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Background. Discharge from the hospital is a high risk transition period for older adults
at risk of falls. Guidelines relevant to physical therapists for managing this risk are well
documented, but commonly not implemented.

Purpose. This project implemented an intervention to improve physical therapists’ adher-
ence to key guideline recommendations for managing risk of falls on discharge from one
hospital.

Data Sources. A pretest-posttest study design was undertaken and was underpinned by
the Theoretical Domains Framework (TDF) to aid in the design of interventions to increase
physical therapists’ adherence to guideline recommendations and to identify barriers to these
interventions.

Data Extraction. A multifaceted intervention was implemented, including the establish-
ment of a governance committee, education sessions, development of a “pathway” to guide
practice, modification of an existing standardized assessment proforma, development of
standardized processes and indicators for handover, increasing availability of educational
handouts, audit and feedback processes, and allocation of dedicated staffing to oversee falls
prevention within the physical therapy department.

Data Synthesis. There were significant improvements in physical therapist behavior
leading to key guideline recommendations being met, including: the proportion of patients
who were identified to be at risk of falls (6.3% preintervention versus 94.8% postintervention)
prior to discharge, an increase in documentation of clinical handover at discharge (68.6%
preintervention versus 90.9% postintervention), and improvement in the quality of this doc-
umented clinical handover (34.9% of case notes met 5 criteria preintervention versus 92.9%
postintervention).

Limitations. The approach was resource intensive and consequently may be difficult to
replicate at other sites.

Conclusions. A multifaceted intervention underpinned by the TDF, designed to modify
physical therapists’ behavior to improve adherence to guideline recommendations for man-
aging risk of falls on discharge from one hospital, was successful.
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In Australia, best practice guidelines for
the prevention of falls and harm from
falls in older people1 and the National

Safety and Quality Health Service Stan-
dards,2 which address the prevention of
falls and harm from falls, exist. These 2
documents provide detailed evidence-
based recommendations for health pro-
fessionals working across acute, primary,
and community settings for strategies to
reduce risk and improve patient out-
comes. However, despite the existence
of these detailed guidelines and accredi-
tation standards, falls continue to be a
major public health issue for older Aus-
tralians. In the general community, 1 in 3
people aged 65 years and over will fall
one or more times per year,3 and these
falls are the leading cause of injury in
Australian hospitals, with up to 38% of all
incidents reported in hospitals related to
falls.4 The first 6 months following hos-
pital discharge is also a particularly high-
risk period,5,6 with reports of up to 40%
of patients falling at least once and with
more than half of these falls resulting
in injury6 that will likely require rehospi-
talization or, at the least, medical
intervention.

A single fall can have a devastating
impact on an individual, including con-
sequences such as: hip fracture, head
injury, loss of confidence and indepen-
dence, and ongoing disability, ultimately
resulting in hospitalization, reduced
quality of life, institutionalization, and
even death.7–11 The impact on the
broader community also is significant,
with projections of a 3-fold increase in
the total annual cost of fall-related injury
in Australia by 2051 to just over US$734
million per annum.12 This is not an issue
isolated to Australia, with this public
health burden recognized as an interna-
tional health priority.13

Although there is a growing body of lit-
erature focusing on strategies to prevent
falls in the hospital2,14 and an extensive
body of literature for the community set-
ting,2,15 there has not been such a strong
focus on reducing risk of falls during the
transition between care settings, that is,
when patients transfer from the hospital
back into the community or to another
facility. Recommendations for reducing
risk for patients admitted to the hospital

include identifying patient risk early in
the admission, taking action to increase
the proportion of patients who are at risk
undergoing comprehensive assessment
of risk of falls, referring patients who are
at risk to appropriate services as part of
the discharge process, and educating
patients and their caregivers about this
risk and possible prevention strategies.1,2

Yet, even though these strategies are
well described, interventions targeting
the successful implementation of these
recommendations into clinical practice
have not been extensively evaluated.

Acute care physical therapists are well
positioned to identify and subsequently
put management strategies in place for
patients who are considered to be at risk
of falls while in the hospital and on dis-
charge. However, this opportunity may
not be capitalized effectively at all hospi-
tals. A study conducted at one South Aus-
tralian acute care hospital investigated
physical therapist management of
patients with high risk of falls (admitted
to the hospital after hip fracture).8,16,17 It
was identified that less than 10% of
patients had risk of falls documented in
their assessment, and only 8% had a doc-
umented referral to a community service
provider for falls prevention follow-up.

Consequently, the aim of the present
study was to design and implement a
strategy to modify physical therapists’
behavior to improve their adherence to
guideline recommendations relating to
the identification and clinical handover
of patients who are at risk of falls on
discharge from the hospital.

Method
Study Design
The study design has been described in
detail in a previous publication.18 In sum-
mary, the 4-step process described by
French and colleagues19 for developing a
theory-informed, multifaceted interven-
tion to change clinical behavior provided
the framework for the current study. In
summary, barriers to and enablers of
practice change were identified and
underpinned the design of a multifaceted
intervention targeting behavior change
in physical therapists.

Step 1: identifying the problem.
The setting was Flinders Medical Centre
(FMC), a 588-bed acute teaching hospital
located in South Australia. The initial
focus of the project was the 28-bed
Orthopaedic Ward, which admits an
average of 5 to 10 new patients with hip
fracture per week. During step 1, a
detailed mapping of processes to clearly
identify the problem, it was determined
that key guideline recommendations for
reducing risk of falls for older adults fol-
lowing hospital discharge were not
being routinely implemented by physical
therapists hospital-wide. Consequently,
the target setting changed from the
Orthopaedic Ward to include any patient
who was admitted to the site and identi-
fied as being at risk of falls on hospital
discharge either by their treating physi-
cal therapist or by an automatically
computer-generated list that was pro-
duced on a daily basis as patients were
admitted to the hospital’s emergency
department.

The key health professional group that
was targeted in this study was hospital
physical therapists (including physical
therapist students) who were responsi-
ble for the assessment and management
of older patients who were admitted to
the hospital and who were at risk of falls
on discharge. Another key group impor-
tant to the study was the Southern Com-
munity Falls Prevention Team (SCFPT),
who were a community-based team of
allied health professionals responsible
for the coordination of fall prevention
services for older people living in south-
ern metropolitan Adelaide identified as
being at risk of falling. Although they
were not the only community service
provider responsible for fall prevention
in this region, they were the primary
point of contact and had links with all
other relevant community service pro-
viders. In addition, hospital executives
who had an interest in or were respon-
sible for resource allocation relevant to
falls prevention and any patients who
were admitted to the site and who were
considered to be at risk of falls on dis-
charge were considered key target
groups.

Following synthesis of information gath-
ered through interviews with patients
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and key stakeholders, focus groups with
physical therapists, medical record
audits, and telephone interviews with
patients, processes were able to be
mapped. These processes were then
compared with the Australian best prac-
tice guidelines for the prevention of falls
and harm from falls in older people1 and
the National Safety and Quality Health
Service Standards,2 allowing for identifi-
cation and clarification of key issues that
needed to be addressed. Three key prac-
tices were identified that were not meet-
ing recommendations for best practice
care: (1) patients who were at risk of
falling on hospital discharge were not
routinely being identified, (2) documen-
tation of high-quality clinical handover of
information relating to patients who
were identified as being at risk of falling
on hospital discharge was not occurring
routinely or consistently, and (3) patients
were not involved in the process of iden-
tification of their risk of falls or planning
for the management of this risk.

Step 2: assessing the problem. The
Theoretical Domains Framework (TDF)
was applied retrospectively to data col-
lected to allow for a thorough analysis of
barriers to and enablers of practice
change.20,21 The TDF is made up of 14
domains, and each barrier and enabler
identified were linked to one or more
relevant domains within the TDF. When
considering intervention functions to
overcome the identified barriers, factors
such as feasibility, local relevance, and
acceptability to the target setting were
considered. For a detailed description of
all identified barriers and enablers and
which TDF domains they were linked to,
see the earlier publication by Thomas
and Mackintosh.18

Step 3: forming possible solutions.
A detailed description of the multifac-
eted intervention has been described in a
previous publication.18 In summary, the
multifaceted intervention consists of: (1)
establishment of a project Governance
Committee to review and provide feed-
back on proposed interventions; (2) edu-
cation sessions delivered to physical
therapists about guideline recommenda-
tions and the consequences of failing to
meet these recommendations; (3) devel-
opment of a “pathway” to assist physical

therapists to meet guideline recommen-
dations in identification and manage-
ment of risk of falls; (4) modification of
an existing standardized initial assess-
ment proforma to include prompts to
consider identification of risk of falls and
document any identified risks and pro-
posed actions; (5) development of stan-
dardized processes for producing high-
quality handover (both paper and
electronic) at discharge that would be
available to relevant community agencies
managing the risk of falls on an ongoing
basis; (6) making widely available the
booklet titled Don’t Fall for It: Falls Can
Be Prevented!,22 a consumer information
resource produced by the Australian fed-
eral government and considered to be
highly relevant and useful by both
patients and physical therapists; (7)
establishing a Physiotherapy Department
Falls Committee responsible for ensuring
ongoing sustainability of practice change
through the conduct, review, and distri-
bution of audit results, as well as identi-
fying and mitigating potential risks and
reinforcing positive behavior change
with staff; (8) allocation of 0.2 full-time
equivalent staff to oversee identification
and referral processes on an ongoing
basis; and (9) an audit-and-feedback pro-
cess where numbers of patients identi-
fied as being at risk of falls on discharge,
number of times handover was com-
pleted for these identified patients, and
number of quality criteria that the
handover met were collected, graphed,
and distributed to all key stakeholders
with whom the practice change was tar-
geted. This process was done via email
and verbally at a weekly staff meeting.
Steps 1 through 3 ran over an 11-month
period.

Step 4: evaluating the selected
intervention. Preimplementation
data were captured up to 2 years prior to
the implementation of the practice
change strategies (the interventions).
The first postimplementation data were
captured approximately 6 weeks follow-
ing initial implementation of the inter-
ventions, and the final data were cap-
tured just over 12 months following
implementation of the interventions.

Medical record audit. Potential par-
ticipant records were identified via a

database kept by the FMC Orthopaedic
Department of all patients admitted to
the site for surgery for hip fracture. This
group was originally chosen to audit for
their known high risk of falls on dis-
charge and because this was where the
original evidence practice gap for this
project was identified. After it was iden-
tified that the problem was occurring
hospital-wide, the audit was expanded to
include the electronic discharge summa-
ries of patients who had been admitted
to the site and who had subsequently
been identified as being at risk of falls on
discharge by their treating physical ther-
apist. Records of these patients were
kept in an electronic database managed
by the falls prevention physical therapist.
Before implementation of change strate-
gies, the electronic discharge summary
was the only mechanism for the SCFPT
to gather patient information, including
reason for referral.

Using a time-series approach, data were
collected at 3 separate time points both
before and after implementation of the
behavior change strategies. An audit tool
was developed for both the case note
and electronic discharge summary
audits. Before implementation of change
strategies, this tool captured basic demo-
graphic data; type, frequency, and inten-
sity of physical therapy provided; identi-
fication, assessment, or implementation
of fall prevention strategies; and hand-
over quality. After implementation of
change strategies, the audit tool was
modified slightly to ensure that it also
captured process indicators to identify
whether behavior change had occurred.

Telephone follow-up of patients
identified as being at risk of falls
on discharge. Potential participants
were identified via the database of
patients referred to the SCFPT. Patients
appeared in this database if they were
identified as being at risk of falls by the
triage nurse in the emergency depart-
ment or if their treating physical thera-
pist identified them as being at risk of
falls and chose to refer them to the
SCFPT. Eligible participants were sent a
letter of offer to participate within 2
weeks of discharge from FMC.

Assessment of Risk of Falls in the Hospital and Discharge Handover

766 f Physical Therapy Volume 96 Number 6 June 2016



Telephone interviews were conducted
within 5 weeks of the patient being dis-
charged from FMC by a research assistant
using an interview guide (eAppendix,
available at ptjournal.apta.org) and a
standardized data collection form. Three
separate attempts to contact the eligible
participant were made; patients who
could not be reached after the third
attempt were dropped from the study.
The 5-week time lag from discharge to
telephone call was to allow the SCFPT
time to receive and act on the referral
from FMC. Two rounds of interviews
were conducted both before and after
implementation of behavior change
strategies.

Outcome Measures
Primary outcomes included the propor-
tion of patients who had risk of falls doc-
umented in their medical records and a
clearly documented clinical handover

from their treating physical therapist at
discharge. Secondary outcomes were the
proportion of documented handovers by
the physical therapist at discharge that
met a standardized set of criteria for han-
dover quality and the level of patient
awareness about their identified risk of
falls and proposed management strate-
gies for this risk.

Data Analysis
Data were analyzed using IBM SPSS for
Windows version 20.0 (IBM Corp,
Armonk, New York). Comparisons
between groups for patient demograph-
ics and process indicators before and
after intervention were conducted using
independent-samples t tests or indepen-
dent group chi-square tests as appropri-
ate, depending on the nature and distri-
bution of the data.

Role of the Funding Source
Lead author Dr Thomas was supported
through an Australian National Health
and Medical Research Council (NHMRC)
Translating Research Into Practice
(TRIP) Fellowship (Grant ID:
GNT1035256) for the duration of this
study. The fellowship provided training
and support in the methodological
approach for translational research.

Results
Medical Record Audits
Patient case notes. A total of 159
case notes were audited prior to imple-
mentation of the intervention, and 154
case notes were audited during the
follow-up postimplementation phase.
There were no significant differences
between patients audited before and
after implementation of the intervention
for age, sex, length of hospital stay, rea-
son for admission, premorbid accommo-

Table 1.
Demographic Data for Audited Patient Case Notes Before and After Implementation of Practice Change Strategies

Demographics
Before

Implementation
After

Implementation

Total participants, n 159 154

Age (y), X (SD) [range] 83.70 (8.0) [55–99] 83.38 (9.1) [54–99]

Sex, male:female, n (%) 112:47 (70:30) 114:40 (74:26)

Length of hospital stay (d), X (SD) [range] 12.3 (11.1) [2–74] 10.4 (8.9) [3–73]

Three time intervals audited, year of admission (n) 2011 (n�50)
2011 (n�56)
2012 (n�53)

2013 (n�57)
2013 (n�54)
2014 (n�43)

Reason for admission was fall-related fracture, yes:no, n (%) 156:3 (98:2) 148:6 (96:4)

Reason for admission if not fall-related Unconscious collapse (n�3) Hit by caravan (n�1)
Moving filing cabinet (n�1)
Pushed (n�2)
Removal of previous internal fixation (n�2)

Premorbid accommodation, n (%)

Own home or unit 106 (67%) 87 (56%)

Retirement village 4 (3%) 5 (3%)

Residential care

Low-level care facility 8 (5%) 8 (5%)

High-level care facility 41 (26%) 54 (35%)

Discharge destination, n (%)

Home, with or without services 11 (7%) 12 (8%)

Rehabilitation hospital 67 (42%) 62 (40%)

Residential care (low level) 20 (13%) 11 (7%)

Residential care (high level) 48 (30%) 59 (38%)

Rural hospital 12 (8%) 9 (6%)

Hospice or deceased 1 (1%) 1 (1%)
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dation, or discharge destination (Tab. 1).
All patients whose case notes were
audited had been admitted to the site
with a diagnosis of hip fracture and
were considered to be at high risk of
future falls on hospital discharge, regard-
less of whether the reason for admission
was fall related.

The proportion of patients identified as
being at risk of falls on discharge via
documentation in the case notes
increased by 88.5%, from 6.3% before
implementation to 94.8% after imple-
mentation of the intervention (Tab. 2,

�2�241.65, P�.001). This finding was
largely accounted for by improved qual-
ity of documentation of risk of falls on
the physical therapy initial assessment
proforma, which had been modified as
one of the practice change strategies.
The proportion of patients who had clin-
ical handover documented at discharge
by their treating physical therapist also
significantly increased from 68.6% before
intervention to 90.9% after intervention
(�2�22.68, P�.001), with 63.8%
increased use of the electronic discharge
summary after implementation of the
intervention. Also of significance was the

improvement in the quality of clinical
handover documentation, where a score
of 5 indicated high-quality clinical hand-
over measured against a standardized set
of criteria for handover quality (ISBAR
[Identify, Situation, Background, Assess-
ment, and Recommendation]).23 A score
of 5 was achieved in only 34.9% of case
notes audited before intervention, with
this number increasing to 92.9% after
intervention (�2�117.04, P�.001).
There was statistically significant
improvement in the proportion of case
notes with documented discharge risk of
falls and subsequent implementation of

Table 2.
Difference in Key Process Indicators Before and After Implementation of Practice Change Strategies Case Note Audita

Process Indicator
Before Implementation

(n�159)
After Implementation

(n�154)

Identified as being at risk of falls on discharge from FMC via
documentation in the case notes, yes:no, n (%)

10 (6%):149 (94%) 146 (95%):�8 (5%)b

If yes, how was this discharge risk of falls documented? Initial assessment proforma (n�3) Modified initial assessment proforma (n�133)

Other physical therapy case note
entry (n�3)

For those patients for whom the modified initial
assessment proforma was not used, risk of falls
was identified via:
● Electronic discharge summary (n�9)
● Paper-based discharge summary (n�2)
● Not applicable (n�2) (ie, patient deceased or

for comfort care)

Both of the above (n�1)

Electronic discharge summary
(n�1)

Other form of documented
handover (n�1)

Presence of documented clinical handover?

Yes:no, n (%) 109 (69%):50 (31%) 140 (91%):14 (9%)b

Where was clinical handover documented when it was present? n (%)

Electronic record (OACIS) 34 (31%) 133 (95%)

Paper-based physical therapy summary 0 (0%) 5 (4%)

Written in medical record 16 (15%) 1 (1%)

Transfer letter 59 (54%) 1 (1%)

Quality of clinical handover (where a score of 5 indicates high-quality handover as per the ISBAR criteria), n (%)

5 criteria 38 (35%) 130 (93%)b

4 criteria 47 (43%) 8 (6%)

3 criteria 18 (17%) 2 (1%)

2 criteria 5 (5%) 0 (0%)

1 criterion 1 (1%) 0 (0%)

Presence of documentation indicating that the patient was involved in the identification of risk of falls and subsequent management strategies,
n (%)

On the initial assessment proforma, yes:no 0 (0%):159 (100%) 33 (21%):121 (79%)b

Within the documented clinical handover, yes:no 0 (0%):159 (100%) 25 (19%):109 (81%)b

In 20 cases, the treating physical therapist
documented that discussion with the patient
was not appropriate.

a FMC�Flinders Medical Centre; OACIS�Online Application and Classification Information System; ISBAR�Identify, Situation, Background, Assessment, and
Recommendation.
b P�0001.
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practice change strategies. Before inter-
vention, this documentation was not
observed in any case notes and had
improved 21.4% on the initial assessment
proforma (�2�54.26, P�.001) and
18.7% on the clinical handover
(�2�35.19, P�.001).

Electronic discharge summary. A
total of 50 patient electronic discharge
summaries were audited both before and
after implementation of the intervention.
All patients whose electronic discharge
summaries were audited had been
referred to the SCFPT for follow-up to
manage discharge risk of falls. This audit
measured the level of uptake of practice
change strategies in other high-risk
patient groups outside of patients who
were admitted for hip fracture. There
were no significant difference in the
baseline characteristics for age, sex,
length of hospital stay, or reason for
admission for the preimplementation
and postimplementation groups (Tab. 3).

The proportion of electronic discharge
summaries that had clinical handover
documented by the treating physical
therapist significantly improved from 8%
before intervention to 64% after inter-
vention (Tab. 3, absolute differ-

ence�56%, �2�31.64, P�.001).
Whether the patient was aware of his or
her referral to the SCFPT or his or her
plan for management of discharge risk of
falls was clearly documented in 34% of
the discharge summaries after interven-
tion compared with none of the dis-
charge summaries (0%) before interven-
tion. This was also a significant change
(�2�18.14, P�.001).

Telephone Interviews With
Patients
Before intervention, 66 telephone inter-
views were attempted, with 47 inter-
views completed (Fig. 1). After interven-
tion, 65 telephone interviews were
attempted, with 36 interviews com-
pleted (Fig. 2). Patients interviewed did
not differ before and after implementa-
tion on age or sex; however, there were
significant differences in the mean time
following discharge that the interview
occurred (preimplementation mean of
4.3 weeks versus postimplementation
mean of 5.9 weeks; t��7.46, P�.0001)
and the mean duration of the interview
(postimplementation interviews lasted,
on average, 4.12 minutes longer
than preimplementation interviews;
t��6.67, P�.001) (Tab. 4).

After implementation, there was signifi-
cant increase in the proportions of
patients who recalled discussion with a
health professional about discharge risk
of falls (15/47 [32%] versus 23/36 [64%];
�2�7.16, P�.007). No other significant
differences were found before imple-
mentation compared with after imple-
mentation for participants’ responses to
questions asked during the telephone
call interviews (eTable, available at
ptjournal.apta.org).

Discussion
This project was successful in develop-
ing and implementing an intervention to
modify the clinical behavior of physical
therapists to ensure key guideline recom-
mendations for managing risk of falls on
discharge from one hospital were being
met. Patients who are at risk of falling on
discharge from this hospital are now rou-
tinely being identified through more con-
sistent and higher-quality documentation
in both medical records and electronic
discharge summaries.

The improvement in the quality of dis-
charge documentation has 2 potential
positive sequential effects. First, agen-
cies responsible for managing risk of falls
in the community may be able to deliver

Table 3.
Demographics of Patients and Difference in Key Process Indicators Before and After Implementation of Practice Change Strategies for
Audit of Electronic Discharge Summariesa

Demographics
Before

Implementation
After

Implementation

Total participants, n 50 50

Age (y), X (SD) [range] 81.0 (9.4) [55–99] 81.9 (9.2) [57–95]

Sex, male:female, n (%) 21:29 (42%:58%) 19:31 (38%:62%)

Length of hospital stay (d), X (SD) [range] 10.0 (14.9) [1–84] 7.4 (7.6) [1–48]

Time intervals audited, year of admission (n) Time 1, 2011 (n�10)
Time 2, 2011 (n�10)
Time 3, 2012 (n�10)
Time 4, 2012 (n�20)

Time 1, 2013 (n�20)
Time 2, 2014 (n�18)
Time 3, 2014 (n�12)

Reason for admission was fall-related fracture, yes:no:unclear, n (%) 15:33:2 (30%:66%:4%) 17:33:0 (34%:66%:0%)

Process Indicator

Was there a physical therapist entry in the electronic discharge summary? yes:no, n (%) 4:46 (8%:92%) 32:18 (64%:36%)b

Was a referral to the SCFPT mentioned in the discharge summary? yes:no, n (%) 0:50 (0%:100%) 29:21 (58%:42%)b

Was risk of falls on discharge mentioned in the discharge summary? yes:no, n (%) 1:49 (2%:98%) 28:22 (56%:44%)b

Was the involvement of the patient in the identification of risk of falls documented in the
discharge summary? yes:no, n (%)

0:50 (0%:100%) 17:33 (34%:66%)b

a SCFPT�Southern Community Falls Prevention Team.
b P�.0001.
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more targeted interventions, in a more
timely fashion, to those patients who are
most at risk because they have received
detailed information about a patient’s
potential risk of falls. It is important to
note that prior to the intervention imple-
mented in this study, the only means for
community agencies to access informa-
tion about a patient’s in-hospital stay and
reason for referral to their services was
via the discharge summary, which was
rarely completed. Second, if a patient is
readmitted to the acute setting, physical
therapists will be alerted to the patient’s

risk of falls based on the information in
the previous discharge summary.

Although there was evidence of
improved involvement of the patient in
identifying his or her risk of falls and
educating the patient on strategies that
would be put into place on discharge to
mitigate this risk, further work at the
target site is needed. From this study, it is
difficult to tell the actual level of patient
involvement in identification of risk of
falls because results relied on the physi-

cal therapist remembering to document
whether the patient had been involved
or on patient recall in a telephone inter-
view after discharge. In some instances,
there was a delay of up to 9 weeks from
discharge to telephone interview. There
is growing recognition of the importance
of involving patients in decision making
about their own health care and the pos-
itive influence it can have on health out-
comes.1 This is an area that warrants fur-
ther investigation to understand how
patients can be effectively involved in
the identification and management of
their own risk of falls, in a manner that is
meaningful to them.

This study successfully trialed a relatively
new approach for designing an imple-
mentation intervention through use of
the TDF to inform behavior change.21

Previously, the TDF had primarily been
used to inform behavior change in the
medical profession, but it had not yet
been trialed to inform an intervention to
improve management of risk of falls.24–27

A literature review revealed that many
previous studies attempting to improve
management of risk of falls in an acute
hospital setting had failed to embed any
kind of framework or systematic
approach into their methodology.28–32 If
these studies reported a successful inter-
vention, it is difficult for future research-
ers or health professionals to replicate
their methodology where a framework
or systematic approach was lacking. It is
hoped that the results of this study will
encourage increased use of evidence-
based frameworks, such as the TDF, in
the future.

This study had a secondary outcome: it
highlighted that the health system is a
particularly fluid environment. This find-
ing contributes to the complexity of
managing successful practice change in
health care professionals. Within the life
span of this project, the community falls
prevention team (SCFPT) underwent
budget cuts and restructuring, the FMC
Falls Committee was disbanded, the Aus-
tralian federal government ceased fund-
ing the publication of the booklet titled
Don’t Fall for It: Falls Can Be Pre-
vented!,22 and documentation in the
medical records was transitioning from a
paper-based system to an electronic sys-

Figure 1.
Flow of patient eligibility for telephone interview before implementation of intervention.
TCP�transitional care package, RA�research assistant.
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tem. These are all significant externally
driven changes for a health care profes-
sional to be dealing with on a daily basis,
let alone engaging in and driving internal
practice change strategies to bridge evi-
dence practice gaps. Given all of these
changes, the question remains: If the tim-
ing of this project had fallen 6 months or
even 12 months later, would the same
success have been achieved? Until local
and national governments and policy
makers acknowledge the importance of
translational research for improving
patient outcomes and efficiency in
health care practice, ultimately saving
money, behavior change in health pro-
fessionals will continue to be a difficult
task to achieve.

Another unique aspect of this study was
its success in developing an intervention
to improve management of risk of falls
across care settings. Previous studies
have targeted their interventions at one
setting only: acute care,14 residential
care,14 or the community setting.15 In
the current study, there were 2 main
factors that contributed to the success of
modifying behavior across care settings.
One factor was the strong engagement
and early adoption of this project from
the community fall prevention team, and
the second factor was the timing of the
project, with accreditation based on the
National Safety and Quality Health Ser-
vice Standards.2 Of the 10 accreditation
standards, one was dedicated entirely to
the prevention of falls and harm from
falls. This standard greatly enhanced

engagement with the project at an orga-
nizational level, as management identi-
fied early that the project would provide
evidence for meeting several criteria
within this standard.

Limitations
The methodological approach under-
taken in this study was time-intensive.
The project leader received external
funding to cover her salary for 0.5 full-

Figure 2.
Flow of patient eligibility for telephone interview after implementation of intervention.
TCP�transitional care package.

Table 4.
Demographic Data of Patients Who Participated in a Telephone Interview Both Before and After Implementation of Change Strategies

Demographics
Before

Implementation
After

Implementation

Total participants (n) 47 36

Age (y), X (SD) [range]

Total pool 82.08 (7.25) [62–99] (n�111) 80.28 (8.91) [57–100] (n�75)

Participants only 79.38 (7.86) [62–92] (n�47) 80.00 (7.93) [61–92] (n�36)

Sex, male:female, n (%)

Total pool 38:73 (34%:66%) 29:46 (39%:61%)

Participants only 16:31 (34%:66%) 11:25 (31%:69%)

Weeks from discharge to interview, X (SD) [range] 4.32 (0.52) [3–5] 5.86 (1.29) [4–9]a

Duration of interview (min), X (SD) [range] 6.66 (2.62) [2–15] 10.78 (2.99) [5–20]a

a P�.001.
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time equivalents over 2 years to allow for
the study to be designed and imple-
mented. It is unlikely within the current
South Australian health care climate that
a researcher or clinician would receive
this kind of funding from within an orga-
nization to implement such a practice
change strategy. Consequently, the like-
lihood of this project being replicated at
other sites remains questionable. With-
out dedicated funding, time, and train-
ing, this type of practice change may not
be possible in the future. A previous
study also has shown lack of access to
appropriate resources, lack of time, and
lack of funding to be barriers when deal-
ing with implementation of clinical
guidelines into clinical practice.33

Another limitation of this study was the
lack of data to address whether the proj-
ect was sustainable. Although accredita-
tion was seen as a positive influence that
enabled the project to gain immediate
traction, once accreditation was com-
plete, interest in upholding the new
means of managing risk of falls may have
waned. The FMC Falls Committee, which
was providing ongoing governance for
project interventions and was seen as a
vital component to ensuring project sus-
tainability, has been disbanded. In addi-
tion, the project leader, who was the
primary change champion of the inter-
vention, went on extended leave follow-
ing project completion. It is likely that
losing these 2 critical components for
initial project success may result in poor
sustainability of the practice change.

Use of the TDF to provide a framework
to develop a multifaceted intervention to
encourage change in physical therapists’
behavior was successful in improving
identification and documentation of risk
of falls in one acute care setting. How-
ever, the approach was resource inten-
sive and, consequently, may be difficult
to replicate at other sites.

Both authors provided concept/idea/re-
search design, writing, and fund procure-
ment. Dr Thomas provided data collection,
data analysis, and project management. Dr
Mackintosh provided consultation (includ-
ing review of manuscript before submission).
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