Theme 3. Motivation to engage in fall prevention activities 

The motivation to prevent falls was described by participants through their willingness to 

engage in fall prevention activities after discharge home from hospital. Emergent themes of 

motivation are presented in Table 4, along with linked theoretical domains and exemplar 

participant quotes  

 

Motivation to engage in fall prevention activities 

Participants’ individual awareness of their own falls risks was an enabler to belief that fall 

prevention behaviour was warranted (reflective motivation), “for myself, I have a bad case of 

kyphosis, sort of bent over when I walk, so I’m more likely to fall when I stand, but I make 

sure I keep both hands on my walker, that really helps me to feel balanced ” (#106, 

intervention, male). For participants who received the education, having knowledge and 

awareness to enact their fall prevention action plan was expressed, “The education gave me a 

better possibility; I could use the information given to me to make the right choice” (#23, 

intervention, female). 

 

Reinforcement provided by a trusted source such as a therapist, was identified as an enabler 

(automatic motivation) for participants to undertake their exercise for fall prevention after 

hospital discharge: 
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“My physio insisted that I try to stand up as straight as possible, which helps me to 

increase the strength of my back muscles to help me to stand up straight. I do my home 

program most days” (#106, intervention, male). 

 

Participation in fall prevention activities such as physiotherapy directed exercises, had an 

enabling influence on participant motivation to continue to engage in a fall prevention action 

plan, “They wanted 100% but I gave 150%. I really worked on everything” (#328, 

intervention, female).  

 

Motivation as a barrier to engagement in fall prevention  

Motivation for participants to undertake fall prevention activities was influenced by their 

perceived loss of function and mobility. This participant who reported a serious falls injury, 

attributed the cause of the fall to external environmental factors, and continued to believe that 

fall prevention was beyond his control, “before going to hospital, I never thought about falls 

at all, because I could get around pretty well and it didn’t occur to me that a fall would 

happen” (#53, intervention, male). 
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DISCUSSION 

This study found that absence of opportunities provided by the physical and social 

environment of older adults after returning home from hospital, could be a barrier to 

engagement in fall prevention activities. This concurs with previous findings showing that 

older adults who received tailored education did not have significantly higher levels of 

engagement in fall prevention activities than participants who received usual care (Naseri et 

al., 2019). Health behaviour change theory suggests that along with having knowledge and 

motivation, older people require opportunity within their environment to enable behavioural 

change (Michie et al., 2011).  

 

Participants described difficulties with accessing supports, particularly with activities of daily 

living (ADLs) (Naseri et al., 2019). Other pragmatic trials evaluating education for older 

adults who were recently hospitalized also showed that behaviour change was mediated by 

post-hospitalization contextual factors, including social and physical access to support (Hill et 

al., 2013). Barriers to behaviour change identified in this population include fatigue (Hill, 

Hoffmann, McPhail, Beer, Hill, Brauer, et al., 2011), and low levels of knowledge about how 

to reduce risk of falls (Hill et al., 2013). Having to face daily challenges after hospital 

discharge can intensify other difficulties they may be experiencing, such as with their self-

care, diet and medication regime (Greysen et al., 2016 ; Grimmer, Moss & Falco, 2004). This 

trajectory leads onto fall-related injuries, hospital re-admissions, and sustained functional 

decline (Covinsky et al., 2011; Hoffman et al., 2019; Jencks et al., 2009). 

 

A common theme articulated amongst participants in this study was of difficulty persevering 

with activities that would assist their recovery. The post-hospitalisation recovery period has 
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been characterised by older adults prematurely taking risks (Haines et al., 2012). Others avoid 

necessary activities (Gill et al., 2010), which compounds their diminished function 

(Krumholz, 2013), and increases the risk of hospital readmission (Hoffman et al., 2019; Liu-

Ambrose et al., 2019).Personal accounts confirmed that some older adults have trouble 

recovering their function, such as participants reporting difficulty in returning to everyday 

tasks. These findings are supported by large quantitative studies after hospital discharge 

(Boyd et al., 2008; Mudge et al., 2014). This was accompanied by concern for their ongoing 

risk of falls and frustration, as they tried to manage their daily activities. Our previous 

evaluation revealed that 60% of the total population had unmet ADL needs (Naseri et al., 

2019). This is known to increase the risk of hospital readmission (Depalma et al., 2013), and 

falls (Hass, DePalma, Craig, Xu, & Sands, 2017).  

 

In contrast, participants who had opportunity to access physical and social support from 

health professionals, family members, or formal carers after hospital discharge, expressed 

optimism in managing their fall risks. This concurs with previous findings showing that 

integrated care between healthcare professionals and caregivers at the time of hospital 

discharge can help reduce risk-taking behaviour (Haines et al., 2012; Hill et al., 2013). 

 

Although the tailored education program may have empowered participants to be more 

knowledgeable and motivated to accept support at the time of hospital discharge, it seems 

that more healthcare input may have been required to activate enough integrated support 

(opportunity in the COM-B model) between healthcare professionals and caregivers, to 

ensure needs were met. This finding is consistent with previous trials of discharge care 

interventions (Naylor et al., 1999; Weiss et al., 2019). The incorporation of a tailored fall 
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prevention program enabled participant optimism to manage their recovery after discharge 

home from hospital, which is known to help mitigate the high risk of falls and readmissions 

(Shuman et al., 2019; Weiss et al., 2019). Beyond the need to be informed and motivated 

about what they should do to prevent falls (Haines et al., 2016; Hill et al., 2016), participants 

overwhelmingly reported a need for more healthcare and transitional support after hospital 

discharge. Findings indicate that further healthcare and social support is needed for older 

adults over the extended recovery period after discharge home from hospital. Recovering 

older adults face complexities at many levels that influence fall prevention behaviours, 

including overcoming a recent medical illness and ongoing functional decline. These 

challenges are less predictable at the time of hospital discharge and therefore more likely to 

be influenced by integrated care and support once older adults return home from hospital. 

 

Strengths and Limitations 

As the tailored fall prevention education aimed to change individuals’ health behaviours, this 

presented a research challenge in identifying effective components, reporting of findings, and 

subsequent replication (Craig et al., 2008; Peters, de Bruin, & Crutzen, 2015). This challenge 

was addressed using the validated (COM-B) behaviour change framework (Michie, van 

Stralen, & West, 2011). The qualitative findings exemplified participants credible, real-world 

perspectives of undertaking fall prevention activities after hospital discharge, which are 

generalizable to populations of older adults recently hospitalised. 

 

The population was drawn from older hospitalised patients who were admitted to 

rehabilitation wards, and the focus was on their recovery from hospitalisation and medial 

illness. A telephone interview was selected rather than a focus group, or face to face 



24 | Health and Social  Care in the Community [pre-pr int]  Author ’s version  
 

interview, as the participants had previously received monthly telephone monitoring of falls 

data from the RCT (Hill et al., 2019). As participants were generally still recovering from a 

recent illness, a telephone interview was also considered more convenient than attending a 

clinic and allowed more complete responses. Participants were invited to give a response if 

they so desired, however, some participants chose not to respond fully due to fatigue, 

reluctance to answer questions regarding their recovery, or time-limitations for open-ended 

questions. 

 

The primary researcher (CN) conducting the surveys for this study was not involved in 

delivery of the intervention or monthly interactions with participants about their recovery 

plan. The researcher did, however, conduct monthly monitoring of falls by telephone during 

the six-month observation period as a part of the RCT (Hill et al., 2019). As the researcher 

developed a rapport with participants over the period, this presented some strengths and 

limitations for the evaluation. Participants may have related to the researcher as a trusted 

healthcare professional who they reported to on a regular basis, however, this could also have 

influenced participants’ responses during the final survey. The researcher’s positionality as a 

therapist with extensive experience of working with older people in both hospital and home 

settings strengthened the IPA methodology, as the researcher was able to use her experience 

and preconceptions to get close to the participant in understanding their lived experience 

during data-collection and analysis (Moriah, 2018). 

 

Further investigation of the problems encountered by older adults after hospital discharge 

would be augmented by interviewing caregivers and community support providers. This 
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could help to understand participants’ experiences and broader complexities that older adults 

face within their social and physical environment after hospital discharge. 

 

Conclusion 

This evaluation revealed that provision of education alone for older adults around the time of 

hospital discharge is unlikely to adequately prepare them to overcome physical and social 

barriers to engagement in falls prevention once they return home. While tailored education 

may have assisted older adults to gain knowledge (capability) and motivation to manage their 

falls risks, there were gaps in opportunities to engage in fall prevention activities. These gaps 

are characterised by older patients having limited access to physical and social supports once 

they return home from hospital. To address this, integrated care between health and care 

providers once older patients reach home would be recommended. For falls prevention 

interventions to be more influential after hospital discharge, older adult perspectives need to 

be addressed in partnership with the older individuals, and their support network. 
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Table 1. Characteristics of participants 

Variable Sample (N=30) 

Received intervention, n (%) 13 (43.3) 

Age, Mean (SD) 78.7 (9.3) 

Gender, female, n (%)  17 (56.67) 

Highest education level attained, n (%) 
 

Primary 2 (6.7) 

Grade 10 12 (40) 

Grade 12 6 (20) 

Technical college 6 (20) 

University 4 (13.3) 

Hospital admission in 1 year prior to current admission n (%) 11 (36.7) 

History of falls in 12 months prior to current hospital admission n (%) 19 (63.3) 

Falls within 6 months after hospital discharge n (%) 15 (50) 

Discharge Destination n (%) 
 

Home alone 14 (43.3) 

Home with partner 14 (46.7) 

Home with other 2 (6.7) 

Discharge mobility n (%) 
 

No aid 3 (10) 

Walking stick 4 (13.3) 

Walking frame 21  

Wheelchair or requires assistance 2 (6.7) 
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Table 2. Capability barriers and enablers to fall prevention behaviour 

  

SUPER-ORDINATE THEMES 

/TDF 

Barrier or 

Enabler 

Emergent theme Exemplar quote 

Psychological Capability    

/Knowledge Barrier No action plan “I’ve always been self-reliant and don’t expect other people to look 

after me and I wanted to get back home and just carry on as usual… I 

wouldn't know where to get help, I just managed” #294, control 

group, female. 

 Enabler Antecedents: falls 

experience 

“I was very wary that I didn’t want to fall again” #99, control group, 

female. 

/Memory, Attention and 

/Decision Processes 

Barrier Graded information/tasks “I think I may have listened a little bit more after I was home, but I 

think I still would have had a lot of trouble understanding.” #313, 

control group, male 

 Enabler Health consequences 

knowledge (avoiding 

hospital readmission) 

“I was determined not to go down that road again if it would help” 

#346, control group, non-faller, female 

/Behaviour Regulation Barrier Habit reversal “I’ve never been one for exercise” #360, control group, non-faller, 

female 

Physical Capability  

/Physical skills 

Enabler Previous knowledge and 

experience 

“I have always exercised, since a young age, and appreciate the need 

to keep active.” #148, intervention group, female; 

 Barrier Reduced physical stamina “short of breath means I can't do many exercises” #328, intervention 

group, female 
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Table 3. Opportunity barriers and enablers to fall prevention behaviour 

Super-ordinate themes 

/TDF 

Barrier or 

Enabler 

Emergent theme Exemplar quote 

Physical Opportunity Barrier Discomfort “When I’m cold I just stay in bed and don’t exercise” #106, intervention 

group, non-faller, male. 

/Environmental Context  Barrier Environmental access “My legs won’t bend to get in the car #71, intervention, faller, male” 

 Enabler Access to equipment “I found having a firm high back chair helped me to get up and out of the 

chair.” #387, intervention group, non-faller, female. 

 Barrier Reduced access to supervised 

therapy 

“I gradually dropped off one exercise then another when the physio 

stopped coming” #138, control group, faller, female. 

 Enabler Access to supervised therapy “The home physio people were a big help for me, I did more of the 

standing exercises when they were with me.” #120, intervention group, 

non-faller, male. 

 Enabler Access to social support “The help was there all the time if I wanted, I could just ring them, which 

I was grateful for” #371, intervention group, non-faller, male. 

 Enabler Access to family assistance “my son used to come and watch me cook until I felt strong enough to 

stand alone in the kitchen” #54, control group, non-faller, female. 

 Barrier Affordability “Cleaning cost too much” #341, control group, non-faller, female. 

 Enabler Access to cleaning assistance “I would have found life more difficult without the cleaning help – as I 

was off balance” #23 intervention group, non-faller, female. 

 Barrier Physical environment: hazards I had to walk with a stick because the walker wouldn’t roll on the carpet 

#313, control group, faller, male. 
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 Enabler Physical cues “There is a fair bit of danger when you’re coming out of the shower 

recess, you could slip on the floor, so I make sure I hold the rails” #106, 

intervention group, non-faller, male. 

 Enabler Restructuring physical 

environment 

“Before I just walked without a thought, but now I think more about it, 

and make sure there is a clear pathway” #120, intervention group, non-

faller, male. 

 
 

Enabler Soft cues through the education 

materials 

“The education gave me a better possibility; I could use the information 

given to me to make the right choice” #23, intervention group, non-faller, 

female. 

Social Opportunity 

/Social influences 

Barrier Lack of access to social support “I wish someone would have told me it was going to be this difficult” 

#313, control group, faller, male. 

 Enabler Triggers from partner “My wife and I said if we need assistance, we will accept it, and it 

definitely helped me to recover, once I got over my pride” #357, control 

group, non-faller, male. 

 Enabler Access to a trusted advisor “I’m one of those people that’s determined to do the right thing …I went 

to see the specialist and he passed me” #280, control group, female. 

 Barrier Family modelling negative 

behaviours 

“My family don’t exercise either” #360, control group, non-faller, female. 

 Enabler Family modelling positive 

behaviours 

“My wife told me what to do, when you’ve been married for 40 years 

that’s what you do” #120, intervention group, non-faller, male. 
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Table 4. Motivation barriers and enablers to fall prevention behaviour 

 

SUPER-ORDINATE 

THEMES /TDF 

Barriers or 

Enablers 

Emergent theme Exemplar quote 

Motivation (Reflective)    

/Beliefs about 

Capabilities and 

Consequences 

Enabler Confidence “Exercise increased my confidence with moving” #106, intervention group, male. 

“If I don’t think I can do it safely I avoid it” #280, control, non-faller, female 

 Barrier Unrealistic expectations “I wish they had told me that it's not going to be as easy as I was thinking it was 

going to be” #313, control group, faller, male. 

 Barriers Awareness of falls risks 

without a plan 

“I was a little bit off balance in the earlier days, I was too tense and too scared that 

I was going to fall again” #120, intervention group, non-faller, male 

 Enabler Awareness of falls risks 

with a plan 

“I have a bad case of kyphosis, sort of bent over when I walk, so that increases my 

risk of falling when I stand” #106, intervention group, non-faller, male 

/Role and Identity Barriers Belief in need to do it 

enough 

 “I don’t need to exercise as often; I’ve gone past that stage.”#131, control, faller, 

male. “I don’t worry (about exercise) I leave the exercise to my husband, while I 

focus on the other jobs around the house” #360, control group, non-faller, female. 

 Enabler Self-image maintained “The education made me feel like I was an ordinary person” #23, intervention 

group, non-faller, female. 

 Enabler Trusted advisor “I’m one of those people that’s determined to do the right thing …I went to see the 

specialist and he passed me” #280, control group, non-faller, female 

/Optimism 
 

Enabler Exercise experience was 

new 

“I had improved quite a lot and I was most amazed because they were very simple 

exercises” #23, intervention group, non-faller, female. 
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Figure 1. Framework of barriers and enablers to engagement in fall prevention activities 
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APPENDIX A.  Qualitative semi-structured in-depth telephone interview guide 

Prior to the interview: 

- sensitivity to context needs to be established through data already obtained, including 

if participant received the intervention, date of discharge, falls data, re-admissions, falls 

strategies and any reflections. 

- Confirm verbal consent to record telephone interview 

Throughout the interview: 

- Member-check with participant by repeating/rephrasing main points of their 

responses to enable confirmation, clarification and stimulate more detail; nuance, opposing 

views. 

- ID of barriers and enablers to recovery, falls prevention, independence, exercise; any 

reference to the fall education/intervention throughout the conversation 

- influences of the intervention, of the health system, of others and of self 

- emotions 

Record reflections of the interview once completed. 

 

1. Looking back since you were in hospital over 6 months ago, what is important to you 

now in terms of managing your everyday life? 

2. Are there any elements about your transition from hospital to home that you would 

like to tell me about? Difficulties? Factors that made the transition easier? 

3. How prepared were you for the possibility of falling when you came home from 

hospital? 

4. What made it difficult? 

5. What made it easier? 
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6. What kind of things are you doing now to remain as independent as possible at home? 

Difficulties? Enablers? 

7.  You did/did not have any assistance with your ADLs or IADLs, what made it easier 

for you to get the assistance. What made it difficult? 

8. You mentioned that you exercise/don’t exercise when we last spoke. What made it 

easier for you to exercise since your discharge home? What made it difficult? Was there 

anything that could have been done to make it easier? 

9. You have/have no home modifications (such as rails/equip or decluttering) when we 

last spoke. What made it easier for you to have these modifications completed? What made it 

difficult? 

 

 

 

 

 

END OF DOCUMENT 


