
i 

 

 

 
The Context of Falls and Falls Prevention 

Among Older People in Kuwait: A Mixed 

Methods Exploration 

 

 

 

 

 

 

 
By: 

Hadeel Alsaleh 

 
The thesis is submitted in partial fulfilment of the requirements for the award 

of the degree of Doctor of Philosophy of the University of Portsmouth 

 

 

 

 
August, 2019 

  

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=2ahUKEwjBjJeMhoLjAhWM34UKHbk9CEQQjRx6BAgBEAU&url=http://www2.port.ac.uk/departments/services/marketingandcommunications/corporateidentity/logo/&psig=AOvVaw1UWICP9nZtl0JNVsulY4NC&ust=1561463265592469


ii 

 

ABSTRACT 

Background: Falls constitute a serious threat to the health and well-being of older populations 

worldwide, making them an area of significant research focus. It is important to consider the 

cultural contexts in which falls occur. As such, this thesis aims to determine the prevalence and 

perceptions of falls in Kuwait, which are currently unknown. 

Methods: This mixed-methods thesis comprises three studies: (1) a population-based retrospective 

cross-sectional study of the prevalence of injurious falls among older people (aged 50+ years) 

attending the Accident and Emergency (A&E) Department of Al-Razi Orthopaedic Hospital 

(involving 573 patient admissions over a three month period); (2) qualitative interviews exploring 

the perceptions of falls and fall prevention among older people (50+ years) and their caregivers 

(N=16); and (3) focus groups with 10 healthcare professionals (HCPs – doctors and 

physiotherapists).  

Findings: A&E documented fall rates were 3.78 per 1,000 of the population. Rates were higher 

for Kuwaitis (7.55 per 1,000 population) than non-Kuwaitis (2.01 per 1,000). Only ‘age’ was 

significantly associated with injury type. 

The interview findings revealed that culture, social life, and the provision of care, underpinned the 

context for falls and fall prevention in Kuwait (Theme 1: ‘context and life’). Among older Kuwaiti 

participants, falls prevention was an unfamiliar issue; their knowledge of falls (Theme 2: 

‘knowledge’) came from their experiences and those of others, which motivated them to eliminate 

what they perceived as risk factors. Older age was stigmatised (Theme 3: ‘beliefs’), and 

independence was valued. Health responsibility beliefs and fatalism beliefs were identified. Older 

people were found to have positive attitudes (Theme 4: ‘attitudes’), which participants generally 

considered beneficial for fall prevention behaviour. Yet, a reliance on environmental familiarity 
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appeared to potentially thwart actions to reduce environmental hazards. Social networks were 

important in older people’s lives (Theme 5: ‘significance of others’), and five potentially valuable 

sources of social support and influence were identified: spouses, children, paid caregivers, peers, 

and HCPs. A new concept of ‘circular care benefits’ emerged, providing a development to the 

Theory of Planned Behaviour, by contributing understanding that caring for others helps build 

subjective norms. 

The HCPs’ focus groups revealed three main themes: (a) Knowledge, (b) Attitudes, and (c) 

Practice, following the KAP-Gap framework. HCPs lacked falls-related knowledge but held 

positive attitudes towards fall preventability, understanding older people, and cross-generational 

reform. Negative attitudes existed, such as professional dominance, ageism, stereotyping and 

enhancing dependence. The HCPs were interested in preventing falls, yet, challenged by the 

ambiguity of their roles in fall prevention.  

Discussion: Fall prevention practices in Kuwait are still in their infancy; formal knowledge and 

governmental initiatives are lacking. Yet, the fall rates were lower than rates elsewhere. The 

interview findings support the Theory of Planned Behaviour in the context of falls prevention, with 

further contribution to the understanding of ‘subjective norms’. The interpretation of HCPs’ 

perceptions enabled the identification of clinical gaps and implications.  

Future research should explore: the concept of ‘circular care benefits’ as a contributing factor to 

the Theory of Planned Behaviour; community-based falls prevalence in Kuwait; and perspectives 

from other populations (e.g. residing non-Kuwaiti nationals, and other types of HCPs).  Practice 

implications include improving falls reporting systems, embedding falls prevention into the 

curriculum for HCPs, addressing the ambiguity of an HCP’s role in fall prevention, and 

establishing new falls prevention healthcare services. 
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{…and say: O my Lord! Increase me 

in knowledge} 

 
The Holy Qur’an, Chapter 20- Taha: Verse 114 
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1.1 Aim of the Thesis 

The overall aim of this thesis is to investigate and understand the current context of falls 

and falls prevention among older people in Kuwait, to contribute to existing knowledge and help 

shape and develop a culturally sensitive falls prevention strategy. 

 

1.1.1 Overall Thesis Objectives. 

Specifically, this thesis sets out to: 

• Document the magnitude of falls that require medical help among older adults in Kuwait; 

• Explore the perceptions of older Kuwaiti adults, their informal caregivers, and healthcare 

professionals concerning falls risks and falls prevention within the context of an absence 

of fall prevention services in Kuwait; 

• Determine the influencing factors on falls risks, the acceptance of being at risk of falling, 

and willingness to engage in falls prevention activities; 

• Utilize the research findings to propose suggestions and recommendations for future 

research directions and methods, theory, and practice, focussed on the most culturally 

appropriate interventions that can be used to start a falls prevention service in Kuwait.  

 

1.2 My Background  

My professional background started when I qualified as a physiotherapist in 2007. I then 

gained five years of experience working in an orthopaedic hospital in my home country of Kuwait, 

dealing mainly with people with orthopaedic conditions, orthopaedic injuries, post-operative 

patients, and their subsequent management and rehabilitation. During my work experience, I 
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witnessed many older people suffering from the consequences of having a fall, and through this I 

became aware of how difficult it is to rehabilitate older people back to their pre-injury physical 

status. As the rehabilitation of patients was the focus of my job (alongside dealing with other post-

operative conditions), falls prevention among older people was not of great interest to me at that 

time. However, in 2012, I started my master’s degree at the University of Brighton (UK), where 

one of the modules was about physiotherapy in older people’s care. In that module, I was 

introduced to falls prevention in older adults as an academic topic. From this module, I realized 

that there is a lot of missing knowledge about falls and falls prevention for older adults in my 

country, and I felt that it was my duty to introduce this topic in Kuwait. This ignited my passion 

to research my own population with the aim of enhancing the delivery of support and care for older 

people and ultimately to improve the quality of life among older people in Kuwait. 

 

 

1.3 Thesis Road Map and Research Development 

I have achieved the current thesis aim through a number of steps, which constitute the six 

chapters of this thesis. Together, these chapters also collectively build a comprehensive 

understanding of falls in Kuwait.  What follows is a brief overview of what to expect in the coming 

chapters.  

 

1.3.1 Chapter 2: Thesis Background.  

This chapter will present the introduction to the research area. In this chapter, I will discuss 

the regional context, falls in Kuwait, and falls among older people more broadly, and integrate 

them to build the thesis background.  
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1.3.2 Chapter 3: Prevalence of Falls, Fall-Related Injuries and Risk Factors Among Older 

Adults in Kuwait; Quantitative Research. 

The absence of evidence of falls and falls prevention in Kuwait made it difficult to 

determine where to start. Yet in order to address falls among the older population in Kuwait, it is 

important to provide evidence of the existence of falls among older people and to know the 

prevalence of falls, the type of injuries, and key differentials quantitatively at the national level. 

Lack of such information is a barrier to planning falls prevention policies and programmes for the 

older population; we cannot cure what we cannot measure. This quantitative research chapter will 

provide an estimated rate of falls among Kuwaiti nationals and resident non-Kuwaiti adults aged 

50 years and above, presenting at an Accident and Emergency (A&E) department, based on their 

age groups, gender, and type of fall. The chapter also presents an exploration of minor-moderate, 

major injuries, and falls associated factors, among Kuwaiti and non-Kuwaiti older adults (living 

in Kuwait). Finally, I will discuss the possible limitations of this research and directions for future 

research. 

 

1.3.3 Chapter 4: Perceptions of Falls, and Falls Prevention Among Older People and Their 

Caregivers; Qualitative Interviews. 

As falls prevention is provided to older people and expected to be practiced by them, it is 

important to explore their views to it. This qualitative chapter will provide a deeper insight into 

the picture of falls in Kuwait by exploring the perception of falls and falls prevention among older 

people and their caregivers. A qualitative approach was also invaluable in merging different 

perspectives and expanding the research scope to achieve the level of depth required to better 

understand the older adults’ perceptions. I undertook individualized face-to-face interviews with 
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older people and their caregivers. This qualitative approach was used to learn about Kuwaiti older 

adults’ perceptions of falls and their acceptance of the risk of falling, while focussing on factors 

that could influence falls prevention behaviour. The Theory of Planned Behaviour as it relates to 

falls prevention (Nyman, 2011) was used to aid the interpretation of the results. The findings of 

this study provided an understanding of traditional family values and cultural perspectives’ 

influence on knowledge, personal beliefs, attitudes, and the significance of others within the 

context of falls in Kuwait. In the chapter, I also present a discussion of the rigor, validity, possible 

limitations of this research, and implications for future research. 

 

1.3.4 Chapter 5: Perception of Falls and Falls Prevention Among Healthcare Professionals; 

Qualitative Focus Groups. 

Reducing the number of falls among older people requires a collaborative effort to achieve 

the desired goal. In this chapter I present the perceptions of healthcare professionals (doctors and 

physiotherapists) with regard to the current healthcare system, to help determine an 

implementation strategy. Since preventing falls is an unfamiliar issue in Kuwait, an understanding 

of the current healthcare services within the context of falls is needed to provide a more 

comprehensive picture of falls in Kuwait and to complement the findings presented in the other 

chapters. Two semi-structured focus group discussions, one with orthopaedic doctors and another 

with physiotherapists, were used to gain a deeper understanding of the existing healthcare system 

in Kuwait. This understanding can contribute to the development of more appropriate and 

culturally sensitive recommendations for falls prevention interventions. The healthcare 

professionals’ perceptions were analysed using the Knowledge, Attitude, and Practice (KAP-gap) 

framework, which are considered to be the three main pillars for providing medical services 
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(Badran, 1995), and enabled me to think through the clinical implications by identifying the gaps 

in each element of the framework. I also discuss the rigour, validity, and possible limitations of 

this research.  

 

1.3.5 Chapter 6: The Overall Discussion. 

In this chapter, I bring the findings of all three research studies together to develop a 

comprehensive picture of falls in Kuwait. In it, I further discuss the limitations of the thesis 

findings along with the possible recommendations and implications of this thesis in future research 

questions, in theory and in practice. 
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2.1 Introduction and chapter overview 

In this chapter I present the introduction to the research area and the context of the current 

thesis by providing a description of the Kuwaiti context, what is currently known about falls in 

Kuwait, and an introduction to falls in older people more broadly.  Here, I will present a general 

background/context for the thesis followed by a description of the rationale of the thesis. This 

chapter provides a broad overview to set the scene for the programme of work that follows; each 

of the subsequent chapters detailing my specific research studies have their own independent 

introduction of the relevant literature.  

2.2  Background/context of the Thesis 

The background/context of this thesis will discuss falls within the Kuwaiti context as 

follows: (1) regional determinants; (2) cultural determinants; (3) health determinants; (4) 

description of falls status in Kuwait; (5) the definition of older people in Kuwait; (6) definition of 

falls; (7) falls among older people; (8) falls risk factors; (9) falls prevention; and (10) acceptance 

of fall prevention. 

2.2.1  Regional Determinants. 

Here I present the regional background of Kuwait, which includes: geography, population, 

religion, language, and economic status.  

2.2.1.1  Geography. 

Kuwait is one of the Eastern Mediterranean countries on the Arabian Peninsula (World 

Health Organization [WHO], 2015b). Kuwait borders the Republic of Iraq from the northwest and 

the Kingdom of Saudi Arabia (KSA) from the south and southwest, while the shores of the Arabian 

Gulf are on the west, Figure 2.1 (Kuwait Government Online [KGO], 2019). The total area of 
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Kuwait is 17,818 km2 (smaller than Wales, which is 20,779 km2; World Atlas, 2019), distributed 

into six governorates: The Capital (Kuwait), Hawalli, Alfarwaniya, Alahmadi, Mubarak Alkaber, 

and Aljahra (KGO, 2019). The majority of Kuwait is made up of desert and 98% of the population 

in Kuwait lives in urban areas along the Arabian Gulf (see governance capitals illustrated in map 

legend Figure 2.1), particularly in the south of the country (Younis et al., 2012). Kuwait joined 

five other Arabian Peninsula countries – the KSA, Qatar, United Arab Emirates (UAE), Bahrain, 

and Oman – to establish the Gulf Cooperation Council (GCC) in 1981. This enhanced the 

coordination, cooperation, and integration between these counties, which share similar histories, 

traditions, geographies, religions, languages, environments, and economic status (GCC, 2019).  

 

Figure 2.1. The Map of Kuwait (Maps of World, 2016). 

 

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=2ahUKEwiUztuImeTiAhVDJBoKHa96BCcQjRx6BAgBEAU&url=https://www.mapsofworld.com/kuwait/kuwait-political-map.html&psig=AOvVaw1SqF3xiQdjHr_ovyNMM_X9&ust=1560437186076983
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2.2.1.2 Population.  

The estimated population of Kuwait in 2019 was 4.6 million (about two times the 

population of West Yorkshire, which is about 3.52% of the total United Kingdom population; 

Population City, 2019). An important aspect of Kuwaiti demography is the high proportion of 

people who have migrated to the country. According to a recent estimate, about 70% of the Kuwaiti 

population is non-Kuwaiti. Globally, there has been a rapid increase in the population of people 

more than 60 years of age (United Nations [UN], Department of Economic and Social Affairs, 

Population Division, 2017). The proportion of those above 65 years worldwide increased from 

6.7% in 2000 to 8.7% in 2017 (World Bank, 2017). Like the global trend, the proportion of 

individuals above 65 years has been increasing in Kuwait. For example, the proportion of the 

population older than 65 years was 3.4% in 2015 and is expected to reach 4.4% and 17.9% by 

2025 and 2050 respectively (Younis et al., 2012). Life expectancy at birth in Kuwait is 74.7 years 

(World Bank, 2017). The decrease in fertility and mortality rates associated with the increase in 

life expectancy among older people explains the dramatic shift in the ageing population (UN, 

Department of Economic and Social Affairs, Population Division, 2017). Due to the tremendous 

increase in the ageing population, the healthcare system will have to reconfigure how it attends to 

the healthcare needs of the older population, including dealing with falls and falls-related injuries. 

In Kuwait, there are 193,713 Kuwaiti older adults (50 years and over) and 411,797 who 

are non-Kuwaiti (Public Authority of Civil Information [PACI], 2018). Most of the non-Kuwaiti 

older residents are migrant workers or family members of an active worker (Central Statistics 

Bureau [CSB], 2018; Gulf Labor Market, 2018). The rest of the non-Kuwaiti older people could 

be from the “Bidoon”, which is the name used to refer to a group of people who are residing in 

Kuwait illegally with no stated nationality. The Bidoon are mainly people who remained after the 
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Iraq invasion in 1990 and/or people who did not have Kuwaiti citizenship based on the law in 

1959, which qualifies the legitimacy of having Kuwaiti citizenship (Home Office, 2018). Figure 

2.2 represents the distribution of older Kuwaitis and non-Kuwaitis based on the six governorates 

of residence.  

 Whilst the quantitative study (Chapter 3) will explore the differences between Kuwaiti and 

non-Kuwaiti residents, the focus of the qualitative part of this thesis is on Kuwaiti nationals. 

Firstly, because Kuwaiti nationals are the ensured beneficiaries of any proposed interventions due 

to their permanent residency, and second because I was interested in capturing the cultural 

perspectives of older adults, which could differ if non-Kuwaiti perspectives were included, and I 

had to be pragmatic with the amount of time available to complete my PhD programme. Finally, 

as will be seen in Chapter 3, despite being fewer in number, it is the Kuwaiti nationals who present 

most frequently with falls and falls-related injuries, and who therefore as a target population, 

provide the greatest opportunity for improving falls prevention practices in Kuwait. 

 

 

Figure 2.2. The Distribution of Older People (50 and Over) By Governorate. 
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2.2.1.3  Religion and language.  

Islam is the official religion of Kuwait (KGO, 2019). As stated in the Kuwait constitution, 

Arabic is the official language in Kuwait; this stems from the fact that it is the language of the 

Holy Quran. Similar to most of the GCC countries, Kuwaitis speak their own dialect of Arabic, 

which is similar to regular Arabic but with local characteristics (KGO, 2019; Yeatts et al., 2012). 

This influenced the way I conducted the qualitative studies in this thesis. All of the qualitative data 

were collected in Kuwaiti dialect, then transcribed and translated by me to avoid any 

misunderstanding or change to original meanings. I will explain this further in chapters 4 and 5.  

 

2.2.1.4 Economic status. 

Historically, Kuwait had limited income before the discovery of oil. In 1938, the first oil 

field was discovered in Kuwait, and 1975 saw the establishment of Kuwait’s national oil industry 

(Kuwait Oil Company [KOC], 2012). Economic growth in the country following higher oil prices 

since the 1970s has led to significant changes in consumption and lifestyles. Nowadays, GCC 

countries, including Kuwait, are considered to be the richest Arab countries with the highest gross 

domestic product (GDP) per capita (Profile & Countries, 2012). According to the World Bank 

classification, Kuwait is a high-income country. Its GPD was $120.1 billion USD (£94.76 billion 

GBP) in 2017, and 80% of the government’s earnings come from the petroleum trade (World Bank, 

2017). Although Kuwait was found to have high human development indicators (UN, Human 

Development Indices and Indicators, 2018), other development indicators (e.g. social indicators) 

would classify Kuwait to be a developing country (World Economic Situation and Prospects, 

2014).   
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2.2.2  Cultural Determinants.  

Culture is an important feature underpinning Kuwaiti life. Next, I will present the cultural 

determinants of the Kuwaiti population, to include: the contributors to cultural norms, and older 

people’s social and cultural position and lifestyle in Kuwait.  

 

2.2.2.1 The contributors to cultural norms. 

 The Kuwaiti culture is a combination of the values of the religion of Islam and the 

traditional tribal culture. Islam has contributed to the Kuwaiti way of life and dominates many 

traditional and cultural principles that are adhered to by the Kuwaiti people, such as God being the 

originator of fate, modesty in clothing, a respect for gender differences, and the individual 

responsibility to maintain and protect health (Al-Oraibi, 2009;Dhami & Sheikh, 2000). In addition, 

the traditional tribal environment and lifestyle have also influenced Kuwaiti culture. Before the 

discovery of oil, living in Kuwait was based on survival in a harsh desert environment, which 

required people’s collaborative support to ensure survival. This created a traditional norm of 

collectivist structure and social support (El-Haddad, 2003; KGO, 2019), which continue to remain.  

The Kuwaiti tradition within families is characterized by an extended family in which 

elderly parents live with their married children (Dhami & Sheikh, 2000). In some cases, three 

generations live in one household. The strong family bonds create a sense of loyalty, making the 

interests of family a priority. However, the Kuwaiti family is changing with modernization, with 

an increasing shift to the nuclear family structure (Al-Thakeb, 1985). Yet this adopted nuclear 

family structure is characterized by extended relationships, as the traditional kinship ties remain 

and most kin interact on a daily or weekly basis. This creates a unique family structure with strong 

ties (El-Haddad, 2003). These strong ties make the assistance and support among relatives a 
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societal norm (Al-Thakeb, 1985). According to the Ministry of Health’s (MOH) World Health 

Survey in Kuwait, engaging in social activities such as religious activities, weddings and meetings 

in the house of residence, and going out on excursions (e.g., to the mall, beaches in summer, and 

camping in the desert in the winter) is common across all Kuwaiti families (MOH, 2013). 

 

2.2.2.2  Older people’s social and cultural position and lifestyle in Kuwait.  

The prophet Mohammed (peace be upon him) recommended the admiration of older people 

by the younger generations when he said, “He is not one of us, who does not show mercy to our 

young ones and does not respect our old ones” (At-Tirmidhi, 1919). Attaining the satisfaction of, 

and service to, older parents is perceived to be a religious duty, and the reward for caring for the 

older adult would be the gateway to paradise (Dhami & Sheikh, 2000). Taking care of older 

relatives with care needs is any family member’s responsibility, while being taken care of by their 

children is viewed as a parental right.  

 In the Kuwaiti family, the elderly occupy an important social status and thus command 

respect and care from the extended family (Musaiger & D’Souza, 2009). This originated from the 

interdependent society, the cultural respect for their experience and hierarchic position, and the 

Arab cultural standard for children to obey and respect their parents (Dhami & Sheikh, 2000; Zago-

Gomes & Nakamura-Palacios, 2009).  

Older people themselves appreciate the existence of a social network and social support in 

their lives. According to a survey of 687 living arrangements (Shah, Yount, Shah, & Menon, 2002), 

the majority of older people in Kuwait (89% of women and 94% of men) reside in households with 

at least one son or daughter, with the remaining individuals (who do not live with their children) 

expecting regular visits on a daily basis. Older Kuwaiti people value the social support from their 
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children (Shah, et al., 2002). Additionally, Al-Kandari (2011) highlights the importance of social 

life among older people in Kuwait. Al-Kandari (2011) found a direct positive effect of social 

support on older people’s general health. Another study by Al-Kandari and Crews (2014) found a 

similar effect of social support on health and well-being among older Kuwaitis. In that study, they 

found that self-reported social support, frequency of contact, strength of relation, the number of 

children living in the household, and religiosity all positively influenced older people’s health and 

well-being. 

 

2.2.3  Health Determinants. 

Health determinants in Kuwait in the context of falls are presented here through a description of 

population health in Kuwait followed by a description of healthcare services.  

 

2.2.3.1 Health in Kuwait.  

Social support and the economic changes witnessed through the decades (as discussed 

previously in this chapter) could have a substantial effect on Kuwaiti people’s health, including 

that of older people. The current retirement ages for men and women are 55 and 50 years, 

respectively (Public Institution for Social Security, PIFSS, 2009). This could have a significant 

impact on the health and well-being of retired people by indirectly inducing a sedentary lifestyle. 

Similarly, the change in economic status had a tremendous effect on the way of life in Kuwait, as 

this has given rise to the Kuwaiti population’s dependence on domestic workers in providing daily 

domestic care (Shah et al., 2002). In the absence of exercise, this has led to more sedentary 

lifestyles, contributing to obesity and overall poor health among older people in Kuwait. 

Despite a good provision of public healthcare services in the country, there has been an 
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alarming growth in non-communicable diseases (NCDs) in Kuwait. Cardiovascular disease, for 

example, has been increasing in the country in recent years (Abdul Rahim et al., 2014; WHO, 

2010, 2017) and is the cause of 72.9% of all deaths in Kuwait (MOH, 2013; WHO, 2015b). 

According to the International Diabetic Federation (2013), Kuwait, KSA, and Qatar are among the 

top 10 countries globally in the prevalence of diabetes in adults. Kuwait also has a high prevalence 

of obesity (Abdul Rahim et al., 2014). About 52.4% of the adult female population and 37.2% of 

the adult male population in Kuwait are obese, with 63.9% of adolescents not participating in 

sufficient physical activity required to keep them healthy (WHO, 2015a). However, overall, 

Kuwaitis exhibit overwhelming optimism towards healthy ageing, which could help in matters of 

health promotion (Musaiger & D’Souza, 2009). In their study, Musaiger and D’Souza (2009) 

explored the perceptions of the ageing process for 305 adults aged between 20 and 64 years old in 

Kuwait. Despite the participant’s concerns of ageing co-morbidities, Kuwaiti adults were found to 

exhibit optimism towards healthy ageing characterized by their understanding of dietary control, 

agreement on importance of exercise as a lifestyle choice, and the need to quit smoking. 

 

2.2.3.2 Healthcare delivery in Kuwait. 

 In Kuwait, public healthcare services are free to all Kuwaiti nationals and are accessible 

to other nationalities at a subsidized cost (WHO, 2015c). All non-Kuwaitis are required to register 

with the national health registration system in order to access public health services. The healthcare 

system in Kuwait is considered to be one of the best in the Gulf region, and all efforts are 

dedicated to continually evolve and improve it to meet the ever-changing healthcare needs of the 

Kuwaiti citizens (Younis et al., 2012).  
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 Healthcare in Kuwait is provided at three levels: (1) primary (i.e., primary care clinics 

located in each area); (2) secondary (i.e., six general hospitals, each of which covers certain 

catchment areas to cover the needs of the whole population); and (3) tertiary (i.e., specialized 

hospitals). Private healthcare services are also available at a market cost to Kuwaitis and non-

Kuwaitis. In addition, oil company hospitals provide healthcare for people who work at the oil 

companies. However, according to the World Health Survey in Kuwait (MOH, 2013), the main 

source of healthcare for both Kuwaitis and non-Kuwaitis is the public sector. Overall, non-

Kuwaitis utilize the healthcare system less than Kuwaitis (MOH, 2013). Despite the strong 

infrastructure in health curative services, preventive services are considered new trends which 

require substantial development, among older people particularly (WHO, 2015c; Younis et al., 

2012). 

Figure 2.3 provides a schematic of the patient referral pathways following a community-

based fall. I developed this schematic of pathways through conversations with a manager at the 

administration department in the Ministry of Health and checked its face validity with healthcare 

professionals and members of the public in Kuwait. Older patients who have fallen are less likely 

to go to a primary healthcare clinic, as the older person would be aware that the clinic would not 

have enough facilities to provide the necessary care, such as X-ray machines, etc. Patients will 

usually be referred from the primary health clinic to either the general hospital or the specialized 

orthopaedic hospital (Al-Razi Orthopedic Hospital). If a patient reaches a general hospital, he or 

she will be provided with initial diagnostic and treatment procedures. If the patient is diagnosed 

as having no injuries as the result of a fall, and there is no need for treatment procedures or follow-

up, he or she will be discharged directly from the general hospital. If the patient is diagnosed as 

having minor or major injuries as the result of a fall, which need treatment or a medical procedure 
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like a cast, splint, or surgery, then they will be referred to Al-Razi Orthopaedic Hospital (it is 

approximately 35 minutes’ drive from the furthest general hospital to the specialised hospital = 39 

kilometres). All patients who have had minor or major injuries as a result of a fall in Kuwait should 

be recorded manually in A&E records at Al-Razi Orthopaedic Hospital. However, the lack of 

rigour in following this referral system makes it difficult to be certain about the accuracy of the 

schematic shown in Figure 2.3 in terms of how the system works in practice.  

 

Figure 2.3. The Kuwaiti Healthcare System in the Context of a Fall. 

2.2.4 Falls status in Kuwait.  

As with all older people, older Kuwaiti adults are susceptible to the expected physical, 

sensory, and cognitive changes that often (but not inevitably) accompany the ageing process. These 
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changes can affect their balance, strength, and eventually their mobility, increasing the risk of a 

fall (Thompson, 1994). The socio-economic and demographic context in Kuwait (discussed above) 

could potentially lead to an older population vulnerable to falls. Evidence of falls prevalence rates 

in the Gulf region is significantly associated with co-morbidities and physical inactivity 

(Almawlawi, Al Ansari, & Ahmed, 2011; Almegbel et al., 2018; Alshammari et al., 2018); It is 

not expected that Kuwait will be any different in this regard, as the countries of this region share 

similar histories, traditions, geographies, religions, languages, environments, and economic status. 

Physical inactivity, as well as the lack of community awareness regarding older people’s fall risk 

factors, might also increase the susceptibility to fall. Meanwhile, the physical environment 

(publicly and within the household) may have not been adapted to meet the needs of an ageing 

population, and the absence of proper preventive policies, guidelines, and management could 

increase the potential risk of falling. Yet there is no evidence of the extent of this problem in 

Kuwait (Alqahtani, Alshehri, Hoover, & Alenazi, 2019), indicating a gap in the knowledge about 

falls among older people in Kuwait.  

According to the 2012 WHO statistical records, injuries resulted in 11% of deaths in 

Kuwait, of which 7.2 % were falls (WHO, 2015c). In addition, based on 1,523 participants in the 

World Health Survey in Kuwait (MOH, 2013), 3.1% of the Kuwaiti participants sustained a non-

traffic injury (i.e., any accident reporting an injury which did not occur on the road), with higher 

prevalence at an older age. However, these figures mask the prevalence of falls; they do not provide 

a clear estimate of falls among older people in Kuwait, which this thesis intends to explore. There 

is a paucity of literature about falls and falls-related injuries in Kuwait, although two studies have 

investigated hip fractures. In general, hip fracture is considered the most serious consequence of 

falls (aside from death) and is considered an “orthopaedic epidemic” in the developing countries 



  Chapter 2  

20 

 

(Cooper, Campion, & Melton, 1992). For example, Memon et al. (1998) investigated the incidence 

of hip fractures between 1992 and 1995 among the older Kuwaiti population (50 years and older). 

In this period, 513 new cases of hip fracture were reported, 20% of which were caused by moderate 

trauma, which was defined as any home accident or fall from the same floor level. This research 

by Memon et al. (1998) provided an original contribution to the knowledge about hip fractures 

among the older Kuwaiti population, but it did not provide clear evidence about the prevalence of 

falls or fall-related injuries among older Kuwaiti people. Additionally, Azizieh (2015) investigated 

the incidence of hip fractures in Kuwait from 2009 to 2013. However, this study did not discuss 

the reasons for the reported hip fractures, and thus we cannot know if these fractures were the 

result of falls. Therefore, to the best of my knowledge, no previous study has examined the 

prevalence or perception of falls and falls-associated factors among an older Kuwaiti population.  

 

2.2.5  Older People in Kuwait (Thesis Population).  

In this thesis, older adults are defined as individuals aged 50 and over. Although the WHO 

(2017) define older adults as individuals aged 65 years of age and older, I have included adults 

50–64 years of age in this thesis because they are transitioning into older adulthood, and taking 

into consideration the regional context of health and lifestyle. In Kuwait, people in this age 

range usually experience early retirement (at the age of 50) (PIFSS, 2017), which could 

significantly contribute to the high levels of physical inactivity. The concerning picture of a high 

prevalence of morbidities in Kuwait, such as obesity, diabetes, and NCDs, could indicate the 

presence of high falls risk status among older Kuwaiti people (WHO, 2010), as falls are usually 

associated with poor health. These health and lifestyle factors could cause an acceleration to the 

ageing process to those people in this transitional stage to older adulthood (50–64 years old), and 
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could ultimately make them resemble the older population (65 years and over) in characteristics 

and lifestyle. It is worth noting that epidemiological studies in Kuwait showed a rapid increase in 

the incidence rate of both fractures (Azizieh, 2015) and hip fracture (Memon et al., 1998) after the 

age of 50. Fractures and particularly hip fractures are considered the most serious and costly 

consequence of falls among older people (Bell, Talbot-Stern, Hennessy, Janet Talbot-Stern, & 

Bell, 2000; Stevens & Sogolow, 2005)  

 This thesis is the first to investigate falls in older people in Kuwait and aims to explore 

and understand the extent of the problem. Therefore, it is important to consider the regional context 

of health and lifestyle factors among older people in Kuwait, and involve those transitioning into 

older age in order to grasp a wider picture of the falls prevalence and perceptions among older 

people in Kuwait. Thus, for the purpose of this thesis, older people will be defined as 50 years and 

over, which aligns with definition used by (Memon et al., 1998). 

 

2.2.6 Definition of Falls.  

The World Health Organization (WHO, 2007) provided an operational definition of a fall 

to be “inadvertently coming to rest on the ground, floor or other lower level, excluding intentional 

change in position to rest on furniture, wall or other objects,” which also aligns with Prevention of 

Falls Network Europe (ProFaNE) consensus definition (Lamb, Jørstad-Stein, Hauer, & Becker, 

2005) and will be used to refer to falls in this thesis. 

 

2.2.7 Falls Among Older People.  

Falls constitute a serious and common threat to the health and well-being of the older 

population, and this threat increases with age (WHO, 2019). According to an estimate, one in every 
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three older adults sustains at least one fall per year (WHO, 2019). Fatal falls are the second leading 

cause of accidental deaths worldwide (WHO, 2019). This is particularly important in the context 

of our ageing society, in which the proportion of older to younger people is increasing (World 

Bank, 2017). Falls among the older population have a significant impact on the provision of 

healthcare, and the burden on the family can be significant. In 2017, falls were the most common 

cause of non-intentional injuries, with 2,970,720 cases for people over the age of 65, with about 

29.4% of the people who fell were hospitalized as a result in the United States (Centres for Disease 

and Control and Prevention [CDC], 2019). Falls constitute a significant cost to healthcare services 

(Stevens, Corso, Finkelstein, & Miller, 2006).  

 

2.2.8 Fall Risk Factors. 

Falls are complex events in which risk factors might vary and interact with each other. 

Many factors can contribute to a person’s susceptibility to falling and therefore their falls risk 

(Jang et al., 2016; Kalula, Scott, Dowd, & Brodrick, 2011; Thompson, 1994). The WHO global 

report on falls and falls prevention in older age (WHO, 2007) provided a comprehensive model of 

the most common risk factors that are applicable globally (Figure 2.4). This global report on falls 

was developed by taking into consideration the international and regional perspectives on falls 

issues, based on a series of background papers prepared by internationally recognized experts. The 

health model categorizes falls risk factors into four dimensions: (a) biological, (b) behavioural, (c) 

environmental, and (d) socioeconomic. Biological risk factors are non-modifiable and comprise 

the individual’s characteristics; these include age, gender, race, chronic illness, and the decline of 

physical, cognitive, and affective capacities. Behavioural risk factors, which are related to a 

person’s control, include multiple medication use, excess alcohol intake, lack of exercise, and 
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inappropriate footwear. Environmental risk factors constitute the interaction between the 

individual and their surrounding environment; these include poor building and design, slippery 

floors and stairs, loose rugs, insufficient lighting, and cracked or uneven sidewalks. Finally, 

socioeconomic risk factors consist of the influence of social conditions and the economic status of 

the individuals. Although all the risk factors are important and interact with each other, the 

multitude of health determinants are the main influencer on individual well-being. The described 

falls risk factors have been used to guide and reference the exploration of falls and falls prevention 

later in this thesis.  

 

 

Figure 2.4. Risk Factor Model for Falls in Older Age (WHO, 2007, p. 5). 
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2.2.9 Falls Prevention. 

Although falling is a complicated event with many interacting risk factors, many falls can 

be prevented (Iwamoto et al., 2009; Jang et al., 2016; Sherrington et al., 2019). There is an 

increasing global interest in falls and a growing body of evidence-based falls prevention 

interventions for older populations. Several substantiated research studies have investigated the 

implementation of effective falls prevention (Guirguis-Blake, Michael, Perdue, Coppola, & Beil, 

2018; Iwamoto et al., 2009; Nikolaus & Bach, 2003; Pighills, Torgerson, Sheldon, Drummond, & 

Bland, 2011; Sherrington et al., 2019; Tricco et al., 2017). Exercise programmes, home and public 

environmental management, and vitamin D supplementation are examples of falls prevention 

interventions that have been widely investigated and found to be effective in reducing the number 

of falls in older people (Iwamoto et al., 2009; Nikolaus & Bach, 2003; Sherrington et al., 2019). A 

substantial amount of evidence supports the use of exercise interventions (muscle strengthening 

and balance training) to prevent falls and fall-related injuries (Guirguis-Blake et al., 2018; 

Sherrington et al., 2019; Tricco et al., 2017). Tricco et al. (2017) conducted a systematic review of 

283 randomized controlled trails (RCT) to find a lower absolute falls rate after exercise-based falls 

prevention interventions, both alone and in combination with other interventions (such as vitamin 

D supplementation, vision assessment and treatment, and environmental assessment and 

modification) when compared with the usual care. Sherrington et al. (2019) provided the most 

recent Cochrane systematic review of the 108 RCTs on 23,407 participants evaluating the 

effectiveness of exercise interventions to reduce the falls rate among older people living in the 

community. This review provided high-certainty evidence of the effectiveness of exercise 

particularly balance and functional exercises in reducing the falls rate and the number of people 

experiencing one or more falls, compared to the control interventions not targeting falls. 
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Regardless of the quality and observed heterogeneity in all of the previously involved literature, 

exercise interventions are considered superior to other interventions for efficacy in mitigating age-

related decline and reducing falls and falls-related injuries (Guirguis-Blake et al., 2018; 

Sherrington et al., 2019, 2017; Sherrington, Tiedemann, Fairhall, Close, & Lord, 2011) with the 

least harm and greatest cost-effectiveness (Guirguis-Blake et al., 2018).  

Multifactorial interventions, which involves identifying and addressing individual’s fall 

risk factors, are another falls prevention approach that are usually based on individualized falls 

risk assessment. Many systematic reviews have evaluated the effectiveness of such approaches 

(such as Hopewell et al., 2018), but multifactorial interventions are hard to compare because  as 

the interventions selection may differ from study to study. Some studies demonstrate the 

effectiveness of multifactorial interventions in reducing falls rate and associated morbidities (Choi 

& Hector, 2012; Hopewell et al., 2018), while others find they have little benefit in reducing the 

falls rate (Guirguis-Blake et al., 2018). Yet the effectiveness of any individualized approach is 

closely related to its efficacy in targeting risks. For example, Lord et al. (2005) conducted an RCT 

to evaluate an individualized falls prevention strategy, including exercise, visual assessment and 

treatment, and counselling interventions, to reduce the physiological falls risk and falls. They 

found that their intervention was effective in reducing falls risk but not falls incidence, indicating 

that there might be some risks that were not targeted. Therefore, multifactorial and/or 

individualized intervention approaches might only be effective when targeting the correct 

individual risk factors. As the other approaches (such as exercise interventions) could have more 

absolute effectiveness in reducing the falls rate, it is suggested that individualized multifactorial 

interventions should be considered when other interventions are not appropriate (Guirguis-Blake 

et al., 2018; Tricco et al., 2017). For example, when providing interventions for high-risk older 
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people that require focussed identification of risk, or considering the intervention based on an older 

person’s choice and preference, an individualized and/or multifactorial intervention could be 

beneficial (Guirguis-Blake et al., 2018; Tricco et al., 2017).  

Although these studies help in creating an understanding of falls prevention strategies and 

through supporting evidence-based practices, their effectiveness might be restricted to the cultural 

environment and population in which the studies were conducted and applied. For example, the 

108 studies included in the latest Cochrane systematic review on exercise for falls prevention 

(Sherrington et al., 2019), provided evidence from 25 countries, in which the included RCTs were 

conducted. However, none of the included studies were conducted in Kuwait, nor in the Gulf 

region more broadly. This lack of evidence makes it difficult to estimate the effectiveness of 

exercise to prevent falls for older people in that region. Therefore, it is important to consider the 

context, including regional, social, and cultural factors, in order to provide the best support and 

care for older people in a particular region (Jagnoor, Keay, Jaswal, Kaur, & Ivers, 2014; Jang et 

al., 2016; Kalula et al., 2011).   

 

2.2.10 Acceptance of Falls Prevention interventions.  

Health promotion and illness prevention interventions among older individuals might be 

incorrectly based on the assumption that older people accept the vulnerability status of being older 

(Ballinger & Payne, 2000). Interventions may be unsuccessful if they assume that older people 

should accept being frail, weak, and in the deterioration process, because then they will consider 

themselves to be ‘older people’ and follow health promotion interventions accordingly. Not 

considering older people’s views of themselves could result in unsuccessful outcomes and a waste 

of time and effort without reducing the burden of falls in older people. The success of any fall 
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prevention intervention is related to the older person’s acceptance of their falls risk and their 

adherence to what has been proposed as an intervention. Older people’s lack of compliance with 

proposed interventions has been found to be an important barrier to the implementation of any falls 

prevention intervention (Fortinsky et al., 2004).  

Older people’s perceptions of falls, their acceptance of the risk of falls, and interventions 

to manage the risk of falling vary (Bunn, Dickinson, Barnett-Page, McInnes, & Horton, 2008; De 

Groot & Fagerström, 2011; Jagnoor, Keay, Jaswal, Kaur, & Ivers, 2014; McInnes, Seers, & Tutton, 

2011), highlighting the importance of gaining an understanding of older people’s experiences and 

perceptions when developing interventions. McInnes et al. (2011) found that older people’s 

preferences and self-management in developing interventions are important to prevent a sense of 

threat to identity and personal control, which often results in a lack of adherence and cooperation. 

Additionally, researchers agree that cultural values and individual beliefs influence how older 

people are likely to perceive an increased falls risk, as well as which changes they are prepared to 

make to reduce risk (Jagnoor et al., 2014; Jang et al., 2016; Kalula et al., 2011; McInnes et al., 

2011). Therefore, any health promotion programme should be appropriately tailored by 

considering these influences and being culturally sensitive to achieve the desired health promotion/ 

risk reduction goals (Resnicow, Baranowski, Ahluwalia, & Braithwaite, 1999). Being culturally 

sensitive involves the understanding of two main dimensions of the culture: surface and deep 

structures. Considering surface structure of a culture would include for example the modification 

of language, clothes, and places, which has been found to generally increase the receptivity of 

healthcare messages (Resnicow, et al., 1999). Yet, understanding the deep structure of a culture 

(such as the traditional views of determinants of health and illness), can enhance the incorporation 

of cultural, social, religious and environmental influences on healthcare behaviours to facilitate 
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the acceptance of healthcare messages (Resnicow, et al., 1999). Cultural tailoring, which is 

adapting healthcare interventions to be culturally sensitive, could enhance the acceptance of health 

promotion/risk reduction interventions and promote the delivery of healthcare messages and 

behavioural change effectively (Barrera, Castro, Strycker, & Toobert, 2013; Barrera, Castro, & 

Steiker, 2011; Horne, Tierney, Henderson, Wearden, & Skelton, 2018; Kandula, Khurana, 

Makoul, Glass, & Baker, 2012; Resnicow, et al., 1999).  

Thus, as risk factors and compliance with possible ways to prevent falls may vary in 

different countries and cultures, an understanding of older adults’ perceptions of falls risk factors 

and experiences with falls prevention management is an important endeavour, to understand the 

deeper structure of the culture. This understanding is essential to provide a comprehensive picture 

of falls in a particular region that could inform the design of a culturally sensitive intervention 

(Ballinger & Payne, 2002; Resnicow, et al., 1999). There are no studies addressing these issues in 

Kuwait, and very little information about falls is currently documented in the GCC countries. 

Before any evidence-based falls prevention programme can be effectively developed and adopted, 

an understanding of the unique contributors to falls among older people in Kuwait is needed. 

 

2.3 Rationale for the Thesis 

WHO (2006) prioritized regional care strategies for older people during the 50th session of 

the regional committee in October 2003, where they directed countries to investigate strategic care 

for older people in general. One of the committee’s directions was “the provision of appropriate 

knowledge and skills needed for self-care, health protection and promotion for older persons, their 

family and the community at large” (WHO, 2006, p.19).  
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This mandate reflects the interest of, and provides a great motivation for, this thesis. This 

is in addition to my personal experiences of witnessing an increased morbidity rate and observing 

the long, painful, and expensive hospitalization of individuals who have fallen. To the best of my 

knowledge, there are no policies or guidelines to prevent falls for older people in Kuwait; neither 

are there any comprehensive data to indicate the prevalence of falls and their consequences for 

older adults in Kuwait. Additionally, there are currently no data available which would allow us 

to gain an understanding of older people’s and healthcare professionals’ perceptions of falls and 

falls risk factors within the Kuwaiti older population. It is of vital importance to consider the 

context, including regional, social, and cultural factors, to provide the best support and care for 

older people in a particular region. 

 

2.4 Methodological approach  

The absence of research evidence on falls and falls prevention among older people in 

Kuwait makes it difficult to visualize the extent of falls as a problem among the older population. 

Thus, an exploration of falls and falls prevention in Kuwait is needed to understand, and then 

address, this issue. Although the main interest of this thesis is the qualitative exploration of the 

perceptions of falls and falls prevention, the research programme started with quantitative 

exploration of the picture of falls in Kuwait to provide, for the first time, a foundation of 

evidence around the existence and extent of the problem. The quantitative research is followed 

by an exploratory-descriptive qualitative approach (using in-depth interviews and focus groups) 

to better understand the perceptions of falls and falls prevention among older people, their 

caregivers and healthcare professionals (see section below for underlying paradigms). The 

qualitative component of this thesis uses an exploratory-descriptive approach because 
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understanding the perception of falls and falls prevention in Kuwait is an emerging field and 

nothing is currently known about it and this approach is appropriate to study area with little or no 

previous supporting studies (Hunter, McCallum & Howes, 2018; Pelzang, Hutchinson, 2018).  

 

Therefore, I have employed multiple methods in the design of my research programme of 

studies, detailed in the subsequent chapters, to meet the research aims of providing an 

understanding of the current situation, informing the development of falls prevention strategies, 

and providing baseline knowledge against which future falls prevention efforts can be compared.  

Thus, to address the paucity of the evidence of falls in Kuwait, I have undertaken the 

following studies: 

1)  An epidemiological study to assess the prevalence of falls requiring medical attention in 

Kuwait. This is important to provide the first evidence of the existence of the problem, 

followed by estimating the scale of the problem among the older population in Kuwait.  

2)  An exploration of older peoples’ and caregivers’ views of falls and prevention methods. 

These perceptions are important to understand the underlying factors, which may influence 

the successful implementation of falls prevention strategies in Kuwait, as such 

interventions would be applied for the older people themselves. 

3)  An exploration of healthcare professionals’ views on falls and falls prevention services. 

These perceptions are important to inform the directions, feasibility, and methods of 

implementing future falls prevention services within the existing healthcare system.  

In the following chapters, I will expand upon these studies in more depth. 
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2.4.1 Underlying Paradigm 

Here, I want to explain my view of reality and state my standpoint, which underpins this 

thesis. The main aim of the qualitative component of this thesis is to construct knowledge from 

the participants’ own ‘meaning making’ into their lives. The exploration around the participants’ 

beliefs and knowledge enhances my understanding of the way people understand their lives, and 

would be highly influenced by their experience, culture, and social context. Thus, I base my 

epistemological assumptions on the constructionist paradigm (Gelo, Braakmann, & Benetka, 

2008; Guba & Lincoln, 2005), as it defines my view of reality, and underpins the qualitative 

studies. The constructionist paradigm asserts the idea of multiple realities that are approachable, 

equally valid, and influenced by experience (Gelo et al., 2008; Guba & Lincoln, 2005; Ponterotto, 

2005). The constructionist paradigm views reality to be an interaction with the social environment, 

based on individual viewpoints, and ultimately a product of how we came to understand it (Braun 

& Clarke, 2013). The knowledge produced through this PhD programme is acknowledged to be a 

product of me and my research participants’ interactions in co-constructing ‘reality’ (Gelo et al., 

2008; Ponterotto, 2005). Aligned to this, I identify closely with the concept of relativism, which 

underpins the ontological position of the current thesis, in that I believe ‘the truth’ is comprised of 

multiple constructed realities, that are built through varying frameworks of assessment – such as 

cultural norms and belief systems (Braun & Clarke, 2013). This is why I believe it is important to 

explore the context of falls in Kuwait from different perspectives, and that a qualitative approach 

is an essential addition to the quantitative exploration of the problem. 
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3.1 Chapter Overview 

There are no existing data on falls, fall-related injuries and associated risk factors in Kuwait 

(Alqahtani et al., 2019).  This chapter will estimate the prevalence of falls and associated injuries 

among older people, and associated risk factors, to contribute to the existing knowledge on falls 

and provide a better understanding of where Kuwait stands within the regional and global context.  

To provide a context, it is important to first present a global picture of falls, associated risk factors 

and falls-related injuries among the older population prior to presenting findings on falls 

prevalence statistics in Kuwait. This chapter will therefore comprise two sections: (1) an 

introduction to the global picture of falls prevalence among older people, and (2) my first primary 

research study exploring the prevalence of falls, fall-related injuries, and risk factors for falls for 

older adults in Kuwait.  

 

3.2 Prevalence of Falls, Risk Factors and Fall-Related Injuries Among Older People - A 

Global Overview 

To obtain a global overview of the prevalence of falls, fall-related injuries and associated 

risk factors among older people, I conducted a pragmatic review of the literature.  The studies 

reviewed in this chapter have different definitions of ‘older people’ and ‘falls’, study designs, 

reference periods, inclusion/exclusion criteria, sample sizes, data collection methods and analysis 

strategies, meaning the resulting fall rates are not readily comparable. However, together these 

studies provide an overall idea of fall rates at various national, regional, and global levels. This 

introduction will help to situate the findings on fall prevalence rates obtained from the present 

study in Kuwait within a regional and international context. 
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3.2.1 Fall rates reported in community and population-based studies. 

Globally, community and population based cross-sectional studies provide fall prevalence 

rates among older populations. The review of literature presented in this chapter shows fall 

prevalence rates among older populations in the world ranging between 4.1% to 60.2%. The 

following section presents fall rates by nation and geographical regions.  

Two studies carried out in North America, among the population 65+ years old, showed 

fall rates of 20.1% and 28.7% in Canada and the United States of America (USA) respectively 

(Bergen, Stevens, & Burns, 2016; Chang & Do, 2015). The Canadian study used a nationally 

representative sample of 14,881 older people during 2008-2009 (Chang & Do, 2015). The USA 

study was also conducted among the non-institutionalized population (N = 147,319) in 50 states, 

in 2014 (Bergen et al., 2016).  

In South America fall prevalence rates varied between 11.4% and 34.0%, depending on the 

study. A study carried out in Ecuador in 2009 showed a fall rate of 11.4% among a nationally 

representative sample of 5,227 adults aged 60 years and over (Orces, 2014). Another study carried 

out in Brazil during 2011 among 315 residents in a city aged 60 years and over showed a fall rate 

of 25.8% (Brito, Coqueiro, Fernandes, & De Jesus, 2014). A multi-country study carried out in 

seven countries during 1999-2000 in South America (Reyes-Ortiz, Al Snih, & Markides, 2005) 

showed significant variation in falls (28.5% in Buenos Aires, Argentina; 21.6% in Bridgetown, 

Barbados; 29.0% in São Paulo, Brazil; 34.0% in Santiago, Chile; 24.2% in Havana, Cuba; 33.5% 

in Mexico City, Mexico; 27.0% in Montevideo, Uruguay).  
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In Africa, regional fall rates varied between 23% and 63.2%. In Nigeria, a population-based 

survey of 2,096 adults aged 65 years and over, reported that 23% had falls in the 12 months 

preceding the survey (Bekibele & Gureje, 2010). This is close to the 2012 South African study of 

837 people aged 65 year and above that showed a fall rate of 26.4% in Cape Town (Kalula, 

Ferreira, Swingler, Badri & Sayer, 2015). However, much higher rates were noted in Malawi with 

41% falls among the 60+ population in Blantyre (Allain, Mwambelo, Mdolo & Mfune, 2014). In 

a study in Egypt among 340 elders aged 60 years and over, 63.2% reported a fall during the 12 

months preceding the survey (Kamel, Abdulmajeed, & Ismail, 2013). Both Malawi and Egypt 

studies recruited their participants from waiting areas at healthcare clinic, which might indicate 

that the reason behind finding higher falls rate is that they recruited high risk population.  

In the Asia region significant variation in fall rates were also noted, between 4.1% and 

57.7%. For example a population based study of 811 older people aged 60 years and over in 

Malaysia showed a fall prevalence rate of 4.1% (Yeong, Tan, Yap, & Choo, 2016). Among 499 

older people aged 60 years and over in a Japanese city during 2008-2010 showed 15.9% falls 

(Kitayuguchi, Kamada, Okada, Kamioka, & Mutoh, 2015). Another study carried out in Singapore 

among 2,583 elderly residents aged 60 years and over showed a fall rate of 17.2% (Chan, Pang, 

Ee, Ding, & Choo, 1997). A study carried out among 1,557 people aged 60 years and over in 

Dongcheng district of Beijing showed a prevalence rate of 17.8% in a period of one year preceding 

the survey in 2016 (Zhou et al., 2018). In Thailand a community-based study of 406 older people 

aged 60-69 years showed a prevalence rate of 10% during six months preceding the survey in 2017 

(Worapanwisit, Prabpai, & Rosenberg, 2018). However, in this study those who reported a fall 

since age 60 years was 26.1%. A study carried out in India using data from the “Mobility and 

Independent Living in Elders Study” (MILES), in Telegana state in India during 2012 among 561 
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people aged 60 years and over showed a fall prevalence rate of 13% during the 12 months 

preceding the survey (Sharma et al., 2017). Higher fall rates were reported among the older 

population in Gulf Cooperation Council (GCC) countries, between 34% and 57.7% (Alqahtani, 

2019). The majority of the studies on falls in GCC countries were done in Saudi Arabia. There 

were few studies in the United Arab Emirates and Qatar. A study in Saudi Arabia with a sample 

of 357 people aged 60 years and over showed a fall prevalence rate of 57.7% in three months 

preceding the survey in 2016 (Alshammari et al., 2018). Another study carried out in Riyadh in 

Saudi Arabia during 2016, among 1182 Saudi citizens aged 60 years and over, showed a fall rate 

of 49.9% (Almegbel et al., 2018). A study carried out in the United Arab Emirates among 370 

people aged 60 years and above showed a fall prevalence rate of 50.8% in two years preceding the 

survey in 2017 (Sharif, Al-Harbi, Al-Shihabi, Al-Daour, & Sharif, 2018). The only study carried 

out in Qatar showed a fall rate of 34% among 355 people aged 65 years and over (Almawlawi et 

al., 2011). It is important to note that a recently published systematic review focusing on GCC 

countries did not find any study on falls in Kuwait (Alqahtani, 2019).   

In a study carried out in Australia the prevalence of falls among a population of 2,619 aged 

65 years and over was 30% (Gill, Taylor, & Pengelly, 2005). Another study carried out in an A&E 

during 2007-2009 in Sydney showed that about 17% of the 18,902 attendees aged over 70 years 

were due to fall-related problems (Close et al., 2012). In New Zealand 37% of the non-Maori 

population aged 80 to 90 years reported a fall in the 12 months preceding the survey in 2011 

(Puāwaitanga, Tapuwae, & Ora, 2014).  

In Europe, a study carried out in twelve European countries (Austria, Belgium, Czech 

Republic, Denmark, Estonia, France, Germany, Italy, The Netherlands, Spain, Sweden, 

Switzerland) covering 18,596 community-dwelling persons aged 65 years and over showed fall 
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rates between 7.9% and 16.2% (Franse et al., 2017). There were significant variations in rates 

across the countries. In Switzerland, Denmark, Sweden and Austria this varied between 7.9% and 

9.5%. In Italy, The Netherlands, Germany and Belgium this varied between 11.0% and 12.8%. In 

Estonia, France, Spain and the Czech Republic this varied between 13.9% and 16.2% (Franse et 

al., 2017). A study carried out in England using the English Longitudinal Study of Ageing (ELSA) 

data from 4,301 men and women during 2012-13 found 28.4% of respondents reported falls in the 

last two years preceding the survey (Gale, Cooper, & Aihie Sayer, 2016). Another study carried 

out in Turkey during 2013 among 1,001 people aged 65 years and over found 32% had fallen in 

the 6 months preceding the survey (Cevizci et al., 2015).   

In summary, clearly there is significant variation with regard to the fall rates reported in 

various studies. There is also significant variation in aspects of these studies as well, such as 

selecting age for studies that focus on older people. Some studies start at 60 years of age while 

others at 65 or 80 years of age. It could be argued that this preference may be due to cultural 

practices, official retirement reasons, or perceived risk of fall in certain age groups. Studies also 

used different follow up times. For example, several studies used a 12-month reference period to 

record falls, while others used 24 months, 6 months or 3 months. Larger reference periods are less 

likely to have accurate rates compared to shorter reference periods as it leads to recall bias (Ganz, 

Higashi, & Rubenstein, 2005). While most studies used cross-sectional study designs, only one of 

the highlighted studies used a clinical setting to estimate fall rates and a few others used 

longitudinal study data. Interestingly, most of the studies had an urban focus, particularly cities. 

There is only one study that examined falls among the indigenous population. Very few studies 

were found in Central Asia. There are some multi-country studies also. In the GCC countries more 

research on falls is required and to cover rural populations.  
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3.2.2 Regional evidence of falls. 

Kalula and colleagues (2011) undertook a systematic review of the prevalence of falls in 

developing countries, revealing variation in the prevalence of fall rates. Perceived fall risks were 

usually related to an older adult’s health status, socio-economic condition, environment and 

gender, as the majority of the reviewed studies reported that being an older female increased fall 

risk. This systematic review also highlighted the limitations of health promotion programmes 

aimed at preventing falls among older adults across most of the developing countries. The review 

revealed a lack of any fall prevalence data from Kuwait and GCC countries prior to 2011. 

However, a recent systematic review on falls in GCC countries included six studies – four from 

Kingdom Saudi Arabia (KSA), two from United Arab Emirates (UAE) and one from Qatar 

(Alqahtani, Alshehri, Hoover, & Alenazi, 2019) There is no study on falls in Kuwait.  

Although research has been carried out on the prevalence of falls in many different 

countries, there are a few countries in the GCC that have not done any research on falls, including 

Kuwait, Oman and Bahrain (Alqahtani et al., 2019). Almawlawi et al., (2011), Almegbel et al. 

(2018), and Alshammari et al. (2018) present three different population-based studies. 

Additionally, a few other studies from the Gulf region did not document the evidence of fall rates 

among older adults, however, these studies do provide a holistic look at fall-relevant literature in 

the Gulf region. One clinically-based study explored the prevalence of falls in Saudi Arabia; 

Hilliard, Frederick, Tierney-Gumaer, and Simpson (1999) estimated the fall rate in a hospital-

based setting (inpatient units) in Saudi Arabia and found that older patients (more than 60 years 

old) were more susceptible to falls than patients in younger age groups. Moreover, their findings 

revealed that men fell more frequently than women. However, because these results were based 



Chapter3 

 

39 

 

on the records of patients who sustained a fall while in the hospital (admitted patients), they are 

not representative of broader community fall rates. 

Another study by Rouzi et al. (2015) estimated the rate of falls among postmenopausal 

females (more than 50 years old) in Saudi Arabia. Of the 707 females who participated in the 

longitudinal study (from 2004 to 2010), 23% had at least one fall within the study period, and the 

tendency to fall increased with age. However, these results were drawn from a population-based 

survey that relied on subjective falls evaluated once a year, subject to recall bias. Grivna, Eid, and 

Abu-Zidan (2014) have investigated the fall prevalence rates among all ages who were admitted 

to Al-Ain Hospital in the UAE from 2003-2006. They found that majority of falls injury 

presentations (68%) were adults in productive years (20-54) while 22% of falls happened to 

younger people, less than 19 years of age. Work injuries were the most common, representing 52% 

of the total presentations. Interestingly, they found that female UAE nationals had significantly 

higher at-home fall rates than male UAE nationals and non-UAE nationals. 

These studies provide a general picture of falls in the Gulf region but are limited by their 

sample populations. None present information about clinical presentation of fall-related injuries in 

Kuwait or the Gulf region more broadly.  

 

3.2.3 Factors associated with falls. 

The previously included studies showed a number of biological, socio-economic and health 

conditions are risk factors associated with falls among older people. These include, among others: 

age, gender, education, occupation, economic status, mental health, low levels of activity, using 

assistive devices, impairment, chronic pain, and living arrangements. Next, I will provide an 

overview of the most common fall associated factors as presented in the literature.  
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Age: Age is an important biological factor that is associated with falls (WHO, 2007). In 

general, there is an increase in falls rate with increasing age. For example, in Nigeria the odds of 

fall among 75-79 years of age were 1.2 times higher compared to those in the age group 65-74 

years (Bekibele & Gureje, 2010). A similar finding was reported in Singapore where those 85 

years old and above had 1.51 times higher odds of falling compared to those 60 to 84 years old 

(Chan et al., 1997).  

Gender: In general, fall rates have been demonstrated to be higher among females 

compared to males. In a study carried out in Saudi Arabia, 64.4% females reported a fall compared 

to 50% males (Alshammari et al., 2018). Similar results were reported in a study in Turkey where 

females had higher odds (odd ration=2.7) of falls compared male (Cevizci et al., 2015). In Nigeria, 

the odds of falls were 1.4  times higher among female compared to male (Bekibele & Gureje, 

2010). Further, in Singapore females had 2.5 times increased odds falls compared to male (Chan 

et al., 1997). 

Socio-economic and behavioural factors: Socio-economic and behavioural factors are 

reported to have been associated with falls among the older people. For example, a study carried 

out in Ecuador found drinking alcohol regularly increased the odds of falls by 2.54 compared to 

those who do not drink regularly (Orces, 2014). Another study carried out in Singapore showed 

that one alcoholic drink per week increases the odds of falls by 1.31 compared to those who did 

not drink (Chan et al., 1997). Type of living arrangements are reported to have an impact on falls 

among older people. A study carried out in Malaysia showed that older people living alone had 

2.60 times higher odds of having a fall compared to people who are not living alone (Yeong et al., 

2016). In Qatar, falls were reported higher (50%) among widows compared to married people 

(27%) (Almawlawi et al., 2011). The same study falls among Qataris were higher (38%) compared 
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to non-Qatari (21%), while Indigenous ethnicity had 6.06 times higher odds of falls in Malaysia 

(Yeong et al., 2016).  

Health conditions: The previously included studies showed a number of health conditions 

are reported to have an association with falls. For example, hypertension increases the odds of falls 

by 1.78 times among older people in Singapore (Chang, 1997). Older people with arthritis had 

about 1.7 times increased odds of experiencing a fall compared to those without arthritis in Nigeria 

(Bekibele & Gureje, 2010). Furthermore, several other research studies provided a considerable 

evidence of the association between falls with poor health and many healthcare conditions such as 

Parkinson, stroke and dementia (Allen, Schwarzel, & Canning, 2013; Bergen et al., 2016; Van 

Doorn et al., 2003) 

  

3.2.4 Fall related injuries. 

Falls among older adults result in a wide range of trajectories and outcomes. Severe falls 

may result in death, while non-fatal falls can substantially impact an older person’s life. For 

example, in 2000, falls in the US resulted in more than 10,000 deaths and more than 2.5 million 

patients received fall-related medical care at a cost of $200 million and $19 billion for fatal and 

non-fatal falls, respectively ( Stevens, et al., 2006). 

Non-fatal falls can have undesirable outcomes, such as physical injury, disability, post-fall 

anxiety syndrome (i.e. fear of subsequent falls), loss of mobility, long and costly hospitalisation 

or premature nursing home admission, which eventually place a significant strain on healthcare 

resources. As an example, Stel, Smit, Pluijm, and Lips (2004) conducted a longitudinal ageing 

study to explore the consequences of falls among older adults in Amsterdam. They assessed 204 

older person’s falls (65 years and over) in 1998 and 1999 and then evaluated their associated fall 
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rates and consequences. They found that 68.1% of reported falls resulted in physical injuries, of 

which 5.9% were major. Moreover, 23.5% of falls required use of health services, 17.2% required 

treatment, 35.3% of fall patients reported a decline in functional status, 16.7% reported a decline 

in social status and 15.2% reported a decline in physical activity as a result of their fall. The results 

of this study provide clear evidence of the potential strain of falls and fall-related consequences on 

both older adults and healthcare services. 

Fall-related physical injuries are most common among adults 60 years and over compared 

to other age groups and the nature and severity of fall-related physical injuries vary by age and 

gender (Bell, Talbot-Stern, & Hennessy, 2000; Donald & Bulpitt, 1999; Jagnoor et al., 2012; 

Stevens & Sogolow, 2005). Along with the diversity of falls prevalence rates observed earlier in 

this chapter, international research on the prevalence of falls has found variations in the severity 

and rates of fall-related physical injuries between counties; fall-related injuries accounted for 31% 

to 74% of all fall cases in population studies and 75% to78% of all fall cases in clinical studies, 

requiring acute medical attention across counties (Berry & Miller, 2008; Close et al., 2012; Jagnoor 

et al., 2012; Salvà, Bolíbar, Pera, & Arias, 2004; Scuffham, Chaplin, & Legood, 2003; Stel et al., 

2004). Although (Sterling, O’connor, & Bonadies, 2001) found that 32% of falls reported at the 

trauma centre had resulted in serious injuries (classified by Injury Severity Score ISS), many falls 

result in no injury at all (Berry & Miller, 2008). Physical injuries can potentially require acute 

medical attention and the burden placed on the healthcare system increases with the severity of the 

injury (Berry & Miller, 2008). 

The most serious and costly injuries resulting from falls are fractures (Bell et al., 2000; 

Close et al., 2012; Peel, Kassulke, & McClure, 2002; Stel et al., 2004; Stevens & Sogolow, 2005). 

Peel et al., (2002) performed a follow-up study on older adults hospitalized as the result of a fall 
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in Australia. Among 2,090 patients, 1,754 (84%) reported that a fall was the main cause of their 

injury. Fractures were present in 89% of all fall-related admissions. Additionally, Nordell, Jarnlo, 

Jetsén, Nordström, and Thorngren (2000) studied falls among older adults as reported by the A&E 

Department at an orthopaedic hospital in Lund, Sweden. Although their study did not provide a 

fall rate, it did provide insight from an orthopaedic perspective into the falls cases and their 

consequences. In the study, 72% of older people who are presenting with falls sustained a fracture 

while 94% of injured older people required hospitalization, with a mean of nine days required in 

hospital. A fracture resulting from a fall is multifactorial in nature (Berry & Miller, 2008), meaning 

the fracture rate could vary according to the specifics of the fall, age, gender and the presence of 

pre-existing medical conditions, e.g. osteoporosis (Bell et al., 2000; Close et al., 2012; Peel, 

Kassulke, & McClure, 2002; Stel et al., 2004; Stevens & Sogolow, 2005). In summary, falls can 

result in a range of outcomes, many of which can have a permanent impact on an older person’s 

life.  

 

3.2.5 Summary and rationale for a quantitative analysis of hospital-based data on falls. 

The reviewed literature indicates the increased burden that falls can place on both older 

adults’ lives and healthcare services. A wide spectrum of fall prevalence rates and fall-associated 

factors can be found across the globe, making it necessary to understand falls among older adults 

by country. Due to the paucity of fall prevalence research in the GCC region, and the absence of 

any evidence of falls prevalence from Kuwait, falls among Kuwaiti people aged 50 years and older 

have not yet been quantified. In order to address falls among the older population, it is important 

to know the prevalence of falls, type of injuries sustained, and key differentials at a national level. 
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Both population-based (community level) and clinical research have strengths and 

limitations. For example, population-based studies are strengthened by community involvement 

and accurate information about where falls actually occur, yet are weakened by recall bias. On the 

other hand, clinical research is strengthened by the ascertainment of fall cases in the data source, 

obtained via clinical presentation, but may be less robust because it may miss less serious falls that 

do not reach the healthcare system (Ward, Jönsen, Nived, & Sturfelt, 2013). Therefore, as is the 

nature of any research, obtaining perfect data via either method can be challenging. 

As my aim is to understand the context of falls and falls prevention in Kuwait, I decided it 

might be more appropriate to look at falls from the perspective of the clinical setting, as falls are 

commonly associated with medical injuries that are usually reported at A&E departments, and 

arguably these are most important falls to know their estimated rate for prevention. For the purpose 

of this research, clinically-based data were obtained to provide evidence of the estimated fall 

prevalence rate resulting in medical service use and the associated physical consequences. The rest 

of this chapter will provide a detailed description of this research including estimation of fall 

prevalence rates, types of injuries, and associated risk factors.  

 

3.3 Estimation of Falls Prevalence, Fall-Related Injuries and Associated Risk Factors in 

Kuwait  

3.3.1 Aim of the study. 

This study aims to estimate national fall prevalence rates, fall-related injuries, and 

associated risk factors among older adults, as presented at the A&E Department of a specialized 

Orthopaedic hospital.  
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3.3.1.1 Objectives.  

Specific objectives of this study are: 

• To estimate the prevalence of falls among older adults at national level, and by nationalities as 

reported by the A&E department at Al-Razi Orthopaedic Hospital in Kuwait; 

• To quantify and study fall-related injuries among older adults according to nationalities; 

• To study fall-related injuries and risk factors among older adults according to nationalities. 

 

3.3.2 Methods. 

3.3.2.1 Study design.  

A hospital-based retrospective cross-sectional study was conducted at the A&E 

Department, Al-Razi Orthopaedic Hospital, the only orthopaedic hospital in Kuwait. 

 

3.3.2.2 Ethical considerations. 

The present study was approved by the Science Faculty Ethics Committee at the University 

of Portsmouth (see Appendix A). Furthermore, permission to conduct the study was gained 

through ethical approval granted by the Standing Committee for the Coordination of Health and 

Medical Research of the Ministry of Health in Kuwait (see Appendix B), including permission to 

collect data on Ministry of Health premises. 

Confidentiality of data was assured at all stages of this research. The data collected for the 

study were initially linked to patient names, which posed a potential risk of exposing the 

participants’ protected health information, as well as the accidental disclosure of personal 

information. In order to prevent the possible breach of confidentiality, the obtained data were 

anonymized by the senior nurse, who removed personal identifiable information such as name and 



Chapter3 

 

46 

 

address from all data relating to participants in the study. The data were then securely delivered to 

the researcher in the UK.  

The management of the recorded data transfer (which is the secondary data extracted from 

A&E medical records) was facilitated by senior staff nurses, who sent the paper-based data in a 

sealed envelope through a private, tracked mail delivery service (DHL). The data were securely 

uploaded through a password-protected computer (laptop) to security-protected “cloud” storage 

and prepared for analysis. The access password was only known by the researcher, and the data 

were never left unattended on the computer. After uploading the data into the computer, the hard 

copy of the data was returned to the hospital.  

 

3.3.2.3 Study Hospital, Accident and Emergency (A&E) Department.  

The Al-Razi Orthopaedic Hospital, the only orthopaedic hospital in Kuwait, was selected 

for this study. Based on our understanding of referral pathways (see Figure 2.3), all patients who 

acquire minor or major injuries due to falls are thought to attend this hospital A&E department 

with or without any referral. It should be noted that Kuwait is geographically very small and that 

the majority of the population can access Al-Razi Hospital in less than an hour. The description of 

the structure of the Kuwaiti healthcare system justifies the choice of this hospital as the study site 

(Figure 2.3) in terms of its potential access to all older people experiencing falls in the state of 

Kuwait.   

 

3.3.2.4 Data collection. 

The data for this study had to be extracted from the paper/book registers kept by the 

hospital. These registers were to be used within the office of the hospital where these records are 
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kept. The data extraction responsibilities were entrusted to a senior nurse who was blinded to the 

project objectives to avoid any potential bias while extracting data by including ineligible or 

excluding eligible cases. I provided instructions on inclusion protocols and spot verified extracted 

entries as part of data quality assurance. Figure 3.1 shows the steps followed in data collection. 

The first step in data collection involved identifying all attendees to the A&E during the reference 

period of 1 May to 31 July 2017. A total of 35,632 cases were identified during the reference 

period who attended A&E. The next step was to identify those attendees aged 50 years and over. 

This was done by noting ID numbers of such cases. A total of 5,958 cases matched the age criteria, 

50 years and over, and were further noted using their IDs. The following steps involved in 

identifying those attendees with injuries. If the diagnosis section in the register mentioned the 

following, they were excluded: lower back pain (LBP); osteoarthritis (OA); joint pain, e.g. knee, 

shoulder, ankle; shoulder impingement; pain from a previous injury, such as an old fracture; post-

operative presentation; tendinitis of a ligament, muscle or tendon, such as planter fasciitis, 

myositis, etc.; muscle spasms; spondylolisthesis; calcaneal spurs; all levels of disc plugs, with or 

without neurological symptoms, such as sciatica, foot droop; joint stiffness and any other kind of 

pain not reported to be due to any injury. There were 4848 such cases of symptoms not related to 

injuries, and these were excluded. If the diagnosis section in the register mentioned the following 

then they were included as injuries: shoulder, knee or ankle sprains, contusions, head injuries, bone 

fractures, chest trauma, falls from a height (FFH) and road traffic accidents (RTA). The total 

number of cases with injuries was 1,110, which were included for further scrutiny. The final step 

in data collection included identifying those cases where a fall resulted in the presenting injury. In 

537 cases a fall was not specified as the cause for the presenting injury.  In the remaining 573 such 

cases falls were the reason specified for the presenting injury. All 573 fall cases were selected for 
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this study and data were extracted.  The data were extracted from the registry manually by a senior 

nurse. The extracted data included background information and diagnosis (see below for details). 

 

Figure 3.1. Flow-Chart Showing Data Extraction Steps 

 

3.3.2.5 Variables in the extracted data set. 

The A&E records included limited information about each patient. These include their (1) age 

(2) gender (3) nationality and (4) diagnosis of presentation/injuries.  Diagnoses of injuries were 

recorded as: bone fracture, contusions, dislocation, multiple injuries, chest trauma and head injury.  

It was not feasible to evaluate severity of the injury using the Injury Scoring System (ISS) and 

Abbreviation Injury Scale (AIS) as detailed information about each injury was not available in the 

extracted data set (Kumaraguru et al., 2015). As an alternative approach, I considered the injury 
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classification criteria developed by Drahota et al. (2013), which is based on the treatment given to 

the patient as a result of their fall.  

• None  

• Minor – complaint of pain; requires ice, dressing, cleaning of wound, elevating limb or 

medication 

• Moderate – requires suturing, steri-strips, sling or temporary bed-rest (≤ 24 hours) 

• Major – requires surgery, casting, traction, neurological consultation for change in the level 

of consciousness and new permanent disability at discharge 

• Death 

Unfortunately, the extracted data did not have any information about the type of treatment 

given to each patient at the A&E. However, from the type of injuries documented, the most 

appropriate treatment options were assigned, based on medical guidelines of the A&E Department 

at Al-Razi orthopaedic hospital, and the type of injuries were re-classified as below. 

• Minor-Moderate – includes contusions  

• Major – includes bone fractures, dislocation, head injury, multiple injuries and chest trauma 

 

The following section illustrates justification of reclassification of all injuries to either a minor-

moderate or a major injury.  

 

Minor-Moderate injuries 

Contusion as a minor-moderate injury: A&E patients who presented with contusions may have 

complained of pain and required minor or moderate treatment, such as ice, dressing, wound 
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cleaning, elevating a limb, medication, suturing, steri-strips, application of a sling or temporary 

bed-rest (≤ 24 hours). Minor and moderate injuries were therefore combined into one category.  

 

Major injury 

Bone fractures, joint dislocation and head injuries as major injuries: All these injuries were 

assumed to require surgery, casting, traction or neurological consultation for changes in the level 

of consciousness. These conditions may also result in new and/or permanent disability at 

discharge. 

Chest trauma as a major injury: Chest trauma is difficult to classify as minor-moderate or major 

until a proper investigation can exclude major injury. As the chest is a sensitive part of the body 

that contains vital organs, I categorized chest trauma as a severe type of injury until and unless it 

was ruled a minor-moderate injury via further investigation, after admission to the hospital. This 

was due to findings by Exadaktylos, Sclabas, Schmid, Schaller, and Zimmermann (2001) 

highlighting that more than half of patients who presented to the A&E with normal initial chest 

radiographs, upon further investigation, showed multiple injuries on CT scans that were found to 

be severe.  

 

3.3.2.6 Estimation of fall prevalence rate.  

The annual number of falls was calculated by multiplying the total number of A&E 

attendees who had an injury, minor-moderate or major, due to fall during the three months study 

period, by a factor of four. The estimated annual number of falls was divided by the total 

population aged 50 years and above (the dominator), provided by the Public Authority for Civil 

Information (PACI, 2018), to calculate the average number of falls per person requiring A&E 
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attendance in a year. These figures were multiplied by 1,000 to estimate the prevalence rates of 

falls resulting in A&E attendance per 1,000 members of the general population aged 50 years and 

above in Kuwait.  The term ‘prevalence’ indicates the total number of events in a year for a fixed 

population size (Noordzij, Dekker, Zoccali, & Jager, 2010).  Thus, when calculating falls 

prevalence, people experiencing the event (fall) are not subsequently excluded from the overall 

population (denominator). 

 

3.3.2.7 Statistical analysis.  

The statistical techniques used in this study were Chi-Square and logistic regression. Chi-

Square was often used to test if there is a statistically significant association between the tested 

variables. The technique aims to explore if there is an association between the exploratory 

variables (age, gender and nationality) and having major injury (fracture, head injury, dislocation, 

multiple injuries, and chest trauma). The results are presented as chi-square values and associated 

p values. Logistic regression models, also called logit or log-odds regression models, are often 

used to explain or predict binary (dichotomous) outcomes using certain explanatory variables. The 

technique aims to study the relationship between a binary (dichotomous) response (e.g. type of 

injury) and explanatory variables, such as age, gender, and nationality (Agresti & Franklin, 2007). 

In this study the binary variable is the “type injury” (minor-moderate injury as “0” and 

major injury as “1”). The aim of the analysis strategy is to study the relationship between the type 

of injury (minor-moderate or major) and explanatory variables such as age, gender, and nationality. 

The results are presented as odds ratios, confidence intervals and p values. Reference categories 

are chosen to express the results logically to align with the explanations of relationships. For 

example, males are used as reference category to express the magnitude of falls among females 
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which is an aspect of interest in this study. Analyses were undertaken using the StataCrop (2013) 

software, with the support of a statistician. 

 

3.3.3 Results. 

During the period from May through July 2017, there were a total of 31,714 adult A&E 

presentations. Of these, 5,958 were aged 50 years and above. Among the 5,958 cases, 1,110 

(18.6%) were injurious and 4,848 (81.3%) were non-injurious presentations. From the 1,110 

injurious cases 573 reported fall as the reason for the injury, which were used for the main analysis 

of this study.  

Table 3.1 presents summary characteristics of the study population and fall prevalence rates 

requiring A&E attendance for Kuwaitis and non-Kuwaitis, according to gender and age groups. 

The overall fall prevalence rate requiring A&E attendance for the population aged 50 years and 

above in Kuwait was 3.78/1,000. The overall prevalence rate for major falls was 1.93/1,000 and 

for minor-moderate falls was 1.84/1,000. 

 

3.3.3.1 Falls prevalence rate by nationality. 

 The overall fall prevalence rates were over three times higher for Kuwaitis (7.55/1,000) than non-

Kuwaitis aged 50+ years (2.01/1,000). The prevalence rates for major falls among Kuwaitis and 

non-Kuwaitis aged 50 years and over were 3.75/1,000 and 1.07/1,000, respectively. Prevalence 

rates for minor-moderate falls among Kuwaitis and non-Kuwaitis were 3.79/1,000 and 0.93/1,000, 

respectively. 
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3.3.3.1.1 Fall prevalence rate by gender. 

The overall fall prevalence rate was higher among females (6.23/1,000) than males (2.42/1,000). 

The fall prevalence rate was also higher among female Kuwaitis (9.42/1,000) compared to male 

Kuwaitis (5.14/1000), and similarly, higher among non-Kuwaiti females (2.98/1,000) compared 

to non-Kuwaiti males (1.66/1,000).  

Major fall prevalence rate was higher among females (3.36/1000) compared to males (1.14/1000). 

Among the Kuwaitis the fall prevalence rate was higher among females (4.87/1000) compared to 

males (2.31/1000). A similar pattern was observed among non-Kuwaitis (1.83/1000) for females 

and (0.81/1000) for males. 

Minor-moderate fall prevalence rate was higher among female (2.86/1000) compared to males 

(1.28/1000). Among the Kuwaitis the minor-moderate fall rate was higher among females 

(4.54/1000) compared to males (2.83/1000). For non-Kuwaitis, the minor-moderate fall rate was 

also higher for females (1.15/1000) compared to males (0.85/1000).  

 

3.3.3.1.2 Fall prevalence rate by age groups. 

Overall, the fall prevalence rates more than quadrupled from the youngest to the oldest age group 

(2.08/1000 for the 50-54 years age group; 9.13/1000 for the 65+ years age group). Among 

Kuwaitis, the fall prevalence rate increased from 5.05/1,000 in the 50-54 age group to 11.98/1,000 

among the 65+ age group. Comparable fall prevalence rates for non-Kuwaitis were 1.21/1,000 and 

5.58/1,000, respectively.  

The prevalence rate of overall major falls increased from 0.87/1,000 among the 50-54 years age 

group to 5.12/1,000 among the 65+ age group. The prevalence rate of major falls among Kuwaitis 
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increased from 1.89/1,000 among the 50-54 years age group to 6.68/1,000 among the 65+ age 

group. For non-Kuwaitis, the prevalence rate of major falls was 0.57/1,000 for the 50-54 years age 

group and 3.17/1,000 for the 65+ age group.  

For minor-moderate falls, the overall prevalence rate increased from 1.21/1,000 for the 50-54 years 

age group to 4.01/1,000 for the 65+ age group. The prevalence rate increased from 3.16/1,000 for 

the 50-54 years age group to 5.30/1,000 for the 65+ age group among Kuwaitis, and from 

0.63/1,000 to 2.40/1,000 for non-Kuwaitis, respectively.   
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Table 3.1. Fall Prevalence Rates for Major and Minor-Moderate Falls 

 Total No. of 

Fallsa 

No. of 

Major Fallsa 

No. of Minor-

Moderate 

Fallsa 

Mid-Year 

Population 

Prevalence Rate of Falls (per 1000 population) 

Overall Major Minor-

Moderate 

Kuwaiti 

Gender 

Male 109 49 60 84,675 5.14 2.31 2.83 

Female 257 133 124 109,038 9.42 4.87 4.54 

Age group 

50-54 72 27 45 56,932 5.05 1.89 3.16 

55-59 69 34 35 44,510 6.20 3.05 3.14 

60-64 51 24 27 34,208 5.96 2.80 3.15 

≥ 65  174 97 77 58,063 11.98 6.68 5.30 

Total  366 182 184 193,713 7.55 3.75 3.79 

Non-Kuwaitis 

Gender 

Male 127 62 65 304,764 1.66 0.81 0.85 

Female 80 49 31 107,033 2.98 1.83 1.15 

Age group  

50-54 59 28 31 194,071 1.21 0.57 0.63 

55-59 51 29 22 111,284 1.83 1.04 0.79 

60-64 32 17 15 59,872 2.13 1.13 1.00 

≥ 65  65 37 28 46,570 5.58 3.17 2.40 

Total  207 111 96 411,797 2.01 1.07 0.93 

TOTAL 

Gender 

Male 236 111 125 389,439 2.42 1.14 1.28 

Female 337 182 155 216,071 6.23 3.36 2.86 

  

“Continued” 
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Total No. of 

Fallsa 

No. of 

Major Fallsa 

No. of Minor-

Moderate 

Fallsa 

Mid-Year 

Population 

Prevalence Rate of Falls (per 1000 population) 

Overall Major Minor-

Moderate 

Age group  

50-54 131 55 76 251,003 2.08 0.87 1.21 

55-59 120 63 57 155,794 3.08 1.61 1.46 

60-64 83 41 42 94,080 3.52 1.74 1.78 

≥ 65  239 134 105 104,633 9.13 5.12 4.01 

Total 573 293 280 605,510 3.78 1.93 1.84 

a These numbers were multiplied by 4 to estimate the annual number of falls prior to calculating the 

annual prevalence rate 

 

 

3.3.3.2 Overall comparison of major and minor-moderate falls injuries. 

Table 3.2 show the number and percentage distribution of major and minor-moderate 

injuries for Kuwaitis, non-Kuwaitis and for the total population. Major injuries include fractures, 

head injury, dislocation, multiple injuries, and chest trauma. Minor-moderate injuries include 

contusion.  
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Table 3.2. Major and Minor-Moderate Fall’s Injury Distribution 

   Injury type  

Major   Minor 

Total Fracture Head Dislocation Multiple Chest Total  Contusion 

Kuwaiti No. (%) 

Gender          

Male 43 (39) 2 (2) 0 (0) 0 (0) 4 (4) 49(45)  60 (55) 109(100) 

Female 102 (40) 5 (2) 9 (4) 5 (2) 12 (5) 133(52)  124 (48) 257(100) 

Age group           

50-54 22 (31) 0 (0) 0 (0) 2 (3) 3 (4) 27(38)  45 (62) 72 (100) 

55-59 29 (42) 3 (4) 0 (0) 0 (0) 2 (3) 34(49)  35 (51) 69 (100) 

60-64 14 (27) 1 (2) 4 (8) 1 (2) 4 (8) 24(47)  27 (53) 51 (100) 

≥ 65  80 (46) 3 (2) 5 (3) 2 (1) 7 (4) 97(56)  77 (44) 174(100) 

Total 145(40) 7 (2) 9 (2) 5 (1) 16 (4) 182(49)  184 (50) 366(100) 

Non-Kuwaiti No. (%) 

Gender          

Male 49 (39) 1 (1) 0 (0) 3 (2) 9 (7) 62(49)  65 (51) 127(100) 

Female  44 (55) 0 (0) 1 (1) 2 (3) 2 (3) 49(61)  31 (39) 80(100) 

Age group           

50-54 25 (42) 0 (0) 0 (0) 0 (0) 3 (5) 28(47)  31 (53) 59 (100) 

55-59 24 (47) 0 (0) 0 (0) 4 (8) 1 (2) 29(56)  22 (43) 51 (100) 

60-64 13 (41) 1 (3) 0 (0) 1 (3) 2 (6) 17(53)  15 (47) 32 (100) 

≥ 65  31 (48) 0 (0) 1 (1) 0 (0) 5 (8) 37(57)  28 (43) 65 (100) 

Total 93 (45) 1 (1) 1 (1) 5 (2) 11(5) 111(54)  96 (46) 207(100) 

 

“Continued” 
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   Injury type  

Major   Minor 

Total Fracture Head Dislocation Multiple Chest Total  Contusion 

Total No. (%) 

Gender          

Male 92 (39) 3 (1) 0 (0) 3 (1) 13 (6) 111(47)  125 (53) 236(100) 

Female  146 (43) 5 (1) 10 (3) 7 (2) 14 (4) 182(54)  155 (46) 337(100) 

Age group           

50-54 47 (36) 0 (0) 0 (0) 2 (1) 6 (4) 55(42)  76 (58) 131(100) 

55-59 53 (44) 3 (2) 0 (0) 4 (3) 3 (3) 63(52)  57 (48) 120(100) 

60-64 27 (33) 2 (2) 4 (5) 2 (2) 6 (7) 41(49)  42 (51) 83(100) 

≥ 65  111 (46) 3 (1) 6 (2) 2 (1) 12 (5) 134(56)  105 (44) 239(100) 

Total 238(42) 8(1) 10 (2) 10(2) 27(5) 293(51)  280(49) 573(100) 

 

3.3.3.2.1 Overall comparison of major and minor-moderate fall injuries by nationality.  

Overall, there were 293 (51%) major injuries and 280 (49%) minor-moderate injuries 

among the 573 A&E attendees during the reference period of 2017. Almost the same pattern was 

observed among Kuwaitis (182 cases, 49% major injuries; 184 cases, 50% minor-moderate 

injuries) and non-Kuwaitis (111 cases, 54% major injuries; 96 cases, 46% minor-moderate 

injuries).  

Overall, for the major injuries, the highest injury type was fractures (238 cases, 42% of all 

injuries and 80% of major injuries) followed by chest trauma (27 cases, 5%), multiple injuries (10 

cases, 2%), dislocation (10 cases, 2%), and head injuries (8 cases, 1%). For the minor-moderate 

injuries, contusion (280 cases, 49% of all injuries and 100% of minor-moderate injuries) was the 

only injury. Thus, fracture was the most important injury presented among attendees in this study. 
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Among the Kuwaitis and non-Kuwaitis almost the same pattern was observed. Among Kuwaitis 

the highest major injury was fracture (145 cases, 40%), followed by chest trauma (16 cases, 4%), 

dislocation (9 cases, 2%), head injuries (7 cases, 2%) and multiple injuries (5 cases, 1%). Among 

non-Kuwaitis also the highest major injury was fracture (93 cases, 45%) followed by chest trauma 

(11 cases, 5%), multiple injuries (5 cases, 2%), dislocation (1 case, 1%) and head injuries (1 case, 

1%). There was no statistically significant association between whether people sustained a major 

injury and their nationality (X2(4, N = 573) = 5.73, p = 0.22).  

 

3.3.3.2.2 Comparison of major and minor-moderate fall injuries by gender, stratified by 

nationality. 

Overall, the percentage of major injuries was higher among females (182 cases, 54%) than 

males (111 cases, 47%). However, there was no statistically significant association between gender 

and sustaining major injuries (X2(4, N =573) = 6.58, p = 0.16). This pattern was true for Kuwaitis 

(133 cases, 52% females; 49 cases, 45% males) and Non-Kuwaitis (49 cases, 61% females; 62 

cases, 49% males). However, overall, the percentage of minor-moderate injuries were higher 

among males (125 cases, 53%) compared to females (155 cases, 46%). The same pattern was 

observed among Kuwaitis (60 cases, 55% males; 124 cases, 48% females); and non-Kuwaitis (65 

cases, 51% males; 31 cases, 39% females).  

 

3.3.3.2.3 Comparison of major and minor-moderate fall injuries by age, stratified by nationality. 

Overall, among all age groups, the highest percentage of major injuries were reported in 

the age group 65 years and over (134 cases, 56%) and the lowest among 50-54 years (55 cases, 
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42%). The association between age and major injuries was statistically significant (X2(12, N =573) 

= 22.43, p = 0.03). Kuwaitis (highest in age group 65+, 97 cases, 56%; lowest in age group 50-54 

years, 27 cases, 38%) and non-Kuwaitis (highest in age group 65+, 37 cases, 57%; lowest in age 

group 50-54 years, 28 cases, 47%;) follow similar pattern.  

Overall, the age-specific presentation of minor-moderate injuries shows a different pattern. 

The highest percentage of minor-moderate injuries was among the age group 50-54 years (76 

cases, 58%) and the lowest among 65+ years age group (105 cases, 44%). Among the Kuwaitis 

and non-Kuwaitis, a similar pattern was observed. Among Kuwaitis the highest percentage of 

minor-moderate injuries was in 50-54 years age group (45 cases, 62%) and lowest among 65+ age 

group (77 cases, 44%). The corresponding figures for non-Kuwaitis are 53% (31 cases) and 43% 

(28 cases).  

 

3.3.3.3 Fall-related injuries. 

In this section, I will present the distribution of fall-related injuries (as percentage values) 

obtained from Table 3.2.  

 

3.3.3.3.1 Fracture.  

Fractures were the most common major injury reported in this study among the A&E 

attendees. About 42% of all injuries (and 80% of the major injuries) in this study were fractures. 

For Kuwaitis and non-Kuwaitis this was 40% and 45%, respectively.  

Overall, the percentage of females (43%) reporting fracture was higher than males (39%). 

Among Kuwaitis there was very little difference in percentages of females and males presenting 
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with fracture (40% and 39%, respectively). However, among non-Kuwaitis, the percentage of 

females (55%) reporting fractures was higher than males (39%).  

Overall, among the age groups, the highest percentage of fracture was in the age group 65 

and over (46%) and lowest in 60-64 years (33%). Among Kuwaitis the highest and lowest 

presentations with fracture were for the age group 65 and over (46%) and 60-64 years (27%), 

respectively. But for non-Kuwaitis more people presented with fracture in the age group 65+ 

(48%), and the lowest number of presentations was in 60-64 years age group (41%). 

 

3.3.3.3.2 Other major injuries. 

For other major injuries such as head injuries, dislocation, multiple injuries, and chest 

trauma there was no clear pattern either with regard to gender or age.  

 

3.3.3.3.3 Contusion. 

Among minor-moderate injuries, contusion is the only injury in this study. Therefore, age 

and gender-specific patterns discussed for minor-major injuries will be the same for contusion.   

 

3.3.3.4 Factors associated with fall injuries. 

Table 3.3, Table 3.4, and Table 3.5 provides the logistic regression results.  Table 3.3 

provides the logistic regression results for the total population. The dependent variable is type of 

injury (major or minor-moderate). The independent or explanatory variables are age, gender and 

nationality. Overall, the only variable that shows a significant association with type of injury is 

age. The age group ‘65 years and above’ shows 89% increased odds of presenting to A&E with a 
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major fall compared to 50-54 years old group. Gender, although not significant (p=0.06), indicates 

females having higher odds of presenting with a major fall. Similarly, nationality was not 

significant (p=0.16), but indicates that non-Kuwaiti having higher odds of presenting with a major 

fall. 

 

Table 3.3. Logistic Regression Showing Variables Influencing the Odds of Having a Major Injury 

Following a Fall, Kuwait total,  

 
Variable Odds ratio 95% confidence interval p-value 

Age group 

50-54 a  1.00    

55-59 1.58 (0.96 -2.61) 0.070 

60-64 1.20 (0.69 -2.10) 0.510 

65+ 1.89 (1.21 -2.93) <0.001 

Gender 

Male a 1.00    

Female 1.40 (0.98 -2.01) 0.060 

Nationality 

Kuwaiti a 1.00    

Non-Kuwaiti 1.30 (0.89-1.25) 0.160 

 a Reference category  

 

Table 3.4 provides the logistic regression outputs for the Kuwaiti population. As before the 

dependent binary variable is type of injury (major or minor-moderate). The independent variables 

are age and gender. Among Kuwaitis there is 129% increased odds of having a major fall for the 

age group 65+ years (p<0.001), and 96% increased odds among 55-59 years age group (p=0.05) 

compared to the reference group of 50-54 years. Among the Kuwaitis gender was not significantly 
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associated with a major fall (p=0.20), however the indication is females are associated with higher 

odds of having a major fall. 

 

Table 3.4. Logistic Regression Showing Variables Influencing the Odds of Having a Major Injury 

Following a Fall, Kuwaitis, 2017 

Variable Odds ratio 95% confidence interval p-value 

Age group 

50-54 a 1.00    

55-59 1.96 (1.00- 3.86) 0.050 

60-64 1.34 (0.64- 2.80) 0.430 

65+ 2.29 (1.30- 4.05) <0.001 

Gender 

Male a 1.00    

Female 1.35 (0.85- 2.17) 0.200 

a Reference category 

 

Table 3.5 provides logistic regression outputs for non-Kuwaiti population. Among the non-

Kuwaiti population both age and gender were not significantly associated with the odds of having 

a major fall. 
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Table 3.5. Logistic Regression Showing Variables Influencing the Odds of Having a Major Injury 

Following a Fall, Non-Kuwaiti, 2017 

Variable Odds ratio 95% confidence interval p-value 

 

Age group 

50-54 a 1.00    

55-59 1.22 (0.57-2.60) 0.590 

60-64 1.08 (0.45- 2.58) 0.190 

65+ 1.34 (0.66- 2.82) 0.860 

Gender 

Male a 1.00    

Female 1.53 (0.85- 2.73) 0.140 

a Reference category    

 

3.3.4 Discussion. 

This primary research revealed a fall prevalence rate of 3.78/1000 of the population aged 

50 years old and above. The fall prevalence rate was higher for Kuwaitis (7.55/1000) compared to 

non-Kuwaitis (2.01). This study contributes to the existing global knowledge of falls by providing 

a national estimate for injurious falls that result in A&E attendance among the older population in 

Kuwait for the first time. Furthermore, the study also highlighted number of operational issues of 

concerns in regard to the current healthcare system. For example, about 81% of the presentations 

to the A&E were non-injurious presentations. This increases strain on healthcare services, leading 

to increased costs and a waste of time and effort. Clinical presentation of multiple chronic 

morbidities complicates A&E services, evaluation and management, as treatment and case 

management for these presentations is usually beyond the scope of A&E services at the 

orthopaedic hospital. The overwhelming presentation of non-emergency conditions could result in 



Chapter3 

 

65 

 

prolonged waiting times that might affect the safety of patients with more critical conditions 

(Derlet & Richards, 2000; Trzeciak & Rivers, 2003). This highlights the importance of revisiting 

the A&E access policy and clearly defining the services accessed by users of primary healthcare 

clinics, secondary hospitals and tertiary hospitals. The triage system is a valid and reliable method 

used to assess a patient’s condition upon arrival (Christ, Grossmann, Winter, Bingisser, & Platz, 

2010) and is already in use in all of the A&E departments at the general hospitals in Kuwait. Triage 

teams, if allocated to the A&E department at the orthopaedic hospital, could evaluate patient 

priority and redirect non-emergency cases to general hospitals.  

However, the results of this research sit within the global context of falls among older 

adults and reinforce the existence, severity and potential healthcare resources use of falls as a 

health issue that affects older people across the globe. These findings contribute to the evidence 

that shows a variation in falls prevalence rates between countries, reflecting various underpinning 

risk factors. However, given the variation in study contexts, levels of national representation and 

methodologies employed in these global prevalence studies, their results are not easily comparable 

with our results.  

 

3.3.4.1 Falls prevalence rate. 

In this study, the fall prevalence rate ranged from 2.08 per 1,000 in the younger age group 

(50-54 years old) to 9.13 per 1,000 in the older age group (65 year and over). The study by 

Scuffham et al. (2003) carried out in England and Wales could be comparable, as it is the only 

clinical research that provided a national estimate of falls based on data from an A&E department. 

This study showed a higher prevalence of falls per 1,000 population compared to our results, 

ranging from 27.35 per 1,000 in the younger age group (60–69 years) to 94.53 per 1,000 in the 
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older age group (75 years and over). This difference between the fall rates found in Kuwait and 

the United Kingdom could indicate that older Kuwaiti people fall less frequently than older people 

elsewhere. Differences in environment, living arrangements, physical activity level, culture, 

awareness and knowledge about fall prevention might explain the variations in fall prevalence 

rates and the risk factors that increase or decrease the risk of falls among older adults. Moreover, 

the significant contributions of caregivers and social structure in the lives of older people could 

affect the lower number of falls among the older Kuwaiti population (Musaiger & D’Souza, 2009). 

Older Kuwaiti people might not risk their safety by being active; if they move less, they may 

experience fewer falls. However, decreased activity level cannot be easily attributed as a reason 

for fewer falls as it has a huge effect on health and was found to be associated with falls in many 

countries (Almawlawi et al., 2011; Chang and Do, 2015; Kamel et al., 2013; Orces, 2013; Yu et 

al., 2009). These potential factors need to be investigated further to better understand the fall rates 

among the older Kuwaiti population.  

Based on our estimates from the hospital data, in Kuwait in 2017 there were approximately 

2,292 injurious fall cases presenting to A&E among the older population, with a fall rate of 3.78 

per 1,000 population. As this research is the first to address this topic, and is exploratory by nature, 

I believe that this number is likely to be an underestimate. The secondary data from the hospital 

indicate that the number of Kuwaitis and non-Kuwaitis from the six “governances” (regions) 

attending the Al-Razi A&E and these data suggests that fewer patients from location farthest away 

from the hospital visit the A&E at Al-Razi hospital for fall related emergencies. It is likely that 

these patients use healthcare services for falls from their designated secondary care facilities closer 

to their homes. The inconsistency in patient referrals made it difficult to say for certain that falls 

are being managed in secondary hospitals, as many minor-moderate and major fall referrals to Al-
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Razi were observed from these regions. Also, there are likely to be errors resulting from manual 

data entry in the A&E register; it is possible that some falls cases were not noted as ‘falls’ by the 

person entering the notes. However, the results of this study still demonstrate the existence of falls 

as a problem, with older adults who experience a fall, their families and the community at large 

shouldering economic, social and healthcare burdens. Therefore, this study highlights the necessity 

of having a better performing referral system and a robust fall and fall-related injuries reporting 

system, to enable more accurate records of fall prevalence among older adults at a national level.  

This study showed lower rates of falls among non-Kuwaitis compared to Kuwaitis; this is 

particularly important, as non-Kuwaitis constitute about 70% of the population in Kuwait. The 

question is whether or not the lower fall rates for non-Kuwaitis are due to a lack of access to 

healthcare due to economic- and employment-related reasons, or whether the number of falls is 

truly lower among non-Kuwaitis. Non-Kuwaitis, mostly migrant workers, family of an active 

worker or “bidoon” (stateless), are less likely to attend an A&E for minor-moderate injuries, as 

hospital attendance will cost them both money and time. Higher rates of A&E attendance following 

a fall among Kuwaitis may be due to several factors, including access to healthcare, family type, 

and access to a full-time caregiver. In Kuwaiti society, it is normal to have caregivers to look after 

older adults (originated from the social bandings described in chapter 2). There is evidence that 

patients with a caregiver are three times more likely to report a fall than patients without one 

(Donald & Bulpitt, 1999). Another possible reason for the discrepancy could be that healthcare 

services are free for Kuwaiti nationals, while charges apply for non-nationals. The difference in 

healthcare use was also reported in the Kuwaiti Ministry of Health (MOH) (2013); statistics which 

indicated that Kuwaitis use healthcare facilities more than non-Kuwaitis. Thus, falls reported in 

this study among non-Kuwaitis are likely to be an underestimate of the number of falls actually 
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occurring, but more research is needed to establish this claim. Clearly, policies and programmes 

are required to address overall access and inequalities in access to A&E in general but also 

following a fall. 

 

3.3.4.2 Fall-associated factors.  

My findings showed that age is an indicator of both major and minor-moderate falls. These 

results align with the findings of several studies from the literature (Close et al., 2012; Stel et al., 

2004; Stevens & Sogolow, 2005). The results also revealed that age was significantly correlated 

with sustaining major injury following a fall. Older adults are susceptible to the physical, sensory 

and cognitive changes that accompany the ageing process. These changes can affect balance, 

strength and, eventually, mobility, the deterioration of which not only can increase the risk of a 

fall but also increase the severity of falls (Berry & Miller, 2008).  

There also seems to be a gender aspect to falls in Kuwait. The percentage of females 

presenting with major falls was higher than males. Older females play an important role in 

managing domestic matters in Kuwaiti society, particularly in large, extended families. In the 

Kuwaiti context, it is likely that females spend more time in environments with potential exposure 

to environmental hazards such as slippery floors and loose rugs, for example, supervising cooking 

and cleaning. This was also found in Saudi Arabia, which has a similar culture to Kuwait with a 

society where fall prevention is unfamiliar, as falls were significantly associated with being female 

and exposed to environmental hazards (Alshammari et al., 2018). There is further evidence that 

bone mass declines after age 30 at a higher rate for females than for males (Beck et al., 1992). 

Further, women experience lower bone mass following menopause (Siris et al., 2001; Stevens & 

Sogolow, 2005). Thus, females are at higher risk of falls and major falls than males both socially 
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and biologically. Contrariwise, there was a higher percentage of men presenting with minor-

moderate falls compared to women, both among the Kuwaitis and non-Kuwaitis. This increase in 

minor-moderate falls among males could be due to biological factors (e.g. bone density), making 

them less likely to sustain a major injury (fracture). Reasons for this needs to be explored in future 

research. Among non-Kuwaitis, the percentage of women reporting major falls was also higher 

than males. Further research is required to investigate underlying risk factors for non-Kuwaiti 

women.  

 

3.3.4.3 Fall consequences.  

Despite the low estimated prevalence, falls still constituted 51% of the presentations of 

older adults with injuries at the A&E department of Al-Razi Orthopaedic Hospital and about 42% 

of those were fractures. The high fracture rate—the most expensive consequence of falls—is in 

line with results of previous studies (Bell et al., 2000; Peel et al., 2002;  Stevens & Sogolow, 2005). 

Treating fractures consumes medical resources and fractures restrict the activities and lives of older 

adults potentially limiting their movement and contributing to repeated falls, with increased 

mortality risk to many older people post fractures (Bell et al., 2000; Berry & Miller, 2008; Stevens 

& Sogolow, 2005).  

To conclude, the results of this study quantified the prevalence of reported falls. The aim 

of this research was to provide evidence of the existence and extent of the falls among older people 

in Kuwait. Policies and programmes for older adults in Kuwait are evolving, with greater focus on 

curative care for non-communicable diseases and diseases related to old-age (WHO, 2015c). 

Currently, there is an increased focus by the government on setting up programmes that support 

the welfare of the elderly (WHO, 2015c). Now is an ideal time to incorporate programmes that 
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prevent falls and fall-related injuries within the wider package of health and social care for older 

people.  Preventing falls should be a government priority, as it can provide longer-term quality of 

life to the older population, reduce costs to the healthcare system and reduce the burden to the 

family.  

 

3.3.4.4 Strengths and Limitations.  

This research provides the first evidence of the existence of falls as a healthcare problem in Kuwait 

while providing a picture of the burden of falls among older people on the healthcare services. The 

results of this research further enabled the identification of the weakness of the current healthcare 

system and areas of potential improvement.  

The Ministry of Health in Kuwait relies on a manual fall recording system, and the word “fall” 

was manually added to the records; hence, some falls may have been missed because the 

presentation was not recorded as a fall. Another limitation was the inability to capture recurring 

falls among older adults or to determine their cause, because such data were not included in the 

recording system. Therefore, a more rigorous recording system is needed, which would enable the 

estimation of a more accurate fall rate in future research. The data used in the present study were 

extracted from a medical service register and therefore did not capture falls by older people in the 

community who did not seek medical attention; therefore, less severe falls or non-injurious falls 

of people who did not want to attend the hospital might have been missed. 

 

3.3.4.5 Future research. 

The cost, outcomes, hospitalisation and fatalities caused by falls are all important aspects of 

quantifying falls among an older population from clinical settings. However, these aspects were 
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unavailable for review due to the limited availability of secondary data. Moreover, population-

based surveys considering older people’s background demographic variables, health 

characteristics, fall circumstances and fall consequences, are needed to define falls among older 

adults in Kuwait. Conducting future research in Kuwait with more variables could improve the 

estimation of falls and fall predictors, as well as associated variables, to address clinical 

implications. Future research should focus on the “increase in fall rate” with age and seek to 

understand the underlying risk factors and cultural issues among Kuwaitis and non-Kuwaitis.  

 

3.3.5 Conclusion. 

The results of this study should draw attention to falls among the elderly in Kuwait and the 

impact they have on A&E presentations. As age is a predictor of major falls, strategies for 

providing regional healthcare services are needed to decrease the prevalence of falls and the 

personal and economic costs associated with fall-related medical treatment. Strategies are also 

needed for maintaining the health and well-being of older populations in Kuwait, as directed by 

the WHO regional committee (WHO, 2006). Future research on this important health issue should 

focus on exploring the risk factors of and understanding the attitudes toward falls among Kuwaiti 

residents. The lower fall rate among non-Kuwaitis compared to Kuwaitis is a strong reason for 

prioritizing exploration of falls among Kuwaitis as the next step towards a better understanding of 

falls among older adults in Kuwait—as is to be explored in the next chapter.  
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4.1 Chapter overview 

After providing regional evidence of the presence of falls as a problem in Kuwait in the 

last chapter, the focus of this chapter is to provide an understanding of the perceptions of falls and 

falls prevention among older Kuwaiti people though interviewing older people in Kuwait and their 

caregivers.  

 

4.2 Introduction 

The key to targeting resources for the prevention of falls and fall-related injuries is a better 

knowledge of the scope and nature of falls, and the available best-practice evidence pertaining to 

falls and injury prevention. There is an increasing global interest in falls and a growing body of 

evidence-based practice on falls prevention interventions for older populations. Several substantial 

research studies have investigated the implementation of effective falls prevention interventions 

(Guirguis-Blake et al., 2018; Nikolaus & Bach, 2003; Pighills et al., 2011; Sherrington et al., 2019; 

Tricco et al., 2017). Exercise programmes to improve strength, balance, and postural stability, as 

well as home and public environmental management, are examples of fall prevention interventions 

that have been widely used and found to be effective in reducing the number of falls in older people 

(Guirguis-Blake et al., 2018; Iwamoto et al., 2009; Nikolaus & Bach, 2003; Sherrington et al., 

2019; Tricco et al., 2017). Although these studies help in creating falls prevention strategies and 

supporting evidence-based practices, their effectiveness might be restricted to the cultural 

environments and populations in which the studies have been conducted and applied. Therefore, 

it is important to consider the context, including regional, social, and cultural factors, in order to 
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provide the best support and care for older people in a particular region (Jagnoor et al., 2014; Jang 

et al., 2016; Kalula et al., 2011).  

Older people’s compliance to the proposed intervention was found to be an important 

barrier to the implementation of any falls prevention intervention (Fortinsky et al., 2004). 

Therefore, the success of a well-designed intervention is highly dependent on the older person 

accepting being at risk in the first place, and then adhering to the proposed intervention. Older 

people’s perceptions of falls, their acceptance of the risks of falls, and interventions to manage the 

risks of falling, vary (Bunn et al., 2008; De Groot & Fagerström, 2011; Jagnoor et al., 2014; 

McInnes et al., 2011). It is therefore important to gain an understanding of older people’s 

experiences and perceptions when developing interventions.  

The next part of this chapter will explore the possible factors that might influence older 

people’s perceptions towards falls risk status and falls prevention behaviour. I will discuss 

perceived ageing, health and health beliefs, fear of falling, experience, knowledge, social aspects, 

and individual, cultural and religious beliefs. The effects of many of these variables could have an 

overlapping influence on older people’s perceptions, but the objective of this part of the chapter is 

to map out the possible main contributors to older people’s constructed perceptions. 

 

4.2.1 Perceptions of falls in older age and influence on falls risk status. 

Some older people perceive being an “older adult” as a vulnerable stage of life, indicating 

a state of weakness and loss of control over their lives (Jang et al., 2016; McInnes et al., 2011; 

Rodin & Langer, 1980). This leads to reluctance to be labelled as an “older” person and enhances 

a determination to continue to be seen as competent and in control (Høst, Hendriksen, & Borup, 
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2011; McInnes et al., 2011; Yardley, Bishop, et al., 2006). The perceived stigma associated with 

ageing may play a vital role in hindering the acceptance of being at risk of falling, as falls may be 

conceptualised as a sign of infirmity and senility. As a result, people may refuse facilities provided 

to help prevent falls. Alternatively, people might be motivated to conserve their health and 

maintain independence by avoiding falls and the dependence status associated with falls (Bunn et 

al., 2008; Yardley, Bishop, et al., 2006). Thus, the way older people perceive ageing may 

determine the way they engage in any falls prevention behaviour. For example, a study conducted 

in the United States found that perceptions of ageing could predict participation in preventive 

health behaviours (Levy & Myers, 2004); older people who have positive perceptions of ageing 

were found to be more engaged with preventive health behaviours over the next two decades, than 

those who had negative ageing perceptions.  

 

4.2.2 The Influence of health and health beliefs’ on perceptions of falls risk status. 

Many older people understand the causality effect of health conditions resulting in falls 

(Chen et al., 2016; Jagnoor et al., 2014). Some older people might perceive that health deterioration 

and a decline in health status are inevitable (Bunn et al., 2008), which could influence their 

perception of their falls risk status and the acceptance of any behavioural changes aimed at 

promoting health. Alternatively, acquiring health benefits has acted as a motivator with many 

interventions  (Horne, Skelton, Speed, & Todd, 2012; Yardley, Bishop, et al., 2006).  

Beliefs in the causal effect of an individual’s health condition on falls could stimulate the 

desire to maintain a healthy life for as long as possible (Chen et al., 2016). From this standpoint, 

physical activity promotion could be emphasised with the double aim of health promotion and falls 
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prevention. Therefore, the drive to maintain independence, conserve good health, and promote 

better health could provide a positive incentive for older people’s acceptance of behavioural 

changes for risk prevention (Horne, Skelton, Speed, & Todd, 2014). 

 

4.2.3 Influence of fear of falling on the perception of falls. 

Fear of falling (FOF) may also interplay with people’s perceptions of falls and to falls 

prevention. Widely identified as a psychological problem, FOF has been associated with many 

negative impacts on the older person, including a reduction in daily activity, decreased quality of 

life (QOL), and social withdrawal (Akosile et al., 2014; Arfken, Lach, Birge, & Miller, 1994; Bunn 

et al., 2008; Faes et al., 2010; Maki, 1997; Suzuki, Ohyama, Yamada, & Kanamori, 2002).  FOF 

could originate from a fear of the consequences of a falls (Faes et al., 2010) and could contribute 

to psychological conditions such as depression and anxiety (Iaboni & Flint, 2013; Suzuki et al., 

2002). Hadjistavropoulos, Delbaere, & Fitzgerald (2011) provided a conceptualisation of the 

relationship between FOF and falls. They suggest that FOF usually originates and sometimes get 

confused with an older person’s self-appraisal of their falls’ efficacy (which is the beliefs and 

confidence in the self-ability to avoid falls), whilst their history and beliefs also contribute to it. 

Hadjistavropoulos et al. (2011) reviewed the pre-existing articles pertaining to FOF and falls 

efficacy to produce a theoretical conceptualisation of FOF. Based on their review, they considered 

balance performance and falls efficacy to be mediators between falls and FOF. This model 

provides a good starting point for where to separate FOF from falls efficacy with a new 

conceptualisation of many contributing factors. However, the model still considers the presence of 

FOF to be a negative indication and a predictor of activity avoidance. 
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More recently, Adamczewska and Nyman (2018) conceptualised a new approach of 

understanding FOF, through the lens of Post-Traumatic Stress Disorder, as a highly contextual 

situation that could be different depending upon various circumstances. They have explained FOF 

to be a healthy and natural response that could be positive and protective with the presence of high 

falls efficacy. However, it may become maladaptive only if associated with anxiety resulting in 

low falls efficacy, which usually results in activity restriction. This new idea seems logical when 

FOF is present, as it suggests that FOF is not necessarily a negative sign.  

 

4.2.4 The influence of experiencing falls on the perception of fall risk status. 

As falls risk factors might be part of degenerative changes associated with ageing, risk 

factors might remain undetected by many people. Experiencing a fall could alert a person to the 

existence of a risk factor and have a considerable effect on the way an older person perceives falls. 

Much of the existing literature shows that older people start accepting being at risk and start 

adhering to interventions only after experiencing a fall (Ayton et al., 2018; Høst et al., 2011; 

McInnes et al., 2011). This effect increases with recurrent falls and with falls associated with 

physical injuries (McInnes & Askie, 2004). Moreover, a history of falls or fall-related injuries can 

trigger personal concerns of falling in the future (Hughes et al., 2008). 

  

4.2.5 The Influence of Knowledge on Perceptions of Risk Status. 

From theoretical perspectives, knowledge of the causes of falls and the possible ways to 

prevent them is an important aspect that highly influences a person’s perceptions of falls and falls 

prevention (Nyman, 2011). This could have a logical explanation that knowledge of the causes of 

falls would enhance the understanding of ways to avoid them. Yet McInnes et al. (2011) argued 
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that having the knowledge alone might not be a sufficient motivator for a person to consider using 

interventions to prevent falls. However, this has been contradicted by Høst et al. (2011), as they 

argued the importance of knowledge on the ability to prevent a fall and found that older people 

would search for information of how to prevent falls when their knowledge was insufficient. The 

applicability of the findings of Høst et al. (2011) are restricted to the fact that all of the participants 

in this research had experienced an acute fall. Yet enhancing understanding of falls risk was also 

found to provide motivation for older people residing in Australia to engage in falls prevention 

(Ayton et al., 2018). 

Contrariwise, the absence of knowledge on the preventability of falls, the causes of falls, 

and specific ways to prevent falls, provides a conceptual gap that allows this lack of knowledge to 

influence the perception of falls among older people. This absence of information would reduce 

the understanding of the value, the necessity, or the benefit, and result in  demotivation or 

disinterest towards, falls prevention interventions (Jang et al., 2016). Therefore, the situation of an 

older person having the knowledge that there are ways to prevent falls, but this not sufficiently 

motivating them, is substantially different from the person who has not acquired this knowledge 

in the first place.  

 

4.2.6 The influence of sociability, social care, and support on perceptions of falls risk status. 

Social support has been defined as “information leading individuals to believe that they are cared 

for and loved” (Payne & Ellis-Hill, 2001, p.3). This type of support should be distinguished from 

physical support and care, such as bathing, ambulation, feeding, or dressing, which could provide 

a different kind of burden that would influence the perceptions among support providers and 
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recipients differently. Physical support is usually provided for frailer, dependant older people with 

either physical or mental disabilities. Several forms of social support could have a tremendous 

influence on the perceptions of older people, as will be explained in the following sections.  

In general, it was widely known and culturally accepted that the family is the root of care 

for individuals. The spouse provides unrecognised care as he or she cohabits with the cared-for 

person (Arber & Ginn, 1990; Payne & Ellis-Hill, 2001), and often comprises the majority of care 

provided to the older person  (Arber & Ginn, 1990). The care provided by a spouse for their partner 

can stem from the sense of duty (Faes et al., 2010). Høst et al., (2011) found that the older people’s 

spouses were an important source of support for them and influence on perception on the ways of 

dealing with falls or falls risk status. Thus, the spouse might be the closest individual to an older 

person, and the relationship might be reciprocal in providing support, and directly influencing each 

other’s perceptions of falls and falls risk status.  

Support and care from children, can stem from religious and cultural obligations of the 

child to look after their parent as they age (this might be restricted to particular cultures), and thus 

they provide another aspect of family support (Dhami & Sheikh, 2000). In certain cultures where 

family support is viewed as an obligation, there are commonly extended family structures and 

expectations that the children live with their parents even after marriage (Dhami & Sheikh, 2000). 

The adult children may not only influence an individual’s perceptions of risk status but could also 

physically work towards eliminating risk factors. Family support can provide practical help and 

encourage older adults to participate in falls prevention interventions (Yardley, Bishop, et al., 

2006). For example, family members can facilitate home modification, provide transportation, or 

simply try to convince the older person of the existence of risk factors or the importance of 

intervention. Adult children play an important role in older people’s lives and could be a trusted 
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source of information and motivation to the older people they care for (Faes et al., 2010). The 

desire of older people to conserve their health and avoid being a burden on the family is another 

source of family influence that could affect many older people’s attitudes towards fall prevention 

(Bunn et al., 2008; Jagnoor et al., 2014). 

However, the children’s positive contributions to older people’s lives cannot be assured. 

The socio-economic status of the younger family members could dictate their ability to help the 

older people to avoid falls. As an example, Jagnoor et al. (2014) found older people were uncertain 

about the tendency of the younger family members to perform home modification to minimise 

home risk factors. Moreover, family members can be over-protective when providing care , which 

can negatively affect the older person’s life; This may include restricting outdoor activities, 

resulting in the social isolation of the older person (Jagnoor et al., 2014), or simply triggering older 

people’s refusal to make behavioural changes when they feel a threat to their identity is possible 

(McInnes et al., 2011). For older people, being an active member in the family can be either a 

motivator or a barrier to performing physical activities with the aim of preventing falls. For 

example, Jang et al., (2016) found that the everyday family commitments and duties could limit 

the amount of time older people have for participating in physical activities to prevent falls, yet 

they also found that playing with the grandchildren could be a motivator to be physically active.  

Another form of social support could come from older people’s peers. Participating in 

group exercise for example, can enhance older people’s engagement and support received from 

their peers (Jagnoor et al., 2014; Yardley, Bishop, et al., 2006). This can positively influence the 

individual towards socialising with other older people, whilst attaining the healthcare professionals 

desired goal of being more active (Høst et al., 2011; Jagnoor et al., 2014). However, it could also 

be a persistent barrier when an older person dislikes social interaction (Bunn et al., 2008).  
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Health care professionals may predominantly act as a social referent for many older people, 

and they may be a sufficient motivator for older adults to participate in falls prevention 

interventions and adhere to health promotion behaviours (Bunn et al., 2008; Høst et al., 2011). 

This could stem from the older people’s beliefs in the health professional’s knowledge and 

experience, which enables the healthcare professionals to convince older people with their 

recommendations and advice, while offering individualised social support. Not only can healthcare 

professionals provide older people with emotional support and motivation to participate in falls 

prevention interventions, but they have also been found to be a credible source of information and 

knowledge needed to promote changes in behaviour (Høst et al., 2011; Jagnoor et al., 2014). The 

high regard in which healthcare professionals are held, is an advantage which could be further 

utilised. As an example, a personal invitation, especially from a health professional, was found to 

be a positive motivator that enhanced older people’s participation in the proposed interventions 

(Yardley, Bishop, et al., 2006).  

Despite the appreciable amount of social support delivered by care providers, they might 

not share the same perspective on risk status and ways of falls prevention as the older people they 

are caring for (Ballinger & Payne, 2000; McInnes et al., 2011). This misalignment of perspectives 

could stimulate a lack of acceptance of falls risk status and fall prevention behaviour and conflict 

that could hamper the desired goals of promoting health and preventing falls. Therefore, a careful 

understanding of older people’s views and perceptions in their care provision is required. 
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4.2.7 The Influence of Individual belief, culture and religion on falls and falls risk status. 

Personal, cultural and religious beliefs might be the main influence on a person’s 

perceptions and perspectives when considering health-related issues. This may be connected to the 

environment and the context in which they been raised and lived. To start with, personal beliefs 

are an important element to any intention or behaviour. For example, Yardley, Bishop and 

colleagues’ (2006) found that a low perception of falls risk status could negatively affect a person’s 

participation in falls prevention interventions. The authors propose that individuals can hold beliefs 

that they are already taking personal preventive measures adequately. Chen et al. (2016) classified 

four perspectives towards falls prevention; one perspective (which they labelled the ‘ignorance 

perspective’) identified that people who perceive themselves to have low risk status and have low 

levels of self-efficacy, demonstrated fewer efforts to protect themselves from falling. 

Alternatively, an older person’s self-appraisal and perceived risk status could help them to identify 

their own risk factors and work towards reducing these effectively (Chen et al., 2016; Høst et al., 

2011; Jagnoor et al., 2014; Yardley, Bishop, et al., 2006). 

McInnes et al.'s (2011) meta-ethnography provides an example of the importance of 

understanding individual beliefs. Their meta-ethnography of 11 qualitative studies provides a 

comprehensive understanding of older people’s perceptions towards risk of falling and the need 

for interventions, to enhance our understanding beyond the results of the original research. 

McInnes et al. (2011) explored the possible interconnected factors that might affect the acceptance 

of risk and adherence to falls prevention interventions. Many older people’s personal beliefs were 

found to negatively influence their acceptance of being at risk of falls. For example, if people 

believe that a fall is beyond their personal control, that there is a stigma of being at risk of falling 

(for being classified as old and vulnerable), and if falls risk status is not considered until a fall 
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occurs, then they will be less likely to accept being at risk. However, considering people’s 

preferences and enhancing personal control and choice when developing interventions, were found 

to be important for preventing threats to identity, enhancing the acceptance of falls risk status, and 

improving adherence and cooperation (McInnes et al., 2011).  

Researchers also agree that cultural values with individual beliefs influence how older 

people are likely to perceive an increased falls risk, as well as which changes they are prepared to 

make to reduce risk (Jagnoor et al., 2014; Jang et al., 2016; Kalula et al., 2011; McInnes et al., 

2011). For example, a study conducted in India (Jagnoor et al., 2014) indicated that experience, 

knowledge, and socio-economic characteristics have an effect on the diversity of older people’s 

health priorities. Jagnoor et al. (2014) also found that falls were not prioritised because of being 

accepted as part of everyday life for people with low socio-economic status, as falls were common 

at their age, despite the fact that falls and injury avoidance might seem to be a priority.   

Horne et al. (2014) undertook an ethnographic exploration into falls prevention and the 

value of exercise through investigating the beliefs among older people from an ethnic minority 

group (South Asians) living in the UK. Horne et al.'s (2014)  findings showed that ‘preventing 

falls’ is not a sufficient motivator for people to participate in exercise programmes, and that instead 

the implication is that exercise should be promoted in terms of its ability to maintain independence 

and good health. This research provides a deeper understanding of the South Asians salient beliefs 

and how those beliefs may have affected older people’s engagement with exercise designed to 

prevent falls. The findings also suggest that it is important to consider cultural beliefs to increase 

activity levels for this population. Although this research is particularly focused on older adults’ 

beliefs in adhering to exercise to prevent falls, it provides evidence of the importance of 
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understanding individual as well as cultural beliefs when seeking adherence to falls prevention 

methods aimed at a target population. 

Jang and colleagues (2016) have also agreed on the influence of culture, individual beliefs, 

health, and social status on the way older people perceive falls and their acceptance to adhere to a 

falls prevention intervention. A systematic review and narrative synthesis was conducted to 

explore the influence of cultural values and beliefs on exercise participation and falls prevention 

among older immigrants. The authors highlighted that the culture and beliefs with which the older 

people grew up with, have an influence on the way they think about falls and falls prevention. For 

example, some cultures believe in fatalism (that falls are predetermined by God), which can have 

a negative impact on participating in falls prevention interventions, as people who hold fatalistic 

beliefs are less likely to perceive falls as a preventable event (Jang et al., 2016). How older people 

define “ageing,” the effects of gender roles, family duties and responsibilities, and the traditional 

and cultural views of health and illness could all affect the judgement of the older person, which 

in turn influences falls perception and participation in falls prevention interventions (Jang et al., 

2016). This review provides an understanding of the effects of culture and beliefs on older people’s 

perceptions, and provides evidence of the importance of considering culturally appropriate 

solutions and reinventing interventions when seeking successful implementation. Jang et al. (2016) 

also emphasise the importance of targeting older people’s cultural preferences when developing 

an intervention in order to attain adherence. As an example, the use of a gender-segregated group 

intervention was found to be a culturally appropriate approach (in cultures where gender 

segregation is a norm such as Islamic culture), that could motivate participation in physical activity 

interventions to prevent falls; Gender segregation has been suggested as a consideration for 

culturally appropriate physical activity interventions in South Asian older people living in the UK 
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(Horne et al., 2014), Oman (Mabry, Al-Busaidi, Reeves, Owen, & Eakin, 2014), the United Arab 

Emirates (UAE) (Ali, Baynouna, & Bernsen, 2010), and Qatar (Donnelly et al., 2011), and this 

might not be such an important consideration in other cultures. These examples emphasise the 

importance of cultural values and perspectives when developing an intervention.  

Ypinazar and Margolis (2006) explored the role of culture and religion in understanding 

perceptions and the importance of identifying culturally sensitive interventions. They used semi-

structured interviews with 10 older people to explore the influence of culture and religion on 

perceived health and illness in the UAE. The results of their study indicated that Islamic beliefs 

were the core constructors of participants’ health beliefs. As an example, the participants of this 

study had strong beliefs that their health and illness was predetermined by God. These beliefs 

interestingly contradict another finding that these participants had basic elements of self-

management of health care, which also stemmed from Islamic education regarding their 

responsibility to their health whilst being protected by God. Another finding was that good health 

was a sign of the absence of disease, and they only sought medical care in the presence of 

symptoms or feeling unwell. When further asked about health protection, they noted many Islamic 

and lifestyle principles are used as tools to attain health protection, such as cleanliness, physical 

activity, dietary considerations, peace of mind, etc. However, the perception of disease prevention 

as a form of health protection management was primarily lacking. The summary of the findings of 

this study would indicate that believing in God’s predeterminations in health and illness would not 

necessarily prevent their efforts towards maintaining good health due to their beliefs in self-

responsibility towards their own health. This study was conducted in the UAE, which shares a 

similar cultural, religious, and regional perspectives with Kuwait, where the current study has been 

conducted. Although Ypinazar and Margolis (2006) did not specifically investigate the role of 
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religion and culture in falls and falls prevention, they highlighted the effect of culture and religion 

on health beliefs, which should be considered when understanding perceptions and developing 

falls prevention interventions. 

 To conclude, the previous section of this chapter indicates that individual beliefs, cultural 

characteristics, and circumstances can create a unique understanding of an issue, making the one-

size-fits-all approach ineffective in determining the delivery of health care messages. Thus, careful 

understanding of these factors would enhance the ability to provide the best support and culturally 

sensitive care for people within a particular region.  

 

4.2.8 Summary and Rationale. 

The presented review provided an overview of the possible contribution that ageing, health 

beliefs, fear of falling, experience, knowledge, social support, and personal, cultural and religious 

beliefs have on older people’s perceptions of falls and falls prevention. In addition, it provided 

evidence that the perception of falls, fall risk status, and falls prevention may vary among different 

countries, cultures, and regions (Ballinger & Payne, 2002; Grivna et al., 2014). An understanding 

of older adults’ perceptions of falls and experiences with falls prevention management is essential 

to provide a comprehensive picture of falls in a particular culture. Furthermore, the perceptions of 

older person’s caregivers play an important role in constructing older individuals’ falls risks and 

thus their ability to prevent falls (Mackintosh et al., 2007). There are no studies addressing these 

issues in Kuwait, and very little information about falls is currently documented in the Gulf 

Cooperation Council (GCC) countries. Kuwait upholds a unique combination of culture, 

traditional norms, and religious beliefs that could affect Kuwaitis’ perceptions and views of falls. 

Before any evidence-based falls prevention programme can be effectively developed and adopted, 



  Chapter 4 

87 

 

an understanding of the unique contributors to the perception of falls among older people in Kuwait 

is needed.  

 

4.3 Theoretical Background 

Research on falls in Kuwait is in its infancy; The current research is in the initial stages of 

understanding motivations and intentions for falls prevention as a behaviour in Kuwait, as we lack 

any understanding of the actual falls prevention behaviour practised in that region. In addition, 

there are not any implemented guidelines on falls prevention for me to evaluate in Kuwait. Thus, 

I wish to explore the perception of falls and falls prevention in Kuwait with an understanding of 

human health behaviour. Human health behaviour is a complex issue that has acquired substantial 

attention through the development of theories and models to explain it. Appendix (C) provides an 

overview of the theoretical human health behaviour models that I have explored. Yet, next in this 

chapter, I will provide a justification of the theoretical approach used in this research followed by 

a description of this theory.  

 

4.3.1 Theoretical Framework Justification. 

The Theory of Planned Behaviour (TPB) is a validated health behaviour model that has 

been widely used in health promotion research (Armitage & Conner, 2001; Nyman, 2011). The 

component of this theory could provide an adequate understanding of the psychosocial variables 

explored in this research. The Health Belief Model (HBM), Social Cognitive Theory (SCT), and 

Protection and Motivational Theory (PMT) are other validated motivational health behaviour 

models that have been successfully applied for preventative behavioural changes (Carpenter, 2010; 

Sulat, Prabandari, Sanusi, Hapsari, & Santoso, 2018). However, they were designed to explore 
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understanding and perceptions towards health interventions and guide changes in behaviour 

(Carpenter, 2010; Sulat et al., 2018). In this current research, I intend to understand the previously 

adopted behaviour of older adults, in order to be able to predict the changes needed in further work. 

As I will be exploring the perceptions of fallers and non-fallers, the perception of a ‘threat’ might 

not be conceptualised by the non-faller participants, which might be due to the silence of risk until 

it is experienced (i.e. the falls risk maybe present but goes unnoticed as a threat until a fall is 

experienced). This would limit the interpretation of HBM and PMT, as these theories depend on 

perceived threat as a predictor of behaviour (Albarracín et al., 2005). On the other hand, the central 

role of self-efficacy is presented in the TPB, as it is also in SCT, but I feel TPB is more 

comprehensive in terms of the variables it covers. Bandura (2004) suggested that the social 

cognitive models that are concerned with predicting health habits use different names for their 

variables whilst intending the same thing. The combination of the individual effects and 

environmental effect on the behaviour and the social norms to motivate behaviour could provide 

a comprehensive interpretation (from the perspective of the TPB) of the behaviour under study 

(Albarracín et al., 2005). Therefore, I opted not to use the HBM, SCT, and MPT in this research 

in explaining the findings, opting instead for the TPB as a theoretical framework that could be 

appropriate to aid my interpretation of findings. The TPB that was extended by Nyman (2011) was 

chosen to underpin the discussion of my findings and provide a theoretical explanation for the 

Kuwaiti older people’s behaviour towards falls and falls prevention, which could enhance the 

interpretation of my findings beyond the original theory.  
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4.3.2 Theory of Reasoned Action and Planned Behaviour.  

The Theory of Reasoned Action (1975) conceptualised ‘intention’ as a measure of motivation to 

perform the behaviour (Raingruber, 2014). The main criticism of this theory is the focus on 

intention alone, and the omittance of other variables that may control behaviour (such as personal 

and environmental factors) (Raingruber, 2014). In order to overcome this criticism, Ajzen (1985) 

extended his initial theory to become the Theory of Planned Behaviour (TPB) (Armitage & 

Conner, 2000; Raingruber, 2014 ). As presented in Figure 4.1, the TPB posits that the intention to 

perform a behaviour can be predicted through three psychological variables: attitude towards the 

behaviour, subjective norms, and perceived behavioural control. Ajzen (2019) defined these three 

variables as (a) attitude toward a behaviour: the evaluation of performing a behaviour (positive/ 

negative) and its associated consequences; (b) subjective norms: the amount of perceived social 

pressure applied on the person determined by significant others; and (c) perceived behavioural 

control (PBC): the degree to which the person has self-efficacy and confidence in his/her ability 

to perform the behaviour. All three variables have been found to influence the intention to perform 

a behaviour change (Conner & Armitage, 1998; Nyman, 2011).  

 

Figure 4.1. The Theory of Planned Behaviour (Ajzen, 2019). 
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Nyman (2011) has conceptualised the application of this theory on the engagement of 

physical activity interventions to prevent falls among older people. He provided extended evidence 

of the TPB to include knowledge and self-identity to be other contributing variables that enhanced 

the application of this theory in the context of falls and falls prevention. The TPB extended by 

Nyman (2011) will be used to underpin this study.  

 

4.4 The Aim of the Study 

The aim of this study is to harness the flexibility of qualitative methodology to fill the gap 

in existing knowledge about the perceptions of falls and falls prevention of Kuwaiti older people. 

This was done through exploring the perceptions of older people and the caregivers of older people 

in order to provide the regional evidence and data that is currently missing. It is intended that this 

evidence will help inform recommendations and suggestions for falls prevention interventions that 

are suitable for the needs of the Kuwaiti older adult population.  

 

4.4.1 The Study Objectives. 

• To explore the perceptions of Kuwaiti older people living in the community, and their 

caregivers, towards falls, risk factors and susceptibility, and falls prevention;  

• Using semi-structured interviews with older people and their caregivers, investigate the 

cultural factors, knowledge, beliefs, attitudes, and current behaviours contributing towards 

potential falls risk, the acceptance of falls risk, and prevention; 

• Utilising the research findings, inform the development of possible culturally sensitive 

intervention(s) to prevent falls. 
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4.5 Method 

4.5.1 Study Design. 

Semi-structured one-to-one qualitative interviews were used to explore the perceptions and 

experiences of older people and their caregivers in Kuwait.  

 

4.5.2 Ethics and Research Governance. 

Ethical approval was obtained from the Faculty of Science Research Ethics Committee at 

the University of Portsmouth (see Appendix A). Further governance approval was granted by the 

Standing Committee for the Coordination of Health and Medical Research of the Ministry of 

Health in Kuwait before recruiting participants from the Ministry of Health premises and from the 

hospitals through the Ministry of Health (see Appendix B). Appropriate permissions were sought 

from persons in charge of the premises where participants were invited to take part in the study 

(e.g., mosques, social events and gatherings, and so on).  

 

4.5.3 Sample. 

Sample size was guided by Braun and Clarke (2013), who propose a moderate-to-large 

sample is required in order to gain a depth to the interviews that will allow the researcher  to 

acquire an understanding of the participants’ perceptions. A moderate sample size was chosen 

(considered by Braun & Clarke (2013) as N = 10–20 participants) to ensure that adequate depth 

was gained. Larger samples could cause “data drowning,” which happens when the researcher 

collects more data than the research needs (Morse, 1993). However, the actual data collection 
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ended when data saturation was reached (N = 13), which is an indication that the data collected is 

sufficient and no new ideas are emerging (Braun & Clarke, 2013). 

The older participants’ number and pseudonym, age, gender level of education, marital status, 

history of falls, and lifestyle are presented in Table 4.1. The caregiver participants’ relationship to 

the older person, caregiving category, age and level of education are presented in 

Table 4.2. 
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Table 4.1. The Participants Demographics and Characteristics 

Participant 

 

Age Gender Level of 

Education 

Marital 

Status 

History 

of Falls 

Lifestyle 

(P1) Sarah 95 F Non-educated Widow Yes Sedentary 

(P2) Shareefa 65 F Primary Married to P3 Yes Sedentary 

(P3) Ahmad 65 M Primary Married to P2 No Physically active 

(P4) Nora 57 F Secondary Married P5 Yes Sedentary 

(P5) Soud 67 M Secondary Married P4 Yes Sedentary 

(P6) Zain 67 F Secondary Married P7 Yes Sedentary 

(P7) Sulaiman 76 M Secondary and 

training 

Married P6 No Sedentary 

(P8) Jassim 82 M Secondary Widow Yes Sedentary 

(P9) Yousef 70 M High school Widow No Physically active 

(P10) Munera 70 F Diploma Widow Yes Sedentary 

(P11) Joud 62 F Bachler Married P12 Yes Sedentary 

(P12) Khaled 72 M Diploma Married P11 No Sedentary 

(P13) Hessa 75 F Bachler Widow Yes Sedentary 
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Table 4.2. Caregivers’ Demographics and Characteristics 

 Relationship to 

The Older Person 

Caregiving 

Category 

Age Level of 

Education 

(C1) Sofia House worker to 

P10 

Paid caregiver 36 Secondary 

(C2) Aminah Daughter-in-law of 

P1 

Socially assigned 62 Diploma 

(C3) Ala’a Daughter of P13 Socially assigned 36 Master 

 

4.5.4 Recruitment Strategy and Study Population. 

4.5.4.1 Older adults. 

 I used purposive sampling as it enabled me to choose the most appropriate participants to 

answer the research question whilst achieving the intended sample diversity (Padgett, 2008; 

Somekh & Lewin, 2005). There is no specified system used by health care providers in Kuwait 

that could provide contact information or personal data for older patients. To achieve the maximum 

variation possible, I used multiple strategies to recruit the participants. Therefore, the older adult 

recruitment strategy started in hospitals and clinic waiting areas in Kuwait’s six different health 

care regions (governance) to ensure regional diversity. Invitations to participate were posted in the 

local language with my local contact details, along with the information sheet, in the waiting areas 

of the primary health care clinics and hospitals. Prepared sealed envelopes containing the invitation 

letter and the information sheet were also distributed in the waiting areas of the primary health 

care clinics (3–4 in each governance) and six general hospitals (see Appendix D).  
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Since not all older adults may need to access the health care services, the study’s 

recruitment venues included other publicly accessible locations where older adults are usually 

present. This was to ensure the inclusion of a range of older male and female adults with different 

living arrangements, geographic locations, health statuses, physical activity levels, ages, and other 

related characteristics. A mosque was chosen as it is a public and easily-accessed venue that is 

visited frequently, given that Muslims are obligated to pray five times a day. However, this 

facilitated recruitment of men more so than women, as the latter usually pray at home. 

Other sites of recruitment were social events and gatherings, such as weddings, receptions, 

and special occasion’s visits, which comprise a large part of Kuwaiti life across all generations, as 

Kuwaitis in general are keen to visit or be visited frequently by each other. This approach 

facilitated recruitment of women, as I distributed the invitations myself at events to which I had 

access, and social events are usually segregated by gender. Recruitment venues also included other 

public places such as supermarkets and shopping malls that both men and women visit frequently. 

After gaining the required permissions from the person responsible from each venue (if 

present), prepared sealed envelopes containing the information sheet and invitation letter with my 

local contact details were distributed in the venues mentioned above. The recruits consisted of one 

male participant from the mosque, three participants from social events, and three participants 

from the health care clinics. Snowball sampling was also used and facilitated the recruitment of 

six of the participants, as all of the participating persons were asked to invite their spouse to 

participate too (four partners in total). The snowball sampling also helped me recruit the hard-to-

reach participants, which were the two oldest participants (Sarah (P1) and Jassem (P8)); These two 

participants were recruited through passing the invitation, along with the information sheet, to 

them via other contacts (Sarah’s daughter in-law mentioned her at a social event, whilst Khaled 
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(P12) was a neighbour of Jassem’s son). Individuals were instructed to contact me if they were 

interested in participating in the study.  

Inclusion criteria. Kuwaiti nationals, 50 years of age or older, as justified in Chapter Two 

(see  section 2.2.5 Older People in Kuwait (Thesis Population).), male or female, who were able 

to communicate verbally, were invited to participate in this study. 

Exclusion criteria. Anyone else who did not meet the inclusion criteria above. 

 

4.5.4.2 Caregivers of older adults.  

A caregiver was defined as “someone who provides substantial practical and/or emotional 

care to an older adult who requires it as part of normal everyday life,” such as a daughter, son, 

step-daughter, step-son, grand-daughter, paid caregiver, or private nurse. In Kuwait, there are two 

categories of substantial caregivers for an older person at their home: unpaid, socially assigned 

caregivers (e.g., daughters or sons) and paid workers (helpers at home or private nurses). The need 

for any of these caregivers usually depends on the age of the older person, their dependence level, 

and their disability. In this study, the caregiver was considered as the person who provided the 

older adult with the majority of their personal care (defined above), as nominated by the older 

adult. An envelope including the invitation letter and the caregiver information sheet (see 

Appendix D) was given to participating older persons to pass to their caregiver or given directly 

to the caregiver if he or she was present. Caregivers were asked to contact the researcher if they 

were interested in participating in the study. 

  Inclusion criteria for caregivers. The researcher asked the older person to identify the 

person who provided him or her with the majority of care throughout the day. Therefore, the 

inclusion criterion was: any caregiver, male or female, who meets the caregiver definition above. 
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  Exclusion criteria. Anyone who did not meet the inclusion criteria. 

 

4.5.5 Study Sites. 

Participants had the opportunity to choose the data collection venue, which could have 

been either their own living space or an outpatient clinic affiliated with Al-Razi Orthopaedic 

Hospital. However, all of the older participants and their caregivers preferred to be interviewed at 

their own homes.  

 

4.5.6 Data Collection. 

Interview guide of the current research followed the risk factor model for falls in older 

people that was recommended by the Word Health Organization (WHO, 2007) as described in the 

second Chapter (see Figure 2.4) this model was used to structure the interview schedule. 

Additionally, the interview questions were developed with the guidance of Legard, Keegan, and 

Ward (2003) and Lewis and Ritchie (2003) to best cover the research topic, as follows. Content 

mapping with broad questions was used to map the dimensions of the main topics (e.g., what do 

you consider to be a fall? Do you think that falls are preventable?), whilst content mining questions 

were also used to amplify, expand, and explain these dimensions in order to get to the underlying 

experiences and perceptions (e.g., can you tell me what can cause a fall? What sort of things are 

you prepared to do, if it meant you would be less likely to fall?). A combination of these types of 

questions were used in a semi-structured interview guide, along with probes, which were used to 

elicit more information from the participants if required (see Appendix E).  
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 Data collection was guided by the principle that “the data should be approached 

thoughtfully and creatively so that the findings are interesting and unique as well as significant” 

(Morse, 1993). Semi-structured face-to-face interviews were used to collect data from the 

participants. The interviews were managed through the prepared interview schedule to ensure that 

all areas were covered during each discussion. Data emerging from the first interview were used 

to expand or target topics in the subsequent interviews. These interviews were conducted in Arabic 

with all of the older adults, as it was the participants’ first language and the participants’ preferred 

language for their caregivers. Arabic is also the researcher’s first language.  

 

4.5.7 Piloting and Revising on Interview Style.  

A pilot of one-to-one interviews were held with two older people and one caregiver 

individually. The pilot sample was determined by the availability of the participants during the 

piloting timeframe. Using the interview schedule, interviews of approximately one hour each, were 

held with each of the two older participants and with the informal caregiver. The aim of these pilot 

interviews was to help the researcher become familiar with the interview procedures and to test 

the interview’s applicability and practicality. The data collected in the pilot interviews were not 

considered a part of the main study’s body of qualitative data.  

After piloting the interview schedule, some of the questions were amended to ensure that 

all questions were clear, simple, as natural-sounding as possible and avoided leading questions. 

For example: asking the participants Do you think that difference in gender could affect the 

susceptibility of falling? Instead of asking Do you think that women fall more than men?. The order 

of the questions was amended as I found that starting with the broadest questions helped to better 
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understand the participants’ perceptions and aided the flow of the interview (Legard et al., 2003). 

The final version of the interview schedule can be found in Appendix (E). 

 

4.5.8 Procedure.  

Potential participants were given an information sheet that detailed the purpose and 

consequences of their participation (see Appendix D). Potential participants were given sufficient 

time to read the study information and then to decide whether to take part in the study. Participation 

in the study was completely voluntary. Potential participants were informed that they had the right 

to withdraw at any time before the end of the data collection period and that their privacy and 

confidentiality would be completely protected and respected. 

The participants who were interested in participating in the research and met the inclusion 

criteria were asked to contact the researcher to schedule the day, time, and venue of the interview. 

If the participants were interested in participating in the study, they were asked to sign the consent 

form (see Appendix F) on the day of the interview. One participant with low literacy (who could 

not read or sign the consent form) was asked to give her consent verbally after I read the 

information sheet and consent statement for her, which was recorded at the beginning of the 

interview with a voice recorder. A digital voice recorder was used to record all of the interviews. 

After each interview, I allocated time to listen to the recorded interview to check the clarity of the 

interview. This helped me to reflect upon aspects of my interviewing technique that I needed to 

improve upon.  For example, I noticed that I was talking too fast and that I was interrupting the 

participants at times. This taught me to slow down my speech, as well as to practise my listening 

skills by giving the participants enough time to answer, without my interruption. Memos were 
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taken during and immediately after the interviews to enhance the richness of the interviews’ 

context.  

 

4.5.9 Data Protection.  

Minimal identifiable data were used in this research, and such identifying data have been 

omitted from this report. Confidentiality was assured at all stages of this research. The information 

sheet and the signed consent forms were scanned and uploaded, along with the audio recordings, 

to security-protected “cloud” storage, and the original documents were stored in a passcode 

protected briefcase. The access passwords were only known to the researcher, who took 

responsibility for the online storage and briefcase at all times. 

Anonymity has been assured by the omission of personal information that could result in 

participant identification. Pseudonyms have been used throughout this chapter and any future 

presentation of this study. However, participants were informed in advance, on the Participant 

Information Sheet, that if they revealed any safeguarding issues during the interview, it would be 

my duty to act upon it. If this situation had arisen (which it did not), I would have followed the 

safeguarding protocol (see Appendix G).  

 

4.5.10 Data Management. 

Transcribing the audio-recorded data is an essential part of qualitative research that 

prepares the data for analysis (Braun, & Clarke, 2013). I transcribed all the collected data verbatim 

in the participant’s first language. Transcribing the data gave me a great point of entry into 

understanding the data, and a means to start generating new ideas (Halcomb & Davidson, 2006; 

Padgett, 2008). Being an insider in the Kuwaiti culture and understanding the Kuwaiti spoken 
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dialect provided me with the ability to better transcribe the data by being familiar with both verbal 

and non-verbal signals. In addition, I continuously took memos during the interviews, and I 

listened to the audio recordings carefully and repeatedly to prevent misinterpretations, despite the 

process being time- and effort-consuming. This enhanced the chances of having the most accurate, 

context-rich, and meaningful transcripts needed to proceed in this research (Halcomb & Davidson, 

2006). The transcribed data were then translated from Arabic into English using the ‘conveying’ 

meaning (the closest meaning was used when there was no exact one-word translation), since 

word-to-word translation was not possible (Regmi, Naidoo, & Pilkington, 2010). Finally, after the 

transcribed and anonymised data were translated into English (by myself), they were translated 

back into Arabic (through a certified translator in Kuwait) to ensure the accuracy of the translation 

before starting to analyse the data. No change in the meanings were found when back-translation 

was performed. This technique is a recommended validation tool in cross-cultural research (Cha, 

Kim, & Erlen, 2007). The analysis was conducted using the English transcripts. The findings of 

this chapter’s study are presented in English, and quotes from the English version of the transcripts 

are presented in the findings to aid transparency.  

 

4.5.11  Participants’ Validation of the Transcripts.  

All the participants were asked if they would like to check their transcripts. Three older 

people and one caregiver agreed to read through their interview transcripts and check if the 

transcripts were a true reflection of the interviews, and that the intended meaning was not missed. 

The rest of the participants declined. The transcripts were sent with a cover page stating that the 

participant had 14 days to check the transcripts and tell me if they wished to make any changes, 
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and I also offered to meet with them if they desired. All four participants approved the accuracy 

of the transcripts.  

 

4.6. Data Analysis 

For this study, I chose thematic analysis because it offers a rich, detailed, and flexible research 

tool that is theoretically free whilst being suitable for all researchers, from novices to those at a 

more advanced stage (Braun & Clarke, 2006). Therefore, this method is appropriately served the 

current research, especially because of the shortage of existing evidence on the research topic. A 

data-driven inductive methodological approach was used to keep the findings closely linked to the 

data (Braun & Clarke, 2006). Therefore, the resulting themes emerged from the raw data and were 

not pre-assumed with theory and literature.  

I based my epistemological assumption on the constructivist position. My aim has been to 

construct the knowledge provided by this research from the participants own meaning-making to 

their lives, and I believe that the knowledge about the way people understand their lives would be 

highly influenced by their cultural and social context.  

Braun and Clarke’s (2006) method offers stages of systematic analysis with structured 

guidance whilst offering the freedom to explore experiences and meanings from the participants 

of the study. Yet the iterative interpretation of the findings required me to frequently move between 

the analytical phases, as the analysis did not follow a linear process. I used NVivo 12 (2018), a 

qualitative data analyses software package, to facilitate data analysis. I attended a series of training 

courses on NVivo 12, up to the intermediate level, which improved my skills in analysing 

qualitative data substantially.  



  Chapter 4 

103 

 

During the analysis process, I continued to write my reflective memos of impressions, thoughts, 

and ideas. These memos were written intensively in the first phase of analysis and informed the 

subsequent phases. The whole data analysis was carried out following the six phases described by 

Braun and Clarke (2006), and will be briefly presented, as follows:  

• Phase 1: Familiarising with the data and transcripts. I described this phase in the data 

transcription process, presented earlier.  

• Phase 2: Generating codes (see Appendix H). The process of data analysis is usually based 

on a coding system (King, Cassell, & Symon, 2004). Coding illustrates the process of 

dividing the data into meaningful pieces and linking them in order to represent ideas (Braun 

& Clarke, 2006). This process is usually used in qualitative data analysis to manage and 

reduce the data (Miles & Huberman, 1994). In this phase, I labelled and sorted the data-

generated codes to create a coding framework (King, 2004; Padgett, 2008). The coding 

process represented only the second phase of the whole analytical phases but constituted 

the foundation of the subsequent phases. This phase ended with a code framework, which 

helped gain a consistent coding approach to the whole dataset (King, et al., 2004). I 

generated the code framework; two of my supervisors independently coded a sample piece 

of transcript, which we discussed and compared with my own codes, and no significant 

differences in approach were identified.  

• Phase 3: Searching for themes and sub-themes (generating mind maps) (see Appendix H). 

This stage started soon after the initial code framework was generated. Being close to the 

data and having generated the coding framework enabled me to identify the initial themes, 

recognising the connections between the codes framework and theme comparisons as the 

analysis process went along. Memos, which are my initial impressions and interpretation 
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of participants’ responses, helped in developing this stage of the analytical process.  

• Phase 4: Reviewing the themes at two levels: 

o Level 1: Have clear identification and distinction between themes 

o Level 2: Validate the theme in relation to the dataset 

After identifying the main themes and sub-themes, I started to read, review, and refine the 

generated themes to check the logical flow of the dataset. This phase required the merging 

of some themes and splitting others to aid in the identification and distinction between 

themes. This step required going back and forth between Phases 3 and 4. At this stage, a 

manual sketch of my thoughts and impressions of the structure of the themes was also used 

and found to be beneficial in constructing the themes (see Appendix H). This process aimed 

to simplify the complex connection of the themes and sub-themes to make it easier for me 

to focus on the key aspects. Therefore, this diagram is not intended to present a model of 

the findings, but rather to demonstrate the personal approach I used to make sense of the 

findings. Then, the validity of each generated theme was checked against the dataset to 

ensure the coherence and accurate representation of participants’ perception in storytelling. 

My supervisors had a contributing role in guiding, discussing, and refining the final themes.  

After completing Phase 4 of Braun & Clarke's (2006) steps to data analysis, the mind map 

of generated codes and themes were sent to a Kuwaiti qualitative researcher in order for 

her to check the face validity of the proposed findings in relation to the Kuwaiti culture. 

She was chosen because of her experience of researching older Kuwaiti population, as well 

as for being an insider in the Kuwaiti culture as a way to enhance public involvement in 

the research. I assessed face validity by asking a suitable person to rate the extent to which 

they thought the findings are valid in representing what they were meant to be exploring 
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(Nevo, 1985), and the Kuwaiti qualitative researcher agreed that the findings provided a 

good representation of Kuwaiti culture.  

• Phase 5: Defining and naming the themes. When I reached Phase 5 of the analysis process, 

I was able to distinguish between the resulting themes, and I ensured that these themes 

represented an understanding of the transcripts. The five themes of this study are 

characterised by a context theme and four main themes relating to the perception of falls 

and falls prevention, which together tell the story of my findings. These themes will be 

presented in the findings section of this chapter.  

• Phase 6: Producing the report (findings). 

4.6.1. Reflexivity and Self-Positioning.  

Reflexivity is an important part of any qualitative research study, as it helps the researcher 

to identify their position and potential influence to the research (Patton, 2002). Here I present a 

summary of my own reflections: 

I am a female Kuwaiti citizen in my early thirties; I have had five years of experience 

working as a physiotherapist at Al-Razi Orthopaedic Hospital. This initially established my interest 

in this topic (during my master’s education), as I witnessed the suffering of patients who had fallen, 

and I have been responsible for their rehabilitation programmes post-injury. Throughout my 

experience, I have seen a lot of older people who have sustained falls, as well as observed diverse 

reactions to my rehabilitation programmes that have been met with either refusal or acceptance at 

the extreme ends. I always felt sympathy for their situations as resulting from falls-outcomes. This 

experience enhanced my passion for this topic, contributed to my interest in this research and made 

me stand back and want to see older people’s perceptions through their eyes in order to understand 
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what could enhance their behaviour toward preventing falls and hopefully save them from 

suffering the consequences of falls, and thus provide them with the best support possible.  

I acknowledge that being an insider to the Kuwaiti culture could have an influence on data 

acquisition and analysis. I have found that being Kuwaiti and an insider of the Kuwaiti culture has 

been a ‘double-edged sword’ in this research. I have found it to be an advantage for helping me to 

gain the trust of the participants during the interviews and for generating a social and friendly 

environment, as Kuwaiti people are keen to visit or be visited by other people, and older people in 

particular are found to hold their social life in high regard. Exploring the participants’ perceptions 

as a Kuwaiti native researcher, in the same language as the participants, I considered an added 

advantage; This I felt could lead me to better grasp the participants’ understandings. Being native 

to Kuwait further helped me to be better engage with participants’ dialogues during the interview, 

as I fully grasp the Kuwaiti dialect. For that reason, I made the decision to personally transcribe 

and translate the interviews’ audio records, which were then translated back to English to make 

sure that the participants intended meaning was not lost. Furthermore, I acknowledge that being a 

Muslim in a Muslim culture has also had an influence on the way I interpreted the findings.  

However, being a Kuwaiti female in a highly culturally influenced community where 

gender segregation is a norm provided a potential barrier to recruiting some of the male 

participants, as most of the potential male participants refused to accept my invitation in the first 

place. Me being a strange female, was a demotivating factor to participation for Kuwaiti males, as 

culturally it is considered odd or unacceptable for males to meet a female stranger. I overcame this 

by using the snowball sampling method for recruiting male participants, by asking the older female 

participants to pass the invitation along to their husbands or the male participants to their friends. 

Moreover, by understanding the Kuwaiti culture, I understood that my being a female interviewer 
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could provide a potential embarrassment for the male participants during the interview. Although 

gender segregation is not a strict rule as males normally talk to females in everyday life, it does 

create potential for reticence and not being at ease. In order to avoid this and ensure that the 

participants felt comfortable during the interview, I asked the male participants if they preferred 

that the interview were held within the presence of their wife or daughter (female person), and this 

was found to be sufficient solution to overcoming the problem.  

 I am a health care professional, and this could induce the tendency of participants to 

change their expressed view and alter their perceptions to please me, by expressing what they 

perceive as ideal, opinions about good health. This could create a potential bias in the findings of 

the study. Yet the effect of this bias might not be substantial because falls prevention as a health 

care issue, and the ideal preventive measures, are unfamiliar in Kuwait. I used probing questions, 

to grasp the participants’ understanding and intended meaning for each question, as a way to reduce 

the effect of this bias. I employed a technique of establishing a rapport with the participants to 

encourage the flow of the interview and enhance engagement whilst answering freely and openly, 

to help attain richer data (Patton, 2002). In order to ensure a culturally appropriate rapport, all of 

the interviews started with opening questions about the participant’s general social life and family 

structure. The general conversation that is familiar and about everyday life helped to encourage 

the participant–researcher connection to build the participants’ trust and provide a comfortable 

atmosphere, which I believe enabled the participants to feel that they could give their opinions 

without being judged.  

Despite my physiotherapy background, falls and falls prevention (as a topic) was new to 

me. I tried to limit my knowledge of the existing literature in the field before doing my interviews 

to avoid any pre-conceptualisation that might influence my interview. I tried to approach the 
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interviews with a clear, engaging mind and interview-driven thoughts only. I also worked on 

documenting my initial impressions and assumptions that arose from each interview by writing 

notes, memos, and reflective diaries that helped me to be transparent about my perceptions and 

then use these notes to inform the data analysis and avoid data misinterpretations.  

In order to check my natural position towards data analysis, the open-coding phase of data 

analysis started with the help of two of my supervisors who have extensive experience in 

qualitative work. Neither of the two supervisors were involved in the data collection process nor 

are connected to the culture in any way, thus they did not have any influence on the data collection 

process. The two supervisors and I started the open-coding phase independently. The initial codes 

were checked and found to be similar in the overall domains and meanings. Confirming my natural 

position through this process enhanced my confidence in my coding skills while enhancing rigour 

in the analytical process (investigator triangulation).  

Having limited experience in qualitative research could have an effect on the quality of this 

research. I invested substantial effort to elevate my professional and research skills, such as 

intensive reading and gaining the appropriate training, to ensure the adequacy of the quality of my 

skills achieved. Stating my personal position and identifying the areas of support helped to attain 

transparency and rigour. Supervisory meetings also helped me to identify and reflect upon some 

of my assumptions (e.g., around what constitutes ‘care’ and ‘support’) and to be able to recognise 

and delineate my own interpretations from somebody’s own meaning-making of their situation. 
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4.7.Findings 

The findings of this research demonstrate the perception of falls and falls prevention within 

the Kuwaiti context, which are constituted by five main themes: (1) Older people’s context and 

life, (2) Knowledge, (3) Beliefs (4) Attitude, and (5) Significance of others. Figure 4.2 

demonstrates the contribution of each theme and their connections to each other. The first theme 

provides a wider view of older people’s lives, norms, and background characteristics, which 

illustrates the unique regional influence in which older people are living within the context of falls. 

Theme 1 underpins the other four themes (Knowledge, Beliefs, Attitude and Significance of 

others), which capture the actual perceptions towards falls and falls prevention that are highly 

influenced by the first theme.  
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4.7.1. Theme 1: Older people’s context and life. 

This first theme focuses on culture and caregiving. It captures the participants’ 

backgrounds, including their culture, religion, own relationships, and the definition of caregiving 

in Kuwait to contextualise the remaining themes. Participant demographics are shown in the 

Methodology section (see Table 4.1) 

 

4.7.1.1. Sub-theme: The cultural contribution to older people’s lives. 

 Culture contributes to Kuwaiti older people’s lives in many ways. The cultural 

perspectives on the importance of family resulted in the presence of an extended family structure 

for all of the participants. It was clear through the interviews the extent of inter-generational family 

bonding that could reflect on the caregiving described in the next sub-theme. Although all of the 

participants were relatively independent, none lived alone; all lived with their children and were 

surrounded by their family even after their children’s marriage (grown-up children lived with their 

partners and their own children in the same house with their parents). Older people were all reliant 

on the extended family structure and contributed to each other’s lives. Mostly, it was a two-way 

desire; older people were keen to keep their children close to them, and their children were also 

keen to take care of their parents as they age:  

My family are around me, husband and children around, they provide me with the 

care if I need. (Shareefa, 65, female)  

Yes, I’m still responsible as long as they are in my house. If he/she [their children] 

is sick, can I let him go alone? That’s not right. Even if I will not go with them, I 

will ask one of my sons to take him/her. (Ahmad, 65, male)  
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The Kuwaiti culture substantially emphasises the importance of social life. The children 

form a big part of older people’s social life that is often a part of the daily routine, while they 

schedule family and friends’ visits on a weekly bias. Men usually go to “dewaneya,” where they 

meet and enjoy their time together, whilst women and men go to “zwara” or other family and 

friends’ gatherings. This illustrates the social relationships with peers, which could be a kind of 

social support provided for the older people (who believe that they are cared for and loved as will 

be described in the next subtheme):  

I really insist on family visits on a weekly basis (zwara). (Zain, 67, female) 

I do wake up in the morning and go to my company [work], spend most of my day 

there, then I get back home, wait for my children, and spend the rest of my day 

with them. (Yousef, 70, male)  

Yet their keenness to sustain social interaction did not necessarily translate into a 

motivation to participate in group exercise interventions as a possible way to promote physical 

activity. As an example, Yousef perceived that group participation might be good idea but 

identified reasons why it would not work: 

Hadeel: If we can provide an equipped place and prepared it for older people, 

will you prefer to go there for group exercise?  

Y: Yes, sure, sure, this could encourage me, but everybody is busy – how can we 

agree on time? Not feasible. (Yousef, 70 years, male) 

 

Gender differences also have their roots in Kuwaiti culture. Among all Kuwaiti families, it 

is a tradition that the men hold the control in the household. The interviews among the partners 
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showed variation among genders and gender roles. Most of the participating partners (both 

husbands and wives participated in the study) stated that the men are the main persons responsible 

for all of the large household responsibilities, including the financial and main social 

responsibilities. Yet interviewees also described a sharing of responsibilities and respect between 

partners, which illustrated a democratic life in the households: 

No, my husband is the main [one] responsible for the household. He takes care of 

the house[’s] financial need. I just buy the minor things. (Shareefa, 65, female; 

partner of Ahmad) 

I’m the head of the household, I’m in control of everything in the house, but I also 

ask my wife and my children. I’m democratic in my house. (Ahmad, 65, male; 

partner of Shareefa) 

The superiority of the men’s role was not limited to the participants who were couples, as 

it was also noted in the two widowers’ interviews. The older Kuwaiti participants believed that 

men are physically stronger and more competent in handling life than women are. Some of the 

older participants attributed women’s weakness to being immersed in their life commitments. 

These perceptions were expressed throughout the interviews; however, these perceptions towards 

the relative weakness of females was clearly stated when one of the participants was asked about 

her perceptions of whether gender effects falls risk. Yet interestingly, despite the culturally 

perceived gender differences, the minority of the participants believed that gender influences the 

susceptibility to falling:  

I think that women are more susceptible to falling. It’s true that the men walk 

faster than the ladies but the men have [a] more stable gait, and [are] more 
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careful for themselves than the women. They hold themselves better. The women 

always has a busy brain; her concentration is always on her work, her child, her 

cooking, not herself, but the men are always concentrated on themselves. I think 

that the men are seven times more self-possessed than the women. (Joud, 62, 

female)  

 

4.7.1.2. Subtheme: Caregiving meaning and distribution in Kuwait. 

 

 In Kuwait, caring for older people is a collective effort by a number of individuals, who 

together configure the proper caregiving and support needed. It always originates as a type of 

family support and as well as their care needs. I have explored the caregivers’ perspectives and 

meanings with the definition of social support and physical support. Social support defined as 

“information leading individuals to believe that they are cared for and loved” (Payne & Ellis-Hill, 

2001, p. 3), while physical support is manual ‘hands-on’ help such as bathing, feeding or lifting. 

Table 4.3 presents the personal relationship of the participants and their perceived caregiving 

status. The older participants were asked to nominate the person who provided substantial practical 

and/or emotional help as part of normal, everyday life. The older people and their nominated 

caregivers’ interviews gave me insight into their definition of caregiving. I found that the older 

people valued different kinds of social support (which is perceived by the older participant as 

evidence that they are cared for and loved), and was defined by the older people as “caregiving”. 

None of the nominated caregivers were providing physical support for the older participants. One 

participant was provided with physical support by a paid worker, yet this participant named her 

daughter-in-law (who provides social support) to be her caregiver. This indicates that the older 
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participants are keen to have emotional help and support as a part of everyday life and consider it 

a form of caregiving.  

 

Table 4.3: The Personal Relationships Between the Older Participants with Caregiving Status 

Characteristic and 

Relationship of 

Participants 

Number  of 

participants 

Names of Participants (with the participants sharing a personal 

relationship) 

Partners (couples) 8 

All are 

older 

people 

Shareefa (P2) & Ahmad (P3) 

Nora (P4) & Soud (P5) 

Zain (P6) & Sulaiman (P7) 

Joud (P11) & Khaled (P12) 

Widowed older 

people with their 

nominated 

caregivers 

6 

All are 

female 

Sofia (C1) is the caregiver to Munera (P10) and an older person 

herself 

Amenah (C2) is the caregiver to Sarah (P1) 

Ala’a (C3) is the caregiver to Hessa (P13) 

Widowed older 

people did not 

nominate a 

caregiver 

2 

Both are 

male 

Jassim (P8) 

Yousef (P9) 

 

 

Being a spouse was tied to a set of responsibilities and commitments by partners that could 

be extended to include social support and care. When I tried to understand the type of care given 

on a daily basis, I found that all of the participating partners were taking care of each other and 

providing love in the context of their daily emotional needs, which constitutes the unrecognised 
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social support. They neither recognised themselves as caregivers nor recognised their spouses 

when asked who their caregivers were: 

I do take care of my husband. He is my partner and we share most of our time 

together, so my role is to take care of him in the first place, and then comes the 

rest. They [her children] are young and still have their power, but we rely on 

each other. (Shareefa, 65, female)  

None of the older married participants named a person as their caregiver, whilst all three 

of the widows did name a caregiver (Table 4.3). However, the widowers did not have this 

perception of care, as none of these participants named any caregiver, even if their children and 

paid workers were there around them.  

The paid workers may not have always been considered caregivers because they are 

available for the whole population, not only the older people or the people who need care. All of 

the participants were asked if they had a caregiver, and only one older participant, Munera, 

mentioned her paid worker, Sofia, as her caregiver. Throughout the analysis, I found that all of the 

participants had paid workers who provided a similar type of domestic care as was provided to 

Munera. However, Munera might have named her paid worker as a caregiver because Sofia was 

possibly providing Munera with social support (making her feel cared for and loved) with this 

relationship being established through Sofia working at Munera’s house for six years, in addition 

to the domestic work:  

[I] do have the maid as a caregiver, spend all of my time with her, go out and travel with 

her, more than six years together. (Munera, 70, female) 
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The older people in this study always felt confident that their families were there whenever 

they were needed. Younger family caregivers saw it as obligatory to take care of their parents 

when they age, as part of a reward for their parents’ efforts in raising them and it also will be added 

to the God’s records, as they hope it will make things better for them when they get to heaven. In 

the next quote, the participant attributed this type of family care to their religion, which highlights 

the inter-generational social support (children taking care of their parents). So, from a familial 

perspective, caring is inherent among all generations: 

Our God asked us to take care of our parents. It’s our duty to pay them back.  

God said: Your Lord has ordered you to worship none except Him, and to be 

good to your parents. If either or both of them attain old age with you, do not 

say: “Fie on you,” nor rebuke them, but speak to them with words of respect. 

(23) And lower to them the wing of humbleness out of mercy and say: ‘My Lord, 

be merciful to them, as they raised me since I was little.’ (24) Sura 17: AL-ISRA 

(ISRA') - Juz' 15, (Quraan).  

 And that’s the way our children will pay us back, and of course will add on our 

credit in God’s records. (Aminal, 62, caregiver of Sarah)  

This theme provided a general context for the following four themes, providing a basis for 

an understanding of older people’s life norms within the Kuwaiti context. In order to conclude the 

first theme, culture shapes older people’s perceptions of social life, family bonding, and gender 

differences. The older people value being cared for and loved, which is defined as social support 

(older people’s understanding of caregiving). The social support provided by spouses, families, 
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and paid workers constitutes what older participants’ perceived as caregiving, whilst peers 

constitute an important element of culturally-induced social life.  

 

4.7.2. Theme 2: Knowledge of falls and fall-related factors. 

The findings of this study highlighted that the older people’s knowledge of falls is shaped 

by their experiences as well as the experiences of others. In this theme, I will start with the 

discussion of the influence of experience (of themselves and others) of falls on older people’s 

understanding and knowledge. Then I will discuss how this falls-related knowledge and the 

absence of knowledge towards falling influences behaviour.  

 

4.7.2.1. Subtheme: The influence of experience on understanding.  

Many of the participants’ perceptions were founded in either their own experience or other 

people’s experiences. They did recognise some of the reasons and consequences of falls after they 

had experienced a fall, enhancing their understanding. The following two examples illustrate the 

effect of experience on constructing a picture of the causes of falls, as the participants have 

mentioned the reasons for their own falls when asked what they think might cause falls. Shareefa 

was an overweight female and had a history of two operations on her spine, resulting in a gait 

abnormality (she walked with elbow crutches). Zain was a female who reported a history of falls 

attributed to an uneven surface. They both attributed their own characteristics and causes of falls 

to be falls risk factors:  

The weight of the person and the gait abnormality could cause a fall. (Shareefa, 

65, female)  
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For me, having [an] even surface is the most important thing for me. (Zain, 67, 

female)  

The experiences of other people (especially those with similar abilities) highly influenced 

the perceptions of the participants. It could be a positive influencer to consider their experience as 

a lesson for themselves and to avoid the cause of their falls. As will be seen in the next example, 

the experience of Zain’s peer did influence her perception that falls commonly occur in toilets, and 

thus she felt that falls prevention measures should be taken to avoid falling in rooms with toilets: 

Zain: Well, if it’s in consideration to older people, most of the falls happen in the 

toilets. Because they are old, they might lose balance or have dizziness, or any 

cause of fall. To be cautious we should put some holds and grips in the toilets. 

Hadeel: Why [do] most happen in the toilets? You said they might have the 

dizziness in or out of the toilet? 

Zain: Yes, the dizziness happens everywhere, but as far as I know, many falls 

happen in the toilet. I just remembered one of my relatives, she had [a] head injury 

with a serious head trauma as a result of a fall, so this is another consequence of 

fall that I didn’t mention. (Zain, 67, female) 

The sample population had the common perception that experiencing a fall is an alert to 

start acting to prevent further falls. Some of the participants expressed this, as they do not see 

themselves as at risk of falling until they physically experience one:  

So we do learn after the fall, I might underestimate the situation. This is human 

nature. As long as we have good health and have no problem, have relatively good 
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health, mentally well, [I] will probably not consider the changes. After the fall we 

will consider the changes. (Sulaiman, 76, male)  

 

4.7.2.2. Subtheme: the influence of understanding on behaviour.  

The participants had a shared understanding of the definition of a fall as an incident that 

would end up with the person resting on the floor. This definition helped the participants to clearly 

understand when they themselves had had a fall. They perceived that falls should be categorised 

as such even without an injury, due to the fact that falls cause pain even if it resulted in no injury:  

When my body reaches the ground, I could say I have had a fall. (Joud, 62, female) 

Yes, the severe falls are usually associated with injury, yes, injuries, but the small 

falls with no injuries, yes. If it’s a severe fall, the injuries could be a fracture, or 

bad contusion, or medium falls, [the injuries] might be with light contusions, or 

mild falls can be without any injury. (Ahmad, 65, male) 

The participants (both older people and caregivers) had good awareness of the range of 

possibilities that a fall could result in. They also perceived that fall consequences could differ 

according to many factors such as age, medical condition, or even the way the fall occurs, but they 

focused on the possibility of having more severe fall outcomes as they age. All of the participants’ 

knowledge of consequences concerned physical injuries (but not, for example, increased risk of 

further falls):  

Well, it could be a fracture, some bruises, wounds, or as simple as [a] muscle 

ache for a month or more. (Aminah, 62, the caregiver of Sarah) 
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For the person who have had a fall, like if an older person, or young, or maybe 

have osteoporosis, doesn’t have flexibility, and based on this, the consequences 

will come, but for sure he will get hurt. (Munera, 70, female) 

This falls-related knowledge and understanding enabled the older people to identify some 

of their own potential risk factors. Because of this, they had an active role in their evaluation of 

risk and knew what could cause them to fall. The older Kuwaiti population of this study also 

perceived that it is best to understand and know the causes of falls in order to work towards 

preventing them:  

For me, I know that I have a problem, I do drag my leg on the floor whilst walking, 

when I get across the rug. I might trip or fall. It happens mostly when I go out of 

the house. The floor near the front door is uneven. When I’m not concentrating I 

trip with the hump [in the floor indicating uneven surface], not always I fall, but 

I trip, but I do have pain all over my body. For me, I think this is the main reason 

of fall. (Zain, 67, female) 

I do believe that the number of falls has reduced now because we [herself and her 

husband] have more focus on the causes of falls. It’s much clearer. (Joud, 62, 

female) 

The Kuwaiti older people in this study had made many attempts to prevent falls by trying 

to deal with what they perceived to be risk factors. They considered individual coping strategies 

to overcome perceived risk factors for falls. Identifying the causes of falls positively influenced 

their behaviour and thus enabled them to work towards reducing the perceived causes of falls. 
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Most of the participants used self-evaluation techniques with the aim of avoiding falls, such as 

ensuring they wore safe footwear, loose-fitting clothes,  

I always pay attention to the type of footwear I use. I take care and be aware, and 

be slow, and I don’t walk in a rush, and be cautious so [as] not to fall. (Ahmad, 

65, male) 

As I told you, I use a walker outdoor, I have shortened my (abayaa), my dresses, 

and sometimes wear trousers under the dress [annotation: wearing a long full 

body cover is required by Islamic dress code]. (Zain, 67, female) 

Yet the main efforts that they made were around controlling their state of mind, moderating 

their speed, and being more cautious generally: 

Even when you walk, you try take care of your way, where you are going, try not 

to be in a hurry, if there is [a] wet floor, don’t only think that I want to pass, walk 

steadily, the big person is not like the little one, it [is] dangerous . . . I throw 

everything behind my back, don’t over-think of everything, try to be realistic, that 

is life. (Nora, 57, female) 

 

4.7.2.3 Subtheme: The effect of absence of knowledge on understanding. 

 As much as falls-related knowledge influenced understanding, the lack of knowledge had 

an influence too. None of the participants knew that engaging with physical activities could help 

prevent falls. Neither the older people nor their caregivers believed in the effectiveness of physical 

activities in preventing falls, not even among the two persons who were physically active 



  Chapter 4 

122 

 

(according to the recommended activity level of the American College of Sport Medicine 

(ACSM)):  

Hadeel: Do you think that physical activity as a lifestyle could affect the 

susceptibility to falling?  

Aminah: Not really. (Aminah, 62, the caregiver of Sarah) 

No, its not related (to fall). The physical activity could control my diabetes, could 

improve my fitness, reduce my weight. (Sulaiman, 76, male) 

 

Moreover, not only did the participants not believe in the effects of physical activity in 

reducing falls, some of the participants also had an opposing perception that the physical activity 

might cause a fall. They also had a misunderstanding of the appropriate amount of physical activity 

needed, as they considered very minimal levels of physical activity to constitute being physically 

active.  

It could cause a fall. If the person plays football might fall, if the person does 

some activities, he might be exhausted and fall. (Sulaiman, 76, male)  

Yes, if he does any wrong movement, he might fall, especially for being [an] old 

person. (Jassim, 82, male) 

However, many of the participants engaged with physical activity sessions only after they 

had been advised by a healthcare professional, and once they understood its effectiveness in 

improving their temporary health status, such as reducing pain:  
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I became a regular customer to hydrotherapy. The doctor advised me to go to 

aqua-therapy to solve my disc problem in my back. I really saw the benefits. I 

don’t really fancy the swimming or swimming pool, I do have some fears . . . but 

when I started taking exercises in water, I really feel the changes. I have dispensed 

[with] the walker within 15 days after I started having the hydrotherapy. I started 

to walk with a cane and then without any assistance after I continued a treatment 

course. (Munera, 70, female) 

 

4.7.3. Theme 3: Beliefs.  

This theme captures older people’s belief systems towards falls, which are highly 

connected with regional cultural and religious perspectives. This theme will discuss Kuwaiti older 

people’s beliefs on ageing, health, and falls preventability.  

 

4.7.3.1.Subtheme: Perceiving ageing.  

The participants believed there was a stigma towards ageing in which older age was seen 

to represent a stage of frailty towards the end of life. Many of the participants did not consider 

themselves to be an “older person,” as they perceived the older person to be a frail person who is 

at risk of falling, and saw themselves as younger than this stage, regardless of their age. This was 

further illustrated by their view of themselves as still competent and their perceptions that they 

were still young, healthy, and that not much had changed as they aged:  

My home doesn’t have any problem, I don’t think that we reached the physical 

disability stage, like being elderly. At that stage I should be changing, putting [in 
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an] elevator, or having a personal carer, etc., but now I don’t see that I need it. 

(Soud, 67, male)  

They expressed that falling or being at risk of falling in old age is connected with a loss of 

power and control over their lives. Therefore, they presented themselves as autonomous and not 

liking to receive guidance from others. All the participants placed an emphasis on the importance 

of having their own role in evaluating their needs and relying on evaluating the risks of various 

situations:  

For now, my house is clear and I don’t see any need, only the stairs – but we still 

have the strength to ascend, but with ageing I’m not sure. (Sulaiman, 76, male)  

Therefore, the participants see themselves as distant from being at risk of falling:  

I don’t see myself at risk, I’m fine living my life. No, I’m not at risk. (Aminah, 62, 

the caregiver of Sarah) 

Till now I consider myself to be [an] active, independent, healthy person. I drive, 

I walk normally, I don’t fall, there is no restriction in my life, there is no reason 

for me to fall. (Yousef, 70, male) 

Well, I didn’t really fall, I do take care of myself not to fall (Munera, 70. Female) 

Conversely, the participants valued the importance of being independent. The older 

participants were confident in their independence status when they were asked if they considered 

themselves to be independent. They saw themselves as independent, active in their lives, and able 

to live without assistance. However, older people were anxious about increasing dependence in 

life and wished to conserve their independence as long as they lived:  
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For the meanwhile, yes [being independent], and I hope it will be so for the whole 

of my life. (Ahmad, 65, male)  

Well, I would say may God help me not to need any help. (Sulaiman, 76, male)  

Interestingly, one participant considered there to have been changes over time with regard 

to people’s perceptions towards ageing. She perceived changes in beliefs were found to have a 

positive effect on older people’s lives, legitimising the acceptance of help:  

You know, these days are different from the olden day[s]. Before, it was a shame 

for a person to hold a cane, they would think that they reach[ed] senility. Now it’s 

fine. (Joud, 62, female)  

 

4.7.3.2. Subtheme: Health beliefs. 

The participants believed in the causality effect of poor health on falls. They emphasised 

the impact of health and health-related conditions associated with ageing on their perspectives of 

falls. They agreed that poor health affects the susceptibility to falling, and generally that people 

with good health might be less susceptible to falls:  

If the person is well, and healthy, he walks perfectly, and has flexibility, able to 

control his movement, control his walk, he will be less likely fall. I don’t think that 

he will be at risk. (Munera, 70, female)  

I don’t know, maybe the person might have any other things that might cause 

dizziness, maybe, any medical conditions, like diabetes, or [a] heart problem, the 

older person might be at risk. (Yousef, 70, male)  
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Most of the participants had a range of health-related conditions, including hypertension, 

diabetes, osteoarthritis, back disc problems, high cholesterol, urinary tract infection, or 

hypothyroidism. However, they felt these issues were not affecting their lives in terms of their 

health dependency levels. They felt fully in control and responsible for their health and health-

related conditions. Most of the participants had optimistic intentions to maintain their health status 

as long as possible whilst keeping their ageing process in mind. Despite their belief that health is 

predetermined by God, they believed in their individual responsibility for it too:  

I helped myself by being cautious. If I have any problem, like a medical problem, 

I avoid it with medication and treatment. I take care and see my way, (Sulaiman, 

76, male) 

I have [a] balance problem associated with my ear problem. It comes for me 

occasionally, and they prescribed me with number of exercises. When I follow 

them, I get back to normal life. (Zain, 67, female) 

 

4.7.3.3. Subtheme: Falls preventability.  

The majority (N = 12) of the participants believed that falls are fated (as a will of God) and 

a fall cannot be prevented if it is meant to be. This idea could have been formed in part by their 

religious beliefs in fate and destiny. But in fact, most of the participants (N = 9) were willing to 

apply changes to prevent themselves from falling, even among the persons who did believe that 

falls are a non-preventable event:  

Hadeel: Do you think that you can prevent yourself from falling? 
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Joud: No, God only could protect us. No matter how much you protect yourself 

from falling, whatever is fated will happen. I can prepare my environment and 

avoid the causes and try to do as much as I can, but it’s eventually the will of God. 

(Joud, 62, female)  

If God wrote that you will (fated), you will no matter what. (Sarah, 95, female) 

 

4.7.4. Theme 4: Shaping of attitudes towards falling. 

The constructed falls-related knowledge and beliefs of the older people influenced their 

attitudes towards falling. Previous themes have indicated that individuals had positive attitudes 

towards preventive measures that were congruent with their knowledge and beliefs about what 

causes them to fall. This could be demonstrated for example by their behaviour to eliminate what 

they perceived as falls causes, maintaining independence and a healthy life. This theme builds 

upon individuals’ attitudes towards preventing falls in describing their attribution of falls causes 

and understanding of fear of falling. 

 

4.7.4.2 Subtheme: Attribution of falls causes.  

As all the interviews were held in the participants’ living places, I had the added advantage 

of being able to observe the participants living environment whilst asking relevant questions in the 

interview. This enabled a better insight into the participants’ living environments. During the 

interviews, I identified at least one environmental hazard existing for every participant. The 

hazards varied among the participants, but slippery floors, loose rugs, and steps or stairs were the 

most common hazards that existed for all participants. A few participants knew these hazards 
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existed and might cause them to fall (or had already caused a fall) but they did not consider the 

environment to be the main problem in need of modification:  

I’m human and I get tripped from it [the rug] sometimes, as anybody. (Shareefa, 

65, female) 

Yes, I have slipped one time here, it wasn’t my fault this time. I have stepped on 

the rug and the rug, have moved, and I slipped with it, and also fall over on my 

knees, same as the first fall, just contusions. (Munera, 70, female) 

You must have had your brain somewhere, not concentrating on your way. That 

doesn’t mean that the rug is the problem. I mean we should be careful and aware, 

and the rest is on God. (Khaled, 72, male) 

Participants were asked if they thought that their environment could be a risk factor. Most 

of them (who were already observed to have environmental hazards during my visit) relied on their 

environmental familiarity to reduce the seriousness of these hazards. They accepted having 

environmental hazards but did not act to fix the hazards, rather just blamed themselves and 

attributed the reasons for their falls to internal factors (such as being in a rush, having a busy state 

of mind) or fate: 

No, why would it? If I arrange my home and know where I put everything, how 

would I trip from it? That’s not reasonable. (Nora, 57, female) 

No, I don’t think, we are used to it and know that it’s there. See, if you have a 

problem lifting your leg on this step and you are used to this step in this place you 

will never have a problem. (Khaled, 72, male) 
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I did have had a fall, many years ago. I was preparing for my daughter’s reception 

and I was carrying the glass plate. It was heavy, but because I had [a] busy brain 

at that time and I was not concentrating in my walk, I have walked thinking that I 

have passed this step here [pointing at one step between the dining room and the 

reception], so I came all with my weight and the plates on my face, it was very 

painful, I fell on both knees, I felt that my knees got squashed. (Munera, 70, 

female)  

 

4.7.4.3 Subtheme: The understanding of fear of falling.  

Around half of the participants perceived that a fall could result in a fear of further falls. 

They believed that they would never fear falling until they had experienced a fall:  

No, he will never fear unless he has a fall, because we have shaken our brain, fall 

over, and slipped till we had this way to prevent falls [annotation: had many slips 

which helped learning and identifying ways to prevent falls]. Before that we never 

tried to prevent the falls – we fall and then get up again and do the same thing. 

(Joud, 62, female) 

Interestingly, they contradicted this perception of fear of falling, as most of the research 

participants admitted that they feared falling (N = 11) even if they did not have history of falls. 

They saw fear of falling as a natural thing that increases as they age, and for most this fear was 

probably about fearing what injury a fall might result in: 

If I fall, I’m old. If I fall, I’ll get hurt, and I had an operation on my back. I’m 

afraid if I fall, I [will] hurt my back . . . the reason of the fear is not to fall and 

get hurt [annotation: fearing of falls outcome]. (Shareefa, 65, female) 
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Everybody is afraid of falling, if he or she falls and gets hurt, or gets fractured, 

and the fracture of the older men or women is difficult, they might take time to 

be healed and sometimes the fracture does not heal, so the human should always 

take care about the slips or falls. (Ahmad, 65, male) 

Most of the participants saw fear of falls as a positive attitude resulting in people being 

more careful not to fall again. They considered fear of falling as a precautionary action rather than 

a negative attribute, and they believed that we should embrace the fear of falling. They did think 

that fear of falling is a positive attribute that would enhance engagement with appropriate 

preventive methods to avoid falling; this perception was shared by the older participants and 

caregivers’ alike: 

Yes, he might take extra care, if God made him survive once, he should be more 

careful in the next time. (Hessa, 75, female) 

No, I don’t think so. It’s not like [a] phobia, its positive, like it might be a fear but 

to the person’s sake. (Khaled, 72, male)  

Meanwhile, two participants perceived that it is wrong to worry about falling and that the 

act of thinking about falling could result in a fall (like a self-fulfilling prophecy): 

If she is concentrating on the fear, of course she will fall. This person will think 

that she has to fall even if she doesn’t fall. (Nora, 57, female) 

There is a quote [that] says, “who is afraid of the monster comes to him.” That 

means that if the person is afraid of falling, they will see it – they most probably 

will fall. Thank God, I haven’t reach this stage. (Munera, 70, female) 
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4.7.5. Theme 5: The significance of others. 

 This theme describes the social pressure and the significance of others on older people’s 

perceptions. It describes how the intergenerational interaction affects older people’s perceptions 

and behaviours and to what extent it is accepted. The interaction of parental care will be discussed 

extensively, followed by the conceptualisation of ‘circular care benefits’. Then, this sub-theme 

will provide an exploration of the possible influence of people outside the family structure.  

 

4.7.5.1 Subtheme: The interaction of parental care.  

This subtheme captures participants’ perceptions towards being on the receiving end of 

care. As the older participants always appeared to want to be in charge, receiving care was always 

influenced by their beliefs and cultural context discussed earlier. Some of the older participants 

were pleased with their children taking care of them and considered it as a parent’s reward for 

taking care of their children at a younger age. The older people expected their children to provide 

them with care, as it stemmed from cultural and religious beliefs of parental care. Many of the 

participants accepted their children’s care and followed their suggestions and modifications that 

aimed to create a safer life: 

My family are around me, husband and children around. They provide me with 

the care if I need [it]. (Shareefa, 65, female)  

And that’s the way our children will pay us back, and of course [it] will be 

credited [to my account with God]. (Aminah, 62, caregiver of Sarah) 

There is some kind of footwear especially made that might help the person prevent 

falls. My daughter brought me a specially designed sport shoe. (Yousef, 70, male) 
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The child-parent relationship could influence the older person’s perceptions and 

behaviours by making the parents follow their children’s suggestions despite their initial 

perceptions. For example, Ala’a is the socially assigned carer for her mother, Hessa. Ala’a told 

how her brother had bought an exercise bike with the aim of encouraging her mother to be more 

physically active, as she was highly inactive. This helped the mother try to be more active, and she 

used the machine, yet only for short periods (seven minutes per day): 

My brother brought an exercise bike to my mother to help her make her body 

stronger. I think the belief that it works might help older people do exercise. So, 

we should work on increasing the awareness of the importance of physical 

exercise. (Ala’a, 36, caregiver of Hessa)  

My son and daughter always buy exercise machines for me. And I had used a 

machine in my room for seven minutes a day to get better. (Hessa, 75, female) 

However, the participants indicated that any kind of care was refused when the older person 

was feeling a sense of threat to their personal identity. As indicated by Hessa’s previous example, 

she was happy that her children brought her an exercise machine, and this promoted her physical 

activity level to an extent. However, she totally refused any suggestions to change her habitual 

behaviour (referring to her unsafe walking habit) as described by her daughter Ala’a. She did know 

that her children were showing care for her in both circumstances, but in the latter situation, she 

might have felt that they had stolen her autonomy or accentuated her ‘stigmatised’ sense of ageing, 

that she did not feel in the first situation when she had reserved her right to use the exercise bike 

or not: 
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I’d like to encourage my mother to change some of her behaviour towards falls, 

but the problem is that she didn’t accept to change what she used to do for a long 

time, and the age and personality makes her more likely [of] not accepting that 

she is getting older and weaker. (Ala’a, 36, caregiver of Hessa)  

Some kinds of child-to-parent care could create an explicit threat to identity, especially 

when this care is overly precautious. The following quote illustrates an example of the effect of 

overbearing care on the older people and their identity. Nora was the youngest of the older 

participants in this study. She was active, independent, and with a good health status generally. 

Her children offered a wheelchair as a type of care for her to prevent her from getting tired when 

she went out. She refused this offer, as she identified it to be an explicit threat to her current 

identity: 

No, my children asked me many times if I wanted to use the wheelchairs during 

our time out. I told them firmly, as long as I have my feet, I will not use it [the 

wheelchair]. When I need it or I get very old and unable to walk, I will ask you to 

bring it for me. (Nora, 57, female)  

 

4.7.5.2 Subtheme: the responsibility of caring for others “circular care benefits”.  

The analysis revealed a shared important aspect that shaped the older people’s perceptions: 

caring for somebody, or to be cared for, are equally valid influencers on older adults’ perceptions 

and behaviours. This subtheme is about the influence of caring for somebody, which gave 

participants the responsibilities to ensure the safety of this person under their care. For example, if 

the person felt responsible for the safety of their grandchildren who visit them frequently, this 
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would influence their behaviour, and they would try to reduce perceived risks, like ensuring a safe 

environment by replacing the rugs, etc. Even if the same environmental risk factor was a risk to 

themselves, they would work towards reducing the risk for the person that they cared for rather 

than themselves:  

My husband has raised an idea of putting [down] carpets. We used to have small 

rugs all over the house, [but] then it caused many slips for my children when they 

ran, so I replaced them with big rugs to cover the whole floor just like the carpets, 

but applied fitted carpets in my room only. (Joud, 62, female)  

Three of the participants had applied environmental changes with the aim of eliminating 

environmental risk factors. Either these changes were applied by somebody else, or these 

participants had applied the changes for somebody else, which meant that the changes were not 

for themselves in the first place: 

I just put a rail for the stairs for my wife, not for me. (Ahmad, 65, male) 

My son has equipped my toilet. He put a chair for me when I bathe. He put grip 

for me to hold when I go to the shower and get out of it, and he put one holding 

place for me to use when I wash for my prayer ablution, especially when I wash 

my leg – this is the time when my floor gets wet and [I] might fall. (Jassim, 82, 

male) 

Some of the older participants were caregivers for their parents in the past. They felt the 

experience of working towards preventing falls in older people under their care made them think 

of ways to prevent themselves from falling as they age. They were more accepting of being at risk 

and accepting of the changes without feeling the stigma of ageing. They did not feel the threat to 
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their identity as the older people who they cared for previously did, and they probably understand 

how the ageing stigma feels.  

The next example mentions the refusal by Joud’s mother to use the adapted equipment. 

This experience influenced Joud’s own acceptance of herself using aids to avoid falls when she 

reached an older age: 

Hadeel: Have you applied any changes to your environment? 

Joud: Yes, we have many changes. See here, there was a step. I have changed it, 

we have removed the bathtub, we have applied grips in the toilet, we have put the 

medical chair in the shower. You don’t really know when you are going to lose 

your balance, cold water or hot water. (Joud, 62, female)  

Joud: First my mum used to live with me in this house. She didn’t have clear 

causes of fall, but she did have many falls, so we applied this equipment for her 

firstly and then applied it to ourselves. 

Hadeel: How did you know about such equipment? 

Joud: I went to a shop where I was renewing the toilets and thought that this could 

be very good for her, she used to rush herself to the toilet. The person always 

thinks that they still have good strength as before and never admits that they are 

getting old and weak, so I brought it for her. She refused it in the beginning, and 

didn’t want me to put it, but I told her if you don’t need it don’t touch it but leave 

it there. With time, she started to use it and couldn’t move without holding the 

grips. Always the older people don’t want to feel that they are ageing, so put the 

assistance in front of him and don’t look at him. If he see that you are observing 
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him and his needs, he will never use this assistance, and when he uses it he will 

not say that it’s good even if he knows that it’s good. They have very tough brains, 

never show weakness, our credit in God’s records. (Joud, 63, female)  

 

4.7.5.3 Subtheme: The possible influence of the others (outside the family). 

This sub-theme describes the possible influence of people outside the family structure. 

Peers were found to have a positive influence on older people’s knowledge (see Subtheme: The 

influence of experience on understanding.) while paid workers had influenced the older people’s 

perceptions of caregiving (see  Subtheme: Caregiving meaning and distribution in Kuwait.). Next 

in this subtheme I will be describing other influences found outside the family structure (i.e. from 

healthcare professionals and paid workers).  

Some of the participants highlighted the effect of a health specialist’s opinion on their 

behaviour. It might be related to the specialist’s ability to convince older people of the benefits of 

their advice to create a desire to perform a health-related behaviour. This is mostly related to 

trusting the opinion and advice of the specialised person and hearing from them. For example, 

some participants had followed a physical activity programme after the advice of their doctor, who 

recommended they follow a programme to improve their health, and the doctor motivated the older 

person to adhere to the programme. Another example is that some of the participants followed 

temporary physiotherapy sessions (physical activity programmes) as prescribed by the specialist, 

despite their typically sedentary lifestyle:  

The person couldn’t insist on his point of view. If you could convince me, I might 

do it. I do take the information from the people with knowledge and experience 

but I see my needs as well. I usually get convinced, though . . . yes, for sure if I 
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can, I will hear from you, as I think that you might be [an] expert as [a] health 

care provider and this is your profession. For this I don’t have any experience, 

not from anybody else. Many people talk about this thing is better than the other, 

but [if] they are just talking. I don’t listen to them. (Soud, 67, male) 

A highly sedentary lifestyle was a dominant feature among the participants. Sarah, the 

oldest participant (95 years), gave us an insight into the possible negative effect of socio-cultural 

changes on physical activity status. She explained that being responsible for the domestic work in 

the past enabled previous generations to lead a physically active lifestyle, which does not exist in 

the current generation (due to the proliferation of paid domestic workers). Therefore, the 

intergenerational changes in lifestyle might be a result of socio-cultural and economic changes and 

the dependency on domestic workers, which might have contributed to the current sedentary 

lifestyles.  

We didn’t do exercise in our life and we didn’t follow any programmes for health, 

and we are stronger than you nowadays because we did move and did all the 

housework from the morning till the evening. Nowadays you do go around and 

work, not like our work, but you get your mind busy but not your bodies.[…] 

We rarely get support and help in our housework. We started hiring the house 

helpers in the late 40 years (Sarah, 95, female) 

This notion is further supported by most of the participants’ descriptions of domestic work. 

The older people considered the daily domestic needs to be the domestic worker’s job, thus these 

workers contribute to the older people’s lifestyles. As seen in the next quote, Shareefa showed that 
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her daily routine had changed because her cook’s contract had ended, whilst the subsequent quotes 

describe the other workers’ jobs in her house:  

Hadeel: How do you spend your day? 

Shareefa: Well, my day, these days I don’t have my cook, so I spend my day 

cooking.  

Hadeel: Do you rely on house workers? 

Shareefa: Not at all, they only do their job.  

Hadeel: Can you tell me more about their job? 

Shareefa: They help in cleaning, washing, cooking, and preparing things. 

(Shareefa, 65, female)  

 

4.8. Discussion 

These findings provide a deeper insight into the understanding of falls and falls prevention 

through the lens of the Kuwaiti older people. The triangulation of opinions of the older people with 

their caregivers provided the opportunity to explore the topic from different points of view. I 

recruited 13 participants aged 57 to 95 years old (eight of whom were married couples), along with 

three caregivers. All the participants were living with at least one adult child, as Kuwaiti culture 

is mainly built on the extended family structure, and most had experienced a fall at least once in 

the last year. In order to better understand my findings, I have interpreted them within the of 

Theory of Planned Behaviour (TPB) extended by Nyman (2011). As seen in Figure 4.1 and 

described earlier, the TPB suggests that people’s intentions to perform certain behaviours would 
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be influenced by (a) their attitudes, (b) the subjective norms (i.e., social pressure), and (c) 

Perceived Behavioural Control (PBC) over their ability to carry out the behaviours (see Figure 

4.1). Nyman (2011) posited additional constructs to the TPB, which were found to correspond with 

our findings; Knowledge and “self-identity” are argued to be important influencers and pre-

requisites of behavioural change. Taking into consideration people’s unfamiliarity with falls 

prevention as a health behaviour, which was self-determined, I found that older people reported 

some positive behaviours reflecting their falls-related knowledge, beliefs, attitudes, and the 

significance of others. The next section will discuss the findings as they interlace with the 

theoretical conceptualisation by Nyman (2011) to reinforce my interpretation and meaning-making 

process. 

 

4.8.1. Influence of knowledge on perception of falls and falls prevention. 

The findings of my study reveal that falls prevention was an unfamiliar issue in Kuwait 

and older people gained their falls-related knowledge basically from their experience and the 

experience of others, constructing a relatively good understanding of the possible potential causes 

and consequences of falls. This constructed knowledge motivated them to work towards 

eliminating what they perceived as risk factors. The perceived falls-related knowledge that 

participants did hold guided them in their individualised efforts to prevent falls, such as addressing 

their health, changing footwear, using walking aids, etc. This confirms the significant contribution 

of knowledge on intention and behaviour of the older participants, aligned to Nyman's (2011) 

proposition that knowledge is an important influencer and prerequisite of behavioural change. 

However, the experience of falls and the identification of the causes of falls acted as a clue to the 

older adults as to when or what should be done to prevent falls. The reliance on experience alone 
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as an alert to start considering falls, could be because risk factors might not be detected, or 

recognised, before a fall happens. This could also be combined with the cultural perceptions that 

absence of symptoms represent good health, while only seeing the necessity of seeking medical 

attention after experiencing symptoms (Ypinazar & Margolis, 2006). 

Alternatively, the lack of appropriate knowledge about falls prevention among the studied 

population may greatly affect their engagement in falls prevention behaviours. Therefore, the 

major gap that existed in participants’ knowledge about the effectiveness of physical activity to 

prevent falls could have an integral role in their being physically inactive, especially because the 

older Kuwaiti population in this study had good intentions to manage falls. In addition, lack of 

knowledge led to personal judgement issues, which resulted in misunderstandings (such as 

Suliman and Jassim’s assumption that physical activity could result in falls).  

 

4.8.2 Influence of beliefs on perceptions.  

The participants had beliefs in the stigmatisation of older age in terms of its association 

with frailty. This could, along with the unawareness of falls risk factors before experiencing a fall, 

act as barrier to preventing falls. Similar to previous research (Høst et al., 2011; McInnes et al., 

2011; Yardley, Bishop, et al., 2006), older people perceive falls to be a threat to their autonomy. 

Their beliefs about ageing identifies the fall as leading to a decrease in their independence and 

self-control, resulting in them being a burden on family (Jang et al., 2016; McInnes et al., 2011; 

Rodin & Langer, 1980). This undesired vulnerability status made them try to distance themselves 

from being labelled as fallers and so not accept being older adults at risk of falling. Therefore, they 

did not feel vulnerable and always worked towards conserving their independence, power, and 
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self-identity. This could be further supported by their keenness to obtain the cultural respect for 

their experience and hierarchic position as the Arab cultural standard for younger people to respect 

the older people, which could be threatened by being dependant (Dhami & Sheikh, 2000; Zago-

Gomes & Nakamura-Palacios, 2009). This resulted in the rejection of behavioural changes that 

threaten self-identity (i.e. giving them the sense of being an “older person” or a “faller”). Nyman,'s 

(2011) extension to TPB, positing that self-identity is an important influencer and prerequisite of 

behavioural change supports this conclusion, which appears to apply even if the change in 

behaviour is part of culturally desirable care (such as care from their children). Therefore, 

conserving self-identity by older people appears to be defined by: firstly, maintaining good control 

and independence, and secondly rejecting any identified threat to their autonomy. 

The Kuwaiti older participants demonstrated a high-level self-competence in maintaining 

their health, which aligned to their belief that individuals are responsible for their own health. The 

optimistic Kuwaiti intention to maintain healthy ageing was similar to Ypinazar and Margolis's 

(2006) and Musaiger and D’Souza's (2009) findings. This also allowed participants the flexibility 

to change their original beliefs over time with the aim of acquiring health benefits. As seen in 

Joud’s example in the findings, she dispensed with her original beliefs that there is shame 

associated with using assistive devices, for the sake of conserving good health. Thus, older people 

seem to be accepting of changes that aim to conserve health, as long as these changes do not 

threaten their identity.  

As seen in the research studies of Bunn et al. (2008), Horne et al. (2014), Levy and Myers 

(2004), and Yardley, Bishop,  et al. (2006), the desire to preserve health could promote the 

successful application of health preventive methods. Thus, beliefs about personal responsibility 

for health and well-being, and the described desire to preserve their self-identity and beliefs about 
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ageing, are key constructs around which we should build our recommendations. In addition, the 

health orientation and thirst for knowledge on ways to preserve health could also be indicator of 

their readiness to change their behaviour with the aim of preserving health. 

The older participants’ attempts to conserve their health were not hindered by their personal 

health beliefs in the will of God and health predeterminations. The older people in this study 

seemed to be readily willing to prevent what they perceived as risk factors. The participants 

believed that “falls are fated”, an attitude which has also been documented elsewhere (Jang et al., 

2016; Horne et al., 2014), which has been argued to contribute to older people’s perceptions of not 

being vulnerable to falls, and which is also thought to influence engagement with falls prevention 

(Horne et al., 2014; Nyman, 2011; Yardley, Bishop, et al., 2006). However, based on my study, I 

argue that the belief in fate and the destiny of falls does not induce the low perceived risk but 

enables older people to rest assured that they are going to fall when they are meant to. This could 

stem from contentment about fate and destiny, and it could result in reduced falling anxiety. Still, 

the older participants’ beliefs of individual responsibility for health were a basic element of self-

management to facilitate the pursuit of personal healthcare, a set of contradicted beliefs which 

were also supported by Ypinazar and Margolis's (2006). This could be further supported by God’s 

message in the Holy Quran: “do not cast yourself into ruin with your own hand” (AlBaqara, 195; 

Holy Quran). Thus, the beliefs in fate and destiny could reduce participants’ anxiety about falling 

and should not restrict their activity to prevent falls or maintain good health, if these activities are 

associated with their individual responsibility concerning health. Yet, this conceptualisation of the 

role that fate and destiny beliefs play in falls prevention is a new contribution to the literature that 

needs to be supported by further research. 

 

.  



  Chapter 4 

143 

 

4.8.3 Influence of attitude on perception of falls and falls prevention. 

Similar to the findings of Ayton et al. (2018) and Høst et al. (2011), participants tended to 

self-evaluate the situation and find their own strategies to prevent falls. Individuals had more 

positive attitudes towards preventive measures that were congruent with their beliefs about what 

causes them to fall. It could be argued that this individualised effort to personally identify and 

rectify causal factors of falls (e.g., attending to clothing, changing footwear, being more cautious 

and alert, etc.) would enhance a person’s Perceived Behavioural Control (PBC) over their tendency 

to fall. Subsequently, they might enhance their sense of control over their conditions and risk 

status, which was also stated in the review by McInnes et al. (2011). This PBC might enhance the 

older people’s self-management whilst decreasing their feeling of powerlessness.  

The enhanced PBC (control beliefs) along with the perceived ability to avoid falls causes 

could explain why participants perceived fear of falling to be a positive attitude towards preventing 

falls. Fear of falling, coupled with the high PBC (falls efficacy) and previously discussed reduced 

anxiety (originated from the fate beliefs) could be a healthy, protective combination of 

characteristics to help people take actions to avoid future falls. This illustrates the connection 

between attitudes and PBC in influencing intentions and behaviours. The older people do fear 

falling, but they do not assume that they are going to fall and are not anxious about falling (as they 

believe that a fall is going to happen whenever it is ‘meant to be’). Thus, the older people may not 

choose to restrict their movement because of the fear of falls, unlike other studies have suggested 

(Akosile et al., 2014; Arfken et al., 1994; Maki, 1997; Suzuki et al., 2002). Instead, fear of falls 

may help people to be more cautious in risky situations (e.g., by using the hand rails and paying 

close attention to their surroundings). This conclusion supports the recently conceptualised 

approach of understanding the fear of falling by Adamczewska and Nyman (2018). Furthermore, 
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only two of the participants in the current study perceived that it is wrong to worry about falling 

(Nora and Munera). They were found to be frequent fallers, so their perception that thinking about 

falls creates a self-fulfilling prophecy, did not appear to prevent their own falls as they presumed.  

Our findings elucidated upon the co-existence of a potentially maladaptive attitude, which 

could act as a barrier to falls prevention activities. Participants expressed an internal locus of 

control over their risk, which may also negatively affect their attitudes towards preventing falls. 

Participants perceived that they could modify their falls risk (e.g., by being wary of their 

surroundings or wearing appropriate footwear), yet in doing so they tended to overlook the 

possibility of modifying environmental risk factors, relying instead on environmental familiarity. 

For this reason, they tended to attribute their falls to internal, temporal reasons (being distracted, 

hurrying and not paying attention) whenever a fall happened, rather than, for example, considering 

the uneven step or loose rug to also be a problem.  

 

4.8.4. Influence of ‘subjective norms’ on the perception of falls and falls prevention.  

 

The older people in this study acknowledged the influence of others people on their 

perceptions and behaviours (the influence of “subjective norms”). The subjective norm is the 

anticipated social pressure to engage or not to engage in a behaviour determined by person’s 

‘normative beliefs’ concerning the expectation of an important referent (Ajzen, 2019). My findings 

indicate that the normative beliefs, stemming from the cultural reverence awarded to social life, 

provide a firm base of subjective norms for understanding the Kuwaiti older people’s perspectives. 

My findings further contribute to this model by indicating how the nature of the relationship to the 

older person, the sociability of the person, gender, cultural norms, individual differences, and 

perceptions of ageing, could contribute to the degree to which an older person would be affected 
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by other people. For example, the nomination of a caregiver (social support provision) by the 

widows but not the widowers could indicate the gender differences in valuing social support, which 

should be taken into consideration, especially because of the cultural perceptions of gender 

differences (Musaiger & D’Souza, 2009). The cultural beliefs in men’s strength superiority and 

beliefs in gender differences could prohibit their tendency to state a need for or seek social support. 

These findings suggest that normative beliefs not only encouraged older people to follow the 

referent expectations, but also influenced older people’s perceptions and behaviours, yet, this 

influence differs from one person to another.  

In my findings, the presence of social support (information leading to the belief that the 

older people are cared for and loved) would legitimise the acceptance of influence from the person 

who provides this social support. Yet, the findings also reveal that random social interaction may 

not be an adequate motivator to facilitate the engagement of older people with falls prevention 

behaviour, unlike in other studies (Høst et al., 2011; Jagnoor et al., 2014). This might indicate that 

the older person is influenced by others only if they share social interaction under the definition of 

social support (believing that the social support providers care and love for the older person), which 

cannot be attained by random interactions. Thus, sharing the sense of social support and the sense 

of belonging are important elements in being categorised as a social support provider.  

 Under the definition of social support, five types of social support providers were 

identified and found to have an effect on older people’s perceptions: (1) spouse, (2) paid worker, 

(3) peers, (4) healthcare professionals, and (5) family (see Figure 4.3 ). It was found that the 

difference among the significance of others would be determined by the degree to which they 

might affect the older person’s perception and behaviour. Therefore, although subjective norms 

have been argued to be a weak predictor of behavioural change (Armitage & Conner, 2001), this 
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may be disproved if more focus is given to identifying the person influencing or generating the 

subjective norms. Thus, subjective norms could be moderately powerful when considering multi-

item measures (Armitage & Conner, 2001).  

 

My findings reveal that the spouse and paid worker influenced the older person’s 

perceptions of caregiving within the context of falls and falls prevention. This influence could be 

due to their close interaction in their daily living. The spouse provides unrecognised care, as all of 

the married participants did not name any other caregiver. That might be because the spouse is 

providing the older person with the ultimate care and support that they need without being 

identified as a caregiver. The perceived democracy and the share of responsibilities and life 

commitment between the four interviewed partners (total of 8 participants) could be another 

indication of their reliance on each other. Neither the caregivers nor the care receivers identified 

this type of care, as none of the participating partners nominated a caregiver. Arber and Ginn 

Figure 4.3. The Contribution to Theory of Planned Behaviour 
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(1990) highlighted the existence of gender equality in co-residence care and stated that older 

people are mostly taken care of by other older people (i.e., spouses), who provide the major source 

of informal care for older people. This could be the same reason why the older people in Nihtilä 

and Martikainen’s (2008) research who lived with a spouse were less likely to be institutionalised 

than people who lived alone. However, this type of care tends not to be recognised by the spouse 

and therefore, the social support and care becomes immersed as another spousal duty. 

Paid caregivers (domestic workers) constitute a type of care provision that is found in 

Kuwaiti societies. The paid caregiving contributed to the older people’s lives, as well as the 

socially assigned caregivers’ lives, comprises easing most of the life commitments (such as 

cleaning, cooking, preparation, etc.). In general, the contribution of the paid worker to Kuwaiti life 

could be one of the reasons for the deterioration of older people’s physical activity status and the 

development of a sedentary lifestyle. Yet the dependency on others to do the domestic work, 

meaning the older person may avoid risky movements, could reduce falls risk occasions among 

older adults. Thus, it should be fine for older adults to acquire domestic care, but alternative 

physical activities and falls prevention measures should be adhered by them in order to eliminate 

a sedentary lifestyle and prevent falls. 

However, these paid caregivers do not provide the social support that the older people value 

the most. The paid worker could provide the older person they care for with the favourable social 

support only when their relationship with the older person is converted from one of employment 

to one of cohesion and devotion. As seen in Munera’s example, she nominated her paid worker 

Sofia to be her caregiver, as she had worked in her house for more than six years, which might be 

sufficient to build social cohesion and devotion. This could be further proven by the fact that 

Munera has other paid workers and lives with her daughter, but she did not nominate them.  
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The older person’s peers, healthcare professionals and family were found to have an 

influence on their behaviour towards preventing falls. The influence of “subjective norms” to 

follow the perceived behavioural expectations obtained from the special support providers 

confirms the TPB (see Figure 4.3) and wider the understanding to their influence on perception 

and behaviour. Older participants were found to have a strong cultural belief in the importance of 

social life, which helped in identifying peers (from dewanya and zwara) to be a potential source 

of social support. As my findings show, older people sharing their experiences and knowledge 

with peers who have similar abilities could help enhance older people’s understanding and 

perceptions towards falls. This sharing of knowledge among peers influenced the constructed falls-

related knowledge among my participants, which in turn affected their behaviours toward falls.  

Health care professionals are another potential source of social support. The older people 

in this research were keen to sustain and benefit from social interaction with health specialists, 

similar to previous findings (Høst et al., 2011; Jagnoor, Keay, Jaswal, Kaur, & Ivers, 2014). The 

older participants seemed to be keen to listen to the specialised health care provider, which 

influenced their acceptance of many health-related issues and enhanced intention and behaviour 

(such as doing exercise to improve their diabetic status). This respect of healthcare professionals’ 

advice could be a valuable key to facilitate the implementation of future falls prevention 

interventions.  

Children and family are the last identified source of social support and caregiving identified 

in my research. The older people’s families were keen to provide informal care for their parents as 

a family obligation of parental care. The older people were certain about their caregivers’ 

willingness to help avoid their falls, unlike the perception of older Indian people, as they were 

uncertain of the support that might be provided by their family members (Jagnoor et al., 2014). 
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From my participants’ views, the type of care provided to the older people by their family members 

was found to be favourable (if not threatening self-identity), satisfactory, and available whenever 

they asked for it. The favourable parental care was found to directly influence older people’s 

behaviour toward preventing falls.  

In addition, the findings showed that the family social support and parental care is a two-

way intention to provide care and love from children to parents and vice versa. As well as the 

finding that participants appeared more accepting of falls prevention approaches when these 

approaches were de-stigmatised and encouraged by others, there were also examples of changes 

people were more willing to make when these changes were perceived to be for the benefit of 

others (e.g., modifying the environment for the benefit of young children or older people under 

their care). Doing something for the benefit of others may also serve to overcome the stigma 

associated with ageing and personal falls risk, highlighting the interconnections between 

subjective norms and attitudes towards behaviours (Figure 4.3). This desire to benefit others in the 

first place could influence a person’s future acceptance of change for their own benefit. I have 

named this new concept ‘circular care benefits’, which identifies the understanding that caring for 

others contributes toward building people’s subjective norms. As an example, one participant 

adapted the use of hand rails, fitted rugs, and toilet equipment, because she implemented these 

tools when her mother was at their age, and this possibly enhanced her acceptance to it. The 

concept of ‘circular care benefits’ provides a contribution to the Theory of Planned Behaviour, by 

suggesting a new possible way that subjective norms can develop and contribute to older people’s 

perceptions and behaviours towards falls and falls prevention. Thus, family support incorporated 

the subjective norms of ‘favourable parental care’, ‘caring for some body’ and ‘social support’ 
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together, which could indicate an added advantage of the role of the family to influence perceptions 

and behaviour. 

However, the significant effect of others on older people’s perceptions and behaviour could 

be disempowering if that influence is outweighed by a threat to personal beliefs. My findings 

revealed that older people might ignore the subjective norm effect when their independence and 

self-identity is threatened. The findings showed that grown-up children’s care for their parents was 

perceived favourably as long as it did not threaten the older person’s identity by triggering the 

stigmatisation of ageing. The caregivers’ priority is to physically control the falls risk, whilst older 

people prioritised their autonomy, which created a conflict of interests and stimulated refusal 

among older adults. This conflict of interest has been found to be a barrier to participating in falls 

prevention elsewhere (Ballinger & Payne, 2002; McInnes et al., 2011). This was clearly illustrated 

when Hessa prioritised self-autonomy over the care provided by her daughter and Joud’s refusal 

experience with her mother. Therefore, the social support and care provided for older people 

should be directed to focus on older people’s priorities, such as conserving autonomy, whilst 

physically preventing falls.  

 

4.8.4 Summary of key points.  

The findings of this research contribute to knowledge in providing a regional understanding 

of falls in Kuwait, by providing a better understanding of the influence of knowledge, beliefs, 

attitudes, and ‘subjective norms’ on older people’s perceptions of falls and adhering to falls 

prevention behaviour. Participants’ perceptions around falls and falls prevention illustrated a 

consensus around the devastating effect of falls among older people. Older people seemed to be 

keen to avoid their falls and have self-competence in conserving their own health and identity that 
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could act as a motivator to any falls prevention behaviour. The lack of awareness of falls risk 

factors before falls happen, beliefs in the stigmatization of ageing, and reliance on environmental 

familiarity seemed to be barriers to falls prevention behaviours; we should be mindful of these 

when developing interventions. 

Although Nyman's (2011) article initially used the TPB to explore the variables associated 

more specifically with physical activity promotion to prevent falls, all of his discussed variables 

are transferable to the findings in the broader context of the current research, which covers falls 

and falls prevention in general. In conclusion, the TPB provided a structured theoretical 

interpretation of my findings that could enable the design of culturally sensitive recommendations, 

with the aim of ensuring successful application in the future.  

 

4.8.5. Validity in the Present Study. 

The term “validity” is usually used to evaluate the quality of quantitative research. 

However, qualitative research should also be appraised with some quality indicators to ensure its 

trustworthiness. I have used Critical Appraisal Skills Programme (CASP, 2019) and COnsolidated 

Criteria for REporting Qualitative research (COREQ) (Tong, Sainsbury, & Craig, 2007) checklists 

with the aim of ensuring optimal quality in reporting and validating the research. Furthermore, 

Yardley (2017) provided four dimensions of quality measuring elements that have been found to 

be appropriate in evaluating most qualitative research. I have evaluated this study’s rigour through 

Yardley (2017) four dimensions: sensitivity to concept, commitment and rigour, transparency and 

coherence, and impact and importance. Table 4.4 illustrates some of the quality appraisal examples 

with regard to each dimension.  
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Table 4.4. The Dimension of Validity in the Present Study 

Sensitivity to the 

concept 

 

• All interviews were held in the interviewee’s preferred place (their own 

home) to ensure a socially appropriate environment to allow the 

participants to talk openly and in comfort.  

• I was aware that the topic could aggravate a painful experience, so I was 

prepared to stop the interview for the participant to rest and change the 

topic whenever needed.  

• I was aware of the cultural aspect of gender differences and the 

embarrassment that the situation could cause if I, as a female, 

interviewed a male participant. This was tackled by ensuring the 

presence of the wife or daughter and trying to socialise the conversation 

and direct it like a father-daughter conversation whilst building a 

rapport, starting by referring to him using the culturally preferred way 

(Uncle X).  

• I was keen to consider my appearance to make sure that it was culturally 

appropriate but friendly. 

Commitment and 

rigour  

• I was keen to ensure prolonged engagement with the data transcription 

and analysis and being very close to it through the explicit adherence to 

thematic analysis.  

• The use of memos helped to improve the accuracy of the method used, 

as the notes taken informed the subsequent interviews.  

• I transcribed the interviews by myself and performed re-translation with 

a qualified translator to ensure that we kept the intended meaning, an 

evidence of my commitment to it.  
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• The initial data coding was checked with two of the supervisors, which 

helped in enhancing rigour in the analytical process (researcher’s 

triangulation). 

• The rigour of the research could be improved if analysed by more than 

one researcher. However, the solo involvement in the analysis was 

required, as this research is part of a Ph.D. thesis, yet regular feedback 

from the supervisors was received. 

Transparency and 

coherence  

• The deep description and presentation of the analytic process showed 

the rigour in analysis.  

• Quotations were provided as an evidence and to enable the reader to 

follow the given interpretations whilst facilitating the evolution of 

trustworthiness of the findings.  

• My potential influence and background were clearly stated in the 

reflexivity part of this research.  

Impact and 

importance 

The research: 

• Provides deep understanding of the effect of cultural values and beliefs 

on the perception of falls and falls prevention among an older Kuwaiti 

population. 

• Explores the current status of knowledge and awareness of falls in 

Kuwait. 

• Provides a comprehensive picture of older peoples’ and their caregivers’ 

readiness to adhere to falls prevention strategies.  

• Extends the scope of knowledge to include Kuwait and provide regional 

evidence of the perception of falls and falls prevention among an older 

Kuwaiti population. 
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•  Provide a firm base of future research in the area.  

 

4.8.6. Strengths and Limitations. 

This research contributes to existing knowledge by being the first to explore falls and falls 

prevention among older people in Kuwait. It widens the scope of exploration to include deeper 

insights into the perceptions of caregiving and the significance of others. It is beneficial to 

understand social dynamics, social support, and social engagement, to provide a wider exploration 

into the interplay of social support.  

The adoption of the TPB enabled the interpretation of the presented findings into a wider 

spectrum. The TPB enabled the attribution of knowledge, beliefs, attitudes, and significance of 

other concerning the adopted behaviours. Understanding older people’s behaviours could provide 

insights into the best possible ways to change negative behaviours and promote positive ones. The 

findings of my study provide a contribution to the existing theory, by enhancing our understanding 

of the subjective norms and introducing the concept of ‘circular care benefits’ the possible way it 

influences beliefs, intentions, and behaviour.  

Most of the research providing evidence of the perceptions of falls and falls prevention 

among older people is generated in Western countries; there is a lack of evidence associated with 

older people in Kuwait and the GCC in general. This research provides regional evidence f falls 

and the possible factors that might affect health behaviours in Kuwait. The qualitative findings 

help to create a unique understanding of older people’s perceptions and factors such as age and 

health perceptions, knowledge, experiences, fear of falling, and culture. Understanding the social 

and cultural context is important to address culturally appropriate solutions. This understanding 



  Chapter 4 

155 

 

might aid in a successful implementation of falls prevention strategies. This research provides a 

firm basis for future research into falls and falls prevention (as discussed below). 

 Being a female researcher and interviewing male participants was a potential limitation to 

this research, as gender segregation in Kuwaiti culture is the norm. The male participation in this 

research was facilitated mainly through snowball sampling, as males refused to participate when 

invited directly. The way I further tackled this limitation was presented in the research validity 

section.  

There was a potential for self-selection bias, as participation in the study was based on the 

participants’ interest in the topic (O. C. Robinson, 2014). However, the impact of this bias was 

considered by ensuring the diversity of the participants’ characteristics, such as age, and marital 

status. The focus on community-dwelling older participants with good mental capabilities to 

enable participation in this study, and the fact that all of the participants were found to be 

independent (except one), could further limit the generalisability of the research. Yet considering 

this bias, the findings of the research might not be representative of the whole older Kuwaiti 

population. This study does offer deep insight into the perceptions, beliefs, attitudes, and 

behaviours of some Kuwaiti older people towards falls and falls prevention. Yet the perceptions 

of older people with physical and mental disability upholds a topic worthy of investigation in future 

research. 

 As is the case in all of the qualitative research, lack of rigour can be a common issue 

(Yardley, 2017). This was tackled by evaluating the dimensions of validity in qualitative research 

(see Table 4.4). Social desirability bias could be a potential limitation of this research (Fisher, 

1993). This bias is present when the participants tend to alter their expressed views and perceptions 
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to what they think is preferable by the researcher. The reflexivity part of this chapter provides a 

detailed explanation for how this potential bias was tackled.  

Another limitation of this research is the potential for errors when transcribing and 

translating data. This limitation is particularly important because the data collection was conducted 

in the participants’ first language (Arabic) and then translated into English before analysis. Being 

a native Arabic and Kuwaiti speaker could empower my understanding of the participants’ 

intended meaning. However, this could be affected by my fluency in English as a second language. 

The use of a professional translator to translate the transcripts back into Arabic could minimise the 

impact of this error. Yet I, as the principle researcher, acknowledge that the validity of the 

presented findings could be affected by the transcription and translation decisions (Brilili, 2000; 

Oliver, Serovich, & Mason, 2005). 

 
 

4.6.7.  Future research.  

The findings of the present research provide an evidence of how lack of knowledge and 

information effects people’s perceptions of falls and fall prevention. The set of recommendations 

will be presented, along with the findings of the other thesis components, in the general discussion 

chapter aiming to fill this gap of knowledge (focusing on health promotion rather than risk 

reduction), whilst facilitating falls prevention. The actual effect of the delivery of information and 

the extent to which this knowledge influences falls prevention and health promotion should be 

explored in further research. Several falls prevention interventions could be explored in Kuwait. 

These interventions should likely include physical activity promotion, home modification, and 

multifactorial interventions to find the most effective interventions, whilst exploring the 

facilitators and barriers to each one among Kuwaiti older people.  
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Social support was found to interplay with older people’s perceptions and behaviours. A 

deeper qualitative study would be beneficial, focussing on this complex social interaction of older 

people with their spouse, family, peers, caregivers and healthcare professionals, while exploring 

the tie to the concept of ‘circular care benefits’. This could help in providing a more comprehensive 

understanding of the role of social support and potential influences not only in preventing falls, 

but also in promoting health among older people in general.  

 

4.9. Conclusion 

The current research is the first to explore the perceptions of falls and falls prevention 

among an older Kuwaiti population. The study highlighted the issues that arose concerning the 

older people and their caregivers. The findings confirm the existence of falls as a problem and that 

the older people’s primary concern is to preserve their health and independence. This study 

contributes new knowledge by providing a theoretical interpretation of older people’s behaviour. 

The findings further provide a unique understanding of the possible contribution that ‘circular 

care benefits’ makes to the development of ‘subjective norms’, which provides an extension to the 

existing Theory of Planned Behaviour. This study provides a firm base on which future research 

should stand with the aim of reducing the prevalence of falls in Kuwait. The next part of this thesis 

will explore the healthcare professionals’ perceptions towards falls and falls prevention among 

older Kuwaiti populations. 
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5.1 Chapter Overview  

After exploring the prevalence of falls in Kuwait and understanding older people’s 

perceptions of falls and falls prevention, it is important to complete the understanding of falls by 

incorporating healthcare professionals’ perspectives. This chapter will provide this third 

dimension of the picture of falls in Kuwait. Specifically, this chapter will present qualitative 

research that explores the perceptions of falls and falls prevention among healthcare professionals, 

which is important to enhance understanding of the possible ways to implement falls prevention 

strategies in Kuwait. I will start by introducing the framework used in this chapter followed by an 

introduction around the framework components. A detailed description of the qualitative 

exploration of the perceptions of falls and falls prevention among two healthcare professionals 

(doctors and physiotherapists) will follow.  

 

5.2 Research Framework  

As falls prevention is not yet implemented in the HCS in Kuwait, it would be challenging 

to evaluate the Health Care Professionals’ (HCP) behaviour in preventing falls. Thus, I cannot use 

the motivational theories (discussed in Appendix C) to guide the interpretation of the results of 

this chapter. For that reason, an exploration into the perceptions of HCPs through their knowledge, 

attitude, and practice using a KAP-gap framework (K= knowledge, A= Attitude, and P= Practice) 

was used to provide a framework for this chapter. Knowledge, attitude, and practice are the three 

pillars of any Health Care Service (HCS) within any healthcare profession (Badran, 1995). As 

stated in his paper, “knowledge is acquired and transmitted by physicians with efficiency and skill 

(practice) and blended with a measure of wisdom, ethics and faith (attitude)” (Badran, 1995, p.9). 
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I have used the KAP-gap framework to provide a better understanding of falls from the 

HCPs’ perspectives, and identify the gaps in each of the framework components, while thinking 

through the clinical implications. The predetermined themes of this framework were not used to 

develop the interview guide or initial data analysis, yet the use of this framework started at the 

advanced stage of analysis after analysing the data inductively. Although this framework was 

initially used to aid quantitative evaluation and research, it has been also used in many practice 

evaluations using qualitative data (Christie & Mason, 2011; Lasch et al., 2002; Shin et al., 2011; 

Upton, Stephens, Williams, & Scurlock-Evans, 2014).  

 

5.3 Introduction  

Healthcare professionals (HCPs) are important facilitators of any healthcare services 

(HCS) and are viewed by patients as important for the delivery and promotion of healthcare. For 

example, from the older people’s perspectives in my interview study (chapter 4), HCPs were a 

sufficient motivator to encourage the older adults to adhere to health promotion behaviours. 

Several qualitative studies have also argued that HCPs should be involved as motivators to falls 

prevention implementation (Bunn et al., 2008; De Groot & Fagerström, 2011; Høst et al., 2011; 

Jagnoor et al., 2014). This emphasises HCPs’ important position and ability to convince their 

service users of the benefits of falls prevention through their recommendations and advice. 

Therefore, HCPs could be considered a valuable resource to facilitate the implementation and 

success of falls prevention strategies and reduce the impact of falls in the community (Høst et al., 

2011; Jagnoor et al., 2014; MacKenzie, 2009). However, these benefits could be facilitated or 

hindered by the HCPs’ perceptions towards falls and falls prevention. The rest of this introduction 

will explore the possible influence of the knowledge and attitude of HCPs on their perceptions of 
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falls and falls prevention and then discuss what could enhance professional competence in falls 

prevention practice. 

 

5.3.1 The Knowledge and Characteristics of HCPs to Deliver HCS. 

In the previous chapter, I explored the possible influence of older people’s knowledge on 

their perceptions of falls and falls risk status. Similarly, the knowledge of HCPs may greatly 

influence their understanding of falls. Professional knowledge is a product of the constructed 

knowledge of different sources, including professional education, clinical mentorship, and 

knowledge gained from practice and patient interactions (Jenesen, Gwyer, Shepard, & Hack, 

2000). The knowledge of falls risk factors and falls preventive methods among HCPs might be 

their vital tool in delivering falls prevention as a healthcare service. This was argued by Brown, 

Gottschalk, Van Ness, Fortinsky, and Tinetti (2005) in a cross-sectional survey with 94 physical 

therapy providers. The authors argued that the HCPs with greater knowledge of falls and falls risk 

factors were 1.4 times more likely to use falls prevention strategies with older people. Insufficient 

knowledge (of the HCPs) about falls prevention and how to perform a clinical falls risk assessment 

would affect the ability of the HCPs to provide falls prevention services in practice (Chou, Tinetti, 

King, Irwin, & Fortinsky, 2006; Fortinsky et al., 2004; Rubenstein, 2006). HCPs should have 

sufficient knowledge and capabilities to handle any patient at risk of falling in order to apply falls 

prevention techniques effectively (Chou et al., 2006).  

 

5.3.2 Construction of the Attitude of the HCP. 

Personal views, experience, and cultural context might have an influence on an HCPs’ 

perceptions and attitudes (L. Robinson, Newton, Jones, & Dawson, 2014; Weir, 2004). Individual 
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characteristics of the HCP could also affect the way he or she perceives falls and falls prevention, 

and thus how he or she delivers falls prevention service. HCPs should believe in falls preventability 

while having a fair awareness of the implications of falls and falls prevention, in order to address 

falls as a problem in clinical settings. Related to this, Greenhalgh, Robert, Macfarlane, Bate, and 

Kyriakidou (2004) provided an extensive literature review on implementing an intervention within 

the healthcare system. They argued that HCPs’ general psychological antecedents (personal 

characteristics that predispose individuals to apply new healthcare interventions), context-specific 

psychological antecedent (knowing that he or she is able to do it), the meaning of the service 

(understanding the benefit of it), and the adoption decision (to apply this service or not) could 

affect the HCPs’ adoption of any newly implemented HCS. 

The HCP’s characteristics and beliefs could either augment positive attitudes in better 

understanding the people in a particular culture, or amplify negative attitudes in influencing the 

HCP into socially and culturally based assumptions and judgments. Thus, the HCPs’ attitudes are 

another important factor entwined with HCPs’ perceptions and, eventually, HCS. Positive attitudes 

could foster and enhance the delivery of good and effective HCS. Yet negative attitudes can bias 

healthcare provision by resulting in reluctance to deal with older people. Below, I will focus on 

negative attitudes due to their significant strain on HCS provided to older people.  

Previous studies have reported that, regardless of professional background, many HCPs 

have negative attitudes towards older people (Kearney, Miller, Paul, & Smith, 2000; Liu, While, 

Norman, & Ye, 2012; L. Robinson et al., 2014; Weir, 2004). These attitudes, such as professional 

dominance, ageism, and stereotyping, are examples of professional negative attitudes that might 

bias the delivery and quality of the HCS provided by the HCPs. Next in this chapter, I will discuss 

the attribution of these negative attitudes and their influence on perceptions and HCS.  
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Gaining professional education and clinical knowledge might enhance the HCP’s self-

image of being an expert in the field. This could initiate a “professional dominance” attitude among 

HCPs in perceiving that their knowledge would put them in a superior position and enable the 

perfection of HCS delivery. This is at odds with the concept of “patient-centred care” and viewing 

the patient as the expert of their own health (Barry & Edgman-Levitan, 2012). Perfection in HCS 

delivery will only be obtained if the service provider and receiver share the same aim in terms of 

the service. Sharing the same aim could encourage collective efforts to work towards the desired 

goal. However, a conflict of interest or diversity of desires could block the pathway towards any 

goal. Clinical encounters with different interests have been found to be problematic in the delivery 

of falls prevention among older people (Ballinger & Payne, 2000; L. Robinson et al., 2014). In a 

falls prevention context, conflicts can arise when HCPs wish to maintain control over the treatment 

and clinical decisions, while the patients wish to preserve their identity and autonomy (Ballinger 

& Payne, 2000; L. Robinson et al., 2014). A professional dominance attitude was suggested to be 

barrier to any falls prevention strategy if not addressed properly (L. Robinson et al., 2014).  

Ageism and stereotyping are the other negative attitudes that both have roots of pre-

determination. Ageist attitudes historically started as a form of socially constructed discrimination 

against older people by legitimizing the use of chronological age to define and understand a set of 

people (Bytheway & Johnson, 1990; Kearney et al., 2000; Ory, Hoffman, Hawkins, Sanner, & 

Mockenhaupt, 2003; Weir, 2004). Yet the ageist attitude can exceed the general social limits and 

involve the HCPs, who are meant to deliver care for older people (Ory et al., 2003; Weir, 2004).  

In both ageism and other stereotyping attitudes, older people are viewed by others as, for 

example, boring, grumpy, debilitated, weak, physically incompetent, and cognitively impaired, or 

any other pre-determined assumption (Coudin & Alexopoulos, 2010). Generally, ageist attitudes 



  Chapter 5 

164 

 

among HCPs might exist because of their exposure mainly to ill and infirm older people (Kearney 

et al., 2000). The ageist attitude among HCPs could be initiated through an apprehension of dealing 

with older people (Bytheway & Johnson, 1990) or expecting an unwanted response from them. 

This apprehension could create a deficiency in an HCP’s clinical competence that would ultimately 

affect healthcare delivery (Kearney et al., 2000; Weir, 2004). However, the pleasant experience of 

dealing with elderly people could reduce the gravity of this attitude (Jenesen et al., 2000; Lee, 

Reuben, & Ferrell, 2005). Ageism is an attitude that mainly appears to be present with younger 

professionals or students (Kearney et al., 2000; Liu et al., 2012; L. Robinson et al., 2014).  

As well as affecting HCPs, ageism and stereotyping create social strain on older people. 

As seen in the last chapter, being labelled an “older person” was perceived to suggest a vulnerable 

stage, which older adults prefer to shy away from, as it indicates a state of weakness and loss of 

control over their lives (Jang et al., 2016; McInnes et al., 2011; Rodin & Langer, 1980). 

Furthermore, these negative stereotypes can result in older people perceiving themselves to be in 

worse health, avoiding risk, and continually seeking help – factors that will eventually increase 

dependency (Coudin & Alexopoulos, 2010). Therefore, stereotyping and ageist attitudes by HCPs 

may ultimately affect the well-being of the older persons unless addressed properly (Kearney et 

al., 2000; Weir, 2004). 

 

5.3.3 Professional Competence in Clinical Practice. 

Delivering falls prevention with a high level of professional competence requires a number 

of elements to be in place, to help shape professional practice. Robinson, Barry, Renick, Bergen, 

and Stratos (2001) argued that higher confidence of physicians in geriatric care among physicians 

was generated by their clinical experience in geriatric care and their increased interest in knowing 
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more about it. On the other hand, a lack of interest, along with negative attitudes, could result in 

reluctance in the provision of geriatric care, resulting in barriers to providing an adequate geriatric 

work force. Yet appropriate geriatric care education may be able to help avoid this reluctance 

(Bardach & Rowles, 2012). 

Many professional skills could be attained to enhance professional clinical competence and 

practice. An example of the importance of clinical skills in delivering health services is a study by 

Jenesen et al. (2000) which explored the dimensions of clinical expertise in physiotherapy to help 

inform professional development. The result of this research indicated four main dimensions to 

obtain professional expertise: (a) dynamic and multidimensional knowledge, (b) clinical 

reasoning, (c) focus on movement assessment, and (d) consistent virtues in caring and commitment 

to patients. All four dimensions require a mastery of clinical reasoning skills, hands-on skills, 

observational skills, communication skills, listening skills, and self-monitoring skills to be expert 

in the field. However, a patient-centred perception, through patients’ collaboration and interaction, 

was the centre of all four dimensions of successful expert practice. Another example in falls 

prevention specifically, is a study carried out by MacKenzie (2009), who explored how falls 

prevention was applied by HCPs, specifically 50 health professionals from Australia, the UK, and 

Canada, working in the homes of older people. The author argued that an understanding of client-

centred falls prevention informs and is informed by the HCPs’ skills generated from their practice. 

These clinical skills could enable clinical reasoning and decisions to manage falls prevention 

among older people. Both MacKenzie (2009) and Jenesen's et al. (2000) provide examples of the 

importance of developing clinical skills, along with being sensitive to the patient’s contribution to 

the HCS, to attain professional competence in practice.  
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5.3.4 Summary and Rationale.  

As there has been a significant increase in the older population globally, there is an 

anticipated increase in the healthcare demand as well. The presented overview provided possible 

contributions of knowledge, attitude and practice on HCP’s perceptions to falls and falls 

prevention. Understanding HCPs’ perceptions could provide a broader insight into their 

willingness, readiness and competence in delivering HCS, such as falls prevention, to older people, 

specifically in Kuwait. This chapter focuses on exploring the perceptions of healthcare providers 

(doctors and physiotherapists) of HCS related to falls and falls prevention, which currently lack 

specific falls interventions or focus. The exploration of the HCPs’ knowledge, attitudes, and 

practice using the KAP-gap framework could enable a better understanding of their current 

position while identifying the gaps that need to be filled through the introduction of falls prevention 

services.  

 

5.3.5 Aim of the Study. 

The main aim of this chapter is to focus on the HCPs’ perceptions of falls and falls 

prevention to offer insights into the issues surrounding falls prevention from different perspectives. 

This has been achieved through: (a) exploring the perceptions of two different healthcare 

professions to provide regional evidence and data that are currently missing; (b) understanding the 

current healthcare services provided through the lens of doctors and physiotherapists; and (c) 

identifying the gaps in clinical practice. I will then utilise this evidence to pose recommendations 

and suggestions for falls prevention interventions that are sensitive to the needs of the Kuwaiti 

older adult population. 
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5.3.5.1 Objectives. 

• To explore the perceptions of HCPs towards falls and falls prevention among older people, 

including an exploration of their roles and experiences in preventing falls and the influence 

on their perceptions within the current HCS in Kuwait; 

• To map the existing knowledge, attitudes, and practice, as well as possible ways to 

implement falls prevention interventions; 

• To identify the clinical gaps and capacity to deliver falls prevention interventions as a new 

HCS to older people.  

 

5.4 Method 

5.4.1 Study Design. 

This study involved two semi-structured focus group interviews with the HCPs, one 

involving the orthopaedic doctors at Al-Razi Orthopaedic Hospital and the other with the 

physiotherapists working at the same hospital in Kuwait. 

Focus groups can be viewed as “a performance in which the participants jointly produce 

accounts about proposed topics in a socially organized situation” (Smithson, 2000, p. 105). 

Collecting data in a group environment, such as a focus group, helps to gain a more comprehensive 

picture, which is necessary for developing the most appropriate and culturally sensitive 

recommendations for falls prevention interventions (Barbour, 2005; Padgett, 2008; Reed & 

Payton, 1997; Somekh & Lewin, 2005). Focus groups are a popular method in health research to 

provide a wider window on subjective experience (Barbour, 2005). Participating in a group 

discussion could stimulate shared knowledge and experience while helping to prompt memories. 

Therefore, the use of focus groups is suitable for collecting data from HCPs. In order to obtain an 
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effective focus group, I aimed for enough diversity (to stimulate discussion) with a sufficient 

homogeneity and cohesiveness (to share relevant discussion) (Barbour, 2005; Smithson, 2000). 

For that reason, I held two focus groups, separated by specialty, while ensuring diversity within 

the occupational positions of physiotherapists and orthopaedic doctors. In these focus groups, I 

concentrated on generating the ideas and opinions of the participants by encouraging discussions 

from all perspectives (Sim, 1998).  

 

5.4.2 Ethics and research governance. 

  Ethical approval was obtained from the Faculty of Science Research Ethics Committee at 

the University of Portsmouth (see Appendix A). Further governance approval was granted by the 

Standing Committee for the Coordination of Health and Medical Research of the Ministry of 

Health in Kuwait, which is required before collecting data from the Ministry of Health premises 

and from the hospitals through the Ministry of Health (see Appendix B). 

 

5.4.3 Sample size.  

Two focus group discussions were held, with a total of 10 participants (five in each group). 

Diversity within the focus group while attaining “fitness for purpose” was the main consideration 

when determining focus group size (Barbour, 2005). For that, groups of four to six participants 

with different experiences and clinical positions were determined to be sufficient to ensure the 

success of the focus group discussions, yet five individuals volunteered to participate. The 

participants’ characteristics are presented in Table 5.1 and Table 5.2. 
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Table 5.1. First Focus Group Participants: Orthopaedic Doctors 

 Gender Years of experience in the 

orthopaedic hospital 

Job title 

Dr. 1 Male 12 years  Orthopaedic consultant 

Dr. 2 Male First year Trainee 

Dr. 3 Male Three years Orthopaedic specialist 

Dr. 5 Male Two months Trainee 

Dr. 4 Male Eight years Orthopaedic specialist 

 

Table 5.2. Second Focus Group Participants: Physiotherapists 

 Gender Years of experience in 

the orthopaedic 

hospital 

Job title 

PT. 1 Female Eight years First practitioner physiotherapist 

PT. 2 Male 10 years First practitioner physiotherapist 

PT. 3 Female Five years Practitioner physiotherapist 

PT. 4 Male Two years Beginner practitioner physiotherapist 

PT. 5 Female 15 years Specialist physiotherapist 

 

 

5.4.4 Recruitment strategy and study population.   

One of the main challenges of this thesis was how best to explore falls and falls prevention 

in Kuwait because of the unfamiliarity of the topic among both the older people and the HCPs. 

Initially, I considered that any HCP who has experience in dealing with older adults and a possible 

connection to their needs would add richness to the study and could be invited to participate. 

However, the homogeneity in each focus group is important, because in such an environment some 

HCPs could be more confident and more likely to voice their views (Sim, 1998). I wanted to 

explore the perceptions of HCPs who are already dealing with older people who have sustained 

falls, and thus decided to focus on the perceptions of HCPs from the tertiary health care system 
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(based on the description of the healthcare system in Kuwait see Figure 2.3). As justified earlier 

in Chapter 3, Al-Razi Orthopaedic Hospital is the only specialized orthopaedic hospital in Kuwait. 

It was chosen in order to capture the falls prevalence rate, as it would be expected that those who 

sustained injurious falls go there. Therefore, the HCPs at that hospital would be expected to have 

experience in dealing with older people who sustained acute falls and thus, these HCPs could have 

a better insight into older people’s needs. 

This thesis is a first step to understanding the picture of falls from the HCPs’ perspective. 

I could not consider all HCPs, as I was limited by timeframe and resources. Thus, among all HCPs, 

I considered the orthopaedic specialist and physiotherapy perspectives an appropriate starting point 

because of their direct connection to falls in older people. The orthopaedic doctors at Al-Razi 

Orthopaedic Hospitals have rotational shifts to attend to the A&E Department and are the first 

professional to receive older people who have sustained a fall when they seek medical care. The 

physiotherapists are primarily responsible for the rehabilitation of all patients with different 

conditions. However, the physiotherapists working at that hospital usually deal with patients 

referred with orthopaedic conditions, which are usually post-injury or post-operative per hospital 

specialty. Based on personal experience, I expected that the physiotherapists at Al-Razi 

Orthopaedic Hospital most frequently deal with older people after injuries, including falls.  

This research used convenience sampling to recruit HCP participants. Convenience 

sampling involves recruiting all the participants who are accessible and willing to participate in 

the study (Bowling, 2002; Padgett, 2008). The recruitment of the HCPs was facilitated through the 

administrative departments of Al-Razi Orthopaedic Hospital, as these were asked to send an email 

to the HCPs (doctors and physiotherapists). The message contained the information sheet with my 

contact details, and the participants who were interested in the study were asked to contact me 
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directly. Snowball sampling was also used when volunteer participants were asked to pass the 

information sheet and invitation letter to their colleagues working at the same hospital.  

Inclusion criteria:  

• Any physiotherapist or orthopaedic doctor  

• Working at Al-Razi Orthopaedic Hospital in the Kuwaiti healthcare system 

• Had experience dealing with older adults and had possible professional connections to the 

older people’s needs, as they have worked closely with people who have fallen.  

Exclusion criteria:  

Anyone who did not fit the above criteria. 

 

5.4.5 Study Site.  

A quiet room in the clinic was prepared to conduct the focus group at a time that was 

convenient for all of the participants. 

 

5.4.6 Data Collection.  

The interview guide of the current research followed the risk factor model for falls in older people 

that has been recommended by the World Health Organization (WHO, 2007) (see Figure 2.4). 

Similar to the interview guide used in the last chapter, the interview questions were developed 

with the guidance of Legard, Keegan, and Ward (2003) and Lewis and Ritchie (2003) to best cover 

the research topic as described in the previous chapter’s interview guide. However, the focus group 

questions were specifically developed to explore the perceptions of falls and falls prevention from 

HCP perspectives, and considered the group setting (Barbour, 2005; Sim, 1998) (See Appendix E 

for the Interview Guide). 
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Open-ended questions were used in the focus groups, with the aim of the questions being clear and 

natural (Braun, & Clarke, 2013; Britten, 1995). A focus group schedule was used to ensure the 

coverage of all areas of the current research and prevent out-of-context conversations (Britten, 

1995; Shaw & Gould, 2001). As facilitator, I aimed to elicit interactive conversations in the focus 

groups to ensure that the participants’ meanings were understood. My role was to ensure the 

generation of interesting discussions and to encourage the participants to elaborate on their 

perceptions and thoughts (Sim, 1998; Smithson, 2000).  

 

5.4.7 Procedure.  

After recruiting the required number of participants and ensuring diversity within the 

category of occupational position, HCPs who agreed to participate in the study were given an 

arranged day and time for the focus group to take place that was flexible around their work 

commitments. Participants were given the opportunity to ask any questions at any time before or 

during the focus group discussion. A signed consent form (see Appendix F) was obtained from all 

of the participants before starting the focus group discussions. All signed consent forms were 

scanned and uploaded to the security-protected “cloud” storage, and the original documents were 

stored in a passcode -protected briefcase. The access passwords were only known to me, and I 

took responsibility for the online storage and the briefcase at all times. 

These focus groups were held in Arabic, yet the participants were given the choice as to 

the preferred language for the focus group discussion in case non-Arabic speakers had volunteered 

to participate. The participants were asked to confirm their agreement on the language to be used 

before the start of the focus group discussion. 
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The technique of establishing a rapport with the participants was used to encourage the 

flow of the interview and enhance the engagement, as answering freely and openly could help in 

attaining richer data (Patton, 2002). In order to ensure a culturally and clinically appropriate 

rapport, the focus group discussion started with general conversation that is familiar in everyday 

life to encourage the participant–researcher connection and provide a convenient atmosphere, 

which enabled the participants to give their opinions without being judged. 

Normative discourse within the group discussion might be a source of bias, which is present 

when the participants are not openly expressing their opinion due to a fear of group disapproval 

(Smithson, 2000). In order to address this, both focus group discussions were initiated with a clear 

statement of interest in individual opinion and with no judgmental position on any diverse 

thoughts. Yet identifying normative values is part of collecting the data and being sensitive to 

cultural variables. I showed that I am interested to learn from their individualized experience and 

knowledge. Moreover, the use of probing questions and grasping the participants’ understanding 

and perception of each question provided a way to reduce the effect of this bias.  

In order to avoid gaining a faulty consensus from the silence of certain participants, the discussion 

was redirected at some points into a questioning technique used to gain the views of silent 

participants regarding a particular point (Barbour, 2005). For example, when one of the 

participants raised the idea that implementing a falls prevention strategy should start after the 

patient has sustained a fall, I redirected this point to the rest of the participants – “do you agree 

that falls prevention should start after sustaining a fall?” – followed by exploratory questions to 

expand the discussion and make sure that the idea that they are discussing meaningfully reflected 

the participants’ perceptions. 
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A digital voice recorder was used during the focus group discussions. Memos and 

important notes were recorded during and directly after each focus group. The recorded data were 

securely uploaded to a security-protected “cloud” storage. The access password was only known 

by me, and the data was never left unattended on the computer. 

 

5.4.8 Data Protection. 

  Confidentiality was assured at all stages of this research. As described above, care was 

taken to securely store personal information present in the audio-recordings and signed consent 

forms. 

Anonymity was assured by the omission of personal information that could result in participant 

identification. Pseudonyms have been used. As confidentiality is an issue with any focus group 

discussion, all participants were asked to respect the confidentiality of others by not sharing what 

they heard or learned during these discussions.  

 

5.4.9 Data Management. 

The process of data management was the same as the management used in the interview 

chapter, which will be stated briefly to aid in the presentation of this chapter. A digital voice 

recorder was used during all focus group discussions. Memos and important notes were recorded 

during and directly after each focus group. 

  After conducting the focus group in the participants’ first language, the focus group 

discussion was transcribed and translated into English. Transcribing the audio-recorded data is an 

essential part of qualitative research that prepares the data for analysis (Braun & Clarke,  2013). 

Transcribing the data gave me a great point of entry into understanding it, and it could be a way to 
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begin to generate new ideas (Halcomb & Davidson, 2006; Padgett, 2008). I listened to the audio-

recordings carefully and repeatedly to prevent misinterpretation, which also enhanced the 

opportunity to have the accurate, context-rich, and meaningful transcripts needed to proceed in 

this research (Halcomb & Davidson, 2006). The transcribed data were then translated from Arabic 

into English using the conveying meaning (the closest meaning was used when there was no exact 

one-word translation), since word-to-word translation was not always suitable (Regmi et al., 2010). 

Next, the transcribed data were translated back into Arabic by a professional translator to ensure 

the accuracy of the translation (Cha et al., 2007). No changes in the meanings were found when 

back-translation was completed. The analysis was conducted using the English transcripts. The 

findings of this chapter’s study are presented in English, and quotes from the English version of 

the transcripts are presented in the findings to aid transparency. 

 

5.4.10 Participants’ Validation of the Transcripts.  

The validation of the interview and focus group transcripts is a valuable tool for checking 

their accuracy and ensuring that what was said represents the participants’ intended meaning. 

However, I did not ask participants to check the focus group transcripts for accuracy or intended 

meaning. It would have become problematic if participants requested an amendment to their 

intended meaning, since what they said within the focus group would have been embedded in the 

conversation and therefore influenced other people’s contributions. Transcript-checking would 

have potentially generated more data rather than validating the current data, which would have 

negatively impacted the project’s timeframe. Focus groups provide participants with the 

opportunity to reach a consensus and clarify their views through discussion (see section 
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Procedure), providing face validity for the resulting data, which can be argued as diminishing the 

necessity for transcript-checking (Reed & Payton, 1997). 

 

5.5 Data Analysis 

Thematic analysis by Braun and Clarke (2006) was used to guide the analysis of this 

research. Although the current study used the same analytical procedure used in the individual 

interview chapter, the analysis was conducted separately, as the analysis of a focus group 

discussion is distinguished from a one-to-one interview (Smithson, 2000). As justified in the 

previous chapter, using thematic analysis would appropriately serve the current research as being 

a rich, detailed, and flexible research tool that is theoretically free while being suitable for the 

novice researcher (Braun & Clarke, 2006). As my constructivist position underpins the 

epistemological assumptions of this thesis, I believe the constructed knowledge was based on the 

way people understand their lives and would be highly influenced by their cultural and social 

context.  

The data analysis had similar application phases to the last chapter, following Braun and 

Clarke (2006). Thus, I will present the six analytical phases briefly while stating what was done 

differently in this research to aid in the presentation of this chapter.  

• Phase 1: familiarising with the data and transcripts. The analysis of the current research 

started with immersing my attention in the data through the data transcription and 

translation stage.  

• Phase 2: generating codes. Similar to the last chapter, this phase aided data reduction 

through labelling and sorting the data-generated codes to create a coding framework (King, 

2004; Padgett, 2008). An open coding procedure was used to facilitate data interpretation 
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and the meaning-making process (see Appendix I). Notes and memos were taken by me 

and re-checked during the process of analysis. 

 

• Phase 3: searching for themes and sub-themes. At this stage, initial emerging themes were 

identified inductively to generate a primary understanding of the data with no 

predetermined thoughts (see Appendix I). 

• Phase 4: reviewing the themes at two levels: 

o Level 1: have a clear identification of and distinction between themes 

o Level 2: validate the theme in relation to the data set 

This phase (with two levels) required reading, reviewing, and refining the generated themes 

(in Phase 3) to check the logical flow of the dataset. After that, Phase 4 (Levels 1 and 2) was 

completed to provide a primitive picture of the findings. Then a validity test of each generated 

theme was checked against the dataset to ensure the coherence and accurate representation of the 

participants’ perceptions. At this stage, the first supervisor contributed to check the validity of the 

present themes and evaluate the analytical process.  

After completing the four phases inductively, and reflecting on how well the themes were working, 

the themes generated during Phases 3 and 4 were restructured using the KAP-gap framework. The 

analytical framework of this study was thus based on the identification of gaps in the existing 

knowledge, attitudes, and practice.  

• Phase 5: defining and naming the themes. Upon reaching this stage, I was able to 

distinguish between the three main themes, as each theme could stand on its own.  

• Phase 6: producing the report (findings).  
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5.5.1 Reflexivity and Self-positioning. 

I have the same cultural insider position, personal position, and limited knowledge of the 

topic described in the previous chapter. Therefore, these positions will not be explained again to 

avoid repetition in the thesis. This part of the chapter will explain the reflexivity that I felt 

influenced the focus group research, which includes reflexivity in the focus group procedure 

(facilitating discussion and immediate reflexivity during focus group discussion) and reflexivity 

in analysis (data transcription and researcher triangulation).  

To begin with, exchanging conversation and providing a description of my experience and 

professional background helped me to gain the participants’ trust and to build a friendly 

environment, in line with the technique of establishing a rapport with the participants. Being from 

the same medical background as the participants helped in avoiding mediator bias (Smithson, 

2000) as it put the participants at ease. I have found the professionally generated rapport to be an 

advantage for helping me to gain the trust of the participants during the focus groups and for 

generating a social, friendly environment that they are familiar with. Ensuring the interest in 

personal experience and focussing on HCP’s personal views was the main focus of discussion (see 

section Procedure).  

During the focus group discussion, a few issues needed an immediate reflection while the 

focus groups were running to ensure the quality of the data. First, a general consensus was granted 

from the physiotherapists’ focus group on most of the issues, as the discussion was dynamic (had 

a smooth flow between the participants). In order to expand the discussion and make sure that the 

ideas arrived upon reflected the meaning of the participants (the participant’s intended meaning is 

clear), I used a questioning technique to redirect the discussion and confirm the views of all of the 

participants. 
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Second, the previously established formal and informal relationships of the participants are 

impossible to control (Reed & Payton, 1997). This might result in the presence of one or more 

‘dominant voice’. Although every effort was made to give everyone the opportunity to contribute 

equally to the discussion, this was not always possible, as those participants who were more 

experienced or higher-ranking tended to be more dominant in the discussions. This could be a 

potential source of conformity, resulting in the silence of the other participants (Barbour, 2005; 

Smithson, 2000). There was a dominant voice in the doctors’ focus group and so a few techniques 

were used to ensure that the product of that discussion was a representation of all participants’ 

perceptions (Sim, 1998). One of the techniques I used was asking direct questions of the 

participants and shifting eye contact away from the dominant participant to seek a response from 

others. In fact, I found that the presence of a dominant voice in this focus group discussion was a 

useful tool that helped to enrich our discussion and changed the dynamic of the discussion to be 

between participants rather than an interviewer–participant discussion. Alongside this, 

disagreements in opinions were occasionally shown during the doctors’ discussion, which suggests 

that the other participants were not intimidated by the dominant group member. The disagreements 

in the focus group discussion also helped to enrich the discussion and uncover many of the issues 

that could not be obtained in one-to-one interviews (Sim, 1998). The disagreement of opinion 

among the doctors’ focus group helped to uncover their attitudes towards older people, which was 

not noticed in the physiotherapists’ focus group as the dynamic of that group flowed more 

smoothly. 

Being a qualitative researcher with limited experience in this type of research could have 

an effect on the quality of this research. All efforts were made to elevate my professional and 

research skills, such as intensive reading and gaining the appropriate training, to ensure the 
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adequacy of the quality achieved. Stating my personal position and identifying the areas of support 

helped to attain transparency and rigour. Supervisory meetings also helped me to identify and 

reflect upon some of my assumptions. In addition, I was able to recognize and delineate my own 

interpretations of another individual’s meaning-making of their situation. 

My first supervisor had good experience in qualitative work and was not involved in the 

data collection process, while being external to the culture. She was involved in data analysis by 

reading the transcripts and checking that the presented findings represented the focus group 

discussion. Her contribution as an outsider to the culture helped in uncovering cultural attitudes 

among the HCPs. At that stage, initial codes were then re-checked to better interpret the data. I 

tried to stay close to the data in generating the ideas and analyses throughout the work. This process 

enhanced my confidence in my coding skills and enhanced the rigour in the analytical process 

(investigator triangulation). Further to this, my first and third supervisors were supervising the data 

analysis through providing continual feedback to guide this study.  

 

5.6 Findings 

The findings in this chapter contribute new knowledge about the perceptions of falls and 

falls prevention among those in the healthcare profession in Kuwait. The HCPs’ perceptions were 

analysed using the KAP-gap framework to think through the clinical implications and identify the 

gaps in each element of this framework. The elements of this framework (knowledge, attitude 

and practice) constitute the themes of the findings (see  

Figure 5.1) 
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Figure 5.1. The Findings and Discussion Using KAP-Gap Framework 

Findings 
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5.6.1 Theme 1: Knowledge.  

This first theme explores the knowledge of the participating HCPs, as the first pillar to 

delivering a falls prevention service. The knowledge of participants in the context of falls was 

found to be related to their underlying education and experience, which shaped their definition of 

falls, and understanding of falls consequences, and falls risk factors.  

 

5.6.1.1 Sub-theme: Education versus Experience in Falls-related Knowledge. 

All of the participants agreed that they were not adequately taught about falls and falls 

prevention throughout their education. However, the younger professionals (both doctors and 

physiotherapists) said that they had been introduced to the topic but still did not feel that this was 

sufficient to cover the topic. The physiotherapists’ education included the moving and handling of 

patients (using a patient transfer belt during neurological patients’ transfer), teaching the patient 

to walk using assistive devices, following their rehabilitation treatment stages, and avoiding falls 

secondary to injury as a part of patient safety within the rehabilitation process after sustaining an 

injury. This type of falls prevention effort could differ substantially from preventing falls among 

un-injured older people in the community. This lack of education presents the possibility that 

personal experience and communication with others/ peer exchange alone shapes the healthcare 

professionals’ perceptions. Thus, it could be inferred that the HCPs developed their perceptions 

on this healthcare issue mainly through their clinical experience and personal beliefs: 

No, falls prevention [in the community] wasn’t part of the curriculum that I have 

been educated from. This is a hard topic. Nowadays it’s growing, the awareness 

is growing, but not in my time when I was educated. (Dr1) 
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I remember that we had [a] geriatric course, and I have the book required in that 

course, but I can’t remember that we had deep education about it. No, no, I don’t 

remember at all. (PT1) 

When I was trainee in the Mubarak hospital, I attended a lecture provided by the 

physiotherapy department. It was given to the patients, their caregivers, and 

physiotherapists all together. They gave instructions about how to deal with the 

patients and how to handle them, and they told them where to buy some equipment 

that might be needed to prevent falls, such as the belt for the neurological patients 

[and] wheelchair choice. (PT4) 

 

5.6.1.2 Sub-theme: The definition of falls. 

The HCPs’ experience influenced the way they viewed falls. For example, both the doctors 

and the physiotherapists defined falls according to their professional experience as HCPs and 

working experts. The doctors defined the falls based on the height that the falls were from, as the 

height tends to determine the circumstances of the falls and its consequences. The physiotherapists, 

however, defined falls in relation to losing balance, as they dealt with the rehabilitation process; 

usually, patient falls were a result of losing balance, and the physiotherapist would focus on 

retaining balance in the rehabilitation process. These definitions met with a consensus among our 

participants:  

Any person who falls from a high height, like to the floor, we consider this to be 

a fall. We could categorize it by the height they fall from, like from one meter two 

meter, from the same level, that’s our way of considering the fall. (Dr1) 
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When the patient loses his balance and sustains an injury after this incident. (PT1) 

 

5.6.1.3 Subtheme: Falls consequences. 

The experience of the HCPs enabled them to provide a description of the picture of falls in 

Kuwait. The consensus among HCPs’ experiences confirmed the severity, existence, cost, and the 

possible devastating consequences of falls among Kuwaiti older people. Based on clinical 

experience, they accentuated the incidence rate that consumes a substantial amount of healthcare 

resources. The HCPs believed that most of the older people who sustain a fall would be 

hospitalized even with a minor injury, due to being at a critical age, and that a fall could potentially 

result in an injury: 

PT4: I think that more than 70% of the fallers will be admitted to the hospital. 

Hadeel: What about if they don’t have [a] fracture [injury]? 

PT1: They might have [a] soft tissue injury, and yet, they are admitted. 

PT3: In many cases, these patients [are older people] with [a] soft tissue injury. 

I mean, they do still have an injury [and] will be admitted just to determine that 

they don’t have any fracture. You know, by their age, the susceptibility to having 

[a] fracture is high. 

  Based on their experiences, the HCPs believed that a hip fracture is a common occurrence 

among older people: 

Like approximately, most of the cases come with hip fracture. Based on my 

experience, approximately, I think that it might exceed one thousand cases a year. 
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I think that we have a big incidence rate for hip fracture as an injury. I’m relating 

this to my knowledge about the number of operations and fixations we do for hip 

fracture. It’s a big number. Hip fracture is common, or some cases might be 

vertebrae fracture, which is also serious. (Dr1) 

Most of the older people I see are slipping on the wet floor. Really, most cases are 

slipping on the wet floor, causing a fracture in the neck of femur. (PT2) 

 

5.6.1.4 Subtheme: Falls risk factors. 

The HCPs were collectively aware of the most common falls risk factors. They drew on 

their experiences to list what they thought were the possible risk factors, including environment, 

vision, poor balance, footwear, etc. However, the perception that age is the main risk factor was 

met with considerable consensus within both focus groups. Most of our participant groups thought 

that being of an old age is the reason for the majority of falls, as it results in deteriorating health 

status, including poor vision, poor muscle strength, poor balance, and poor muscle reaction. This, 

they felt, results in an inability to avoid falls in older age that could be avoided at younger ages, 

even with the same environmental cause: 

Because their [older people’s] health status is weak, like some people might have 

a problem in their mental abilities or might have a problem in balance due to 

ageing. That would make them more susceptible to falling. (Dr3) 

Some [older] people have poor coordination in their body, and most importantly 

have poor muscle power and poor reaction to any sudden movement. They might 
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also have poor vision, poor muscle power, they might walk with a very weak gait, 

their steps are not high enough from the floor, like [a] shuffling gait. (Dr4) 

Yes, osteoporosis is another reason. In old age they have osteoporosis. They will 

have bone weakness, muscle weakness and all. (PT5) 

Another risk factor that met considerable consensus was gender. All of our participants 

agreed, based on their experience, that women fall more than men. The doctors did not really 

provide a reason for this perception, as they stated that this was what they had observed, although 

they did not know why. The physiotherapists, however, tried to provide some explanation in 

relation to the difference in bodily nature and muscle power as experienced during their 

rehabilitation process, in addition to the nature of female activity and responsibilities that could 

result in falls:  

That’s also what we see in the hospital, more female fall cases, but I don’t really 

know why. (Dr5) 

 I think that the nature of work that they [women] do at home, household activity, 

taking care of the households in being responsible, [the] environment inside the 

house, climbing stairs, having rugs and carpets, all are reasons for falls. (PT1) 

I think that it is related to muscle power, mmm. The males have more muscle 

power than females – even with all types of patients, the males have more muscle 

power than females. Females tend to have more buckling, even if they are active 

and can walk before they sustain the injury, they tend to lose their muscle power 

faster, in just two days [after] they sustain the injury, and be in bed. (PT3) 
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Despite all of their knowledge and experience in the context of falls, the HCPs did not 

consider that fear of falling or lack of physical activity to be possible falls risk factors. Analysing 

the focus group discussion revealed that the fear of falling is present in our population. As an 

example, the next conversation could demonstrate the existence of the fear of falling (maladaptive) 

that could result in activity restriction, yet the physiotherapists did not perceive that the fear of 

falling could be a risk factor for further falls. Neither of the focus groups mentioned the fear of 

falling to be a risk factor: 

PT3: So many of them refuse to walk after their fall. 

Hadeel: So they fear? 

PT4: Fear of further falls. 

PT3: That does happen also. 

PT5: Refuse to use the cane or crutches, they don’t trust their abilities anymore. 

Fear of falling was also found to be a sign of willingness to prevent falls (adaptive). In the 

next quote, the participant clearly stated that the older person’s experience of a fall initiated a fear 

of further falls, which thus enhanced the acceptance of risk status and working towards preventing 

falls:  

Yes, as we usually deal with people who have had a fall, they usually admit [their 

risk status], especially because they fear other falls. (PT1) 

Lack of physical activity was not spontaneously highlighted as an area of concern with 

regard to falls risk among either focus group. However, a consensus was arrived at only after the 

discussion revealed that physical activity was thought to be related to falls prevention. They arrived 
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at this conclusion based on their knowledge of the benefits of physical activities, which provided 

a rationale for the mechanisms of action for exercise to assist in falls prevention; they did not 

articulate with any certainty that they knew of the effect of physical activity on preventing falls:  

If the person is active, he would have better coordination, reflexes, and strength 

so he will be better avoiding fall. I’m not saying this based on anything- I’m not 

sure. (Dr5) 

If the patient has low physical activity, they tend to have poor balance, decreased 

coordination [and] muscle power, decreased range of motion. (PT5) 

 

5.6.2 Theme 2: Attitudes.  

The attitudes of the HCPs could provide a deeper insight into their competence in providing 

HCS. This theme includes all the attitudes captured during the focus group discussions. I identified 

three attitudes as potential positive influencers on HCP when working with older people, and 

specifically to prevent falls among older adults. These positive attitudes included: falls 

preventability, understanding older people, and optimism towards cross-generational reform. On 

the other hand, four attitudes were determined to have a potential negative influence on HCP when 

working with older people, comprising:  professional dominance, ageism, stereotyping, and 

enhancing dependence. Next, I will present each of these attitudes in turn.  

 

5.6.2.1 Sub-theme: Falls preventability.  

The HCPs participating in this study all agreed that many falls could be prevented:  
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Hadeel: OK, I’d like to ask you, do you think that falls are preventable? 

PT2: Sure (quick response). 

Hadeel: How? 

PT2: If the patient is at risk of falls, we should cover the risk causes. If he has 

some medical issues, like we can use many assistive aids, like frames or grips, use 

some special kind of slippers or shoes, control the blood pressure [or] diabetic 

level, make sure to keep the floors not wet, not use things that are moving like 

escalators, focus on the type of floor that they walk on—there are floors that are 

slippery, they can use some floors that are rough, [since] it increases the friction 

between the foot and the floor so they don’t fall. 

 

5.6.2.2 Sub-theme: Understanding older people’s point of view.  

HCPs made efforts to understand older people’s points of view by imagining themselves 

to be in an older person’s shoes; this was found to be a positive attitude among HCPs that could 

enhance their understanding of older people’s behaviour. Among both focus groups, HCPs were 

found to be understanding of the older people’s reasons for attempting a health behaviour or not:  

Nobody will consider himself to be clumsy or unstable. They would definitely 

stand up for themselves and say, “I’m good, I’m stable, I don’t have any problem 

in balance.” (Dr3) 

People who look healthy, and have good power relatively, don’t feel the weakness 

yet. They tend to [be in] denial [of the] risk of falling, and tend to refuse our 
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advice, and just say, “I’m fine and I’ll be fine.” But if they have bad causes [of 

fall], they think that they [are] managing it nicely and [are] not at risk of falling. 

(PT2) 

 

5.6.2.3 Sub-theme: Optimism towards cross-generational reform.  

The HCPs in this research expressed an interesting attitude towards an optimistic plan for 

healthy ageing. They claimed that the best way to target a change in older people is to start with 

the younger generations, as they will be the future older generations.  However, this optimistic 

attitude towards enhancing health promotion in younger generations could also demonstrate 

negative attitudes towards stereotyping older people (see Sub-theme: Stereotyping.):  

They are different, and as I told you, the generations are changing. Like, now, if 

more [people in their] forties and fifties are doing exercises than before, we would 

expect [the] next generation to have [a] bigger number of older people doing 

exercise. The awareness of healthy lifestyle is bigger in younger generations, 

while the older generations don’t care. (Dr2) 

I think the lifestyle is an important factor. Like [Dr1] said, we can start with any 

age and any person and introduce [a] healthy lifestyle where they will be fit and 

healthy when they get older. (Dr3) 

Schools first, colleges, hospital[s] like ours, we could arrange for awareness 

lectures for the patients and caregivers. (PT2) 
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5.6.2.4 Sub-theme: Professional dominance. 

 The professional dominance attitude and the authority for determining the patients’ needs 

and knowing what is best for them was noticeable among both focus groups. The HCPs expressed 

their ability to change the falls risk status without considering the receiver’s choice in it. This 

highlights a culture of health interventions being done to people, rather than in partnership with 

patients. The HCPs perceived that they are providing the appropriate advice, and patients and 

caregivers were expected to abide by the recommendations. Moreover, the disobedience or non-

acceptance of the HCPs’ recommendations was perceived to be a challenge to the success of health 

procedures rather than an alternative perception: 

I think it might be an idea to have a nurse or a specialist to have home visits to 

the older person [in] their environment and check if they need any amendments, 

and either apply their recommendations or suggest their recommendations, 

because sometimes they don’t apply the required changes themselves, or maybe 

to provide a follow up visit. If they see that the environment is still not suitable for 

the need[s] of the older person, take them to special care homes designed to cover 

the needs for the older people. (Dr1) 

We do give some advice to do this and remove that. The caregivers don’t do it, so 

this is a big challenge. If we plan to prevent fall, we should ensure that the 

caregiver will follow it. (PT5) 
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5.6.2.5 Sub-theme: Enhancing dependence. 

The HCPs were also found to have the desire to ensure the dependence of the older people 

as a way of assuring their safety. The HCPs perceived that it is the patient’s responsibility to ensure 

their safety in public places and that they should assume a dependent status when they are unsure 

of their safety. The implication is that they believe older people at risk of falls should remain safely 

at home and not expose themselves to the risks of an independent, active lifestyle in connection 

with the outside world:  

Dr2: Well, the older people should have the perception that if they go to public 

places, he should be able to walk safely. If not, he should ask someone to come 

with him or go out in a wheelchair. If he has a problem, it’s not right for them to 

go in public. 

Dr5: Walking won’t be feasible for them. 

Both focus group discussions highlighted the significant contributions and important role 

of informal caregivers in older people’s lives. The family members and the paid caregivers were 

felt to provide close supervision and care for older people. Their services could be extended to 

include being a mediator between the HCP and the older patient in many situations, and they ensure 

the older patients’ health and safety. Interestingly, the HCPs highly regarded the dependence on 

the caregiver, to the extent that they considered the absence of a caregiver to be a fall risk factor 

and that it is their duty to ensure the safety of the older person. The attitude of enhancing 

dependence was common across both focus groups, however, considering the absence of a 

caregiver to be a fall risk factor was dominant among the doctors:  
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Like from my experience, we have many cases [that] came to the emergency 

department in the period where nobody is there in the house with the older person. 

They usually say that we came and found him to have had a fall; either the 

domestic worker went to bring something or their children came from work and 

found that he had sustained a fall. I think that one of the factors that we should 

concentrate on, to reduce the number of falls, is providing someone who is 

available all the time, either a qualified nurse, domestic worker, or any person 

from the family. (Dr1) 

It’s either environmental causes, such as the flooring, the aids, and assistance 

available, the lighting, the presence of [a] caregiver. (Dr4) 

I think that the availability of the caregiver might also be involved, like if their 

children are at their work during the morning time, no one is available 24 hours 

with him – this might make him more susceptible to falling. (Dr1) 

No, it’s their [caregivers’] duty to do it, but they need more information, or they 

have difficulty doing it themselves. Like if they need to apply rails, they don’t do 

it straight away. I think they mostly need education about how to deal with older 

people. (PT5) 

Nevertheless, the physiotherapists had another view of caregivers causing a fall due to the 

physiotherapist’s experience in dealing with elderly people who had recently received an injury 

which could ultimately affect their dependence status. The physiotherapists believed that most of 

the paid caregivers (who are domestic workers) are not educated or trained to deal with an older 
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person. They claim that the lack of knowledge and experience in dealing with older people after 

an injury could result in falls:  

Lack of knowledge of the caregivers, when the patient is discharged – I always 

try to make sure that they know what to do, especially if she is the main person 

who is caring for this person. Like if she is a nurse, to an extent, she will know the 

basic knowledge, but I’m always concerned about the older person’s care when 

the domestic worker is in charge. I make sure that they know how to handle the 

patient. I try to educate her [on] what to do. (PT3) 

Surprisingly, despite the doctors’ awareness of the benefits of physical activity, they did 

not show any concern regarding the present sedentary lifestyle and accepted it as something 

inevitable. Thus, even the doctors have a set of excuses for older people not to be physically active 

but rather accepted being sedentary and dependant in older age. 

I think it doesn’t help the [older] person to be active, even if the person would like 

to exercise outdoors. It’s very hot, and he can’t. They have to go to the gym, and 

it’s difficult. Who will take him there, and who will take him back – it’s difficult. 

(Dr1) 

It’s related to their lifestyle. There are some people [who] have the perception 

that they are getting old, they should go and sit in the dewaniya, and some are 

keen to follow exercise. So, the lifestyle and maybe cultural issues. (Dr2) 

 



  Chapter 5 

 

195 

 

 

5.6.2.6 Sub-theme: Ageism. 

  Another negative attitude observed among the HCPs was ageism. The ageism attitude is 

described in this study as expecting a specific behaviour from a person just because he or she is an 

older person. Considering “age” to be a risk factor (as described earlier) could be a sign of an 

ageist attitude among both groups of HCPs. In addition, judging the person by his or her age and 

expecting him or her to be weak, frail, and vulnerable, without considering individual attributes 

that might lead to falls, could be identified as an ageist attitude present in both focus groups. 

Generalizing an expected response from a patient just because he or she is an older person might 

be an indicator of ageist attitude. This attitude was also noticed among the younger doctors (DR2, 

who is a first-year trainee, confirmed by DR3 in his third year of experience), for whom this issue 

was shown to be a challenge to their ability to deliver the HCS and a barrier to having control over 

older people’s health status:  

Well, Kuwaitis, when they reach 65, they see us like [we’re] young, they shout at 

you. (Dr2) 

They always see us as younger than them, they have enough experience in life to 

take care of [their] health and won’t listen to a person that is younger than [them]. 

(Dr3) 

While the older generations don’t care, they might have diabetes and still eat a 

lot of sweets. We can’t control [them]. (Dr2) 

The age and experience of the HCP interacting with the patient was perceived to influence 

the acceptance of their advice by older patients. This factor arose from conflicted discussions in 

the doctors’ focus group on the topic of whether older people accept being at risk, as measured by 
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accepting their advice and instructions. The more experienced doctor perceived that older people 

accept his advice and listen to him, while the younger doctor perceived that the older people 

underrate HCPs. However, the same experienced doctor said earlier in the discussion that the 

patients might not listen to him in general. My conclusion is that older people may accept the 

advice from the older and more experienced HCPs, as they might have more trust in them. 

Conversely, the younger doctor faced a problem in gaining this trust due to the perception of older 

people not trusting a younger doctor with less experience and knowledge. This perceived attitude 

by the HCPs among the older people could indicate a potential ageism attitude among the younger 

HCPs, which is a worthwhile topic for further investigation:  

I think that they listen, especially when they trust the doctor and have good belief 

in him. Sometimes, if the same instruction comes from me and his son, they will 

listen to me [and] not his son. It happened to me a lot where the son asked me to 

tell his father so-and-so. As an example, my uncle had been smoking for many 

years, and his children were fed up of telling him to stop smoking, and once the 

doctor advised him to stop smoking, he did. I think they listen, if you show them 

that you have the passion and care about them. They will listen. Even if the patient 

shows some denial at the beginning, he or she will think about it. (Dr1) 

 

5.6.2.7 Sub-theme: Stereotyping. 

The last negative attitude that was noticed among HCPs was their stereotyping attitude. 

The stereotyping attitude was revealed when the Doctors were expressing their optimistic cross-

generational plans (see Sub-theme: Optimism towards cross-generational reform.). This could 
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illustrate their attitude toward giving up on the older generation and start working on the younger 

ones just because they assume that the older people have rigid mindset. Furthermore, the doctors 

perceived that older people who had higher education levels would have more flexible mind-sets, 

better accept being at risk, and thus be more accepting of the advice from HCPs. The doctors also 

believed that the level of education would enhance patients’ willingness to take care of their health, 

which could be another reason why more educated older people accepted being at risk of falling 

more than less educated ones:  

Dr5: I think that this depends on the education level, like if the person is educated 

– [a] doctor, qualified, engineer. It makes a difference if he has a good 

background – he will follow your instructions. But for those with lower education, 

especially with the advanced age, some things are really hard to change. 

Hadeel: So, you think that the level of education is directly affecting his 

willingness to take care of himself? 

Dr1: Yes. 

Dr2: of course  

 

5.6.3 Theme 3: Practice.  

The final theme is the HCPs’ practice. This theme will demonstrate HCPs accounts of their 

clinical practice in the orthopaedic hospital. This theme will start with a discussion about the 

HCPs’ sincerity to their job commitments and perceived role in preventing falls, followed by their 
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practice and attempts to prevent falls within their current HCS. Finally, the theme concludes with 

the HCPs’ perceptions of approaches to prevent falls in Kuwait.  

 

5.6.3.1 Sub-theme: HCPs’ sincerity to their job commitments.  

The HCPs participating in this research portrayed passion and responsibility towards 

ensuring a successful medical procedure and safe recovery. This was demonstrated by the 

deterministic mind-set when describing clinical outcomes. This highlights the high sense of 

responsibility for patients’ recovery, and to ensure the best treatment given to ensure the best 

outcome:  

Yes, if the patient has had a fall, and sustained a fracture, and operated with a 

clean surgery, and followed [a] good physiotherapy rehabilitation programme, 

he would have a better consequence then if he didn’t. (DR3) 

If the patient didn’t get the appropriate healthcare for example having POP [type 

of conservative treatment] instead of [an] operation which was needed, they 

would have poor outcome and reduced abilities. (PT1) 

Yet this also highlights the professional dominance attitude (described earlier) in 

determining the best procedure for the patient’s case, focussing on control over patient care. This 

authoritarianism is further portrayed by Dr1 in the next quote, in which the language implies that 

the condition and set treatment appears to be the centre of care, rather than the individual patient. 

There was no explicit mention of patients being involved in the development of any care:  

Mostly all of them, especially because by this age they have weak bones and [a] 

slow healing process so we need to make sure that the bones are stable. In some 
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cases where they have very critical medical conditions that would inhibit their 

ability to go under general anaesthesia, we would consider the conservative 

treatments, but the surgery is a must, especially for the hip fractures. I’m talking 

about it because it’s common; we do surgical treatments trying to help the patients 

to move again, and get them back to where they were before they sustained that 

fall, because if they end up being bedridden, they will have many unwanted 

consequences, like ulcers, inflammation, and they usually end up dead, ultimately. 

(Dr1) 

 

5.6.3.2 Sub-theme: Perceived role in preventing falls. 

None of the HCPs perceived that they have a significant role in preventing falls in older 

people in the community, in general. They did not see themselves as responsible for preventing 

(future) falls in the community, but rather considered that their role started after the older people 

had had a fall. The doctors dealt with the patients as orthopaedic cases and provided their treatment 

accordingly, while the physiotherapists’ interests were on ensuring a safe rehabilitation process 

getting the patient back to walk after injury. The Doctors might see themselves as having a role in 

fall-related injury prevention (e.g. by initiating osteoporosis assessments) but not falls in general. 

However, the physiotherapists believed they have a significant role in preventing secondary falls 

among all patients after sustaining injury (as per their balance status post injury):  

No, I don’t think it’s our role [in fall prevention]. We usually ask for osteoporosis 

test[s], and if the results confirm the presence of osteoporosis, we provide them 
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with the treatment. But if they are over 70 years of age, we provide the treatment 

without the test. (Dr4) 

We work very closely [with] the patients, and here, as an orthopaedic hospital we 

work on rehabilitation, which usually includes patients who have gait problems if 

they sustained [a] fracture or [were] operated [on]—I mean, if the lower limb 

[was] affected. So they usually are at higher risk of falling, since they are in the 

rehabilitation process and need to get back as close to normal as possible. (PT1) 

The HCPs claimed that their role in preventing falls in the community is restricted to giving the 

patients generic advice (rather than falls prevention–specific advice) about how to prevent falls: 

Well, we can say that we can improve the awareness only, to say avoid these 

things and do these things only. (Dr4) 

Despite the perception of not being responsible for preventing falls in the community, the 

HCPs created their own strategies to avoid further falls among their patients within their clinical 

job framework. Both HCP focus groups explained that they tend to give some falls prevention 

advice on a more ad hoc basis when they notice a risk factor, rather than embedded as a formal 

protocol. The doctors assisted patients according to their history and either gave them advice or 

referred them to those whom they believed might benefit them. However, this was not based on a 

standard operating procedure followed within the emergency clinic, due to the absence of such 

procedures. On the other hand, the physiotherapists provided closer input by evaluating what might 

have caused a fall, as the nature of their job enabled longer and more direct interactions during the 

rehabilitation of their patients. Still, these efforts from HCPs were restricted to hospital-based care, 

usually after an injury, and did not reach older people within the community:   
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We weren’t educated sufficiently about the strategies and procedures to prevent 

falls in older people, but I use my own strategies to help my patients to prevent 

falls when I see that they are at risk. (PT1) 

Well, I think that we should base our role on the patient history. If he/she said that 

he/she had a heart problem and fell, or was walking and lost his consciousness 

and fell, this raises the suspicion for us to consult a cardiologist and see if this 

fall was related to [a] heart problem. We do consult the service that we think is 

related to the cause of the fall and refer the patient accordingly. We don’t look at 

only the bone for being an orthopaedic hospital. We refer the patient, and I believe 

this could prevent recurrent falls. (Dr1)  

 

5.6.3.3 Sub-theme: Perceived ways to prevent falls.  

The HCP participants considered identifying and addressing the causes to be the best 

possible way to prevent future falls: 

Some people we advise to use [a] cane, not for musculoskeletal issues but only to 

maintain their balance, when their balance is poor. That’s it, I think. It’s all about 

dealing with the causes. (PT2) 

  Despite the agreement in their beliefs about the ability to prevent falls among older people, 

a big disagreement in perceptions arose when discussing the best time to start preventing falls. In 

both focus groups, views were split between whether this should be before or after the older person 

sustains a fall, but each group had different reasoning behind their view. Dr1 argued that falls 
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prevention cannot be initiated until the patient seeks medical help, which usually happens after 

they have had a fall, and it is not feasible to provide this service to the whole older population. 

The other members of the doctors’ focus group contradicted his perception, believing 

instead that it is best to start with younger generations. Dr2’s reasoning was based on the continued 

growth of awareness and knowledge among generations that we can observe, as he thinks that it is 

easier to change the minds of the younger generation so they can grow older with healthier 

lifestyles, rather than to try and change their perceptions when they are already older. The 

remaining doctors recommended including all of the possible candidates but focussing on the 

people who are at risk. This suggestion reflect the earlier-discussed optimistic attitude toward 

cross-generational changes: 

Theoretically speaking, if you are going to design a fall prevention strategy, you 

would cover all the people who are over 60 to be educated about the risk factors, 

while the people who are at higher risk might require an intervention to do 

something to prevent falls – like we start with assessment and see what they need, 

and if they need intensive advice. (Dr5) 

 The physiotherapists also had an optimistic perception of change, yet believed that 

preventing falls is best after sustaining a fall, as they thought that the fall could affect the patient’s 

acceptance to follow the physiotherapist’s instructions. From the experience of the 

physiotherapists participating in this research, they believed that older people tended to refuse any 

instruction or advice as long as they still felt healthy, and they would not accept a suggestion to 

change until they experienced a fall, which would make targeting secondary falls prevention more 

effective:  
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I think that, because we are close to the patients, we know the causes and [are] 

able to identify the best preventive method based on our experience. And they do 

obey our instructions after they have had the fall only. The patient who sustains 

an injury would probably accept my advice better than a healthy older person. 

They don’t want to fall again [and] sustain another injury. (PT1) 

The greatest aspect of the recommendations was around raising awareness and education. 

They claimed that raising community awareness is important, and the messages would be more 

useful for the people who feel it relevant to them (who believe that they are at risk of falling). 

Some of their suggestions included:  

Social media, give advice through media, like 30-second advice, tips to follow – 

like what they do in diabetes awareness, or breast cancer, or something like that. 

(PT1) 

I think that anyone is at risk of falling, actually. Maybe they will pay more 

attention to it if they are educated or came across a flyer or see it on TV. (PT3) 

Expanding the existing HCS to deliver a falls prevention service was discussed as a 

possible way to prevent falls. Some of the suggestions centred around providing medical services 

that combine routinely used services, such as routine medical appointments, with falls prevention:  

If we provide an older people’s gym that is organized by a qualified team, and 

maybe include his clinic in it, like [a] diabetic clinic, hypertension clinic, and all 

of the clinics that he is already going routinely for – like if he goes, does some 

exercises, gets his routine diabetic appointment, hypertension, gets some friends, 

some relationships. As he is going for dewaniya, which most of the older people 
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like to go to, I think that this would have huge benefit from different perspectives. 

(Dr2) 

One of the tools that was highlighted was to incorporate social aspects to facilitate the 

delivery of HCS among older people. The caregivers were thought to be effective mediators to 

deliver information to older people, as the non-acceptance of medical advice among the older 

people was not a concern of the HCP when the caregiver was accepting of this advice. Therefore, 

HCPs perceived that raising falls awareness should include both the older people and their 

caregivers, not only to prevent falls but also to help them manage older people at higher risk:  

I think that falls could be prevented through patient education and caregiver 

education. (PT3) 

See, the older people don’t usually accept the advice, but their relatives or carers 

usually do, and they mostly come with a carer. They rarely come alone. (Dr2) 

Another special aspect of older people’s lives was the ability to share their knowledge and 

experience with their peers. The HCPs claimed that older people tend to share their knowledge 

and experience among one another, which could help in facilitating awareness and patient 

education:  

Most of the time, they usually ask each other, how did you do this, what happened 

to you, and so [on]. (PT5) 

It’s good to transfer the experience of [the] patient to other people. I think that 

the similarities with them in age and characteristics would make them better 

grasp the message and follow the advice. (PT1) 
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I have seen this in the heart unit. Like if one older person has a heart attack, all 

of his friends would go and do [a] heart check. They start to worry about 

themselves having the same thing. (Dr1) 

 

5.7 Discussion 

The qualitative exploration into the healthcare delivery in Kuwait provided a deeper insight 

into the picture of falls prevention, adding another dimension to the understanding of falls in 

Kuwait. The clinical experience and knowledge of HCPs in dealing with older people after a fall 

reinforced the evidence of the existence, severity of the outcome, and cost of falls in Kuwait. 

Exploration into the HCPs’ knowledge, attitudes, and practice enhanced the ability to evaluate the 

existing healthcare delivery while identifying its existing gaps (see  

Figure 5.1). I used the KAP-gap framework to aid data interpretation and evaluation of the 

existing healthcare system. Here I will discuss the findings in the context of the relevant research 

and the findings of the previous chapter (interviews with older people), and identify and discuss 

the ‘gaps’ established through the KAP-gap analysis. As falls prevention services do not yet exist 

in Kuwait, the discussion will illuminate the potential barriers and facilitators to implementing 

falls prevention in Kuwait in the future. The discussion in this chapter focusses on identified gaps 

to provide implications for research and practice. 

 

5.7.1 Potential Facilitators and Barriers to Implementing Falls Prevention in Kuwait.  

The exploration of falls according to HCPs’ perceptions helped in providing a better 

understanding of what could be facilitators or barriers to implementing a falls prevention 

programme within the current healthcare system. These include potential facilitators and barriers 
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in: (a) knowledge; (b) attitudes; and (c) practice. Next, I will elaborate on each of these facilitators 

and challenges while suggesting solutions within the context of the present research.  

 

5.7.1.1 Potential facilitators and barriers in knowledge.  

Falls and falls prevention is a broad topic that requires adequate knowledge for the service 

provider and service user equally in order to ensure appropriate application. Particularly, HCPs’ 

knowledge about falls and falls risk factors in older people could enable HCPs to identify people 

at risk, and thus deliver a more person-centred service (Brown et al., 2005; Jenesen et al., 2000). 

None of the HCPs were educated about falls in community-dwelling elderly. Yet physiotherapists 

had sufficient education and knowledge to prevent secondary falls (related to their injury), which 

enabled them to take responsibility for secondary falls prevention throughout the rehabilitation 

process (preventing falls within the hospital settings), which was also found by Goodwin et al. 

(2010).  

The experience of the HCPs created relatively good basic knowledge, yet this knowledge 

might differ by person and specialty, as not all professions would have the same experience. Thus, 

a standardized basic knowledge of falls definition, risk factors, and consequences should be taught 

to all HCPs to provide unity in understanding what a fall could be.  

 Limited education and lack of knowledge underpin the identification of the first “gap” – 

the educational knowledge of the HCPs. For example, lack of knowledge about the effect of 

exercise (and effective types of exercise) on falls could be a main area of concern, particularly 

with the high levels of physical inactivity in Kuwait (WHO, 2015). This could further inhibit the 

HCPs’ willingness and effectiveness in promoting physical activity for preventing falls. On the 

other hand, knowledge about fear of falling being a potential falls risk factor is also important in 
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the delivery of falls prevention as an HCS. The focus group findings highlight the presence of the 

potential adaptive and maladaptive nature of fear of falling among older people in Kuwait, and the 

latter could be indicated as a fall risk factor. The negative perspectives towards fear of falling 

might be affected by the association with anxiety resulting from a recent injury, as the HCPs in the 

focus groups were mainly dealing with patients following an acute injury (potentially increasing 

patients’ perceived risk status). The context in which HCPs viewed older people in this study could 

be substantially different from that of the community-based older people who participated in the 

interview study. These findings could confirm Adamczewska and Nyman's (2018) 

conceptualisation of fear of falling (discussed in chapter 4). Therefore, knowledge and 

conceptualization around fear of falling as a positive or negative sign could enable the HCP to 

effectively evaluate risk status and ultimately provide the appropriate healthcare delivery. The 

comprehensive knowledge among HCPs of falls risk factors and ways to prevent falls is a basic 

element when delivering falls prevention as a HCS (Brown et al., 2005). 

5.7.1.2 Potential facilitators and barriers in attitude.  

 The positive attitudes among the HCPs could be a valuable facilitator to implementing falls 

prevention in Kuwait, as they provide a foundation for a successful falls prevention programme in 

the future. For example, the belief in falls preventability and the understanding of older people’s 

attitudes could facilitate the delivery and maintenance of a falls prevention strategy as enhanced 

by HCPs’ understanding of it.  

 Certain negative attitudes of HCPs could present barriers to successful health service 

delivery, specifically (a) believing HCPs are the authority on what is best for individual patients, 

(b) believing that reducing independence results in more positive outcomes for the elderly, (c) 
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viewing “age” as the main risk factor for falls and ageism attitude, and (d) predetermined 

assumptions; a stereotyping attitude. Next, I will address each of these attitudes in turn.  

 HCPs were found to have a desire to maintain control over the treatment programmes, 

which could inhibit the patient’s ability to express his or her preferences and decision-making. 

This was indicative of professional dominance in attitude and practice, which has also been found 

among HCPs elsewhere (Robinson et al., 2014). This could act as a barrier to the delivery of falls 

prevention. We cannot doubt that the HCPs are very keen to provide the best support and optimal 

medical procedures to their patients. However, this may result in HCPs making the decisions and 

patients being expected to follow them. The HCPs assume that they are able to do what is best for 

the patients. Yet this paternalistic mind-set and the sense of control over the treatment process 

might restrict the patient’s autonomy and trigger the non-acceptance of proposed treatments 

(Donovan, 1995; Donovan & Blake, 1992).  

 The potential negative outcomes of a professional dominance attitude among HCPs are 

compounded by the HCPs’ attitude towards enhancing dependence among older people. It is well 

known that older people’s priority is to maintain their autonomy (Høst et al., 2011; McInnes et al., 

2011). The findings of my interviews indicated that the Kuwaiti older people also value 

independence status. Thus, reducing independence status among older people could be a source of 

rejection to a provided service in order to preserve their autonomy status, as discussed in Chapter 

4 through the lens of the Theory of Planned Behaviour (Nyman, 2011). Furthermore, the 

dependence status of older people has been argued to be the cause of the deterioration in older 

people’s physical activity in Kuwait (see section 4.8.4 Influence of ‘subjective norms’ on the 

perception of falls and falls prevention. P.144). It might be necessary to provide close supervision 

for disabled or frail people who are at higher risk (Fried, Ferrucci, Darer, Williamson, & Anderson, 
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2004), but fostering independence among older people is essential to preserving an older person’s 

autonomy (Wiles, Leibing, Guberman, Reeve, & Allen, 2012). Emphasizing the patient-centred 

approach and involving the patient in the decision-making process might be an effective tool to 

conquer both the professional dominance attitude and the enhancing dependence attitude. This 

could be addressed by considering older people’s choices and engaging them in preventing their 

own falls as a part of self-care management, as suggested by L. Robinson et al. (2014). This could 

help in promoting older people’s autonomy and ability to be in control while enhancing 

professional competence in clinical practice (Jensen et al., 2000; Mackenzie, 2009). Collaboration 

and interaction between HCPs and patients could help HCPs foster patient-centred perceptions to 

attain professional competence, and this might be a potential facilitator when implementing falls 

prevention strategies (Jenesen et al., 2000; MacKenzie, 2009). 

The perception among the HCPs that age is the main reason for fall was common across 

both focus groups. Not only does this reflect an ageist attitude, but it could also initiate a potential 

conflict in clinical encounters between HCS providers (HCPs) and HCS users (older people). From 

the HCPs’ perspectives, “age” was the main falls risk factor, and all the other risk factors come as 

a consequence, which was similar to the findings of Ballinger and Payne (2000) in considering the 

individual patients’ characteristics as the main causes of falls. On the other hand, from an older 

person’s perspective, ageing is a vulnerable stage that they prefer to shy away from. Refusing the 

idea of being at risk could be understandable because the older person would not accept being in 

the deterioration process of ageing that results in falls, which was evidenced in the previous chapter 

as well. Thus, considering age as a risk factor without considering the underlying individualized 

attributes to falls could hinder the delivery of falls prevention services, as preventing falls is closely 
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related to the acceptance of risk status in the first place (McInnes et al., 2011). Ageing should be 

viewed as a natural process and should be distinct from disease and decline.  

 The predetermined assumptions of HCPs might conflict with the professionalism attitude 

of delivering the HCS for patients as individual people; categorizing patients based on 

demographic factors sits in contrast to patient-orientated care. Stereotyping and ageist attitudes 

might create a critical juncture in the HCS pathway (Kearney et al., 2000; Weir, 2004). It could be 

understood that HCPs are immersed within the culture, with regards to their cultural and 

socioeconomic thoughts (Weir, 2004), yet the professional competence attitude of HCPs should 

enable them to distance themselves from this culture to provide a properly individualized HCS. 

 The younger HCPs’ ageist attitudes were found to create an apprehension towards older 

people, which could lead the HCP to dislike dealing with older people and ultimately alter the 

provision of HCS. This finding was compatible with many other studies identifying ageism to be 

a younger HCP attitude (Liu et al., 2012; L. Robinson et al., 2014; Weir, 2004). However, this 

attitude may be altered by pleasant experiences with older people. Lee et al. (2005) and Jenesen et 

al. (2000) suggest that the experience of HCPs working with older people and exposure to older 

people’s care at the educational and practice stage might improve HCPs attitudes towards older 

people. Therefore, conquering this apprehension and handling the causes of it could be the best 

suggestion for tackling ageism. For the HCPs’, the period of their professional education might be 

the best time to start to address any negative attitudes related to predetermined assumptions. 

Ensuring the existence of intergenerational unity in each student’s experience could help tackle all 

negative attitudes and avoid ageist behaviours in particular, whilst working to nurture a positive 

attitude (Weir, 2004).  
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 The predetermined assumptions of HCPs, particularly stereotyping, may influence their 

behaviour. For example, assuming that older people with lower education will have a rigid mind-

set and be inflexible to deal with is a stereotyping attitude, and may lead the HCP to act accordingly 

(e.g. refrain from offering advice). Although low education was found to be significantly 

associated with falls in two of the GCC countries (Almawlawi et al., 2011; Almegbel et al., 2018), 

it might not be professionally appropriate to differentiate between healthcare users by demographic 

factors and could restrict the desire to try to introduce any medical advice. The effect of education 

among older persons could be related to having better knowledge and exposure to a variety of 

perspectives, making the older adults more accepting of life changes. Yet the greater range of life 

experience among older people might be adequate too; we cannot stereotype the effect of education 

generally. A differentiation between older people’s perceptions based on education level was not 

apparent in the older Kuwaiti participants interviewed in Chapter 4, yet it could be explored as part 

of wider study on associated risk factors for falls in further quantitative research. Conversely, the 

HCPs’ had perceptions of how their own age and experience affected the older people’s acceptance 

of their advice. This could trigger the HCPs ageist attitude upon anticipating an unwanted 

response, which could lead the HCP to dislike dealing with older people due to service reluctance. 

Of grave importance in HCS delivery is the HCP’s motivation and intention to deliver the best 

HCS, which should be fostered and connected with a personalized care, with an understanding that 

the older people’s community is diverse and related to their own experiences and attitudes.  

 

5.7.1.3 Potential facilitators and barriers in practice. 

  HCPs' interests to prevent falls despite their beliefs that fall prevention was not their role, 

incorporating social life to interventions, and intergenerational optimistic plans could be suggested 
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(based on the findings of this research) to be facilitators in implementing falls prevention as a new 

service, I will further describe each one of them in turn. HCPs create their own strategies to deal 

with falls and falls prevention, even if they believe that preventing falls is not their role. This could 

illustrate their willingness and interest in actively working on preventing falls, despite being 

restricted by the unfamiliarity of falls prevention within the HCS. Nevertheless, their actual interest 

in preventing falls should be explored after implementation of future fall prevention interventions. 

The falls prevention services should be directed by a patient-centred approach to enhance 

professional competence in practice (Jenesen et al., 2000; MacKenzie, 2009).  

 Incorporating social life in to the implementation of any proposed falls prevention strategy 

could facilitate its success. The perceptions of HCPs support the importance of social structure in 

older people’s lives and its influence on their general health and well-being. This was evidenced 

by the application and interpretation of the Theory of Planned Behaviour (TPB) in the previous 

chapter and further supported by Al-Kandari (2011) and Al-Kandari & Crews (2014). Thus, using 

the power of social networks in aiding falls prevention applications might be an important and 

culturally sensitive facilitator to the implementation of falls prevention among Kuwaiti older 

people. 

 Appreciating that younger generations will be the older generation in the future could 

influence the start of the change in health promotion through encouraging change over time. As 

the HCPs expressed, education and awareness should start from the younger generation, because 

those from the younger generations are often caregivers for older people; thus, they facilitate the 

delivery of care to the older people at this stage and could help in promoting health behaviours. 

The effectiveness of applying the change in younger generations, while seeking the benefit as a 
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lifelong outcome, which requires future longitudinal research that could possibly further explore 

the new concept of ‘circular care benefits’. 

 On the other hand, the lack of knowledge, negative attitude and the ambiguity of role of 

HCP in preventing falls might be the main barriers in establishing fall prevention within the current 

healthcare system. Addressing the barriers in knowledge and attitude could be the first step towards 

facilitating falls prevention in practice. 

 The National Institute for Health and Care Excellence (NICE) has recommended that “all 

HCPs dealing with patients known to be at risk of falling should develop and maintain basic 

professional competence in falls assessment and prevention” (NICE, 2019, p. 7). Therefore, a plan 

is needed to incorporate multidimensional knowledge, including professional education, clinical 

mentorship, and knowledge gained from practice, with a focus on increasing competence and 

autonomy in practice, to prepare the HCPs to deliver falls prevention services. This education plan 

should include a specific focus on: (a) multiple morbidities, and weighing the benefits of treatment 

over potential harms when considering falls prevention services; (b) the importance of patients’ 

involvement and using patient-centred approaches, to promote the successful application of falls 

prevention recommendations (Jenesen et al., 2000; Lee et al., 2005); and (c) the possible 

consequences of negative attitudes on HCS, while ensuring contact with older people throughout 

HCPs education period to reduce the impact of these attitudes, as discussed earlier. Campinha-

Bacote's (2002) model of cultural competence in the delivery of healthcare services could be 

suggested to aid HCPs’ preparation to deliver falls prevention as a new service. Campinha-Bacote 

(2002) provides a structured framework for understanding cultural competence (awareness, skill, 

knowledge, desire, and encounters) and aids in implementing culturally responsive HCS.  
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 Although experiencing falls was found to be effective in enhancing the acceptance of falls 

risk status among the Kuwaiti older population themselves in this thesis (see previous chapter) and 

elsewhere (Ayton et al., 2018; Høst et al., 2011; McInnes et al., 2011) it might not be an appropriate 

indicator of when to start preventing falls. Perceiving that falls prevention among community-

dwelling older adults should start after experiencing a fall might not be the right plan, as a single 

fall could result in very serious consequences such as disability or death, meaning that further falls 

prevention would come too late. As per the HCPs’ suggestion, falls prevention should start with 

raising public awareness among the whole Kuwaiti population (older generations and younger 

generations), while an appropriate initial step towards starting the service might focus on 

individualised interventions for older people at higher risk. 

 The ambiguity of the HCPs role due to the non-existence of falls prevention within the 

HCS illustrates another gap in clinical practice towards preventing falls. This would indicate a 

proper introduction of falls prevention as a topic and then allocating falls prevention responsibility 

among healthcare professionals. Identifying the role of HCPs in preventing falls could enhance 

their sense of responsibility towards it. As seen in my findings, this sense of responsibility had a 

significant effect on their sincerity to their job and desire to seek the best possible outcome. 

 The exploration of perceptions of falls and falls prevention from two different healthcare 

professions allowed an understanding of the importance of considering the profession when 

allocating staff to actually prevent falls, thus suggesting an implementation plan based on the 

professions that participated in this research. The doctors discussed a policy of patient referral to 

the relevant specialty and reducing falls-related injury by following a structured policy of 

osteoporotic management. Building a new practice and knowledge on HCPs’ existing knowledge 

and skill base could promote a better adoption of it (Greenhalgh et al., 2004). This could allow the 
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introduction of falls risk assessment and referral within their practice in the A&E department. Yet 

their routine clinical commitment might inhibit the provision of a complete falls risk assessment. 

Thus, linking the basic elements of falls prevention (such as a brief risk assessment) to a routinely 

followed procedure might be a suggestion to obtain the easy integration of falls prevention services 

within the existing clinical settings. Both falls prevention and osteoporotic management could 

share the same aim of injury reduction. It might be appropriate to start to connect falls risk 

assessment with osteoporotic assessment to identify people who are at risk. This procedure was 

also discussed in the research of Chou et al. (2006) and resonates with the “Making Every Contact 

Count” initiative in the UK (Lawrece et al., 2016), which is about encouraging healthy lifestyle 

choices (which could be related to falls prevention) through the everyday interactions HCPs have 

with their patients. 

 Additionally, the physiotherapists’ practice offers prolonged interaction during the 

rehabilitation process to ensure recovery. Their knowledge and experience in secondary falls 

prevention made them familiar with the “meaning” of falls prevention, which could promote the 

adoption of the implemented HCS (Greenhalgh et al., 2004). The nature of rehabilitation work 

could enable the physiotherapists to develop many clinical skills such as communication skills and 

clinical reasoning, which enable falls risk identification within the rehabilitation process (Goodwin 

et al., 2010). This experience in working with older people could put them at an advantage in the 

delivery of falls prevention interventions. Therefore, this could indicate the possibility of 

successful application when delivering falls prevention interventions around the physiotherapist’s 

specialty, which will be suggested in the next chapter.  

 These suggestions for allocating HCP to deliver falls prevention services were informed 

by the findings of this chapter’s research study. Yet other professionals could also be valuable in 
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delivering falls prevention services, and a multi-profession collaboration might also be a 

reasonable suggestion. These suggestions could be evaluated in future research in the Kuwaiti 

context. 

 

5.7.2 Validity. 

 The trustworthiness of any qualitative research should be supported with some quality 

indicators. I have used Critical Appraisal Skills Programme (CASP, 2019) and COnsolidated 

criteria for REporting Qualitative research (COREQ) (Tong, Sainsbury, & Craig, 2007) checklists 

with the aim of ensuring optimal quality in reporting and validating the research. Yardley (2017) 

provided four dimensions of quality-measuring elements that were found to be appropriate in 

evaluating much of the qualitative research. Similar to the previous chapter, this study evaluates 

rigour measurements through Yardley (2017) four dimensions, as shown in Table 5.3. 

 

Table 5.3. The Dimensions of Validity in the Present Study 

Sensitivity to the 

concept 

 

• I held both focus groups in meeting rooms at the outpatient clinic, which 

is the HCPs familiar workplace, to ensure a socially appropriate 

environment to allow the participants to talk openly and comfortably.  

• I was aware of the cultural aspects of gender differences and the 

embarrassment that the situation could cause if I, as a female, 

interviewed male participants. However, this cultural influence might be 

minimal in the clinical settings, as inter-gender relationships are a part 

of daily work experience. This cultural aspect did not affect participation 

in the study, as all of the doctors who participated were male. This was 
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tackled by socializing the conversation at the beginning of the focus 

group discussion while building a professional rapport that is familiar as 

a typical professional workplace interaction.  

• I was keen to consider my appearance to make sure that it was culturally 

appropriate, but not formal, to allow friendly conversation.   

Commitment and 

rigour  

• Similar to the interview research, I was keen to ensure prolonged 

engagement with the data transcription and analysis and to be very close 

to it through an explicit adherence to thematic analysis.  

• Using notes helped me to improve the accuracy of the method, as the 

notes helped to avoid data misinterpretation.  

• Transcribing the focus group discussions by myself, and performing 

back-translation with a qualified translator to ensure that we kept the 

intended meaning, could be an evidence of my commitment to this 

dimension.  

• I used an inductive approach of considering the meaning made by the 

participants and not relying on a preconceived structure. 

• Theme validity to represent the dataset was checked by the first 

supervisor, which helped in enhancing rigour in the analytical process 

(researcher’s triangulation). 

• The rigour of the research could be improved if analysed by more than 

one researcher. However, solo involvement in the analysis was required, 

as this research is part of a PhD thesis. 

• Regular feedback from the supervisors was received. 
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Transparency and 

coherence  

• The deep description and presentation of the analytic process showed 

the rigour in analysis.  

• Quotations were provided as evidence and to enable the reader to follow 

the given interpretations aiding transparency while facilitating the 

evolution of the trustworthiness of the findings.  

• My potential influence and background were clearly stated in the 

reflexivity part of this research.  

Impact and 

importance 

• The findings provides a deep understanding of the perception of falls 

and falls prevention among healthcare professionals. 

• The current status of healthcare services provided in Kuwait from the 

perspective of falls prevention was explored.  

• This chapter of the thesis provided a comprehensive picture of falls and 

falls prevention through the utilization of the KAP-gap framework, 

which helped me to think through the clinical implications and identify 

the gaps in adhering to falls prevention strategy.  

• The findings obtained from this study could help in establishing falls 

prevention service among the older Kuwaiti population. 

• The evidence produced by this study provides a firm base for future 

research in the area.  

 

5.7.3 Strengths and Limitations.  

 The findings of this chapter contribute new knowledge about the perceptions of falls and 

falls prevention among HCPs in Kuwaiti context. This new understanding provides a recognition 

of the interplay between the main pillars (knowledge, attitude, and practice) of HCS to suggest 

falls prevention strategies. Understanding HCPs’ knowledge, attitudes, and clinical practice 
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enhances the understanding of the best possible ways to address the gaps with the aim of delivering 

a culturally sensitive falls prevention practice. The findings of this study, alongside my previous 

research, will inform the research implications of the thesis in the next chapter. 

 My exploration of HCPs’ perceptions used the KAP-gap framework to think through the 

clinical implications by identifying the gap in each element of this framework. Thus, the current 

research contributes to the applicability of the KAP-gap framework to evaluate and identify current 

gaps in practice, particularly in a falls prevention context. 

 Being a female researcher and interviewing male participants was a potential limitation to 

this research, as gender segregation is a norm. Yet this limitation is minimal within the clinical 

environment, and did not appear to affect participation in the research. The way I further tackled 

this limitation was presented in the research validity section. 

 Another potential issue affecting the transferability of the findings is the selection of two 

healthcare professions. This decision was made based on the homogeneity of professions within 

the focus group to facilitate effective discussion (Sim, 1998). However, within these professions, 

representative sampling was considered by ensuring the diversity of participants’ characteristics 

and occupational positions. Yet, in considering the application of this study, the findings might not 

be representative of all healthcare professionals. This study does offer deep insight into the 

perception through evaluating knowledge, attitude, and practice of some HCPs to falls and falls 

prevention. 

As rigour is a common issue in all qualitative research (Yardley, 2017), rigour in the 

present research was tackled by evaluating the dimensions of validity in qualitative research (see 

Table 5.3). There was a potential self-selection bias, as participation in the study was based on the 

participants’ interest in the topic (Robinson, 2014). Convenience sampling in qualitative studies 
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might result in more articulate and confident people participating. Still, the general goal of 

qualitative research is transferability rather than statistical generalizability (Barbour, 2005; Sim, 

1998). Thus, with an acknowledgement of things that are left unsaid, the product of these group 

discussions is limited to that context and might be different in any diverse context.  

Social desirability bias could be a potential limitation of this research (Fisher, 1993). This 

bias is present when the participants tend to alter their views and perceptions to what they think is 

preferable to the researcher and/or others in the focus group. Normative discourse within the group 

discussion might be a source of bias as well. This bias is present when the participants are not 

openly expressing their opinion, as they fear group disapproval (Smithson, 2000). The 

methodology part of this chapter provides a detailed explanation for how this potential bias was 

tackled. Knowing the possible potential effects of focus group discussion helped in avoiding such 

bias (see the Procedure). 

Another limitation of this research is the potential for errors when transcribing and 

translating data. This limitation is particularly important because the data were obtained in the 

participants’ first language (Arabic) and then translated into English before analysis. Being a 

native Arabic and Kuwaiti speaker could empower the understanding of the participants’ intended 

meaning. However, this could be affected by my fluency in English as a second language. The use 

of a professional translator to translate the transcripts back into Arabic helped minimize the impact 

of this error. Yet I, as the principal researcher, acknowledge that the validity of the presented 

findings could be affected by the transcription and translation decisions (Brilili, 2000; Oliver, 

Serovich, & Mason, 2005). 
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5.7.4 Further Research. 

 Future research should (a) broaden the scope of HCPs involved (different job areas); (b) 

evaluate the effect of HCP training and education on attitudes and practice, and (c) explore service 

delivery models.  

 The current research timeframe enabled the involvement of HCPs who were perceived to 

have close interaction with older people after they had fallen. I chose orthopaedic doctors and 

physiotherapists as a starting point, to understand falls prevention from an HCS perspective, due 

to the influential positions of these specialties. Considering other important HCPs, such as nurses 

or GPs, could be an effective next step in the foreseeable future to understand falls prevention as 

an HCS from their perspective.   

 As this research focussed on the knowledge, attitudes, and practice of the HCPs before 

implementing a falls prevention service, similar research is needed after the implementation of 

falls prevention interventions in the future to evaluate the intervention and compare the HCP’s 

competence at that stage (this would complement a quantitative evaluation of the intervention’s 

effectiveness). Qualitative research to evaluate HCPs’ perceptions towards implementing the new 

strategy could help in identifying the application of facilitators and barriers, which is important to 

ensure the sustainability of such interventions (Greenhalgh et al., 2004).  

 

5.8 Conclusion 

 HCPs are the pivotal element of any HCS. HCPs’ knowledge, attitudes, and practice are 

the main pillars to providing falls prevention services among older people. Exploring the 

perceptions of HCPs using the KAP-gap framework enabled the identification of clinical gaps 

from which we can start implementing falls prevention services. Future research could improve 
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and guide the implementation of falls prevention interventions. The initial steps towards 

establishing falls prevention strategies by integrating these thesis findings, along with presenting 

research recommendations and implications, will be presented in the next chapter. 
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6.1 Chapter 6 Overview 

The previous chapters have each contributed a component of the picture of falls among older 

people in Kuwait. In this thesis so far, I have set out the context of the research and explored the 

prevalence of falls in Kuwait, the perceptions of older people, their caregivers, and healthcare 

providers. Together, these components provide a comprehensive description of falls among older 

people in Kuwait. In this final chapter, I present a summary of the thesis findings from my research 

programme, an integration of the findings, and the limitations of the research, along with 

implications for future research, theory, and practice. 

 

6.2. Summary of Thesis Findings (the contribution of the research to furthering knowledge) 

The government of Kuwait is keen to develop and offer high-standard medical services for 

the whole Kuwaiti population, including older people. However, the situation of falls in older 

people has not received the necessary attention from the government so far. The lack of recognition 

of falls as a public healthcare issue in Kuwait could create a potential mismatch between the 

healthcare development in the country, the ongoing changes in demography (such as the steady 

increase in the older population), and the epidemiology around falls within the region. 

Furthermore, the low fertility rate in Kuwait (UN, Department of Economic and Social Affairs, 

Population Division, 2017), along with the increases in population ageing and life expectancy, 

could lead to a tremendous strain on the existing social support system. The Kuwaiti older 

population are experiencing multiple healthcare issues, including non-communicable diseases 

(NCDs), such as diabetes and obesity, which are threatening their health and well-being. These 

conditions create a serious potential risk of falling for this older population as Bergen, Stevens, 

and Burns, (2016) have argued that, in the United States, the incidence of falls is higher among 
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older people with poor health than people reporting excellent health. Yet, this burden could be 

reduced if falls and ways of falls prevention were appropriately understood and addressed. The 

exploration of falls and falls prevention in Kuwait presented in this thesis has revealed many 

infrastructure problems related to this issue, which should be addressed to enable the 

implementation of the recommendations discussed later in this chapter. Thus, it appears timely for 

the government to plan a culturally sensitive strategy aimed at encouraging self-dependence 

among Kuwaiti older people, which considers the foreseeable changes to family dynamics (i.e. 

due to longer life expectancy and lower fertility rates), and enable people to maintain their quality 

of life as they age. 

The findings of the three studies of this thesis provide an original and firm base for 

understanding falls in Kuwait. The first study contributes to existing global knowledge of falls by 

providing, for the first time, national estimates for the prevalence of falls and falls-related injuries 

resulting in Accident and Emergency (A&E) attendance among the older population, as reported 

by the A&E Department at Al-Rrazi Orthopaedic Hospital in Kuwait. The prevalence rates per 

1000 people were 3.78 for falls 1.93 for major falls, and 1.84 for minor-moderate falls. The fall 

rates were higher for Kuwaitis (7.55 per 1000 population) compared to non-Kuwaitis (2.010 per 

1000 population). The results of this study quantified the prevalence of reported falls; however, it 

is acknowledged that there is a likelihood for under-reporting. Yet, falls constituted 51% of the 

presentations of older adults with injuries at the A&E Department of Al-Razi Orthopaedic Hospital 

and about 42% of those falls and 80% of major injuries sustained after falls were fractures. Age 

was the only variable that shows a significant association with type of injury. The results of this 

study illustrate the presence of a high rate of serious injury resulting from falls, which demonstrate 
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the existence of falls as a serious healthcare problem shouldering a significant strain on the 

healthcare system.  

The second study of this thesis explored the perceptions and views of Kuwaiti older people 

and their caregivers toward falls and falls prevention in order to provide original regional evidence 

and data. The understanding of older Kuwaiti people’s perceptions of falls and falls prevention 

could provide a road map for healthcare providers as to what might or might not be acceptable by 

this population in terms of falls prevention, thus elevating the chance of older people’s compliance 

with such initiatives toward preventing falls. Giving older people the opportunity to voice their 

perceptions of falls and possible ways of falls prevention provided a deeper insight of their 

knowledge, personal beliefs, attitude, and significance of other’s influence on behaviours related 

to potential falls risk, acceptance of falls risk, and falls prevention, and how those related to 

traditional family values and cultural perspectives within the context of Kuwait. 

The interview findings revealed that culture, social life and the provision of care 

underpinned the context for falls and fall prevention in Kuwait. Among older Kuwaiti participants, 

fall prevention was an unfamiliar issue; their knowledge of falls came from their experiences and 

those of others, which enhanced their fall prevention behaviour. In addition, it was found that older 

people uphold age stigmatisation, which causes them to distance themselves from being labelled 

as a person who falls to conserve their independence. Older people seemed to be keen to avoid 

falls and have self-competence in preserving their own health which could act as a motivator to 

any falls’ prevention behaviour and was not restricted by fatalism beliefs. Furthermore, I found 

that fear of falling was not a concerning factor, as it did not appear to induce activity restriction 

among the older Kuwaiti participants but enhanced positive falls prevention attitude. However, the 
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older people’s reliance on environmental familiarity was found to be potential barriers to adopting 

falls prevention behaviour.  

The use of the Theory of Planned Behaviour (TPB) in this study enabled a better 

interpretation of the study findings, particularly relative to the subjective norms and the significant 

influence of others. Recognizing the importance of the social networks in older people’s lives 

enabled the identification of five types of potentially valuable sources of social support for older 

people (spouses, children, paid caregivers [domestic workers], peers, and healthcare professionals) 

who influence older people’s perception and behaviour around falls and falls prevention. The 

‘circular care benefits’ concept provides new understanding that caring for others contributes 

toward building people’s subjective norms. This concept provides a contribution to theory, by 

suggesting that participants’ responsibilities to care for someone influences their beliefs and 

behaviours towards preventing falls. The evidence obtained from this study also helped inform my 

recommendations and suggestions for falls prevention interventions that meet the needs of the 

Kuwaiti older adult population (see below). 

The third study of this thesis, the qualitative exploration into healthcare delivery through 

the perceptions of Health Care Professionals (HCPs), provided an original contribution to the 

understanding of falls and falls prevention from a healthcare perspective in Kuwait. The 

exploration of the HCPs’ perception through their knowledge, attitudes, and practices enhanced 

my evaluation of the existing healthcare delivery and helped to identify the practice gaps from 

which fall prevention could established. The findings of this study also helped to identify the 

clinical gaps and capacity (facilitators and barriers) to deliver falls prevention interventions as a 

new health care service to older people in the future. The lack of knowledge, negative attitude and 

the ambiguity of role of HCP in preventing falls might be the main barriers in establishing fall 
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prevention within the current healthcare system. Yet, HCPs’ positive attitudes, potential interest 

in preventing falls despite their believe that fall prevention was not their role, the strength of social 

incorporation and optimistic intention to promote public awareness all could facilitate the success 

of establishing fall prevention as a new HCS.  

 

Next in this chapter, I will present the integration of the thesis findings to enable a 

collective understanding beyond the individual results.  

 

6.3. Interpretation and Triangulation of the Thesis Findings  

The findings of my studies showed three different dimensions to the understanding of falls 

in Kuwait to provide a comprehensive picture of this issue in older people. The research 

components reinforced several important points: a) falls are a major problem among older people 

in Kuwait; b) age is a primary falls-associated factor; c) cultural and religious understandings of 

ageing contribute to the perceptions around falls in older people; and d) there are misconceptions 

and a lack of awareness among older people, their caregivers, and HCPs of the falls risk factors 

and the appropriate ways to prevent falls.  

This evidence contributes to the knowledge of falls and falls prevention in the Kuwaiti 

context, which is different from any other region in the world. This is because the lack of 

knowledge and awareness around falls in Kuwait had a huge influence on the obtained 

understanding of falls, making the findings of this thesis incomparable with previous research in 

falls prevention. For example, a quantitative survey conducted by Laing, Silver, York, & Phelan 

(2011), which explored the Knowledge, Attitude and Practice (KAP) of 50 elderly service 

providers and 101 older people in Washington state (U.S.), might seem somewhat comparable to 
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my studies (chapters 4 and 5). Yet, considering the familiarity with falls prevention within the U.S. 

society (falls prevention services are already established, which would influence the perceptions 

of healthcare professionals and older people) and all the efforts that have been made to improve 

the knowledge and services around falls in that country, it would be inappropriate to compare the 

perceptions of people living in the U.S. with those of people living in Kuwait, where falls 

prevention is unfamiliar. Therefore, the unfamiliarity of falls prevention as a healthcare issue for 

the older people as well as the healthcare professionals in Kuwait could have influenced the 

findings of this thesis while opening the path for future research in this area, as well as for the 

establishment of healthcare services and individual healthcare promotion, which I will propose 

later in this chapter.  

Furthermore, triangulating the thesis’ findings draws attention to the basic clinical gaps 

and integrates the perceptions of older people, their caregivers, and HCPs, which I will present in 

turn, below.   

Researching falls in Kuwait from a clinical perspective, for the first time, enabled me to 

recognise the possible ways to implement falls prevention within the existing Kuwaiti healthcare 

system. The prevalence of falls and fall-related injuries (chapter 3) and the perceptions of falls and 

falls prevention among HCPs (chapter 5) provided a clear and original identification of the clinical 

gaps that provide opportunities for new falls prevention services. These gaps include the absence 

of a rigorous reporting system to document falls, inconsistency in patient referral pathways, the 

lack of education and knowledge around falls among healthcare providers and older people, and 

negative attitudes in dealing with older people.  

The findings of both qualitative studies (chapters 4 and 5) provided a deeper insight into 

the understanding of falls and falls prevention through the lens of the older Kuwaiti population, 
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their caregivers, and HCPs. The triangulation of the opinions of older people with those of their 

caregivers and HCPs strengthens the findings, thus providing a holistic picture and identification 

of the differences in perceptions and the potential opportunities for improved falls prevention. For 

example, the juxtaposition of the perceptions of both older people and HCPs reinforced the 

significant influence of social networks in older people’s lives, providing a regional contribution 

to the understanding of falls in Kuwait. Older Kuwaiti people tend to value the social interaction 

with HCPs, evidencing positive enhancement of social networks from HCPs to influence older 

people’s health promotion, which was also evidenced among the HCPs themselves (chapter 5 

findings). Furthermore, the positive contribution of other social networks (spouses, children, and 

peers) was also found to have a significant influence on older people’s health behaviours. This is 

an important finding that could facilitate the implementation of falls prevention services within the 

Kuwaiti culture. 

However, the social network also had a negative potential, by increasing older people’s 

dependency on the care provided (e.g. older people’s dependence on domestic workers could be 

one of the reasons behind their sedentary lifestyle), which was evidenced by older people’s and 

the HCPs’ views (e.g. the HCPs actually appeared to prefer older people to be dependent on 

caregivers). In addition, although older people and HCPs have the same goal of preventing falls, 

they have different perceptions of the way to achieve this goal. For example, older people have the 

desire to preserve their self-identity and independence in their health management, while the HCPs 

have the desire to maintain control over the provided service (e.g. the treatment options). This 

uncovers a potential conflict of interest among healthcare services users and providers, which 

hinders their ability to collaborate with the patients for their benefit. This could impede the 

development of any service proposed for the care of older people, not only falls prevention. These 
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findings suggest that any proposed intervention should focus on shared decision-making and 

patient empowerment, which, combined with a high level of perceived independence and an 

appropriate level of professional support, would constitute a realistic plan (L. Robinson et al., 

2014). This plan would be further facilitated by the cultural perceptions of older people as having 

a higher status in society due to their life experience. 

To sum up, the findings obtained from the thesis’ studies collectively contribute to the 

global knowledge of falls by capturing a comprehensive picture of falls in Kuwait while indicating 

the importance of setting up falls prevention strategy with the aim of preventing falls and 

maintaining the quality of life among older individuals. Thus, the findings of this thesis could have 

a significant effect on shaping the initial steps towards establishing a falls prevention strategy, by 

providing recommendations at a national level. Next, I will present the possible limitations and 

constraints of the findings obtained from this thesis.  

 

6.4. Limitations of the Thesis Findings 

Although the findings of this thesis provide an original contribution to the understanding 

of falls and falls prevention in Kuwait, some limitations exist. The limitations of each study are 

presented in the relevant chapter; however, this section presents the limitations that concern the 

comprehensive picture of falls. To start with, a few methodological constraints, such as the lack of 

rigour in the reporting system and the limited variables available, as reported in the A&E records, 

would indicate a limitation to the picture of the prevalence of falls presented (chapter 3). 

Furthermore, the research in clinical settings includes only the people who accessed medical 

services as a result of falls and would thus be limited by the lack of consideration of the falls not 

requiring medical services.  
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As depth of exploration is the main aim pursued by qualitative studies, small samples are 

required (Braun & Clarke, 2013). This could ultimately affect the generalisability of the presented 

studies; however, the transferability of the presented findings could be affirmed instead. In 

addition, the lack of consideration of all types of participants, which was beyond the scope of these 

studies (such as perceptions of falls and falls prevention among older non-Kuwaiti adults, older 

people with specific disabilities, older people with neurological disorders, as well as exploring the 

perception of falls and falls prevention among other HCPs, e.g. nurses or general practitioners), 

could also limit the generalisability of the findings of this thesis. Nevertheless, the programme of 

work in this thesis pioneers the exploration of falls and falls prevention in Kuwait and opens the 

space for multiple other areas of future research.  

 

6.5. Recommendations and Research Implications 

As this thesis is exploratory in nature, it provides a firm basis for further research and opens 

the horizon for many recommendations of future work. Based on the findings of this thesis and my 

wide interest in this topic, I can make numerous recommendations. My suggestions include 

recommendations for future research questions, with relevant research methods, as well as 

recommendations and implications for theory and practice.  

 

6.5.1 Recommendations for future research questions, with relevant research methods.  

• Quantitative research: What is the prevalence of falls, and what are the falls-associated 

factors and falls predictors among older people living in the community? The methodology 

would be population-based epidemiological research. This would extend the knowledge of 

the current research, which only focussed on A&E attendances. 
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• Quantitative research: What are the characteristics and outcomes of falls among older 

people reporting falls at the A&E department at the Al-Razi Orthopaedic Hospital in 

Kuwait? The methodology would be prospective clinical-based epidemiological research. 

This would extend the knowledge of the current research in examining more variables such 

as fall determinants and outcomes in clinical settings.  

• Qualitative research: What are the perceptions of falls and falls prevention among older 

non-Kuwaiti people living in Kuwait? This would extend the knowledge of the current 

research, which only focussed on Kuwaiti older people.  

• Qualitative research: What are the perceptions of falls and falls prevention among 

healthcare professionals, from the perspectives of nurses and general practitioners? This 

would extend the knowledge of the current research, which only focussed on orthopaedic 

doctors and physiotherapists. 

 

6.5.2 Recommendations and implications for theory. 

The Theory of Planned Behaviour (TPB) (which was extended by Nyman, 2011) was 

successfully used to address the interpretations of the findings and provided an understanding of 

the current beliefs, understandings, and behaviours of older people in Kuwait (chapter 4). The 

findings obtained from chapter 4 could have a theoretical implication on the TPB in relation to 

falls and falls prevention. The implication is that the concept of  ‘circular care benefits’ is a 

contributing factor to developing subjective norms, and influences falls prevention perceptions and 

behaviours of individuals. This original contribution to this theory could be explored in future 

work. My findings additionally expanded upon the nuances between the types of individuals who 
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can contribute towards the building of subjective norms (spouses, paid workers, HCPs, peers, and 

children). 

In addition, the TPB extended by Nyman (2011) could also provide the theoretical 

framework for future clinical interventions and research assessing changes in behaviour. Examples 

of the future areas of research theory implications could be: a) the exploration around the relative 

importance of all five identified individuals contributing to subjective norms in influencing 

intentions and behaviours among older people in Kuwait, and b) further exploration around the 

newly identified concept ‘circular care benefits’ to better establish its link to the theory.  

 

6.4.3. Recommendations for practice, research implications, and integrating falls 

prevention into practice.  

 

In this section, my exploration of falls in Kuwait will be integrated with evidence-based 

practice known in the field in order to provide recommendations for what can be done to prevent 

falls among the older population in Kuwait. First, however, I need to answer the question of how 

best to begin. Providing evidence of what might be an effective intervention might not be enough; 

Fixsen, Scott, Blase, Naoom and Wagar (2011) have described this as ‘a serum without a syringe’. 

A careful consideration of the implementation strategy therefore is needed. This is particularly 

important as these efforts would introduce falls prevention as a healthcare service in Kuwait for 

the first time. The findings of the thesis, combined with a theoretical framework (TPB), were used 

to inform a set of recommendations (see below), with the aim of ensuring that the proposed 

intervention will be relevant and culturally appropriate to the older Kuwaiti population (as per the 

findings of chapters 3, 4, and 5).  



Chapter 6 

235 

 

 

In order to ensure the successful application of the practice recommendations, I will discuss 

that establishing falls prevention as a new national healthcare issue requires considering HCP 

preparation and staff allocation. Then, I will discuss raising public awareness of falls and 

importance of falls prevention on the personal, family, and community levels.  

 

6.5.3.1. Establishing falls prevention as a new national healthcare service.  

The documented evidence of falls as a serious problem in Kuwait should help to draw the 

attention of policy makers and stakeholders to the immediate necessity of addressing this issue. To 

start this process, a report of the findings of this thesis, along with its recommendations, will be 

presented to the administrators and coordinators of the newly established Department of Geriatrics 

Health Services Administration in the Ministry of Health as an aid to the provision of falls 

prevention health services to older people in Kuwait. This department has established policies to 

support older people from many perspectives, but not yet around the prevention of falls. As the 

government is still in the process of developing its policy and management system, it is an 

opportune time to initiate a falls prevention service. My thesis studies have already been 

recognised and awarded an excellence and creativity award from His Highness the Amir of Kuwait 

in the field of health promotion, which indicates that there is interest in this innovative area and 

that stakeholders are keen to improve the healthcare services in Kuwait. In addition, I am funded 

by the Ministry of Health and will finish my scholarship through its sponsorship. I expect, 

therefore, that this ministry will provide considerable attention to falls among older people and 

falls prevention services in the future.  

As mentioned, the findings of this thesis should help to shape the strategy towards 

establishing a national health promotion initiative aimed at reducing the number of falls among 
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older people. This strategy should start with creating a falls prevention committee to design a 

policy for the provision and implementation of a new falls prevention service in Kuwait. A focus 

on evaluating the validity and applicability of such a service and the decision-making process 

around it are important to ensure a successful strategy design. Many perspectives (of older people, 

caregivers, healthcare professionals, and other service providers) should be taken into 

consideration when designing a strategy to prevent falls at a national level.   

Several international efforts could be used to guide the establishment of falls prevention at 

a national level. For example, the National Institute for Health and Care Excellence guidelines for 

falls prevention  (NICE, 2019), the American and British Geriatric Society (AGS/ BGS) Practice 

Guidelines, and the STEADI (Stopping Elderly Accidents, Death and Injury) tool kit (Stevens & 

Phelan, 2013) provide a multiple set of recommendations for assessing and preventing falls among 

older people. From the healthcare perspective, the establishment of a new geriatric falls prevention 

service in Kuwait would provide a good start to focusing on the needs of older people within the 

context of falls. However, this initiative requires a collective effort by stakeholders and healthcare 

providers to reach the desired healthcare service standards. 

Establishing falls prevention as a new healthcare service would, in all likelihood, be 

coordinated and facilitated by the Ministry of Health in Kuwait. Thus, first I would propose a 

careful consideration of the existing gaps in clinical practice identified in this thesis. The definition 

of falls was considerably different between older people, doctors, and physiotherapists (per the 

findings of chapters 4 and 5). Thus, to avoid the misinterpretation of falls, an existing and 

operational definition of falls should be used (Lamb et al., 2005). Attaining this definition is an 

important first step that would provide a basis for the uniform understanding of falls by older 

people and healthcare professionals (WHO, 2007). Next, the need for a proper falls reporting 
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system in Kuwait should be addressed (as per the results of chapter 3). Furthermore, the results of 

chapter 3 emphasise the importance of consistency in managing falls injuries between secondary 

and tertiary hospitals in order to determine the pathways for treating fall-related injuries. This 

recommendation is not only important to enable a more accurate estimation of the falls rate but 

also to provide a way of approaching people with a history of falls and could help in monitoring 

the effectiveness of proposed interventions (by evaluating annual falls rate). 

In order to provide more specific practice implications, I will discuss the proposed 

suggestions for establishing a clinical falls prevention strategy based on the findings of this thesis. 

The objective of these specific suggestions is to provide a clear and direct way for future 

implementation, which might help make it easier to shape the policies around falls prevention by 

the Ministry of Health. My thesis proposes the preparation of HCPs to deliver this service as well 

as the necessary staff allocation. I will discuss each of these in the following sections.  

 

6.5.3.1.1. HCP Preparation to deliver falls prevention service.  

 As HCPs are an integral part of any healthcare delivery, the development of HCP 

competence is an important step towards ensuring a good level of geriatric care. Thus, HCPs 

should be equipped with the appropriate knowledge, skills, and attitudes to deliver this service 

(NICE, 2019). Therefore, skills acquisition, competency development, and organisational 

preparation are recommended, as any lack in these areas represents a potential source of failure 

(Fixsen et al., 2011). As per the findings of chapter 5, HCP education might be the best place to 

start to establish this service. This would involve adding ‘falls prevention in older people’ into the 

HCP education curriculum of all healthcare providers. Providing such education around falls and 

falls prevention to all HCPs who are in direct contact with older people would significantly 
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enhance their understanding of this area. This education should include the importance of 

professional competency and attitudes with a greater focus on highlighting the effect of negative 

attitudes on the delivery of health care services. Encouraging an intergenerational unity in the 

students’ experiences to tackle negative attitudes would be an important component of this 

education to develop balanced attitudes among HCPs (Jenesen et al., 2000; Lee et al., 2005). Falls 

prevention education for the HCP should include the conceptualisation of fear of falling as a 

positive or negative sign to enable the HCP to deal with the older person at risk accordingly. 

In order to ensure the sustainability of the proposed intervention, continuous support as well 

as skills and competency development are necessary to achieve an integrated approach with HCPs 

who are meant to deliver falls prevention services. A collaboration, similar to the Connecticut 

Collaboration for Falls Prevention (CCFP) (Fortinsky et al., 2004) could be established to observe 

and coordinate the preparation of HCPs. CCFP provided a multiple-stage design to improve the 

knowledge, attitudes, and behaviour of HCPs working with falls. The main purpose of their 

collaboration was to create cultural change in the healthcare provision around falls (Fortinsky et 

al., 2004).  

 

6.5.3.1.2. Suggestions for staff allocation.  

Selecting staff members is an important factor that determines service performance (Fixsen 

et al., 2011). The findings of this thesis could support proposing the allocation of two sets of HCPs 

to facilitate the delivery of falls prevention services. This suggestion is based on the exploration 

of the HCPs’ perceptions (in this thesis) and is aimed towards matching their current clinical 

practice. First, the A&E doctors could facilitate the referral of falls prevention services, while the 

second set of health professionals, such as physiotherapists, would be specialised in delivering 
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falls prevention services (as their new main job commitment), as per the findings of chapter 5. The 

roles of other HCPs beyond the scope of this thesis should also be explored. 

The design of the system of delivery is an important step to identify the service providers 

and distribute the tasks in providing evidence-based interventions (Stevens & Phelan, 2013), with 

a careful economic modelling of cost of the falls intervention programme. The focus should be to 

help the HCP adhere to falls prevention practice as part of their routine. For example, providing 

the necessary material to incorporate falls prevention assessments by doctors within the A&E 

clinics or/and primary clinics could facilitate referrals to falls prevention services (Lord et al., 

2005). As complete geriatric falls risk assessment is time consuming and beyond the scope of the 

A&E and/or primary care services (Samaras, Chevalley, Samaras, & Gold, 2010), therefore, a brief 

risk assessment and identification of at-risk patients, considering factors such as age, history of 

falls, impairment in mobility, and gait and balance problems, could be adopted as a simple but 

effective identification tool that is convenient for the A&E use. This would help in approaching 

patients with a high risk of falling in order to apply specific interventions as NICE 2013 

recommended targeting those who have already fallen, or who have gait/balance abnormalities for 

multifactorial risk assessment. The effectiveness of falls prevention interventions (such as 

multifactorial interventions or exercise-based intervention according the patients’ presented risks) 

might be greater among higher risk people with targeted risk factors.  

Furthermore, based on the findings (chapter 5), I will propose establishing an exercise-

based falls prevention intervention by physiotherapists. A robust amount of evidence could support 

the effectiveness of exercise intervention to prevent falls (Guirguis-Blake et al., 2018; Sherrington 

et al., 2019, 2017; Tricco et al., 2017). Moreover, the high inactivity level of a sedentary lifestyle 

has triggered an alarm to address health-related morbidities. This situation could support the 
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selection of exercise interventions in introducing falls prevention in Kuwait. Physiotherapists 

could be strong candidates to coordinate such interventions as exercise prescription is their core 

skill, and they are familiar with falls prevention during patient rehabilitation (per the findings of 

chapter 5). This could be further supported by Goodwin et al. (2010); Perracini, Kristensen, 

Cunningham, and Sherrington (2018), as they argued that the physiotherapist has a significant role 

in the secondary prevention of falls and fractures. Hence, a clinical, exercise-based falls prevention 

intervention could be implemented and directed by physiotherapists. Yet, the effectiveness of this 

recommendation depends largely on field testing. Here, I could draw on many other suggestions 

(such as establishing falls prevention clinics, starting multifactorial interventions, and using a tool 

to identify risk factors [after validation for use with the Kuwaiti population] to enable 

individualized care planning etc.). There is a lot that could be done in the field, given that falls 

prevention in Kuwait is still in its infancy. Therefore, many of these options could be considered 

in the longer term. However, I will be focusing on what I would recommend for the more 

immediate future. 

 

6.5.3.2.Raising public awareness. 

Considering the unfamiliarity of falls prevention services within the Kuwaiti society, the 

final practice implication would be to raise public awareness at the three different levels of 

personal (older people), family and peers, and community, as follows:  

 

6.5.3.2.1. At a personal level.  

The older Kuwaiti population are keen to acquire knowledge about their health (as per the 

findings of chapter 4). Conversely, a lack of awareness and knowledge could be a huge barrier to 
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applying the appropriate falls prevention service, while also creating misunderstanding. It could 

be argued that raising public awareness could not be effective in enhancing behavioural change or 

reducing falls (Yardley, Donovan-Hall, Francis, & Todd, 2006). Yet, it could be used as a starting 

point to introduce the topic of fall prevention in Kuwait. Raising public awareness in Kuwait and 

promoting the health education by HCPs could be recommended, and personal invitations from 

HCPs has been found to enhance participation of older people in the proposed interventions 

(Yardley, Bishop, et al., 2006) . The deep cultural belief in the significant effect of healthcare 

providers in delivering the information, while focusing on personal responsibility for one’s health 

and well-being, could support falls prevention awareness (as per the findings of chapters 4 and 5). 

This information could be delivered through a set of healthcare messages to simplify 

understanding. Also, technology and social media could facilitate the delivery of these messages 

(as suggested by the chapter 5 participants) through a variety of patient-centred checklists or 

handouts to remind/inform people of the important falls prevention messages. The messages 

should focus primarily on improving health rather than falls risk reduction to facilitate engagement 

and reduce stigmatization (Yardley, Donovan-Hall, et al., 2006) and involving the main 

information that was found to be absent in Kuwait, based on the interviews and focus group 

findings. They should include the following topics: 

• Ageing is a natural process that is distinct from disease and decline.  

• Falls can be prevented, and you can help avoid them.  

• Encouraging people to act upon the home hazards that they are aware of, by providing a 

checklist of the ones frequently encountered, for the benefit of all family members.  

• Understanding the benefits acquired from physical activity (e.g. promoting positive 

messages around being independent and improving balance) could enhance the 
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participation in the physical activity prescribed, and that you can start taking steps at any 

age to reduce the risk of future falls.  

• Defining the physical activity needed (e.g. type, duration, frequency, intensity) to gain the 

desired benefits.  

• Emphasising the possible ways to prevent falls while highlighting the personal benefits of 

adhering to a fall prevention strategy (e.g. maintaining independent life).  

These messages should be carefully crafted to avoid stigmatisation and to emphasise the life-

course benefits, in order to maintain their perceived relevance for their target audience. They 

should be developed in collaboration with older people. 

 

6.5.3.2.2.  At a family and peers’ level.  

The social aspect could play an integral role in fostering the implementation of a falls 

prevention service in Kuwait as there is a significant effect that stems from the normative beliefs 

of family members and peers (as per the findings of chapter 4). The families were keen to provide 

care for their older relatives, which could be disempowering for older people if this care was 

imposed with the need for control. In this respect, preserving their autonomy was a priority for 

older people. Balancing the two desires and reshaping the form of care provided to older people to 

focus on older people’s priorities rather than those of their caregivers would be beneficial. The 

education of caregivers (people who are a potential source of social support) should include an 

understanding of the importance of protecting older people’s autonomy while providing care (as 

per the findings of chapter 4). They should understand the importance of giving the older people 

in their care autonomy by providing them choices and alternatives. By educating caregivers around 
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falls and their role in helping to prevent them, their support skills could be enhanced, with the aim 

of providing the best support and care for older people. 

Due to the fact that the caregivers in Kuwait are generally not trained to take care of older 

people, health education that consists of the same primary knowledge discussed earlier is needed 

to improve their awareness and perceptions around falls risks. Caregivers should be prepared to 

provide education, a safe environment, and individualised support for the older person under their 

care. This approach could also help the younger generation to sustain the proposed strategies, as 

they will be the future generation of older people. As per the findings of chapters 4 and 5, an 

intergenerational falls prevention programme whereby families exercise together to support each 

other in being healthy and preventing falls (benefiting both younger and older generations) might 

be an example of a future intervention of family engagement that could be specifically drawn from 

these findings. This could lead to younger generations being more motivated to support their 

parents, while having a positive effect on their own health and behaviours too. This, however, 

would need to be further tested.  

Furthermore, the focus on sharing knowledge with peers and other older people could help 

in spreading the knowledge and information, as I found that older people might be influenced by 

their peers if they share social support (as per the findings of chapters 4 and 5). 

 

6.5.3.2.3.  At a community level.  

As raising awareness is an implication drawn from both the chapter 4 and 5 findings, 

community-based campaigns could promote the facilitation of awareness on larger scales. For 

example, falls prevention awareness campaigns in public places could help in increasing public 

awareness for the benefit of the whole population. The findings of chapter 4 highlighted the 
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importance of emphasising health benefits rather than risk reduction, thus aiming to incorporate 

older people’s preferences in maintaining health autonomy and independence, which is also argued 

elsewhere (Horne et al., 2014; Yardley, Bishop, et al., 2006). Since the Kuwaiti population has a 

high level of inactivity, population-based awareness and specified physical activity campaigns 

could be designed with the aim of providing benefits while preventing falls. 

 

6.6. Conclusion 

Falls among older people is a common healthcare issue across the globe, yet many falls could 

be prevented. Understanding older people’s falls in a regional context is an important step towards 

preventing older people’s falls in that area. This thesis explored the prevalence of falls and the 

perceptions around falls and falls prevention among older people, their caregivers, and healthcare 

professionals in Kuwait.  

The integration of the findings emphasised that falls are a serious problem affecting older 

people in Kuwait and highlighted the necessity of addressing this largely unrecognised healthcare 

issue while identifying the possible ways to initiate a falls prevention strategy in the country. In 

this thesis, three primary research studies constituted the evidence of the comprehensive picture of 

falls among older people in Kuwait. The prevalence rates of falls resulting in A&E attendance 

were 3.79, 1.97, and 1.85 per 1,000 older persons for all injurious falls, major falls, and minor-

moderate falls, respectively. As a result, a major proportion (51%) of the A&E attendances 

involving older people were due to falls. These data provide the first evidence of the existence of 

falls as a serious healthcare issue in Kuwait. Capturing the experiences of older people, their 

caregivers, and healthcare professionals widened the spectrum of understanding falls within a local 

context and unfamiliarity of falls prevention among healthcare provider and users. Interpreting 
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older people’s perceptions shed light on their knowledge, beliefs, attitudes, and influence of 

significant other on behaviours towards preventing falls, and the influence of regional and cultural 

antecedents. The exploration around healthcare professionals’ perceptions enabled a better 

understanding of their knowledge, attitudes, and practices, which, in turn, enabled better insight 

and evaluation of the existing HCS and identifying clinical gaps while thinking through the clinical 

implications. In conclusion, the interplay between the thesis’ findings provided the evidence of 

falls as a healthcare issue among older people from several perspectives, which helped determine 

possible ways to start a falls prevention strategy in Kuwait in the near future.   

Thus, documenting the evidence of the prevalence of falls and the perception of falls and 

falls prevention for the first time provides a platform and opens the space for many 

recommendations around reducing and preventing falls for older adults in Kuwait. Additionally, 

this evidence has important implications for formulating future research questions and for 

developing theories around falls/falls prevention and culturally sensitive strategies for practice.  
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 Supplementary Information on the theoretical overview 

 

Human health behaviour is a complex issue that has acquired substantial attention through the 

development of theories and models to explain it. Considering the non-amendable 

sociodemographic variables attributed to individual differences in health behaviour, various social 

cognitive models have been designed to explain the effects of psychological, social, and 

demographic mediators on health behaviours (Armitage & Conner, 2000). These social cognitive 

models are distinguished into three categories: motivational, behavioural enaction, and multi-stage 

(Armitage & Conner, 2000). Motivational models focus on individual determinants that could 

predict the intentions to perform a behaviour or not. These types of theories were designed to 

predict health behaviour at a particular time (Armitage & Conner, 2000). Examples of these 

theories are the Health Belief Model (HBM), Social Cognitive Theory (SCT), the Protection and 

Motivation Theory (PMT), and the Theory of Reasoned Action (TRA) and Planned Behaviour 

(TPB) (Armitage & Conner, 2000). The second type of social cognitive model is the behaviour-

enaction model, which constitutes the bridge between the intention to perform a behaviour and 

actually performing it. This type of model focuses on translating motivation into action through 

facilitating action control by actually starting to perform the behaviour. Examples of these theories 

are Gollwitzer’s Implementation Intentions and Bagozzi’s Goal Theory (Armitage & Conner, 

2000). The third type of social cognitive model is the multi-stage model. This type of model is the 

most complex one as it focuses on facilitating the change and the maintenance of it. Examples of 

these theories are Kuhl’s Action Control Theory, the Transtheoretical Model of Change, the 

Precaution Adoption Process, and the General Integration of Stage Model (Armitage & Conner, 

2000). Among all of these three types of social cognitive models, motivational models were chosen 
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to be appropriate to aid the exploration of self-determinants and motivation of falls prevention 

behaviour in a context that falls prevention management is unfamiliar.  

 

Theory of Reasoned Action and Planned Behaviour  

The Theory of Reasoned Action (1975) conceptualised ‘intention’ as a measure of 

motivation to perform the behaviour (Raingruber, 2014). The main criticism of this theory is the 

focus on intention alone, and the emittance of other variables that may control behaviour (such as 

personal and environmental factors) (Raingruber, 2014). In order to overcome this criticism, Ajzen 

(1985) extended his initial theory to become the Theory of Planned Behaviour (TPB) (Armitage 

& Conner, 2000; Raingruber, 2014 ). The TPB posits that the intention to perform a behaviour can 

be predicted through three psychological variables: attitude towards the behaviour, subjective 

norms, and perceived behavioural control. Ajzen (2006) defined these three variables as (a) 

attitude toward a behaviour: the evaluation of performing a behaviour (positive/ negative) and its 

associated consequences; (b) subjective norms: the amount of social pressure applied on the person 

determining the significant others; and (c) perceived behavioural control (PBC): the degree to 

which the person has self-efficacy and confidence in his/her ability to perform the behaviour. All 

three variables have been found to influence the intention to perform a behaviour change (Conner 

& Armitage, 1998; Nyman, 2011). 

A meta-analysis of 185 studies (Armitage and Conner, 2001) has provided considerable 

evidence of the applicability of the TPB in predicting health intention and behaviour. The 

application of the TPB accounted for a significant discrepancy among behaviour (27%) and 

intention (39%). This analysis also found that PBC had a significant effect on the intention and 

behaviour. The degree of the attitude’s effect was determined by the favourability of the attitude, 
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as the person’s intention to perform a behaviour would increase if the attitude to that behaviour 

was favourable. Although this review provides evidence of the weak prediction of subjective 

norms on the behaviour, it could be criticised for the way it conceptualizes subjective norms. This 

could be explained by the different factors associated with normative conduct, such as descriptive 

moral norms and the individual differences in sociability that should be taken into account when 

considering the subjective norms. Therefore, it could be concluded that subjective norms could be 

moderately powerful when considering multi-item measures (Armitage & Conner, 2001). The 

applicability of the TPB have been tested by many studies, specifically for older people. As an 

example, the TPB was found to be effective in predicting exercise intention and behaviour among 

sarcopenic older people (Ahmad et al., 2014) and older people with type 2 diabetes and 

cardiovascular disease (White et al., 2012).  

 

Health Belief Model 

In the 1950s, three American social psychologists developed the Health Belief Model 

(HBM) to explore the low rate of participation in a disease prevention project. It later became one 

of the pioneering theories in the prediction of health behaviour (Glanz & Bishop, 2010). The HBM 

was developed to understand an individual’s motivation towards a health behaviour, using six 

components (Raingruber, 2014): perceived susceptibility (beliefs about the risk or possibility of 

getting the condition that needs the behaviour performance); perceived severity (beliefs about the 

possible severity of the condition and following consequences); perceived benefits (beliefs about 

the possible rewards of performing the behaviour); perceived barriers (beliefs about the cost of 

performing the behaviour); cues to action (the mediators that could influence the performance of 

the behaviour); and self-efficacy (the personal evaluation of the ability to perform the behaviour).  



Appendices  

282 

 

 

Several research studies were conducted to evaluate the applicability of this model to 

predict health behaviour. Jones and colleagues (2014) explored the effect of the HBM on 

improving the adherence to health behaviour in 18 interventional studies. They found that the 

adherence to a health behaviour was not related to HBM components in the successful 

interventions. Sulat et al. (2018) contradicted Jones et al.’s (2014) findings, to show that the HBM 

components are consistently related to the behaviour; however, the strength of correlation could 

vary. Sulat and colleagues (2018) evaluated the validity of the HBM through four studies only. 

Therefore, the limited number of articles included in this review should suggest considering their 

results with caution. The longitudinal prediction of behaviour of HBM was evaluated by a meta-

analysis conducted among 18 studies (Carpenter, 2010). This found that benefits and barriers were 

strong predictors of behaviour, whilst susceptibility and severity showed a weak and inconsistent 

effect. The authors argued that the weakness of two predictors should restrict the application of 

this model when aiming to attain a successful change in behaviour.  

The HBM has been criticised for focussing on negative attributions rather than positive 

ambitions, which could also support health behaviour (Roden, 2004). The lack of consideration of 

a socio-environmental effect (Roden, 2004) and personal emotion (Abbatangelo-Gray et al., 2007) 

were another area of criticism that could limit the successful application of HBM in directing 

health behaviour. According to the description of the HBM, the threat could provoke the 

behaviour. Yet threats were not markedly useful for changing behaviours in interventions aimed 

to increase the perceived threat (Albarracin et al., 2005).  

Social Cognitive Theory  

Bandura initially developed the Social Cognitive Theory (SCT) in 1986 (Armitage & 

Conner, 2000). This theory states that personal control is the vital element in determining 
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behaviour. It focuses on the perceived control and the ability to perform the behaviour as a 

predictor to it with the presence of a few external barriers, such as one’s own experience and the 

experience of others (Glanz & Bishop, 2010). There was no doubt that self-efficacy has a 

substantial determination effect on behaviour (Armitage & Conner, 2000). However, self-efficacy 

alone cannot adequately provide a comprehensive explanation of certain behaviours. This 

illustrates the inadequate structure of this theory, which only depends on the direct interaction 

between the person and his or her behaviour (Glanz & Viswahath, 2008). The use of SCT is 

difficult to adopt as a theoretical model, because it was found to be broad, ambiguous, and unable 

to provide any explanation as to how behaviour changes over time (Glanz & Viswahath, 2008). 

However, many advanced works have used the concept of the central role of self-efficacy (as a 

critical element of behaviour) in their development, accompanied with other variables, with the 

aim of providing a more comprehensive approach (e.g., the theory of planned behaviour).  

Protection Motivational Theory 

Rogers (1975) developed the Protection Motivational Theory (PMT) based around the fear 

appeal and constituted threat. This theory was formulated around a cognitive process of 

conceptualising (a) the noxiousness or severity of the threatened event, (b) the probability of the 

occurrence of the event, and (c) the efficacy of a recommended coping response. Self-efficacy was 

later added as the fourth component of this theory (Maddux & Rogers, 1983). Later, the 

determinations of this theory were distinguished into adaptive coping (health-beneficial) or 

maladaptive coping (harmful to health) (Armitage & Conner, 2000). Similar to the HBM, the 

adaptive coping component of this theory is highly dependent on the susceptibility of threat 

occurrence in determining fear appraisal and thus behavioural change (perceived susceptibility and 
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perceived severity), whilst the maladaptive component of this theory is determined by the positive 

outcome of performing the behaviour and the ability to perform it.  

Floyd, Prenticed-Dunn, and Rogers (2000) provided a meta-analysis of the effect of the PMT 

on disease prevention and health promotion behaviours. Sixty-five studies were included to 

explore the PMT on 20 health issues. They argued that the perceived threat severity, perceived 

susceptibility, response efficacy, and self-efficacy had a positive influence on intention and 

behaviour, which confirms the positive applicability of the PMT in predicting health behaviour. 

Malne and Orbell’s (2000) meta-analysis found that the application of the PMT could help in 

predicting behaviour and intentions. However, the utility of the PMT was lower in predicting 

future behaviours. Hodgkin, Shareen, and Orbell’s (1998) meta-analysis also explored the 

applicability of the PMT on health behaviour. They found a small to medium correlation for all 

PMT components. These components were found to be sensitive to health intervention, yet showed 

a lack of predictive power. The results from both Hodgkin, Shareen, and Orbell (1998) and Malne 

and Orbell (2000) demonstrated that the model had limited effectiveness in predicting future 

changes in behavior. Similar to the critique of the HBM, the dependence on perceived threat as a 

critical source of behavioural changes might not be adequately useful (Albarracin et al., 2005). 
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 English version of the invitation letter and Information 

sheet 

  

 

Study Title: prevalence and perception of falls, fall prevention among Kuwaiti older population. 

REC Ref No:  .................................................................... 

 

We would like to invite you to participate in our research study. Before you make a decision about 

participation, we would like to explain the purpose of the study and what it would involve for you. Talk to 

others about the study if you wish. Ask us questions about anything that is not clear. 

This study aims to investigate the perceptions of falls among older Kuwaiti people. This is a neglected 

health issue in Kuwait of which we wish to gain a better understanding. The purpose of this study is to 

extend the existing knowledge of perceptions of falls to include the Kuwaiti context. We would like to use 

our findings to improve health care services for older Kuwaiti adults to maintain their health and well-

being.  

What is the purpose of the study?  
 The purpose of this research is to identify possible risk factors for falls among older Kuwaiti adults and 

better understand people’s perceptions towards falls and fall prevention, taking into consideration 

Participant Information Sheet 

Investigator: Hadeel Alsaleh  

Tel: 65064141              Email :up758374@myport.ac.uk 

First Supervisor’s Name: Saseendran Pallikadavath 

   

Telephone: +44(0)2392844442 

Email: sasee.pallikadavath@port.ac.uk 

 

Second supervisor’s Name: Julie Udell 

Telephone: 02392846640 

Email: Julie.udell@port.ac.uk 

 

Third Supervisor’s Name: Amy Drahota  

 Telephone: +44(0)2392844432 
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School of Health Sciences 

and Social Work 

English version of information sheet of 

healthcare professional 
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Kuwaiti culture. This will help us develop recommendations for fall prevention management. The study 

will also help fulfil requirements for my doctorate degree.  

Why have I been invited to participate?  
The scope of this study includes the perceptions of healthcare professionals, as well as carers and older 

people themselves. This will allow us to gain a more complete understanding of the issue of falls among 

older Kuwaiti adults. As a health care professional who provides care to older people on a daily basis, you 

have the opportunity to understand their behaviours, problems and needs. For this reason, you have been 

identified as being suitable for this research. All A&E doctors and physiotherapists who provide care to 

older Kuwaiti adults (aged 55 years or more), experience of working with older people who have fallen, 

male or female, are invited to participate in this study. We value your opinions about falls and fall 

prevention. Your opinions will help us make recommendations for fall prevention strategies. Initially, we 

will have up to two focus group discussions with six participants in each group. However, we will continue 

to recruit participants until we obtain a sufficient amount of data. 

Do I have to participate?  
Participating in this study is totally voluntary. You have the right to decide whether to participate in this 

study or not. Please read this information sheet completely. It will provide a clear description of the study. 

You will be asked to sign a consent form if you decide to participate in this study.  

What will happen to me if I participate?  
After we have received your signed consent form, we will schedule the focus group. The focus groups will 
be made up of 6 participants and the other focus group participants will also be health professional. The 
focus groups will take place at a quiet outpatient clinic at the orthopaedic hospital (Al-Razi). We will assure 
total privacy during the focus group discussion. The focus group discussion will last for 1-2 hours. You will 
be asked several questions related to the research topic. The discussion will be audio recorded using a 
digital voice recorder. The recording will be transcribed. The participants will be numbered in a sequential 
manner, and your personal information will not be shared. 
 
Expenses and payments  
We will provide refreshments for the participants in the focus group sessions. Participation in this study 

is voluntary and you will need to cover your own expenses for travel and your own time.  

What will I have to do?  
You will be asked to arrive at the focus group discussion location at a scheduled time. During the focus 

group, you and the other participants will be asked to answer questions about your perceptions of and 

experiences related to being a healthcare professional in regards to falls.  

What are the possible disadvantages and risks of participating?  
The atmosphere, environment, and venue of the focus group discussion might not be convenient to you. 
Although we will avoid asking you sensitive questions, you may find talking about the older people that 
you care for in a group discussion uncomfortable or difficult. When we write up the study, we will use 
anonymized direct quotes. However, there is a possible risk that these quotes might still be identifiable 
identification by someone who knows you.  
 
What are the possible benefits of participating?  
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You might not directly benefit from participating in this study. However, this study could generate an 
understanding of the issue of falls among older Kuwaiti adults. This could help improve health care 
services for older adults and help them maintain their health and well-being.  
 
Will my participation be kept confidential?  
Every attempt will be made to safeguard confidentiality however; confidentiality might be an issue in the 
focus group discussions. All participants will be asked to respect the confidentiality of the other 
participants and not to share whatever they hear or learn during these discussions. However, this cannot 
be assured. In addition, if you tell us something worrying during the discussion (some thing that suggest 
that the older adult at risk of harm), its may be our duty to act upon what you tell us.  
  
We will handle your data with total respect for your confidentiality. However, on some occasions 
authorised persons from the University of Portsmouth in the UK or the Ministry of Health in Kuwait might 
look at the data for different essential purposes, including checking the study procedures. These 
authorised persons will share our respect for and duty of preserving your confidentiality.  
 
The transcripts will be numbered and anonymized sequentially. No personal data will be attached to the 
transcripts. All of the audio records, transcripts and personal data will be kept in a secured, and  uploaded 
to security protected ‘cloud’ storage. Only the researcher will know the password. Some quotes from the 
discussion will be used in the final report, which might cause personal identification. The collected data 
will be stored and used during the period of the research process. The raw data will be destroyed after 
the completion of the current research.  
 
Participants have the right to check the accuracy of data collected from them and correct any errors if 
they wish to. 
 
What will happen if I don’t want to carry on with the study?  
Participation in this study is voluntary and you have the right to withdraw before, during or after the focus 
group discussion. However, it will not be possible to withdraw from the study after the data analysis 
started because it might be impossible to withdraw any individual’s personal contribution at that stage.   
 
What if there is a problem? 
If you have a concern about any aspect of this study, you should ask to speak to the researcher or their 
supervisor, who will do their best to answer your questions [local researcher number: 65064141; 
supervisor (UK) number: +44(0)2392844432 or +44(0)2392844442. If you remain unhappy and wish to 
complain formally, you can do this  

Samantha Hill 
Title: Information Disclosure and Complaints Manager 
Tel: +44 (0)23 9284 3642 
Email: Samantha.hill@port.ac.uk 

 
What will happen to the results of the research study? 
The result of the study will help us to understand the extent of falls as an epidemic issue within the Kuwaiti 
context. It will identify possible risk factors for falls among older Kuwaiti adults. This will help us identify 
possible prevention strategies. This will be presented to policymakers and stakeholders at the Ministry of 
Health in Kuwait. We also intend to publish the results of the current research to extend the existing 

mailto:Samantha.hill@port.ac.uk
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knowledge of perceptions of falls to include the Kuwaiti and Gulf Cooperation Council (GCC) contexts.  
Personal identification will not be used without your consent.  
 
Who is organising and funding the research?  
This research will be sponsored by the University of Portsmouth. The scholarship of the PhD degree was 
sponsored by the Ministry of Health in Kuwait via the Kuwaiti Cultural Office. 
 
Who has reviewed the study? 
Research at the University of Portsmouth is reviewed by an independent group of people, the Research 
Ethics Committee, to protect your interests. This study has been reviewed and given a favourable opinion 
by the science Research Ethics Committee. 
 
Further information and contact details  
1. For general information about the issue of falls, please visit  

http://www.nhs.uk/Conditions/Falls/Pages/Introduction.aspx  

2. Specific information about this research project. 

For more information about this research project, and if you have any questions, please contact Hadeel 
Alsaleh on telephone: 65064141 Email: up758374@myport.ac.uk  

3. if you need further advice please contact Maryam Almandeel (Head of the Physiotherapy Department 
at Al-Razi Hospital) Telephone: 99021841 

 
Concluding statement 
Thank you for giving me this opportunity to explain this study. If you are interested in participating in the 

study, you will have a copy of the information sheet to keep and your consent will be sought. After 

completing the data collection stage, we will start transcribing and translating the data, ready for data 

analysis. If you wish to take part at this stage and check your transcripts, please contact me on the contact 

details on the first page.

http://www.nhs.uk/Conditions/Falls/Pages/Introduction.aspx
mailto:up758374@myport.ac.uk
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Study Title: prevalence and perception of falls, fall prevention among Kuwaiti older population. 

 

REC Ref No:  .................................................................... 

 

We would like to invite you to participate in our research study. Before you make a decision about 

participation, we would like to explain the purpose of the study and what it would involve for you. Talk to 

others about the study if you wish. Ask us questions about anything that is not clear. 

This study aims to investigate the perceptions of falls among older Kuwaiti people. This is a neglected 

health issue in Kuwait of which we wish to gain a better understanding. The purpose of this study is to 

extend the existing knowledge of perceptions of falls to include the Kuwaiti context. We would like to use 

our findings to improve health care services for older Kuwaiti adults to maintain their health and well-

being.  

 

What is the purpose of the study?  
The purpose of this research is to identify possible risk factors for falls among older Kuwaiti adults and 

better understand people’s perceptions towards falls and fall prevention, taking into consideration 

Participant Information Sheet 

school of Health Sciences 

and Social Work 

English version of information sheet of the caregiver of 

an older person 

Investigator: Hadeel Alsaleh  

Tel: 65064141              Email :up758374@myport.ac.uk 

First Supervisor’s Name: Saseendran Pallikadavath 

   

Telephone: +44(0)2392844442 

Email: sasee.pallikadavath@port.ac.uk 

 

Second supervisor’s Name: Julie Udell 

Telephone: 02392846640 

Email: Julie.udell@port.ac.uk 

 

Third Supervisor’s Name: Amy Drahota  

 Telephone: +44(0)2392844432 

 Email: amy.drahota@port.ac.uk 
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Kuwaiti culture. This will help us develop recommendations for fall prevention management. The study 

will also help fulfil requirements for my doctorate degree.  

Why have I been invited to participate?  
The scope of this study includes the perceptions of health care professionals, as well as carers and older 

people themselves. This will allow us to gain a more complete understanding of the issue of falls. As a 

caregiver of an older person, you have the opportunity to interact with him/her during his/her daily 

activities. You understand his/her behaviors, problems and needs. For this reason, you have been 

identified as being suitable for this research. All caregivers of a Kuwaiti older citizen (aged 55 years or 

more), male or female, are invited to participate in this study. We value your opinions about falls and fall 

preventions. Your opinions will help us develop recommendations for fall prevention strategies. Initially, 

we plan to have up to 24 participants in this study. However, we will continue to recruit participants until 

we obtain a sufficient amount of data. 

Do I have to participate?  
Participating in this study is totally voluntary. You have the right to decide whether to participate in this 

study or not. Please read this information sheet completely. It will provide a clear description of the study. 

You will be asked to sign a consent form if you decide to participate in this study.  

What will happen to me if I participate?  
After we have received your signed consent form, we will schedule the interview day and time. The 
interview will take place either at your preferred place or at a quiet outpatient clinic at the orthopaedic 
hospital (Al-Razi). We will assure total privacy during the interview discussion. The interview discussion 
will last for about 1 hours. You will be asked several questions related to the research topic. The discussion 
will be audio recorded using a digital voice recorder. The recording will be transcribed. The participants 
will be numbered in a sequential manner, and your personal information will not be shared. 
 
Expenses and payments  
We will provide refreshments for the participants during the interview. The participation in this study is 

voluntary and you will need to cover your own expenses for travel and your own time.  

What will I have to do?  
You will be asked to arrive at the interview location at a scheduled time. During the interview, you will be 

asked to answer questions about your perceptions of and experiences in regards to falls.  

 

What are the possible disadvantages and risks of participating?  
The atmosphere, environment, and venue of the interview discussion might not be convenient to you. 
You may find talking about yourself and sharing you experience uncomfortable. When we write up the 
study, we will use anonymized direct quotes. However, there is a possible risk that these quotes might 
still be identifiable by someone who knows you. 
 
 
What are the possible benefits of participating?  
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You might not directly benefit from participating in this study. However, this study could generate an 
understanding of the issue of falls among older Kuwaiti adults. This could help improve health care 
services for older adults, including the person you care for, and help them maintain their health and well-
being.  
 
Will my participation be kept confidential?  
Every attempt will be made to safeguard confidentiality however, if you tell us something worrying during 
the discussion (some thing that suggest that the older adult at risk of harm), it may be our duty to act 
upon what you tell us. 
  
We will handle your data with total respect for your confidentiality. However, on some occasions 
authorised persons from the University of Portsmouth in the UK or the Ministry of Health in Kuwait might 
look at the data for different essential purposes, including checking the study procedures. These 
authorised persons will share our respect for and duty of preserving your confidentiality.  
 
The transcripts will be numbered and anonymized sequentially. No personal data will be attached to the 
transcripts. All of the audio records, transcripts and personal data will be kept in a secured, and uploaded 
to a security protected ‘cloud’ storage,. Only the researcher will know the password. Some quotes from 
the interviews will be used in the final report, which might cause personal identification. The collected 
data will be stored and used during the period of the research process. The raw data will be destroyed 
after the completion of the current research.  
 
Participants have the right to check the accuracy of data collected from them and correct any errors if 
they wish to. 
 
What will happen if I don’t want to carry on with the study?  
Participation in this study is voluntary and you have the right to withdraw before, during or after the 
interview. However, it will not be possible to withdraw from the study after the data analysis started 
because it might be impossible to withdraw any individual’s personal contribution at that stage.   
 
What if there is a problem? 
If you have a concern about any aspect of this study, you should ask to speak to the researcher or their 
supervisor, who will do their best to answer your questions [local researcher number: 65064141; 
supervisor (UK) number: +44(0)2392844432 or +44(0)2392844442. If you remain unhappy and wish to 
complain formally, you can do this 

Samantha Hill 
Title: Information Disclosure and Complaints Manager 
Tel: +44 (0)23 9284 3642 
Email: Samantha.hill@port.ac.uk 

 
What will happen to the results of the research study? 
The result of the study will help us to understand the extent of falls as an epidemic issue within the Kuwaiti 
context. It will identify possible risk factors for falls among older Kuwaiti adults. This will help us identify 
possible prevention strategies. This will be presented to policymakers and stakeholders at the Ministry of 
Health in Kuwait. We also intend to publish the results of the current research to extend the existing 
knowledge of perceptions of falls to include the Kuwaiti and Gulf Cooperation Council (GCC) contexts.  
Personal identification will not be used without your consent.  

mailto:Samantha.hill@port.ac.uk
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Who is organising and funding the research?  
This research will be sponsored by the University of Portsmouth. The scholarship of the PhD degree was 
sponsored by the Ministry of Health in Kuwait via the Kuwaiti Cultural Office. 
 
Who has reviewed the study? 
Research at the University of Portsmouth is reviewed by an independent group of people, the Research 
Ethics Committee, to protect your interests. This study has been reviewed and given a favourable opinion 
by the science Research Ethics Committee. 
 
Further information and contact details  
1. For general information about the issue of falls, please visit  

http://www.nhs.uk/Conditions/Falls/Pages/Introduction.aspx 

2. For more information about this research project, and if you have any questions, please contact 

Hadeel Alsaleh on telephone: 65064141 Email: up758374@myport.ac.uk  

3.  if you need further advice please contact Maryam Almandeel (head of the physiotherapy department 

at Al-Razi hospital) Telephone: 99021841 

Concluding statement 
Thank you for giving me this opportunity to explain this study. If you are interested in participating in the 

study, you will have a copy of the information sheet to keep and your consent will be sought. After 

completing the data collection stage, we will start transcribing and translating the data,  ready for data 

analysis. If you wish to take part at this stage and check your transcripts, please contact me on the contact 

details on the first page. 

  

http://www.nhs.uk/Conditions/Falls/Pages/Introduction.aspx
mailto:up758374@myport.ac.uk


Appendices  

293 

 

 

 
 
 

  

 

 

 

 

 

 

Study Title: prevalence and perception of falls, fall prevention among Kuwaiti older population. 

REC Ref No:  .................................................................... 

We would like to invite you to participate in our research study. Before you make a decision about 

participation, we would like to explain the purpose of the study and what it would involve for you. Talk to 

others about the study if you wish. Ask us questions about anything that is not clear. 

This study aims to investigate the perceptions of falls among older Kuwaiti people. This is a neglected 

health issue in Kuwait of which we wish to gain a better understanding. The purpose of this study is to 

Participant Information Sheet 

School of Health Sciences 

and Social Work 

English version of Information sheet of 

older people 

Investigator: Hadeel Alsaleh  

Tel: 65064141              Email :up758374@myport.ac.uk 

First Supervisor’s Name: Saseendran Pallikadavath 

   

Telephone: +44(0)2392844442 

Email: sasee.pallikadavath@port.ac.uk 

 

Second supervisor’s Name: Julie Udell 

Telephone: 02392846640 

Email: Julie.udell@port.ac.uk 

 

Third Supervisor’s Name: Amy Drahota  

 Telephone: +44(0)2392844432 

 Email: amy.drahota@port.ac.uk 
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extend the existing knowledge of perceptions of falls to include the Kuwaiti context. We would like to use 

our findings to improve health care services for older Kuwaiti adults to maintain their health and well-

being.  

What is the purpose of the study?  
The purpose of this research is to identify possible risk factors for falls among older Kuwaiti adults and 

better understand people’s perceptions towards falls and fall prevention, taking into consideration 

Kuwaiti culture. This will help us develop recommendations for fall prevention management. The study 

will also help fulfil requirements for my doctorate degree.  

 
Why have I been invited to participate?  
The scope of the study includes the perception of health professionals, as well as carers and older people 

themselves. This will allow us to gain a more complete understanding of the issue of falls among older 

Kuwaiti adults. I am visiting different public venues that older people visit frequently and to identify 

individuals who may be suitable for this research. All Kuwaiti citizens, male and female, aged 55 years or 

more, are invited to participate in this study. We value your opinions about falls and fall prevention. Your 

opinions will help us make recommendations for fall prevention strategies and how you receive 

information about preventing falls. Initially, we plan to have up to 12 participants in this study. However, 

we will continue to recruit participants until we obtain a sufficient amount of data.  

Do I have to participate?  
Participating in this study is totally voluntary. You have the right to decide whether to participate in this 

study or not. Please read this information sheet completely. It will provide a clear description of the study. 

You will be asked to sign a consent form if you decide to participate in this study.  

What will happen to me if I participate?  
After we have received your signed consent form, we will schedule the interview day and time. The 
interview will take place either at your preferred place or at a quiet outpatient clinic at the orthopaedic 
hospital (Al-Razi). We will assure total privacy during the interview discussion. The interview discussion 
will last for about 1 hours. You will be asked several questions related to the research topic. The discussion 
will be audio recorded using a digital voice recorder. The recording will be transcribed. The participants 
will be numbered in a sequential manner, and your personal information will not be shared. 
 
Expenses and payments  
We will provide refreshments for the participants during the interview. The participation in this study is 

voluntary and you will need to cover your own expenses for travel and your own time.  

What will I have to do?  
You will be asked to arrive at the interview location at a scheduled time. During the interview, you will be 

asked to answer questions about your perceptions of and experiences in regards to falls.  

What are the possible disadvantages and risks of participating?  
The atmosphere, environment, and venue of the interview discussion might not be convenient to you. 
You may find talking about yourself and sharing you experience uncomfortable. When we write up the 
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study, we will use anonymized direct quotes. However, there is a possible risk that these quotes might 
still be identifiable by someone who knows you. 
 
What are the possible benefits of participating?  
You might not directly benefit from participating in this study. However, this study could generate an 
understanding of the issue of falls among older Kuwaiti adults. This could help improve health care 
services for older adults, including the person you care for, and help them maintain their health and well-
being.  
 
Will my participation be kept confidential?  
Every attempt will be made to safeguard confidentiality however, if you tell us something worrying during 
the discussion (some thing that suggest that the older adult at risk of harm), it may be our duty to act 
upon what you tell us. 
We will handle your data with total respect for your confidentiality. However, on some occasions 
authorised persons from the University of Portsmouth in the UK or the Ministry of Health in Kuwait might 
look at the data for different essential purposes, including checking the study procedures. These 
authorised persons will share our respect for and duty of preserving your confidentiality.  
 
The transcripts will be numbered and anonymized sequentially. No personal data will be attached to the 
transcripts. All of the audio records, transcripts and personal data will be kept in a secured, and uploaded 
to security protected ‘cloud’ storage. Only the researcher will know the password. Some quotes from the 
interviews will be used in the final report, which might cause personal identification. The collected data 
will be stored and used during the period of the research process. The raw data will be destroyed after 
the completion of the current research.  
 
Participants have the right to check the accuracy of data collected from them and correct any errors if 
they wish to. 
 
What will happen if I don’t want to carry on with the study?  
Participation in this study is voluntary and you have the right to withdraw before, during or after the focus 
group discussion. However, it will not be possible to withdraw from the study after the data analysis 
started because it might be impossible to withdraw any individual’s personal contribution at that stage.   
 
What if there is a problem? 
If you have a concern about any aspect of this study, you should ask to speak to the researcher or their 
supervisor, who will do their best to answer your questions [local researcher number: 65064141; 
supervisor (UK) number: +44(0)2392844432 or +44(0)2392844442. If you remain unhappy and wish to 
complain formally, you can do this  

Samantha Hill 
Title: Information Disclosure and Complaints Manager 
Tel: +44 (0)23 9284 3642 
Email: Samantha.hill@port.ac.uk 

 
What will happen to the results of the research study? 
The result of the study will help us to understand the extent of falls as an epidemic issue within the Kuwaiti 
context. It will identify possible risk factors for falls among older Kuwaiti adults, including you. This will 
help us identify possible prevention strategies. This will be presented to policymakers and stakeholders 

mailto:Samantha.hill@port.ac.uk
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at the Ministry of Health in Kuwait. We also intend to publish the results of the current research to extend 
the existing knowledge of perceptions of falls to include the Kuwaiti and Gulf Cooperation Council (GCC) 
contexts.  Personal identification will not be used without your consent.  
 
Who is organising and funding the research?  
This research will be sponsored by the University of Portsmouth. The scholarship of the PhD degree was 
sponsored by the Ministry of Health in Kuwait via the Kuwaiti Cultural Office. 
 
Who has reviewed the study? 
Research at the University of Portsmouth is reviewed by an independent group of people, the Research 
Ethics Committee, to protect your interests. This study has been reviewed and given a favourable opinion 
by the science Research Ethics Committee. 
 
Further information and contact details  

1. For general information about the issue of falls, please visit  

http://www.nhs.uk/Conditions/Falls/Pages/Introduction.aspx  

2. For more information about this research project, and if you have any questions, please contact 

Hadeel Alsaleh on telephone: 65064141 Email: up758374@myport.ac.uk  

3. if you need further advice please contact Maryam Almandeel (Head of the Physiotherapy 

Department at Al-Razi Hospital) Telephone: 99021841 

 
Concluding statement 
Thank you for giving me this opportunity to explain this study. If you are interested in participating in the 

study, you will have a copy of the information sheet to keep and your consent will be sought. After 

completing the data collection stage, we will start transcribing and translating the data,  ready for data 

analysis. If you wish to take part at this stage and check your transcripts, please contact me on the contact 

details on the first page. 

 

 

http://www.nhs.uk/Conditions/Falls/Pages/Introduction.aspx
mailto:up758374@myport.ac.uk
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 English version of the interview guide 

 
Incidence and perception of falls, fall prevention among Kuwaiti older population.  

A: Individual interview questions (with older adults) 

 

Participant number: 

Time of interview: 

Gender:  

Date: 

Venue: 

 

 

Verbal explanation of project and process: YES/NO 

Written information given: YES/NO 

Consent form: YES/NO 

- Briefly describe the project again before starting the interview: 

 

“I would just like to go over the project and what we will be doing today again with you, before 

we start the interview. The study is looking at what people think about falls in older people and 

the approaches that are used to help prevent falls. I am interested to hear your experiences and 

opinions about the what you think fall is, what could cause a fall. I am also interested to hear what 

you think about what are the approaches that you have used or have experience of. If there are 

any questions you do not want to answer you do not have to. I would like to stress that there are 

no right or wrong answers and I am really interested to hear about your experience and opinions. 

I will audio record the interview so that I can remember all that has been said. I would also like 

to remind you that the contents of your interview will be kept confidential and that you are free to 

withdraw at any time. If at any time you wish to stop the interview you may either ask me to stop 

the tape or you may stop it yourself. Do you have any questions before we begin?” 

 

- Test record equipment and break the ice with the interviewee. 

 

“Just before be begin I would like to check the recording equipment, if I press record now, we can 

each say what our favourite colour is and then listen to see if it worked …(RECORD) … My 

favourite colour is … what is yours?” Then rewind the tape and listen to the voices. 

 

- Check that the interviewee is ready to start the interview. 

 

 

The following is a brief overview of the topic areas to be considered. It is likely that the 

content of the interview schedule will develop and may incorporate other areas as the 

researcher reflects upon each interview as it takes place. It is also likely that the order in 

which the topics are addressed may change according to the flow of the interview. 
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The prompts/explore sections in italics will be raised only if not covered spontaneously by 

participants. 

 
 

A: Individual interview questions (with older adults) 

1. To begin, may I please ask a few details about you and other members in the family who usually live in this 
household?   
 
 

Serial 
number  

Name Age  Gender Marital 
status 

Relationship to 
the head of the 
household 
person  

Highest 
level of 
education  

Occupation  

1 Name of 
the head 
of the 
household  

       

2        
3        

4        

5        
6        

Who is the person that provides you with the majority of care that you need?  

Perception of fall 

 
1. What do you consider to be a fall? 
2. Do you think falls are preventable? How might falls be preventable? What could help stop you from falling?  
3. Who do you think is at greater risk of falling (prompts: elderly, people with health problems, women/men, 

big/small body weight) ? Why are they more likely to fall? Who do you think is more susceptible to falling: 
men or women? Why? 

 

4. Can you tell me what you think might cause a fall?  
(Prompts: home environment, footwear, walking aid, vision, physical activity) 

5. Do you think other factors could contribute to someone’s risk of falling? 
(Prompts: mental status, fear of falling, cultural beliefs, neglecting the issue). How might those factors 
contribute to his/her risk of falling?  
 

6. Do you think a person’s physical activity level and daily exercise can have an effect on his/her risk for a fall? 
Why do you think this could be? 

7. What do you think are the consequences of a fall? Do you think that the person who sustain a fall might be 
affected by his/ her fall? why? How?  

8. What could worsen the consequences of a fall? Is there something someone could do to minimize the 
consequences of a fall? If the older person has had a fall, what do you think might lead to less serious fall or 
more serious fall? Why?  

9. Have you ever tried to do something to prevent yourself from falling? (Prompts: environmental changes, 
footwear, walking aid, eye check, physical activity) 

10. Have you ever had to change your living arrangements due to a fall?  
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11. What would encourage or support you in doing something to prevent falls? (Prompts: flyers showing the 
causes and consequences of falls, an explanation fall prevention procedures, a ‘do’s and don’ts’ list of ways to 
prevent falls, hearing from someone with experience of falls/falls prevention) 

12. what sorts of things would you be prepared to do, if it meant you’d be less likely to fall?  
13. Are there things you wouldn’t be prepared or able to do, in order to prevent a fall? Why? 
14. If doing more exercise could help protect you from falling, how would you feel about doing some more regular 

exercise? Are there any things that might make doing this more or less appealing? (e.g. group exercise, type 
of exercise, frequency, location, time of day, belief that it works, type of instructions/help, knowledge)  

15.  How would you feel about making changes to your home environment to try and make falls/injuries less 
likely? Is there anything that might make you less likely to make changes to your home (e.g. other people’s 
opinions/stigma, dislike of certain pieces of equipment (not feeling homely), cost, space). 

 
16. If having some medication would make your fall more likely, are you willing to change these medications?  

 

17. How do you feel about changing some of your behaviour if you know that these behaviours would increase 
your susceptibility of falls? 

18. What might inhibit you from doing something to protect yourself from a fall?  Do you have the ability to 
prevent yourself from falling? Why? (Prompts: needing help, lack of knowledge of possible ways to prevent a 
fall, do not want to change your home environment, do not want to show weakness or seek help) 

19. what do you think are the healthcare systems barriers to fall prevention? What do you need from the 
healthcare system? How do you think we as health professional could help in preventing older people from 
falling? 

20. Is there anything else you think is important about falls that I should know about? 
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Literature risk factors  
WHO falls risk factors model  

Identifying falls risk factors  Yes  No  

1- Behavioral  
 

   

a. Medication use 
 

- Are you taking any medication?  
- Can you tell me what medication you take?  

  

b. Alcohol intake 
 

Do you drink alcohol?  
How much/day? 

  

c. Lack of exercise  
 

- Do you exercise? How often? When is your preferred time to 
exercise? (morning/ evening/ night) why?  

- What type of exercise do you prefer? What is the intensity of 
exercise you usually do (distance/repetition per day, days per 
week)  

- Where do you usually do your exercise? 
-  
 

-  -  

d. Inappropriate 
footwear  

 

- What type of footwear do you usually use 
- Do you change your footwear in special occasions ( night social 

events)  

  

e. Others - do you fear falling    

2- Biological     

a. Age, gender & race  
 

- Determinants of decision making: 

• Who holds the main responsibility of your 
wellbeing in the household? If jointly, please 
explain?  

 

• Who makes the main decisions involving money or 
resources in this household? If jointly, please 
explain?  

 

• Who makes the decisions on daily matters 
(cooking, buying small items for daily use etc.  in 
this household? 

• What is your role (as an older person or the head 
of the household) in this house?  
 

• If any one in this household fell sick, who makes 
the decision whether or not to take him/her to a 
hospital/clinic? And who would accompany 
him/her to the hospital/clinic 

-  

-  -  

b. Chronic illness 
 

- How would you describe your health? Do you have any medical 
conditions? If yes describe please  

- Do you have any vision problem? Explain 

-  -  

c. Physical and 
cognitive decline 

- Do you find any difficulty in using the toilet 
- Do you have difficulties walking or moving? 

-  -  
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i. Balance 
ii. Strength  

- Do you use a walking aid? What type of walking aid do you use? 
- Do you need assistance in walking during the day? When do 

you mostly need assistance inside the house or outside the 
house? 

- Do you think that you have good strength to be independent 
in your life? If no, please explain. Do you consider yourself 
independent of others (has partial mobility/ full mobility) or 
dependant in your Activity of Daily Living (ADL’s). 

- Do you lose your balance while walking? Reason of losing 
balance: Knee giveaway, vertigo, loss of balance, dizziness 

- If you lose your balance, do you catch yourself or just fall? 
(most of the time/ some times) 

- do you dress yourself up? Do you need any help to eat? Go to 
the toilet/ bath? Drive? 

- Do you require any kind of help during your day? How are you 
provided with the care you need? (help in moving, bathing, 
dressing, eating, eating your medicine, going outside, 
exercising) 

-  
3- Socioeconomic  

 
   

a.  income  
 

- What is the main source of income in this household?  
- Monthly income (if possible)  
- Personal income: 

Are you currently receiving any income/pension from your 
work? Or government pension 

- Is your pension enough for your personal need? 
- Do you get any income support from the family? Please explain 
-  

-  -  

b. Inadequate housing  
 

- Type of household (limited income/ average income/ villa) 
classified according to the public authority for housing welfare 
in Kuwait.  

-  

-  -  

c. Lack of social 
interaction 

 

- Tell me more about how do you spend your (typical) day. What 
do you enjoy doing? 

- what time do you usually: 

• get up 

• have free time  

• watch TV  

• eat your meals (breakfast, lunch, dinner)  

• do your exercise 

• sleep  
 
- Do you feel that you are adequately provided with the care you 

need? Who helps you?   
- Do you go out? Where? How often? How do you travel/ mode 

of transport? 

-  -  
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- Do you meet up with other people? 
- Do you go to the mosque? How? Do you need assistance to get 

there/who takes you there? 
- Do you go to social events such as festivals, public events, or to 

shopping malls? If yes, how often? And how do you get there? 
 
 
 
 
 

d. Limited access to 
healthcare services  

 

- Do you have any medical problem for which your medical 
needs are not being adequately met? Or are you waiting to be 
seen? 

  

e. Lack of community 
resources 

 

   

4- Environmental  
 

   

a. Poor building  - Type of house (Flat/bungalow/single/double or more) 
- Where is your bedroom located (ground, first, second floor) 
- How do you feel about living in your home? (prompts – is it 

easy to do the things you want to do/access what you need; 
are there things about your home you wish you could change, 
why?) 

- Can you describe in detail how you get from your bed to the 
toilet (prompts: the route you take/is it far - do you travel down 
corridors or stairs/are there any obstacles or pieces of 
furniture to help you/how far away is the light if it’s dark)? How 
do you find this journey (prompts: easy/difficult)? 

 

-  -  

b. Slippery floors & 
stairs  

 

- Type of flooring (majority areas in the house) 
- Type of toilet available in the house 
- Type of toilet that you use daily, Type of floor in the toilet 
- Do you consider any of your floors to be slippery? Please 

explain further. 
- Do you use stairs 
 

-  -  

c. Loose rugs 
 

- Do you have rugs through the households? Where?  
- Do you think that these rugs are necessary in your house? 
- Do you get bothered from their existence in your home? Please 

explain 

  

d. Insufficient light  
 

- What type of lighting do you use in the majority of the areas in 
your house? (prompts: bright lighting/ dark lighting /Mood 
lighting/ Soft lighting/ Dimmed/low lighting/ Fluorescent 
lights/ Floor or wall lamps/overhead 
lights/candles/spotlights) (majority of areas in the house) How 
dark or well lit would you consider your home to be?  

-  -  
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e. Cracked or uneven 
surfaces  

 

- where do you eat most of your meals? do you use dining table 
or eat on the floor? Is this the preferred place to you? 

- Living room (Do family members generally use chairs/sofa or 
sit on the floor?) 

-  -  

f. Others  - Type of furniture in your room? 
- Do you have TV, Radio, Tape recorder, DVD in your room? 
- Does your house have any adaptations to help with getting 

about (e.g. grab rails, walk-in shower, stair lift)? 

-  -  
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- Have you fallen in the last year? Can you tell me about it?  
 

Last fall 
 
 

      

 
 
  

      

 
 
 

      

 
 
 

      

- If you have fallen, what happened after? Did you have to go to hospital or the doctor?  
- If you fall, how frequently do you fall?  
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Literature risk factors 

 WHO falls risk factors model   

Without 

prompt  

With prompt  

1- Behavioural  
 

  

a. Medication use 
 

  

b. Alcohol intake 
 

  

c. Lack of exercise  
 

  

d. Inappropriate footwear  
 

  

2- Biological    

a. Age, gender & race  
 

  

b. Chronic illness 
 

  

c. Physical and cognitive decline 
i. Balance 

  

ii. Strength  
 

  

3- Socioeconomic  
 

  

a. Low income  
 

  

b. Inadequate housing  
 

  

c. Lack of social interaction 
 

  

d. Limited access to healthcare 
services  

 

  

e. Lack of community resources 
 

  

4- Environmental  
 

  

a. Poor building  
b. Slippery floors & stars  

 

  

c. Loose rugs 
 

  

d. Insufficient light  
 

  

e. Cracked or uneven surfaces  
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− Stop the tape 

− Thank the participant for their help: 

 

‘Thank you for your participation in this interview. It has been interesting to hear about your 

experiences with falls and fall prevention. Your contribution will be very helpful to the project. I 

will now create a written version of our interview. I can send this to you to see if there are any 

parts you would like to change; if you would like a copy, please let me know. In the meantime, if 

you have any questions please feel free to ask me. Thanks again for your help.’ 
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B: Interview questions (with the caregivers [socially assigned caregiver; daughter; son; 

stepdaughter; grandchildren; etc.] of older adults) 

 

Participant number: 

Gender: 

Time of interview: 

Date: 

Venue: 

 

 

Verbal explanation of project and process: YES/NO 

Written information given: YES/NO 

Consent form: YES/NO 

- Briefly describe the project again before starting the interview: 

 

“I would just like to go over the project and what we will be doing today again with you, before 

we start the interview. The study is looking at what people think about falls in older people and 

the approaches that are used to help prevent falls. I am interested to hear your experiences and 

opinions about the what you think fall is, what could cause a fall. I am also interested to hear what 

you think about what are the approaches that you have used to prevent fall for the older person 

that you care for. If there are any questions you do not want to answer you do not have to. I would 

like to stress that there are no right or wrong answers and I am really interested to hear about 

your experience and opinions. I will audio record the interview so that I can remember all that 

has been said. I would also like to remind you that the contents of your interview will be kept 

confidential and that you are free to withdraw at any time. If at any time you wish to stop the 

interview you may either ask me to stop the tape or you may stop it yourself. Do you have any 

questions before we begin?” 

 

- Test record equipment and break the ice with the interviewee. 

 

“Just before be begin I would like to check the recording equipment, if I press record now, we can 

each say what our favourite colour is and then listen to see if it worked …(RECORD) … My 

favourite colour is … what is yours?” Then rewind the tape and listen to the voices. 

 

- Check that the interviewee is ready to start the interview. 

 

 

The following is a brief overview of the topic areas to be considered. It is likely that the 

content of the interview schedule will develop and may incorporate other areas as the 

researcher reflects upon each interview as it takes place. It is also likely that the order in 

which the topics are addressed may change according to the flow of the interview 

The prompts/explore sections in italics will be raised only if not covered spontaneously by 

participants. 
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1. Let’s start with a quick overview. Can you tell me about yourself? 

• Your name 

• Your age 

• Your relationship to the older person?  

• Do you work? How long do you work per day? 

• Level of education 

• Do you live with the older person? 

• If not, how often you visit him/her? 
2. Are you responsible for the decision making in all care-providing issues for…Mr/Mrs/Ms………?  
3. What type of care do you provide to him/her? 
4. Do you take him/her to the hospital if needed? How often? Do you provide them with help and 

assistant if needed? Please specify.  
5. If you are busy, is there anyone in the family available to take care of Mr/Mrs? MS…….?  
6. Do you feel you are providing him/her with the care that they need?  

 
Ok, now I’d like to ask you some more questions about falls: 
 

 

7. Has the older adult you care for fallen in the last year? How often does he/she fall?  
 

8. What was the consequence of that fall? 
 

9. What do you consider to be a fall? (prompts: minor, medium and major) 
 

10. Do you think that falls are preventable? How do you think that falls might be prevented? 
11. Can you tell me what you think might cause a fall in older people?  

(Prompts: home environment, footwear, walking aid, vision, physical activity) 
12. Do you think the older person you care for is at risk of falling? Why?  
13. Do you know who is at risk of falling? Why are they more likely to fall?  
14. Do you think this person would accept being at risk of falling? Why is that? 
15. Do you think other factors can contribute to someone’s risk of falling? How might those factors 

contribute to their risk of falling?  
(Prompts: mental status, fear of falling, cultural beliefs, neglecting the issue) 
 

16. Do you think that a person’s physical activity level and daily exercise could have an effect on their 
risk of falling?  
 

17. What would you say are the consequences of a fall? Do you think that the person who sustain a 
fall might be affected by his/ her fall? why? How? 

18. What do you think could worsen the consequences of a fall?  
Is there something a person could do to minimise the consequences of a fall? If the older person 
has had a fall, what do you think might lead to less serious fall or more serious fall? Why? 

19. Have you tried to do something to help prevent the older adult whom you care for from falling? 
(Prompts: environmental changes, footwear, walking aid, eye vision test, encourage him/her to 
participate in physical activity) 

20. What would encourage or support you in doing something to prevent the older person you care 
for from falling?  
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(Prompts: flyers describing the causes and consequences of falls, explanation of fall prevention 
procedures, a ‘do’s and don’ts’ list of ways to prevent falls) 

21. what sorts of things would you be prepared to do, if it meant the older person be less likely to 
fall?  

22. Are there things you wouldn’t be prepared or able to do, in order to prevent a fall? Why? 
23. If doing more exercise could help protect the older person from falling, how would you feel about 

encouraging the older person to do some more regular exercise? Are there any things that might 
make doing this more or less appealing? (e.g. group exercise, type of exercise, frequency, location, 
time of day, belief that it works, type of instructions/help, knowledge)  

24.  How would you feel about making changes to your home environment to try and make 
falls/injuries less likely? Is there anything that might make you less likely to make changes to your 
home (e.g. other people’s opinions/stigma, dislike of certain pieces of equipment (not feeling 
homely), cost, space). 

 
25. If having some medication would make your fall more likely, are you welling to change these 

medications?  

 

26. How do you feel about encouraging the older person to change some of his/her behavior 
if you know that these behaviors would increase his/her susceptibility of falls? 

27. What might stop you from doing something to prevent a fall?  
 
 

 

− Stop the tape 

− Thank the participant for their help: 

 

‘Thank you for your participation in this interview. It has been interesting to hear about your 

experiences with falls and fall prevention. Your contribution will be very helpful to the project. I 

will now create a written version of our interview. I can send this to you to see if there are any 

parts you would like to change; if you would like a copy, please let me know. In the meantime, if 

you have any questions please feel free to ask me. Thanks again for your help.’ 
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C: Interview questions (with the caregivers [paid caregiver; paid worker; paid nurse; etc.] 

of older adults) 

 

Participant number: 

Gender: 

Time of interview: 

Date: 

Venue: 

 

 

Verbal explanation of project and process: YES/NO 

Written information given: YES/NO 

Consent form: YES/NO 

- Briefly describe the project again before starting the interview: 

 

“I would just like to go over the project and what we will be doing today again with you, before 

we start the interview. The study is looking at what people think about falls in older people and 

the approaches that are used to help prevent falls. I am interested to hear your experiences and 

opinions about the what you think fall is, what could cause a fall. I am also interested to hear what 

you think about what are the approaches that you have used to prevent fall for the older person 

that you care for. If there are any questions you do not want to answer you do not have to. I would 

like to stress that there are no right or wrong answers and I am really interested to hear about 

your experience and opinions. I will audio record the interview so that I can remember all that 

has been said. I would also like to remind you that the contents of your interview will be kept 

confidential and that you are free to withdraw at any time. If at any time you wish to stop the 

interview you may either ask me to stop the tape or you may stop it yourself. Do you have any 

questions before we begin?” 

 

- Test record equipment and break the ice with the interviewee. 

 

“Just before be begin I would like to check the recording equipment, if I press record now, we can 

each say what our favourite colour is and then listen to see if it worked …(RECORD) … My 

favourite colour is … what is yours?” Then rewind the tape and listen to the voices. 

 

- Check that the interviewee is ready to start the interview. 

 

 

The following is a brief overview of the topic areas to be considered. It is likely that the 

content of the interview schedule will develop and may incorporate other areas as the 

researcher reflects upon each interview as it takes place. It is also likely that the order in 

which the topics are addressed may change according to the flow of the interview. 

 

The prompts/explore sections in italics will be raised only if not covered spontaneously by 

participants. 
1. Let’s start with a quick overview. Can you tell me about yourself? 
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• Your name  

• Gender 

• Your relationship to the older person  

• Education level 

• How long have you worked with an older person? Do you have other responsibilities?  

• When did you start this job?  

• Do you live with an older person? 

• If not, how often you visit them? 
2. Are you responsible for the decision making in all care-providing issues for this older person? How? 
3. What type of care do you provide the older person? Do you take (him/her) to the hospital if needed? 

How often? Do you provide them with help and assistance if needed? Please specify.  
4. If you are busy, is there is somebody else available to take care of the older person?  
5. Do you feel that you are providing the older person with the care that they need?  
6. Are you paid enough for this type of work? 
7. Was this job described to you before you came? Does it match the job you currently perform?  
8. Have you received any training about caring elderly?  
9. What training do you think you need to perform your job better as a carer of an older person?  

 

Ok, now I’d like to ask you some more questions about falls:  

10. Has the older adult you care for fallen in the last year? How often does he/she fall?  
11. What was the consequences of this fall? 
12. What do you consider to be a fall? 
13. Do you think falls are preventable? How do you think falls might be prevented? 
14. Can you tell me what you think might cause a fall in older people? (Prompts: home environment, 

footwear, walking aid, vision, physical activity) 
15. Do you think the older person that you care for is at risk of falling? Why?  
16. Do you know who is at risk of falling? Why are they more likely to fall? 
17.  Do you think they accept being at risk of falling? 
18. Do you think other factors can contribute to someone’s risk of falling? How might those factors 

contribute to his/her risk of falling? (Prompts: mental status, fear of falling, cultural beliefs, neglecting 
the issue) 

19. Do you think that a person’s physical activity level and daily exercise could have an effect on their risk 
of falling?  

20. What do you think are the consequences of a fall? 
21. What do you think could worsen the consequences of a fall? Is there something a person could do to 

minimise the consequences of a fall? 
22. Have you tried to do something to help prevent the older adult you care for from falling? (Prompts: 

environmental changes, footwear, walking aid, eye vision test, encourage them to participate in 
physical activity) 

23. What would encourage or support you to do something to prevent the older person you care for from 
falling? (Prompts: flyers describing the causes and consequences of falls, explanation of fall prevention 
procedures, a ‘do’s and don’ts’ list of ways to prevent falls) 

24. what sorts of things would you be prepared to do, if it meant the older person be less likely 
to fall?  

25. Are there things you wouldn’t be prepared or able to do, in order to prevent a fall? Why? 

26. If doing more exercise could help protect the older person from falling, how would you feel 
about encouraging the older person to do some more regular exercise? Are there any things 
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that might make doing this more or less appealing? (e.g. group exercise, type of exercise, 
frequency, location, time of day, belief that it works, type of instructions/help, knowledge)  

27.  How would you feel about making changes to your home environment to try and make 
falls/injuries less likely? Is there anything that might make you less likely to make changes to 
your home (e.g. other people’s opinions/stigma, dislike of certain pieces of equipment (not 
feeling homely), cost, space). 

28. If having some medication would make your fall more likely, are you welling to change these 
medications?  

29. How do you feel about encouraging the older person to change some of his/her behavior if 
you know that these behaviors would increase his/her susceptibility of falls? 

30. What might stop you from doing something to prevent a fall? (Prompts: needing help, lack of 
knowledge of possible ways to prevent a fall, do not want to change the home environment, do not 
care about preventing falls) 

31. Are you given the right to offer your suggestions or do what you think is needed to prevent a fall?  
32. Is there anything else you think is important about falls that I should know about? 
33. Problems and issues that you face while caring him that might influence falls /her? Explain 
 

 

 

 

− Stop the tape 

− Thank the participant for their help: 

 

‘Thank you for your participation in this interview. It has been interesting to hear about your 

experiences with falls and fall prevention. Your contribution will be very helpful to the project. I 

will now create a written version of our interview. I can send this to you to see if there are any 

parts you would like to change; if you would like a copy, please let me know. In the meantime, if 

you have any questions please feel free to ask me. Thanks again for your help.’ 
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D: Focus group questions (with the physiotherapists and with the A&E doctors separately) 

Participant number: 

Gender: 

Time of interview: 

Date: 

Venue: 

 

 

Verbal explanation of project and process: YES/NO 

Written information given: YES/NO 

Consent form: YES/NO 

- Briefly describe the project again before starting the interview: 

 

“I would just like to go over the project and what we will be doing today again with you, before 

we start the focus group. The study is looking at what people think about falls in older people and 

the approaches that are used to help prevent falls. I am interested to hear your experiences and 

opinions about the what you think fall is, what could cause a fall. I am also interested to hear what 

you think about what are the approaches that you have used or have experience of. If there are 

any questions you do not want to answer you do not have to. I would like to stress that there are 

no right or wrong answers and I am really interested to hear about your experience in the medical 

field and opinions. I will tape record the focus group discussion so that I can remember all that 

has been said. I would also like to remind you that the contents of the focus group discussion will 

be kept confidential and that you are free to withdraw at any time. If at any time you wish to stop 

the discussion you may either ask me to stop the tape or you may stop it yourself as the audio 

recorder will be kept in the middle. Do you have any questions before we begin?” 

 

- Test record equipment and break the ice with the interviewee. 

 

“Just before be begin I would like to check the recording equipment, if I press record now, we can 

each say what our favourite colour is and then listen to see if it worked …(RECORD) … My 

favourite colour is … what is yours?” Then rewind the tape and listen to the voices. 

 

- Check that the interviewee is ready to start the focus group discussion. 

 

 

The following is a brief overview of the topic areas to be considered. It is likely that the 

content of the focus group discussion schedule will develop and may incorporate other areas 

as the researcher reflects upon the discussion as it takes place. It is also likely that the order 

in which the topics are addressed may change according to the flow of the discussion. 

 

The prompts/explore sections in italics will be raised only if not covered spontaneously by 

participants. 
 

1. Let’s start with a quick round of introductions. Please tell everyone your name and how many 
years of experience you have in healthcare. 
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Ok, now I’d like to open up the questions to everyone:  
1. What would you consider to be a fall? (probe for minor, medium and major) 
2. What do you think is the general profile of people who fall? Why do you think they are more likely 

to fall?  
3. What do you think are the characteristics of older people who fall?  
4. Tell me about your experience dealing with older people who have experienced a fall.  
5. From your experience in healthcare services and from all of the older people’s accidental falls you 

have witnessed, what do you think is the percentage of older people who had a fall requiring in-
patient care? Requiring surgical intervention? Resulting in a minor injury and same-day discharge?  

6. Do you think falls are preventable? What healthcare services do you think might prevent falls? 
7. From your experience, what do you think are the consequences of a fall? 
8. In your role as a healthcare professional, have you ever tried to explain the causes of a fall or 

advise your patients on how to prevent future falls?  
(Prompts: environmental changes, footwear, walking aid, eye test, physical activity) 

9. What was their response to your advice? Do you think they accept their risk of falling? Do you 
think they are willing or interested in doing something to prevent future falls? Is this a common 
response among your patients?  

10. What do you think could worsen the consequences of a fall? 
Do you think there is something a patient can do to minimise the consequences of a fall? 

11. What strategies do you think could promote fall prevention among older people in Kuwait? 
(Prompts: at the healthcare services or community level)  

12. What factors do you think could encourage or support the promotion of fall prevention among 
older people? (Prompts: flyers describing the causes and consequences of falls, explanation of fall 
prevention procedures, a ‘do’s and don’ts’ list of ways to prevent falls; additional 
community/healthcare services – explain what would these entail?) 

13. What challenges do you think the field of fall prevention is facing? (Prompts: needing help, lack of 
knowledge of possible ways to prevent a fall, the older people do not want to change the home 
environment, do not care about preventing falls, lack of cooperation) 

14. Can you think of any other questions we could ask that we did not ask here?  
15. Is there anything else you would like to add or comment on? 

 

 

− Stop the tape 

− Thank the participant for their help: 

 

‘Thank you for your participation in this focus group discussion. It has been interesting to hear 

about your experiences with falls and fall prevention. Your contribution will be very helpful to the 

project. I will now create a written version of our discussion. I can send this to you to see if there 

are any parts you would like to change; if you would like a copy, please let me know. In the 

meantime, if you have any questions please feel free to ask me. Thanks again for your help.’ 
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 English version of consent form 

 

 

 

 

 

CONSENT FORM 

Study title: prevalence and perception of falls, fall prevention among Kuwaiti older population. 

 

Ethics Committee Reference Number:……………………………….. 

1. I confirm that I have read and understood the information sheet dated.................... (version...............)  

for the above study. I have had the opportunity to consider the information, ask questions and have 

had these answered satisfactorily. 

 

2. I understand that my participation is voluntary and that I am free to withdraw at any time before starting the data 

analysis without giving any reason.  

 

3. I understand that data collected during this study, could be requested and looked at by regulatory authorities. I give 

my permission for any authority, with a legal right of access, to view data which might identify me.  Any promises of 

confidentiality provided by the researcher will be respected. 

 

4. I understand that the results of this study may be published and / or presented at meetings or academic 

conferences, and may be provided to research commissioners or funders (Ministry of Health in Kuwait). I give my 

permission for my anonymous data, which does not identify me, to be disseminated in this way. 

Please 

initial box 

  

School of Health and 

Social Work 

Investigator: Hadeel Alsaleh  

Tel: 65064141              Email :up758374@myport.ac.uk 

First Supervisor’s Name: Saseendran Pallikadavath

    

Telephone: +44(0)2392844442 

Email: sasee.pallikadavath@port.ac.uk 

 

Second supervisor’s Name: Julie Udell 

Telephone: 02392846640 

Email: Julie.udell@port.ac.uk 

 

Third Supervisor’s Name: Amy Drahota  

 Telephone: +44(0)2392844432 

 Email: amy.drahota@port.ac.uk 

 

mailto:sasee.pallikadavath@port.ac.uk
mailto:Julie.udell@port.ac.uk
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5. I agree to take part in the above study. 

 
6. I consent for my interview or focus group discussion to be audio recorded.  The recording will be transcribed and 

analysed for the purposes of the research. The audio record and the anonymised transcripts will be stored on 
password protected laptop and only the researcher have access to the personal data. 

 
 

7. I consent to verbatim quotes being used in publications; I will not be named but I understand that there is a risk 
that I could be identified. 
 
 

8. I would like to receive further information about the results of the study. 
 

 
9. I understand that the investigations are designed for the purposes of the research, but in the event of the results 
indicating any concerns about my health or well-being or of that of others in my care, I agree to this information being 
passed on to a health care professional(s). 

 
 

 
10. I consent for audio clips of me speaking in the interviews or focus group discussion to be used in presentations during 

the dissemination of the findings, and understand that there is a risk that I could be identified.  

 
 
 
 

 

 
 
 
 

 

Name of Participant:     Date:  Signature: 

 

Name of Person taking Consent:    Date:  Signature: 
 

Note: When completed, one copy to be given to the participant, and one copy to be retained in the study file. 
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 Safeguarding protocol for older person 

 

The Principle Investigator will define the safeguarding issue to be abuse or neglect as described in 

Age UK Factsheet 78 and University of Portsmouth (UoP) Safeguarding Policy: Children and 

Vulnerable Adults.  

 

Age UK have defined abuse as “a single or repeated act or lack of appropriate action, occurring 

within any relationship where there is an expectation of trust, which causes harm or distress to an 

older person” by the charity Action on Elder Abuse (AEA) (p.5).  

 

Types of abuse or neglect to look out for include: 

• Physical abuse  

• Domestic violence.  

• Sexual abuse  

• Psychological abuse 

• Financial/ material abuse  

• Modern slavery  

• Discriminatory abuse  

• Neglect acts of omission 

• Self-neglect  

 

Participants will be told in advance that if any safeguarding issues are revealed by them during the 

interview it will be the duty of the Researcher to act upon it. If this does occur, after the interview 

the researcher will initially write a safeguarding report explaining the issue of concerns. This will 

be submitted to the Kuwait Ministry of Social Affair and Labour. The Ministry will then decide 

whether to investigate the issue further. In most cases they will send a qualified team to evaluate 

the situation and work to eliminate all sources of abuse and neglect to comply with the Older 

People Social Care Act number 11 (2007). This Act allows the investigator from the Kuwaiti 

government to pursue the case and prosecute if the older person has been abused and act 

accordingly. 
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 Audit Trail of Interview Analysis 

 
A screenshot of the open coding process (phase 2) from NVivo12 software, interview analysis.  
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 The initial sketches of the themes structure of the interview analysis 
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Interview analysis mind-map 
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 Audit Trail of Focus Group analysis 

 
A screenshot of the open coding process (phase 2) from NVivo12 software, focus group analysis.  
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A screenshot of the process of searching for theme and sub-themes (phase 3), focus group analysis. 

 


	ABSTRACT
	DECLARATION
	CONTENTS
	LIST OF TABLES
	LIST OF FIGURES
	ABBREVIATIONS
	ACKNOWLEDGMENTS
	DISSEMINATION
	CHAPTER 1 : THESIS OVERVIEW AND OUTLINE
	1.1  Aim of the Thesis
	1.1.1 Overall Thesis Objectives.

	1.2 My Background
	1.3 Thesis Road Map and Research Development
	1.3.1 Chapter 2: Thesis Background.
	1.3.2 Chapter 3: Prevalence of Falls, Fall-Related Injuries and Risk Factors Among Older Adults in Kuwait; Quantitative Research.
	1.3.3 Chapter 4: Perceptions of Falls, and Falls Prevention Among Older People and Their Caregivers; Qualitative Interviews.
	1.3.4 Chapter 5: Perception of Falls and Falls Prevention Among Healthcare Professionals; Qualitative Focus Groups.
	1.3.5 Chapter 6: The Overall Discussion.


	CHAPTER 2 : THESIS BACKGROUND
	2.1 Introduction and chapter overview
	2.2  Background/context of the Thesis
	2.2.1  Regional Determinants.
	2.2.1.1  Geography.
	2.2.1.2 Population.
	2.2.1.3  Religion and language.
	2.2.1.4 Economic status.

	2.2.2  Cultural Determinants.
	2.2.2.1 The contributors to cultural norms.
	2.2.2.2  Older people’s social and cultural position and lifestyle in Kuwait.

	2.2.3  Health Determinants.
	2.2.3.1 Health in Kuwait.
	2.2.3.2 Healthcare delivery in Kuwait.

	2.2.4 Falls status in Kuwait.
	2.2.5  Older People in Kuwait (Thesis Population).
	2.2.6 Definition of Falls.
	2.2.7 Falls Among Older People.
	2.2.8 Fall Risk Factors.
	2.2.9 Falls Prevention.
	2.2.10 Acceptance of Falls Prevention interventions.

	2.3 Rationale for the Thesis
	2.4 Methodological approach
	2.4.1 Underlying Paradigm


	CHAPTER 3 : PREVALENCE OF FALLS, FALL-RELATED INJURIES AND RISK FACTORS AMONG OLDER ADULTS IN KUWAIT
	3.1 Chapter Overview
	3.2 Prevalence of Falls, Risk Factors and Fall-Related Injuries Among Older People - A Global Overview
	3.2.1 Fall rates reported in community and population-based studies.
	3.2.2 Regional evidence of falls.
	3.2.3 Factors associated with falls.
	3.2.4 Fall related injuries.
	3.2.5 Summary and rationale for a quantitative analysis of hospital-based data on falls.

	3.3 Estimation of Falls Prevalence, Fall-Related Injuries and Associated Risk Factors in Kuwait
	3.3.1 Aim of the study.
	3.3.1.1 Objectives.

	3.3.2 Methods.
	3.3.2.1 Study design.
	3.3.2.2 Ethical considerations.
	3.3.2.3 Study Hospital, Accident and Emergency (A&E) Department.
	3.3.2.4 Data collection.
	3.3.2.5 Variables in the extracted data set.
	3.3.2.6 Estimation of fall prevalence rate.
	3.3.2.7 Statistical analysis.

	3.3.3 Results.
	3.3.3.1 Falls prevalence rate by nationality.
	3.3.3.1.1 Fall prevalence rate by gender.
	3.3.3.1.2 Fall prevalence rate by age groups.

	3.3.3.2 Overall comparison of major and minor-moderate falls injuries.
	3.3.3.2.1 Overall comparison of major and minor-moderate fall injuries by nationality.
	3.3.3.2.2 Comparison of major and minor-moderate fall injuries by gender, stratified by nationality.
	3.3.3.2.3 Comparison of major and minor-moderate fall injuries by age, stratified by nationality.

	3.3.3.3 Fall-related injuries.
	3.3.3.3.1 Fracture.
	3.3.3.3.2 Other major injuries.
	3.3.3.3.3 Contusion.

	3.3.3.4 Factors associated with fall injuries.

	3.3.4 Discussion.
	3.3.4.1 Falls prevalence rate.
	3.3.4.2 Fall-associated factors.
	3.3.4.3 Fall consequences.
	3.3.4.4 Strengths and Limitations.
	3.3.4.5 Future research.

	3.3.5 Conclusion.


	CHAPTER 4 : PERCEPTIONS OF FALLS AND FALLS PREVENTION AMONG OLDER PEOPLE AND THEIR CAREGIVERS; QUALITATIVE INTERVIEWS
	4.1 Chapter overview
	4.2 Introduction
	4.2.1 Perceptions of falls in older age and influence on falls risk status.
	4.2.2 The Influence of health and health beliefs’ on perceptions of falls risk status.
	4.2.3 Influence of fear of falling on the perception of falls.
	4.2.4 The influence of experiencing falls on the perception of fall risk status.
	4.2.5 The Influence of Knowledge on Perceptions of Risk Status.
	4.2.6 The influence of sociability, social care, and support on perceptions of falls risk status.
	4.2.7 The Influence of Individual belief, culture and religion on falls and falls risk status.
	4.2.8 Summary and Rationale.

	4.3 Theoretical Background
	4.3.1 Theoretical Framework Justification.
	4.3.2 Theory of Reasoned Action and Planned Behaviour.

	4.4 The Aim of the Study
	4.4.1 The Study Objectives.

	4.5 Method
	4.5.1 Study Design.
	4.5.2 Ethics and Research Governance.
	4.5.3 Sample.
	4.5.4 Recruitment Strategy and Study Population.
	4.5.4.1 Older adults.
	4.5.4.2 Caregivers of older adults.

	4.5.5 Study Sites.
	4.5.6 Data Collection.
	4.5.7 Piloting and Revising on Interview Style.
	4.5.8 Procedure.
	4.5.9 Data Protection.
	4.5.10 Data Management.
	4.5.11  Participants’ Validation of the Transcripts.

	4.
	4.5.
	4.6.  Data Analysis
	4.6.1. Reflexivity and Self-Positioning.

	4.7. Findings
	4.7.1. Theme 1: Older people’s context and life.
	4.7.1.1.  Sub-theme: The cultural contribution to older people’s lives.
	4.7.1.2.  Subtheme: Caregiving meaning and distribution in Kuwait.

	4.7.2. Theme 2: Knowledge of falls and fall-related factors.
	4.7.2.1.  Subtheme: The influence of experience on understanding.
	4.7.2.2.  Subtheme: the influence of understanding on behaviour.


	4.6
	4.7
	4.7.1
	4.7.2
	4.7.2.1
	4.7.2.2
	4.7.2.3 Subtheme: The effect of absence of knowledge on understanding.

	4.7.3. Theme 3: Beliefs.
	4.7.3.1. Subtheme: Perceiving ageing.
	4.7.3.2.  Subtheme: Health beliefs.
	4.7.3.3.  Subtheme: Falls preventability.

	4.7.4. Theme 4: Shaping of attitudes towards falling.
	4.7.3
	4.7.4
	4.7.4.1
	4.7.4.2 Subtheme: Attribution of falls causes.
	4.7.4.3 Subtheme: The understanding of fear of falling.

	4.7.5. Theme 5: The significance of others.
	4.7.5
	4.7.5.1 Subtheme: The interaction of parental care.
	4.7.5.2 Subtheme: the responsibility of caring for others “circular care benefits”.
	4.7.5.3 Subtheme: The possible influence of the others (outside the family).


	4.8.  Discussion
	4.8.1. Influence of knowledge on perception of falls and falls prevention.

	4.8
	4.8.1
	4.8.2 Influence of beliefs on perceptions.
	4.8.3 Influence of attitude on perception of falls and falls prevention.
	4.8.2.
	4.8.3.
	4.8.4. Influence of ‘subjective norms’ on the perception of falls and falls prevention.
	4.8.4 Summary of key points.
	4.8.5. Validity in the Present Study.
	4.8.6. Strengths and Limitations.
	4.
	4.5.
	4.6.
	4.6.1.
	4.6.2.
	4.6.3.
	4.6.4.
	4.6.5.
	4.6.6.
	4.6.7.  Future research.

	4.7.
	4.8.
	4.9.  Conclusion

	CHAPTER 5 : PERCEPTIONS OF FALLS AND FALLS PREVENTION AMONG HEALTHCARE PROFESSIONALS; QUALITATIVE FOCUS GROUPS
	5.1 Chapter Overview
	5.2 Research Framework
	5.3 Introduction
	5.3.1 The Knowledge and Characteristics of HCPs to Deliver HCS.
	5.3.2 Construction of the Attitude of the HCP.
	5.3.3 Professional Competence in Clinical Practice.
	5.3.4 Summary and Rationale.
	5.3.5 Aim of the Study.
	5.3.5.1 Objectives.


	5.4 Method
	5.4.1 Study Design.
	5.4.2 Ethics and research governance.
	5.4.3 Sample size.
	5.4.4 Recruitment strategy and study population.
	5.4.5 Study Site.
	5.4.6 Data Collection.
	5.4.7 Procedure.
	5.4.8 Data Protection.
	5.4.9 Data Management.
	5.4.10 Participants’ Validation of the Transcripts.

	5.5 Data Analysis
	5.5.1 Reflexivity and Self-positioning.

	5.6 Findings
	5.6.1 Theme 1: Knowledge.
	5.6.1.1 Sub-theme: Education versus Experience in Falls-related Knowledge.
	5.6.1.2 Sub-theme: The definition of falls.
	5.6.1.3 Subtheme: Falls consequences.
	5.6.1.4 Subtheme: Falls risk factors.

	5.6.2 Theme 2: Attitudes.
	5.6.2.1 Sub-theme: Falls preventability.
	5.6.2.2 Sub-theme: Understanding older people’s point of view.
	5.6.2.3 Sub-theme: Optimism towards cross-generational reform.
	5.6.2.4 Sub-theme: Professional dominance.
	5.6.2.5 Sub-theme: Enhancing dependence.
	5.6.2.6 Sub-theme: Ageism.
	5.6.2.7 Sub-theme: Stereotyping.

	5.6.3 Theme 3: Practice.
	5.6.3.1 Sub-theme: HCPs’ sincerity to their job commitments.
	5.6.3.2 Sub-theme: Perceived role in preventing falls.
	5.6.3.3 Sub-theme: Perceived ways to prevent falls.


	5.7 Discussion
	5.7.1 Potential Facilitators and Barriers to Implementing Falls Prevention in Kuwait.
	5.7.1.1 Potential facilitators and barriers in knowledge.
	5.7.1.2 Potential facilitators and barriers in attitude.
	5.7.1.3 Potential facilitators and barriers in practice.

	5.7.2 Validity.
	5.7.3 Strengths and Limitations.
	5.7.4 Further Research.

	5.8 Conclusion

	CHAPTER 6 : GENERAL DISCUSSION
	6.1 Chapter 6 Overview
	6.
	6.1.
	6.2.  Summary of Thesis Findings (the contribution of the research to furthering knowledge)
	6.3.  Interpretation and Triangulation of the Thesis Findings
	6.4.  Limitations of the Thesis Findings
	6.5.  Recommendations and Research Implications
	6.
	6.4.

	6.2
	6.3
	6.4
	6.5
	6.5.1 Recommendations for future research questions, with relevant research methods.
	6.5.2 Recommendations and implications for theory.
	6.
	6.4.
	6.4.2.
	6.4.3. Recommendations for practice, research implications, and integrating falls prevention into practice.
	6.5.
	6.5.2.
	6.5.3.
	6.5.3.1.  Establishing falls prevention as a new national healthcare service.
	6.5.3.1.1. HCP Preparation to deliver falls prevention service.
	6.5.3.1.2. Suggestions for staff allocation.

	6.5.3.2. Raising public awareness.
	6.5.3.2.1. At a personal level.
	6.5.3.2.2.  At a family and peers’ level.
	6.5.3.2.3.  At a community level.



	6.6. Conclusion

	REFERENCES
	Appendix A Ethical approval
	Appendix B Ethical approval from ministry of health in Kuwait
	Appendix C Supplementary Information on the theoretical overview
	Appendix D English version of the invitation letter and Information sheet
	Appendix E English version of the interview guide
	Appendix F English version of consent form
	Appendix G Safeguarding protocol for older person
	Appendix H Audit Trail of Interview Analysis
	Appendix I Audit Trail of Focus Group analysis

