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Abstract

Background The behaviour of hospitalized older adults can contrib-

ute to falls, a common adverse event during and after hospitalization.

Objective To understand why older adults take risks that may lead

to falls in the hospital setting and in the transition period follow-

ing discharge home.

Design Qualitative research.

Setting and participants Hospital patients from inpatient medical

and rehabilitation wards (n = 16), their informal caregivers

(n = 8), and health professionals (n = 33) recruited from Southern

Health hospital facilities, Victoria, Australia.

Main variables studied Perceived motivations for, and factors con-

tributing to risk taking that may lead to falls.

Main outcome measures Semi-structured, in depth interviews and

focus groups were used to generate qualitative data. Interviews

were conducted both 2 weeks post-hospitalization and 3 months

post-hospitalization.

Results Risk taking was classified as; (i) enforced (ii) voluntary

and informed and (iii) voluntary and mal informed. Five key fac-

tors that influence risk taking behaviour were (i) risk compensa-

tion ability of the older adult, (ii) willingness to ask for help, (iii)

older adult desire to test their physical boundaries, (iv) communi-

cation failure between and within older adults, informal care givers

and health professionals and (v) delayed provision of help.

Discussion and Conclusion Tension exists between taking risks as a

part of rehabilitation and the effect it has on likelihood of falling.

Health professionals and caregivers played a central role in mitigating

unnecessary risk taking, though some older adults appear more likely

to take risks than others by virtue of their attitudes.
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Introduction

Falls in the elderly are a considerable health

issue for older adults, hospitals and the com-

munity more broadly. One in three people over

the age of 65 years fall each year, and approxi-

mately 20% of them require medical atten-

tion.1,2 Falls are a particular problem for older

adults who have been admitted to hospital,

where inpatient rates of falls between 3 to 20

falls per 1000 occupied bed days have been

reported.3–5 Once people have left hospital,

however, the rates of falls have continued to be

high, with up to 7.5 falls per 1000 days being

reported.6,7

Falls prevention research paradigms have

historically focussed on intrinsic and extrinsic

factors for falls in the older adults.8 A new

behavioural/risk taking paradigm is emerging

where it is the decision making of older adults

in response to their risk factors that is poten-

tially more important.9 Further work, however,

is required to better understand this behaviour-

al/risk taking paradigm as it applies to falls

prevention.

Risk taking has previously been defined in

many ways. We define risk taking as the act

of implementing a goal-directed option where

(i) the behaviour in question could result in

more than one option, and (ii) some of these

outcomes are undesirable or even dangerous.10

Early research in risk taking was based upon

models of rational choice11 and widely

described using economic behaviour models.12

Research conducted on understanding risk

taking has commonly been based on expected

utility theory13 and been categorized in three

ways (i) those that explain the differences

between people who take risks and those that

do not, (ii) those that explain the differences

between situations that promote risk taking in

most people and situations that promote risk

aversion, and (iii) those that explain both

types of differences.14 Previous research

amongst older hospital inpatients has sought

to identify factors associated with higher

self-perceived risk of falling (i.e. conceptually,

probability of a ‘fall’ outcome during hospital-

ization) and a higher self-perceived risk of

injury if a fall were to occur (i.e. conceptually,

utility lost from the ‘fall’ outcome).15 Multiple

regression models highlighted that older age

and having better cognitive function were

independently associated with a lower self-

perceived risk of falling. Older adults who

had poorer motor function, a lower percep-

tion of the proportion of other hospital

patients who fall, and a higher perception of

the proportion of such falls that result in

injury were independently associated with

higher self-perceived risk of injury if one were

to fall. Further research has found that older

hospital inpatients generally have an accurate

impression of the probability of falling while

in hospital, but underestimate the rate of

injury associated with falls.16 In the commu-

nity setting, it has been found that people

with type A (risk taking) personality types

tend to fall more frequently,17 and that extro-

verted people who are fallers or who fear fall-

ing participate in more activities outside the

house.18 Thus, some formative research has

been conducted to identify differences between

people that may predispose them to taking

more risk in this context more than others.

However, very little is known of the differ-

ences between situations that promote risk

taking, or factors that may predispose some

people to take risks in some situations and

not others. It is also likely that simplistic

frameworks that only consider the decision

making of the individual older adult will be

limited in their ability to explain risk taking

in contexts such as the hospital setting or the

post-discharge period where health profession-

als, care-givers and family members may influ-

ence the risks taken by the individual.

This study aims to identify factors and path-

ways that might explain why older adults take

risks that may lead to falls in the hospital set-

ting and in the transition period following

being discharged home.
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Method

Design

The prior research and clinical experiences of

the investigators led them to anticipate that mul-

tiple, potentially conflicting perspectives would

be held on falls’ risk taking behaviour by older

adults and those who care for them (health pro-

fessionals, partners, family members and other

care-givers) that would need to be incorporated

to gain a broader understanding of this phenom-

enon. Also, given the paucity of literature in

regard to falls’ risk taking by older adults and

its antecedent factors, a paradigm of enquiry

that would allow for discovery and expansion

of pre-existing conceptualizations held by the

investigators would be required. Thus, the aims

of the study were addressed using a qualitative,

phenomenological, constructivist approach that

was exploratory and descriptive. Phenomenol-

ogy seeks to understand the meaning or struc-

ture of the lived experience of this phenomenon

for a person or group of people.19 Constructivist

ontology (philosophical study of reality) takes

the approach that there are multiple and some-

times conflicting social realities constructed by

human intellects that can change as their con-

structors become more informed.20 Data were

collected using face to face interviews, telephone

based interviews, and focus group interviews.

All interview schedules were semi-structured uti-

lizing predominantly open-ended questions.

Initial interview questions were initially

designed by all the investigators, and were

intended to be broad in scope so as to capture

a wide range of descriptions of experiences in

patient care and falls related matters. The

questions were subsequently refined by TH

and DAL after data analysis of the first few

interviews in each participant group to explore

in greater depth the area of risk taking in

regard to falls and the interaction of the older

adult, the environment (including health pro-

fessionals and caregivers) and the tasks being

performed which may affect such risk taking

behaviour in the hospital and in the post-

discharge period.

Participants and setting

There were three groups of participants in this

study.

The ‘older adult’ group comprised of adults

65 years of age or above and who were admit-

ted to in- patient medical, rehabilitation or

geriatric evaluation and management wards.

Patients whose discharge destination were not

their own home, or patients who were non

English speaking or cognitively impaired were

excluded for interview purpose. The ‘caregiver’

group was family or other support people that

the patient identified as their main support per-

son. The ‘health professional’ group was health

professionals who care for the target patient

group during inpatient and post-discharge

periods.

Participants were recruited from tertiary hos-

pitals, a rehabilitation hospital and commu-

nity-based rehabilitation programs with the

Southern Health healthcare network in Victo-

ria, Australia. The number of participants

recruited were; (i) tertiary hospitals, 11

patients, 5 caregivers and 12 health profession-

als (ii) rehabilitation hospital, 5 patients, 3

caregivers and 16 health professionals (iii) com-

munity based rehabilitation program, 5 health

professionals.

Procedure

The study commenced after receiving ethics

approval from the Southern Health Human

Research Ethics Committee and Monash Uni-

versity Research Ethics Committee.

Recruitment of all three groups occurred

between March 2011 and June 2011.

Advertising posters were posted on wards

calling for suitable patients and family carers

as participants. Nurse unit managers and allied

health professionals of the respective wards

were also approached for identification of suit-

able patients and/or family caregivers for inter-

views. All older adult subjects (n = 16) and

caregivers (n = 8) were recruited through the

staff identification process. There were five

male older adults and three male caregivers.
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The mean (SD) age of older adults was 75.4

(6.9) years and 72.0 (10.1) years for caregivers

the reasons for admission to hospital were

fracture/orthopaedic (n = 9), stroke (n = 1),

hyponatremia (n = 1), ischaemic colitis (n = 1),

falls (n = 3), acute delirium (n = 1). All older

adult participants bar 2 had either had a fall as

a part of their presenting condition, had a his-

tory of falls within the past 6 months, or had

fallen on the ward prior to being recruited.

The two that did not have a history of falls

had neurological diagnoses (stroke, delirium)

that placed them at high risk of having falls.

All caregivers recruited lived with the older

adult participant, all cared for them full-time,

six were spouses and two were daughters.

Health professionals (n = 33) were recruited by

expression of interest in response to e-mail ad-

vertising and by ‘snowball’ sampling. ‘Snow-

ball’ sampling involved asking health

professionals who had already been recruited

into the study to identify additional health pro-

fessionals who may participate in the study.

The health professionals recruited included

nurses (n = 12), occupational therapists (n = 7),

physiotherapists (n = 10), social workers

(n = 1), podiatrists (n = 1) and case managers

(n = 2).

Consent to participate was gained before

interviews and focus groups were conducted.

Interviews were conducted by an investigator

(DAL) who is an experienced physiotherapist

in the field of gerontology. All interviews and

focus groups followed the same interview sche-

dule within each group of participants, and all

were recorded with a digital audio recorder.

Data gathering

Participants in the patient group received two

interviews. The first interview was conducted

one to 2 weeks post-discharge from the hospi-

tal, and focussed on the inpatient experience.

We waited until the patient had been dis-

charged, so they would not feel pressured to

provide responses that reflect positively upon

the hospital and hospital staff as if they had

still been inpatients. A second interview was

conducted 3 months after discharge and

focussed on the experience of the transition

period post-discharge. A face to face interview

took place in the patient’s home on both occa-

sions unless the patient’s residence was geo-

graphically remote, in which case a telephone

interview conducted. The interviews ranged

from 30 to 60 min in duration. The total num-

ber of interviews for this group was 30

(n = 16). Two patients did not complete a sec-

ond interview, one due to ill health and the

other did not wish to participate.

Participants in the caregiver group received

two interviews. Both interviews were conducted

at the same time as the patient group, and ran-

ged from 30 to 60 min in duration. The total

number of interviews for this group was 14

(n = 8). One caregiver declined the second

interview due to ill health, and another refused

to participate further. Patient and caregiver

were allowed to be in the same room at the

time of the interview; however they were dis-

couraged from engaging in the other person’s

interview. The investigators recognized that

this may limit the degree of disclosure by older

adults or their care-givers with regards to areas

of disagreement or tension between them.

However, the investigators felt that offering

these participants the choice as to whether they

would be present or not for others’ interview

would be empowering them and help build

trust with the investigators, rather than build-

ing a perception that they were being ‘checked

up on in secret’.

Topics of discussion in the first interview

included patient/caregivers’ general impressions

of the hospitalization experience, and engaging

with hospital staff and the hospital environ-

ment, patient/caregivers’ perceptions of why

falls occur in hospitals, how patients responded

to risk of falls, why they took risks, factors

driving risk taking behaviour that may result

in falls, patient/caregiver’s recollection of and

reaction to involvement in patient care during

hospitalization and in planning for transition

home. An example of a direct question used to

elicit description of a risk-taking activity was

‘Did you do anything that you think put you
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at risk of falling over while in hospital?’ which

was followed by probing and prompting to elicit

a narrative account of the activity, its anteced-

ents and outcomes. Topics of discussion in the

second interview focussed on risk taking and

falls during the post-hospitalization period.

Participants in the health-professional group

attended one of six focus groups. Each had five

to six participants, and was purposefully struc-

tured to have three different health professional

disciplines. The focus groups ranged from 30

to 60 min in duration. Topics of discussion

included health professional perceptions of

their role in preventing patient falls during and

after hospitalization, perceptions of why

patients fall, why patients take risks, the fac-

tors underlying risk taking and recollections of

what health professionals say to patients and

their support persons for the prevention of falls

during hospitalization and in preparation for

the transition period.

Analysis

A framework analysis approach was utilized to

familiarize investigators with the data, to iden-

tify a thematic framework to separate the data,

to index and apply codes to the data, to group

codes into categories and link these to the

appropriate part of the thematic framework

and identify association between individual cat-

egories, broader category groupings and other

concepts within the framework.21 We did not

seek to triangulate individual issues between

stakeholder perspectives as evidence of their

existence as the investigators anticipated that

the perspectives held by some stakeholders

would directly conflict with that of others. For

example, when asked about why a patient tried

to walk to the toilet on their own when they

had been told to ask for help, a staff member

might say the patient is being ‘non-compliant’

with instructions whereas the patient might say

that the staff do not come when you ask for

them to come and that they are not providing

the assistance they promised. A constructivism

approach to building understanding encourages

these divergent individual recollections to be

coalesced into a broader understanding of the

phenomenon than any one individual perspec-

tive allows,20 and was thus pursued in this

analysis.

NVIVO computer statistical software 9.1

(QSR International Pty Ltd, Doncaster, Vic.,

Australia) was used to assist with coding,

charting, and mapping data from the audio

recordings. Analysis, coding, and mapping of

data were led by DAL and TH collaboratively.

Data analysis was on-going during the data

collection process, and was iteratively used to

refine the questions; prompts and redirections

that were used as the study progressed.

Our intent was to gather and synthesize emic

(insider) views on the risk-taking phenomenon,

however, the investigators recognized the possi-

bility that pre-existing etic (outsider) investiga-

tor views may influence how the data were

coded, and subsequently analysed. Member

checking was performed with five (two older

adults, three health professionals) participants

following completion of data coding to exam-

ine whether investigator coding and inter-

pretation of data were consistent with that of

the participants. Minor disagreements were

resolved following clarification and explanation

of the codes, thus the framework analysis con-

tinued without recoding of data.

Sample size consideration

The study was designed to allow for recruit-

ment of up to 36 hospitalized older adults, 24

family caregivers and 36 health professionals.

The iterative data collection and analysis

approach identified that saturation of themes

and data codes had been reached after analysis

of 30 interviews with the 16 patients, 14 inter-

views with 8 carers and 6 focus groups involv-

ing the 33 health professionals.

Findings

We first identified three broad categories of

data, representing constructs, relating to risk

taking behaviour. The first broad category was

considered to be the base elements of risk
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taking. These were the older adult, their envi-

ronment, and the task that may be attempted by

the older adult while in hospital or after dis-

charge. The environment consisted of both the

physical environment and the older adult’s sig-

nificant others (health professionals and caregiv-

ers). None of the participants directly referred to

these elements in this way, rather, these elements

implicitly emerged from descriptions of risk tak-

ing provided. For example, one participant

described wanting to go the toilet (activity), but

that they were in a hurry (the older adult) and

that an over-toilet chair was out of position

(environment) (Table 1, statement 2). These fac-

tors were therefore considered to interact and

were conceptualized as three overlapping con-

cepts in our framework (Fig. 1). The tasks

related to risk taking tended to differ between

the hospital and post-discharge settings. In hos-

pital, description of taking risks related to toilet-

ing and mobilizing around the bedroom area

and toilet. Post-discharge, there was the addi-

tion of outdoor activities such as gardening, and

household activities.

The second broad category was considered

to be the nature of risk taking itself. We con-

ceptualized two categories of risk; voluntary

and enforced risk taking. Enforced risk taking

was defined as instances where an older adult

felt they have no alternative, but to attempt to

perform the task (Table 1, statement 1). Volun-

tary risk taking was conceptualized as instances

where an individual felt they had a choice as to

whether they performed the activity or not

(Table 1, statement 2). Voluntary risk taking

was also a feature of the post-discharge period

(Table 1, statement 3). Voluntary risk taking

was further conceptualized as having subcate-

gories of informed and mal-informed voluntary

risk taking. Informed, voluntary risk taking

was considered to be when the individual

decided to take a risk when he or she was

aware of the risks involved. Voluntary, mal-

informed risk taking was considered to be

when the individual decided to take a risk

when not fully aware of the risks involved. It

should be noted that these classifications

refer to actions rather than as terms to classify/

characterize individuals as a person may at one

time take a mal-informed risk and then an

informed risk at another.

We present enforced risk and voluntary risk

taking as distinct areas, whereas in reality it may

be more of a continuum depending on the activ-

ity the individual performs. There is overlay

between the perception of being essential by the

older adults and that of others, e.g. although a

health professional might believe gardening is

optional, a patient may believe it to be essential.

For the purpose of this analysis, we focused

upon the perceptions of the older adult as they

were in most instances the decision maker as to

whether an activity was attempted and the asso-

ciated risks this task posed.

The third broad category group was factors

that described how the elements of risk taking

combined to result in the subcategories of risk

taking described. There were five key sub-

categories identified within this set that we

refer to as nodes, which were interconnected

between themselves, the elements of risk taking

and the subcategories of risk taking creating

pathways of risk taking described. Develop-

ment of these pathways was initially driven by

combining statements by participants under the

central code for that pathway (e.g. for the ‘risk

compensation’ pathway, the central code was

driven by health-professional statements that

some older adults did not have insight into

their reduced physical capacity). These codes

were then separated and connected to related

codes to reveal a deeper understanding of that

concept (e.g. statements that patients were in

‘denial’ [Table 1, statement 5] revealed that

some patients may be aware of their physical

limitations, but did not to accept these cogni-

tions, resulting in the same outcome as those

who did not recognize their physical limita-

tions) and factors influencing that concept.

Both direct statements by participants and etic

conceptualizations of the investigators were

used to build the frameworks that described

these pathways. Interconnections between these

pathways are conceptualized in Fig. 1. Each of

these five nodes and the pathways surrounding

them are now described in detail.
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Table 1 Participant quote table

Statement

no.

Participant

no.

Participant

group Quote

1 12 Older adult ‘…when you’ve got to go to the toilet, you’ve got to go…’

2 7 Older adult ‘When I went in the toilet, I was usually in a hurry and that thing (the over-

toilet seat) was out of position. I used my crutches to drag it over the toilet, I

could have easily fallen … I could have asked for help, asked somebody to

put back the toilet. (But I thought) No, I won’t bother and I did it myself

quickly. I did. Luckily I didn’t fall, but I could have.’

3 7 Older adult ‘If I were to do risky things, it would be in the garden, carrying heavy pots.’

4 6 Occupational

therapist

‘Patients have cognitive issues and do not realize that they need assistance and

are therefore getting up without the assistance or walking aid they need when

they are walking’

5 4 Occupational

therapist

Interviewer: ‘So when she went back home, she went back to the original way

she was walking’

Participant: ‘Yes, that’s right. And cognitively she is on to it’

Interviewer: ‘Why do you think she does that if she is cognitively intact?’

Participant: ‘ (It could) be denial’

6 7 Older adult ‘And the ward where I was, did have a lot of stuff in the corridor. The blood

pressure monitor, machines and trolleys and all sorts of things, it was horrible

if I wasn’t paying attention I could have tripped over’

7 5 Case manager ‘They might feel competent. We might make them feel very protected here in a

hospital environment or in the community when people are coming in or TCP

(transitional care program) when they have got regular visitors. We might load

them with a false sense of security, we might make them feel confident but

then they are on their own that they may overstep them’

8 4 Occupational

therapist

‘…the patient just left the walking frame outside the door and started to use

her single point stick or furniture walk which she had been doing for a while

now. ’

9 8 Older adult ‘When you are at home, you are in familiar surroundings; you take chances,

take risk and do things without thinking things through whereas in hospital,

you are aware of the risk step by step by step.’

10 17 Caregiver ‘She always thinks she is bothering people … I think she’s too scared to ask

sometimes because other patients seemed to need more help than mum did.

She would have felt that I won’t ring the buzzer because the patient over

there probably needs more help and they are busy with that one. That’s the

sort of person she is.’

11 14 Occupational

therapist

‘They (patients who are unable to speak English) can’t verbalize what they

want’

12 3 Physiotherapist ‘They may have different expectations. I know in some Asian backgrounds,

you are expected to do everything on your own in hospital and family

members will provide the care including showering, dressing and feeding

and everything. Whereas in our culture, nursing staff have to do all those

tasks … ’

13 7 Older adult Participant: ‘He (another patient) was ringing his bell a lot, but that was just

because he needed a lot of help. He couldn’t see where things were, whereas

I didn’t ring my bell, not because I didn’t need help, but because I knew if

you ring too much they get cross with you … they came and they would lean

against the wall, (Staff would say) ‘what is it now’ with a bad tempered

attitude like you are a nuisance.’

14 7 Older adult Interviewer: ‘Did it put you off asking for help later on?’

Participant: ‘It probably put me off when I saw their attitude to him and I

realised if you ask for too much help, some people would get very resentful’
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Table 1. Continued

Statement

no.

Participant

no.

Participant

group Quote

15 12 Older adult ‘I had been to the toilet three times and I wanted to go again and when she

came, she went (profanity) and put her hand up and flopped it down to show

‘not you again’

16 7 Older adult ‘…the patient in the next bed, he was asking for help. They (hospital staff) said

‘oh you didn’t ask for help’, so that’s a good thing. Made me think they like

you better if you don’t ask for help.’

17 7 Older adult ‘Sometimes I needed help, I will wait for a nurse nearby who looks friendly and

ask ‘can you help me to get out of bed?’ But if a nurse is not nearby or you

think the nurse is not friendly enough… I tried myself to walk and do things

that I probably shouldn’t have done.’

18 7 Older adult ‘Because you feel embarrassed, in my case I used to do everything for myself, I

haven’t been in hospital for 20 years; I just didn’t want to ask anyone to help

me. I want to do it for myself.’

19 6 Occupational

therapist

‘but some people make that conscious decision… “I know it’s a risk but I am

going to do it anyway” because it is a lifestyle choice, they don’t want to be

that restricted whatever their situation is’

20 24 Older adult ‘In hospital… you are conscious of wanting to get well to get out and

sometimes do too much’

21 21 Physiotherapist ‘The family members and friends not being aware of what the patient’s

capability are now and they are expecting more and then ask for more of the

patient’

22 4 Occupational

therapist

‘They (family members) say “Mum is okay, dad is okay, they don’t need the

shower chair, and they don’t need the rail”, whereas in actual fact they do.

The patient says “I don’t normally use the frame, I can walk with nothing” …

Family will often think similarly. ‘No, mum normally doesn’t need that at

home, she’s okay’

23 21 Physiotherapist ‘…to progress the patient’s ability so we are pushing them a little bit further

than they normally do. Sometimes that skill may go beyond of what they are

used to, and they may lose their balance’

24 22 Older adult ‘The minute you become confident, you start to do things that you shouldn’t be

doing and that’s how falls occur’

25 27 Nurse ‘I am a nurse so I go in and I assess things from a nursing point of view so I

will say, do these do that. Don’t do this, don’t do that and then the physio

might come in and see things slightly different in their perspective because

they see things with the physio brain working with them and so they have

different emphasis on what is important … Might be you are giving slightly

different messages with different focus.’

26 3 Physiotherapist ‘There are multiple occasions I have seen doctors get patients up and walk

them in stockings. I come up to them and I say you may want to consider

wearing slippers or bare feet or something and I come back the next time,

they still do the same thing, so it is one of those things. Possibly they don’t

like being told or whether they have official training you know, you should

not walk patients on socks, I don’t know if this happens’

27 31 Older adult Older adult: ‘I didn’t talk to them about the fall… When I fell down, they picked

me up and put me to bed, that’s all, never talked to them anymore.’

Interviewer: ‘But why didn’t you talk to them?’

Older adult: ‘Not enough nurses. There is no time for the nurses’
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Node (i): risk compensation

The pathway involving the node of ‘risk com-

pensation’ is conceptualized in Fig. 2. We

defined risk compensation as the adjustment of

behaviour in response to the risk perceived by

the older adult so that the task can be per-

formed in a safe manner. When the older adult

does not have sufficient ‘ability to perform a

task’ relative to the ‘difficulty of the task’, the

older adult needs to use ‘risk compensation’ to

safely complete or avoid the task. The older

adult’s ‘ability to perform a task’ is likely to be

lower than that experienced pre-morbidly,

owing to their ‘health’ (illness, injury or

surgery which led to the hospitalization). This

creates the need for the older adult to have

‘awareness of self and ability’ and their reduced

level of capacity. Hospital staff openly ques-

tioned whether many older adults had the

ability to recognize this due to ‘cognitive

decline’ (Table 1, statement 4).

Performing tasks in a ‘different environment’

to what they are used to may increase ‘diffi-

culty of the task’ and requires that older adults

give ‘active consideration’ to these demands.

These environmental differences were spoken

of in relation to the hospital environment being

different and increasing ‘difficulty of the task’

(Table 1, statement 6). Where there was

Table 1. Continued

Statement

no.

Participant

no.

Participant

group Quote

28 9 Nurse ‘… educating staff on reading mobility boards … we get a lot of agency and

bank staff that don’t do rehab who don’t know these things and we as

permanent staff forget to tell them to be aware of how the chart works, how

the colour (coding system) works because many times you see people walking

when they shouldn’t be and the nurse had no idea of what the red meant or

the blue meant at all’

29 3 Physiotherapist ‘Patients who are non-English speaking. You say “call me if you want to get

up.” Obviously that message hasn’t got through………Unless you have an

interpreter right there which I would dare say doesn’t happen unless you have

a family member that’s more appropriate……So in the first instance, it is a

problem already. That problem will carry on until someone explains it to them’

30 10 Nurse ‘Today we are under staffed; we are down a staff member. You are running to

try and give them their meds, let alone to try and toilet them, you just don’t

have the time in the day. We do our best but sometimes we are running

nonstop let alone going back every two hours to toilet them. We are being

pushed to our extreme that the nurse can’t keep up anymore’

31 10 Nurse ‘A lot of them fall because we can’t see them the way the ward is set up, we

just can’t see them… a lot of the patients who can’t press the buzzer, don’t

want to press the buzzer or they are confused and they don’t know how to,

we can’t see them if they are trying to get up.’

32 27 Nurse ‘They are not here very long, whereas ten years ago, they may have a ten day

stay for something we are now sending them home in 3 days, 4 days. So they

are still not medically there, so we send them home with antibiotics rather

than giving them the whole course in the hospital. I don’t know if that is what

used to happen but the length of stay for patient is much shorter, so they are

going home and they are still a little bit sick … they are not quite 100%. They

may be 90%; therefore that 10% is the bit that will make them fall at home.’

33 25 Caregiver Participant: ‘My girls came in and looked after her’

Interviewer: ‘In what ways?’

Participant: ‘Well we only went for 8 days and one did 4 days and the other

one did the other 4 days and their husbands would come in the evenings to

have dinner and see the children and they would go home … They didn’t

have to do anything, just help to get her meals.’
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‘awareness of demand of a task’ and this was

given ‘active consideration’ patients reported

‘risk compensation’ however, familiarity with

the home environment may have contributed

to less ‘risk compensation’ following discharge

from hospital (Table 1, statement 9).

Health professionals perceived that some

older adults may also experience a false sense of

security through the presence of potential ‘assis-

tance from others’, that because there were hos-

pital staff nearby, they were safe when they

attempted activities (Table 1, statement 7).

Changing behaviour in light of changed

physical capacity appeared to be impeded by

previous habits and ‘resistance to change’

(Table 1, statement 8).

Node (ii): asking for help

We defined the node of ‘asking for help’ as

occasions where older adults needed to seek

assistance to perform activities due to reduced

ability to complete the task on their own. This

node was considered to be a step following on

from the ‘risk compensation’ node (Fig. 1),

where appropriate risk compensation often

prompted older adults to ask for help. Factors

specific to the older adult were related mainly

to their attitudes and beliefs (Fig. 3). Some

had ‘belief that they can perform the task with-

out help’ or had a very strong ‘desire for inde-

pendence’.. Others reported ‘not wanting to be

a burden’ to significant others, particularly

hospital staff (Table 1, statement 10).

Health professionals perceived that some

older adults had ‘impaired capacity to ask for

help’ (Table 1, statement 11).

Health professionals also identified an over-

lay of ‘cultural beliefs’ regarding the role older

adults’ thought they should have as patients,

the role of staff and of their family (Table 1,

statement 12).

Factors relating to the interaction between

older adults and their social environment were

predominantly perceptions held or experiences

had by older adults that were influenced by

Risk Taking

Voluntary

Mal 
informedInformed

Enforced

Risk 
compensation 

Testing 
physical 

boundaries

Communication 
failure

Decreased or 
delayed 

provision of 
assistance

Not asking for 
help

EnvironmentOlder adult   

Task

Figure 1 Overall conceptual framework of risk taking by older adults during hospitalization and following discharge.
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their interactions with staff. Some had a ‘per-

ception that staff are too busy to help’, a ‘per-

ception that staff are not allowed to help’ if

lifting was involved or a ‘perception staff will

not like them’ if they asked for help too often.

Although one could speculate that these per-

ceptions were ill-informed, examples were pro-

vided where these had been influenced by

interactions with staff (Table 1, statements 13,

14 and 15). These and other ‘negative past

experiences’ may reduce ‘trust in the health

professional’ and provide disincentive for older

adults to seek help again in future.

It is possible that some communications

between staff and other older adult hospital in-

patients may have been misinterpreted, and

this perpetuated misconceptions about asking

for help (Table 1, statement 16). Older adults’

perception of the demeanour of the staff and

whether the ‘older adult thinks staff look

unfriendly’ affected their willingness to ask for

help. It is possible this may also have been

related to negative past experiences (Table 1,

statement 17).

Some older adults felt the ‘act of receiving

help causes embarrassment’ (particularly with

toileting), while others reported they ‘feel

embarrassed that they need help’ (Table 1,

statement 18).

Node (iii): testing physical boundaries

Attempting to perform activities that the older

adult had not previously attempted as they had

become ill or had surgery is an important ele-

ment of the rehabilitation process. This

emerged as a central concept in several descrip-

tions of risk taking from all groups of partici-

pants where the older adults attempted a

previously performed activity that was beyond

the older adult’s present physical capability.

The risk taking pathway involving the node of

‘testing physical boundaries’ in the rehabilita-

tion or recovery process is presented (Fig. 4).

The motivation for an older adult to test their

own physical boundaries appeared to be largely

internally generated. Older adults described

being motivated by a ‘desire to be indepen-

dent’, ‘desire to go home’ and ‘desire to return

to their previous lifestyle’. Health professionals

and some older adults thought that older

adults were consciously aware of when risks

were being taken for this reason (Table 1,

statements 19 and 20).

Caregivers and health professionals also

encouraged this to varying degrees, at times

creating a three-way dialogue on this issue (‘dis-

couragement/encouragement/enablement to test

physical boundaries’). Disagreements between

Active 
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Figure 2 Conceptualization of risk compensation ability pathway.
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the older adult and the caregivers/family, the

family/caregivers and health professionals and

between the health professionals and the older

adults were described. Often in these disagree-

ments, the health professionals were more

conservative in the level of risk they were pre-

pared for the older adult to take when testing

their physical boundaries when on their own.

Care-givers expressed ‘desire for the older adult

to be independent’ while health professionals

Older adult
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help causes 

embarrassment
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Perception staff 

will not like 
patient 
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embarrassed that 
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Figure 3 Conceptualization of asking for help pathway.
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expressed competing demands to ensure the

older adult was rehabilitating (‘health profes-

sional objective to rehabilitate’) but in a safe

manner (‘health professional objective to ensure

safety’). Thus, if the older adult and/or family

members were more willing to test physical

boundaries than the health professional was,

the health professional would recommend

against what they viewed as excessive risk tak-

ing. Health professionals cited genuine concern

for the safety of the older adult and argued that

others did not fully appreciate the risk that was

there (Table 1, statement 21 and 22).

Health professionals were not always trying

to discourage older adults from testing their

physical boundaries. Some described actively

working with patients through ‘therapy and

exercise’ and provision of functional retraining

activities to assist them to test their physical

boundaries (Table 1, statement 23).

An important distinction here between thera-

pist facilitated and older adult independently

initiated testing of physical boundaries was the

presence of the health professional to assist the

older adult if they did lose their balance, pro-

viding a more protected environment in which

to take this risk. Thus, it became apparent that

there were subgroups of testing physical

boundaries; testing that took place in a sup-

ported environment (‘supported testing of

physical boundaries’) and ‘unsupported testing

of physical boundaries’.

When an older adult successfully completed

an activity where they tested their physical

boundaries, they often described their ‘confi-

dence to test physical boundaries’ as improv-

ing. This often encouraged further testing of

physical boundaries. This could become prob-

lematic where repeated iterations of testing

physical boundaries continued with increas-

ingly difficult activities until a failure or near

miss occurred (Table 1, statement 24).

Node (iv): failure of communication directed to

older adult

‘Communication failure’ between older adults,

caregivers, family members and health profes-

sionals were often criticized as being a central

component of why older adults take risks

(Fig. 5). Several factors were identified as driv-

ing the need for frequent, accurate and clear

communication of information between and

within the different stakeholder groups. Hand-

ing-over of responsibility for the care of the

older adult between shifts and between the hos-

pital and post-discharge period created need

for communication between health profession-

als and caregivers. The dynamic nature of

older adults’ physical abilities (both reduction

in ability initially followed by gradual improve-

ment during recovery and rehabilitation) also

created ongoing need for discussion between

the stakeholder groups.

‘Differences in opinion between health profes-

sionals’, which may have been mediated by dif-

fering professional backgrounds, philosophies,

professional power differentials or levels of expe-

rience, created potential for inconsistent, ‘mixed

or incorrect information’ being given to older

adults (Table 1, statement 25 and 26).

Insufficient communication (‘amount of infor-

mation’) was a common problem identified by

all study participant groups, and was thought to

be largely driven by time and resourcing restric-

tions on health professionals (‘health profes-

sional workload’) (Table 1, statement 27).

Deficiencies in ‘health professional communi-

cation skills’ were identified as contributing to

communication failure. The ‘communication

systems’, routines and procedures in place to

facilitate communication between health pro-

fessionals and with other stakeholders were

identified as important factors that required

health professionals to understand and employ

these systems (Table 1, statement 28).

Some factors related to the older adult were

seen to impede communication, specifically

whether the patient had a ‘cognitive impair-

ment’, and whether the patient was able to

communicate in English (‘language barrier’).

However, if an interpreter was available

(family member or professional interpreter),

the impact of being from a non-English speak-

ing background on communication failure was

reduced (Table 1, statement 29).
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Node (v): decreased or delayed provision of

assistance

‘Decreased or delayed provision of assistance’

was a common factor leading to all forms of

risk taking (Fig. 6). Conceptually, this node

can follow on from risk taking pathways

through the nodes relating to risk compensa-

tion and asking for help (Fig. 1). However,

assistance can be provided even when help is

not explicitly requested; indicating that decision

making of family, caregivers and hospital staff

independently of the older adult can play a role

in managing risks taken by the older adult.

Indeed, provision of assistance could override

even intentional risk taking efforts by the older

adult.

Factors related to decreased or delayed pro-

vision of assistance following request appear to

be environmental or based upon the interaction

between the older adult and the person whose

assistance they are seeking. The environmental

factors involving health professionals were

‘health professional time shortage’ and ‘com-

peting tasks amongst health professionals’.

Participants from each stakeholder group iden-

tified that hospital-based health professionals

had difficulty at times providing assistance

requested by older adults at the time requested

or within a timeframe expected by the older

adult. Hospital staff cited that often they had

competing tasks to perform, that staffing short-

ages compounded this problem, and that it was

particularly difficult when multiple older adults

were requesting assistance at once (Table 1,

statement 30).

The ‘physical structure of the ward environ-

ment’ was also cited by health professionals as

a reason for decreased or delayed provision of

assistance. This was particularly the case if the

staff did not have direct vision of the patient

from the nurses’ station, and the effect on the

risk of an older adult falling was amplified if

the patient did not or could not use the nurse

buzzer system (Table 1, statement 31).

‘Health professional/family member/older

adult interaction’, primarily through asking for

help, was conceptualized as affecting whether

older adults received assistance or not. If an

older adult did not ask for help in hospital,

they were less likely to receive it. Thus, the

node of provision ‘decreased or delayed provi-

sion of assistance’ was closely linked to the

node of asking for help (Fig. 1).

Health professionals described ‘discharge

planning processes’ as influencing whether
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patients receive sufficient assistance while at

home with particular criticism that patients are

discharged too early. Concern was raised that

patients do not have sufficient ‘health’ and

physical ‘ability to perform tasks’ they will

need to perform in their home environment

and that this influences whether they are sent

home. Hospital staff described a change in dis-

charge planning processes over the past decade

such that older adults were being placed in a

position of greater enforced risk over the past

decade (Table 1, statement 32).

Support was described as being provided by

formal and informal caregivers during the

post-discharge period in response to the needs

of the older adult. An example of a highly

organized ‘family member/caregiver rostering

of care provision’ response from an older

adult’s family was described (Table 1, state-

ment 33).

Discussion

There are many factors that influence risk tak-

ing behaviour in older adults who have been

hospitalized. This research has developed a

framework for understanding risk taking

behaviours of older adults in relation to falls

that advances upon previous work in this field

because it has explicitly sought to incorporate

the role of significant others within the frame-

work and does not assume a rational choice is

being made by an informed individual as previ-

ously assumed.11–14

We do not contend that risk taking behav-

iour, of itself, is a problem. Our data have

highlighted that risk taking is an important

part of the rehabilitation process and returning

to independence by the older adult. However,

the possibility that risk taking will be excessive

and result in falls with subsequent injury cre-

ates problems for older adults, their caregivers

and health professionals alike. The challenge

instead appears to be ensuring that risk taking

by the older adult is informed and voluntary

where possible, rather than mal-informed or

enforced, and that risk taking be undertaken in

a supported environment. Health services,

health professionals and caregivers can support

this by addressing problems associated with

communication failures, by creating opportuni-

ties for risk taking to be undertaken in con-

trolled, supported environments, and by

facilitating older adults to actively consider

their risk of falling with specific tasks so that

they can appropriately compensate for their

physical limitations.

Enforced risk taking was conceptualized as

largely being attributable to decreased or

delayed provision of assistance, combined with

the perceived necessity of the older adult to

perform the activity and the limited physical
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capacity of the older adult to perform the

activity. Health-service policies aiming to

reduce the length of inpatient admissions were

identified by health professionals as contribut-

ing to this. Funding policies have generally

tightened in developed nations in recent years

to try to limit growth in public health care

expenditures,22 thus, it is not surprising that

pressures to minimize length of stay and subse-

quent cost exist. However, this creates a trade-

off between the level of enforced risk that older

adults have to take, and the health resource

savings that have been sought after, and may

be a factor involved in hospital re-presentation

due to a fall following an initial presentation.

The findings of this research are consistent

with findings from quantitative research

approaches used in this population. For exam-

ple, the inter-relation between some patient-

related factors in our framework, specifically

cognitive impairment and risk compensation

ability, were concordant with the early research

findings in this area. A trial of one-to-one

patient education based on the health belief

model aiming to modify how high risk activities

were performed on a hospital ward (risk com-

pensation) demonstrated that falls could be

reduced amongst cognitively intact older adults

in the hospital setting, and that goals could be

set to modify how specific activities were per-

formed.23 However, this program was not bene-

ficial for older adults who were cognitively

impaired, highlighting the importance of the

cognitive impairment factor on risk compensa-

tion ability. Previous work has also highlighted

that people with risk factors for falls following

discharge can experience lower rates of falls if

support services are provided to them,7 a finding

consistent with our framework.

This research was limited as it was con-

ducted within one geographic region and multi-

ple hospitals within one health service. Hence,

it is possible that some of the factors identified

may be relevant only to this particular context.

Recruitment of only participants who could

speak English may have limited the insights

potentially gained from older adults with cul-

turally and linguistically diverse backgrounds,

though some insights were gained on this issue

from the health professional perspective. The

first patient and caregiver interview was con-

ducted 1–2 weeks post discharge, specifically so

that older adults would feel free to give an

open and honest account of their experiences

in hospital. However, this may also have led to

some recall bias, and reprioritization of the

importance of some issues as they were per-

ceived at that point in time.

Interpretation of our study findings and con-

clusions should pay heed to the background

experiences and perspectives of the investigators

that may have influenced them in this task. Each

of the investigators had a clinical background

with varying levels of experience working older

adults in hospital. They may therefore have more

readily highlighted factors expressed by health

professionals that impact on the ability of hospi-

tal staff to provide assistance that are outside of

their control (e.g. the perception of a lack of time

and too many competing activities) as the investi-

gators had experienced these same frustrations in

their previous clinical roles. It is also likely that

previous research work conducted by the investi-

gators with a range of theoretical models (such

as the Health Belief Model24 and Person–
Environment–Occupation model25) influenced

how they conceptualized interconnections

between emergent codes from the analysis.

Development of our risk taking framework

permits further investigation of factors that may

contribute to falls and inform interventions for

their prevention. Where risk taking has led to a

fall, it is now possible to classify the type of risk

taking that took place and identify the factors

that contributed to it. Similar work to the pres-

ent study should also be conducted to determine

perspectives of medical staff on the risk taking

of older adults, and that of older adults from

non-English speaking backgrounds, both of

whom were not included in the present study.
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