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Abstract

:

We aimed to gain insight into the barriers and facilitators to fall risk screening of older adults visiting the hospital as experienced by patients and healthcare professionals, and to examine the differences between chronic- and acute-care patients. We invited patients (≥70 years) attending the nephrology and emergency department to participate in the screening. Patients and their healthcare professionals were asked to complete a self-administered questionnaire based on the “Barriers and Facilitators Assessment Instrument”. Differences in barriers and facilitators between acute- and chronic-care patients were examined with chi-square tests. A total of 216 patients were screened, and 103 completed the questionnaire. They considered many factors as facilitators, and none as barriers. Acute-care patients were more positive than chronic-care patients about healthcare worker characteristics, such as knowledge and skills. After screening, patients were more open to receiving advice regarding fall prevention. The 36 healthcare professionals considered program characteristics to be facilitators and mainly factors regarding healthcare worker characteristics as barriers to implementation. For patients, the outpatient setting seemed to be a good place to be screened for fall risk. Healthcare professionals also suggested that program characteristics could enhance implementation. However, healthcare professionals’ mindsets and the changing of routines are barriers that have to be addressed first.
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1. Introduction


Worldwide, falls and fall-related injuries in older adults are a major public health problem [1]. They can cause a decline in the physical and social functioning of older adults [2] and have a huge economic burden on society [3]. Of all older adults aged 65 years and older, one third experience a fall each year [4,5,6]. According to the European Public Health Association [5], at least 3.8 million older people visit the emergency department (ED) due to a fall-related injury each year. Of those, 1.4 million need further treatment and are admitted to the hospital. In the Netherlands, among adults 80 years and older, deaths due to a fall have increased significantly in recent years. Between 2000 and 2016, crude mortality rate increased from 78.1 (95%CI, 70.4–85.9) to 334.0 (95%CI, 320.9–347.1) per 100,000 older adults [7]. Based on the aging population, the number of falls, fall-related visits to the ED, and fatal falls are expected to increase in the next few decades [5,8]. The risk of falling increases with age, as does the risk of a more severe injury as a result of the fall. The most common fall-related injuries are bone fractures (54%), of which most are hip fractures (17%), followed by superficial injuries (12%) and mild brain injuries (11%) [9].



To decrease the incidence of falls and related injuries, fall prevention interventions that reduce fall risks are paramount. Many studies indicate that identifying people at risk of falling by screening and multifactorial fall-prevention interventions are (cost-)effective methods in the prevention of falls [10,11,12,13]. However, the fact that an intervention has proven to be effective in a study setting does not always ensure its successful implementation in practice [14]. In fact, the rate at which prevention programs are implemented into practice is low [15]. Previous studies have shown that healthcare professionals could play an important role in a successful implementation process [16,17]. Firstly, healthcare professionals could be involved in identifying older adults with a high risk of falling. This is important because people are often not aware of their own fall risk, even when it is high [18,19]. Secondly, they could provide and discuss fall-prevention advice and refer patients to fall-prevention programs.



When implementing fall risk screening and prevention interventions, healthcare professionals might encounter several barriers that could inhibit successful implementation. Most studies on these barriers have been performed within primary care settings, in which providing and discussing advice and referring to fall-prevention programs play important roles. The barriers that are mentioned most often in these settings are a lack of knowledge about existing programs and about other healthcare professionals that could be involved, attributing little importance to fall prevention, and a lack of motivation [20,21]. Little is known about the barriers and facilitators experienced by healthcare professionals when implementing fall-prevention interventions in an in-hospital setting; especially fall-prevention activities targeting outpatients. One study examined barriers to implementing practical guidelines for preventing falls as experienced by nurses in different departments within a hospital. This study found that a lack of knowledge and motivation, the availability of supportive staff, the access to facilities, the health status of the patients, and staff education were the main barriers to implementing fall-prevention guidelines [22].



For the successful implementation of a fall risk screening program in a clinical setting it is necessary to gain knowledge of the relevant barriers and facilitators not only of healthcare providers, but also of patients. Most studies focusing on implementing fall-prevention exercise interventions report barriers such as denial, underestimation of risk, time commitment, the dislike of group programs, fear of falling, and no exercise history [16,23,24]. However, in the context of fall risk screening within the hospital, most of these barriers are not relevant, and it is unknown which barriers patients experience in this setting. Moreover, there could be differences in perceived barriers and facilitators in older adults who are receiving chronic care and older adults receiving acute care. Older adults with one or more chronic diseases have a significantly higher risk of falling in comparison with older adults without chronic diseases [25], which could potentially influence their ideas about participating in a fall risk screening and prevention program.



The barriers and facilitators mentioned above occur mainly within fall-prevention programs in community settings. Knowledge of barriers and facilitators in an outpatient setting, where potential patients with an elevated fall risk are present, is lacking. Furthermore, since the focus of this screening was on implementation of the screening program within a hospital setting in general, this study focused on a chronically ill population instead of a population instead of a population in which a high risk is more clear and already expected, such as orthopedic patients. Therefore the aims of this study were (1) to gain insight into the facilitators and barriers to a fall risk screening program for older adults in a clinical setting as perceived by patients (age ≥ 70 years) and healthcare providers, and (2) to examine the differences in the barriers and facilitators between chronic- and acute-care patients.




2. Materials and Methods


2.1. Study Design and Population


This cross-sectional study was part of an implementation study of a fall risk screening program among older adult patients at the Erasmus MC, University Medical Center Rotterdam in the Netherlands. Patients aged 70 years and older who visited the Emergency Department (acute-care patients) or Nephrology outpatient clinic (chronic-care patients) between 1 December 2016 and 31 March 2017 were invited to participate in the fall risk screening program. The study started with a fall risk screening among outpatients. Patients with a low risk of falling received a flyer with their risk status and the advice to visit their general practitioner (GP) when they had any doubts about their fall risk in the future. For patients with an elevated fall risk, an additional comprehensive fall analysis was performed and these patients received a personal fall-prevention plan, which was also sent to their GP (in the case of acute-care patients) or to their nephrologist (in the case of chronic-care patients). The physicians were advised to discuss the results of the screening with their patients and to refer patients to a geriatrician for more comprehensive screening when they deemed this necessary. Patients were asked to complete a questionnaire including questions on sociodemographic characteristics and perceived barriers and facilitators of the screening program within the hospital setting (T1). After three months, patients received another questionnaire regarding their perceptions about falls and fall prevention (T2). Barriers and facilitators of the screening program as perceived by the healthcare professionals at the two departments, as well as the GPs of the patients, were also assessed by questionnaire (see Figure 1). The study protocol was approved by the ethics committee of Erasmus MC (number 2016-666), and informed consent was obtained from all participants.




2.2. Screening Program


The fall risk screening program consisted of two steps. The first step was a fall risk test to identify people with an elevated fall risk, which was administered by a nurse of the relevant department. The fall risk test was developed by VeiligheidNL [26] and is primarily used to assess fall risk in community-dwelling older adults (≥65). This simple instrument was developed based on an earlier validated screening tool by Peeters et al. [27], the “Fall Decision Tree” (in Dutch: “de valbeslisboom”). It was developed based on two factors, namely fall history and balance or mobility problems, and is able to identify people with an elevated risk of falling [28,29]. The instrument consists of three questions: (1) “Did you fall during the past twelve months?”, (2) “Do you experience problems with movement and balance?”, and (3) “Are you afraid of falling?” When patients answered “yes” to the first question, or to two out of three questions, patients were considered to have an elevated fall risk. For patients identified as having an elevated fall risk, the fall risk screening program involved a second step. A member of the research team or a trained research nurse contacted these patients by telephone to administer a comprehensive fall risk analysis [26]. This additional and more in-depth analysis included questions about different fall risk domains such as mobility and movement and dizziness, which could give an indication of the fall risk factors for each participant. Based on these factors, a personal prevention plan was set up by the research team and was sent to the patient and to the patient’s GP. Dependent on the risk factors, the prevention plan consisted of exercise programs that were suggested and tips to help with dizziness, painful joints, memory and concentration, vision, and home adjustments. Although the fall risk test has not been officially validated yet, it is the recommended tool for fall risk screening in older adults [28]. An independent committee reviewed the tool and judged the fall risk test to be well substantiated. Therefore, the fall risk test was included in a national database for effective interventions and tools, the “Centre of Healthy Living” (in Dutch: “Loket Gezond Leven”) of the National Institute for Public Health and the Environment (in Dutch: “Rijksinstituut voor Volksgezondheid en Mileu”).




2.3. Patient Characteristics


The following sociodemographic characteristics were collected: gender, age, ethnicity, education level, family status (living alone or together with partner and/or children), housing situation (independent, independent with care, or care institution), housing type (ground floor, house or flat with stairs, house or flat with elevator), and chronic conditions (0 or ≥1). Patients were considered Dutch natives when they themselves and both parents were born in the Netherlands. Education level was categorized as low (less than primary school, primary school, and more than primary school but without another diploma), middle (i.e., technical school, vocational education, general secondary/pre-university education), or high (i.e., college/university). For chronic conditions, patients could answer whether they had chronic conditions other than the one for which they visited the hospital. The question consisted of a list of eight chronic conditions (and an option for another condition that was not part of the list).




2.4. Barriers and Facilitators


Barriers and facilitators were assessed among patients as well as healthcare providers. The self-administered questionnaires were based on the “Barriers and Facilitators Assessment Instrument” developed by Peters et al. [30]. All statements, for both patients and healthcare professionals, could be divided into the following four domains: (1) fall-prevention program characteristics, (2) healthcare provider characteristics, (3) patient characteristics, and (4) context characteristics. For healthcare professionals, there was an extra domain assessing attitudes. These statements were self-designed based on constructs of the Theory of Planned Behavior [31].



All patients involved in the screening (acute and chronic care) received a baseline questionnaire. For patients with a low fall risk, this questionnaire was assessed directly after case finding, and for patients with a high risk, after the comprehensive analysis. The questionnaire consisted of 17 statements used to assess barriers and facilitators to the fall risk screening program. After three months, patients received a second questionnaire that consisted of nine statements about falls, fall prevention, and fall risk screening to assess perceptions about fall prevention (see Appendix A).



All healthcare professionals that were involved in the fall risk screening and follow-up advice (within the hospital and GPs) received a questionnaire that consisted of 34 statements. The questionnaire for the healthcare professionals that performed the fall risk screening focused on barriers and facilitators for the screening itself; they received the questionnaire one month after all patients were screened. The questionnaire for general practitioners and medical specialists involved in the follow-up focused on the barriers and facilitators of implementing the advice as set up by the research team; they received the questionnaire one month after receiving the prevention advice.



The statements could be answered with a five point Likert scale, with answer categories ranging from 1 (totally disagree) to 5 (totally agree). Using the method described by Peters et al. [30], factors were considered barriers if half or more of the respondents (totally) disagreed with the positive statements, or if half or more of the respondents (totally) agreed with negative statements. Factors were considered facilitators if half or more of the respondents (totally) agreed with the positive statements, or if half or more of the respondents (totally) disagreed with negative statements. In addition, negative statements were recoded and a summary index for each dimension was calculated by dividing the sum score of statements in each dimension by the number of statements. The summary index ranged from 1 (very possibly a barrier) to 5 (very possibly a facilitator).




2.5. Data Analysis


For baseline characteristics, dichotomous data were expressed as number and percentages and continuous variables as mean and standard deviation or median and interquartile range (IQR). The differences in baseline characteristics between acute-care and chronic-care patients were tested with chi-square tests for dichotomous data and the Mann–Whitney U test for continuous data. Frequencies of (totally) disagree and (totally) agree were calculated for patients’ and healthcare professionals’ statements, and were expressed as percentages. Chi-square tests were used to test the differences in statements between patients receiving chronic care and patients receiving acute care, and between high- and low-risk patients. In addition, for every dimension, a mean summary index was calculated separately for patients and healthcare professionals. Mann–Whitney U tests were used to compare domains between acute- and chronic-care patients, and between in-hospital healthcare professionals and GPs. In addition, the domains were compared between patients and healthcare professionals. Data were analyzed using SPSS Statistical data software (IBM) version 25 (IBM Corp. Released 2017. IBM SPSS Statistics for Windows, Version 25.0 Armonk. NY: IBM Corp.).





3. Results


3.1. Sociodemographic Characteristics


In total, 216 patients were screened, of which 116 (53.7%) were chronic-care patients (outpatient clinic) and 100 (46.3%) were acute-care patients (ED). Of those 216, 79 (36.6%) had a high risk of falling. Seventy-seven patients (35.8%) had fallen once or more and 34 (15.8%) had fallen multiple times in the last 12 months. Problems with mobility and balance were experienced by 112 patients (51.9%) and 58 (27.1%) were afraid of falling. The only difference between the departments (chronic vs. acute) was seen in fall history; acute-care patients had fallen more often during the last twelve months (42.2% vs. 28.3%, p = 0.033).



Of all patients screened for fall risk, 103 (47.7%) patients completed the barriers and facilitators questionnaire. Of these, 74 were chronic-care patients (response rate: 74%) and 29 were acute-care patients (response rate: 25%). The majority of the respondents was male (73.3%) and the median (IQR) age was 74 (71–77) years. Most patients were born in the Netherlands (89.7%) and lived together with a partner or children without medical help (86.6%). Thirty-five percent of the respondents had a high fall risk. No statistically significant differences between acute-care patients and chronic-care patients were found. More detailed demographic characteristics of these patients are presented in Table 1.




3.2. Barriers and Facilitators of Patients


The majority of the patients (both in chronic care and acute care) considered the following factors to be positive factors for implementation of the fall risk screening program: attractiveness of the program, financial status, ethnicity, and time investments. More precisely, the majority of the patients had no negative expectations of fall risk screening (attractiveness) (59.4%), expected to benefit from the screening (attractiveness) (59.8%), were not afraid the screening would cost them money (financial status) (58.0%), had enough time to be screened (time investment) (75.2%), and thought the program was concordant with their culture and/or values (ethnicity) (76.0%). Patients receiving acute care reported more positive factors than patients receiving chronic care. They also considered the skills and knowledge of healthcare workers, the specific healthcare workers involved (specificity/flexibility) the place of screening (facilities), the ideas people in their surroundings had about participating in fall risk screening (group norms), and the need to be screened for fall risk (motivation to change) as positive factors. No statistical differences between departments were seen in percentages that (fully) agreed or (fully) disagreed with statements. The patients did not indicate barriers to the fall-prevention screening program. More information about the statements can be found in Table 2.



Three months after screening for fall risk at the departments, most patients (75.9%) indicated that they were more open to receiving advice on preventing falls. Most patients also indicated that they had a more positive attitude towards fall risk screening and fall prevention (69.9%), and most patients were more inclined to take action to prevent falling (63.9%). No differences were seen between patients who received acute or chronic care. Patients who were at high risk for falls and thus received a personal fall-prevention plan more often reported that they had more knowledge to support prevention of a fall (73.9% vs. 51.7%, p-value: 0.044)




3.3. Barriers and Facilitators of Healthcare Professionals


Of the healthcare professionals that performed the screening, nineteen completed the questionnaire, including fourteen (73.7%) emergency department professionals (managers, nurses, students, and administrative staff) and 5 (26.3%) healthcare professionals of the nephrology department (healthcare assistants). The facilitators mentioned most frequently were the appropriateness (73.7%), the importance (63.2%), and the attractiveness (63.2%) of the program. However, besides facilitators, healthcare professionals also reported barriers. For healthcare professionals who performed the screening, the most frequently mentioned barriers were patients’ cooperation in applying the program (motivation to change) (84.2%), resistance to working according to protocols (attitude, role perception) (78.9%), and reading and remembering the program (practice involvement) (78.9%). Of the 34 statements, healthcare professionals who performed the screening considered four factors to be facilitators and twelve to be barriers.



Of the healthcare professionals who were involved in follow-up consultation and advice (GPs and medical specialists), seventeen completed the questionnaire. The most mentioned facilitators were the fact that it is not difficult to give preventive care if there are not enough supportive staff (supportive staff) (76.5%), and that is not difficult to give preventive care when not being involved in the setup (setup involvement) (64.7%). Healthcare professionals who were involved in the follow-up reported barriers only within the healthcare worker domain. The barriers mentioned were changing routines in working style (lifestyle, working) (76.5%), resistance to working according to protocols (attitude, role perception) (52.9%), and reading and remembering the program (practice involvement) (52.9%). Of the total of 34 statements, healthcare professionals who were involved in the follow-up considered six factors to be facilitators and three to be barriers. More information about the statements made by healthcare professionals can be found in Table 3.




3.4. Similarities and Differences in Domains between Patients and Healthcare Professionals


All statements were summarized into the following domains: program characteristics, healthcare worker characteristics, patient characteristics, and context characteristics. For healthcare professionals, an extra domain regarding statements derived from the Theory of Planned Behavior was added. Patients scored the context characteristics as most probably being a facilitator (median: 3.5, IQR: 3–3.75), while healthcare professionals scored the program characteristics as most probably being a facilitator (median: 3.17, IQR: 3–3.5). Healthcare professionals and patients considered the healthcare worker characteristics to most probably be a barrier. However, this was scored more highly as a barrier by healthcare professionals (median: 2.79, IQR: 2.29–2.86) than by patients (median: 3.33, IQR: 3–4) (p-value: <0.001). Other differences between patients and healthcare professionals were seen in context (p-value: <0.001) and patient characteristics (p-value: <0.001). These domains were scored more highly as possible facilitators for implementing fall risk screening among patients than among healthcare professionals (Figure 2a). Within patients, acute-care patients reported higher scores in the healthcare worker domain than chronic-care patients (p-value: 0.016) (Figure 2b). For healthcare professionals, in the domains healthcare worker characteristics (p-value: 0.009), patient characteristics, (p-value: 0.001), and context characteristics (p-value: >0.001), higher scores were reported by healthcare professionals who were involved in the follow-up than by the healthcare professionals who performed the screening (Figure 2c).





4. Discussion


The results of this study showed that most patients see no barriers for fall risk screening within an outpatient setting. Overall, they perceived multiple facilitators for implementing fall risk screening, and no barriers. Most patients perceived the screening to be concordant with their ethnic values and as a small time investment. Older adults presenting at the ED identified more facilitators compared to patients with a chronic health problem. Healthcare professionals identified factors that would be helpful in implementing fall risk screening, including supportive staff and the attractiveness of the program. However, they were less positive than the patients and identified multiple factors as barriers, including their working style and their role perception. In particular, healthcare professionals who performed the screening identified many barriers.



Patients reported no barriers regarding patient characteristics, healthcare worker characteristics, context characteristics, or program characteristics for outpatient fall risk screening. However, there were some factors we did not look into in the current study that could be possible barriers. Factors that were not investigated in our study included transport problems and personal factors, and concerns including the risk of injuries, feeling too healthy, having impaired mobility, and trying something new, which were all barriers identified in other studies. Nevertheless, other studies have also mentioned barriers that were included in the current study, namely time investment and costs [16,32,33]. A possible explanation for the fact that the participants in the present study did not consider those practical factors to be barriers for participating in the outpatient fall risk screening is that the current study consisted only of screening and not of an intervention involving physical activity or additional appointments. In these interventions, costs and investment of time play a bigger role compared to a free screening during an appointment in which they had already invested time. Another barrier found in other studies is low motivation, due to a lack of perceived personal relevance. This was not observed in the current study, possible due to older adults’ health status during screening. Since all older adults were screened during their visit to a hospital, it can be assumed that they were experiencing health problems. Screening in an outpatient setting seems a great opportunity to make older adults more aware of their fall risk, as most patients in the present study indicated that they were more open to receiving advice on how to prevent falls after they were screened. The screening could be the first step in the prevention of falls, since older adults in our study were not only more open to advice, but also more inclined to take action to prevent falling.



Besides the time investment and costs, the attractiveness of the program and the concordance with cultural values (ethnicity) were also identified as facilitators in the current study. Patients reported expecting to benefit enough from the fall risk screening (attractiveness), which possibly made up for the small time and cost investments they had to make. In previous research, less focus has been placed on facilitators compared to barriers. In studies where facilitators have been reported, the interventions involved adjustments in the lives of older adults. Facilitators for these type of interventions include the perceived benefits, involvement of a healthcare professional, and social support [24]. As with barriers, we observed that this type of intervention involves different facilitators than the fall risk screening within an outpatient setting that we performed.



With respect to the second aim of this study, it was found that even though there were no significant differences within the statements, the acute-care patients considered more factors to be facilitators for participating in the screening program than chronic-care patients. This was mainly reflected in the healthcare worker domain by the statements “healthcare professionals do not have the right skills for fall risk screening” and “healthcare professionals do not have the right knowledge for fall risk screening”. On one hand, this difference between acute- and chronic-care patients might be noteworthy since chronic-care patients, due to their more regular visits, may feel a stronger bond with their physician. It could be argued that for that reason they have more trust in the actions of their physician. On the other hand, they may not be familiar with receiving care different from their usual care by their physician, which is not the case for acute-care patients. In addition, screening is more common at the ED than at other departments [33]. This was also reflected in the statement: “Fall risk screening belongs to the duties of nephrology/ED healthcare workers”, which was scored more positively by acute-care patients. In addition to the factor of familiarity, patients’ answers may have been affected by healthcare worker characteristics such as age, type of healthcare worker, experience, etc. However, since we did not collect these characteristics of healthcare providers for specific patients, we were not able to look into this possibility. Nevertheless, the fact that a lower trust in healthcare professionals with screening at the nephrology department did not lead to barriers among patients for implementing fall risk screening is a good starting point for further implementation in other departments.



Older adult patients perceived the outpatient clinic to be an appropriate place to be screened for fall risk. Healthcare professionals, however, were less positive. Although they considered several factors to be facilitators for implementing a fall risk screening program, they also perceived several factors that could inhibit the implementation of a fall risk screening program in an outpatient setting. Based on the different domains of the questionnaire, the program characteristics domain was reported most positively among healthcare providers. This implies that the setup of the program could be used in further implementation of outpatient fall risk screening interventions. In addition, healthcare providers who were involved in the screening stated that the program is handy for use, appropriate, and important. However, healthcare providers also stated that the program was useless and unwise, which indicated exceptionally low opinions of the program. Further research into the manner in which these factors influence healthcare providers’ motivations in the implementation of fall-prevention programs is necessary to fully understand this seeming discrepancy. A reason for the negative results might be the effort it involves for healthcare providers, which was also seen in overall barriers among healthcare providers. In particular, changing routines, resistance to working with protocols, and reading and remembering the fall-prevention program were considered impediments to implementing the screening program into practice. These barriers have not been directly observed in other studies, but they may be associated with a lack of motivation, which is a known barrier for implementing fall-prevention interventions [22]. Furthermore, other studies have reported financial situation, time investment, and patient health status as barriers [16,34]. A lack of knowledge is often found to be a barrier to implementation of fall risk interventions among healthcare professionals [22,34,35], but the findings of the current study did not confirm that. A possible explanation could be that the actual knowledge of healthcare professionals was not measured. The only two statements regarding knowledge did not involve general knowledge about fall prevention, but rather the wish to know more about the program and their own knowledge of preventive care. Another explanation could be that all healthcare professionals involved in the medical care of the older adults were included (e.g., nephrologist, emergency department specialist, nurse specialists), and the study was executed in a university medical center at which knowledge of healthcare professionals on evidence-based practice may be deemed to be sufficient [22].



In addition to the existing literature, this study helps to illustrate why cost-effective fall-prevention programs, such as fall risk screening, are not always successfully implemented. We knew that barriers were experienced with fall-prevention programs in community settings, and that these barriers were present among older adults as well as healthcare professionals. Unlike in prevention in community settings, this study showed that barriers within an outpatient setting are mainly reported by healthcare professionals and less among older adults. The barriers experienced were also different compared to the implementation of fall-prevention programs, and focused especially on the working style and attitude of professionals instead of their knowledge. However, it is not clear how healthcare professionals can overcome these specific barriers and how to increase intrinsic motivation among those professionals for successful implementation of fall risk screening. Studies using qualitative methods should look into this further, to find ways to overcome these barriers. Furthermore, it was not clear whether the characteristics of healthcare providers affected the responses of patients. Further research into the characteristics of healthcare providers could provide valuable insights related to the implementation of fall risk screening.



For future implementation of fall risk screening programs in outpatient settings, it is important to pay special attention to the barriers that were reported by the healthcare professionals. It could also be beneficial to enhance the facilitators that were described in the current study. Besides these facilitators, a perception of the usefulness of the intervention, satisfaction with medical care for fall and increased consultation time are associated with a better uptake of fall-prevention interventions [34]. However, despite the facilitators we found among healthcare professionals and patients, some facilitators had only a small majority, and this alone is not sufficient for successful implementation. Therefore, besides taking into account the barriers and facilitators from the current study, we recommend using existing implementation tools for the implementation of outpatient fall risk screening in daily practice. These implementation tools can help with informing and motivating healthcare professionals and increasing adherence to the screening guidelines [36]. Based on our experience with implementing the screening program, tools should focus on educating, informing, and motivating healthcare providers. Informing and educating could focus on changing outcome beliefs, which were low, especially among healthcare professionals who were involved in the screening. Only 21.1% agreed with the statement: “I believe that when I apply this fall-prevention program I can prevent falls”. Addressing issues about outcome beliefs and beliefs to make a difference are important for creating motivation and commitment [37]. In this case, especially a tool based on a capacity-building strategy, which targets motivation and capability to engage implementation processes [38], would be helpful. Capacity-building strategies can include internet-based instructions, training and workshops to increase knowledge, technical assistance, education using self-directed learning, communities of practice, and multi-strategy interventions [39]. Despite the fact that capacity-building strategies are usually applicable across multiple settings [38], further implementation research should focus on tools that can be used to overcome the specific barriers among healthcare providers for fall risk screening.



Strengths and Limitations


This study had several strengths and limitations. It was performed in an outpatient setting, while previous research has looked more at barriers and facilitators in community settings. In addition, in the current study, we were able to find different barriers and facilitators for healthcare professionals that were involved in the same screening program at different time points. Another strength was that within this outpatient settings, we looked at both an acute care setting and a chronic care setting. Since these patients were in different conditions and had different reasons to visit the hospital, this could have led to different barriers and facilitators. At the same time, this study looked at patients’ as well as healthcare professionals’ barriers and facilitators.



When interpreting the results of the present study, it should be taken into account that only patients who participated in the screening program received a questionnaire to assess the barriers and facilitators they encountered for participating in the screening program. Older adults who declined the screening during their visit at the hospital might have had other replies, which could have resulted in more barriers being reported by patients. In addition, there was a risk of response (social desirability) bias, because older adults completed the questionnaire during their visit to the hospital. In addition to patients who declined screening, despite the 100 patients screened at the ED department, ultimately only 29 participated in the study. This could have influenced the results in the same way as mentioned above. Furthermore, we might have lost to follow-up the older adults who were less positive about fall risk screening and fall prevention in general. Therefore, we do have to be careful with interpreting the results of this acute-care group, but also in the comparison with chronic-care patients; acute-care patients were slightly more positive towards screening. In addition, we did not assess the characteristics of healthcare providers, which made it impossible to determine whether the characteristics of healthcare providers affected patients’ answers regarding the healthcare worker domain. Lastly, the questionnaire used was based on the “Barriers and Facilitators Assessment Instrument” developed by Peters et al., which is a validated questionnaire. However, for the current study, questions were removed and the Theory of Planned Behavior domain was added. This questionnaire has not been used and validated in previous research, and more research is necessary to validate the shortened questionnaire with the new domain for healthcare professionals, as well as the questionnaire used for patients.





5. Conclusions


It can be concluded that for older adults, the outpatient clinic and ED seems to be a good place to screen for fall risk. Most patients were positive about the non-invasive screening and willing to participate, which resulted in patients being more open to receiving fall-prevention advice. From that point of view, fall risk screening in these outpatient settings could be the first step to preventing falls among older adults by improving their fall risk awareness during their hospital visits. Healthcare professionals also reported factors that could enhance the implementation of outpatient fall risk screening. In particular, program characteristics were experienced as possible facilitators for implementation. However, implementation is complex and healthcare professionals reported barriers as well. The barriers that need to be addressed were especially related to the healthcare worker characteristics domain, involving a change of the mindset and routines of healthcare professionals. To achieve this, healthcare professionals need to be informed and motived to enhance intrinsic motivation. Existing implementation tools can also play an important role in this and should be used for successful implementation in daily practice of fall risk screening in outpatient settings.
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Table A1. Questionnaire for high-risk patients to assess perceptions about falls, fall risk, and fall prevention three months after screening in the hospital.
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	Statements
	Totally Disagree
	Disagree
	Neutral
	Agree
	Totally Agree





	1. I am more open to receiving advice on how to prevent falling.
	□
	□
	□
	□
	□



	2. I have a more positive attitude toward fall risk screening and fall prevention.
	□
	□
	□
	□
	□



	3. I am more inclined to take action to prevent falling.
	□
	□
	□
	□
	□



	4. I can count on more understanding and/or help from those around me to prevent falling.
	□
	□
	□
	□
	□



	5. I have more knowledge of actions I can take to prevent a fall.
	□
	□
	□
	□
	□



	6. I feel I am more self-sufficient.
	□
	□
	□
	□
	□



	7. I am more aware of the risk of falling.
	□
	□
	□
	□
	□



	8. I feel more capable of preventing a fall.
	□
	□
	□
	□
	□



	9. I did things to prevent falling.
	□
	□
	□
	□
	□










References


	



Haagsma, J.A.; Graetz, N.; Bolliger, I.; Naghavi, M.; Higashi, H.; Mullany, E.C.; Abera, S.F.; Abraham, J.P.; Adofo, K.; Alsharif, U.; et al. The global burden of injury: Incidence, mortality, disability-adjusted life years and time trends from the Global Burden of Disease study 2013. Inj. Prev. 2016, 22, 3–18. [Google Scholar] [CrossRef]

	



Nachreiner, N.M.; Findorff, M.J.; Wyman, J.F.; McCarthy, T.C. Circumstances and consequences of falls in community-dwelling older women. J. Womens Health Larchmt 2007, 16, 1437–1446. [Google Scholar] [CrossRef] [PubMed]

	



Hartholt, K.A.; Polinder, S.; Van der Cammen, T.J.; Panneman, M.J.; Van der Velde, N.; Van Lieshout, E.M.; Patka, P.; Van Beeck, E.F. Costs of falls in an ageing population: A nationwide study from the Netherlands (2007–2009). Injury 2012, 43, 1199–1203. [Google Scholar] [CrossRef] [PubMed]

	



Bergen, G. Falls and fall injuries among adults aged ≥65 years—United States, 2014. MMWR Morb. Mortal. Wkly. Rep. 2016, 65, 993–998. [Google Scholar] [CrossRef] [PubMed]

	



Turner, S.; Kisser, R.; Rogmans, W. Falls among Older Adults in the EU-28: Key Facts from the Available Statistics; EuroSafe: Amsterdam, The Netherlands, 2015. [Google Scholar]

	



Rubenstein, L.Z.; Josephson, K.R. The epidemiology of falls and syncope. Clin. Geriatr. Med. 2002, 18, 141–158. [Google Scholar] [CrossRef]

	



Hartholt, K.A.; van Beeck, E.F.; van der Cammen, T.J.M. Mortality from falls in dutch adults 80 years and older, 2000–2016. JAMA 2018, 319, 1380–1382. [Google Scholar] [CrossRef]

	



Houry, D.; Florence, C.; Baldwin, G.; Stevens, J.; McClure, R. The CDC injury center’s response to the growing public health problem of falls among older adults. Am. J. Lifestyle Med. 2016, 10, 74–77. [Google Scholar] [CrossRef]

	



VeiligheidNL. Cijferrapportage Valongevallen Ouderen in de Privesfeer 2018. Report Fall Accidents for Older Adults in Private Settings 2018. Available online: https://www.veiligheid.nl/valpreventie/feiten-cijfers/cijferrapportage-valongevallen-ouderen-65--in-priv--sfeer--2018- (accessed on 24 November 2019).

	



Chang, J.T.; Morton, S.C.; Rubenstein, L.Z.; Mojica, W.A.; Maglione, M.; Suttorp, M.J.; Roth, E.A.; Shekelle, P.G. Interventions for the prevention of falls in older adults: Systematic review and meta-analysis of randomised clinical trials. BMJ 2004, 328, 680. [Google Scholar] [CrossRef]

	



Karlsson, M.K.; Magnusson, H.; von Schewelov, T.; Rosengren, B.E. Prevention of falls in the elderly--a review. Osteoporos. Int. 2013, 24, 747–762. [Google Scholar] [CrossRef]

	



Stubbs, B.; Brefka, S.; Denkinger, M.D. What works to prevent falls in community-dwelling older adults? umbrella review of meta-analyses of randomized controlled trials. Phys. Ther. 2015, 95, 1095–1110. [Google Scholar] [CrossRef]

	



Tricco, A.C.; Thomas, S.M.; Veroniki, A.A.; Hamid, J.S.; Cogo, E.; Strifler, L.; Khan, P.A.; Robson, R.; Sibley, K.M.; MacDonald, H.; et al. Comparisons of interventions for preventing falls in older adults: A systematic review and meta-analysis. JAMA 2017, 318, 1687–1699. [Google Scholar] [CrossRef] [PubMed]

	



Proctor, E.; Silmere, H.; Raghavan, R.; Hovmand, P.; Aarons, G.; Bunger, A.; Griffey, R.; Hensley, M. Outcomes for implementation research: Conceptual distinctions, measurement challenges, and research agenda. Adm. Policy Ment. Health Ment. Health Serv. Res. 2011, 38, 65–76. [Google Scholar] [CrossRef] [PubMed]

	



Koppelaar, E.; Knibbe, J.J.; Miedema, H.S.; Burdorf, A. Determinants of implementation of primary preventive interventions on patient handling in healthcare: A systematic review. Occup. Environ. Med. 2009, 66, 353–360. [Google Scholar] [CrossRef] [PubMed]

	



Child, S.; Goodwin, V.; Garside, R.; Jones-Hughes, T.; Boddy, K.; Stein, K. Factors influencing the implementation of fall-prevention programmes: A systematic review and synthesis of qualitative studies. Implement Sci. 2012, 7, 91. [Google Scholar] [CrossRef]

	



Dickinson, A.; Horton, K.; Machen, I.; Bunn, F.; Cove, J.; Jain, D.; Maddex, T. The role of health professionals in promoting the uptake of fall prevention interventions: A qualitative study of older people’s views. Age Ageing 2011, 40, 724–730. [Google Scholar] [CrossRef]

	



Southerland, L.T.; Slattery, L.; Rosenthal, J.A.; Kegelmeyer, D.; Kloos, A. Are triage questions sufficient to assign fall risk precautions in the ED? Am. J. Emerg. Med. 2017, 35, 329–332. [Google Scholar] [CrossRef]

	



Vrolings, E.G.R. Veiligheidsbarometer 2007: Veiligheidsbeleving van zelfstandig wonende senioren; ResCon: Haarlem, The Netherlands, 2007. [Google Scholar]

	



Milisen, K.; Geeraerts, A.; Dejaeger, E. Use of a fall prevention practice guideline for community-dwelling older persons at risk for falling: A feasibility study. Gerontology 2009, 55, 169–178. [Google Scholar] [CrossRef]

	



Chou, W.C.; Tinetti, M.E.; King, M.B.; Irwin, K.; Fortinsky, R.H. Perceptions of physicians on the barriers and facilitators to integrating fall risk evaluation and management into practice. J. Gen. Inte. Med. 2006, 21, 117–122. [Google Scholar] [CrossRef]

	



Koh, S.S.; Manias, E.; Hutchinson, A.M.; Donath, S.; Johnston, L. Nurses’ perceived barriers to the implementation of a Fall Prevention Clinical Practice Guideline in Singapore hospitals. BMC Health Serv. Res. 2008, 8, 105. [Google Scholar] [CrossRef]

	



Bunn, F.; Dickinson, A.; Barnett-Page, E.; McInnes, E.; Horton, K. A systematic review of older people’s perceptions of facilitators and barriers to participation in falls-prevention interventions. Ageing Soc. 2008, 28, 449–472. [Google Scholar] [CrossRef]

	



Yardley, L.; Kirby, S.; Ben-Shlomo, Y.; Gilbert, R.; Whitehead, S.; Todd, C. How likely are older people to take up different falls prevention activities? Prev. Med. 2008, 47, 554–558. [Google Scholar] [CrossRef] [PubMed]

	



Sibley, K.M.; Voth, J.; Munce, S.E.; Straus, S.E.; Jaglal, S.B. Chronic disease and falls in community-dwelling Canadians over 65 years old: A population-based study exploring associations with number and pattern of chronic conditions. BMC Geriatr. 2014, 14, 22. [Google Scholar] [CrossRef] [PubMed]

	



VeiligheidNL. Valanalyse Screeningstool Valrisico Voor De Eerstelijnszorg Fall Analysis, Fall Risk Screening Tool for Primary Care. Available online: https://intranet.onzehuisartsen.nl/file/download/default/A0990575496919D58AF03796C9263DFC/VNL-valanalyse-2017-ONLINE.pdf (accessed on 13 June 2017).

	



Peeters, G.; Deeg, D.; Elders, P.; Lips, P. Snelle inschatting van de kans op herhaald vallen bij ouderen. Huisarts Wet. 2012, 2011, 186–191. [Google Scholar] [CrossRef]

	



Van der Veen, R.; Kuiper, J.; Martens, M.; Hesseling, A. Screening op Valrisico (Factoren) van Thuiswonende Ouderen Screening of fall Risk (Factors) in Community Dwelling Older Adults; VeiligheidNL: Amsterdam, The Netherlands, 2017. [Google Scholar]

	



Saliba, D.; Elliott, M.; Rubenstein, L.Z.; Solomon, D.H.; Young, R.T.; Kamberg, C.J.; Roth, C.; MacLean, C.H.; Shekelle, P.G.; Sloss, E.M.; et al. The Vulnerable Elders Survey: A tool for identifying vulnerable older people in the community. J. Am. Geriatr. Soc. 2001, 49, 1691–1699. [Google Scholar] [CrossRef]

	



Peters, M.A.J.; Harmsen, M.; Laurant, M.G.H.; Wensing, M. Ruimte Voor Verandering? Knelpunten en Mogelijkheden voor Verbetering in de Patientenzorg. Room for change? Bottlenecks and Opportunities to Improve Patient Care; UMC St Radboud: Nijmegen, The Netherlands, 2003. [Google Scholar]

	



Ajzen, I. The theory of planned behavior. Organ. Behav. Hum. Decis. Process. 1991, 50, 179–211. [Google Scholar] [CrossRef]

	



Elskamp, A.B.; Hartholt, K.A.; Patka, P.; van Beeck, E.F.; van der Cammen, T.J. Why older people refuse to participate in falls prevention trials: A qualitative study. Exp. Gerontol. 2012, 47, 342–345. [Google Scholar] [CrossRef]

	



Carpenter, C.R.; Avidan, M.S.; Wildes, T.; Stark, S.; Fowler, S.A.; Lo, A.X. Predicting geriatric falls following an episode of emergency department care: A systematic review. Acad. Emerg. Med. 2014, 21, 1069–1082. [Google Scholar] [CrossRef]

	



Gaboreau, Y.; Imbert, P.; Jacquet, J.P.; Royer De Vericourt, G.; Couturier, P.; Gavazzi, G. Barriers to and promoters of screening for falls in elderly community-dwelling patients by general practitioners: A large cross-sectional survey in two areas of France. Arch. Gerontol. Geriatr. 2016, 65, 85–91. [Google Scholar] [CrossRef]

	



Baker, D.I.; King, M.B.; Fortinsky, R.H.; Graff, L.G.t.; Gottschalk, M.; Acampora, D.; Preston, J.; Brown, C.J.; Tinetti, M.E. Dissemination of an evidence-based multicomponent fall risk-assessment and -management strategy throughout a geographic area. J. Am. Geriatr. Soc. 2005, 53, 675–680. [Google Scholar] [CrossRef]

	



Flodgren, G.; Hall, A.M.; Goulding, L.; Eccles, M.P.; Grimshaw, J.M.; Leng, G.C.; Shepperd, S. Tools developed and disseminated by guideline producers to promote the uptake of their guidelines. Cochrane Database Syst. Rev. 2016. [Google Scholar] [CrossRef]

	



Laws, R.A.; Kemp, L.A.; Harris, M.F.; Davies, G.P.; Williams, A.M.; Eames-Brown, R. An exploration of how clinician attitudes and beliefs influence the implementation of lifestyle risk factor management in primary healthcare: A grounded theory study. Implement. Sci. IS 2009, 4, 66. [Google Scholar] [CrossRef] [PubMed]

	



Leeman, J.; Birken, S.A.; Powell, B.J.; Rohweder, C.; Shea, C.M. Beyond “implementation strategies”: Classifying the full range of strategies used in implementation science and practice. Implement. Sci. 2017, 12, 125. [Google Scholar] [CrossRef] [PubMed]

	



DeCorby-Watson, K.; Mensah, G.; Bergeron, K.; Abdi, S.; Rempel, B.; Manson, H. Effectiveness of capacity building interventions relevant to public health practice: A systematic review. BMC Public Health 2018, 18, 684. [Google Scholar] [CrossRef] [PubMed]








[image: Ijerph 17 01461 g001 550] 





Figure 1. Flowchart of fall risk screening and follow-up. Abbreviations: HCW = healthcare worker; T1 = first questionnaire for patients, which included sociodemographic characteristics and barriers and facilitators; T2 = second questionnaire for patients to assess perceptions about falls and fall prevention; B & F = barriers and facilitators questionnaire for healthcare workers. 
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Figure 2. Median and IQR of domains within patients and health care professionals: (a) Comparison of healthcare professionals and patients; (b) Comparison of chronic and acute care patients; (c) Comparison of healthcare professionals that were involved in the advice and that performed the screening. HCP=healthcare professional, GP=general practitioner, HCW=healthcare worker characteristic, TPB=Theory of planned behaviour characteristic. 
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Table 1. Social demographics and risk of fall between acute-care and chronic-care patients.
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Total (n = 103)

	
Chronic Care (n = 74)

	
Acute Care (n = 29)

	
X2

	
p-Value






	

	
N (%)

	
N (%)

	
N (%)

	

	




	
Age in years, median (IQR)

	
74.0 (71.0–77.0)

	
73.0 (71.0–77.0)

	
75.0 (72.5–78.0)

	
854.5

	
0.107




	
Gender

	

	

	

	
0.384

	
0.535




	
Female

	
27 (26.7)

	
18 (25.0)

	
9 (31.0)




	
Male

	
74 (73.3)

	
54 (75.0)

	
20 (69.0)




	
Ethnicity

	

	

	

	
0.341

	
0.559




	
Dutch

	
87 (89.7)

	
62 (88.6)

	
25 (92.6)




	
Other

	
10 (10.3)

	
8 (11.4)

	
2 (7.4)




	
Education level

	

	

	

	
0.963

	
0.618




	
Low

	
48 (51.6)

	
37 (54.4)

	
11 (44.0)




	
Intermediate

	
27 (29.0)

	
18 (26.5)

	
9 (36.0)




	
High

	
18 (19.4)

	
13 (19.1)

	
5 (20.0)




	
Living situation

	

	

	

	
4.637

	
0.098




	
Independent

	
84 (86.6)

	
62 (89.9)

	
22 (78.6)




	
Independent with care

	
11 (11.3)

	
5 (7.2)

	
6 (21.4)




	
Care institution

	
2 (2.1)

	
2 (2.9)

	
0 (0.0)




	
Living together

	

	

	

	
0.687

	
0.407




	
Yes

	
75 (76.5)

	
52 (74.3)

	
23 (82.1)




	
No

	
23 (23.5)

	
18 (25.7)

	
5 (17.9)




	
Housing type

	

	

	

	
1.113

	
0.573




	
Ground floor

	
10 (10.3)

	
8 (11.6)

	
2 (7.1)




	
House or flat with stairs

	
46 (47.4)

	
34 (49.3)

	
12 (42.9)




	
House or flat with elevator

	
41 (42.3)

	
27 (39.1)

	
14 (50.0)




	
Chronic conditions

	

	

	

	
3.198

	
0.074




	
At least one

	
81 (81.8)

	
55 (77.5)

	
26 (92.9)




	
None

	
18 (18.2)

	
16 (22.5)

	
2 (7.1)




	
Elevated fall risk

	

	

	

	
0.272

	
0.602




	
Yes

	
36 (35.0)

	
27 (36.5)

	
9 (31.0)




	
No

	
67 (65.0)

	
47 (63.5)

	
20 (69.0)




	
Fall risk questions (Yes)

	

	

	

	

	




	
Fallen in the past year

	
36 (35.0)

	
24 (32.4)

	
12 (41.4)

	
0.734

	
0.392




	
Fallen multiple times

	
16 (15.5)

	
14 (18.9)

	
2 (6.9)

	
2.295

	
0.13




	
Problems moving

	
48 (46.6)

	
37 (50.0)

	
11 (37.9)

	
1.22

	
0.269




	
Afraid of falling

	
20 (19.8)

	
16 (22.2)

	
4 (13.8)

	
0.925

	
0.336








A p-value of <0.05 was considered statistically significant.
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Table 2. Barriers and facilitators of chronic-care and acute-care patients considered in hospital fall risk screening.
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All Patients (n = 103)

	
Chronic Care (n = 74)

	
Acute Care (n = 29)

	
Chi-Square






	
Negative statements

	
Domain

	
agree

	
disagree

	
agree

	
disagree

	
agree

	
disagree

	
p-value




	
%

	
%

	
%

	
%

	
%

	
%




	
Skills: HCWs do not have the right skills for FRS.

	
HCW

	
16.5

	
44.7

	
18.9

	
39.2

	
10.3

	
58.6

	
0.190




	
Knowledge: HCWs do not have the right knowledge for FRS.

	
HCW

	
17.6

	
41.2

	
21.9

	
35.6

	
6.9

	
55.2

	
0.096




	
Health status: I do not appreciate it when people interfere with my health when I did not ask for it.

	
Patient

	
35.3

	
46.1

	
38.4

	
45.2

	
27.6

	
48.3

	
0.500




	
Ethnicity: Early detection of disease is not concordant with my culture/values.

	
Patient

	
11.0

	
76.0

	
8.3

	
79.2

	
17.9

	
67.9

	
0.359




	
Financial status: I am afraid FRS will cost me money.

	
Patient

	
19.0

	
58.0

	
22.5

	
57.7

	
10.3

	
58.6

	
0.252




	
Compatibility: I think FRS is executed at an inconvenient time.

	
Program

	
16.0

	
44.0

	
15.5

	
45.1

	
17.2

	
41.4

	
0.941




	
Attractiveness: I have negative expectations of FRS.

	
Program

	
11.9

	
59.4

	
12.5

	
59.7

	
10.3

	
58.6

	
0.922




	
Specificity, flexibility: I do not believe that FRS can detect fall risk at an early stage and prevent deterioration.

	
Program

	
33.3

	
32.4

	
34.2

	
31.5

	
31.0

	
34.5

	
0.941




	
Didactive benefit: Since I have been screened for fall risk, I am not going to prevent falling in a more active manner.

	
Program

	
28.2

	
30.1

	
25.7

	
29.7

	
34.5

	
31.0

	
0.578




	
Positive statements

	
Domain

	
agree

	
disagree

	
agree

	
disagree

	
agree

	
disagree

	
p-value




	
%

	
%

	
%

	
%

	
%

	
%




	
Specificity, flexibility: FRS belongs to the duties of nephrology/ED HCWs.

	
Program

	
48.0

	
16.7

	
42.5

	
19.2

	
62.1

	
10.3

	
0.191




	
Attractiveness: I expect to benefit from FRS.

	
Program

	
59.8

	
10.8

	
54.8

	
11.0

	
72.4

	
10.3

	
0.210




	
Time investment: I have enough time to be screened for fall risk.

	
Context

	
75.2

	
13.9

	
75.3

	
15.1

	
75.0

	
10.7

	
0.709




	
Supportive staff: There are enough staff at the nephrology/ED department to screen for fall risk.

	
Context

	
35.4

	
18.2

	
32.9

	
17.1

	
41.4

	
20.7

	
0.547




	
Facilities: The nephrology/ED department is an appropriate place for FRS.

	
Context

	
47.5

	
25.3

	
43.1

	
27.8

	
59.3

	
18.5

	
0.350




	
Group norms, socialization: People in my surroundings that are important to me would participate in FRS.

	
Context

	
40.6

	
15.8

	
36.1

	
13.9

	
51.7

	
20.7

	
0.121




	
Motivation to change: I feel a need to be screened for fall risk.

	
Patient

	
43.6

	
32.7

	
40.3

	
34.7

	
51.7

	
27.6

	
0.575




	
Motivation to change: Since I have been screened for fall risk, I am more aware of my risks of falling.

	
Patient

	
37.9

	
26.2

	
35.1

	
27.0

	
44.8

	
24.1

	
0.653








Bold = Facilitator for implementing the fall risk screening program. Italic = Indicates the subject of the statement. Domains are: HCW = healthcare worker characteristics; Patient = patient characteristics; Program = fall-prevention program characteristics; Context = context characteristics. Abbreviations used within statements: HCW = healthcare worker; FRS = fall risk screening; ED = emergency department. “Agree” means “agree” and “fully agree”. “Disagree” means “disagree” and “fully disagree”.
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Table 3. Barriers and facilitators of healthcare providers to implementing the fall screening program in older adults.
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Screening (n = 19)

	
Follow up Advice (n = 17)






	
Negative statements

	
Domain

	
agree

	
disagree

	
agree

	
disagree




	
%

	
%

	
%

	
%




	
Compatibility: The fall-prevention program does not fit into my ways of working at my practice.

	
Program

	
36.8

	
21.1

	
11.8

	
5.9




	
Time investment: Working to the fall-prevention program is too time consuming.

	
Program

	
36.8

	
36.8

	
11.8

	
35.3




	
Attitude, role perception: I have a general resistance to working according protocols.

	
HCW

	
78.9

	
5.3

	
52.9

	
0.0




	
Doubts about innovation: I think parts of the fall-prevention program are incorrect.

	
HCW

	
47.4

	
5.3

	
47.1

	
0.0




	
Lifestyle, working style: I have problems changing my old routines.

	
HCW

	
73.7

	
15.8

	
76.5

	
0.0




	
Education: It is difficult to give preventive care because I am not trained in giving preventive care.

	
HCW

	
42.1

	
21.1

	
17.6

	
47.1




	
Practice involvement: I did not thoroughly read nor remember the fall-prevention program.

	
HCW

	
78.9

	
10.5

	
52.9

	
17.6




	
Setup involvement: It is difficult to give preventive care because I have not been involved in setting up the preventive care.

	
HCW

	
31.6

	
47.4

	
5.9

	
64.7




	
Knowledge, motivation: I wish to know more about this fall-prevention program before I decide to apply it.

	
HCW

	
36.8

	
21.1

	
29.4

	
52.9




	
Ethnicity: It is difficult to give this preventive care to patients with a different cultural background.

	
Patient

	
31.6

	
57.9

	
11.8

	
41.2




	
Financial situation, economic status: It is difficult to give this preventive care to patients with a low socioeconomic status.

	
Patient

	
52.6

	
26.3

	
17.6

	
35.3




	
Number of patient contacts: It is difficult to give this preventive care to patients who rarely visit the clinic.

	
Patient

	
52.6

	
26.3

	
5.9

	
58.8




	
Health status: It is difficult to give this preventive care to patients who seem healthy.

	
Patient

	
47.4

	
26.3

	
5.9

	
58.8




	
Motivation to change: Patients do not cooperate in applying this fall-prevention program.

	
Patient

	
84.2

	
5.3

	
29.4

	
17.6




	
Group norms, socialization: Colleagues from my discipline do not cooperate in applying the fall-prevention program.

	
Context

	
36.8

	
15.8

	
47.1

	
11.8




	
Group norms, socialization: Colleagues from other disciplines do not cooperate in applying the fall-prevention program.

	
Context

	
21.1

	
21.1

	
17.6

	
5.9




	
Group norms, socialization: Managers/directors do not cooperate in applying the fall-prevention program.

	
Context

	
57.9

	
5.3

	
35.3

	
0.0




	
Reimbursement, insurance system: Working according to this fall-prevention program requires financial compensation.

	
Context

	
15.8

	
21.1

	
11.8

	
5.9




	
Opening hours of practice: It is difficult to give preventive care because the timing of the preventative care is awkward.

	
Context

	
36.8

	
26.3

	
11.8

	
41.2




	
Supportive staff: It is difficult to give preventive care if there are not enough supportive staff.

	
Context

	
26.3

	
42.1

	
11.8

	
76.5




	
Facilities: It is difficult to give preventive care if instruments needed are not available.

	
Context

	
63.2

	
15.8

	
5.9

	
41.2




	
Practice building: It is difficult to give preventive care if physical space is lacking (e.g., rooms).

	
Context

	
57.9

	
21.1

	
23.5

	
47.1




	
Attitude: This fall-prevention program is useless.

	
TPB

	
73.7

	
5.3

	
29.4

	
11.8




	
Attitude: This fall-prevention program is unwise.

	
TPB

	
68.4

	
0.0

	
35.3

	
0.0




	
Positive statements

	
Domain

	
agree

	
disagree

	
agree

	
disagree




	
%

	
%

	
%

	
%




	
Specificity, flexibility: This fall-prevention program leaves enough room for me to make my own conclusions.

	
Program

	
47.4

	
5.3

	
41.2

	
11.8




	
Specificity, flexibility: This fall-prevention program leaves enough room to weigh the wishes of the patient.

	
Program

	
47.4

	
5.3

	
47.1

	
5.9




	
Didactive benefit: This fall-prevention program is a good starting point for my self-study.

	
Program

	
15.8

	
21.1

	
47.1

	
29.4




	
Attractiveness: The layout of this fall-prevention program makes it handy for use.

	
Program

	
63.2

	
15.8

	
47.1

	
11.8




	
Attitude: This fall-prevention program is appropriate.

	
TPB

	
73.7

	
0.0

	
29.4

	
5.9




	
Attitude: This fall-prevention program important.

	
TPB

	
63.2

	
5.3

	
29.4

	
0.0




	
Subjective norm: Colleagues that I identify with would apply this fall-prevention program.

	
TPB

	
31.6

	
10.5

	
0.0

	
17.6




	
Perceived behavioral control: I believe that when I apply this fall-prevention program I can prevent falls.

	
TPB

	
21.1

	
15.8

	
52.9

	
5.9




	
Intention: I am willing to structurally apply this fall-prevention program to all my future patients aged 70 years and older.

	
TPB

	
36.8

	
21.1

	
5.9

	
23.5




	
Behavior: I have applied this fall-prevention program to patients in the past.

	
TPB

	
31.6

	
63.2

	
41.2

	
41.2








Bold is barrier or facilitator. Italic = Indicates the subject of the statement. Domains are: HCW = healthcare worker characteristics; Patient = patient characteristics; Program = fall-prevention program characteristics; Context = context characteristics; TPB = Theory of Planned Behavior.
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