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Abstract: Home safety is important for preventing injuries and accidents among older adults living
at home. Feeling safe at home is also essential for older adults’ well-being. Thus, this study aimed to
explore older adults’ perceptions of safety in their homes by examining their experiences, worries and
preventive measures in relation to a range of potential home-based health and safety hazards. The
study was a national cross-sectional telephone survey of 400 randomly selected adults over 70 years
of age living at home in ordinary housing in Sweden. Participants were asked for their experience
of, worry about, and preventive measures taken regarding fifteen home hazards. Data were also
collected on background variables including age, health, and cohabitation status. Falls and stab/cut
injuries were the most experienced hazards and worry was highest for burglary and falls, while
preventive measures were most common for fire and burglary. While older adults’ experience and
worry regarding home hazards were associated with preventive measures, these associations were
not strong and other factors were associated with preventive behaviour. Further identification of
the main determinants of older adults’ preventive behaviour can contribute to policy for effectively
reducing home accidents.

Keywords: home safety; preventive behaviour; national survey; older adults; +70 years of age;
self-reported health; neighbourhood; worry; community living; social support

1. Introduction
1.1. Importance of the Home

It is estimated that older adults aged 65 years or over make up a fifth of the Swedish
population but account for 7 out of 10 fatal accidents and 5 out of 10 people who need
care due to accidents [1,2]. These figures correspond to those of other OECD countries [3].
Many of these accidents occur in the older adults’ homes or close neighbourhoods [2].
Older adults often have complex health conditions such as sensory problems, stroke, and
dementia that can contribute to impaired functioning and thus they have an increased risk
of accidents and injuries [3,4]. Falls are the most common cause of injuries in the home
for older adults, but burns and corrosions, poisonings, and cuts or stab wounds are also
common [2,5]. Injuries and accidents can, in turn, lead to health problems and functional
limitations that result in loss of independence and even institutionalisation [6]. Many older
adults with poor health spend most of their time in their homes [7], making it essential
that the home is a safe environment. Research that explores older adults’ perceptions and
experiences of their home, including feelings of safety, occurrences of accidents and injuries,
and preventive measures against home hazards, can contribute to that goal.

The Swedish “kvarboende” residence principle encourages older adults to stay at
home for as long as possible [8]. “Aging in place” is a general term for similar policies in
many European countries, which focus on enabling older adults to live in their ordinary
homes rather than in special housing or institutions [9]. Aging in place can contribute
to a sense of identity by supporting independence and autonomy and through caring
relationships and meaningful roles in the places where people live. Research has shown
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that older adults often want to live in their own homes for as long as possible, even when
they experience frail health [10,11]. On the other hand, places in special housing in Sweden
were reduced by over 30% between 2001 and 2015 [12]. Thus, some older adults may
prefer to move to special housing but cannot due to the lack of provision. The aging in
place policy and the reduction in special housing have jointly contributed to an increasing
number of older adults living in their own homes to more advanced ages, often with the
help of home-based care and home adaptations [13].

1.2. Safety at Home

Feeling safe at home is essential for older adults’ well-being [2,14]. When an older
adult’s home can no longer provide safety and support, vulnerability can increase, and the
home can be perceived as a threat [2]. Schröder-Butterfill and Mariantis [15] proposed a
model for understanding vulnerability in older adults, in which their vulnerability is seen
as the outcome of an interaction of risks: the risk of being exposed to a threat, the risk of a
threat materialising, and the risk of lacking the defences or resources to deal with a threat.

The experience of feeling unsafe in the home can lead to stress, lower self-efficacy, a
perceived loss of control and lower health-related quality of life for the older adult [16].
While research on safety at home for older adults often focuses on accident and injury
prevalence [17], safety at home is more than just the absence of accidents. It is also about a
feeling of at-homeness in the neighbourhood, being able to maintain independence and, for
those in receipt of home care, being able to influence the service and trust staff [18]. When
older adults can make their own decisions about home care services or social interaction,
this can contribute to them feeling safe.

Different groups of researchers have conceptualised home safety in different ways. One
conceptualisation is that there are four components to safety at home for older adults: living
in a familiar place; having few and manageable fears; obtaining services when needed; and
learning and adapting knowledge about home safety [11]. Another group of researchers
have proposed four dimensions of home safety: physical (for example, medication, home
improvement, falls related to failing health and use of technology), social (relationships
on their own terms with other people), emotional and mental (having a secure feeling
at home and trustful relationships with homecare staff), and cognitive (issues relating to
declining cognitive functioning) [11]. Other work has placed older adults’ perceptions of
safety in three contexts: the home environment; the outdoor environment and traffic; and
the digital environment, and differentiates between perceptions of safety that are impacted
by intentional acts and negligence (for example, burglary and violence) and those impacted
by non-intentional acts (for example, accidents, making mistakes online) [19]. In our study,
we chose to operationalise safety in relation to older adults’ own perceptions of three key
aspects of their home environment: experience, worry, and prevention.

Older adults who take preventive measures towards hazards in the home can often
stay at home for longer [20]. Preventive measures in the home can improve more than one
safety dimension, including improved quality of life, independence in daily living, and
reduced fear of falling [21]. Applying Schröder-Butterfill and Mariantis’s [15] vulnerability
framework described above, various strategies can be proposed to reduce an older adult’s
feelings of vulnerability In the home via preventive measures. Taking the threat of water
damage in a room as an example, this can be reduced by shutting off the water supply to
the room (reduces the risk of being exposed to the threat), using high-quality fittings, pipes,
and mixers that are correctly mounted (reduces the risk that the threat is realised), and
using dense surface layers and a drain in the room (protects against a realised threat).

Preventive measures in the home can include kitchen modifications, home lighting,
and small-scale modifications such as installing bath grab rails [21]. They can also involve
more advanced technology, for example, various assistive products for daily life that
include digital technology, such as security alarms, surveillance via camera, sensors for
reminders, robots, and computer programs [22]. Technology for ageing at home has been



Int. J. Environ. Res. Public Health 2023, 20, 1458 3 of 14

developed over many years and often focuses on a healthy lifestyle, loneliness, safety and
distance care [23].

Many older adults accept the need for preventive measures, while others do not, which
can hinder safety at home [24]. While there is relatively little research on why a person
takes preventive measures towards hazards in their home, such behaviour can be placed in
the context of social cognition models that have been successfully used to predict a wide
spectrum of preventive health behaviours and health behaviour change [25]. A key general
theory that underpins several social cognition models is expectancy–value theory, in which
it is argued that people are motivated to perform a task if they believe they have the ability
(expectancy) and will benefit directly or indirectly (value) from doing so [26]. In the context
of home safety, expectancy-value theory would predict that an older adult will be highly
motivated to take preventive measures if they perceive themself at risk of experiencing a
particular hazard that would have severe consequences, while possible preventive actions
would be evaluated in terms of their potential personal benefits and costs. For example,
older adults can choose not to take preventive measures because of financial restrictions
or thriftiness [27]. If older adults own their house or not can also affect the availability
of preventive measures and their perceived safety; for example, older adults who own
their home report fewer hazards such as burglary [28]. Many older adults participate in
prevention programmes, for example for falls, which can raise awareness and intention to
take preventive measures [29,30]. However, there are also examples of when prevention
programmes can result in older adults perceiving their home as less safe [31].

1.3. Aim and Research Questions

Research on safety in the homes of older adults has often focused on a specific issue
or group, for example fall accidents or persons with dementia, and mainly explored the
carer’s perspective. There is a need for more knowledge about safety in the homes of older
adults based on their own perceptions and experiences. Such knowledge is necessary to
guide effective interventions to increase feelings of safety among older adults. Thus, this
study aimed to explore older adults’ perceptions of safety in their homes by examining
their experiences, worries, and preventive measures in relation to a range of potential
home-based hazards. The research questions were:

1. What home hazards have older adults experienced and taken measures to prevent?
2. How worried are older adults about home safety and specific home hazards?
3. To what extent are older adults’ worries about, experiences of, and preventive mea-

sures towards home hazards related to each other?
4. How are demographic, psychosocial, and health factors related to older adults’ expe-

riences of, worries about, and preventive measures towards home hazards?

2. Materials and Methods
2.1. Design

The study was a national cross-sectional questionnaire-based telephone survey of
older adults living at home in Sweden.

2.2. Sampling and Participants

Persons were eligible for the study if they were aged 70 years or older, lived in Sweden
in ordinary housing, and spoke Swedish. The age group was chosen in order to include
adults that have retired. Although the official retirement age in Sweden is 65 years, it is not
uncommon to work until 69 years of age. Potential participants were randomly selected
from a database created for this study based on the contact details of subscriber data from
databases of all phone operators in Sweden. Only individuals whose identities could be
verified through official data from the Swedish Tax Agency were included in the database.

The sample size calculation was based on the intention to estimate the prevalence of
experiences of hazards and the prevalence of taking measures to prevent hazards in the
Swedish population aged 70 and older within 10% of the true prevalence with a confidence
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level of 95% [32]. As the prevalence was unknown, it was assumed to be 50%, resulting in
the largest required sample size, i.e., 384 [33]. Given that there might be some non-response,
a sample size n = 400 was targeted in this survey.

Sampling from the database continued until the desired sample size was attained. In this
process, attempts were made to contact 2824 people, of whom 1466 could not be contacted or
were found to be ineligible upon contact. Of the remaining 1358 people who were contacted
and eligible, 784 declined (57.7%), 134 interviews were discontinued due to health/language
issues (9.9%), 40 interviews were only partially completed (2.9%), and 400 people participated
and provided complete interviews, corresponding to a response rate of 29.5%.

2.3. Materials

A questionnaire was developed according to an established process for questionnaire
development [34]. Development was in three phases: (1) design (item generation, design
of the survey); (2) revision (cognitive interviews with experts); and (3) adaptation (pilot
testing and audit). In the design phase, the development was guided by (a) core concepts
from a theoretical framework on vulnerability in older adults [15] and expectancy–value
theory, (b) a literature review on perceptions and experiences of safety at home among
older persons, (c) a random selection of injury claims (n = 163) from the Swedish insurance
company Länsförsäkringar, (d) existing questionnaires covering similar issues [35,36], and
(e) home hazards among older people in Sweden [2,35]. To avoid lengthy interviews, a pre-
liminary selection of the most common and severe hazards was limited to fifteen in number.
The first pool of items was reviewed and revised in an iterative process. In the revision
phase, ten experts on community-living older adults were recruited through the research
team’s networks and asked to comment on and rate the questionnaire items regarding their
relevance and comprehensibility. These ratings were used to assess the questionnaire’s
content validity by calculating a content validity index (CVI) [37]. Three questions with a
lower CVI score (under 0.90) for comprehensibility were revised. In the adaptation phase,
the questionnaire was pilot tested among two individuals recruited through the research
team’s networks who met the eligibility criteria for study participants [34]. They were
interviewed by phone using the developed questionnaire and asked to comment and rate
the questions’ relevance and comprehensibility. This did not lead to any further revision of
the items.

The final questionnaire consisted of 57 questions (see Supplementary Materials):
9 demographic and housing-related questions; 3 questions about the importance of feeling
safe in the home; and a question on each of experiences, worries about, and preventive
measures toward 15 different home hazards (thus, 45 separate questions).

2.4. Procedure

The survey was conducted in September 2021 by professional interviewers from a data
collection and management agency. Sampled individuals were sent written information
about the purpose of the study, how they had been identified as potential participants,
and confirmation that participation in the study was voluntary. Approximately one week
after receiving this information, these individuals were telephoned by the interviewers who
provided further details of the survey, answered any questions, and sought informed consent.
On consent, the interview began. The interviewers could discontinue the interviews on their
discretion or if the interviewee preferred to do so. The median interview time was 7 min 26 s.
The study was approved by the Swedish Ethical Review Authority (reg.no. 2021-01706).

2.5. Data Analysis

IBM SPSS v. 28 was used for all data analysis. Descriptive statistics were produced
for participants’ characteristics and responses to the questionnaire items, means and stan-
dard deviations for interval and scaled items, and number and percentages for discrete
and dichotomous items. Bivariate associations between items were analysed as follows:
Spearman’s rho was calculated for associations between interval and scaled items and asso-
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ciations between dichotomous and interval/scaled items; the phi coefficient was calculated
for associations between dichotomous variables. As per convention, a p-value below 0.05
was considered statistically significant. No adjustment was made for multiple testing, and
so the significance of each test result should be considered in the context of the obtained
effect size.

3. Results
3.1. Characteristics of the Participants

Table 1 presents participants’ demographic and background characteristics. The
sample was gender-balanced and participants had a mean age of 77.6 years. Nearly three-
quarters of the participants owned their house or apartment, while a majority co-habited.
Compared with co-habiting participants, higher proportions of those who lived alone lived
in rented accommodations and in apartments. Relatively few participants received home
care, required support for indoor mobility, or had experienced financial difficulties in the
previous 12 months. The average participant rated the frequency of receiving support when
needed as often; their general health as good; feeling unsafe at home as seldom; feeling
safe at home as very important; and feeling of safety in their neighbourhood as quite or
very safe.

Table 1. Participants’ background characteristics, n = 400.

Characteristic

Age Mean 77.6 (SD = 5.16; range 70–99)

Gender a Male 50.7%

Accommodation

Own house 57.5%
Rented house 1.5%

Own apartment 16.0%
Rented apartment 24.5%

Senior housing 0.5%

Living alone a Yes 39.8%

Home care a Yes 7.0%

Mobility indoors
No 0%

Yes, with support 6.0%
Yes, independently 94.0%

Financial difficulties a Yes 5.3%

Frequency of receiving support when needed
1 (never)–5 (always) Mean 4.29 (SD = 1.00)

General health1 (very poor)–5 (very good) Mean 4.16 (SD = 0.79)

Unsafe at home
1 (never)–5 (always) Mean 1.43 (SD = 0.73)

Importance of safety at home
1 (not at all important)–5 (essential) Mean 4.10 (SD = 0.68)

Unsafe or safe in neighbourhood 1 (very
unsafe)–4 (very safe) Mean 3.53 (SD = 0.58)

Note: a For dichotomous variables, response percentage is shown for only one category. Due to non-response,
living alone n = 399; economic difficulties n = 399; frequency of receiving support when needed n = 397; general
health n = 399; unsafe at home n = 399; safe or unsafe in neighbourhood n = 399.

3.2. Experiences of, Worries about, and Preventive Measures towards Hazards

Table 2 shows that the prevalence of experiencing home hazards ranged from 2.0%
to 24.5% across 15 hazards. The mean level of worry across the 15 hazards ranged from
M = 1.58 to M = 2.53, while the prevalence of preventive measures ranged from 11.1% to
85.0%. The table also presents the sample-level rank order of the hazards by prevalence
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of experience, mean level of worry, and prevalence of preventive measures. Fall or slip
accident was the most commonly experienced hazard, worry was highest for burglary, and
fire was the hazard that most participants had taken preventive measures towards.

Table 2. Participants’ experience of, worry about, and preventive measures taken towards 15 home
hazards.

Hazard Experience
Yes % Rank a Worry b

M (SD)
Ranka Prevention

Yes % Rank a

Fall or slip accident 24.5% 1 2.48 (1.18) 2 42.9% 4

Stab or cut injury 22.3% 2 1.93 (1.01) 8 17.8% 10

Impact injury 17.0% 3 2.00 (1.06) 7 17.1% 11

Burglary 16.3% 4 2.53 (1.25) 1 61.8% 2

Theft without burglary 12.8% 5 2.16 (1.18) 6 33.1% 7

Burns and corrosions 11.8% 6 1.86 (1.02) 10 21.6% 9

Crush injury 11.3% 7 1.69 (0.91) 14 11.6% 14

Fire 9.8% 8 2.24 (1.19) 5 85.0% 1

Infectious diseases 9.5% 9 2.32 (1.35) 4 42.4% 5

Fraud 8.5% 10 2.39 (1.30) 3 33.3% 6

Threats or harassment 7.0% 11 1.85 (1.13) 11 11.1% 15

Drug-induced injury 6.0% 12 1.75 (1.01) 13 24.6% 8

Electrical accident 3.0% 13 1.87 (1.14) 9 50.9% 3

Poisoning 2.0% 14 1.58 (1.03) 15 14.4% 12

Violence or abuse 2.0% 15 1.79 (1.16) 12 13.4% 13
Note: a Rank refers to the rank order of hazards at the sample level in terms of the prevalence of experience, the
prevalence of preventive measures, and the mean level of worry. b Measured on a 5-point scale: 1 = not at all
worried, 5 = very worried. For experience of hazards, due to non-response n ranges from 398 to 400; for worry
about hazards n ranges from 398 to 400; for prevention of hazards n ranges from 395 to 400.

Figure 1 illustrates relationships between the sample-level rank order of the hazards
by prevalence of experience, prevalence of prevention, and mean level of worry. The
overall pattern is for the largest discrepancies in the hazard rank orders to be between
those for experience and prevention, with the smallest discrepancies between worry and
prevention, and a moderate level of discrepancies between worry and experience. Stab
or cut injury and impact injury had high rankings in experience but lower rankings in
worry and preventive measures. Crush injuries had a high ranking in experience, but a
low ranking in prevention. The hazards fire and electrical accidents had low rankings
in experience but higher rankings in worry and prevention. Fraud had low rankings in
experience and preventive measures but a higher rank in worry. The hazards burglary and
fall or slip accident ranked high on all three safety aspects.

The associations between experience, worry, and preventive measures for all hazards
are shown in Table 3. Most bivariate associations between hazard experience and preven-
tive measures were significant, with the coefficients ranging in size from 0.11 for burn or
corrosion injury to 0.27 for both infectious disease and drug-induced injury. The associa-
tions were non-significant for four hazards: fire, electrical accident, poisoning and crush
injury. Most bivariate associations between hazard experience and worry were significant,
with the coefficients ranging in size from 0.05 for poisoning to 0.29 for stab or cut injury.
The associations were non-significant for four hazards: fire, electrical accident, poisoning
and violence or abuse. Most bivariate associations between hazard worry and preventive
measures were also significant, with the coefficients ranging in size from 0.11 for burn
or corrosion injury and 0.30 for burglary. The associations were non-significant for two
hazards: fire and crush injury.
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Figure 1. Illustration of the relationships between the sample-level rank order of 15 hazards by
prevalence of experience, prevalence of prevention and mean level of worry.

Table 3. Associations between experience, worry and preventive measures for 15 hazards.

Association: Experience and Preventive
Measures (ϕ)

Experience and Worry (rs) Worry and Preventive
Measures (rs)Hazard

Fire 0.09 0.06 0.07
Electrical accident 0.03 0.07 0.13 *

Fall or slip 0.21 ** 0.28 ** 0.16 **
Impact injury 0.15 ** 0.21 ** 0.18 **
Crush injury 0.09 0.18 ** 0.07

Stab or cut injury 0.16 ** 0.29 ** 0.13 *
Burn or corrosion injury 0.11 * 0.19 ** 0.11 *

Infectious disease 0.27 ** 0.20 ** 0.29 **
Drug-induced injury 0.27 ** 0.16 ** 0.14 **

Burglary 0.24 ** 0.24 ** 0.30 **
Theft without burglary 0.21 ** 0.18 ** 0.29 **

Fraud 0.24 ** 0.28 ** 0.28 **
Threat or harassment 0.19 ** 0.28 ** 0.17 **

Violence or abuse 0.21 ** 0.08 0.17 **
Poisoning 0.09 0.05 0.14 **

Note: *: p < 0.05; **: p < 0.01. Due to non-response, n for associations between experience and preventive measures
ranges from 394 to 400; for associations between experience and worry from 396 to 400; for worry and preventive
measures from 394 to 400.
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3.3. Demographic- and Housing-Related Factors Associated with Prevalence of Experience, Worry
about, and Preventive Measures towards Hazards

Table 4 shows the associations between selected demographic and background vari-
ables and participants’ experiences of each hazard. Considering the significant positive
associations for all demographic and background variables, higher age was associated
with experience of a fall or slip accident. Feeling more unsafe at home was associated with
experience of 7 of the 15 hazards (range rs = 0.11–0.26). Living alone was associated with
experience of fraud. Higher frequency of receiving support when needed was associated
with experience of crush injury and stab or cut injury. Considering the significant negative
associations, higher age was associated with no experience of fire and threat or harassment.
Feeling more safe in the neighbourhood was associated with no experience of threat or
harassment and violence or abuse. Living alone was associated with no experience of
burglary. Better general health was associated with no experience of fall or slip injury, drug
induced injury, and fraud. Female gender was associated with no experience of an electrical
accident (ϕ = −0.14; not shown in table). Importance of safety at home had no significant
associations with experience of any hazard.

Table 4 also shows the association by hazard between selected demographic and
background variables and participants’ level of worry. Considering the significant asso-
ciations for all demographic and background variables, higher age was associated with
more worry about falls and impact injury. Higher frequency of feeling unsafe at home was
associated with more worry about all hazards (range rs = 0.10–0.31); higher frequency of
feeling safe in the neighbourhood was associated with less worry about all hazards (range
rs = −0.12–−0.23) except fire and fraud. Higher frequency of accessing support when
needed (not shown in table) was associated with less worry about burglary (rs = −0.12)
and violence/abuse (rs = −0.10); while better general health was associated with less worry
about all hazards (range rs =−0.11–−0.25) except fire. Gender, importance of safety at home,
and living alone had no significant associations with level of worry about any hazard.

Table 4 also shows the association by hazard between selected demographic and
background variables and preventive measures taken by participants. Considering the
significant positive associations for all demographic and background variables, higher
age was associated with preventive measures against falls. Higher frequency of feeling
unsafe at home was associated with preventive measures against drug-induced injury,
burglary, theft, fraud, and violence/abuse; having better general health was associated
with taking preventive measures against fire and electrical accidents, while higher frequency
of receiving support when needed was associated with taking preventive measures against
electrical accidents (rs = 0.11; not shown in table) and greater importance of home safety
was associated with preventive measures against fraud (rs = 0.10; not shown in table).
Considering the significant negative associations, higher age was associated with not taking
preventive measures against fire and electrical accidents. Living alone was associated with
not taking preventive measures for nine out of the fifteen hazards (range ϕ = −0.10–−0.20).
Having better general health was associated with not taking preventive measures against
falls. Gender and feeling safe in the neighbourhood had no significant associations with
taking preventive measures towards any hazard.
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Table 4. Associations between demographic and background variables with experience, worry, and
preventive measures for 15 hazards.

Hazard Age Unsafe at Home a Unsafe or Safe in
Neighbourhood b Living Alone General Health c

Experience Fire −0.12 * 0.06 −0.01 −0.02 −0.01
Electrical accident 0 −0.06 0.1 −0.02 0.02

Fall or slip 0.14 ** 0.12 * −0.02 0.03 −0.16 **
Impact injury −0.02 0.10 * −0.05 −0.08 −0.03
Crush injury 0.02 0.14 ** −0.08 −0.02 0.02

Stab or cut injury −0.08 0.08 0.07 −0.04 0.05
Burn or corrosion injury −0.09 0.04 −0.06 −0.04 0.03

Infectious disease 0.06 0.008 0.05 −0.09 −0.09
Poisoning 0.09 0.02 −0.02 0.07 −0.06

Drug induced injury 0.08 0.07 −0.03 0.08 −0.15 **
Burglary −0.06 0.14 ** −0.05 −0.11 * −0.08

Theft without burglary −0.004 0.07 −0.04 −0.05 −0.07
Fraud 0.02 0.11 * −0.07 0.10 * −0.13 *

Threat or harassment −0.11 * 0.26 ** −0.11 * 0.04 −0.04
Violence or abuse 0.01 0.12 * −0.10 * 0.03 −0.02

Worry Fire −0.02 0.12 * −0.10 −0.04 −0.04
Electrical accident 0.04 0.15 ** −0.13 * −0.01 −0.11 *

Fall or slip 0.15 ** 0.21 ** −0.14 ** 0.05 −0.25 **
Impact injury 0.12 * 0.16 ** −0.20 ** −0.04 −0.21 **
Crush injury 0.08 0.18 ** −0.13 * 0.004 −0.15 **

Stab or cut injury 0.1 0.14 ** −0.14 ** 0.03 −0.16 **
Burn or corrosion injury 0.1 0.14** −0.19** 0.006 −0.19**

Infectious disease 0.06 0.14 ** −0.13 * 0.01 −0.15 **
Poisoning 0.05 0.10 * −0.12 * 0.04 −0.15 **

Drug induced injury 0.07 0.17 ** −0.14 ** 0.04 −0.23 **
Burglary −0.02 0.24 ** −0.23 ** −0.06 −0.16 **

Theft without burglary 0.01 0.20 ** −0.15 ** −0.10 −0.13 **
Fraud −0.05 0.15 ** −0.10 −0.07 −0.12 *

Threat or harassment −0.002 0.30 ** −0.21 ** −0.01 −0.12 *
Violence or abuse 0.04 0.25 ** −0.20 ** −0.03 −0.13 *

Preventive measures Fire −0.13 * 0.07 0.04 −0.12 * 0.10 *
Electrical accident −0.16 ** 0.03 0.05 −0.20 ** 0.11 *

Fall or slip 0.16 ** 0.02 0.04 −0.05 −0.12 *
Impact injury 0.08 −0.04 0.05 −0.12 * 0.004
Crush injury 0.06 −0.002 0.04 −0.10 * −0.01

Stab or cut injury 0.03 0.03 0.03 −0.04 −0.04
Burn or corrosion injury 0.05 0.06 −0.02 −0.11 * −0.03

Infectious disease 0.06 0.07 −0.04 −0.07 −0.03
Poisoning −0.09 0 0.02 −0.13 * 0.07

Drug induced injury 0.01 0.11 * 0.01 −0.05 −0.06
Burglary −0.05 0.14 ** −0.03 −0.14 ** 0.01

Theft without burglary −0.03 0.18 ** 0.01 −0.18 ** 0.01
Fraud −0.11 * 0.13 * −0.03 −0.14 ** −0.06

Threat or harassment 0.08 0.06 −0.06 −0.09 0.02
Violence or abuse −0.003 0.12 * −0.07 −0.03 −0.01

*: p < 0.05; **: p < 0.01; a measured on a 5-point scale: 1 = never, 5 = always; b measured on a 4-point scale: 1 = very
unsafe, 4 = very safe; c measured on a 5-point scale: 1 = very poor, 5 = very good.

4. Discussion
4.1. Summary of the Findings

This study aimed to explore older adults’ perceptions of safety in their homes, focusing
on their experiences, worries, and preventive measures in relation to a range of home-based
safety hazards. None of the fifteen hazards had been experienced by more than a quarter of
the participants, with the majority experienced by less than one in ten. Preventive measures
had been taken by more than a third of the participants for only six of the studied hazards.
While participants on average saw safety in the home as important, they had low levels of
worry about their safety in the home and in their neighbourhood. Their levels of worry were
relatively low for all hazards, being “very little” to “slightly” worried for seven, with worry
highest for falls and burglary. Most of the associations examined between participants’
experience, worry, and preventive measures for the studied hazards were significant,
albeit all were weak to moderate in strength. Fire was the only hazard for which there
were no associations between experience, worry, and prevention. Some background and
demographic characteristics were consistently associated with participants’ perceptions
of home hazards. Most notably, these included feelings of safety in the home and in
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the neighbourhood, but also self-reported health, age, and, particularly for preventive
measures, cohabitation status.

4.2. Perceptions of Safety

The prevalence for experiencing hazards in our sample followed a pattern comparable
to that found in the available statistics for hazards experienced by Swedish older adults [2].
Comparative international studies on the experience of home hazards are very rare, with
most research conducted on a national or regional level. While both theory and some
empirical findings suggest that experiencing a hazard is related to higher levels of worry
about that hazard, other studies have produced findings similar to ours, i.e., that older
adults can be worried about certain hazards without ever having experienced them [35].
This suggests that older adult’s worry about home hazards is at least partly influenced by
other factors than their direct experience, for example if there is a lot of media coverage
concerning that hazard. This is one potential explanation for why infectious disease and
fraud were respectively the ninth and tenth-ranked hazards for experience, but the fourth
and third-ranked hazards for worry. Another possible explanation for the low level of
association between experience and worry is that the experience of some hazards can reduce
worry about them, either because the experience is not as negative as was anticipated,
or because the experience initiates coping responses, such as acquiring and deploying
preventive measures.

We found several factors to be associated with participants’ experiences of and worries
about hazards, and some of these have also been found to be important in other studies.
For example, feeling at home in the immediate neighbourhood [18] and health status [16]
have been found to be associated with feelings of safety at home for older adults. Many
older adults want to continue living in their own homes as they age [11,38], and the sense
of familiarity associated with living in a dwelling and environment for a long time is likely
linked to feeling safer [39]. Research has also shown an association between access to and
quality of support and feelings of safety [18,38], which is reflected in our study where the
frequency of receiving support when needed was associated with the experience of and
worry about some hazards.

4.3. Preventive Measures

Some social cognition models [25] predict that an older adult’s worry about a hazard
should be associated with taking preventive measures against that hazard in their home.
Our findings indicate that while experience and level of worry are associated with pre-
ventive measures, other factors are also important, including feelings of safety at home,
age, health, and cohabitation status. The complexity of hazard-preventing behaviour is
also confirmed by other studies, which have found that a variety of factors are potentially
involved [24,27–30,40], such as the awareness and acceptance of the need for prevention,
the availability of preventive measures, perception of potential benefits (some measures
prevent exposure and some minimise damages), and the ability to take measures due to,
e.g., age, financial situation, or ownership of one’s home.

A further reason for the lack of association between experience, worry, and preventive
measures could be normative pressure to take preventive action with respect to particular
hazards. Where preventive measures are also relatively low cost and available, this may
result in most people taking such measures for, e.g., fire and burglary. As such, the lack
of variation in prevention of these hazards would restrict the potential for co-variation
with experience and worry. One study [41] found that for adults in general, having
experienced fire in the home or having an interest in fire prevention did indeed increase
the probability of taking preventive measures against fire, while another study [42] found
that the determinants of older adults’ preventive behaviour against fire are risk perception,
self-efficacy, habits, and perceived barriers such as physical disabilities. The study also
found that older adults perceive the risk of home fires as low and are confident in their
abilities to act in case of a fire.
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Preventive measures in the home have been shown to result in improvements in quality
of life and independence in daily living as well as reduced fear of falling [21]. However, there
are also examples of where making the issue of hazards and their prevention salient can result
in older adults perceiving their home as less safe [31]. There are challenges when adapting
an older person’s own home in order to make it a safer environment. Preventive measures
vary in their acceptability to and usability by older adults, while introducing a preventive
measure into the home environment can have the unintended effect of making it feel less
“homelike” to the occupant. Advances in technology have the potential to make preventive
measures less invasive and more effective and, through the use of co-design strategies, more
acceptable and usable among older adults, although more research is needed [43].

Older adults living alone are an especially important group to consider in prevention
initiatives, as our results suggest that they are less likely to take preventive measures than
co-habitant older adults, perhaps partly due to lower motivation to act only for oneself.
There could also be differences in the types of living accommodation commonly used by
these two groups, for example, if those living alone are more likely to live in flats or rented
accommodation where there could be fewer possibilities to make alterations, or where
landlords have the responsibility for taking preventive measures. One study found that
living alone and feelings of safety were associated, but living alone was not always seen as
a problem by the older person if they considered everything else in their home environment
to be adequate [44].

Taken together, our findings reinforce how important it is that policies intended to
increase home safety and the uptake of preventive measures need to be targeted and
take account of the heterogeneity in the older population and their living conditions. To
better understand the causal connections between older adults’ experiences, worry, and
preventive measures relating to home hazards, longitudinal studies are required. Future
studies need to target specific groups of older adults that are under-represented in research,
for example those in poorer health, in reduced social circumstances, or of minority ethnicity,
while in-depth studies using qualitative strategies are needed to provide a richer, more
detailed understanding of older adults’ thoughts and feelings on home safety.

4.4. Strengths and Limitations

A major strength of this study is its sampling frame. By using national databases,
participants were recruited nationally, providing a sample that was broadly representative
in terms of the geographical distribution of the Swedish population. The response rate
was 29.5%, which is similar to other telephone-based surveys [45], and our sample largely
corresponds to what would be expected for older adults within this age range in Sweden
on most of the demographic and background characteristics assessed [1,36]. The exceptions
were that our sample was healthier and had a lower level of home care use compared to the
population [1,2]. This could be because frailer older adults did not want to participate or
were not able to participate because of health, cognitive impairment, or language difficulties.
Postal and online surveys often have a poor response from frail older adults [46], hence
our use of telephone interviews. However, those older adults highly concerned about
the risk of fraud or with high levels of general anxiety might have been suspicious of the
survey and chose not to participate, despite being informed of the study in advance and
our use of experienced professional interviewers. Another strength of this study is that it
explores home safety from older adults’ own perspective in relation to a broad range of
home hazards. Other studies of home safety have tended to focus on one type of hazard
and use family or formal carers as the main source of data [11].

The choice of a cross-sectional study design has limitations, as we cannot infer causal
relationships between experience, worry, and preventive measures nor establish a sequence
of events, e.g., we do not know when the older adult had an experience of a hazard and if
that experience preceded or followed taking preventive measures. Our finding that some
of the hazards were experienced by few participants while worry about most hazards was
positively skewed may partly explain the relatively weak associations between experiences,
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worry, and preventive measures. It should be noted that our rankings of hazards by level of
experience, worry, and prevention were at the group level. We did not ask participants to
rank the hazards, and such individual-level ranking might have produced different results.
Finally, the COVID-19 pandemic was ongoing during data collection, and this might also
have influenced our results in ways difficult to determine.

5. Conclusions

For a range of home hazards, taking preventive measures is consistently associated
with older adults’ experience of and worry about the hazards. However, while consistent,
these associations are not strong. Other factors, such as age, feelings of safety, access to
support, health and cohabitation status, are all related to taking preventive measures against
specific hazards in the home. Thus, the adoption of, for example, technological solutions for
home hazards by older adults will likely be influenced by many factors. Policymakers and
developers of new preventive measures will need to maintain a broad perspective if their
efforts are to be effective and ensure that policies and preventive measures are appropriately
targeted, acceptable to the user, and user-friendly. The use of co-design strategies when
adapting home environments to make them safer when developing solutions for home
hazards is recommended.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/ijerph20021458/s1, Questionnaire.

Author Contributions: Conceptualization, E.M., K.J.M., M.E. and J.B.; methodology, E.M., K.J.M.,
M.E. and J.B.; validation, E.M., K.J.M., M.E. and J.B.; formal analysis, E.M., K.J.M., M.E. and J.B.;
investigation, E.M., K.J.M., M.E. and J.B.; resources, E.M., K.J.M., M.E. and J.B.; data curation, K.J.M.;
writing—original draft preparation, E.M., K.J.M., M.E. and J.B.; writing—review and editing, E.M.,
K.J.M., M.E. and J.B.; visualization, E.M., K.J.M., M.E. and J.B.; supervision, K.J.M., M.E. and J.B.;
project administration, J.B.; funding acquisition, K.J.M., M.E. and J.B. All authors have read and
agreed to the published version of the manuscript.

Funding: This research was funded by Länsförsäkringsgruppens Forsknings- & Utvecklingsfond,
grant number P3/19.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Swedish Ethical Review Authority (reg.no. 2021-01706, approved 30
June 2021).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to restrictions in accordance with the
Swedish Public Access to Information and Secrecy Act (2009:400).

Acknowledgments: E.M’s learning process is supported by the Swedish National Graduate School
for Competitive Science on Ageing and Health (SWEAH).

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript; or
in the decision to publish the results.

References
1. SCB. Statistics Sweden. After Age 60. A Description of Older People in Sweden Demographic Reports 2022:2; SCB: Solna, Sweden, 2022.
2. MSB. Skador bland Äldre; Myndigheten för Samhällskydd och Beredskap: Karlstad, Sweden, 2014.
3. OECD; European Union. A Good Life in Old Age?: Monitoring and Improving Quality in Long-Term Care; OECD Publishing Paris:

Paris, France, 2013.
4. WHO. Good Health Adds Life to Years: Global Brief for World Health Day 2012; WHO: Geneva, Switzerland, 2012.
5. Martín-Espinosa, N.M.; Píriz-Campos, R.M.; Cordeiro, R.; Verdjo, C. Safety in the elderly: Home accidents. Rev. Enferm. 2016, 39,

62–67. [PubMed]
6. Akhter, M.; Levinson, R. Eliminating Health Disparities Associated With Long-Term Care to Promote Graceful Aging in Place.

Care Manag. J. 2003, 4, 88–93. [PubMed]

https://www.mdpi.com/article/10.3390/ijerph20021458/s1
https://www.mdpi.com/article/10.3390/ijerph20021458/s1
http://www.ncbi.nlm.nih.gov/pubmed/27405149
http://www.ncbi.nlm.nih.gov/pubmed/14655326


Int. J. Environ. Res. Public Health 2023, 20, 1458 13 of 14

7. Sixsmith, J.; Sixsmith, A.; Fänge, A.M.; Naumann, D.; Kucsera, C.; Tomsone, S.; Haak, M.; Dahlin-Ivanoff, S.; Woolrych, R. Healthy
ageing and home: The perspectives of very old people in five European countries. Soc. Sci. Med. 2014, 106, 1–9. [CrossRef]

8. Regeringen. Nationell Handlingsplan för Äldrepolitiken Regeringens Proposition 1997/98:113; Regeringen: Stockholm, Sweden, 1998.
9. McKee, K.J.; Kostela, J.; Dahlberg, L. Five years from now: Correlates of older people′s expectation of future quality of life. Res.

Aging 2015, 37, 18–40. [CrossRef]
10. Tang, F.; Pickard, J.G. Aging in Place or Relocation: Perceived Awareness of Community-Based Long-Term Care and Services.

J. Hous. Elder. 2008, 22, 404–422. [CrossRef]
11. Kivimaki, T.; Stolt, M.; Charalambous, A.; Suhonen, R. Safety of older people at home: An integrative literature review. Int.

J. Older People Nurs 2020, 15, e12285. [CrossRef]
12. Socialstyrelsen. Statistik om Särskilt Boende; Socialstyrelsen, Avdelningen för Utvärdering Och Analys: Stockholm, Sweden, 2016.
13. Genet, N.; Boerma, W.G.; Kringos, D.S.; Bouman, A.; Francke, A.L.; Fagerström, C.; Melchiorre, M.G.; Greco, C.; Devillé, W. Home

care in Europe: A systematic literature review. BMC Health Serv. Res. 2011, 11, 207. [CrossRef]
14. Dahlin-Ivanoff, S.; Haak, M.; Fänge, A.; Iwarsson, S. The multiple meaning of home as experienced by very old Swedish people.

Scand. J. Occup. Ther. 2007, 14, 25–32. [CrossRef]
15. Schröder-Butterfill, E.; Marianti, R. A framework for understanding old-age vulnerabilities. Ageing Soc. 2006, 26, 9–35. [CrossRef]
16. Milberg, A.; Friedrichsen, M.; Jakobsson, M.; Nilsson, E.-C.; Niskala, B.; Olsson, M.; Wåhlberg, R.; Krevers, B. Patients’ Sense of

Security During Palliative Care—What Are the Influencing Factors? J. Pain Symptom Manag. 2014, 48, 45–55. [CrossRef]
17. Barstow, B.A.; Bennett, D.K.; Vogtle, L.K. Perspectives on Home Safety: Do Home Safety Assessments Address the Concerns of

Clients With Vision Loss? Am. J. Occup. Ther. 2011, 65, 635–642. [CrossRef] [PubMed]
18. Silverglow, A.; Liden, E.; Berglund, H.; Johansson, L.; Wijk, H. What constitutes feeling safe at home? A qualitative interview study

with frail older people receiving home care. Nurs. Open 2021, 8, 191–199. [CrossRef] [PubMed]
19. Van Hoof, J.; Dikken, J.; van Staalduinen, W.H.; van der Pas, S.; van den Hoven, R.F.M.; Hulsebosch-Janssen, L.M.T. Towards a

Better Understanding of the Sense of Safety and Security of Community-Dwelling Older Adults. The Case of the Age-Friendly
City of The Hague. Int. J. Environ. Res. Public Health 2022, 19, 3960. [CrossRef] [PubMed]

20. Wyman, J.F.; Croghan, C.F.; Nachreiner, N.M.; Gross, C.R.; Stock, H.H.; Talley, K.; Monigold, M. Effectiveness of Education and
Individualized Counseling in Reducing Environmental Hazards in the Homes of Community-Dwelling Older Women. J. Am.
Geriatr. Soc. 2007, 55, 1548–1556. [CrossRef]

21. Golding-Day, M.; Whitehead, P. Bathing adaptations in the homes of older adults and their carers (BATH-OUT): A qualitative
extended follow-up study with concurrent nested outcome assessments. BMJ Open 2020, 10, e035701. [CrossRef]

22. Socialstyrelsen. E-Hälsa och Välfärdsteknik i Kommunerna 2020. Uppföljning av Utvecklingen inom E-Hälsa och Välfärdsteknik i
Kommunerna; Socialstyrelsen, Avdelningen för utvärdering och analys: Stockholm, Sweden, 2020.

23. Pereira, L.; Dias, A.; Queirós, A.; Rocha, N.P. Technologies for Ageing in Place: A Systematic Review of Reviews and Meta-Analyses;
Springer International Publishing: Cham, Switzerland, 2018; pp. 331–353.

24. Bamgbade, S.; Dearmon, V. Fall Prevention for Older Adults Receiving Home Healthcare. Home Healthc. Now 2016, 34, 68–75.
[CrossRef] [PubMed]

25. Armitage, C.J.; Conner, M. Social cognition models and health behaviour: A structured review. Psychol. Health 2000, 15, 173–189.
[CrossRef]

26. Eccles, J.S.; Wigfield, A. Motivational Beliefs, Values, and Goals. Annu. Rev. Psychol. 2002, 53, 109–132. [CrossRef]
27. Bakker, R.; Iofel, Y.; Lachs, M.S. Lighting Levels in the Dwellings of Homebound Older Adults. J. Hous. Elder. 2004, 18, 17–27.

[CrossRef]
28. Lee, H.C.; Lee, A.H.; Clinton, M.; Zhang, G.; Fraser, M.L. Protecting Older People From Burglary: Prevalence of Security Devices

in the Homes of Older Adults in Perth, Western Australia. J. Hous. Elder. 2008, 22, 335–347. [CrossRef]
29. Russell, K.; Taing, D.; Roy, J. Measurement of Fall Prevention Awareness and Behaviours among Older Adults at Home. Can.

J. Aging 2017, 36, 522–535. [CrossRef]
30. Khong, L.A.M.; Berlach, R.G.; Hill, K.D.; Hill, A.-M. Can peer education improve beliefs, knowledge, motivation and intention to

engage in falls prevention amongst community-dwelling older adults? Eur. J. Ageing 2017, 14, 243–255. [CrossRef] [PubMed]
31. Tiefenbachová, P.; Zeleníková, R. The effect of educational intervention by nurses on home environmental risk factors for falls.

Cent. Eur. J. Nurs. Midwifery 2019, 10, 1019–1025. [CrossRef]
32. Krejcie, R.V.; Morgan, D.W. Determining Sample Size for Research Activities. Educ. Psychol. Meas. 1970, 30, 607–610. [CrossRef]
33. Lwanga, S.K.; Lemeshow, S.; World Health Oranization. Sample Size Determination in Health Studies: A Practical Manual; WHO:

Geneva, Switzerland, 1991.
34. Polit, D.F.; Beck, C.T. Nursing Research: Generating and Assessing Evidence for Nursing Practice; Wolters Kluwer: Philadelphia, PA,

USA, 2021.
35. MSB. Tryggare Kan Ingen . . . ? Svenskarnas Uppfattning om Trygghet och Säkerhet; Myndigheten för Samhällskydd och Beredskap:

Karlstad, Sweden, 2011.
36. Lennartsson, C.; Agahi, N.; Hols-Salen, L.; Kelfve, S.; Kareholt, I.; Lundberg, O.; Parker, M.G.; Thorslund, M. Data Resource

Profile: The Swedish Panel Study of Living Conditions of the Oldest Old (SWEOLD). Int. J. Epidemiol. 2014, 43, 731–738. [CrossRef]
37. Polit, D.F.; Beck, C.T.; Owen, S.V. Is the CVI an acceptable indicator of content validity? Appraisal and recommendations. Res.

Nurs. Health 2007, 30, 459–467. [CrossRef]

http://doi.org/10.1016/j.socscimed.2014.01.006
http://doi.org/10.1177/0164027513520329
http://doi.org/10.1080/02763890802458429
http://doi.org/10.1111/opn.12285
http://doi.org/10.1186/1472-6963-11-207
http://doi.org/10.1080/11038120601151714
http://doi.org/10.1017/S0144686X05004423
http://doi.org/10.1016/j.jpainsymman.2013.08.021
http://doi.org/10.5014/ajot.2011.001909
http://www.ncbi.nlm.nih.gov/pubmed/22214107
http://doi.org/10.1002/nop2.618
http://www.ncbi.nlm.nih.gov/pubmed/33318827
http://doi.org/10.3390/ijerph19073960
http://www.ncbi.nlm.nih.gov/pubmed/35409643
http://doi.org/10.1111/j.1532-5415.2007.01315.x
http://doi.org/10.1136/bmjopen-2019-035701
http://doi.org/10.1097/NHH.0000000000000333
http://www.ncbi.nlm.nih.gov/pubmed/26835805
http://doi.org/10.1080/08870440008400299
http://doi.org/10.1146/annurev.psych.53.100901.135153
http://doi.org/10.1300/J081v18n02_03
http://doi.org/10.1080/02763890802458510
http://doi.org/10.1017/S0714980817000332
http://doi.org/10.1007/s10433-016-0408-x
http://www.ncbi.nlm.nih.gov/pubmed/28936135
http://doi.org/10.15452/CEJNM.2019.10.0009
http://doi.org/10.1177/001316447003000308
http://doi.org/10.1093/ije/dyu057
http://doi.org/10.1002/nur.20199


Int. J. Environ. Res. Public Health 2023, 20, 1458 14 of 14

38. Eloranta, S.; Hannukainen, S.; Routasalo, P.; Viitanen, M.; Arve, S. Pharmaceutical Care as Described by Home-Dwelling Older
People in Finland. Medicina 2011, 47, 91. [CrossRef]

39. Wiles, J.L.; Leibing, A.; Guberman, N.; Reeve, J.; Allen, R.E. The meaning of “aging in place” to older people. Gerontologist 2012,
52, 357–366. [CrossRef]

40. 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. [CrossRef]

41. Nilson, F.; Bonander, C. Household Fire Protection Practices in Relation to Socio-demographic Characteristics: Evidence from a
Swedish National Survey. Fire Technol. 2020, 56, 1077–1098. [CrossRef]

42. Margo, K. Elderly about home fire safety: A qualitative study into home fire safety knowledge and behaviour. Fire Saf. J. 2021,
124, 103391. [CrossRef]

43. Sumner, J.; Chong, L.S.; Bundele, A.; Wei Lim, Y. Co-Designing Technology for Aging in Place: A Systematic Review. Gerontologist
2021, 61, e395–e409. [CrossRef] [PubMed]

44. Bigonnesse, C.; Beaulieu, M.; Garon, S. Meaning of Home in Later Life as a Concept to Understand Older Adults’ Housing Needs:
Results from the 7 Age-Friendly Cities Pilot Project in Québec. J. Hous. Elder. 2014, 28, 357–382. [CrossRef]

45. Sinclair, M.; O’Toole, J.; Malawaraarachchi, M.; Leder, K. Comparison of response rates and cost-effectiveness for a community-
based survey: Postal, internet and telephone modes with generic or personalised recruitment approaches. BMC Med. Res.
Methodol. 2012, 12, 132. [CrossRef] [PubMed]

46. Palonen, M.; Kaunonen, M.; Åstedt-Kurki, P. Exploring how to increase response rates to surveys of older people. Nurse Res.
2016, 23, 15–19. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.3390/medicina47110091
http://doi.org/10.1093/geront/gnr098
http://doi.org/10.1016/j.ypmed.2008.09.001
http://doi.org/10.1007/s10694-019-00921-w
http://doi.org/10.1016/j.firesaf.2021.103391
http://doi.org/10.1093/geront/gnaa064
http://www.ncbi.nlm.nih.gov/pubmed/32506136
http://doi.org/10.1080/02763893.2014.930367
http://doi.org/10.1186/1471-2288-12-132
http://www.ncbi.nlm.nih.gov/pubmed/22938205
http://doi.org/10.7748/nr.23.5.15.s4

	Introduction 
	Importance of the Home 
	Safety at Home 
	Aim and Research Questions 

	Materials and Methods 
	Design 
	Sampling and Participants 
	Materials 
	Procedure 
	Data Analysis 

	Results 
	Characteristics of the Participants 
	Experiences of, Worries about, and Preventive Measures towards Hazards 
	Demographic- and Housing-Related Factors Associated with Prevalence of Experience, Worry about, and Preventive Measures towards Hazards 

	Discussion 
	Summary of the Findings 
	Perceptions of Safety 
	Preventive Measures 
	Strengths and Limitations 

	Conclusions 
	References

