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Knowledge, skills and attitudes of older
people and staff about getting up from the
floor following a fall: a qualitative
investigation
Dawn R. Swancutt1, Suzy V. Hope2,3, Benjamin P. Kent2, Maria Robinson4 and Victoria A. Goodwin2*

Abstract

Background: Falls are the most common reason for ambulance callouts resulting in non-conveyance. Even in the
absence of injury, only half of those who fall can get themselves up off the floor, often remaining there over an
hour, increasing risk of complications.
There are recognized techniques for older people to learn how to get up after a fall, but these are rarely taught.
The aim of this study was to develop an understanding of attitudes of older people, carers and health professionals
on getting up following a fall.
Methods: A qualitative focus group and semi-structured interviews were conducted with 28 participants, including
community-dwelling older people with experience of a non-injurious fall, carers, physiotherapists, occupational
therapists, paramedics and first responders. Data were transcribed and analysed systematically using the Framework
approach. A stakeholder group of falls experts and service users advised during analysis.
Results: The data highlighted three areas contributing to an individual’s capability to get-up following a fall: the
environment (physical and social); physical ability; and degree of self-efficacy (attitude and beliefs about their own
ability). These factors fell within the wider context of making a decision about needing help, which included what
training and knowledge each person already had to manage their fall response.
Staff described how they balance their responsibilities, prioritising the individual’s immediate needs; this leaves
limited time to address capability in the aforementioned three areas. Paramedics, routinely responding to falls, only
receive training on getting-up techniques from within their peer-group. Therapists are aware of the skillset to
breakdown the getting-up process, but, with limited time, select who to teach these techniques to.
Conclusion: Neither therapists nor ambulance service staff routinely teach strategies on how to get up, meaning
that healthcare professionals largely have a reactive role in managing falls. Interventions that address the
environment, physical ability and self-efficacy could positively impact on peoples’ capability to get up following a
fall. Therefore, a more proactive approach would be to teach people techniques to manage these aspects of future
falls and to provide them easily accessible information.
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Introduction
Background
Falls are common, affecting a third of people over 65, and
half of those aged over 80 each year [1]. Despite some evi-
dence of effective interventions to reduce falls among older
people [2–4], most falls are not prevented and we must con-
sider how we can best meet the needs of those who continue
to fall, whilst bearing in mind the cost-effectiveness of inter-
ventions and implications for service delivery.

Falls are the largest driver of ambulance service demand
[5, 6]. It is estimated that approximately half of people who
fall without injury are able to get themselves off the floor
[7]. Living alone, reduced mobility and cognitive impair-
ment are factors associated with in in-ability to get up from
a fall [8]. Of the falls-related calls to emergency services,
11–56% do not result in conveyance to hospital [9]. Most
people unable to get themselves up after a fall remain on
the floor for more than an hour [8], thus increasing the risk
of complications, such as pressure sores, pneumonia and
even death. It is not only the person who has fallen who
suffers; carers suffer distress due to the person fallen not
being able to get up, or not being able to help them. They
may be unsure how best to assist, which may result in their
own injury or the need for additional assistance [10, 11].

UK national recommendations are that verbal and writ-
ten advice and practical sessions be provided to older
people on how to cope with a fall, and avoid a long lie on
the floor [12]. However, data reveals limited implementa-
tion of this guidance. One UK survey found that practical
demonstrations were reported by only 14/231 (6%) of falls
services [13], and UK audit data found in 2010 that only
4% of fallers in rehabilitation programmes were taught
how to get up [14]. Anecdotally there appears to be some
reluctance to teaching techniques for getting up off the
floor - possibly due to a lack of confidence from both
older people and therapists, although there is evidence
that it is feasible and acceptable to teach this to inpatients,
community-dwelling older people and stroke survivors
[15–17]. One method commonly used, called “backward
chaining” breaks the activity of getting down to and up
from the floor into smaller steps, with the last step being
taught and achieved first [18].

Interventions that could change the nature of individ-
uals’ response to a fall could be beneficial in terms of im-
proving personal independence and reducing use of NHS
resources [8]. Yet, despite the large body of evidence fo-
cusing on preventing falls, there is a paucity of research
understanding attitudes of older people, carers and health-
care professionals about getting up from a fall [17].

Aims and objectives
The aim of this study was to develop an understanding
of attitudes towards seeking help and using and teaching
techniques to get up following a fall.

The objectives were to:

� Interview older people who have experienced a fall,
and their carers to establish what actions they take
when they fall, and, how and why they make those
decisions

� Interview healthcare providers to establish how they
support older people in managing future falls, and
what factors influence their actions.

Methods
A qualitative study design was used to explore the know-
ledge, skills and attitudes of older people and carers fol-
lowing a fall, and to understand how ambulance and
rehabilitation staff provide support to older people when
dealing with a fall.

Sampling and recruitment
For those affected by falls personally, we employed a
purposive sampling strategy to achieve a range in partici-
pant age, sex, living arrangements and co-morbidities.
Inclusion criteria were for people aged 65 and over, liv-
ing in Devon, with experience of a fall and inability to
get up (with or without injury). Participants were identi-
fied from: (a) Older adults/carers who called an ambu-
lance following a fall without requiring conveyance to
hospital; (b) Older people (and carers) attending a local
falls service. They were offered study information by
their therapist or paramedic. If interested, participants
completed a consent to contact form and were phoned
and then visited by the researcher (DS). The researcher
(DS) held no pre-existing views about the falls services
or individuals response to falling.

We aimed to interview healthcare professionals includ-
ing physiotherapists and occupational therapists working
in acute hospital, outpatient or home-based rehabilita-
tion settings (including falls services), and ambulance
service staff including paramedics, first responders and
control room staff. All had to have direct experience of
working with older people who had fallen. These staff
groups were chosen as they are the professionals most
likely to be involved in advising, assisting or teaching
someone to get up after a fall. Health professional partic-
ipants were approached to participate in the study by
newsletter and word of mouth.

Data collection
Face-to-face and semi structured interviews, following a
topic guide (see Additional File 1), were conducted with
the participants who had experience of a fall. If the par-
ticipant’s spouse was present, they were also invited to
contribute to the interview. Interviews were conducted
at the participant’s home and lasted up to 1 h.
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Two 90 min focus groups were planned for healthcare
professionals involved in the care or rehabilitation of
people following a fall (therapists and ambulance service
staff). The ambulance service staff focus group was ad-
justed to face-to-face interviews to accommodate differ-
ences in shift working patterns and practical challenges
in getting people together. One researcher (DS) con-
ducted the interviews. DS and VG facilitated the focus
group. The researchers collecting data were female,
working in health and health research, DS is experienced
in qualitative investigation and trained in Framework
analysis.

The topic guide used for older people was developed
in conjunction with public and patient involvement rep-
resentatives, and the topic guide for healthcare profes-
sionals also included expert clinical input. All data were
audio recorded and underwent targeted transcription to
facilitate rapid identification of relevant issues for refin-
ing findings. Field notes were taken during the inter-
views and focus group. Data collection continued until
saturation occurred, meaning that no new ideas were be-
ing generated [19].

Analysis
The data analysis was structured using the Framework
approach to systematically analyse the data [20]. This
method is recognised for its applicability to applied
health research and multidisciplinary team working.
Transcripts were read independently by two researchers,
a coding framework was developed to represent the
main themes in the data. Data analysis took a critical
realist perspective and focussed on understanding the
causal mechanisms underlying decisions made by older
people and carers on what action they take when they
fall, and understanding what healthcare professionals do
that may impact on those decisions.

The transcripts were then double coded by members
of the research team to ensure applicability of the coding
framework (DS, VG, SH, BK). Where disagreement arose
the coding was discussed and resolved. Coded data was
charted into the framework matrix (spreadsheet format).
Within and between-case analysis was conducted to de-
velop theoretical concepts from the initial coded cat-
egories, expanding on how initial actions and choices
could be described conceptually. The wider research
team and the stakeholder advisory group contributed to
the interpretation of the findings. The stakeholder advis-
ory group comprised three specialists in falls rehabilita-
tion, three people with experience of falls and a carer
with experience of helping people who fall. They sup-
ported the analysis with feedback on the meaning as-
cribed to the findings and as an independent member
check to ensure the quality of analysis.

Results
In total, 28 older people, spouses and healthcare pro-
fessionals participated in the study; sixteen interviews
were conducted with older people including four
spouses, and twelve healthcare professionals partici-
pated in either a focus group (n = 7) or interview
(n = 5) about their experience of managing those who
fall. Only one potential participant declined to be
interviewed due to poor health on the day. Participant
characteristics are detailed in Table 1. All participants
with experience of having a fall were recruited via
falls rehabilitation services and outpatient clinics, and
none through the ambulance service. All participants
had more than one fall. The majority of participants
chose not to call an ambulance as a response to their
fall, but did need help to get up, the minority had an
ambulance called for them and experienced non-
conveyance.

Following the stakeholder advisory group review of
analysis, the initial coding themes were developed.
Five main themes emerged from the data: personal
preventative strategies (including their environment,
activities and training on getting up), personal react-
ive actions (including social network, formal services
and incidental contacts), confidence (personal phys-
ical/practical and fear, or lack of), support services
(therapists, balance groups, other linked services) and
independence (in daily life, in physical ability, per-
sonal risk assessment and perceptions of others).
From these themes we created a model of capability,
comprising three main components of an individual’s
perceived capability to manage the response to a fall
themselves within a decision context (Fig. 1). Al-
though components were distinct, they impacted
closely upon each other, for example, physical cap-
ability in one environment may differ in another
where adaptions were available. ‘Having the know-

Table 1 Participant characteristics
Type of participant – Older people Number Sex

M:F

Older people with experience of having a fall 12 5:7

Spouse of participants 4 1:3

Living arrangements:

Lives with spouse 7

Lives alone 3

Lives alone in sheltered housing 2

Age range of participants (average) 65-89 (78)

Type of participant – Healthcare staff Number Sex
M:F

Paramedic staff 5 3:2

Therapy staff (occupational and physio) 7 2:5
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how’ and ‘a balancing act’ contributed to the decision
context. We present these components below, giving
the older person and staff views together to form a
holistic picture of knowledge, skills and attitudes.

The environment
People commonly began by describing their immediate
environment following a fall, including both the physical
and the social environments. Whether they were indoors
or outdoors was viewed as significant, particularly in re-
lation to what stable objects were nearby that might be
used to ‘pull’ oneself up. Outdoors was viewed as more
challenging as often an open space with no objects near
and where no-one might pass to find them and offer
help.

“I’ve always had someone available to help me out
and so, that hasn’t been a problem as yet but if I
was to fall outside I am certain I’d have to call for
someone to help me” Participant #1

“If we can get him onto all fours and then if there is
a chair nearby and he can sort of push himself up
on the chair as well as me lifting [wife]” Participant
#2 spouse

The social setting, both immediate (who was with
them or near enough to hear them), and wider (who

they could call easily, or might drop by), gave a sense of
safety and security, whether they chose to draw upon
that resource or not.

“I was very fortunate ‘cos my grandson called in, he
calls in quite a bit and makes a sandwich or some-
thing you know and he said ‘hi Nana’ I said ‘can
you come up here and help me’ and he got me up
but it was a struggle” Participant #4

“I know there’s benches there [on that walk] and
then there’s the low walls that way. I sort of go in
my mind what’s where. ... So, if I did have a fall, I’m
not saying it’s going to be in that precise, but if I did,
I knew I could help myself but there’s not always
people about” Participant #5

Many reported not wanting to ‘bother’ anyone.

“Well I suppose if you have passed out then you
would think that perhaps something was untoward
and you needed to do something … . The victim is
always reluctant oh don’t make a fuss but obviously
the onlooker knows that there’s a problem.” Partici-
pant #3

One Paramedic summed up what many of our older par-
ticipants said.

Fig. 1 Evidence-based model of potential interventions to enhance capability to get up following a fall
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