
Older people’s experiences of falling and 
perceived risk of falls in the community: a 
narrative synthesis of qualitative research 
Abstract 
Background. Falls are a major problem for older people and healthcare services. Falling is 
generally recognised as an intrinsic risk with aging.  

Aim. To examine qualitative research exploring older people’s experiences of falling and the 
perceived risk of falling in the the community. 

Design. Narrative synthesis of qualitative literature as described by Popay et al. (2006). CINAHL, 
Medline, EMBASE, PsychInfo and BNI were searched 1999-2015. 

Methods. Narrative synthesis. Concepts were analysed thematically, examining the experiences of 
older people in the community who have fallen or may be considered at risk of falling. 

Results. Eleven papers fitted the inclusion criteria and revealed a series of themes. These were:  
falls as a threat to personal identity, falls as a threat to independence, falls as a threat to social 
interaction and carefulness as a protective strategy. 

Conclusion. Many older people reject the label of ‘at risk of falling’ because of the perceived 
implication of dependency and incompetence. To be considered ‘at risk’ of falling is perceived as 
threatening the identity of individuals who are comfortable maintaining their own independence. 
However, there are also those who accept the risk of falling and in doing so choose carefulness as a 
personal strategy to manage the risk. For most older people, maintaining independence is the key 
motivator influencing their actions. Independence to pursue social interaction safeguards against 
loss of identity, social isolation and negative feelings of dependency.  
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Summary Statement of Implications for Practice 
 

 What does this research add to existing knowledge in gerontology? 

• Falls present problems for older people beyond physical harm, threatening their personal 
identity, independence and social interaction. 

 

• Falls are negatively associated with ageing resulting in many older people denying their 
falls or risk of falling. 

 

• The terminology of falls prevention is viewed negatively by older people, and may be the 
cause for rejecting these programmes. 

 

• Despite multiple previous reviews on the topic, the problem persists meaning new 
interpretations are required. 

 

 
What are the implications of this new knowledge for nursing care with older people? 

 

• Many older people reject the label of ‘at risk of falling’ because of the perceived 
implication of dependency and incompetence. Management of falls risk needs to be 
portrayed more acceptably as constructive, proactive health behavior. 

 

• The ‘falls prevention’ terminology used by healthcare professionals has an associated 
stigma. New terms to describe programmes to improve strength, balance and reduce risk 
should be employed. 

 
 How should the findings be used to influence practice or research? 

 

• Understanding older people’s reluctance to engage with falls prevention schemes should 
encourage nurses to consider alternative terminologies to inspire engagement. 
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• Research is needed to understand the perception of falls in older people with dementia, but 
without capacity, living in the community. 

 

• Nurses need to adopt a patient-centred approach by facilitating older people to make their 
own autonomous, informed decisions for self-management. 

Introduction 
Internationally falls are a major problem for older people and for health and social services. In the 
UK up to 30% of people aged over 65 fall each year, although only one in five falls require 
medical attention and less than one in ten results in a fracture (Gillespie et al. 2009). In a Global 
Report on Falls Prevention for the World Health Organisation, Yoshida (2007) reported that the 
frequency of falls increases with age and frailty; and most occur during the day, with only 20% 
occurring at night. Men are more likely to fall while being active outdoors, while women are more 
likely to fall in the home. In fact, women are 40-60% more likely to fall than men and over twice 
as much more likely to suffer fractures (Yoshida 2007).  

Recent data on falls incidence are limited, though in  the United Kingdom (UK), falls cost the  
National Health Service (NHS) more than £2 billion a year, and with the number of people over 
aged over 65 predicted to increase by 2 million by 2021, there are concerns that the trajectory is set 
to continue upwards (Tian et al. 2013). High income countries account for 25% of the total number 
of fatal falls worldwide, the highest rates occurring in European countries (Yoshida 2007). As a 
result, the UK National Health Service has initiated falls prevention programmes to manage the 
anticipated risk to people aged over 65 years of age. However, there is some evidence to suggest 
that efforts by healthcare professionals to intervene  to reduce the risk of falls  are poorly taken up 
and  often rejected by the populations they are aiming to support (Yardley 2005; Nyman & 
Ballinger 2007, Bun et al 2011, Bailey et al 2014). The geographical aspect may cause difficulties 
in some communities where the location of a group intervention may cause difficulties for older 
people willing to attend. Alternatively, falls prevention advice is regarded as useful in principle, 
but the common sense advice offered may not be perceived as relevant or appropriate (Child et al 
2012, Yardley 2007).  

While a large body of quantitative evidence exists including the causes, number and treatment of 
falls, there is rather less literature on the experiences and perspectives of older people themselves. 
Previous useful reviews of the qualitative evidence available to explore the experiences of older 
people likely to fall have also listed fatalism, denial under-estimation of the risk, poor health, poor 
functional ability, low expectations and the stigma associated with programmes that target older 
people as barriers to participation (Bunn 2011, Child et al 2012, Bailey et al 2014, McInnes et al 
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2014). There is a need to address these barriers to falls prevention from a patient-centred 
standpoint and consider how nurses can assist patients manage their own risk. Thus, the focus of 
this review was to gain insight into the experience of older people who may fall in the community. 
The aim of the review was to examine qualitative research exploring older peoples lived 
experience, and perceived risk of falling in the community. 

Method 
Narrative synthesis of qualitative literature as described by Popay et al. (2006) was used to guide 
the development of this review. Popay’s form of story-telling through narrative synthesis is an 
approach to the systematic review and synthesis of findings from multiple studies. It relies on the 
use of words and text to summarise and explain the findings of synthesis. The data was collected in 
narrative form and examined for conceptual overlap that occurred across the literature. In this way 
a process of translation of primary concepts were reported across the studies to explore similarities 
and differences between them (Popay et al 2006).  

A systematic search of data-based literature using CINAHL, EMBASE, Medline, PsychInfo and 
BNI databases was undertaken using key search terms; frail older or elder, accidental falls or falls 
or falling, experience or perception and qualitative. Papers were included if they were written in 
English, published between 1999 to 2015, and included older people’s perspectives of falls or 
falling in the community. Articles excluded were those not of a qualitative research design or those 
that were irrelevant to the research objective and were discarded if they were duplicated across 
databases, in a language other than English, opinions pieces or systematic literature reviews. 
Studies were excluded if they took place in hospitals or other care settings, if they were 
investigating the impact of a specific intervention or prevention programme, or if they were 
evaluating assessment tools. The search process was conducted by the first author and audited by a 
health librarian. Eleven papers were examined to evaluate rigour, credibility and relevance, using 
the Critical Appraisal Programme (CASP 2014) for qualitative research. Each paper was reviewed 
to determine the perceptions of older people towards falling and themes central to the perceptions 
of falling and risk as given by the informants. Thematic analysis was conducted by identifying the 
common behaviour and experience within the articles.  

Results 
The initial search yielded 628 articles. Eleven papers were identified as fitting the inclusion criteria 
(see figure 1), though two were reports from the same data set (Roe 2008, 2009). 
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Examination of the literature revealed that falls have multiple effects on those falling well beyond 
any immediate physical harms leading to new understandings. Complex sequelae were revealed. 
These were; falls as a threat to personal identity, falls as a threat to independence, falls as a threat 
to social interaction and carefulness as a protective strategy (see Table 3).  

These themes will be discussed in detail below.  

Falls as a threat to personal identity 
Falling affected confidence so severely that it represented a threat to personal identity. Acceptance 
of being at risk undermined an individuals’ status as competent and independent and assumed an 
acceptance of becoming old and infirm. The importance of identity is the focus of two of the 
articles examined in this review in response to the evidence that some qualitative research 
identified older people distancing themselves from being labelled as ‘at risk of falling’ or as 
‘fallers’. Falling is a threat to the identity of a person who would prefer to be regarded as the type 
of person who does not fall (Dollard et al. 2012). It has been noted in the literature that one of the 
reasons offered for the poor uptake of falls prevention programmes is the concept that individuals 
reject the idea of being ‘at risk’ (Yardley et al 2006, Walker et al 2011, Dollard et al 2012).  

In a relatively large study of 66 people, aged 61-94 years living in the community, it was found 
informants distanced themselves from the perceived threat to their identity because they did not 
wish to be considered old and infirm. Although falls prevention advice was considered useful, 
informants stated it was for ‘other people in need of it’ while they defined themselves a ‘non-
fallers’ (Yardley, 2006). Their own falls were credited with being isolated events of carelessness or 
illness. A male informant, aged 81, had fallen out of bed four times in the previous 8 months and 
yet considered himself a ‘non-faller’. However, study authors surmised that most people in the 
study were aware of their likelihood of falling, they simply refused to allow themselves to be 
defined as potential ‘fallers’ (Yardley, 2006).These findings are congruent with subsequent similar 
studies.  

In a study to explore the meaning of falling for older people, Walker et al (2011) found participants 
endeavoured to repudiate the label of an older person, as utilised by health services, i.e. everyone 
over 65. Their study included 11 informants who had participated in a falls prevention programme. 
The informants described a typical ‘faller’ as being over the age of 80, with ill health and/or 
immobility. Only two of the nine informants considered themselves to be ‘fallers’; one of whom 
had experienced five falls in an 18-month period. Study findings suggest that participants assessed 
themselves based on individual perceptions of health and role in society, and suggested a lack of 
recognition of age and gender difference might contribute to the low uptake of falls prevention 
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services (Walker, Wendy, Porock Davina, Timmons 2011; Horton 2007). Health professionals 
should be aware that falls prevention messages are likely to be rejected if the target group associate 
the message with a negative identity (Dollard et al. 2012).  

A few informants stated they had forgotten or simply denied their fall to the interviewer in Kong et 
al’s (2002) study, which aimed to explore the psychosocial consequences of falling. The study 
included 20 older  Chinese people who had recently experienced a fall, either in the community or 
in the hospital setting; half of whom had a previous history of falls prior to the most recent.  This 
response was attributed to a defensive mechanism in order allow the individual to continue to view 
themselves as intact. 

In a grounded theory study, involving 20 men and 20 women, Horton (2007) explored the 
influence of gender on older people’s perception of their risk of falling and their actions to prevent 
future falls. All had experienced two or more falls in the previous 12 months and were living in the 
community. The differing perceptions of men and women influenced their actions to prevent 
further falls. Older men perceived themselves as ‘responsible’ and ‘rational’ individuals who 
expected to reduce their own risk of falling while older women’s expectations of themselves and 
their peers explained their tendency to blame themselves or others for their fall (Horton 2007).  

Falls as a threat to independence 
Independence is important, the lengths individuals will go to maintain their independence says 
much about the individual managing their risk of falling. Independence is closely guarded and for 
some asking for assistance may be seen as an unacceptable loss of independence (Yardley et al 
2006). Dependency means that an individual has to conform to other people’s goodwill, thus 
compromising their own needs. Older people may be unwilling to ask for assistance as this may be 
may be another step towards surrendering their independence. Individuals will try to maintain their 
independence as far as possible because a restriction in activity will lead led to feelings of 
frustration and a sense of loss related to being unable to do the things they could do before 
(Hawley 2009, Kong 2006). For some individuals there may also exist a sense of being a burden to 
families, and being unable to fulfil their usual role expectations at home (Kong et al. 2002).  

Falls as a threat to social interaction 
For the individual who falls, social interaction can be jeopardised by restricting activity, reducing 
the ability to leave home and leading to isolation which in turn, results in feelings of frustration and 
anxiety (Roe 2009). 
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Social interaction is important for a good quality of life. Walker et al (2011) emphasised the need 
for social interaction, because it naturally places individuals into groups and categories from which 
a sense of identity can develop. Hawley reported one participant who described losing her main 
chance for social interaction because she could no longer go to church, and this had clearly 
impacted on her quality of life (Hawley 2009). Formal care and informal support networks can 
provide support that is highly valued at a time when an individual is vulnerable due to unexpected 
changes in their living circumstances. Older people, most often women, living alone with the risk 
of falling derive support from social meetings where, combined with physical activities, they can 
challenge the limits of their own abilities (Berlin Hallrup et al. 2009; Roe et al. 2009; Hawley 
2009). In view of this, it is sensible to consider social interaction an important component of any 
falls prevention programme.  

Social interactions are not only important to individuals for peer support, they also represent a 
support network for health professionals in their endeavours to encourage individuals to engage in 
programmes to increase and improve mobility. Hawley (2009) revealed that relationships with 
professionals, families and friends as part of a social network during and after falls rehabilitation 
can impact on uptake and the continuation of exercise (Hawley 2009). For one of the female 
participants in this study her only social interaction was during the rehabilitation programme, and 
this provided the encouragement she needed to retain her independence. For the health 
professional, providing an individualised programme and follow up helps to engage the individual 
by providing another benefit; personal interaction. As if to demonstrate the power of health 
professionals in influencing participation, Walker (2011) found that many participants attended and 
continued with a programme out of respect for those who referred them or delivered it, as opposed 
to the feeling they needed the service or may benefit. In Hawley’s study, some individuals stated 
that unless they had someone to tell them to follow their exercises they didn’t bother the 
continuation of home exercise. Indeed, if these activities are characterised by fun and games, in a 
trust based atmosphere, there are many potential health benefits, including improvements to 
mobility (Berlin Hallrup et al. 2009). 

Local informal care and support networks are as important as formal care for older people at risk of 
falls or who have fallen (Roe et al. 2009). A different perspective comes from the person living at 
home alone, because of the challenges in maintaining the range of personal choices around their 
living arrangements. Good relationships with professional helpers must be ensured to ensure help 
where it is necessary (Mahler & Sarvimäki 2012). 
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Carefulness as a protective strategy 
Carefulness as a protective strategy is a theme throughout the literature reported here. Moving 
more carefully is safer, and even if there is a reduction in living space, mobility can be maintained 
(Berlin Hallrup et al. 2009). Regardless of whether an individual acknowledges a fear of falling, 
most informants recognised the need for carefulness. Being careful in response to possible risk 
could be considered in a positive light, since carelessness was often criticised. Indeed, women 
would accept blame if they could attribute their fall to carelessness. Some older people chastised 
and blamed themselves for not taking care when they fell, accepted responsibility for their 
behaviour as the cause of their fall, and claimed to take more care to prevent further falls (Dollard 
et al. 2012). In this way they minimised the perception that they were the type of person who could 
fall. This helped them to maintain their identity as an independent person. 

As previously noted, gender differences were evident in the literature. Although men and women 
had largely differing approaches to the risk of falling, both employed a careful approach to 
managing the possibility. Taking care was regarded positively by both men and women, despite the 
differing perceptions of risk-taking behaviour. Men were explicit in their ‘rational’ approach to the 
risk of falling, however when women fell, they were inclined to blame self-blame, exerting their 
own sense of control by implying it was their decision to place themselves in the position of risk 
(Horton 2007).  

In two studies exclusive to older women, Berlin Hallrup et al (2009) and Mahler and Sarvimaki 
(2011) utilised a phenomenological approach to illuminate the experiences of older women living 
alone with the risk of falling. These papers suggest that having the awareness of increased risk and 
often the fear of falling, too much ‘carefulness’ could result in women living alone to become 
isolated as they restricted themselves to their familiar surroundings. As a result, it became more 
difficult for the women to maintain social relationships  meaning they became increasingly isolated 
(Berlin Hallrup et al. 2009). However, the women used their own individual strategies to find a 
balance between the risk of injury and mobility and so the degree to which each employed 
carefulness differed according to the individual (Berlin Hallrup et al. 2009; Mahler & Sarvimäki 
2012).  

The literature suggests that older people reflected on their falls and acknowledged it in one of two 
ways; either they acknowledged their fear, faced it and took steps to minimize it by being careful; 
or, alternatively, they chose to accept the risk of falling but would choose not to be worried by this 
risk (Roe et al 2008). Even with the latter option however, they would be careful to avoid what 
risks they can (Roe et al. 2008). Health professionals describe the fear of falling as a restriction of 
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activity however, for the older people, the fear of falling mainly constituted adaptation and finding 
a balance in their daily lives (Mahler & Sarvimäki 2012). 

Discussion 
When viewed as an entire discourse analysis reveals new insights into the issues of falling in older 
people. 

Falls are perceived as a consequence of ageing and part of the life course. Generally, older people 
are aware that the likelihood of falling increases with age. Falls prevention programmes, especially 
those incorporating strength and balance exercises, can significantly reduce the risk of falling 
(Child et al 2012, Yardley 2006). However, uptake rates for these programmes can be as low as 
50%, sometimes as low as 10%, and without high participation rates interventions are unable to 
prove their effectiveness within the population (Yardley et al 2006). 

The evidence from the literature provides the overarching impression that many older people 
believe falls prevention advice is simply common-sense, and therefore irrelevant and of little use. 
This denial of personal relevance illustrates the difficulty health professionals are likely to 
experience as they work towards persuading older people to undertake physical exercise to prevent 
or rehabilitate following a fall. Not all people aged over 65 accept the immediacy of the need to 
protect themselves against falling. Falls may be identified as a lack of control, which for many 
older people, is unpalatable. However, what is becoming clear through the literature is that there 
are levels of fitness in people over 65, mainly between those who are physically able and those 
who are not. The literature reviewed suggests that those who are physically able reject what they 
consider patronising, common-sense advice from healthcare professionals to be careful. Those who 
may not be able often choose to deny their deterioration and instead aspire to what they have been 
able to do previously.  They do not wish to be considered at risk or placed in a category of ‘older 
people’ as this threatens their identity as active, independent people.  

However, there are older individuals who have accepted that their bodies are ageing, therefore may 
be less able, and learn to manage the risk of falling through adopting carefulness strategies. Even 
those individuals who refused to recognise themselves at risk were prepared to accept that 
common-sense advice is to be careful, and this was the primary strategy employed by those who 
did consider themselves at risk of falling. However, it is when carefulness morphs into a fear of 
falling it becomes debilitating to the individuals’ independence. An exaggerated adaptation of the 
risk of falling and an aging body can increase the possibility of an older person becoming socially 
isolated in their own home (Berlin Hallrup et al. 2009). The challenge for health professionals is to 
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encourage the positive outcomes of carefulness without sanctioning over-vigilance to the extent 
that it becomes limiting. 

Maintaining independence is a crucial motivator for individuals’ decisions in how they approach 
falls. Either an individual does not wish to be considered without independence or they are striving 
for it. It is their attitude towards their independence that defines their approach to the risk of 
falling. The concept of mobility is a common denominator when individuals were asked to define 
people who fall (reference needed). It is generally accepted that anyone from any age group could 
fall, however the older an individual the higher the risk of falling because it is accepted that 
strength and balance deteriorate with age. Herein lies the rub; people are prepared to accept that 
there is a risk to themselves, that some choices mean greater risk than others, or even accept they 
make their own risky choices. However, once there is a suggestion their choices may represent an 
acceptance of old age, and all that goes with it. 

The fact social interaction is excluded from Mahler and Sarvimaki’s (2011) study is telling. The 
study included five community-dwelling women over 80 talking about their perspectives on daily 
life. The fear of falling dominated the lives of the women, their individual autonomy was 
maintained against a backdrop of social isolation and dependence on caring staff. These findings 
are an echo of Porter’s (2008) earlier study exploring the experiences of frail older women who 
had fallen at home alone. Indeed, Roe et al (2008) described feeling alone as a feature of falls, 
where most falls were reported when women were living alone.  This is an issue addressed by in 
their later article where they concluded that local informal care and support networks are as 
important as formal care for older people at risk of falls (Roe et al. 2009). Social interaction was 
identified as playing a crucial role in falls prevention as it enables the person who has fallen to 
share experience, gain assistance and encouragement. The importance of positive interaction 
cannot be over-stated, as Walker (2011) elucidates, the difficulty is when health professionals fail 
to recognise the need to personalise the interaction and put the individual at the centre of the 
discussion and decision making. Using the benefits of attending a programme; focused on keeping 
fit, active, socialising - could be used to promote independent healthy living instead of the 
perceived inevitability of ageing and losing independence as feared by many people. 

It is noteworthy that none of the papers address the issues of falling in people with dementia. 
Considerable difficulties arise with people who no longer have the capacity to comprehend risk or 
instruction and yet have the physical abilities to move freely. None of the articles discussed here 
refer to screening for cognitive impairment. This is significant because people with Alzheimers 
disease have twice the risk of falling as people the same age without the disease (Yoshida 2007).  
Only one paper  addressed cultural issues (Kong et al. 2002), although this was produced outside of 
the UK,  so current research presents a culture of homogeneity. This also needs to be addressed 
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given the rising number of people with dementia in Black Minority and Ethnic communities. The 
Black Minority and Ethnic population in the UK and other Western countries is younger than the 
majority population and tends to have a higher proportion of younger onset dementia, so the 
overall burden of dementia is substantial (Mukadam 2015). The fact that these groups often present 
late to services suggests that there is much to be done by health professionals to encourage 
engagement with the services.  

If we assume a patient-centred approach is the way forward, empowerment is fundamental. To 
manage this successfully nurses should not assume responsibility for telling people how to manage 
their risk of falling. Empowerment is based on meeting patients’ needs; it is about assisting patients 
to get what they feel they need in order for them to make autonomous, informed decisions about 
their self-management. It has been indicated previously that promoting and supporting exercise as 
a constructive means of falls prevention can improve the service provided to people considered to 
be at risk of falling (Yardley et al 2006).  Thus, healthcare professionals should negotiate choices 
for intervention in recognition that some individuals prefer to drive the decision-making process 
(McInnes 2011). However, nowhere has it been suggested taking the therapeutic relationship closer 
to patient-centredness. The empowerment approach involves facilitating and supporting patients to 
reflect on their own experience (Anderson and Funnel 2011). Self-reflection often leads to 
enhanced awareness and understanding of the consequences of self- management decisions - the 
role of the healthcare professional serving as a facilitator and expert resource. 

Limitations 
This review is limited in that it is restricted to papers published in English. Another limitation is 
the reasons for individuals not engaging with falls prevention programmes is never fully explored, 
this may be due to the fact research examining the effectiveness of a particular programme has 
been excluded from the literature search. 

Conclusion 
It is possible that management of falls risk could be portrayed more acceptably as a constructive, 
pro-active behaviour to maintain health, rather than as a purely defensive activity. Accepting the 
idea that we are all at risk of falling is an important consideration for health professionals in their 
approach to falls prevention.  

Health professionals need to demonstrate they understand the issues faced by those who fall. 
Professionals with a different contextual understanding from individuals considered at risk of 
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falling potentially contribute to the lack of engagement with falls prevention programmes. 
Upholding identity through an individual approach, knowing an individual’s approach to perceived 
risk through carefulness, maintaining lines of communication between individuals, reducing the 
possibility of social isolation and allowing them to share their experience are all ways that health 
professionals can demonstrate a patient-centred approach.  

We need to understand the older people’s reluctance to engage with falls preventions schemes in 
order for them to succeed but also to encourage nurses to consider what alternative strategies need 
to be employed to engage this population. It is possible that by forcing older people to face their 
vulnerabilities health professionals are acting counter-intuitively as current fall prevention activity 
appears to discredit the abilities of this group of people. 
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