A MULTIFACTORIAL APPROACH TO THE PREVENTION OF FALLS
IN OLDER ADULTS (65 years and older)

1. SCREENING IN THE COMMUNITY

. ASK:
Negative 1. “In the past year, have you had a fall (including a slip or trip where

If “no” falls or only 1 you lost your balance and ended up on a lower level)?”

non-injurious fall and no 2. “Has that happened more than once?”

balance and mobility ’ 3. “Did you hurt yourself?” “If so, how?”

problems, provide: < OBSERVE:
Note any balance & gait (mobility) problems by observing/asking
clients or having them complete the “Timed Up and Go” (TUG) test

v

2. GENERAL ADVICE

Positive
A. Keep active . .
B. Check your Medications If “yes” to more than one slip, trip or fall, an injurious fall
-Vitamin D and Calcium or balance and mobility problems, conduct:

C. Watch your step ¢

D. Falls prevention materials
E. Instructions on “How to get
up from a fall”

3. MULTIFACTORIAL FALLS RISK ASSESSMENT

A. Fall history
B. Health factors such as:

Neurological conditions
Musculoskeletal conditions
Cardiovascular conditions;

Postural hypotension,

Impaired vision;

Presence of osteoporosis/fracture risk
Lower urinary tract symptoms

Fear of falling
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. Medications
. Gait, balance and strength
. Environmental factors
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4. INTERVENTIONS AND SPECIAL TOPICS:

. Management of medical risk factors for falls

. Medication review and modification

. Physical activity/exercise

. Consider referral to health care professionals

. Environmental evaluation/modifications

. Dealing with Fear of Falling

. Falls and Cognition

. Falls prevention education and behaviour change
Instructions on “How to get up from a fall”
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Resources for Practitioners:
e Seniors’ Falls Injuries in Alberta www.acicr.ualberta.ca

1. SCREENING IN THE COMMUNITY:

Ask

1. “In the past year, have you had a fall (including a slip or trip where you lost your balance
and ended up on a lower level)?”

2. “Has that happened more than once?”

3. “Did you hurt yourself?™ If so, how?”

Observe
Note any balance & gait (mobility) problems by observing clients or having them complete the
“Timed Up and Go” (TUG) test or the “Get Up and Go” test. “Timed Up and Go” Test Video

Positive
If “yes” to more than one slip, trip or fall, an injurious fall or balance and mobility problems,
conduct Multifactorial Falls Risk Assessment

Negative

If “no” falls or only 1 non-injurious fall and no balance and mobility problems, provide General
Advice

SCREENING IN ACUTE CARE

There are a few fall risk screening tools that have been validated for use in the acute
care setting. Ensure users are oriented to their correct use and scoring. Some
examples of screening tools are:

e Schmid Fall Risk Assessment Tool
e Morse Fall Scale
e STRATIFY

SCREENING IN CONTINUING CARE

For residents in the continuing care setting, it is felt by many that all residents are assumed to
be at risk to fall, and therefore ‘screening’ is not necessary or helpful. For this reason,
clinicians often do not screen, but instead move directly to the multi-dimensional assessment
of residents’ fall risk.
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2. GENERAL ADVICE:

2A. Keep Active

According to the World Health Organization the greatest health risk for older adults is
living an inactive life.

Physical activity can prevent the onset of impairments which lead to an increased risk
for falls.

Healthy older adults should participate in at least 30 minutes of moderately hard
activity on most or all days of the week. A moderately hard activity is one where heart
rate is increased and the person can still talk while doing the activity. Older adults
should speak to their physician prior to participating in any new physical activity.
Older adults should participate in activities which are enjoyable but which will also
maintain strength, balance, endurance, coordination and flexibility. There are many
programs for healthy older adults to choose from such as Tai Chi, strength training,
walking, water fitness, and dancing.

Resources for Practitioners:

Examp

Link to

2B. Ch
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Preventing Falls through Physical Activity: A Guide for People Working with Older
Adults

Active Living Coalition for Older Adults

Alberta Fitness Leadership Certification Association

Physical Culture Association of Alberta

Move 'n Mingle

Canadian Society for Exercise Physiology

Factors to Consider When Choosing a Trainer

les of Resources for Clients

Be Falls Smart in What You Do - Physical Activity

Active Independent Aging: A Community Guide for Falls Prevention and Active Living
Canada's Physical Activity Guide to Healthy Active Living For Older Adults

The Rural Route to Active Aging

Programs in Alberta
InformAlberta
eck your Medications

All medications including prescription, over-the counter, vitamins, herbs and other
natural health products should be reviewed by a doctor, nurse practitioner, or
pharmacist annually.

As people age, the way some medications work can change and increase the risk of
falling.

Tools are available to assist older adults to keep track of medications and to think of
questions to ask their health care professional.
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1. Vitamin D and Calcium

Individuals can be referred to their physician or health care provider to find out if they
are at risk of vitamin D deficiency or osteoporosis. Although osteoporosis is not usually
the direct cause of falls, bone health should be optimized to minimize the chance of a
fracture with a fall. Optimal intakes of calcium and Vitamin D are factors contributing to
bone health. Low Vitamin D levels are associated with decreased muscle strength,
poorer physical performance and a higher rate of falls as well as increased risk for
osteoporosis.

For adults age 50 years and older Osteoporosis Canada recommends 1200 mg of
elemental calcium daily. This includes the amount of calcium consumed in foods or
beverages, as well as supplements. Calcium is best absorbed when taken in smaller
doses (e.g. 500 mg per dose). The amount of calcium in foods can be found at:
http://www.osteoporosis.ca/index.php/ci_id/5535/la_id/1.htm

Osteoporosis Canada recommends that adults over the age of 50 who are at risk of
Vitamin D deficiency should receive at least 800-1000 units of vitamin D as a
supplement and that doses up to 2,000 units per day would be safe with no
requirement for monitoring.

Daily Recommended Intakes (DRI) are aimed at a generally healthy population - they
are not therapeutic recommendations. The recent Clinical Practice Guidelines
released by Osteoporosis Canada (2010) (see http://www.osteoporosis.ca ) and
endorsed by Dietitians of Canada are not at odds with the revised DRI for calcium and
vitamin D. It is important that those individuals at risk for osteoporosis, or who are
under treatment for this disease, should have their nutritional intake evaluated by a
Registered Dietitian and appropriate counselling provided to ensure that intake is
aligned with the Clinical Practice Guidelines.

2. Alcohol

As people age, their bodies do not break down alcohol as efficiently. It is best to
minimize the use of alcohol as even a small amount could increase the risk of falling.
The combination of alcohol and a sedating medication like a sleeping pill is particularly
risky. If older adults are unsure about the amount they can safely drink, they should
speak to their doctor, pharmacist or nurse practitioner.

Resources for Practitioners:

Drugs and The Risk of Falling
Toward Optimized Practice (TOP) Clinical Practice Guidelines for the Diagnosis and
Management of Osteoporosis

Examples of Resources for Clients
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Be Falls Smart in What you Do - Medications
Knowledge is the best medicine

Medication Record Book

Dietitians of Canada

Health Canada

'It's Okay to Ask'

Sleep Hygiene
Medication and Herbal Advice Line 1-888-944-1012
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2C. Watch your Step

e Older adults can use a home safety checklist to examine their home for environmental
risks.

o If risks are identified in or outside the home and assistance is needed to remedy the
risk, older adults can call: Health Link Alberta 1-866-408-LINK (5465)

e In situations where older adults or their families are unable to perform a home safety
check list and when older adults at high risk for falls are discharged from hospital, a
referral to an occupational therapist or Home Care clinician may help to address
environmental risk factors. Contact your local Community Care Access.

e While in-home assessments require more resources, it has been found that clients
who received in-home assessments were more likely to be motivated to act on the
information and implement the changes.

e Older adults should have their vision checked annually. Conditions like macular
degeneration, glaucoma, cataracts or wearing glasses with an incorrect prescription
can limit vision and increase the risk of falling.

e Wearing supportive shoes and clothing that does not drag on the floor can reduce the
risk of falling.

e Outdoor hazards and hazards in public buildings should be reported to local
government.

Examples of Resources for Clients:

Have a Safe Home

Check for Safety - A Home Fall Prevention Checklist for Older Adults
Be Falls Smart in Your Home

Be Falls Smart in Your Community

Be Falls Smart in Footcare and Footwear

Be Falls Smart in Using Transportation

Be Falls Smart in What You Do

Ideal Shoe

Stair safety
Winter safety

2D. General Falls Prevention Materials

These sources of information will provide general falls prevention information for older
adults:

e Take Action - Prevent a Fall Before it Happens
e A Million Messages for Seniors' Falls Prevention
e Active Independent Aging - A Community Guide for Falls prevention and Active Living

2E. How to Get up From a Fall

Older adults are often unsure of how to get up from a fall. Information on how to safely
get up or how to safely help someone else get up may be downloaded here. Have the
client practice this in your presence whenever possible. Printable copies of resources on
how to get up from a fall are available in multiple languages on the Finding Balance
website under the “Practitioner” tab.
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3. MULTIFACTORIAL FALLS RISK ASSESSMENT

e Older adults with a positive fall risk screen should have a multifactorial falls risk
assessment performed to identify predisposing and precipitating factors.
Individualized interventions based on the assessment can then be implemented for the
identified modifiable risk factors.

o Detailed assessments are often completed by the health care professional with the
most expertise in that specific area. The critical point is that the multifactorial
assessment should be done by a clinician (or clinicians) with the skills and
competencies required. In certain circumstances a referral to a specialist (e.g.,
geriatrician) or a specialty service (e.g., Falls Clinic) may be required.

e The success of the assessment depends on whether the recommendations arising
from it are acted upon. Suggestions to alter behaviours that increase fall risk for the
older person have to be presented in a manner likely to induce behavioural change.

e Assessment tools can be used to tailor interventions to individual risk profiles. There is
no one assessment tool that addresses all risk factors.

e While screening tools have been used to predict the level of risk of falling (low,
medium and high), they do not predict which people from these groups will actually fall.
There has been controversy about the use of these tools.

o If seen immediately after a fall, the older adult should be examined for signs of
physical injury. Some organizations have a formal post-fall assessment protocol. (See
3A for examples)

o Before deciding on tools to be used for screening for fall risk, identifying fall risk
factors, or assessing identified risk factors, consider the following: purpose, cost, ease
of use, training requirements, potential for acceptance, evidence of reliability and
validity, and consistency of content with known risk factors.

e A comprehensive multi-factorial fall risk assessment has many components. There
are many tests that have been shown to have good validity and reliability in different
settings when used by those trained in their use. Some of these tests, as identified by
the Canadian Fall Prevention Curriculum [2007], include:

1. Community - Timed Up and Go Test, 5-minute Walk, 5-step Test, Functional
Reach, Clinical Test Sensory Interaction for Balance, Floor Transfer, Maximum
Step Length

2. Supportive Housing - BERG Balance

3. Residential - Mobility Fall Chart, Area Ellipse of Postural, Tinetti Balance
Subscale

4. Acute Care - Schmid Fall Risk Assessment, STRATIFY, Morse Falls Scale

Note that all of these tools listed above are considered ‘screening’ tools, but they
can be used to lead in to a more in-depth fall risk assessment. Each, by itself, does
not constitute a multi-factorial fall risk ‘assessment’.

Resources for Practitioners
e Examples of Falls Risk Screening Tools for Acute Care Settings

e Schmid Fall Risk Assessment Tool
e Morse Fall Scale
e STRATIFY
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3A. Falls History

A history of falls and their circumstances should be completed including date, time of day,
location, and circumstances (e.g. what the client was doing at the time of a fall, person's
perception as to the cause, associated symptoms preceding and after the fall), injuries, post-
fall interventions, and severity and duration of any changes in ADL/mobility status and in
client's confidence walking/fear of falling. Resources for Practitioners:

Examples of post fall history forms/reviews:

SPLATT

Acute Care Post Fall Review

Assisted Living Facility Post Fall Review

Assisted Living Post Fall (or Status Change) Process

Critical Thinking Document: Fall Risk Factors in Acute Care

Critical Thinking Document: Fall Risk Factors in Assisted Living Facilities

ok whpE

3B. Health Factors

Many health factors can contribute to fall risk and be screened. Assessments should be done
by a clinician with the required skills and competencies in that area.

Client history should include:

Medications (See section 3C for more detail)

Use of alcohol including nightcaps

Acute and/or chronic medical problems

Functional abilities (assessment of basic and instrumental activities of daily living)
Mobility

Lower urinary tract symptoms (urinary urgency, frequency, nocturia and urge
incontinence )

Physical exam should include:

1. A targeted neurological examination including mental status, lower extremity strength (e.g.,
can the patient stand from sitting without using their arms?), vestibular function (e.g., detection
of movement-provoked dizziness by first shaking the head side-to-side and then nodding it up
and down, head impulse test if trained to do it and there are no contraindications such as
severe cervical arthritis), lower extremity sensation & reflexes, search for extrapyramidal signs
(e.g., tremor, rigidity, akinesia, and postural instability — TRAP), and coordination.

2. A targeted musculoskeletal examination focusing on the lower extremities (joints, range of
motion, pain, deformities) and feet/footwear (foot problems, especially painful ones such
plantar fasciitis and multiple ones, are associated with an increased risk of falling; in-home
falls have been associated with being barefoot or wearing socks without shoes and slippers)

3. A cardiovascular examination including heart rate and rhythm, and postural pulse and blood
pressure
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4. Assessment for orthostatic (postural) hypotension:

To assess for orthostatic hypotension have the client lying down for between 5 to 10
minutes, and then measuring blood pressure while standing. Orthostatic hypotension
is present if there is a drop of at least 20 mm Hg in systolic blood pressure or of at
least 10 mm Hg in diastolic blood pressure within 3 minutes of standing. Measuring
after sitting (not lying) will miss some cases. There is some controversy regarding how
long to wait after standing before measuring BP. Generally the standing BP is
measured at 1 minute (for screening purposes a single 1 minute reading is usually
sufficient) and 3 minutes after standing.

5. Impaired vision

A process to ensure regular vision assessments may be helpful. Assessments should
ideally include:

Acuity

Contrast sensitivity

Depth perception

Visual field loss

Glasses — check if using multifocal/ bifocal and/or transition (photochromic)
lenses

O O 00O

Some aspects of a thorough visual assessment (e.g., contrast sensitivity, depth perception,
visual field losses) especially if the deficits are subtle would require the involvement of an
optometrist or ophthalmologist.

6. Assessment for osteoporosis

Ask about osteoporotic fractures and any prior bone mineral density determinations
Ask about historical heights and measure current height. See what the difference
might be. A historical height loss of > 6 cm suggests the presence of vertebral
fractures.

Measure the occiput-to-wall distance. An occiput-to-wall distance of > 5 cm indicates
the presence of kyphosis possibly from vertebral fractures

Check rib to pelvis distance. Two finger's breadth or less suggests the presence of
vertebral fractures. (2010 Clinical Practice Guidelines for the Diagnosis and
management of Osteoporosis in Canada)

7. Lower Urinary Tract Symptoms (LUTS):

April 2011

e Certain LUTS (i.e., urge incontinence, mixed incontinence, overactive bladder
symptoms like frequency and urgency, nocturia 2-3+ per night) are associated with
a moderate (i.e., 1.3-2.0 fold) increase in the risk of falls among older individuals.**
The association with overactive bladder symptoms and falls could be explained by
rushing to the toilet and/or the distress/anxiety related to the aftermath of not being
able to get to the toilet in time. The cognitive demands of performing multiple tasks
simultaneously such as walking quickly, concentrating on controlling the flow of
urine, and negotiating household obstacles in order to get to the toilet are not
trivial and may have detrimental effects on balance in older individuals. Sleep
patterns can be altered by nocturia. Disruptive sleep might lead to day-time
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symptoms such as dizziness and drowsiness. Poorly lighted night-time journeys to
the toilet in a drowsy state after rapidly going from lying to standing could be
associated with falls. Slipping on urine could be a rare cause of falls.

e There are stronger individual risk factors for falls such as a history of falls and
balance/gait abnormalities. The prevalence of LUTS and falls both increase with
age - their occurrence together could be from chance. Any association between
falls and incontinence could be due to common risk factors (e.g., limited mobility,
cerebrovascular disease). The effect of treating LUTS on subsequent fall risk is
currently unknown. First-line potential interventions would include behavioural
strategies and lifestyle measures. Medications (e.g., anticholinergics, a-blockers)
would be an option but might increase fall risk themselves because of potential
adverse effects (e.g., dizziness, orthostatic hypotension, cognitive dysfunction
and/or impaired psychomotor performance from central anticholinergic effects).

e Older patients being evaluated for falls should be asked about LUTS. A
questionnaire such as the Bladder Control Self-Assessment Questionnaire (B-
SAQ) could be used. If relevant symptoms are detected, interventions to further
assess and/or treat them should be considered as part of the treatment plan.

G. Assessment of Fear of Falling

Sec

Sec

A variety of other factors increase the risk of future falls including fear of falling, which
can be assessed using the Falls Efficacy Scale-International (FES-I).

tion 4A discusses interventions regarding medical management.

tion 4F discusses interventions regarding fear of falling.

Resources for Practitioners:

Examples of Toward Optimized Practice (TOP) Clinical Practice Guidelines for the
Diagnosis and Management of Osteoporosis

Examples of cognitive assessments include: Standardized Mini-Mental Status Exam
(SMMSE), Montreal Cognitive Assessment (MoCA)

Overactive Bladder Awareness (OAB) Tool (Add link www.oabg.com)

The Bladder Control Self-Assessment Questionnaire (B-SAQ)

Overactive Bladder Tool

Examples of Resources for Clients

Managing Postural Hypotension

3C. Assessment of Medications

April 2011

A comprehensive medication review by a physician, nurse practitioner, or pharmacist
should be conducted on all older adults who have had multiple falls and /or an injurious
fall.

All medications, their doses and frequency of use should be reviewed at least
annually.
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In clinical practice there is continuous weighing of the relative benefits and risks of the

medications that are prescribed. It may not be possible to eliminate medications that

increase the risk for falls because they are necessary for other health problems.

The medication review should include the following:

List of medical conditions/diagnoses/health problems

Medications prescribed

Non-prescription medications

Natural health products

Description of how the client is actually taking the drug products

Identification of any condition not treated or undertreated

Identification of any drug product without an indication

Identification of any drug being misused (e.g. excessive duration or dose)

Identification of any high-risk medication being used

0. Review of treatment for bone health including over the counter Calcium and
Vitamin D

A medication review can be done in the community, hospital, or institutional setting.

Information about medications (including requests for reviews) should be

communicated during transitions in care and should be provided to the older adult

and/or caregiver.

BOooo~NOGOA~WNE

Example: if a client is started on a benzodiazepine in hospital, it should be re-evaluated
upon discharge as it may not be required long-term.

Older patients on 4+ prescription medications have a higher risk of falling than those
taking fewer medications. However, the number is perhaps less important than
considering the type, duration and dosage.
Certain types of medications are associated with a higher risk of falling. High risk
medications include:
1. sedative-hypnotics (e.g. benzodiazepines and other sleeping pills)
2. antidepressants (e.g. tricyclic antidepressants, selective serotonin reuptake
inhibitors)
3. neuroleptics (also known as antipsychotics or tranquilizers)
Drugs of moderate/low risk include:
1. Anticonvulsants
2. Cardiovascular agents that lower blood pressure such as antihypertensives (in
general), anti-arrhythmic medications (e.g. digoxin), beta-blockers, peripheral
vasodilators, and nitrates are more weakly associated with a risk for falls.
Medications used inappropriately, such as opioids (narcotics) or oral hypoglycemia
agents and insulin, may increase the risk for falls.
Eye drops or gels may also increase fall risk if they adversely affect vision.
As people age, their bodies do not break down alcohol as efficiently. It is best to
minimize the use of alcohol as even a small amount could increase the risk of falling.
Combining alcohol with sedatives is not recommended. Alcohol, including beer, wine,
spirits and night caps, can have this effect. If older adults are unsure about the amount
they can safely drink, they should speak to their doctor, pharmacist or nurse
practitioner.

Resources for Practitioners:
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Drugs and The Risk of Falling
Calcium supplements
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Section 4B discusses interventions regarding medication management.
3D. Assessment of Gait, Balance and Strength

e Screening tools such as the Timed Up and Go test are used to predict risk to fall and
can be used by any health care provider trained in their use.

e Once an older adult has been identified as having decreased lower extremity strength
or impaired balance and /or gait through initial fall risk screening tools or simple
observation, then the client should be referred to a physiotherapist for a detailed
assessment of the physical factors which may be contributing to fall risk.

e Assessment tools are used to evaluate the components of impaired balance,
decreased strength and abnormal gait and need to be chosen for how well they are
able to detect the individual's impairments.

1. No one testis able to assess all components.
2. Examples of standardized tools available to a physiotherapist would be (but not
limited to):

BERG Balance Scale

Fullerton Advanced Balance Scale

Dynamic Gait Index

50'/30' walk test

Seniors Fitness Test

Modified Clinical Test of Sensory Integration of Balance

Chair Stand test (also called 30 Second Sit Stand)

e A comprehenswe physiotherapy assessment would include assessment of the
systems essential for balance including the motor, sensory and cognitive systems.

e This assessment could include tests to determine:

Lower extremity strength

Balance (dynamic and static)

Sensory impairment

Range of Motion

Endurance

Posture

Coordination

Flexibility

Functional ability

10. Foot examination

11. Pain

12. Ability to divide attention between two tasks

13. Upper extremity strength

14. Vestibular Function - Some physiotherapists are able to provide a vestibular
assessment for clients

NookrwbE
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Section 4C discusses interventions regarding management of gait, balance, strength, and
mobility impairments.

3E. Assessment for Environmental Hazards
e Older adults can use a home safety checklist to examine their home for environmental

risks. If risks are identified in or outside the home and assistance is needed to remedy
the risk, older adults can call: Health Link Alberta 1-866-408-LINK (5465)
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In situations where older adults or their families are unable to perform a home safety
check list or where an older adult is being discharged from hospital following an
admission for a fall-related fracture and/or with decreased mobility, a referral to an
occupational therapist or Home Care clinician may help to address environmental risk
factors. Contact your local Community Care Access or rehab practitioner.
While in-home assessments require more resources, it has been found that clients
who received in-home assessments were more likely to be motivated to act on the
information and implement the changes.
There are screening environmental assessments that can be done by any health care
provider. One standardized evaluation tool that any health provider can use is called
the Home Falls and Accidents Screening Tool (Home FAST). It is a 25 item checklist
and has established reliability and validity.
Older adults may be unaware that many assistive devices can be fully or partially
funded. Contact Home Care or a local rehab provider for information regarding funding
sources (e.g. Alberta Aids to Daily Living)
A referral to an occupational therapist (OT) may be appropriate for older adults
identified as having feet and footwear issues, numerous environmental hazards, and
challenges with transfers, or if cognition or perception appears to be impacting their
ability to safely get around in their environment. See section 4D.
If the individual has severe visual impairment, identification and modification of
environmental hazards by an occupational therapist can decrease the risk of further
falls. Also a referral to CNIB may be of benefit. Another resource for visually impaired
clients is:

1. The American Foundation for the Blind

Resources for Practitioners:

Screening environmental assessments:
1. Home Falls and Accidents Screening Tool (Home FAST)
Foot Assessment
Footwear Assessments
Ontario Society of Occupational Therapists - Perceptual Evaluation

Examples of Resources for Clients

Have a Safe Home

Check for Safety - A Home Fall Prevention Checklist for Older Adults
Stair safety

Winter safety

Section 4E discusses interventions regarding environmental hazards.

4. Interventions and Special Topics:

As not all falls can be prevented, strategies for injury reduction must be considered in some
situations. These situations can include individuals with dementia and poor short term
memory. Examples of injury reduction strategies include the use of protective equipment such
as hip protectors and cushioned floor surfaces. Low bed positions, decreasing clutter to

ensure a clear pathway to the bathroom, and light sensitive lighting are other
recommendations.
April 2011 15/06/2011 12




4A Medical Factors

The specifics of this would depend very much on what medical fall risk factors are identified
(or suspected). The following is some advice for a number of the more commonly identified

factors.

Impaired vision

1. Ensure ample lighting indoors without glare. Use soft white bulbs, indirect
lighting, and blinds.

2. Consider contrast to mark the edge of stairs, as well as contrast on handrails,
doorframes and grab bars.

3. Avoid wearing reading glasses while walking. Multifocal/ bifocal glasses can
impair contrast sensitivity, depth perception and lead to a loss of visual acuity
in the lower peripheral visual fields. A recent study indicated that provision of
single lens glasses for older wearers of multifocal glasses who regularly take
part in outdoor activities can decrease the risk of falls. This intervention may
be harmful, however, in multifocal glasses wearers with low levels of outdoor
activity

4. Tinted and transition (photochromic) lenses can decrease glare when active
outside but might reduce acuity when inside. With photochromic lenses, the
transition time can be up to two minutes when moving from a bright to a darker
environment. Older people should be advised against fixed tinted glasses and
showed be aware of the delayed change with some photochromic lenses.

5. If the person has severe visual impairment, identification and modification of
environmental hazards can decrease the risk of further falls.

6. Refer to an ophthalmologist-if impaired vision is from cataracts, expedited
surgery for the first cataract can reduce the risk for falling and sustaining a
fracture.

e Treatment of postural hypotension
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1. Diagnose the underlying cause and manage it.
2. Review medications: reduce and try to stop medications suspected as causing
or contributing to the problem when appropriate.
3. Ensure adequate fluid intake especially when febrile, during a bout of the
"stomach flu," and in hot weather.
4. Madification of salt restriction when appropriate.
5. Use compensatory strategies (e.g. elevate head of the bed, rise slowly,
dorsiflex feet before getting up).
6. Use pressure gradient stockings (preferably thigh high) where appropriate.
7. Consider pharmacological therapy (e.qg., fludrocortisone, midodrine) if above
unsuccessful and no contraindications.
Treatment of dizziness Management depends on the likely cause. You would initially
try to categorize the patient's complaint of dizziness as being vertigo (false sense of
motion/ often described as a spinning or whirling sensation), disequilibrium (feeling off-
balance or wobbly), and presyncope (feeling that you are lightheaded, going to black-
out or faint). Many patients, though, are hard to categorize and/or have multiple forms
of dizziness. Causes of vertigo would include Benign Paroxysmal Positional Vertigo
(BPPV). This leads to episodic vertigo without hearing loss and can be diagnosed with
the Dix-Hallpike maneuver. The Epley maneuver and vestibular rehabilitation are
effective forms of therapy for BPPV. Orthostatic (or postural) hypotension would be a
possible cause of presyncope (see preceding section on the treatment of postural
hypotension). There are multiple possible causes of disequilibrium such as
cerebrovascular disease, Parkinson’s disease, sensory impairments (e.g., peripheral
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neuropathy), and adverse effects to medications.. Management would be directed by
the likely cause. Help may be required to diagnose and treat this complaint.
Treatment of cardiovascular disorder
1. If syncopal falls are suspected, refer to a cardiologist.
Footwear — As general advice, older persons should wear shoes with low heels and
firm slip-resistant soles both inside and outside the home.
Treatment of Osteoporosis
1. Refer to Clinical Practice Guidelines for the Diagnosis and Management of
Osteoporosis
2. Hip protectors (a device that absorbs and/or shunts away the energy of the
impact of a fall from the greater trochanter) may have a role in preventing hip
fractures among those at high risk of falls who are willing and able to wear
them. High risk older adults in long-term care facilities may benefit from the use
of them but their utility in preventing hip fractures among older adults in the
community remains unproven.
3. Regardless of the setting, keep in mind that:

A) The clinician recommending their use needs to spend time educating
and motivating their client to wear them as poor adherence has been a
major barrier to their use.

B) Hip protectors only help when they are worn and positioned over the
greater trochanters.

C) Hip protectors can be worn like underwear or on top of underwear

D) If interested, contact local medical supply companies to obtain
information on brands and costs.

E) HipSaver and Safe Hip brands hip protectors have been
recommended based on their biomechanical and clinical performances.

Resources for Practitioners

Toward Optimized Practice (TOP) Clinical Practice Guidelines for the Diagnosis and
Management of Osteoporosis

Examples of Resources for Older Adults

Managing Postural Hypotension

Hip Protectors
Vision Care

4B Medication Review and Modification

Health care providers should encourage older adults to carry a list of all their
medications (including prescription, over-the counter, vitamins, herbs and other natural
health products) and to periodically review them with their professional health care
providers.
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o Falls are associated with the use of medications but the effect of the medication can
be confounded by the indication. For example, a medication used to treat depression
can increase the risk of falling, but depression itself is a risk factor.

e Inclinical practice there is continuous weighing of the relative benefits and risks of the
medications that are prescribed. It may not be possible to eliminate necessary
medications that increase the risk for falls. However, other interventions such as
education, behavioural change, and environmental modifications can be used to
reduce falls risk. For example, cardiac medications may be necessary to control heart
rhythm, reduce blood pressure, or decrease the risk of a stroke or heart attack.
However, some of these medications can cause side effects such as low blood
pressure, and poor balance. In this case, education about moving cautiously and
changing the environment (such as placing a Sask-A-Pole by the bed) may be done.

e Older clients on 4 or more prescription medications have a higher risk of falling than
those taking fewer medications, but all medications taken by a client/ patient at risk for
falls should be assessed re the relative benefits and risks of persisting with them.
When reviewing medications, ask yourself:

o Are these drugs still required?

o Is there a non-pharmacological approach for this problem?

o Can I switch the client/ patient to a less hazardous medication that
would have the same intended effect or minimize the dose being taken
and still get the desired effect?

o Certain types of medications are associated with an increased risk of falling. High risk
medications are sedative-hypnotics (e.g. benzodiazepines and other sleeping pills),
antidepressants (e.g. tricyclic antidepressants, selective serotonin reuptake inhibitors),
and neuroleptics (also known as antipsychotics or tranquilizers). Moderate risk
medications that are more weakly associated with falls would include anticonvulsants
and cardiovascular agents (i.e., antihypertensives, anti-arrhythmic medications, beta-
blockers, peripheral vasodilators, nitrates).

e As noted in the Assessment section, a comprehensive medication review by a
pharmacist, physician, or nurse practitioner should be conducted on all older adults
identified as being at high risk for falls..

e Gradual withdrawal (or dosage reduction to the lowest effective dose if discontinuation
is not possible) of psychotropics and other drugs associated with an increased risk of
falling have been found to reduce the likelihood of further falls. Consider consulting a
pharmacist in your efforts to reduce medications. Their assistance can be invaluable in
mapping out an approach to gradually withdrawing psychotropics and other drugs
associated with an increased risk of falling.

e There is a high prevalence of vitamin D deficiency among older adults.

e Individuals can be referred to their physician or health care provider to find out if they
are at risk of vitamin D deficiency or osteoporosis. Although osteoporosis is not usually
the direct cause of falls, bone health should be optimized to minimize the chance of a
fracture with a fall. Optimal intakes of calcium and Vitamin D are factors contributing to
bone health. Low Vitamin D levels are associated with decreased muscle strength,
poorer physical performance and a higher rate of falls as well as increased risk for
osteoporosis.

o For adults age 50 years and older Osteoporosis Canada recommends 1200 mg of
elemental calcium daily. This includes the amount of calcium consumed in foods or
beverages, as well as supplements. Calcium is best absorbed when taken in smaller
doses (e.g. 500 mg per dose). The amount of calcium in foods can be found at:
http://www.osteoporosis.ca/index.php/ci_id/5535/la_id/1.htm

e Osteoporosis Canada recommends that adults over the age of 50 who are at risk of
Vitamin D deficiency should receive at least 800-1000 units of vitamin D as a
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supplement and that doses up to 2,000 units per day would be safe with no
requirement for monitoring.

o Daily Recommended Intakes (DRI) are aimed at a generally healthy population - they
are not therapeutic recommendations. The recent Clinical Practice Guidelines
released by Osteoporosis Canada (2010) (see http://www.osteoporosis.ca ) and
endorsed by Dietitians of Canada are not at odds with the new DRI report on calcium
and vitamin D. It is important that those individuals at risk for osteoporosis, or who are
under treatment for this disease, should have their nutritional intake evaluated by a
Registered Dietitian and appropriate counselling provided to ensure that intake is
aligned with the Clinical Practice Guidelines.

Resources for Practitioners:

e Drugs and the Risk of Falling
e Calcium supplements

Examples of Resources for Clients

Be Falls Smart in What you Do - Medications
Knowledge is the best medicine

Medication Record Book

'It's Okay to Ask'

Sleep Hygiene

4C Physical Activity/Exercise

General advice for older adults who have not had a fall and who have no strength, gait or
balance disturbance

o Refer to: Section 3- General Advice
Good Practise Point:

e« When exercise/physical activity prescription is provided in writing by a healthcare
professional, older adults are more apt to follow through with these programs.

Resources for Practitioners:

o Refer to: Section 3- General Advice
Examples of Resources for Clients

o Refer to: Section 3 General Advice

Link to Programs in Alberta
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Management of weakness and/or impaired gait and balance

Assess for the physical factors leading to impairments

Exercise prescription must be appropriate for the deficits identified and the health
profile of the client

As the level of risk increases and overall health of the client deteriorates, exercise
prescription becomes more focused, more time intensive and more tailored to the
needs of the client

As the level of risk increases, a tailored exercise program needs to be part of a
multifactorial approach to fall risk reduction

Exercise prescription must account for safety, and it must specifically challenge
balance

Challenging balance requires decreasing the base of support and decreasing the use
of the upper extremities for support

Progress toward standing exercises as the clients’ health profile allows. Seated
exercises cannot address standing balance.

Exercises need to be of sufficient duration and intensity; it has been suggested that 50
hours over 12 weeks is appropriate

Community and in home exercise have been shown to be effective

Encourage continued patrticipation in a maintenance exercise program after a formal
treatment program has been completed

Incorporating discussion of behaviour modification into an exercise program helps
establish goal setting for continuing engagement in physical activity

4D Consider Referral to Health Care Professionals

All heal

th care professionals can be involved with:

Ensuring that fall prevention is part of standard practice

Implementation of universal falls precautions in acute care hospitals, continuing care
residences, and assisted living facilities

Understanding the role of other disciplines so that referrals can be made when
appropriate

Education of older adults, caregivers and families on general falls prevention
principles. Many falls are preventable, and for those falls that are not, the focus should
be on injury reduction strategies. These strategies include protection such as the use
of hip protectors, floor cushioning, floor mats, low bed heights, etc

Understanding that the most effective interventions for the prevention of falls are
individualized, often multifactorial and interdisciplinary

Participating in interdisciplinary fall prevention programs

Screening for fall risk and assessment of the fall risk factors within their scope of
practise

Interventions within their scope of practise to reduce specific fall risk factors
Addressing issues related to accessing services/programs such as transportation and
cost

Resources for Practitioners:
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Dietitians

Nutrition is of vital importance to all ages. It can be particularly important for older adults as
they require fewer calories but not fewer nutrients to maintain their weight and health.
Dehydration is common among older adults. This is partly because as we age our sense of
thirst diminishes but there are a variety of other factors contributing to this challenge.

Bone health is important for all individuals and particularly those who fall as their risk of
fracture is greater. Calcium and Vitamin D intake and requirements should be reviewed, and
appropriate levels of supplementation should be prescribed as indicated.(Refer to Section 1b:
Check Your Medications)

Refer to a dietitian for assessment and intervention when:

e Body Mass Index (BMI) less than 22 for age 65 years and older
e Unplanned weight loss of > 5% in 1 month or > 10% in 6 months

Other indicators which place clients at Nutrition Risk and require monitoring or community
services include:

e Poor appetite

e Changes in dental health or difficulty biting &/ chewing.

o Difficulty accessing groceries or making meals related to access, finances or mental
health

e Concerns with meal patterns including routine skipping of meals or lack of variety in
food intake

Dietitians are available in most Primary Care Clinics, Home Care Programs, Chronic Disease
Management Programs such as Living Well, and some Meals on Wheels Programs, Family
physicians can Family physicians can make a referral to Outpatient Dietitian services available
in most hospitals.

Nurses

Nurses can play a varied and broad role in fall prevention. In many service areas, it often is
the nurse who performs the initial fall risk screen and/or many aspects of a multi-dimensional
fall risk assessment (e.g., medical, physical, social, environmental). Nurses' knowledge of
medications (side effects, interactions, dosages) may help them to flag medication-specific fall
risk factors and trigger them to refer on to a pharmacist, physician, or nurse practitioner for
further assessment when appropriate.

Nurses can also support good sleep hygiene, address toileting routines, help create and

maintain a safe patient environment in hospital settings, and follow safe patient handling
techniques (for safe transfers).
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Nurse Continence Advisors

Nurse Continence Advisors (NCA) are Registered Nurses with additional education in
assessment and management of continence related issues. Refer to an NCA for:

e Assessment and conservative (non-pharmacological) interventions of lower urinary
tract symptoms, especially Overactive bladder symptoms or fecal
urgency/incontinence which increase risk of falls.

e Conservative treatment of incontinence with diet and fluid management, voiding
strategies (e.g. timed voiding), pelvic floor muscle exercises, incontinence pads
and devices.

e Pessary fitting

e NCA who are also Nurse Practitioners may also introduce pharmacological
strategies (medication changes/dose adjustment, trial of medication for overactive
bladder).

e NCAs work primarily in specialty clinics for incontinence, and AHS Health Link can
provide further information on referral to the incontinence clinics.

To find an NCA, check the Canadian Continence Foundation website
http://www.continence-fdn.ca/english/list-profs/list-profs.php

Occupational Therapists (OT):
Refer to or consult an OT for:

e Assessment and interventions for safety and independence in Basic Activities of Daily
Living (ADL) and Instrumental ADLs (shopping, cleaning, banking etc.)

e Recommendations for transfers (in bathroom, bed, chair and vehicle)

e Environmental assessment and recommendations for modifications and equipment.

e Assessment and prescription of an assistive device (e.g. walking aid, environmental
modifications to help with problems in transfers). For those already with an assistive
device, evaluation of its appropriateness including determination of whether it is in
good repair.

e Advice on the older adults' daily routine to minimize, if not eliminate, high risk activities
(e.g., stooping, reaching overhead, climbing up on chairs/ ladders).

e Cognitive and perceptual assessment and interventions.

e Screening for depression (a known falls risk factor) and interventions.

o Awareness of social isolation and interventions to support socialization. This could be
group interventions, day programs, or social programs in senior’s centres.

o Foot assessment and recommendations for footwear. A referral to an orthotist or
podiatrist may be indicated.

e« To find an OT, contact the Alberta College of Occupational Therapists at 780-427-
0731 or 1-800-561-5429 or email info@acot.ca

Pharmacists:

The role of the pharmacist is primarily focused on medications, but the role is expanding.
e Structured Medication Reviews: Pharmacists are able to review the medication regimens

of patients who are at risk of falling. The high risk medications can be identified and
possible alternatives considered. Some pharmacists have prescribing privileges and may
be able to change the medications, but in all cases the high risk medications will be
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discussed with the original prescriber. A medication review also identifies medications that
can be changed or added to improve the management of a condition that is increasing the
risk of falling.

e Ambulatory assistive devices: Devices such as canes or crutches are available at many
pharmacies. Pharmacists have basic training in fitting and use of these devices.

¢ Referrals: If a high risk medication cannot be changed the pharmacist can refer the
patient to another health professional or program to implement non-pharmacological
interventions for falls prevention.

e Education: All health professionals, including pharmacists, are responsible for educating
other health professionals and the public regarding medications that are associated with
falls in older adults.

Physicians

Family physicians are encouraged to integrate fall prevention into the care they provide older
patients. They play a key role in identifying older persons at high risk for falls. They may be
comfortable in performing a multifactorial fall risk assessment, initiating interventions targeted
at identified fall risk factors, and referring to other health care professionals as needed. If not,
they are encouraged to refer older persons at an increased risk of falling to a consultant or
service that would be able to deal with this issue. Some family physicians may have a
particular interest in falls and may be part of an interdisciplinary fall prevention service.

Family physicians may be called upon for help in particular aspects of the assessment and
care provided to older persons at risk of falling such as with the diagnosis and treatment of
specific conditions, deciding on the need for further laboratory or radiological investigations,
reviewing (and where appropriate altering) medications, or deciding on the need for referrals.

Geriatricians would have additional training and experience in the assessment and
management of fall risk in older persons. They could be called upon for assistance,
particularly were the clinical challenges are complex. Some have a particular interest in falls
and may be part of an interdisciplinary fall prevention service.

A variety of other medical consultants may be called upon to help with the care of an
individual patient. Who that might be would depend on the specific issue that needs to be
addressed.

Physiotherapists:
Refer to or consult a physiotherapist for:

o Assessment of the physical factors contributing to fall risk factors.
e Some physiotherapists provide detailed assessment and treatment of vestibular
function and continence issues.
e Prescription of individualized programs to reduce the physical factors contributing to
fall risk, based on assessment findings and client goals.
o These prescriptions and treatment can encompass but are not limited to:
= improving balance and gait
* muscle strengthening
* improving endurance
* increasing or maintaining ROM
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» reducing pain
e Assessment and prescription of appropriate assistive devices for safe mobility.
e Provision of relevant education concerning reduction of fall risk factors.
o Foot assessment and recommendations for footwear. A referral to an orthotist or
podiatrist may be indicated.
e Recommendations for transfers

To find a physiotherapist, click on 'Find a Physio' at www.albertaphysio.org or contact the
College of Physical Therapists of Alberta at 780-438-0338 or 1-800-291-2782 or email
info@cpta.ab.ca

Recreation Therapists

Recreation therapy acknowledges the significance of leisure and recreation as integral
components of optimal health and well-being for individuals.

Refer to a recreation therapist to:

e Assess and provide leisure needs and abilities to promote an active lifestyle.

e Provide advice on how to build activities into daily routine and what resources are
available to individuals in the community.

e For more information on recreation therapy or if there is no recreation therapist in your
setting, contact the Alberta Therapeutic Recreation Association

Social Workers

e Social workers can address the psychosocial aspects of fall risk factors, which are
primarily those related to anxiety and/or depression. Social Workers can provide
assessment and counselling for fear of falling. A social worker can offer helpful
strategies and provide resources to minimize or limit fear of falling .For more
information see Section 4F.

e Social workers can facilitate the access and purchase of emergency response
systems, home modifications, hip protectors, and safe housing options. They can also
assist those who struggle with the problem of hoarding or cluttered environments
accessing community resources and programs.

e Within the Alberta Health Services (AHS) system or facilities, one may find a social
worker by contacting a hospital department of social work or department of mental
health. Outside of AHS facilities, one may have to contact local mental health services
via Health Link Alberta or a family physician.

Specialized Services

o Referral to a specialized falls clinic should be considered if further expertise is needed
to determine falls risks or appropriate interventions.

o Refer to Health Link Alberta or Finding Balance websites for areas where Falls Clinics
are available

o Refer to specialized geriatric programs if no specialized falls clinic is available in your
area.
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Other Health Care Professionals

Depending on the assessment findings, referrals to other healthcare professionals such as
podiatrists, orthotists, etc. may be appropriate.

4E Environmental Modifications

Recommendations to address home hazards are effective for older adults with a
history of falls and mobility limitations, especially when combined with other strategies.
Checklists and education alone on modifications have only modest effects.
Providing/ordering items with follow-up to make sure equipment is being used correctly
is recommended.

When walking outdoors in winter footwear with a good grip and the use of removable
lightweight traction devices for shoes and ice picks on canes can minimize the risk of
slipping.

For older adults living alone, an emergency response system should be considered.

If you are involved with the planning and construction of new facilities, consider
information on senior-friendly hospitals, barrier-free design, age-friendly cities and age-
friendly communities.

Following a hip fracture, it is important to assess the home environment in addition to
providing whatever equipment is required to ensure hip precautions are followed.

Resources for Practitioners:

Designing against falls: The impact of the built environment on older adult falls
Global age-friendly cities: A guide

Checklist of essential features of age-friendly cities

Unit Standard Protocol Fall Prevention Protocol

Universal Fall Precautions

Examples of Resources for Clients:

Check for Safety - A Home Fall Prevention Checklist for Older Adults

Be Falls Smart in Your Home

Be Falls Smart in Your Community

Be Falls Smart in what you do - Footcare and Footwear

Ideal Shoe

Safety Tips for Winter Walking

Grab bars to assist with car transfers, sold at various medical supply stores

4F Fear of Falling

Fear of falling has been frequently cited as one of the most incapacitating
psychological consequences of falls in older people because it often leads to activity
restriction and increased dependence on others. Rather than reduce an older person's
fall risk, a fear of falling can contribute to their risk.

Fear of falling is a potential consequence of experiencing a fall; however it can also be
reported by those who have never fallen.

Fear of falling becomes problematic when it is immobilizing for the client who begins to
limit their activities due to fear. When fear creates debilitating anxiety and distracts
focus from or interferes with an activity then it is important to further assess.
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e One of the most researched and frequently used tools to assess fear of falling in older
adults is the Falls Efficacy Scale (FES) which measures a person's confidence (on a
10 point scale) in performing certain ADLs and IADLs without falling.

e For screening purposes, you may want to ask the following:

1. Are you afraid of falling?

2. How afraid are you that you will fall and hurt yourself in the next year (1= not
afraid at all; 4= very afraid)?

3. Are there things you don't do because you might fall?

4. Are there things you have stopped doing because you are worried you might
fall?

e It can also be helpful to determine if there are certain locations where the person is
afraid of falling e.g. outdoors, on stairs etc.

e Programs targeted at improving physical skills through physical activity/exercise and
confidence may assist with improving a person's sense of fear of falling.

e Fear of falling can adversely affect physical, mental and social functioning of older
adults. Counselling from has shown to be effective in treating fear of falling.

e Fear of falling can be associated with depression. Older adults with marked fear of
falling should be screened for depression using an instrument such as the Geriatric
Depression Scale.

e Fear of falling is most often associated with anxiety. A screen used in the Calgary Fall
Prevention Clinic to screen for anxiety is the SAST (Short Anxiety Screening Tool). It
was developed as a brief means of identifying older adults with anxiety problems,
especially in the presence of depressive symptoms.

e The Falls Efficacy Scale — International (FES-1) has been developed by the Prevention
of Falls Network Europe. There is a validated 16 item version and a 7 item version
both including a social dimension. These accurately predicts falls. They are validated
with those who have moderate cognitive impairment.

e Some Falls Prevention Clinics or Programs make a referral to Social Work if, on
assessment, any of the following are evident:

1. Fear of falling interferes with Basic ADLs and/or Instrumental ADLSs,

2. Compromises quality of life (severely limits ability to participate in previously
enjoyed activities, or limits social contact), or

3. Interferes with good judgment or preoccupies the person's thoughts.

Resources for Practitioners:

o Falls Efficacy Scale

o http://www.profane.eu.org Access this website for the FES-| and its translated
versions

e SAST

4G Falls and Cognition

e Age-associated changes in cognition can adversely affect balance and mobility. As
part of the assessment of an older person for fall risks it is recommended that a
standardized brief cognitive test be administered. There is no evidence to advocate for
one test over another at this time.

e An estimated 10% of people over the age of 65 and 50% of those over the age of 80
have some form of cognitive impairment, ranging from mild deficits to dementia.

o Even mild forms of impaired cognition can be associated with an increased risk of falls
among older persons. For example, a study of community-dwelling seniors at risk of
falling found that the likelihood of falls increased incrementally as Mini-Mental State
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4H

Examination scores declined from 30 to 22. Subtle cognitive deficits might increase the
risk of falling because of impairments in judgement, attention, or executive function.
People with dementia have 2-3 times the risk of falling. Well-known risk factors such
as motor impairments show particular characteristics in those with dementia. For
example, balance, lower extremity coordination, walking speed, and stride length are
adversely affected in those with dementia.

Behavioural disturbances (e.g. risk-taking behaviour) contribute to a higher risk for
falling in this population. As well, there is a higher prevalence of many other risk
factors in those with dementia, including the use of psychotropic medication,
orthostatic hypotension/syncope, and lower activity levels.

Clients with dementia are often unable to comply with risk factor management
strategies. Assessment therefore must identify all possible risk factors for falls,
including biological, behavioural, social-economic and environmental factors. The latter
are important to understand as circumstances surrounding falls can explain some of
the variation in falls among those clients with dementia.

There is some evidence that physical activity provides a protective role in lowering the
risk of cognitive impairment and dementia - in particular resistance training. A side
benefit is resistance training specifically moderates the development of sarcopenia.
Increased muscle strength has shown to lead to decreased falls and decreased
fracture risk.

As not all falls can be prevented, strategies for injury reduction must be considered.
Examples include the use of protective equipment such as hip protectors, cushioned
floor surfaces, bed or chair alarms, bedside mats, and raised mattress edges. Other
strategies are low beds positioned against the wall, avoidance of the use of restraints,
calming rooms, music, regular toileting and commodes/bottles for night which may
reduce the risk of injury.

Falls Prevention Education

When communicating with the older adult, it is important to use plain language. Plain
language is text that is easy and quick to read. It is intended for a broad group of
people some of whom may not have high literacy and clarifies and explains information
to non-medical professionals. It is not 'dumbing’ down professional writing or
underrating the complexities of medical care.
Reading level of materials should be at a grade 4-6 level. If providing written
information, dark lettering on a light background with large font size (14) is
recommended.
Brochures on falls prevention, bone health, diet, activity and other topics should be
provided as appropriate.
Consider adult learning principles such as:

1. Information needs to relate to the seniors' own experience and make sense to

them.

2. Adults must actively participate in the learning experience to remember it.

3. Everyone learns at different rates and in different ways
Educate older adults and their families that most falls are preventable and for those
falls that are not preventable, educate on injury reduction strategies.
Research indicates that the language used with older adults can influence the uptake
of information. Messages are better received if they are positive and focus on healthy
aging, mobility and independence rather than falls and safety. Refer to the article,
“Don’t Mention the ‘F* Word” for more details.
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Examples of Resources for Clients:

Take Action: Prevent a fall before it happens
A Million Messages for Seniors' Falls Prevention

Behaviour Change

Most of the recommendations provided to older adults require a change in their
behaviour. To be motivated to change behaviour, the older person must:

1. Believe that there is a problem

2. Believe that it is their problem

3. Believe that there is a solution

4. Believe that they can implement it and receive benefits
Individuals have to be ready to change. Prochaska outlines six stages in his
Transtheoretical Model of Stages of Readiness for Change (precontemplation,
contemplation, preparation, action, maintenance, and termination). It is important for
the clinician to recognize the stage the client is at as different approaches are
necessary to engage individuals at different stages.
Motivational interviewing is a tool for facilitating many different kinds of positive
behaviour change. The basis for it is guiding individuals to evoke their own motivations
for change. It has been defined as "... a client-centered, directive method for
enhancing intrinsic motivation to change by exploring and resolving ambivalence."
To facilitate behaviour change, consider programs that emphasize social aspects and
counter the belief that nothing can be done. Find out what the clients are willing to
modify and address their concerns first. Fear of falling, activity avoidance and lack of
ability may need to be addressed first.
Older adults are not a homogeneous group and will have differences in how they
accept falls prevention strategies depending on their age, level of frailty,
socioeconomic status and culture. One size does not fit all. When planning education
or any interventions, the targeted group must be considered.

Resources for Practitioners:

Motivational Interviewing
Stages of Change (Jen to add link to updated with FB logo document)

41 Instructions for "How to Get up From a Fall"

Older adults are often unsure of how to get up from a fall. Information on how to safely
get up or how to safely help someone else get up have been translated into multiple

languages and may be downloaded from the Finding Balance website. Have the client
practice this in your presence whenever possible.
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