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BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   

 

ARTICLE DETAILS 

TITLE (PROVISIONAL) ‘My independent streak may get in the way’: how older adults 
respond to falls prevention education in hospital 

AUTHORS Hill, Anne-Marie; Francis-Coad, Jacqueline; Haines, Terrence; 
Waldron, Nicholas; Etherton-Beer, Christopher; Flicker, Leon; 
Ingram, Katherine; McPhail, Steven 

 

VERSION 1 - REVIEW  

REVIEWER Lorraine Mion 
Vanderbilt University School of Nursing  
Nashville, TN  
USA 

REVIEW RETURNED 13-May-2016 

 

GENERAL COMMENTS This is a descriptive study that examined older rehabilitation 
patients’ perceptions regarding an educational intervention to 
enhance fall prevention. A semi-structured survey was conducted by 
the educators for those patients who received an educational 
intervention as part of an RCT. Responses were mapped to the 
Health Belief Model framework, which had been used to model the 
education intervention; this resulted in a nice matching of 
perceptions specific to areas of intervention. Participants provided 
feedback about the educational intervention as well as their 
perceptions of barriers in the planned fall prevention actions. This is 
an important paper. Patient falls in institutional settings continue to 
be major adverse events despite over 2 decades of studies and 
quality improvement initiatives to reduce or prevent falls. Engaging 
the patients in a patient-centered approach and determining their 
beliefs and perceptions addresses a major gap in our understanding 
of this event and in strategies geared towards prevention.  
Most of my comments are minor in nature:  
1. Authors need to be very precise and clear that the findings pertain 
to the rehabilitation setting among older adults who could benefit 
from an educational intervention (ie, cognitively able to understand 
and retain the material.) Thus, the extent to which the intervention 
and patient perceptions of the intervention can be generalized to 
other settings is somewhat limited.  
a. Given the international audience, may need a few sentences 
regarding acute/short term rehabilitation settings in Australia. My 
comments are based on my knowledge and experience of USA 
rehabilitation settings and patients.  
b. Page 2, line 16, add “in rehabilitation settings” after “conducted a 
RCT”  
c. Page 8, Line 1, insert “rehabilitation” prior to “hospital wards”  
d. Page 8, both aims, insert “rehabilitation” prior to “patients”  
e. Discussion, page 25, line 1, insert ‘rehabilitation’ prior to ‘patients  
f. Page 25, line 32, comparing their findings of older adults’ 
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awareness & motivation to other ‘hospitals’…. What types of 
hospitals? Acute? Rehabilitation? Please specify. Reference 24 
indicates ‘acute’. Important implications for generalizability and 
targeting interventions to those most likely to benefit from them.  
g. Page 25, 1st paragraph, 2nd sentence, authors state that their 
findings were supported by a previous study. I could not tell by the 
title of the reference what setting. Specify the setting here in this 
sentence (acute care, rehabilitation, etc)  
h. Page 26, line 9, insert ‘rehabilitation’ prior to ‘wards’  
i. Page 27, Limitations paragraph. 2nd sentence, replace ‘hospital 
patients’ with ‘rehabilitation patients’  
j. Page 27, limitations paragraph, I disagree with the sentence that 
the sample and study findings are likely to be representative and 
generalizable. This needs to be modified. Among older adults who 
are cognitively able to participate in an education intervention, the 
results are likely to be generalizable.  
k. Page 28, last sentence of limitations paragraph, explain why 
findings may not be generalizable to other hospital education 
interventions (eg, active goal setting and plans? Passive?)  
l. Page 28, conclusion, 1st sentence, insert ‘rehabilitation’ prior to 
‘patients’  
2. Methods  
a. Clarify the participant numbers. Abstract & page 9 (line 43) state 
610 received education; page 15 states 757 received the education; 
704 completed a written plan; and 610 completed the survey.  
b. Page 11, top of page. At what point during the stay was the 
completion of the education program and face-to-face interviews 
conducted? On page 10, states that educators did follow-up 
sessions. I’m curious to know the timing of obtaining their 
perceptions in relation to receiving the intervention 

 

REVIEWER Frances Healey 
NHS Improvement  
England 
 
I have previously co-authored papers with the third listed author 
(Terrence Haines) 

REVIEW RETURNED 16-May-2016 

 

GENERAL COMMENTS This is a well-described study that provides important context to the 
publication of the main RCT and interesting findings in its own right 
on patients’ perception of falls prevention in hospital. The theoretical 
model is straightforward, well-described, and the combination of 
definitions and examples is deftly done and makes the analysis clear 
and accessible. The title, as well as being catchy, appropriately 
reflects the fact that patient comment was about their own likely 
behaviour post-education as much as it was about the education 
programme itself.  
 
In abstract and introduction and at points throughout it would be 
helpful for the focus of the intervention on cognitively intact patients 
to be more visible, given these are likely to be a minority of patients 
who fall in hospital and therefore limiting generalisability. Abstract 
conclusion should be amended to more clearly reflect findings from 
this study rather than risk confusion with findings of the original RCT. 
The first part of results is possibly more suitable for background, as 
it describes the sample that was eligible to participate in the post 
education survey and gives examples of goals – background needed 
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to understand the analysis of barriers to implementing goals actually 
analysed within this paper.  
 
Although the discussion appropriately points out limitations of the 
educators also being the individuals who collected patient feedback 
on the education programme, I would like to see the discussion 
more actively consider the impact of this alongside the finding that 
patients (unlike patients in previous falls prevention education 
programmes) were very positive about the programme. If making the 
case that the educators collecting feedback was unlikely to be a 
major source of bias the authors may wish to add more emphasis on 
alternative theories of why the patient response to this education 
programme was so positive. 

 

REVIEWER Julie Whitney 
King's College Hospital, London, UK 

REVIEW RETURNED 31-May-2016 

 

GENERAL COMMENTS I thought this was a well written paper presenting working which was 
carried out using appropriate methods and analysis. It presented 
patients responses to fall prevention education from a large cohort 
that is potentially generalizable to older people on rehabilitation 
wards. It is also based on an intervention that effectively reduced 
falls in hospital inpatients. The limitations to this study have been 
largely addressed by the authors and I have little to add to this.  
 
Minor comments:  
Page 15, paragraph 2: states that 52% of participants provided a 
response to the barrier question. What were the reasons for the 
missing data - was it randomly missing or was it not answered if 
patients felt there were no barriers to engagement?  
 
Page 10, para 2: should the text in parenthesis about mini mental be 
placed after the word intervention to make it clear this was part of 
the eligibility process?  
 
Tables 2 and 3; it would be helpful to have the percentages for the 
sub-categories as well as for the main categories. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1: Lorraine Mion, Vanderbilt University School of Nursing Nashville, TN USA  

Response to Reviewer 1  

Thank you for the review and helpful comments to clarify the findings  

 

This is a descriptive study that examined older rehabilitation patients’ perceptions regarding an 

educational intervention to enhance fall prevention. A semi-structured survey was conducted by the 

educators for those patients who received an educational intervention as part of an RCT. Responses 

were mapped to the Health Belief Model framework, which had been used to model the education 

intervention; this resulted in a nice matching of perceptions specific to areas of intervention. 

Participants provided feedback about the educational intervention as well as their perceptions of 

barriers in the planned fall prevention actions. This is an important paper. Patient falls in institutional 

settings continue to be major adverse events despite over 2 decades of studies and quality 

improvement initiatives to reduce or prevent falls. Engaging the patients in a patient-centered 

approach and determining their beliefs and perceptions addresses a major gap in our understanding 
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of this event and in strategies geared towards prevention.  

Most of my comments are minor in nature:  

1. Authors need to be very precise and clear that the findings pertain to the rehabilitation setting 

among older adults who could benefit from an educational intervention (ie, cognitively able to 

understand and retain the material.) Thus, the extent to which the intervention and patient perceptions 

of the intervention can be generalized to other settings is somewhat limited.  

Response: Agree - we have added emphasis in the limitations section of the manuscript to clarify the 

type of settings namely rehabilitation wards and expanded our description in the participants and 

setting section. We have also clarified this in the methods and conclusion of the abstract. See 

highlighted in those sections  

We have also briefly re-described the main trial findings in the introduction to clarify this for the reader 

who may not be familiar with the original trial: namely that the main RCT demonstrated that education 

reduced falls rates across the whole ward, so cognitively impaired patients did benefit from being on 

the rehabilitation wards, when this type of intervention was delivered. This means that although only 

cognitively intact patients may develop confidence and motivation to engage in falls prevention 

strategies, the whole rehabilitation ward was shown to benefit in terms of falls reduction. Thus we 

would not want to portray the findings of research investigating this program as only being of benefit 

to the cognitively intact. The specific strategy used to mediate this broader benefit in the present trial 

was the feedback-loop between the Safe Recovery program provider and the hospital staff. Here, the 

Safe Recovery program provider would take the insights, concerns and frustrations of patients who 

did receive the Safe Recovery program (ie. The cognitively intact) to identify “problem areas” with the 

care provided on that ward and feed them back to the staff on the ward. This enabled local practice 

changes to be identified and implemented that were tailored to the “problem areas” for that specific 

ward. In the participants and setting section we have added “number of admissions to intervention 

wards was 1623 and of those 757 (46.6%) of patients received the education” to demonstrate the 

proportion of patients screened as having cognitive impairment so that the reader can easily compare 

this with their own ward setting. See highlighted sections.  

2. Given the international audience, may need a few sentences regarding acute/short term 

rehabilitation settings in Australia. My comments are based on my knowledge and experience of USA 

rehabilitation settings and patients.  

Response: Agree - we have added a sentence in the participants and setting section about the type of 

hospital and wards – see highlighted in section, also see next response.  

3. b. Page 2, line 16, add “in rehabilitation settings” after “conducted a RCT” c. Page 8, Line 1, insert 

“rehabilitation” prior to “hospital wards” d. Page 8, both aims, insert “rehabilitation” prior to “patients”e. 

Discussion, page 25, line 1, insert ‘rehabilitation’ prior to ‘patients  

Response: Agree - we have addressed each of these points to add clarity for the international 

audience– see highlighted insertions for rehabilitation hospital wards in manuscript at these points. 

We have used the terminology “hospital patients on rehabilitation wards” as these settings in Australia 

are tertiary and secondary hospitals and are not community or low care settings. Full hospital services 

are provided and the usual complex hospital environment exists. We feel this clarifies for readers of a 

variety of health care services, who, if we don’t state the word hospital may think patients are in a 

non-hospital setting. We would like the readers to understand that the education had to be delivered 

in a normal busy hospital ward, which provides challenges.  

4. F3 Page 25, line 32, comparing their findings of older adults’ awareness & motivation to other 

‘hospitals’…. What types of hospitals? Acute? Rehabilitation? Please specify. Reference 24 indicates 

‘acute’. Important implications for generalizability and targeting interventions to those most likely to 

benefit from them.  

Response: we have expanded on the studies’ settings to clarify where these findings come from 

regarding each of the studies referenced. See highlighted in discussion section.  

5. g. Page 25, 1st paragraph, 2nd sentence, authors state that their findings were supported by a 

previous study. I could not tell by the title of the reference what setting. Specify the setting here in this 

sentence (acute care, rehabilitation, etc)  
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Response: this has been clarified by adding the word rehabilitation into the sentence so that the 

reader can see where that study (reference 25) was conducted.  

6. h. Page 26, line 9, insert ‘rehabilitation’ prior to ‘wards’  

Response: Amended in this section.  

7. Page 27, Limitations paragraph. 2nd sentence, replace ‘hospital patients’ with ‘rehabilitation 

patients’  

Response: Amended – also See response two. We have added the phrase “who were admitted to 

rehabilitation wards.”  

8. j. Page 27, limitations paragraph, I disagree with the sentence that the sample and study findings 

are likely to be representative and generalizable. This needs to be modified. Among older adults who 

are cognitively able to participate in an education intervention, the results are likely to be 

generalizable.  

Response; Agree; we have modified the statement to add “…findings are likely to be representative 

and generalisable to older rehabilitation patients who have appropriate levels of cognition to receive 

individualised patient education.” Whilst trying not to repeat the main trial findings, we have also in the 

introduction clarified for the reader that this was a ward level intervention that affected the whole 

ward’s falls rates, and not only cognitively intact older patients. Therefore although we describe in this 

study the actual patient response, the program as a whole would be applicable to rehabilitation wards 

that contain a mix of both cognitively intact and impaired patients. To this end we have added an extra 

statement after this as well to expand on this point. See also response 1.  

9. k. Page 28, last sentence of limitations paragraph, explain why findings may not be generalizable to 

other hospital education interventions (eg, active goal setting and plans? Passive?)  

Response: We have expanded the sentence to clarify that the patient education required for some 

health conditions (eg asthma) may be too complex to be provided in the manner in which we 

delivered our falls education program.  

10. l. Page 28, conclusion, 1st sentence, insert ‘rehabilitation’ prior to ‘patients’  

Response – Amended.  

11. Methods a. Clarify the participant numbers. Abstract & page 9 (line 43) state 610 received 

education; page 15 states 757 received the education; 704 completed a written plan; and 610 

completed the survey.  

Response: Thank you. We have corrected this in both places for consistency throughout. See 

highlighted in abstract and in participants and setting  

12. b. Page 11, top of page. At what point during the stay was the completion of the education 

program and face-to-face interviews conducted? On page 10, states that educators did follow-up 

sessions. I’m curious to know the timing of obtaining their perceptions in relation to receiving the 

intervention  

Response: The survey was completed after participant had finished their follow up sessions. This 

could vary in that some participants had one session, and others had more than one. We have now 

clarified this for the reader see highlighted in data collection and procedure.  

 

Reviewer: 2 Frances Healey Institution and Country, NHS Improvement ,England  

Response to Reviewer 2.  

Thank you for your review and helpful feedback to assist to clarify the findings.  

This is a well-described study that provides important context to the publication of the main RCT and 

interesting findings in its own right on patients’ perception of falls prevention in hospital. The 

theoretical model is straightforward, well-described, and the combination of definitions and examples 

is deftly done and makes the analysis clear and accessible. The title, as well as being catchy, 

appropriately reflects the fact that patient comment was about their own likely behaviour post-

education as much as it was about the education programme itself.  

 

13. In abstract and introduction and at points throughout it would be helpful for the focus of the 

intervention on cognitively intact patients to be more visible, given these are likely to be a minority of 
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patients who fall in hospital and therefore limiting generalisability.  

Response: Agree - we have clarified this in the abstract in the methods and conclusion. We added 

wording to the manuscript, including in the participant and setting sections, where we describe the 

cognition of those participants who receive the education and the proportion of patients who receive 

the education. We also added description into the limitations section of the manuscript to highlight the 

proportion of cognitively appropriate patients in our study, so that the reader can clearly determine if 

their wards are similar to ours in terms of patients who are cognitively able to receive the education. 

See highlighted in those sections.  

We have also tried to clarify for the reader who may not have read the original trial, that although we 

are talking about this cohort who directly received the education the effect on falls rates was ward 

wide and not just within the cohort who received the education. See our response 1 above to 

Reviewer 1.  

14. Abstract conclusion should be amended to more clearly reflect findings from this study rather than 

risk confusion with findings of the original RCT.  

Response: Agree - to clarify we have re-worded. The original sentence read: “Individualised education 

assists older patients to undertake strategies to reduce their risk of falls.” The amended version reads 

“Individualised education assists older hospital rehabilitation patients with good levels of cognition to 

engage in suitable falls prevention strategies while on the ward.”  

15. The first part of results is possibly more suitable for background, as it describes the sample that 

was eligible to participate in the post education survey and gives examples of goals – background 

needed to understand the analysis of barriers to implementing goals actually analysed within this 

paper.  

Response: We agree with the reviewer. However the issue we had was trying to present relevant 

information such that that the reader could be presented with this information in a sequential manner 

alongside the results. The information we provide is more extended than that provided in the main 

RCT article so that the reader can then see the barriers that arise. We originally tried placing the first 

paragraph of the results section in the data collection and procedure but that seemed confusing, and 

when we removed the information completely then, as the reviewer correctly states, the reader 

doesn’t have the context. To improve clarity we have added the word “main” and referenced the first 

sentence so the reader can see we are starting with an overview of the participant flow through the 

main RCT rather than a completely new result per se. See highlighted in results section first 

paragraph.  

16. Although the discussion appropriately points out limitations of the educators also being the 

individuals who collected patient feedback on the education programme, I would like to see the 

discussion more actively consider the impact of this alongside the finding that patients (unlike patients 

in previous falls prevention education programmes) were very positive about the programme. If 

making the case that the educators collecting feedback was unlikely to be a major source of bias the 

authors may wish to add more emphasis on alternative theories of why the patient response to this 

education programme was so positive.  

Response: We have feedback from patients and educators that suggests to us that it was the adult 

learning principles involved. So instead of instructing patients the educator treated them respectfully 

as an adult learner, which then made them motivated and comfortable to engage with the program. 

We think this meant that the positive relationship that the educator was able to build with the patient 

outweighed the often uncomfortable subject of falls. We have added some text about this in the 

discussion section for the reader. See highlighted in discussion section, end of paragraph 2.  

 

3 Reviewer 3: Julie Whitney King's College Hospital, London, UK  

Response to Reviewer 3:  

Thank you for you review and helpful comments to strengthen the presentation of findings.  

 

I thought this was a well written paper presenting working which was carried out using appropriate 

methods and analysis. It presented patients responses to fall prevention education from a large cohort 
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that is potentially generalizable to older people on rehabilitation wards. It is also based on an 

intervention that effectively reduced falls in hospital inpatients. The limitations to this study have been 

largely addressed by the authors and I have little to add to this.  

Minor comments:  

17. Page 15, paragraph 2: states that 52% of participants provided a response to the barrier question. 

What were the reasons for the missing data - was it randomly missing or was it not answered if 

patients felt there were no barriers to engagement?  

Response: The most common reason was providing no response which our educators reported was 

that the patients had other tasks to complete and were unable to take time to complete open ended 

questions in the survey (eg needing to rest, go to therapy or complete personal care). In the context of 

the education we also did not prompt them for a barriers response, but allowed them to discuss or 

describe their action plan in whatever way they saw fit. We have added this into the results section 

and also into the limitations sections, see highlighted in those sections.  

18. Page 10, para 2: should the text in parenthesis about mini mental be placed after the word 

intervention to make it clear this was part of the eligibility process?  

Response: Thank you we have corrected this, see highlighted in section.  

Tables 2 and 3; it would be helpful to have the percentages for the sub-categories as well as for the 

main categories.  

Response: Agree - we have added these in for the reader. 

 

VERSION 2 – REVIEW 

REVIEWER Lorraine Mion 
Vanderbilt University, USA 

REVIEW RETURNED 22-Jun-2016 

 

GENERAL COMMENTS The authors have been very responsive to all the reviewers' 
suggestions and the manuscript has been clarified as requested. 
This study will be an important addition to our knowledge on 
effective strategies to reduce falls in hospitals.   

 

REVIEWER Frances Healey 
NHS Improvement, England 

REVIEW RETURNED 24-Jun-2016 

 

GENERAL COMMENTS The comments of reviewers appear to have been very effectively 
addressed.  

 

REVIEWER Julie Whitney 
King's College Hospital, UK 

REVIEW RETURNED 27-Jun-2016 

 

GENERAL COMMENTS I am happy with the changes made in response to my previous 
review. 
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