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Introduction. Falls among hospitalized patients continue to pose a serious threat to patient safety worldwide. Efective fall-
prevention education is considered vital for fall prevention. Nurses’ resilience and proactivity may improve the fall-prevention
education nurses provide to patients, but how to motivate nurses’ proactivity remains unsolved. Tis study aimed to examine
whether (1) nurse’s resilience and social capital are jointly associated with nurse proactivity and (2) adherence to procedures
further moderates the relationships between nurse proactivity and the fall prevention education provided to patients by the nurse.
Methods. A nested (∼3 patients per nurse) cross-sectional observational design has been employed in this study. 101 bedside
registered nurses were recruited from fourteen internal and surgical wards at a medium-size hospital. For each nurse, ∼3 of their
newly admitted patients were recruited (total of 271 patients). Nurses completed validated questionnaires on personal resilience,
social capital, following procedures, and sociodemographic data. Fall-prevention education was assessed via a short-structured
interview with patients. Hypotheses were analyzed using the Hayes PROCESS macro. Results. Social capital, nurse resilience, and
their interaction were associated with proactive behavior. Proactive behavior, adherence to procedures, and their interaction
(β� −0.57, p< 0.01) were associated with patient education for fall prevention given by nurses. Te moderated-mediation model
was signifcant under medium and high levels of social capital and low levels of adherence to procedures. Conclusion. Te study
highlights the importance of nurse proactivity in educating patients about fall prevention, especially when adherence to pro-
cedures in the ward is perceived as low. Furthermore, nurses’ proactivity can be promoted by nurturing both their resilience and
their social capital. Nursing managers should nurture proactivity at the work environment of the 21-century, by fostering
resilience and enculturing social capital. Concomitantly, employees should be educated at ways to promote personal resilience and
engage in wise proactivity.

1. Introduction

Falls among hospitalized patients continue to pose a serious
threat to patient safety worldwide [1, 2]. Te systematic
review by Morris et al., evaluating the efectiveness of
existing approaches to decreasing patient falls, indicates that
the rate of falls in acute hospitals, geriatric wards, and
emergency departments varies from 2 to 8 per 1,000 bed
days, with even higher rates in rehabilitation hospitals (3–16
per 1,000 bed days) [3, 4]. Around 30% of hospital falls are
estimated to have devastating consequences, including head
injuries, fractures, and death [1]. Te results of the meta-

analysis were inconclusive, concluding that none of the
strategies, other than patients’ education by staf and en-
vironmental adjustment signifcantly decreased patient falls
[1]. Moreover, the authors concluded that any strategy
addressing hospital falls as a component of patient safety
should incorporate a systematic approach, with crucial
support from hospital management [1, 5].

Te most prevalent organizational efort for preventing
patient falls focuses on developing clear protocols, policies,
and procedures [6]. In this vein, the Joint Commission
published a comprehensive fall prevention program in
healthcare, emphasizing individualized risk assessments,
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tailored interventions, a multidisciplinary approach, staf
education, and continuous monitoring to enhance patient
safety and reduce falls [7–9]. Such procedures can serve as
a guide for nurses in assessing, educating, and making
clinical decisions. Yet, these strategies (e.g., safety protocols,
nurse education, patient education, environmental adapta-
tions, use of assistive devices) are top-down, namely, ini-
tiated by hospital management. Tese “one size fts all”
approaches may not adequately capture the complex cir-
cumstances that characterize acute-care settings, thus ig-
noring the fact that patient falls are erratic events and often
difcult to predict [10, 11]. Fall-prevention intervention in
hospital requires more than just following rules and pro-
cedures. Tese fndings call for shifting attention to more
self-starting, future-focused, and change-oriented initiatives
of bedside nurses to decrease patient falls, such as those
focusing on nurses’ proactivity [12].

Te concept of proactivity involves employees taking
charge to make things happen rather than watching them
happen [13]. When employees are proactive, they act in
advance rather than react. Tere are several interwoven
defnite characteristics of proactivity at work. First, it is self-
initiated, namely, employees take initiative following their
interests, motivations, or beliefs, rather than due to being
instructed or demanded to do so by others. Second, it is
future-oriented, that is, it involves thinking about the future
over a long period of time and acting in advance, rather than
reacting to events that have already happened. Tird, it is
change- oriented, that is, it aspires and strives to improve or
alter the status quo in response to anticipated
challenges [12].

In nursing, nurses’ proactive behavior has been studied
and demonstrated to be benefcial [14]. Nurses’ proactive
behaviors in the operating room (e.g., anticipating surgeons’
needs, providing anticipatory assistance, and proactively
monitoring patient status during an operation) have been
shown to reduce surgical errors [15, 16]. Similarly, in-
troducing an intervention that fosters proactivity in the
emergency room demonstrated lower waiting times, hos-
pitalization rates, and hospital length-of-stay in the in-
tervention compared with a control group [17, 18].
Proactivity in the form of ofering recommendations to
other nurses for reducing errors has led to fewer errors in the
future [19]. According to Ferreira et al. [20], nurses’ pro-
active actions can positively afect a variety of areas related to
improving nursing practice and maximizing nursing re-
sources. As a result of the nurse’s proactive action, best care
practices are developed and implemented more efectively.
Alternatively, non-proactive attitudes result in nurses acting
automatically in their work and failing to anticipate prob-
lems [20]. Finally, in the specifc area of preventing patients’
falls, a recent observational qualitative study conducted by
Vechter and Drach-Zahavy [6] demonstrated that nurses
engaged in various proactive behaviors to prevent patient
falls. For example, they looked for signs indicating that
something bad could happen to the patient, checked pa-
tients’ mobility multiple times during the shift, gained more
information for their care, improvised, and increased edu-
cation for patients at risk. By contrast, nurses who did not

engage in proactive behaviors noted that “taking action is
probably unnecessary and redundant, as patients” falls are
beyond their control and there is nothing, they could do to
prevent their occurrence’ [6].

Tese fndings warrant further research on the mutual
efects of work procedures and nurse proactivity in de-
creasing patient falls. According to Parker’s conceptuali-
zation of proactivity, proactivity’s benefts hinge on its wise
execution, involving changes that optimize outcomes across
task, social, and resource calculations [21]. Strict adherence
to procedures in the ward may signal to nurses that pro-
activity is unnecessary, as it might needlessly deplete nurses’
resources and potentially harm relationships with patients or
staf [22]. Lower perceptions of adherence, however, act as
a signal for nurses to engage proactively, compensating for
perceived gaps in-patient safety protocols [23, 24].

Te literature review so far has focused on nurse pro-
activity and the circumstances (i.e., low compared with high
perceived work procedures) under which proactivity is
successful. We now turn to the personal and contextual
antecedents of proactivity [21, 24]. In line with previous
studies [6], we chose to focus on personal resilience, namely,
the ability of individuals to proactively monitor and an-
ticipate problems, to bounce back or cope successfully de-
spite adverse circumstances, and to restore safe conditions
after adverse events occur [25]. According to a qualitative
study, nurses characterized by resilience anticipated that the
patients might deteriorate and initiated behaviors that
prevented patients from falling [6]. However, based on
Parker’s theory of wise proactivity, participating in proactive
behavior may pose psychological risks, demanding signif-
cant persistence and potentially depleting psychological
resources, even for high-resilience nurses [22, 26]. Tus, we
assume that nurses will be better able to engage in proactive
behaviors when they have both internal resources captured
by resilience and external resources embedded in social
capital.

In short, social capital encompasses augmented re-
sources obtained from personal networks, allowing em-
ployees to identify proactive opportunities [27]. Workplace
social capital for nurses is defned as shared assets within
social relationships at work [28]. It comprises structural,
relational, and cognitive dimensions, facilitating in-
formation fow, trust, commitment, and common context,
which collectively motivate proactivity [28]. We hypothe-
sized that social capital moderates the relationship between
personal resilience and proactivity, as it provides resilient
nurses external structural, relational, and cognitive resource
pools essential to engaging in proactive behaviors. By
contrast, when social capital is low, resilient nurses may lack
the resources to engage in proactive behavior.

Tis study aims to develop and examine a moderated-
mediation model for proactivity in preventing patient falls
(Figure 1).

Te model suggests that nurse proactivity is the product
of personality, in terms of nurse resilience and situational
factors—perceived social capital. Te model further suggests
that the link between proactivity and preventing falls will be
moderated by perceived procedures in the ward. Preventing
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falls in this study was measured in terms of the patient’s
understanding of the education provided to them about
decreasing fall risks.

2. Materials and Methods

2.1. Design. Te study employed a cross-sectional, obser-
vational design.

2.2. Settings. Te study was conducted in 14 acute-care adult
wards of the internal medical and surgical departments of
a medium-sized hospital (N� 506 beds), Hillel YafeMedical
Center, Hadera, Israel. In Israel, each nurse is required to
provide patients with education on how to prevent falls
based on Joint Commission for Accreditation of Health Care
Organizations (JCI), Hospital Standards Manual: Fall Re-
duction Program—NPSG—Goal 9—09.02.01 [7].

2.3. Participants. Te sample included 101 bedside nurses
and ∼3 of their newly admitted patients. All participating
nurses met the following inclusion criteria: (a) a bedside
registered nurse, (b) with at least 1 year of experience, (c)
having direct responsibility for a newly admitted patient.
Participating newly admitted patients met the following
inclusion criteria: age greater than 18 years, stable health
condition, normal cognitive and mental functioning, and
comprehension of the Hebrew language. Patients were ex-
cluded if they were too ill to provide informed consent, as
determined by hospital staf, or unconscious or diagnosed
with cognitive impairment. Sample size of 101 nurses, with
an average of 3 patients per nurse (total of 271 patients), was
calculated according to recommendation of Snijders for
mixed model analyzes, considering a medium efect size,
a power of 0.80, and a signifcance level of 0.05.

From seven to eight nurses were selected via a conve-
nience sampling method from all nurses working in the 14
wards. For each nurse, three diferent encounters with newly
admitted patients (∼3 encounters per nurse with three
diferent patients) were randomly selected. Data were col-
lected from March through December 2021. Te research
questionnaires were distributed to the nurses during their
break time. Te dependent variable of fall-prevention ed-
ucation was assessed with a short-structured interview with
patients after their admission, conducted by research as-
sistant, a nurse by profession. To ensure nurses’ confden-
tiality, nurses labeled their questionnaires with a 4-digit
code, to allow us to combine nurse and patient data.

2.4. Measures. Resilience was assessed with the six-item
Brief Resilience Scale (BRS), adopted from Smith et al.
[29]. Nurses assessed on a 6-point Likert-type scale
(1� strongly disagree; 6� strongly agree) their agreement
with the items. An example item is: “It does not take me long
to recover from a stressful event” (Cronbach’s Alpha in
previous studies ranged from 0.80 to 0.91 [29], and in this
study, α was 0.70).

Proactive behaviors were assessed with a three-item scale
developed byMiron-Spektor et al. [30]. Nurses were asked to
report on a 6-point Likert-type scale the frequency with
which they engaged in the behavior (1� very infrequently;
6� very frequently). An example item is “How frequently do
you try to implement solutions to pressing organization
problems?” (Cronbach’s Alpha in previous studies was 0.75
[30], and in this study, α� 0.70).

Social capital was assessed with a questionnaire de-
veloped by Bolino et al. [22], consisting of three subscales
capturing the three dimensions of social capital: structural,
relational, and cognitive. Two items addressed the structural
dimension of social capital, for example, “Meeting between
nurses tends to be very informal in nature”; four items
addressed the relational dimension, for example, “Overall,
nurses at this hospital are trustworthy”; and four items
addressed the cognitive dimension, for example, “Nurses
share the same vision for the hospital.” Nurses reported on
a 6-point Likert-type scale (1� strongly disagree; 6� strongly
agree) their agreement with each item. To obtain the social
capital score, we averaged the items across the three sub-
scales (Cronbach’s Alpha in previous studies ranged from
−0.91 [22], and in this study, α� 0.85).

Adherence to procedures was measured with a fve-item
scale adopted from Miron-Spektor et al. [30]. Nurses were
asked to rate on a 6-point Likert-type scale (1� strongly
disagree; 6� strongly agree) their agreement with each item,
for example, “I make extensive use of the standards of our
organization/ward” (Cronbach’s Alpha on Previous studies
was 0.79, and in this study, α was 0.78).

Patient education for fall prevention was assessed with
a short, three-item structured interview with patients at
bedside. Te interview items were “Please explain your
understanding of why the hand bracelet is assigned to you”;
“Please explain the medications you consume and how they
might afect your risk of falling”; “Please clarify how you
were taught to behave to reduce the risk of falling.” Te
interviewer, a nurse by profession, rated the patient’s re-
sponse on a 3-point Likert-type scale (1� not at all,
2� partial, 3� complete). Items were rated on a 3-point
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Figure 1: Te research model.
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Likert-type scale (1� not at all, 2� partial, 3� complete).
Several steps were taken to validate the interview items. Te
internal reliability Cronbach’s Alpha was 0.74. Te content
validity index (CVI), capturing the extent to which the items
refect what they are intended to measure, was calculated.
Twenty-two experts were asked to examine each item and to
answer questions rated on a 5-point Likert-type scale (1� not
relevant; 5� very relevant). Example items are “Are all the
questionnaire items clear?”; “Do the questionnaire items
cover all the components of efective fall-prevention patient
education?”; and “Should items be added or removed to
cover the subject?” Te experts were three nurse experts,
three managers, fve preceptors, four nurses’ educators, and
seven bedside nurses. Te item CVI, calculated as the
proportion of participants rating the item as relevant/very
relevant and averaged across items, was 0.97. Tis index is
high and exceeds the acceptable standard of 0.80 recom-
mended by Polit and Beck [31]. Finally, the criterion validity
of the tool was established by calculating the correlation
between this new index and the checklist required by JCI [7]
regulations (r� 0.809).

Control variables. We controlled for the efects of nurse’s
gender, seniority, and job percentage, as these variables have
been shown to afect the quality of nurses’ care [32].

2.5. Statistical Analysis. Analysis was conducted with SPSS
version 25. Descriptive statistics included means and
standard deviations for continuous variables and per-
centages and ranges for nominal variables. A bivariate
correlation matrix for all study variables was also calcu-
lated. To test the hypotheses, we averaged patient edu-
cation scores across encounters, as the ICC revealed that
there was negligible variance within a nurse across the
three patients. Next, we analyzed the hypotheses using
Hayes’ PROCESS macro [33] (Model 21). Te model is
based on ordinary least squares with error terms calculated
by bootstrapping for models based entirely on observed
variables. Te indirect efects and 95% bias-corrected
confdence intervals were estimated using 5,000 boot-
strap samples [34].Te statistical signifcance was based on
a p value of 0.05.

2.6. Ethical Consideration. Te researchers ensured the
confdentiality and security of all participants using anon-
ymous questionnaires. Participation in the study was on
a voluntary basis.Te study was approved by the university’s
Committee for Ethical Research with Humans (#2294) and
Hillel Yafe Medical Center Helsinki Committee; approval
number was HYMC-0091-20. All participants (nurses and
patients) provided written informed consent.

3. Results

3.1. Sample Characteristics. A total of 101 nurses and 271
patients participated in the study. Te rate response of nurse
participants was 100%. Among nursing staf, 71 were female
(66.4%), the average age was 37 (±10) years, 69 (68%) had

professional experience of 10 years or less, and 70 (68.5%)
were employed full-time (Table 1).

Table 2 presents characteristics of the patient population.
Patients were predominantly female (158; 57.9%), the av-
erage age was 61.5 (±18) years, most had a basic education
(177; 65.5%) and nearly half were living with their families
(136; 50.2%).

Table 3 shows the means, standard deviations, and
correlations for the main variables in our study. We observe
that the three demographic variables gender, seniority, and
job percentage were structurally associated with the main
variable; therefore, we added these as control variables to the
regression.

Signifcant positive correlations were found between
nurse resilience and nurse’s proactive behaviors (r� 0.24,
p< 0.05) and between nurse resilience and social capital
(r� 0.23, p< 0.05), whereas no signifcant correlation was
found between nurse resilience and patient education
(p> 0.05). Furthermore, signifcant positive correlations
were found between social capital and proactivity (r� 0.28,
p< 0.01) and between social capital and adherence to
procedures (r� 0.30, p< 0.01), whereas the correlation be-
tween social capital and patient education was not signifcant
(p> 0.05). Finally, a signifcant positive correlation was
found between nurse proactivity and adherence to pro-
cedures (r� 0.41, p< 0.01), whereas the correlation between
proactivity and patient education was not signifcant
(p> 0.05). Tese fndings provide initial support for our
moderated-mediation model, suggesting that the relation-
ship between nurse resilience and patient education are not
direct but that proactivity is instead the product of the
interaction efect of resilience and social capital, and that it
thus afects patients’ education through the moderated efect
of adherence to procedures.

To test the joint efect of nurse resilience and social
capital that will promote patient education for fall pre-
vention through its relationship with proactive behavior,
and consequently, increase the outcomes of patient edu-
cation only under high as compared with low level of ad-
herence to procedures, which referred to the moderated-
mediation model, we employed Hayes’s PROCESS analysis
[26] (Model 21). To test the association between proactive
behavior and patient education for fall prevention, we an-
alyzed the direct efects of proactive behavior, adherence to
procedures, and their interaction on patient education for
fall prevention (Table 4, patient education column). Pro-
active behavior (β� 3.01, p< 0.01) and adherence to pro-
cedures (β� 2.69, p< 0.01) were positively associated with
patient education.

Table 4 presents the results of the regression analyzes.
Te efect of two levels of social capital (high and me-

dium) and one level of adherence to procedures (low) on the
association between nurse’s personal resilience and patient
education for fall prevention in the mediation of nurse’s
proactive behavior is presented in Table 4.

Additionally, we analyzed the efect of the control var-
iables (gender, seniority, and job percentage), and the in-
dependent variables of nurse resilience and social capital and
their interaction on proactive behavior (Table 4, patient

4 Nursing Forum



education column). Seniority and job percentage were
positively and signifcantly associated with proactive be-
havior (β� 0.11, p< 0.05; β� 0.27, p< 0.05) respectively.
Social capital (β� 0.13, p< 0.06) was positively associated
with nurse resilience (β� 0.18, p< 0.05), as was the two-way
interaction efect of resilience and social capital (β� 3.01,
p< 0.01). Te interaction efect exhibited in Figure 2 sug-
gests that the positive association between nurse resilience
and proactive behavior was stronger as social capital
increased.

Finally, the two-way interaction efect of proactivity and
adherence to procedures was signifcant (β� −0.57, p< 0.01;
Figure 3). Te higher the adherence to procedures, the more
negative the relationship between nurse’s proactivity and
patient education, as presented in Figure 3.

Te whole model was signifcant under high and me-
dium levels of social capital, and low level of adherence to
procedures on the association between nurse resilience and

patient education in the mediation of proactive behavior, as
shown in the bottom of Table 4. Te association between
personal resilience and patient education was no longer
signifcant under joint circumstances of low nurse perceive
of social capital and two levels (high and medium) of ad-
herence to procedures.

4. Discussion

To reduce the incidence and severity of falls among hos-
pitalized patients, this study explored novel ways to improve
their fall-prevention education by nurses. Ultimately, the
fndings show that nurse proactivity plays a critical role in
improving fall-prevention education of patients, but they
also identify nuances of the organizational strategies that can
nurture proactivity and ensure its success. Briefy, the
fndings show that nurses’ personal resilience and social
capital are jointly essential for nurturing proactivity. Also,
proactivity is associated with better patient education by
nurses precisely when ward procedures are perceived as low,
forcing the nurse to initiate behaviors to ensure patients’
safety. In this way, the fndings extend current knowledge on
nursing safety care, personal resilience and proactivity in
several ways.

First, as opposed to previous fndings showing a positive
relationship between personal resilience and nurses’ work
behaviors such as better performance of nursing care [35, 36]
or enhanced safety performance for nursing staf [37], our
study showed, that nurse resilience alone is not sufcient to
motivate proactive behavior, as the relationship between
nurses’ proactivity and outcomes critically depends on their
perception of social capital. A possible explanation for the
discrepancy between our fndings and those of others is that
proactivity is a resource-consuming activity [12, 21]. Despite
the fact that personal resilience, by defnition, refers to the
ability to anticipate, prepare for, cope with, and adapt to
adverse circumstances, all characteristics of proactive

Table 1: Sociodemographic characteristics and working data of the study sample: nurses (n� 101).

Age mean± SD 37.34± 10.10 (min� 24, max� 66)
Gender n (%)
Male 30 (33.6)
Female 71 (66.4)

Level of education n (%)
First-level degree (bachelor’s in nursing or equivalent title) 82 (80.2)
Second-level degree (MA) 19 (19.8)
Post-registration courses (specialist programs) n (%) 42 (41.2)

Years of work experience Mean 8.76± 9.67 (min� 1, max� 45)
<10 n (%) 69 (68)
10–20 n (%) 18 (18.1)
<20 n (%) 13 (12.9)

Working area n (%)
General hospital wards 57 (57.8)
Surgical hospital wards 43 (42.2)

Job percentage
Full time job 70 (68.5)
Part time job 31 (31.5)

Table 2: Sociodemographic characteristics of the study sample:
patients (n� 271).

Age mean± SD 61.50± 18.41 (min� 18, max� 97)
Gender n (%)
Male 158 (57.9)
Female 113 (43.1)

Residence status n (%)
Living alone 47 (17.3)
Living with partner 61 (22.5)
Living with family 136 (50.2)
Living with caregiver 27 (10)

Level of education n (%)
No education 2 (0.7)
Primary school 94 (35.6)
Secondary school 83 (29.9)
High school 34 (12.8)
Academic 58 (21.7)
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behavior [6], nurses may not behave in accordance with their
own tendencies in the workplace, if they lack adequate re-
sources to do so [12, 21]. Accordingly, our fndings show that
proactive behavior occurs only when personal resilience (i.e.,
an internal resource) is paired with high perceptions of
social capital (i.e., an external resource). In order for high-
resilient nurses to act proactively, they must believe they are
operating on “safe ground,” which is a ward with open
communication channels among leaders and co-workers
and trusting relationships and shared goals. By contrast,
a low level of social capital, personal resilience, or both
discouraged nurses from taking proactive measures.

Another interesting insight is that proactivity is not
always efective in-patient fall-prevention education. In
contrast to studies showing direct positive relationships
between nurses’ proactivity and reduced care errors [19],
prioritizing patient needs beyond organizational issues and
cost-efciency [18], and initiating behaviors to prevent
patient falls [6], our study showed that acting proactively
may not always be efective. Proactivity was associated with
higher levels of patients’ understanding the provided edu-
cation only when nurses perceived low procedures on the
ward; nursing proactivity was not associated with it when
nurses perceived a high level of procedures. Tis fnding
accords with Parker et al. s’ wise proactivity model, which
asserts that successful proactivity depends critically on the
proactive person’s detailed understanding of the strategic
and relational circumstances prevalent in the ward and their
own resource capacity to execute the innovation. Tus,
nurses’ perception of low procedures in the ward signals that
proactivity is needed to improve patient care. Under these
circumstances, the nurse senses that proactivity may align
with patients’ interests, will draw few or no sanctions from
co-workers, and thus that resource investment in proactivity
is wise. Alternatively, when procedures are regarded as high,
nurses may believe that patient care is guaranteed, and thus
that their actions are unwarranted. A high perception of
ward procedures does not motivate nurses to act proactively,
because there is no need (low “reason to”) and little in-
spiration (low “energized to”) to do so [12, 38].

Furthermore, our fndings support previous studies
demonstrating that strict enforcement of fall-prevention
procedures does not guarantee reduced rates of falls in

hospitals [1]. Conversely, as mentioned, perceived low levels
of procedures led to proactive behavior to ensure patient
safety. Te f fndings in line with Katz-Navon et al, who
found that too many and too detailed procedures may de-
emphasize safety prioritization and increase medication
errors. However, our fnding may explain why low perceived
procedures improve patient safety: the perception of low
procedures may motivate nurses to act proactively because it
may provide both the “reason to” and the “motivation to”
ensure patient safety. In other words, proactivity may
compensate for low procedures, and, vice versa, high pro-
cedures may compensate for low proactivity, highlighting
the urgent need for managers to fnd ways to balance be-
tween the two.

Finally, our fndings support our overall moderation-
mediated model demonstrating that personal resilience is
not directly linked to fall-prevention patient education, as
might be expected from previous studies on nurses’ resil-
ience [39, 40]. Instead, our fndings indicate that nurses’
proactive behavior plays a key role in this link and delineate
the nuanced strategies organizations should employ to
cultivate proactivity, and to guarantee its success.

4.1. Limitations and Suggestions for Further Research. Our
study employed a cross-sectional design, which limits our
ability to provide causal explanations. As for the study
measures, nurse proactivity was assessed via a self-reported
questionnaire that could be biased. Moreover, the “good
impression bias” resulting from the presence of an observer
in patient-provider encounters is considered minimal, given
that healthcare providers typically acclimate swiftly to the
observer’s presence and tend to manifest their natural be-
havior [41]. It is essential to note that certain factors, such as
the ward’s risk systems and staf training, known to reduce
patient falls and patients’ delirium and cognitive impair-
ment, known to enhance it were not considered in our study.
Tese elements could be explored in future studies, possibly
in conjunction with nurses’ resilience and proactivity. Ad-
ditionally, future investigations might delve into managerial
strategies (e.g., leadership style; [35]) or personal charac-
teristics (e.g., paradoxical thinking; [30]) that enable nurses
to navigate the paradox between adhering to procedures and
acting proactively.

Table 3: Means, standard deviations, and correlations.

Variables Mean SD 1 2 3 4 5
(1) Patient education 4.33 0.84 (0.74)
(2) Nurse resilience 5.01 0.57 0.13 (0.70)
(3) Proactive behavior 4.62 0.80 −0.12 0.24∗ (0.75)
(4) Social capital 5.50 0.51 −0.12 0.23∗ 0.28∗∗ (0.85)
(5) Adherence to standards 4.16 0.61 −0.05 0.23∗ 41∗∗ 0.30∗∗ (0.78)
N� 101. Internal reliabilities (alpha coefcients) are in parentheses on the diagonal. ∗p< 0.05, ∗∗p< 0.01.
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5. Conclusion

Te study focused on nurse proactivity and highlighted its
role in in educating patients about fall prevention by the
nurse. In line with Parker et al.’s wise proactivity model, we
found that the additive efects of personal resilience as an
internal resource and social capital as an external resource
were associated with nurse proactivity. Furthermore, our
fndings demonstrated that low perceptions of the ward’s
procedures motivated nurses to act proactively on behalf of
patients’ education for fall prevention [42, 43].

6. Practical Implications

Te results hold signifcant implications for nursing leaders
and managers striving to minimize in-patient falls by pro-
moting safe and quality care among nurses through the
cultivation of workplace proactivity. Recognizing that
proactivity consumes resources and may impact the well-
being of proactive nurses, organizations should support such
behavior by providing backup, acknowledging proactive
eforts, and fostering a secure environment. Additionally, in
building social capital as a resource reservoir, organizations
should establish open communication channels and em-
phasize the development of a shared vision. Concomitantly,
nurses should be educated at ways to promote personal
resilience and engage in wise proactivity.
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