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-   [Jessica]   Our   presenter   today   is   Dr.   Kathleen   Weissberg.   She   in   her   25   years   of  

practice   has   worked   in   adult   rehabilitation,   primarily   in   long-term   care   as   a   clinician,  

manager,   researcher   and   most   recently   as   Education   Director   with   Select   Rehabilitation  

where   she   oversees   competency   in   education   for   close   to   12,000   therapists.   In   her   role  

she   conducts   audits   and   provides   denials   management   and   quality   improvement  

planning   and   training   for   more   than   700   LTC   sites   nationwide.   She   also   conducts  

compliance,   ethics   and   jurisprudence   training   to   therapists.   Kathleen   has   authored  

several   publications   that   focus   on   patient   wellness,   fall   prevention,   dementia  

management,   therapy   documentation   and   coding   and   billing   compliance.   Thank   you   so  

much   for   returning   to   physicaltherapy.com   Dr.   Weissberg.   At   this   time   I'm   going   to   turn  

the   microphone   over   to   you.  

 

-   [Kathleen]   Thank   you   so   much   Jessica   and   thank   you   for   everyone   who   has   joined   in  

today's   session.   I   appreciate   you   being   here   to   talk   about   a   really   important   topic:   Fall  

management.   And   we're   gonna   just   actually   just   jump   right   in   I   believe   as   I   typically   do.  

Let's   advance   that   slide.   Okay,   so   this   is   this   our   disclosure.   I   am   receiving   an  

honorarium.   I   have   no   other   relevant   nonfinancial   relationships.   It   does   not   focus   on   a  

specific   product.   

 

And   obviously   you're   here   with   physicaltherapy.com.   So   falls   in   long-term   care  

settings,   that's   my   setting   and   I   think   that's   where   we   see   a   lot   of   our   falls.   But   let's   be  

honest,   falls   are   not   just   in   long-term   care.   We   see   them   in   hospitals.   We   see   them   in  

outpatient.   We   see   them   in   home   care,   pretty   much   every   place   we   would   work   as  

therapists.   But   they're   problematic,   they're   costly.   And   really   trying   to   understand,   and  

that's   what   we're   gonna   talk   about   today,   the   causes   of   those   falls;   intrinsic,   extrinsic  

reasons,   methods   for   prevention   is   really   important   for   decreasing   new   falls,   the  

number   of   falls.   And   some   of   the   innovations   that   have   been   developed   are   some   new  

programs   that   we're   gonna   be   talking   about   as   well.   So   we'll   talk   about   a   lot   of   those;  
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the   Otago,   A   Matter   of   Balance,   Yoga,   Tai   Chi   and   some   others.   So   by   the   end   of  

today's   two-hour   session   and   thank   you   very   much   for   joining   in,   you   should   be   able   to  

describe   at   least   two   aspects   of   the   background   of   the   scope   of   falls   in   healthcare  

settings,   identify   at   least   three   purposes   and   essential   elements   of   a   fall   prevention   or   a  

fall   management   program,   whatever   you   wanna   call   it,   describe   at   least   two  

evidence-based   practice   processes   for   fall   risk   assessment   particularly   with   elderly  

clients   and   then   list   at   least   four   evidence-based   treatment   and/or   exercise  

interventions   to   improve   balance   and   decrease   fall   risk.   So   I   think   we'll   start   off   by  

defining   falls   and   the   World   Health   Organization   defines   a   fall   as   an   event   which   results  

in   a   person   coming   to   rest   inadvertently   on   the   ground   or   the   floor   or   an   other   lower  

level.   And   so   think   about   this,   I   mean   how   many   of   these   do   we   see   in   therapy   alone?  

Again,   I   come   from   long-term   care   and   I'm   sure   many   of   you   do.   

 

The   MDS   and   then   other   assessment   tools   as   well,   have   a   very   extensive   section   on  

falls   and   the   primary   purpose   of   these   is   to   identify   individuals   with   a   history   of   falls  

and   those   who   are   risk   for   falls.   The   other   thing   that   a   lot   of   these   assessment   tools  

look   at   is   something   called   an   intercepted   fall,   which   I'm   sure   we're   all   familiar   with,  

which   means   a   person   is   at   risk   for   actually   filing,   but   had   we   not   been   there   to  

intercept   to   help   them   to   prevent   it   they   would   have   fallen,   excuse   me.   And   again,   a   lot  

of   these   assessment   tools   are   looking   at   the   number   of   falls   within   one   month,   two   to  

six   months   prior   to   admission,   a   year,   et   cetera   and   we'll   see   in   just   a   moment   why  

those   time   frames   are   so   important,   because   it   goes   back   to   the   evidence   from   the  

American   Geriatric   Society   and   some   other   organizations.   So   again,   we're   coding   falls  

with   minor   injury,   with   major   injury.   Now   that's   a   definition,   but   keep   in   mind   too   there  

are   a   lot   of   different   types   of   classifications   of   falls   and   different   ways   that   we   can  

classify   them.   So   this   slide   just   gives   you   one   example.   The   first   way   to   classify   might  

be   something   called   accidental,   where   the   person   falls   unintentionally,   they   trip,   they  

slip,   the   equipment   doesn't   work   properly,   there's   water   on   the   floor,   something   like  

that   and   14%   of   all   falls   are   this   type.   Now   before   I   go   on   I   just   wanna   make   a  
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comment   about   that,   because   oftentimes,   and   again,   I   don't   know   you   experience   in  

your   setting,   but   oftentimes   I'll   see   in   our   setting   people   go   out   and   screen   and   say,   oh  

well,   the   person   slipped   on   the   water   and   they   fell,   it   was   an   isolated   incident.   Well   was  

it   really?   They   didn't   see   that   water   on   the   floor.   Is   it   a   low-vision   issue?   Is   there   some  

sort   of   environmental   issue?   Or   oh   they   fell   when   they   were   trying   to   get   out   of   the  

bathroom,   they   didn't   ask   for   help,   it's   an   isolated   incident?   But   again,   is   it   really?   They  

couldn't   communicate,   et   cetera.   So   it   says   from   the   literature   14%   are   accidental,   but  

I   would   wonder   how   many   of   those,   you   know   there   are   some   risk   factors   in   there   that  

maybe   we   could   have   attended   to,   to   prevent   those   falls.   Anyway,   the   second   type   of  

fall,   as   it   says   on   this   slide   is   something   called   an   unanticipated   physiologic   and   about  

8%   of   falls   fall   into   this   type.   And   the   cause   of   the   fall   here   is   not   reflected   in   any   risk  

factors   for   falls.   

 

So   if   you   go   back   to   the   risk   factor   assessment,   nothing   in   there   leads   you   to   believe  

that   this   person   would   fall.   So   things   like   fainting,   seizures,   a   pathological   hip   fracture,  

or   something   like   that   may   fall   into   this   classification.   And   then   there's   the   final   kind,  

which   is   an   anticipated   physiologic   and   according   to   Morse   and   if   you're   familiar   with  

that   name,   a   lot   of   the   fall   risk   assessments   were   developed   by   Morse,   78%   of   all   falls  

are   anticipated   physiologic,   meaning   that   there's   a   risk   score   on   an   assessment   tool  

and   it   shows   that   they   are   at   risk   for   falling.   

 

So   they   are   at   risk   some   factor,   maybe   it's   a   prior   fall,   maybe   it's   impaired   gait,   maybe  

they're   using   a   walking   aid   or   an   assistive   device,   maybe   there's   something   with   their  

mental   status,   again,   vision,   who   knows   what   it   happens   to   be.   Now   keep   in   mind   that  

there's   not   a   right   way   or   a   wrong   way   to   classify   or   categorize   the   types   of   the   falls,  

just   know   that   there   is   more   than   one   way.   It's   our   job   as   therapists   and   members   of  

the   interdisciplinary   team   to   identify   patient's   risk   for   falls   to   evaluate,   to   treat   their  

specific   deficits   and   impairments.   That's   clearly   our   job.   Let's   look   at   the   scope   of   the  

problem,   let's   just   look   at   some   facts   and   figures   if   you   well.   One   in   three   adults   age   65  
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or   older   will   fall   every   year,   so   that's   1/3.   Falling   will   double   your   chance,   falling   once  

doubles   your   chance   of   falling   again   and   we'll   see   that   we   look   at   risk   factors.   That   is  

the   single   best   predictor   of   falls,   the   fact   that   you   fell   once.   Of   those   who   do   fall,  

between   20   and   30%   will   actually   suffer   moderate   to   severe   injuries   and   some   of   those  

injuries   are   severe   enough   to   cause   death.   And   older   adults   are   hospitalized   for  

fall-related   injuries   five   times   more   than   any   other   causes   and   I   think   we   can   all   believe  

that,   how   many   times   individuals   are   going   to   the   ER   because   they've   fallen   with   a  

head   injury,   they   have   a   hip   fracture,   whatever   the   case   may   be.   

 

And   we   know   that   falls   are   happening   in   a   lot   of   different   settings;   the   home,   the  

hospital,   and   nursing   home,   rehab   facilities   and   much   anywhere   and   the   consequences  

are   significant   and   costly.   Fall-related   injuries   were   responsible   for   more   than   two  

million   ER,   emergency   room,   visits   among   patients   over   the   age   of   65   in   2006,   it's   the  

most   recent   data   that   AHRQ   put   out   at   cost   of   seven   billion   dollars   and   those   and  

those   are   the   most   recent   statistics   I've   been   able   to   find,   I'm   sure   that   increased  

though.   

 

The   studies   on   the   prevalence   of   falls   within   hospitals   suggest   that   average   rates  

between   three   and   five   falls   per   1,000   bed   days   with   significantly   higher   rates   occurring  

in   rehab   units   and   in   neurology   units.   And   of   the   1.6   million   people   living   in   the   United  

States   in   nursing   facilities,   about   half   of   those   will   fall   annually   and   of   those   about  

65,000   will   actually   have   a   hip   fracture,   so   again,   pretty   significant.   Long-term   care,  

very   specifically,   each   year   a   typical   skilled   nursing   facility   with   100   beds   will   report  

anywhere   between   100   to   200   falls.   Many   of   the   falls,   unfortunately   though,   go  

unreported.   So   either   the   person   fell   and   they   got   right   back   up   or   they   fell,   somebody  

found   them   on   the   floor,   but   doesn't   report   it   as   a   fall,   because   they   don't   really   know  

what   happened   there.   Between   half   and   three-quarter   of   nursing   home   residents   will  

fall   every   year   and   I   think   what   sticks   out   there   is   that   is   twice   the   rate   of   falls   among  

those   individuals   who   are   living   still   in   the   community.   The   average   is   about   2.6   falls   per  
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person   per   year,   so   individuals   who   fall   are   oftentimes   falling   more   than   once,   so   again,  

that   predictive   factor.   35%   of   those   falls   are   occurring   among   individuals   who   cannot  

walk,   and   again   I   think   that's   very   telling   to   maybe   some   causative   factors.   If   that  

person   can't   walk,   why   are   they   falling?   They're   trying   to   get   up   to   go   somewhere   or   do  

something.   Is   there   something   that   we   could   do   to   be   preventing   them?   And   the   reality  

is   these   are   very   serious,   anywhere   up   towards   the   1,800   people   will   die   every   year  

from   falls   and   again   a   lot   of   those   are   related   to   head   injuries.   And   I   think   having   heard  

that,   the   important   thing   to   take   away   first   is   that   falls   are   not   a   normal   part   of   the   aging  

process.   While   we   see   them   increase   with   age,   they're   not   normal.   

 

They   generally   will   happen   because   of   various   and   diverse   risk   factors   and   situations,  

many   of   which   can   be   corrected.   The   interaction   is   modified   by   age,   disease,   comorbid  

conditions   that   perhaps   the   person   has,   the   presence   of   hazards   in   the   environment,   all  

of   which   we're   gonna   be   talking   about.   And   there   are   number   of   studies   that   have  

shown   that   the   risk   of   falling   increases   dramatically   as   the   number   of   risk   factors  

increases,   so   again,   that's   why   we   talk   about   figuring   out   what   those   risk   factors   are.  

Our   task,   again,   is   to   seek   out,   evaluate   and   thoroughly   consider   the   effects   of   those  

factors   which   contribute   to   falls.   

 

And   before   I   go   on   I   just   wanna   made   a   comment   about   the   interdisciplinary   team,   and  

again,   I   don't   know   where   everybody   works   and   what   your   situation   is,   but   I   know   in  

my   own   area   of   practice,   somebody   falls,   immediately   the   referral   goes   to   physical  

therapy   and   there's   nothing   wrong   with   that   by   any   stretch,   but   a   lot   of   times,   you  

know,   we   we   check   strength,   we   check   gait,   we   check   balance   what   have   you   and  

there's   nothing   really   amiss,   that's   when   we   really   need   to   look   at   that   interdisciplinary  

team.   Was   there   an   issue   with   communication   that   the   person   couldn't   communicate  

that   they   needed   to   get   up,   or   they   tried   to,   but   they   weren't   understood?   Then   maybe  

there's   a   a   speech   referral.   Or   again,   is   it   low   vision   or   something   else,   so   don't   always  

feel   like   you   have   to   fix   every   single   issue,   because   you   don't,   there's   certainly   a   team  
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and   a   lot   of   these   factors   will   overlap   between   other   members   of   the   interdisciplinary  

team.   So   some   of   the   most   common   reasons   that   we   see   for   falls;   muscle   weakness,  

gait,   walking   problems   do   contribute   to   about   24%   of   the   falls.   So   again,   that's  

probably   a   good   reason   why   we're   referring   to   physical   therapy.   But   on   top   of   that,  

upwards   to   27%   of   falls   happen   because   of   the   environment.   So   it   could   be   wet   floors.  

It   could   be   glare   on   the   floor.   It   could   be   the   pile   of   the   carpeting   is   to   thick   and   the  

assistive   device   doesn't   work.   Clutter   which   we   oftentimes   see   in   home   care.   Maybe  

the   brakes   don't   work   on   the   bed,   or   the   brakes   don't   work   on   the   wheelchair   and  

that's   a   very   common   issue.   

 

Scatter   rugs   and   I   could   go   on   and   on   about   those   types   of   issues.   Acute   and   chronic  

mobility,   medications,   which   we'll   talk   about   just   a   little   bit,   but   there's   so   many  

medications   that   will   affect   the   central   nervous   system;   sedatives,   anti-anxieties   et  

cetera   that   will   cause   maybe   orthostatic   hypotension,   or   some   other   issue   that   could  

relate   to   falls.   And   then   there's   other   stuff,   poor   foot   care   or   shoes,   particularly   shoes  

that   don't   fit.   A   newer   issue   is   issues   with   rubber-soled   shoes,   or   non-slip   shoes.   

 

Again,   everybody   comes   to   rehab   and   they're   told   to   bring   the   best   pair   of   sneakers,  

but   if   they   don't   have   adequate   dorsiflexion   and   they   are   walking,   oftentimes   that   really  

grippy   wonderful   rubber-soled   shoe   gets   stuck   on   the   floor   and   becomes   a   tripping  

hazard   versus   something   that   is   really   beneficial   for   the   person.   They   actually  

sometimes   cause   more   falls   when   the   person   doesn't   have   that   dorsiflexion   for   swing  

though   phase.   And   then   walking   aids   as   well;   maybe   it's   the   wrong   device,   the   device  

doesn't   work,   somebody   came   in   and   altered   it,   they   changed   the   height   or   something  

and   of   course   transfer   status   as   well.   So   that   said,   there   are   some   age-related   changes  

in   body   systems,   now   while   falls   are   not   normal,   the   things   we're   gonna   talk   about   here  

are   normal.   We   start   to   see   as   we   age,   some   of   us   faster   than   others.   some   normal  

decline   in   nearly   all   of   the   body   systems.   So   we'll   see   decreased   range   of   motion,   or  

flexibility,   decreased   anticipatory   postural   reactions,   bone   density   maybe   decreases.  
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We   see   some   sensory   deficits   perhaps,   decreased   speed   of   movement.   There's  

cardiovascular   changes,   decreased   heart   rate,   maximum   heart   rate,   maximum   oxygen  

consumption,   respiratory   changes,   increased   airway   resistance   and   decreased  

breathing   capacity.   And   again,   those   are   normal   and   considered   normal   until   the  

decline   becomes   so   significant   that   it   causes   a   significant   or   severe   disability.   Now  

along   those   lines   we   also   start   to   see   some   volitional   postural   control   changes.   This  

involves   that   conscious   shifting   of   the   weight   from   the   center   of   gravity   to   achieve   an  

objective,   maybe   it's   taking   a   step,   maybe   it's   reaching   out   to   grab   an   object,   whatever  

it   is   and   through   the   process   of   motor   learning   we   refine   those   movements   until   our  

CNS   establishes   what   we   call   limits   of   stability,   where   we're   able   to   safely   move   in   our  

environment.   

 

Now   those   limits   of   stability   are   the   extent   to   which   we   can   shift   our   center   of   gravity  

outside   of   our   base   of   support   without   losing   balance.   It's   also,   you   might   hear   it   called  

a   cone   of   stability,   maybe   we   call   it   a   sway   envelope   what   have   you,   but   it's   an  

important   indicator   of   balance   control.   Initial   components,   there's   the   mechanical   limits  

of   stability.   That's   the   area   about   which   the   individual   can   move   without   shifting   their  

base   of   support   and   it   really   depends   on   the   neuromuscular   and   the   musculoskeletal  

capabilities   of   the   individual.   

 

Again,   it's   how   far   can   I   reach   without   moving   my   base   of   support,   that's   mechanical.  

The   other   piece   of   it   though   is   the   internal   representation   of   stability   which   we   all   know  

is   incredibly   debilitating   for   some   people.   This   relates   to   that   person's   perceived  

comfort   zone.   If   they   are   extremely   fearful,   and   we've   seem   this,   that   person   may  

decrease   their   activity   and   thereby   increase   their   risk   for   falls.   Or   on   the   other   hand,   if  

they   feel   like   they   can   do   anything   that   they   want,   that   also   increases   their   risk   of  

falling.   So   the   less   internal   stability   the   person   has,   they   might   be   excessively   fearful  

and   in   turn   may   diminish   performance   to   the   point   of   increasing   their   risk,   or   they   have  

greater,   again,   they   overestimate   their   capabilities   and   we   see   falls   as   well.   But   I  
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mentioned   the   sway   envelope,   that   didn't   advance   did   it?   Yeah,   there   we   go.   So   some  

of   the   additional   age-related   postural   changes,   and   you   can   read   these,   the   postural  

sway,   slower   distal   muscle,   anticipatory   responses.   Again,   these   are   very   normal,   but  

can   certainly   impact   and   increase   the   risk   for   falls.   and   we   mentioned   those   limits   of  

stability;   that   sway   envelope.   Normally   our   balance   control   is   accomplished  

automatically   without   requiring   any   sort   of   conscious   attention   and   again   think   about  

your   patients,   typically   you   know,   we're   on   autopilot   and   we   just   automatically   do   our  

balance,   but   many   of   our   patients   don't   have   that   autopilot,   it's   disrupted   and   they  

have   to   exert   intense   conscious   control   to   overcome   abnormal   sensations   and  

maintain   their   control   of   balance.   

 

Typically   speaking,   a   sway   envelope   will   be   about   12%   anterior-posterior   and   about  

16%   side-to-side   or   laterally,   If   the   center   of   gravity   alignment   is   forward,   backward,   or  

to   either   side,   a   very   small   sway   envelope   can   be   tolerated   and   we   do   see   sudden   falls  

occurring,   because   those   small   oscillations   are   sufficient   to   extend   past   the   limits   of  

stability.   So   it   all   goes   back   to   that:   Can   that   person   move   their   center   of   gravity   past  

their   limits   of   stability   and   do   it   safely?   And   again,   that's   where   we   come   in   as  

therapists   to   be   able   to   facilitate   that.   

 

So   just   a   little   bit   of   background   on   the   why.   I   wanna   jump   in   now   and   start   to   talk   a  

little   bit   about   some   fall   management   programs.   There   was   a   study   done   by   Mary  

Tinetti,   who   we're   all   I'm   sure   very   familiar   with,   at   Yale   University   and   it   showed   that  

the   incidence   of   falls   in   two   specific   regions   of   the   state   of   Connecticut   were  

decreased   by   11%   after   putting   in   place   a   fall   prevention   program   that   looked   at   risk  

assessment,   education,   intervention.   And   fall   related   head   injuries   and   hip   fractures  

decreased   by   almost   10%.   And   I   will   tell   you   that   that   is   a   very   very   old   study   that   I'm  

quoting   there.   It   is   from   the   90s   if   I   recall   correctly.   It's   been   replicated   since   and   those  

numbers   have   actually   improved,   but   the   point   being,   fall   management   programs   will  

certainly   help   to   reduce   falls,   again,   because   we're   looking   at   those   risk   factors.  
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Research   has   shown   that   fall   prevention   programs,   particularly   for   higher   risk   adults,  

can   produce   a   net   cost   savings   of   almost   nine   dollars   for   every   dollar   invested.   I   think  

that's   important.   And   again,   we're   all   therapists   on   the   call   today   and   we   report   to  

somebody,   somebody   who   has   the   purse   strings,   somebody   who's   saying   what   we  

can   or   can't   spend   our   money   on.   If   we're   able   to   say,   hey,   for   every   dollar   invested   in  

this   type   of   program   and   doing   these   things   we   can   save   nine   that   might   be   a   nice  

eye-opener.   When   we   look   at   these   programs,   most   importantly   they   can   save   hospital  

admissions,   they   can   save   long-term   care   costs,   they   can   help   adults   who   are   living   in  

the   community   stay   in   the   community   and   maintain   their   independence   and   help  

individuals   to   increase   their   strength,   improve   their   balance,   improve   their   function  

which,   again,   will   improve   the   likelihood   of   them   remaining   in   place   and   independent.   

 

So   this   is   why   we   really   really   wanna   talk   about   some   of   these   innovative   and   dynamic  

programs   that   are   out   there   that   are   backed   by   the   research   that   can   help   with   falls   in  

your   community.   So   let's   talk   about   preventing   these   falls   through   the   different  

programs.   Again,   the   purpose   of   a   fall   management   program,   you   can   read   the   slide,   is  

to   provide   the   individual   and   I   say   resident   just   because   of   my   background,   but   the  

individual   with   the   opportunity   to   achieve   the   highest   level   of   safe   functional   mobility  

while   reducing   the   possible   use   of   restraint   devices   and   reducing   falls.   That's   what   we  

wanna   do   and   that's   essentially   what   we're   trying   to   accomplish.   So   this   is   a   little   bit  

more   on   the   research.   

 

Again,   according   to   the   United   States   Department   of   Health   and   Human   Services   when  

we   look   at   fall   prevention   programs:   Reducing   the   risk   of   a   fall   by   11%,   the   monthly  

rate   of   falls   by   23%.   So   this   is   that   additional   research   that   I   was   talking   about.   And  

these   are   essentially   the   same   results   as   the   Tinetti   study   that   I   just   talked   about.   Fall  

prevention   programs   provided   to   older   adults   really   have   the   potential   to   be   very   cost  

effective   in   comparison   with   our   current   practices,   so   $21   million   less   in   healthcare  

costs.   So   that's   a   pretty   big   wake-up   call.   So   the   key   to   a   program,   we've   already   kind  
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of   started   talking   about   this,   is   trying   to   determine   a   prediction   tool.   What   are   the   risks?  

Trying   to   predict   where   a   fall   might   happen,   because   those   are,   again,   the   bulk   of   the  

falls   that   we'll   probably   see.   This   comes   directly   from   the   American   Geriatric   Society  

where   they   talk   about   prediction   tools   and   we'll   talk   about   some   here   in   just   a   minute,  

but   in   order   to   be   useful,   a   prediction   tool   should   have   ease   and   speed   of   completion,  

a   very   small   number   of   items   not   requiring   any   specialist   assessment,   technology,   or  

skills   and   if   you   have   a   10-page   assessment   tool   nobody's   gonna   complete   it  

obviously,   so   we   want   it   to   be   simple   and   easy   to   do.   It   to   be   transparent.   It   should   be  

evidence-based.   It   should   have   good   inter-rater   reliability.   And   most   importantly,   its  

predictive   ability   should   have   been   validated   in   the   population   in   which   it   is   going   to   be  

used.   And   what   we   mean   by   that   is   if   you   find   a   great   risk   assessment   tool   that   is  

wonderful   for   pediatrics,   it's   not   necessarily   going   to   work   for   the   gerontology   type   of  

population.   So   we've   gotta   make   sure   that   it's   been   tested   with   the   population   you  

actually   wanna   use   it   with.   

 

And   then   more   importantly,   it   has   to   be   value   add.   It   needs   to   be   better   than   the   routine  

clinical   judgment   of   staff.   It   needs   to   add   to   what   staff   is   already   doing.   And   again,   I  

don't   know   what   you've   experienced,   but   I   have   definitely   experienced   this.   Merely   just  

ticking   off   that   box   to   say   falls   risk   assessment,   even   when   it's   really   well   validated   has  

been   completed,   doesn't   mean   that   you   did   anything   concrete   to   prevent   the   falls.   How  

many   of   us   work   in   areas   or   communities   where   that's   just   what   we're   doing?   

 

We're   ticking   off   the   boxes   and   saying,   yep   I   did   the   assessment,   but   you   never   really  

put   anything   in   place.   So   if   you're   gonna   identify   someone   who   is   at   high   risk   for   falls  

that   needs   to   then   lead   to   some   action   to   modify   that   risk   or   else   it's   meaningless   and  

the   completion   of   that   score   just   gives   you   some   reassurance   that   something's   being  

done   when   really   nothing   is   being   done.   And   again,   it   doesn't   have   to   be   us   as   therapy  

that   is   doing   something,   it   could   be   nursing,   or   someone   else,   but   we   have   to   be   doing  

something.   I   do   wanna   take   a   few   minutes   and   go   through   the   evidence-based  
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assessment   guidelines,   because   I   think   a   lot   of   this   speaks   to   what   we   will   do   in  

therapy.   Physical   therapists   play   a   major   role,   or   can   play   a   major   role,   let's   put   it   that  

way,   in   reducing   fall   risk   for   older   adults.   However,   a   lot   of   the   clinical   practice  

guidelines   that   we   currently   see   in   place   were   really   not   targeted   toward   physical  

therapy,   they're   targeted   more   for   nursing.   So   again,   I   think   there's   a   huge   role   for   us   to  

get   involved   in   some   of   these   risk   assessments   and   really   identify   the   role   and   the  

value   that   we   bring   to   that   assessment.   So   when   we   look   at   older   adults,   and   we're  

gonna   go   through   different   things   that   we   would   wanna   to   screen   for,   if   somebody  

does   screen   positive,   this   is   where   then   you   step   back   and   say,   we   need   a  

multifactorial   assessment   that   you   could   provide   in   conjunction   probably   with   nursing  

and   then   a   very   targeted   intervention   from   the   interdisciplinary   team.   

 

So   there   is   evidence,   as   we've   been   saying,   that   falls   can   be   prevented   if   we   get   those  

fall   risks.   Things   that   we   should   be   screening   for:   Routinely   asking   older   patients   if  

they've   fallen   in   the   previous   12   months.   This   is   a   really   strong   recommendation   based  

on   level   III   evidence.   So   that's   something   really   easy,   every   assessment   that   you   do.  

Have   you   had   any   falls   within   the   past   12   months,   yes/no?   It's   an   easy   one.   And   then   if  

you   get   a   positive   there,   we   wanna   ask   the   question:   Well   what   was   the   history?   What  

was   the   context?   What   did   that   look   like?   What   was   going   on?   

 

And   then   asking   too   at   least   one   question   about   that   person's   perception   of   difficulty  

with   balance   or   walking.   So   we   wanna   know   the   frequency,   the   context,   the   fall  

characteristics,   any   self-reported   difficulties   with   balance,   walking   et   cetera.   And   also  

we   wanna   know,   and   this   is   gonna   obviously   raise   some   some   flags,   we   wanna   know  

that   person's   ability   to   stand,   turn   and   sit   as   a   first   level   screening,   that's   the   TUG   isn't  

it?   So   again,   easy   stuff   that   we   can   ask   on   initial   evaluation;   their   perception   of   their  

ability   is   huge.   It's   our   perception,   but   it's   also   their   perception,   because   again,   if  

they're   overly   fearful,   or   they're   overly   confident   that   certainly   can   relate   to   falls.   So  

then   if   a   person   does   report   a   fall,   or   reports   self-reporting   difficulty   with   balance   or  
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walking   then   we   observe,   again,   strong   recommendation   based   on   level   III   evidence.  

So   we   observe   for   any   gait   or   balance   impairments.   So   if   the   patient   reports   multiple  

falls,   or   if   the   patient   reports   one   fall   and   we   also   observe   something   as   we're  

evaluating   them   or   they   tell   us   about   a   balance   disturbance   those   are   positive   findings.  

Then   we   do   an   individualized   assessment,   of   course   we're   already   doing   this,   and   this  

contributes   to   the   entire   team's   assessment   for   fall   risk.   The   assessment   needs   to  

include   strong   recommendations   based   on   level   II   evidence.   

 

We   wanna   ask   questions   about   medications.   And   again,   we're   not   pharmacists   on   this  

call,   I   understand   that,   but   can   we   ask   questions   about:   What   medications   are   you  

taking?   Are   you   having   any   sort   of   side   effects?   Looking   maybe   at   some   polypharmacy  

or   any   sort   of   psychoactive   drugs   any   cardiac   medications   that   could   be   impacting  

them,   so   just   a   quick   medication   review   to   figure   out   if   there's   any   sort   of   impact.   We  

can   also   and   we   should   be   asking   a   detailed   medical   history.   So   a   lot   of   this   you'll  

probably   get   from   the   chart,   but   I   think   sometimes   we   can   ask   these   questions   as   well,  

the   chart   isn't   everything.   

 

But   looking   for   other   risk   factors   like   osteoporosis,   depression,   cardiac   disease,   signs  

or   symptoms   of   any   sort   of   cardiac   issues   and   I   can   go   into   a   whole   laundry   list,   but  

just   cardiac   issues   in   general   are   gonna   be   a   red   flag   and   then   looking   at   body  

functions   and   structure   and   we   would   be   doing   this   anyway   I   think.   Looking   at  

environmental   factors,   looking   at   their   gait,   their   balance   of   strength,   their   footwear,  

their   cognition,   their   urinary   incontinence.   I   don't   know   that   we   talk   about   that  

anywhere   here,   but   that's   a   really   important   one,   because   we   do   see   so   many   falls  

interestingly   enough   not   happening   on   the   way   to   the   bathroom   as   much   as   they're  

coming   on   the   way   from   the   bathroom,   because   they've   leaked   on   the   way   in   and   now  

they   slip   and   fall   in   that   urine   on   the   way   back.   So   looking   for   postural   hypotension,  

doing   a   quick   vision   assessment,   again,   that's   not   outside   of   the   scope   of   physical  

therapy.   Looking   at   peripheral   nerve   function,   proprioception,   reflexes,   cerebellar  
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function.   Again,   that   list   can   go   on   and   on.   I   think   it's   really   important,   particularly   with  

falls,   because   there's   so   many   things   going   on   with   that   person.   It   can't   just   be,   oh  

they're   transferring   with   min   assist   and   they   can   walk   50   feet   with   contact   guard   and   a  

wheel   walker.   It   needs   to   be   a   little   bit   more   detailed   than   that   to   try   and   figure   out   what  

is   impacting,   or   what   might   be   causing   the   falls.   So   these   guidelines   come   directly   from  

the   American   Geriatrics   Society,   which   I   will   tell   you   has   collaborated   with   the   British  

Society   to   come   up   with   similar   types   of   guidelines:   Again,   an   older   individual   should  

be   asked   if   they've   fallen   in   the   past   year.   

 

Anyone   who   reports   a   fall   should   be   asked   about   the   frequency   and   the   circumstances,  

so   I   call   that   get   back   to   the   scene   of   the   crime,   try   to   figure   out   what   was   going   on  

that   may   have   contributed   to   that   fall.   Older   individuals   should   be   asked   if   they  

experience   any   difficulties   with   walking   or   balance.   Anyone   who   presents   for   medical  

attention   because   of   a   fall,   so   they   go   to   the   ER   they   go   to   their   physician's   office   they  

report   recurrent   falls   or   report   any   sort   of   difficulty,   should   have   a   risk   assessment.   And  

anyone   with   a   single   fall   should   be   evaluated   for   gait   and   balance.   I   think   these   are  

interesting.   I   think   about   what   we   can   be   doing   during   our   evaluations,   but   are   these  

also   things,   again   depending   on   where   you   work,   that   we   can   translate   into   a   health  

and   wellness   type   of   program?   

 

These   are   things   that   maybe   could   be   asked   in   the   outpatient   clinic   or   in   a   senior  

center   or   some   other   place   where   falls   are   just   not   getting   reported   and   falls   are   not  

getting   addressed.   If   they're   coming   to   us   for   services,   we're   probably   addressing  

them,   but   we   gotta   think   maybe   onward   and   upward   other   places   where   we're   not  

involved.   Any   older   person   who   has   fallen   should   have   an   assessment   of   gait   and  

balance   using   an   evaluation   and   there   are   many   of   them,   we're   gonna   go   through   a   few  

here   in   just   a   second.   Somebody   who   performs   poorly   on   a   standardized   gait  

assessment   should   also   have   a   risk   assessment.   Anybody   who   demonstrates  

unsteadiness   should   have   also   a   fall   risk   assessment.   Again,   a   single   fall   reporting   no  
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difficulty   or   unsteadiness   maybe   doesn't   require   a   risk   assessment,   but   again,   you  

could   probably   do   one.   So   these   are   just   guidelines.   I   think   the   important   takeaway  

here   is   what   you   keep   hearing   me   say,   fall   risk   assessment.   That's   the   one   critical   piece  

that   we   can   do   for   a   lot   of   people   and   if   we   do   it   thoroughly,   hopefully   we   can   identify  

some   of   these   causative   factors.   Okay   so   let's   look,   we're   gonna   actually   now   start  

going   through   some   of   these   risk   assessments.   Some   of   them   are   gonna   be   very  

familiar   to   you,   I'm   sure   you've   seen   them.   

 

This   list   on   this   slide   and   the   next   couple   of   slides   comes   from   the   CDC,   the   Centers  

for   Disease   Control   and   Prevention,   and   they   talk   about   ideally   what   would   go   into   a  

risk   assessment.   So   again,   there's   a   lot   of   these   are   commercially   available.   If   you  

don't   wanna   use   one,   you   wanna   create   your   own,   you   wanna   just   incorporate   some  

things   into   your   evaluation,   there's   certainly   nothing   wrong   with   that.   Asking   about   falls  

and   worries   about   feeling   unsteady   et   cetera,   we   just   talked   about   that.   Medical  

problems:   There's   a   cardiac,   any   sort   of   cognitive   impairment,   incontinence,  

depression,   any   sort   of   foot   problems   and   we   talked   about   poorly   fitting   shoes,   but  

again,   think   about   our   elderly   population   and   other   foot   issues   they   may   have;   bunions  

or   corns   or   maybe   they   have   a   plantar   fasciitis   or   something   else   that   could   be   maybe  

contributing   to   their   falls.   We   already   talked   about   this   a   little   bit,   but   medications,   any  

psychoactives,   medications   with   anticholinergic   side   effects,   any   sort   of   sedating   side  

effects.   

 

And   I   think   important   too,   not   just   things   that   have   been   prescribed,   things   that   they  

also   may   be   taking   over   the   counter   like   Benadryl   or   Tylenol   PM   or   something   like   that.  

Anything   that   they   may   be   taking   that   is   herbal   in   nature   an   herbal   remedy   that   could  

have   some   sort   of   side   effects.   Gait   strength   and   balance   and   we'll   talk   more   about  

these   in   just   a   minute,   but   the   TUG,   the   timed   up   and   go,   anything   greater   than   12  

seconds   is   a   fall   risk.   The   30-second   Chair   Stand,   any   score   that   is   below   average   or   a  

Four-Stage   Balance   Test   in   full   tandem   stance,   anything   less   than   10   seconds,   any   of  
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those   are   risk   factors   for   falls.   Vision,   this   is   really   important,   acuity   of   20/40   or   less,  

and   that   would   be   both   eyes,   I   guess   you   could   test   either   eye,   but   they   talk   about  

both   eyes,   or   not   having   an   eye   exam   in   greater   than   one   year.   And   it's   really  

interesting,   I   do   a   lot   with   low   vision   and   a   lot   of   adults   say   that   their   prescription  

doesn't   actually   correct   their   vision   and   they've   not   gotten   a   new   one.   A   lot   of   older  

adults   are   not   getting   their   regular   exam   every   year,   even   though   most   insurance  

companies   will   provide   for   that.   

 

So   vision   is   a   really   important   one.   Postural   hypotension,   we're   very   familiar   with   this  

obviously.   Any   decrease   in   systolic   greater   than,   or   equal   to   20,   or   diastolic   greater,  

systolic   excuse   me,   greater   than   or   equal   to   20,   or   diastolic   greater   than   or   equal   to   10.  

If   you   don't   wanna   measure   it,   if   anybody   is   complaining   of   lightheadedness   or  

dizziness   in   position   changes.   The   one   think   I   will   say   about   postural   hypotension   as  

far   as   a   risk   factor   and   I   think   this   is   important,   it   goes   back   to   documentation   and  

where   you   see   these   things.   

 

So   if   you   are,   let's   say   you're   getting   somebody   out   of   bed   and   they   roll,   then   they   sit  

up,   then   they   stand,   then   they   take   a   walk   and   you   only   checked   blood   pressure   from  

lying   in   bed   supine   now   to   walking,   you've   missed   out   on   a   lot.   You   don't   know   exactly  

when   that   hypotension   is   occurring.   You   are   encouraged   to   measure   that   all   the   way  

along.   And   again,   if   you   don't   wanna   take   the   direct   blood   pressure,   just   ask   about  

signs   and   symptoms,   because   it   may   have   nothing   to   do   with   a   walk,   it   may   have  

everything   to   do   with   setting   up   or   it   may   have   everything   to   do   with   standing   up.   And  

then   we've   already   talked   about   this,   the   single   most   predictive   factor   of   future   fall   is   a  

fall   in   the   last   six   months   and   the   likelihood   increases   with   age.   Fall   risk   is   about   30%  

at   ages   65   and   that   goes   up   to   83%   when   you   reach   the   age   of   100   or   more.   Okay,   so  

let's   look   at   some   tests   that   we   can   do.   Let's   start   with   the   TUG   and   I'm   sure   everyone  

is   familiar   with   this.   The   person   starts   in   a   standard   chair   with   arms,   wearing   their  

customary   walking   shoes,   using   their   usual   walking   aid,   we   don't   give   physical  
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assistance.   They   start   with   their   back   against   the   chair   walking   aid   at   hand   what   have  

you.   On   the   word   go   they   are   to   get   up.   walk   at   a   comfortable   and   safe   pace   to   three  

meters   away,   what   about   10   feet   or   so,   turn   return   to   the   chair   and   sit   down   again.  

Timing   starts   on   go,   ends   when   the   subject   sits.   For   identifying   people   who   fall,   the  

TUG   is   found   to   have   a   sensitivity   and   a   specificity   of   87%,   so   that's   a   pretty   significant  

number.   So   when   we   look   at   the   age-adjusted   norms,   any   patient   or   any   person   whose  

performance   exceeds   the   upper   limit   of   a   reported   confidence   interval   can   be  

considered   to   have   worse   than   average   performance.   And   that's   what   would   determine  

relative   risk   level.   So   they're   at   high   risk   if   they're   outside   of   the   high   end   of   the   95  

percentile   confidence   interval.   So   again,   you   can   look   at   these   numbers   here.   

 

Anything   greater   than   nine   seconds,   anything   greater   than   10.2   so   on   and   so   forth.  

Some   very   specific   scores   by   population:   For   community   dwelling   adults   anything  

greater   than,   older   adults,   anything   greater   than   13   1/2   seconds   significantly   increases  

their   risk   for   falls.   In   older   adults   in   general,   14   seconds.   Frail   elderly   who   would  

probably   be   your   nursing   home   resident,   32.6   seconds.   So   just   kind   of   some   things   to  

keep   in   the   back   of   your   mind.   And   then   there's   the   cognitive   TUG   again,   which   you  

are   probably   familiar   with.   So   you   complete   the   same   exam,   the   same   TUG,   but   then  

you   add   a   cognitive   component   to   it;   spell   world   backward,   do   serial   sevens,   whatever  

it   happens   to   be.   

 

Again,   anybody   who   completed   this   in   15   seconds   or   greater   were   classified   as   fallers  

and   the   prediction   rate   was   87%   or   higher.   So   this   is   just   really   talking   about   dual  

tasking   essentially,   or   multitasking   which   is   not   necessarily   good,   that's   what   we're  

testing,   but   again,   highly   predictive   of   falls.   The   next   test,   again,   a   pretty   easy   one   for  

us   to   do.   This   is   the   30-second   Stand   Test,   Chair   Stand   Test.   So   essentially,   you're  

doing   this   to   test   leg   strength   and   endurance,   but   again   it's   predictive   of   falls.   So   it's   a  

chair   with   a   straight   back   without   arm   rests,   a   stopwatch,   you   ask   the   person   to   sit   in  

the   middle   of   the   chair,   place   their   hands   on   the   opposite   shoulders,   so   they   crisscross  
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and   put   them   on   their   shoulders,   keep   their   feet   on   the   floor   and   on   go   they   stand   up  

and   sit   down   as   many   times   as   they   can   for   30   seconds   and   you're   gonna   score   the  

number   of   times   that   they   come   to   a   full   standing   position   in   those   30   seconds.   An  

average   score,   I   mean   we'll   just   look   there   for   second,   below   average   score,   and   I'm  

just   gonna   read   the   top   line   for   60   to   64,   anything   below   14   for   men,   below   12   for  

women,   would   indicate   that   this   person   is   at   risk   for   falls.   So   again,   a   pretty   simple   test  

that   we   might   be   able   to   give,   probably   a   little   higher   level   than   maybe   the   TUG,   but  

again,   something   very   simple   to   assess   for   fall   risk.   The   next   one   and   by   the   way   these  

are   the   three   that   I   mentioned   from   the   CDC   as   being   part   of   a   risk   assessment   tool,  

this   is   the   4-Stage   Balance   Test.   So   patients   here,   they   don't   use   an   assistive   device;   a  

cane,   a   walker,   what   have   you.   They   want   to   keep   their   eyes   open,   so   this   is   not   a   test  

of   the   vestibular   system.   

 

This   is   truly   a   test   of   balance.   You're   looking   for   the   person   to   be   able   to   hold   a   position  

for   10   seconds   without   moving   their   feet,   or   needing   support.   And   if   they   can   hold   it   for  

10   seconds,   you   go   on   to   the   next   position.   If   they   can't,   you   stop   the   test   and   you   just  

say   to   the   person,   try   to   stand   in   each   position   for   10   seconds.   The   tests   are   standing  

with   your   feet   side-by-side   then   you're   doing   instep   of   one   foot   touching   the   big   toe   of  

the   next,   one   foot   in   front   of   the   other   heel-to-toe,   so   a   tandem,   and   then   standing   on  

one   foot.   Just   as   an   aside,   this   matches   what   the   MDS   looks   at   for   balance,   particularly  

in   long-term   care.   

 

So   again,   an   older   adult   who   can't   hold   that   tandem   stance   very   specifically   for   at   least  

10   seconds   is   at   increased   risk   for   falling.   And   I'll   just   go   back   to   say   that   even,   so   for  

this   particular   one,   the   4-Stage   Balance   Test   and   the   30-Second   Chair   Stand,   they  

don't   have   a   specific   amount   that   they're   at   risk   for   falling,   so   if   we   went   back   to   the  

TUG   it   was   87%   predictive,   these   don't   have   a   predictability   per   se,   it's   just   saying   that  

they   are   at   greater   risk   than   if   they   could   do   those   tasks.   We   already   talked   about   this   a  

little   bit,   so   I'm   not   gonna   go   into   great   detail   here,   but   this   is   just   looking   at   orthostatic  
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blood   pressure,   we're   looking   for   orthostatic   hypotension,   and   again,   measuring   at  

different   intervals   with   position   changes.   So   maybe   it   is   lying   to   sitting,   sitting   to  

standing,   standing   taking   a   step,   whenever   that   happens   to   be.   So   if   there's   any   sort   of  

dizziness,   lightheadedness,   any   changes   in   the   systolic   or   the   diastolic,   that   would   be  

considered   abnormal   and   a   risk   factor   for   falls.   Some   other   stuff,   other   risk   factors   for  

falls   and   you   can   certainly   read   the   slide:   Advancing   age.   The   history   of   the   fall,   we  

talked   about   that.   Very   specific   comorbidities,   so   dementia,   type   II   diabetes,  

Parkinson's,   depression.   The   use   of   an   assistive   device   is   a   risk   factor   for   falls   a   lot   of  

times   because   people   don't   use   their   assistive   devices   correctly.   Any   sort   of   cognitive  

impairment   not   necessarily   related   to   dementia,   could   be   some   other   sort   of  

impairment.   

 

And   then   any   sort   of   acute   or   chronic   illness   that   that   person   has.   Additionally,   high-risk  

medications   urge   urinary   incontinence,   we   already   kind   of   talked   about   that.   Trying   to  

get   to   the   bathroom   in   a   hurry,   we   do   see   falls   there,   but   then   we   also   see   falls   with  

leakage.   Restraint   usage,   people   were   trying   to   get   out   of   their   restraints,   so   that's   an  

intrinsic   risk   factor.   Bare   feet,   inappropriate   shoe   wear,   particularly   in   individuals   who  

have   other   known   vestibular   issues.   Dehydration,   again,   that's   a   pretty   obvious   one.   

 

And   then   other;   anticoagulant   use,   osteoporosis,   if   somebody's   using   Coumadin   or  

Plavix   or   aspirin   and/or   combining   that   with   a   person   who   has   osteoporosis.   We  

already   talked   a   little   bit   I   said   about   diabetes,   but   peripheral   neuropathy   also   factors   in  

here   irrespective   of   it's   cause.   It   interferes   with   postural   control   and   fall   incidents.   So  

again,   just   a   simple   screen   for   any   sort   of   peripheral   neuropathy   is   highly  

recommended,   because   what   we'll   see   here   is   in   an   individual   who   has   normal  

sensation   versus   somebody   has   peripheral   neuropathy,   the   anterior-posterior   sway,   the  

sway   velocity,   the   sway   area   are   very   very   different   and   that   indicates   that   somebody  

with   peripheral   neuropathy   is   going   to   have   a   higher   fall   risk.   It's   generally   accepted   to  

be   a   major   complication   and   it   actually   inhibits   postural   control   even   in   quiet   standing  

19  
 



 
 

versus   just   some   sort   of   mobility.   So   again,   this   is   something   that   we   want   to   include  

as   a   screen.   Continuing   on,   extrinsic   risk   factors,   and   again,   you   can   read   certainly   this  

slide:   Flooring   surfaces.   Lighting,   lighting   in   a   lot   of   our   places   is   really   poor.   Not   using  

adaptive   devices   that   work,   or   maybe   they   don't   work   correctly.   Something   causes  

tripping,   so   maybe   if   their   gown   or   their   clothing,   it's   an   IV   pole   something   like   that.   So  

I'm   gonna   go   through   now   a   little   bit   more   quickly   some   of   these   additional   screening  

tools   that   are   out   there.   I   will   tell   you   straight   up,   I   don't   recommend   one   over   another.   I  

like   to   have   a   battery   of   different   tests   available   to   me   so   that   if   one   doesn't   meet   my  

patients   needs   or   qualifications   I   have   something   else   to   pull   from.   

 

So   this   one   is   the   Activities-specific   Balance   Confidence   Scale   and   we   do   have   a  

excerpt   from   it.   And   I   will   tell   you   that   the   ones   I'm   gonna   go   through   right   now   are  

available   in   the   public   domain   for   you   to   download.   You   can   self-administer   this,   you  

can   do   it   via   interview,   but   what   you're   asking   about   here   is   the   person's   level   of  

confidence   in   doing   a   specific   activity   without   losing   their   balance,   without   becoming  

unsteady.   If   they   don't   do   the   activity,   you   say:   Well   imagine   if   you   were   to   do   that  

activity   how   would   you   feel?   

 

And   you   rate   it   anywhere   between   zero,   no   confidence   and   100%   completely  

confident.   If   a   person   qualifies   their   responses,   for   example,   if   you   look   at   number   two  

on   here,   it   says   walk   up   or   down   the   stairs.   If   they   are   90%   confident   going   up   and  

they're   only   20%   going   down   you   take   the   lower   of   the   two   scores.   So   with   this  

particular   tool   there   is   some   predictability.   So   80%   is   generally   speaking   the   high   level  

of   function,   anything   less   than   50%   is   a   low   level   of   function,   anything   less   than   67   is  

highly   predictive   of   a   future   fall.   And   that's   a   really   easy   test.   That's   one,   you're   an  

outpatient,   you   give   that   person,   you   put   it   on   the   clipboard   as   part   of   intake   and   ask  

them   to   complete   it.   And   again,   anything   less   than   67,   maybe   we   need   to   look   into  

some   additional   factors   related   to   falls.   Another   test   is   the   Four   Step   Square   Test.   This  

is   a   little   confusing.   You   form   a   square   with   four   canes   and   if   you   can   follow   along,   the  
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person   starts   at   number   one   and   hey   I   can   do   this,   they   start   at   number   one   here,   they  

go   this   direction,   this   direction,   over,   then   they   kind   of   turn   around   and   they   go  

backward.   So   you   do   a   practice   trial,   and   we   can   go   here,   they   stand   in   each   square,  

they   go   as   fast   as   they   can   in   that   direction   forward,   backward,   sideways,   right,   left   et  

cetera.   You   do   a   trial,   a   practice   one   and   then   you   do   two   trials,   you   select   the   best  

one.   This   is   what's   important,   for   older   adults   anybody   that   takes   greater   than   15  

seconds   is   at   risk   for   multiple   falls.   Anybody   who   has   a   vestibular   issue,   anyone   greater  

than   12   seconds   is   at   risk   for   falls.   Someone   post   stroke,   a   failed   attempt,   or   greater  

than   15   seconds,   increased   risk   for   falls.   

 

Parkinson's   disease   and   I   don't   have   these   on   the   slide   I   apologize,   anything   greater  

than   about   9   1/2   seconds   is   an   increased   risk   for   falls.   So   there's   some   really   good  

normative   data   that   comes   out   of   these   assessments.   Another   test   is   called   the   SAFE  

and   let   me   go   there,   we'll   just   pull   it   up.   This   is   the   Screening   Assessment   for   Falls  

Evaluation,   it's   a   two-page   screening   tool.   You   can   use   it   in   addition   to  

discipline-specific   assessments   for   people   who   live   in   their   own   home,   people   who  

were   in   assisted   living,   maybe   even,   or   independent   living   excuse   me,   maybe   even  

assisted   living.   

 

There   intrinsic,   extrinsic   factors   and   then   activities   of   daily   living   and   task   support  

issues   and   the   scoring   system   here   is   providing   a   comparison   between   an   initial   review  

and   a   later   review   to   reflect   any   change   in   fall   risk   as   a   result   of   interventions.   This   one  

is   not   necessarily   predictive   of   future   falls   or   an   indicator   of   severity   of   risk,   but   it   will  

tell   you   if   you're   working   in   home   care;   this   is   where   we   started,   this   is   where   we   are  

now   and   this   is   how   confident   this   particular   person   feels   based   on   these   interventions.  

So   it's   kind   of   your   report   card   if   you   will   for   how   well   you   did.   The   next   one   is   called  

the   FROP   and   I'm   actually   gonna   go   to   it,   because   we   have   some   excerpts   here.   The  

Falls   Injury,   oh   this   is   not   the   FROP   I   apologize,   we're   coming   up   with   that   one.   The  

Falls   Injury   Risk   Profile   For   Unsteady   Older   Adults.   There   are   nine   items   and   they're  
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scored   zero   to   one,   or   zero   to   two   scale   and   it   grades   the   overall   risk   of   the   person   as  

zero   to   three,   which   is   low,   four   to   six   medium,   or   high   is   seven   or   more.   Now   one   thing  

that's   really   different   about   this   tool   versus   other   tools   is   that   it   asks   a   question   about  

osteoporosis   and   I   think   that's   important,   because   that   is   a   significant   risk   factor.  

What's   also   nice   about   this   tool   is   that   it   has   recommended   interventions   for   each   risk  

factor   and   an   action   plan   where   you   can   detail   the   interventions   that   you   want   to   put   in  

place.   It   was,   and   I   remember   when   this   was   originally   developed,   but   it   was   modified  

back   in   2009   to   actually   update   some   of   the   risk   factors.   Again,   I   like   it   personally,  

because   of   some   of   those   recommended   interventions   that   again,   we   as   therapists  

may   or   may   not   utilize,   but   certainly   nursing   could.   And   then   there's   the   FROP,   the   Falls  

Risk   for   Older   People.   

 

So   we'll   go   there,   you   can   take   a   quick   look   at   it.   This   has   the   highest   retest   and  

inter-rater   reliability   and   it   has   moderate   ability   to   predict   falls   in   older   people.   So  

there's   13   risk   factors,   and   again,   really   good   reliability,   moderate   predictive   validity.   So  

again,   you   can   take   a   look   at   it.   It   asks   some   of   the   same   questions   that   we've   been  

talking   about:   Did   they   have   a   fall   within   the   last   12   months,   describe   the   fall   et   cetera,  

et   cetera.   So   really   taking   into   account   all   of   those   risk   factors   that   we've   been   talking  

about.   

 

A   gait   assessment,   okay   this   what   you   do.   This   is   what   you   do   as   physical   therapists  

and   I   think   this   is   really   important,   because   we   talked   about   this   on   a   slide   previously.  

Turning   is   important.   It's   an   important,   obviously,   part   of   walking,   but   it's   a   powerful  

indicator   of   falling.   Elderly   adults   age   65   or   older   who   had   difficulty   turning,   took   more  

steps   to   make   a   turn,   didn't   have   a   pivot,   took   more   time   to   take   the   turn,   those  

individuals   are   very   likely   to   be   Fallers.   So   Thigpen   came   up   with   this   research   back   in  

2000,   it   was   replicated   in   2020,   so   fallers   turn   time   greater   than   four   seconds,   more  

than   four   steps,   not   fluent,   very   hesitant   and   again,   there's   your   TUG   greater   than   11  

seconds   would   be   highly   predictive   of   falls.   The   other   things   within   the   gait   assessment  
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to   look   at   is   a   Fallers   you   know,   just   what   are   they   doing   during   the   gait   cycle   and   you  

can   certainly   read   the   slide,   but   somebody   who   has   a   normal   individual,   and   I   put   that  

in   quotes,   single   leg   support,   single   leg   stance   about   40%   of   the   time,   two   feet   10%   of  

the   time.   As   we   look   in   the   gait   cycle   somebody   who   is   falling   can   only   be   in   single   limb  

support   about   20%   of   the   time,   or   is   only   in   there   about   20%   of   the   time.   That   goes  

back   to   one   of   those   other   tests   that   we   did,   the   tandem   stance   and   standing   on   one  

foot.   so   again,   if   you're   just   looking   very   objectively   at   the   person's   gait   and   you're  

seeing   that   they   can't   maintain   that   single   limb   support,   they   could   be   at   greater   risk  

for   falls.   We   look   at   the   gait   assessment,   so   a   normal   individual   who   is   aging,   we   see  

reduced   stride   length,   we   see   decreased   gait   speed.   

 

Somebody   who   is   falling   has   those   same   things,   but   then   they   also   have   increased  

step   width,   a   bigger   base   of   support,   unequal   step   length   and   you   see   this   when   you  

do   the   gait   assessment   and   they   have   a   different   base   of   support.   So   a   very   normal  

base   of   support   you   can   see   on   the   left-hand   side   versus   somebody   who   is   at   risk   for  

falls   has   been   variable   base   of   support.   They   just   look   unsteady,   they   look   off   balance,  

they   look   like   they're   veering   or   staggering.   

 

So   if   you   don't   wanna   do   some   other   assessment,   you   can   look   just   at   their   gait:   What  

is   it   that   they're   doing?   So   if   we   look   at   the   characteristics   of   Fallers,   they   usually   stop  

walking   when   they're   talking.   So   you're   just   walking   down   the   hall   with   your   patient   and  

either   they   can't   carry   on   the   conversation   with   you   without   stopping,   or   if   they   carry  

on   the   conversation   their   gait   is   deteriorating,   they're   probably   at   risk   for   falls.   There's   a  

fear   of   falling   which   results   in   a   shorter   single   limb   support,   decreased   stride   length,   we  

don't   see   that   forward   momentum,   there's   increased   step   width,   stride   to   stride  

variability   and   I   love   these   particular   slides,   because   I   think   this   just   really   speaks   to  

what   physical   therapy   assesses   for.   And   I   go   back   to   the   documentation,   it's   not  

enough   just   to   say   min   assist   100   feet   with   a   wheeled   walker,   really   get   into   the  

nitty-gritty   here   and   try   to   figure   out   what   kinds   of   characteristics   that   person   has  
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related   to   falls.   So   some   assessments   that   you   can   use:   The   Berg   Balance   you've   used  

this   probably   a   million   times.   There's   static   and   dynamic   activities.   Obviously   the  

maximum   score   is   56.   These   are   all   of   the   different   tasks   that   you   would   be   doing  

during   the   Berg   Balance   Assessment.   I'm   not   gonna   go   through   them,   'cause   I'm   sure  

you're   very   familiar   with   them   and   this   looks   at   the   fall   risk.   It's   a   really   wonderful   tool.  

41   to   56   low,   21-40   medium,   anything   lower   than   20   is   a   high   fall   risk,   anything   less  

than   36   indicates   100%   probability   of   a   fall   in   the   next   six   months.   What   a   powerful  

powerful   tool.   This   is   a   great   tool,   not   as   sensitive   however   for   people   who   have  

vestibular   impairment,   you'd   probably   wanna   use   the   Dynamic   Gait   Index   instead.   

 

Now   before   I   go   on,   one   of   the   handouts   that   you   have   for   today's   session   are   some  

exercises   related   to   balance,   so   these   are   exercises   that   go   hand-in-hand   with   the   Berg  

with   the   Tinetti   POMA,   I'm   not   gonna   go   over   them,   they're   there   for   your   reference,  

but   know   that   they're   there.   It's   a   really   powerful   powerful   assessment.   The   Functional  

Reach,   also   I   mean,   really   simple   assessment.   Person   is   instructed   to   stand   close   to,  

but   not   touching   the   wall   and   you   reach   as   far   forward   as   you   can   without   taking   a  

step.   Pretty   easy   and   you   can   also   do   this   from   a   seated   position.   Functional   reach   is  

anything   greater   than   10   inches,   less   than   six   inches   the   person   is   four   times   more  

likely   to   fall.   

 

So   again,   a   nice   risk   assessment   to   say   and   actually   hear   some   additional   age-related  

norms   that   you   have   available   for   you.   And   additionally,   anything   less   than   six   inches  

indicates   a   higher   risk   for   falls.   Six   to   9.9   is   a   moderate   risk.   Anything   greater   than   10   is  

a   low   risk.   Then   your   job   is   to   determine,   okay   we   have   a   high   risk,   what   are   all   the  

factors   that   are   playing   into   that   risk?   So   you   know   that   you   have   a   risk,   then   let's  

figure   it   out.   I   already   just   mentioned   this,   this   is   the   Dynamic   Gait   Index   and   again  

probably   one   that   you're   very   familiar   with.   They   can   do   this   with   or   without   an  

assistive   device.   The   highest   score   is   a   24   and   would   be   a   20   for   patients   who   are  

using   an   assistive   device.   These   are   all   of   the   different   things   that   are   tested,   and  
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again,   anything   less   than   19   indicates   a   risk   for   falls.   And   what   I   love   about   this  

particular   test   is   then   you   can   drill   it   down,   to   if   you   go   back   up,   was   it   a   three?   Was   it  

a   zero?   Was   it   a   one?   Where   did   they   score   in   these   different   areas?   If   it's   stepping  

around   obstacles,   or   over   obstacles,   that's   telling   for   us   in   our   treatment   planning:   Can  

we   do   something   in   the   environment?   Can   we   train   that   person   to   be   more   cognizant  

or   to   be   able   to   navigate   architectural   barriers   or   obstacles?   And   just   the   last   one,   there  

we   go,   the   Tinetti   POMA,   again,   one   that   you   are   very   familiar   with,   the   Performance  

Oriented   Mobility   Assessment.   There's   a   balance   score.   There's   a   gait   score.   And  

again,   scoring:   Anywhere   between   25   and   28   is   a   low   fall   risk,   anything   less   than   19,  

the   person   has   a   high   fall   risk.   So   again,   I   think   you   have   a   great   opportunity   to   do  

some   of   these   assessments   and   then   we'll   talk   about   in   just   a   moment   what   you're  

gonna   do   related   to   intervention.   Before   we   do   that   though,   let's   talk   about   the  

additional   evidence   from   the   American   Geriatrics   Society,   the   British   Geriatric   Society.   

 

The   multifactorial   fall   risk   assessment   has   to   be   followed   by   direct   interventions.   So  

you   know   what   contributes   to   falls,   we've   done   a   risk   assessment,   again,   I   don't   care  

which   one,   you   wanna   have   a   whole   bunch   available   to   you   and   we   just   went   through  

some   very   briefly.   But   then   once   you   have   that   information,   what   do   you   do   with   it?  

That's   when   you   then   have   to   do   something.   So   maybe   it's   an   exercise   program,   really  

strong   evidence   for   exercise   programs   and   that's   what   we're   gonna   talk   about   in   just   a  

minute.   Adaptation   or   modification   of   a   home   environment,   again,   really   strong  

evidence   there.   Medication   management,   so   psychoactives,   very   specifically   strong  

evidence.   Postural   hypotension,   managing   footwear.   The   highest   levels   of   evidence  

though,   came   from   exercise,   particularly   balance,   strength   and   gait   training,   all   of  

which   we're   gonna   be   talking   about   here.   So   we   wanna   offer   them   an   exercise   program  

excuse   me,   and   it   should   incorporate   balance,   gait,   strength   training,   flexibility   and  

endurance   are   also   important,   but   they   should   not   be   offered   as   sole   components   of  

the   program,   and   again,   very   strong   evidence   related   to   that.   So   we   wanna   address  

those,   but   you   have   to   give   them   more.   Just   doing   flexibility   and   endurance   is   not  
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gonna   necessarily   prevent   falls.   They   do   recommend   that   exercise   programs   that   target  

all   of   these   things,   like   Tai   Chi,   like   Otago,   which   we're   gonna   be   talking   about,   like  

maybe   Yoga   or   something   will   be   effective   for   reducing   falls.   Exercises   can   be   done   in  

groups.   They   can   be   done   individually   as   in   a   home   exercise   program.   Both   again   very  

strong   evidence   both   would   be   effective   in   preventing   falls   and   I   say   that   because  

we're   talking   about   groups.   We're   gonna   talk   about   A   Matter   of   Balance   here   in   just   a  

moment   and   that   is   a   program   that   is   provided   in   a   group   format   and/or   even   just   an  

exercise   program   that   is   in   a   community   center   or   something   like   that.   Obviously,   we  

want   to   consider   these   in   long-term   care   as   well,   skilled   nursing   facilities.   

 

But   I   think   the   hard   part   in   skilled   nursing,   and   chime   in   if   you   think   I'm   wrong,   is   that  

we   can't   always   oversee   those   from   the   therapy   department,   whether   it's   in   physical  

therapy,   occupational   therapy,   I   don't   think   it   matters.   We   can   set   those   up,   but   then  

somebody   also   has   to   carry   those   through   as   well   whether   that's   nursing   or   restorative  

or   activities   or   even   the   patient   him   or   herself   so   think   we   sometimes   run   into   some  

challenges   there.   

 

So   when   we   look   at   these   exercises,   the   purpose   is   to   improve   and   enhance   the  

person's   motor   coordination   and   their   movement   as   it   relates   to   their   ability   to   maintain  

that   center   of   gravity   during   static   and   dynamic   movement.   And   those   are   the  

exercises   that   you   have   as   one   of   your   handouts.   There's   no   rules   per   se   when   you're  

doing   these   exercises,   so   certainly   follow   your   own   judgment.   But   guarding   I   think   is  

important.   There's   a   lot   of   suggestions   out   there   to   consider   doing   static   tests   maybe  

in   a   corner   to   give   that   person   support   on   least   a   few   sides.   There's   a   lot   of   pros   and  

cons   out   there   to   either   using   or   not   using   a   gait   belt.   There's   pros   and   cons,   there's   a  

lot   of   opinions   on   whether   or   not   to   use   an   assistive   device,   so   that's   really   up   to   you.   A  

lot   of   the   literature   that   I   have   read   talk   about,   lets   try   to   do   this   with   shoes   off,   you  

know,   really   getting   into   that   somatosensory   type   of   feedback,   not   with   an   assistive  

device,   again,   to   really   impact   the   core   of   the   body   and   balance   retraining.   But   certainly  
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do   whatever   you   feel   comfortable   doing   and   whatever   you   feel   safest   doing.   When   we  

look   at   some   of   these   postural   control   exercises,   they're   provided   to   improve   balance  

and   walking.   When   you   look   at   the   exercises   that   were   given,   they're   listed   in   order   of  

difficulty   and   we   encourage   our   patients   again   to   practice   the   two   or   three   tasks   that  

are   really   difficult   for   them.   You   know,   you   don't   wanna   just   do   the   easy   ones   because  

that's   not   where   you   have   an   issue,   you   want   to   start   where   they   start   to   have   that  

breakdown,   try   to   maintain   every   exercise   for   at   least   30   seconds,   and   again,   no   thick  

pile   carpeting,   ideally   without   shoes,   particularly   high   heels,   some   of   our   little   old   ladies  

will   still   wear   in   our   sessions.   

 

So   those   are   the   basic   postural   control   exercises,   which   again,   I   think   many   of   us   are  

very   familiar   with.   So   now   let's   get   to   some   of   the   programs   that   are   different   and  

innovative   and   kind   of   cutting   edge   if   you   will.   So   the   first   program   that   we   wanna  

introduce   you   to   is   the   Otago   Exercise   Program,   so   maybe   some   of   you   already   have  

this   established.   This   particular   program   was   initiated   in   New   Zealand,   adopted   by   the  

CDC.   It's   individualized   to   address   balance   and   strength.   The   exercises   are   progressed  

over   the   course   of   a   year   and   includes   a   walking   plan,   but   remember   that   walking   alone  

is   not   going   to   decrease   falls.   

 

We   have   to   do   a   lot   of   other   things   as   well.   Ideally   therapy   or   whoever   is   implementing  

this   program   and   if   it's   therapy   it's   physical   therapy,   because   no   other   therapy  

discipline   can   be   trained   to   do   this,   they   would   see   clients   a   minimum   of   seven   times  

with   seven   telephone   calls   to   encourage   and   monitor   the   progress   over   a   12   month  

period.   Now   think   about   it,   seven   times   isn't   a   whole   lot.   So   that's   one   of   the   pros   of  

the   program,   it's   not   a   really   heavy   commitment   for   your   patients.   And   there   are   several  

other   studies   in   both   falls   and   stroke   recovery   that   illustrate   that   these   interventions   of  

longer   duration   and   lower   frequency   result   in   better   outcome.   So   I   think   that's  

important,   you   look   at   seven   times,   that's   not   a   whole   lot.   You   might   be   thinking   holy  

cow,   I'm   not   gonna   be   able   to   accomplish   anything,   but   the   evidence   is   actually   pretty  
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good   that   you   will.   Now   Otago   was   developed,   tested   and   proven   very   effective   for  

preventing   falls   for   individuals   very   specifically   65   years   of   age   or   older.   There   were   four  

different   randomized   controlled   trials   that   were   completed.   It's   been   shown   to   reduce  

falls   by   35%   among   high   risk   individuals.   Most   effective,   this   is   interesting,   for   adults  

80   years   of   age   or   older   who   have   fallen   within   the   last   year   and   who   have   moderate   to  

severe   decreased   strength   and   balance   due   to   multiple   different   risk   factors   including  

arthritis,   deconditioning   and   inactivity.   Now   Otago   will   improve   both   strength   and  

balance,   again   two   of   the   most   readily   modifiable   risk   factors   related   to   falls.   The   Otago  

was   tested   as   a   standalone   home-based   intervention.   It   is   delivered,   as   I   said,   by   a  

trained   and   licensed   physical   therapist.   Although   it's   standalone,   it   can   also   be  

incorporated   into   other   programs.   So   even   though   you're   doing   Otago,   you   know,  

nursing   can   still   be   looking   at   medications.   You   could   still   be   doing   some   postural  

control   exercises.   You   could   be   doing   some   other   things   as   well.   Return   on   investment,  

again   70   cents,   it's   not   a   ton,   but   that's   still   quite   a   bit   if   we   can   reduce   falls   in   a   very  

specific   population.   

 

Now   the   target   audience   for   this   program   is   community   dwelling   adults.   So   most   of   the  

time   you'll   see   this   being   implemented   in   like   assisted-living,   independent   living,   home  

care   types   of   places.   I   have   seen,   I   will   be   honest,   in   skilled   nursing,   though   that's   not  

the   ideal   place   for   it.   anywhere   between   65   and   80   years   of   age,   they   should   be   able   to  

walk   on   their   own   either   with   or   without   a   walking   aid.   Again   it   could   be   done   in  

outpatient.   In   the   community   there's   a   lot   of   different   places   where   this   could   be.   Who  

is   not   appropriate:   Older   adults   less   than   80   who   are   falling   as   well   as   adults   were   too  

frail   to   do   any   sort   of   exercises,   who   may   require   a   more   individualized   program,   older  

adults   with   mild   strength   and   balance   deficits   may   need   a   more   challenging   program  

than   those   who   would   be   in   Otago   and   may   benefit   from   something   else   like   Tai   Chi   or  

something   else.   Older   adults   who   fall   because   they   have   syncope,   vertigo,   vision  

impairment,   neurological   conditions,   cognitive   impairment,   dementia,   maybe  

Parkinson's,   those   individuals   should   be   referred   over   to   their   healthcare   provider   who  
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could   prescribe   treatment   or   just   have   a   standard   traditional   physical   therapy   program.  

So   what   does   the   program   Look   like?   It's   four   to   five   visits   with   a   PT   over   eight   weeks,  

monthly   phone   calls   for   a   year,   follow-up   visits   which   are   optional,   six,   nine   and   12  

months.   There   are   17   total   exercises   and   this   is   where   your   assessment   comes   in,   you  

determine   which   exercises   are   the   ones   that   are   most   appropriate   to   challenge   that  

individual,   so   they're   probably   not   gonna   be   doing   all   17   of   the   exercises.   The  

exercises   are   progressed   to   continue   to   challenge   that   person   as   they   improve   their  

strength   and   their   balance.   There   are   adjustable   ankle   weights   that   are   used   for   three  

of   the   exercises   and   that   weight   is   increased   over   the   course   of   the   program.   They   do  

the   exercises   for   about   30   minutes,   three   times   a   week   and   when   the   person   is   strong  

enough   to   walk   for   exercises   there's   a   walking   program   that   is   prescribed   and   that's  

progressed   30   minutes,   three   times   a   week.   

 

They   can   do   the   exercises   in   their   home   independently   with   assistance   and   figuring   out  

really   what   works   best,   which   exercises   and   where   to   do   them   and   what   level   of  

assistance   is   where   your   skill   comes   into   play.   Now   this   slide,   hopefully   you   can   see   it,  

talks   about   what   the   exercise   is   and   what   it   looks   like.   This   particular   program   needs   to  

be   implemented   in   a   way   that   retains   the   core   component   so   it   can   be   effective.   So   if  

you   modify   it   versus   what   is   supposed   to   be   delivered   the   patient   may   lose   the   benefit  

of   seeing   reduced   falls.   

 

So   there   are   activities,   there's   an   assessment,   there's   the   same   ones   we've   been  

talking   about:   The   30-Second   Chair   Stand,   the   4-Stage   Balance   and   the   Timed   Up   and  

Go.   And   then   you   can   look   at   the   activities,   the   intensity,   the   progression,   the   length,  

the   frequency   and   the   duration   and   what   falls   into   each   of   those.   You   would   conduct  

the   assessment   and   then   determine   how   to   proceed   with   the   exercise   program.   Once  

the   assessment's   complete,   you   decide   with   the   patient   on   the   strengthening  

exercises,   including   warm-up,   balance   and   walking.   You   also   decide   the   level   of  

intensity   for   the   exercises,   the   number   of   repetitions   et   cetera   and   then   again   you'll   be  
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progressing   them   through   this   as   they   start   to   improve.   The   goals   of   the   program;  

strength,   balance,   activity   tolerance,   lifestyle   change   to   incorporate   strength   and  

balance   a   minimum   of   two   hours   per   week.   And   again,   we   can   see   about   a   35%  

reduction   in   falls   related   to   it.   Now   I   think   what's   important   to   note   here   too   is   that  

when   you   look   at   some   of   these   activities   and   exercises,   just   typical   everyday   activity   is  

not   gonna   cut   it.   That's   not   what   is   involved.   We   don't   see   gains   in   muscle   strength,   et  

cetera,   with   those   types   of   things.   We   do   have   to   do   individualized   strength   and  

balance   exercises.   Again,   I'm   kind   of   repeating   now,   four   to   five   visit   eight   weeks,  

face-to-face   visit   six   months   and   12   months.   There   is   a   self-management   phase   these  

are   those   phone   calls.   

 

The   phone   calls   create   that   accountability   for   the   client.   It's   an   opportunity   to   touch  

base,   to   make   sure   what's   working,   what's   not   working.   They   may   not   be   necessary   for  

the   patient.   They   may   be   necessary,   they   might   need   to   be   more   frequent.   The   phone  

calls   are   not   reimbursed   at   this   point   in   time,   but   it's   certainly   something   helpful   for   the  

patient   to   determine   if   they're   still   on   track.   When   you   look   at   the   lit   review,   one   of   the  

biggest   studies   here   was   a   meta-analysis   of   over   1,000   patients   who   had   a   high   risk   for  

falls   and   what   they   found   is   that   falls   decreased   35%   at   six   months   and   some   lessons  

learned   from   that   and   you   can   certainly   read   the   slide,   but   men   and   women   both  

benefited   equally.   

 

The   strength   and   balance   improved   markedly   over   the   course   of   the   program.   And  

while   everyone   benefited,   if   your   resources   are   limited,   offer   it   to   people   80   years   of  

age   and   older   first,   because   you   really   want   to   reduce   that   particular   group   first.   It   was  

most   effective   for   that   particular   age   group.   Okay,   let's   switch   gears   and   talk   about   A  

Matter   of   Balance.   This   is   an   interesting   one.   So   what   is   it?   A   lot   of   older   adults  

experience   this   fear   of   falling.   And   when   you   see   that   fear   we   limit   our   activities,   limiting  

activities   results   in   physical   weakness,   making   that   risk   of   falling   even   greater.   The  

Matter   of   Balance   Program   is   designed   to   reduce   the   fear   of   falling   and   increase  
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activity   levels   among   older   adults.   It's   eight   two-hour   sessions   for   very   small   groups  

eight   to   12   participants   led   by   a   trained   facilitator.   Now   the   studies   related   to   this  

indicate   that   up   to   half   of   community   dwelling   older   adults   experience   this   fear   of   falling  

and   they   curtail   their   activity.   A   majority   of   falls   occur   during   routine   activities.   Falls  

aren't   occurring   just   because   of   one   specific   issue.   A   lot   of   them   are   preventable.   And  

being   inactive   results   in   a   loss   of   muscle   mass   and   strength.   It   can   also   compromise  

social   interaction   and   increase   the   risk   for   isolation,   depression   and   a   whole   lot   of   other  

things.   The   Matter   of   Balance   acknowledges   the   risk   of   falling,   but   emphasizes   some  

very   practical   coping   strategies   to   reduce   that   concern.   Participants   start   to   look   at  

their   falls   and   their   fear   of   falling   as   controllable   and   they   set   very   realistic   goals   for  

increasing   their   activities.   

 

They   also   find   ways   to   change   the   environment   to   reduce   fall   risk   factors   and   they   do  

this   in   a   group   format   which   is   really   nice.   If   you've   never   participated   in   one   of   these  

sessions,   that   group   format,   everybody   contributes   and   they   learn   from   each   other   and  

they   learn   strategies   from   each   other   and   it's   actually   very   therapeutic   in   doing   so.   So  

the   program   goals,   you   can   certainly   read   these,   self-management,   self-efficacy,  

promoting   physical   activity   and   reducing   that   fear.   Who   is   it   appropriate   for?   Adults   60  

years   of   age   or   older,   I   mean   I   guess   you   could   probably   go   a   little   bit   younger,   but  

ideally,   60   years.   People   can   problem   solve.   They're   interested   in   improving   their  

flexibility.   Maybe   they've   restricted   their   activities.   This   is   a   very   much   voluntary   type   of  

activity.   This   is   not   necessarily   something   that   therapy   would   do,   so   this   is   something  

that   they   would   go   after   or   seek   out   on   their   own.   The   program   description,   I   already  

kind   of   hit   on   this,   but   it's   eight   weekly   or   twice-weekly   sessions.   So   the   sessions   are  

about   two   hours   in   length,   so   you   could   do   those   over,   excuse   me,   you   could   do   those  

over   two   sessions   in   a   week   or   you   could   do   it   two   hours   all   in   one   shot   and   it's   a   small  

group,   maximum   probably   about   15   participants.   And   the   program   is   delivered,   and   I  

think   this   is   what's   neat,   is   that   it's   delivered   by   two   coaches   who   are   volunteer   lay  

leaders,   they're   not   necessarily   therapists,   they   could   be   activities   professionals,   they  
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could   be   wellness   coordinators,   they   could   be   pretty   much   anybody   as   long   as   you've  

been   trained   to   deliver   this   program.   At   some   point,   and   I   don't   remember   which   week  

it   is   in   the   program,   a   therapist   will   do   a   guest   visit   and   they   do   a   session   for   one   hour,  

but   past   that   it's   all   a   lay   model.   The   program   components   really   are   what   you   see   on  

this   slide:   Group   discussion,   skill   building,   assertiveness,   sharing.   There's   a   lot   of  

sharing,   a   lot   of   brainstorming,   a   lot   of   talking   amongst   the   group   where   they   learn  

amongst   themselves   and   they   learn   from   each   other.   Now   there   is   a   master   trainer   who  

is   responsible   for   teaching   the   Matter   of   Balance   curriculum   to   the   coaches   and   if   this  

is   something   that   you're   ever   interested   in,   there's   master   trainers   all   over   the   country.  

They   provide   them   with   guidance.   The   coach   will   come   and   do   an   observational   visit.  

They   support   them   as   they   lead   the   classes   and   then   as   updates   are   done,   I   think   you  

have   to   go   to   training   at   least   once   a   year   to   keep   your   credentials   up   as   a   coach   for  

Matter   of   Balance.   Again,   the   guest   healthcare   professional   is   arranged,   the   master  

trainer   can   help   to   do   that   as   well.   That   person,   again,   it   could   be   a   PT,   it   could   be   OT,  

it   could   be   a   nurse.   

 

They   come   in   and   they   answer   questions   about   reducing   fall   risk.   They   talk   about   how  

to   get   up   from   the   floor   safely,   how   to   get   in   and   out   of   bed,   how   to   go   up   and   down  

the   stairs,   they   talk   about   assistive   devices,   community   safety   and   some   other   things  

like   that.   So   the   measurement   or   the   evaluation   activities,   the   measures,   there's   an  

initial   survey   given   to   the   first   class   with   some   questions   regarding   falls   management,  

exercise   levels   and   background   information.   And   then   at   the   last   class   there   is   another  

survey   that's   done   where   they   repeat   the   questions   regarding   the   falls   management  

and   the   exercise   levels.   And   then   they   have   questions   concerning   the   comfort   in   talking  

about   their   fear   of   falling,   changes   that   maybe   they   made   to   their   environment,   how   to  

increase   activity   levels,   maybe   plans   to   increase   activity   levels,   background   information  

et   cetera.   Program   takeaways:   This   program   enables   the   participants   to   achieve   very  

significant   goals.   They   start   to   view   falls   as   controllable.   They   set   goals   for   increasing  

their   activity,   so   going   past   their   fear   and   creating   a   lifestyle   change   where   activity   is  
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part   of   their   entire   daily   routine.   They   talk   a   lot   about   the   other   23.   So   there's   23   hours  

in   your   day   to   do   anything   you   want,   let's   keep   one   hour   just   for   you   for   activity.   It   talks  

a   lot   about   changes   to   reducing   fall   risk   particularly   at   home,   so   identifying  

environmental   hazards,   learning   about   medications,   learning   about   falls   and   then  

exercises   to   increase   strength   and   balance.   There   are   actual   exercises   that   are   again  

led   by   the   lay   leadership,   I   think   they're   in   the   third   week,   I   could   be   wrong   about   that.  

But   once   they're   learned,   every   session   that   they   come   to   they   run   through   those  

exercises   and   they   are,   just   again,   some   easy,   simple   balance,   flexibility   types   of  

exercises.   

 

When   we   look   at   the   lit   review   related   to   this,   there   was   a   randomized   controlled   trial  

that   was   done;   434   people   60   years   of   age   or   older.   They   came   from   40   different   senior  

housing   sites   in   the   Boston   metropolitan   area   and   they   collected   data   at   six   weeks,   six  

months   and   then   12   month   follow-ups.   When   they   did   those   comparisons   they   saw  

that   the   intervention   subjects   had   increased   levels   of   intended   activity,   significant  

results   there,   greater   mobility   control,   improved   social   function,   improved   mobility  

range.   

 

And   the   purpose   of   that   particular   study   was   really   to   determine   whether   or   not   this  

could   be   translated   into   a   community-based   volunteer   lay   leader   model   and   the   answer  

to   that   was   yes,   because   they   found   that   people   experience   significant   increases   in  

falls   efficacy,   falls   management,   falls   control   and   it   made   it   very   broadly   available   to   a  

lot   of   different   adults   in   a   lot   of   different   settings.   Again,   if   you're   not   familiar   with   this,  

this   is   one   that   can   be   done,   I'm   thinking   about   what's   available   in   my   community  

'cause   this   is   a   really   popular   one.   They're   doing   this   in   the   senior   centers,   in   churches,  

in   assisted   living,   in   independent   living,   just   pretty   much   any   place   where   people   come  

together,   and   they   host   these   groups.   So   the   program   savings:   So   this   comes   from   a  

report   to   Congress   from   CMS   and   it   talks   about   savings.   A   Matter   of   Balance  

demonstrated   $938   savings   related   to   unplanned   inpatient   hospitalization,   skilled  
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nursing   facilities   and   home   health.   And   again,   that's   not   a   huge   savings.   Pretty  

significant   though   per   person,   if   you   were   thinking   about   the   fact   that   this   is   something  

that   does   not   have   to   have   a   therapist,   it's   not   a   costly   program   to   carry   out,   but   yet   we  

see   a   cost   savings.   So   again,   an   interesting,   pretty   neat   program   that's   out   there.   The  

next   thing   we'll   talk   about   is   Yoga   for   fall   prevention.   So   what   is   Yoga?   And   a   lot   of   you  

probably   practice   Yoga.   Spiritual,   ascetic   discipline,   breath   control,   simple   meditation,  

adoption   of   specific   body   postures.   Obviously   a   lot   of   people   practice   for   health   and  

relaxation.   Even   if   you   don't   do   sometimes   full-blown   Yoga   we're   seeing   a   lot   now   of  

very   simple   Yoga   postures   and   Yoga   positions   being   done   in   the   workplace   for   stress  

management   or   for   flexibility   or   something   like   that.   So   we're   seeing   a   lot   of   variations  

if   you   will.   

 

Originally   derived   from   India,   the   word   Yoga   means   union   and   we're   looking   here   at  

physical   practices,   Hatha   Yoga   is   the   physical   practice   typically   that   we   see   in   the  

United   States.   We're   looking   again,   as   we   just   said,   the   physical   postures   related   to  

that,   breathing   techniques,   meditation   or   relaxation.   And   I   didn't   include   these   as   part  

of   the   handouts,   but   if   anybody   is   really   interested   I   do   have   a   few   handouts   related   to  

Yoga   and   I   believe   Tai   Chi   as   well,   some   of   those   postures,   if   that's   something   that   you  

would   wanna   see.   

 

So   when   we   perform   Yoga   we're   looking   at   those   three   major   components   working  

together:   Your   breathing,   your   postures,   your   meditation,   your   relaxation   versus   the  

breath   work.   It's   very   much   focused   around   diaphragmatic   breathing,   which   we   teach  

in   therapy   to   our   patients   all   the   time.   So   using   the   diaphragm   as   you   breathe   can  

stimulate   the   vagus   nerve,   so   the   parasympathetic   control   of   the   heart,   the   lungs,   the  

digestive   tract   can   help   to   reduce   stress   and   a   very   large   component   of   this   is  

obviously   controlled   breathing.   Then   there   are   the   postures,   these   are   obviously   the  

heart   of   Yoga.   They   include   stretching   that   maintains   and   enhances   the   flexibility   and   if  

you   think   about   many   of   the   poses   that   you'll   go   through   in   a   typical   Yoga   session,  
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they're   a   form   of   isometric   strengthening   exercise,   if   you   think   about   it,   which   involves  

that   contraction   of   the   muscles   without   moving   that   joint   and   we   oftentimes   will   use  

that   in   therapy   for   the   rehabilitation   of   injured   joints.   So   using   this   in   therapy   just   makes  

perfect   sense.   And   then   there's   meditation   and   relaxation.   A   lot   of   different   forms   that  

might   be   incorporated   into   a   Yoga   practice.   So   there's   focused   meditation   where  

you're   directing   your   awareness   onto   something,   it   could   be   a   picture,   it   could   be   a  

statue,   or   you   can   focus   your   awareness   onto   a   universal   principle   such   as  

compassion   or   forgiveness.   

 

Mantra   meditation   is   where   you   repeat   a   word   or   a   phrase   or   a   sound   in   order   to  

transcend   the   distractions   that   you   consistently   have   in   your   mind.   Walking   meditation  

is   it's   mindful,   sLow   walking   with   focused   attention   on   body   sensation   or   breathing.   We  

see   a   lot   of   this   in   labyrinths.   I   actually   attended,   this   a   while   ago,   a   walking   Yoga  

session,   or   walking   meditation   session   when   I   was   out   in   California   for   a   conference  

and   you   know   we're   just   walking   and   as   you're   walking   you're   focusing   on   the  

sensations:   What   do   you   smell?   What   do   you   see?   What   do   you   feel?   What   do   you  

hear?   Those   types   of   things.   

 

So   different   ways   that   you   can   obviously   incorporate   that.   Some   general   guidelines,  

you   want   to   include   meditation   into   every   one   of   the   classes.   You   wanna   teach   proper  

alignment   for   every   pose   and   I   think   that's   one   of   the   really   critical   pieces.   Just   like   we  

would   with   a   gait   program   or   transfers   or   whatever,   we   want   proper   posture,   because   if  

we   don't,   we're   gonna   call   in   muscle   groups   that   we   probably   don't   want   to.   We   don't  

want   abnormal   postures,   or   abnormal   movements.   We   wanna   avoid   poses   that   require  

forward   spinal   flexion,   any   sort   of   twisting,   any   sort   of   lateral   flexion,   particularly   for   any  

client   who   might   be   diagnosed   with   or   suspected   osteoporosis,   so   that's   when   we   go  

back   to   one   of   the   screening   tools,   particularly   the   one   that   included   osteoporosis  

that's   an   important   part.   Advise   people,   your   patients,   to   move   gently   through   and  

within   the   poses   and   incorporate   spinal   stabilization   into   every   class.   And   again   I   just  
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say   this,   that   even   if   you're   not   quote   unquote   trained   specifically   to   use   Yoga,   there's  

no   reason   why   you   can't   incorporate   some   of   these   poses,   some   of   these   postures   into  

your   traditional   therapy   program   as   isometric   types   of   exercises.   So   again,   we're   trying  

to   include   certain   things   to   develop   our   fine   motor   conditioning   in   the   hands.   Feature  

poses   that   are   comfortable   that   are   steady   to   the   person,   that's   where   you   want   to  

start   and   progress   from   there.   So   we   don't   want   somebody   necessarily   to   do   the   most  

difficult   pose,   but   something   where   they're   comfortable   and   progress.   Rest   whenever  

necessary   and   there's   nothing   wrong   with   that.   Take   a   break,   maybe   use   a   chair,  

maybe   use   a   wall,   whatever   we   wanna   do   during   some   of   the   balance   exercises   to  

reduce   the   risk   of   fall.   

 

So   again,   maybe   that's   where   we   stand   in   the   corner.   or   do   something   to   make   sure  

that   the   person   does   not   fall   while   we   are   doing   some   of   the   poses.   Some   of   the  

permanent   contraindications   to   Yoga;   epilepsy,   severe   heart   disease,   what   does   that  

mean   I   dunno.   They   say   severe   heart   disease   in   the   literature,   so   I   think   I   would  

probably   consult   with   a   person's   physician   or   cardiologist   just   to   make   sure.   Any   any  

sort   of   malignant   tumors,   infections   of   the   musculoskeletal   systems,   so   osteomyelitis,  

septic   arthritis,   a   staph   infection   and   any   severe   spinal   injury,   or   a   recent   head   injury  

would   be   a   contraindication   as   well.   

 

Those   are   permanent   contraindications.   Temporary   contraindications:   Exacerbations   of  

a   chronic   disease,   so   maybe   they   have   rheumatoid   arthritis.   Maybe   they   have   MS   and  

there's   an   exacerbation.   Multiple   medications   or   drugs,   again,   those   specifically  

affecting   the   central   nervous   system.   Go   back   to   our   screening   assessment   where   we  

looked   at   medications.   Postoperative   period,   so   if   somebody's   coming   to   you   post-op,  

whatever   it   happens   to   be,   this   is   again   where   you   really   wanna   consult   with   a  

physician   to   see   if   they   would   be   okay   with   it.   Severe   fatigue,   intraocular   and  

intracranial   pressure,   you   may   not   know   about   that   per   se,   but   I   think   you   can   certainly  

ask   the   physician   and/or   watch   for   signs   and   symptoms   from   the   patient.   Any   sort   of  
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neuronifection   like   encephalitis   or   meningitis.   And   then   any   sort   of   exacerbation   of  

vestibular   conditions.   Again,   you   would   wanna   just   use   your   best   judgment   there.   So  

how   can   you   adapt   for   the   geriatric   population?   So   let's   say   the   patient   has  

hypertension   and   you   wanna   do   inversions.   Do   them   only   under   the   guidance   of   an  

experienced   Yoga   teacher.   An   inversion   doesn't   always   mean   you   gotta   stand   on   your  

heard.   An   inversion   is   anything   that   just   gets   your   hips   over   your   heart,   so   a   bridge  

technically   would   be   an   inversion,   or   just   putting   your   legs   up   to   the   wall   would   be  

considered   an   inversion.   But   you   wanna   to   do   those   obviously   cautiously.   A  

vegetative-vascular   dystonia,   you   would   want   to   do   a   morning   routine   here,   that   would  

be   recommended,   and   you   would   wanna   include   standing   poses   and   inversions.   Let's  

say   the   person   has   a   spinal   disease,   osteochondritis,   scoliosis,   or   something,   you  

would   wanna   avoid   any   postures   that   have   forward   bends   from   a   standing   or   sitting  

position.   

 

A   person   has   an   arthritic   type   of   condition,   only   therapeutic   Yoga   would   be   advised.  

Again,   consult   with   the   physician.   Neuroses   and   chronic   fatigue   syndrome,   do   mild  

types   of   poses   focusing   on   deep   relaxation   as   well   as   really   focusing   on   the   breathing  

exercises.   If   the   person   has   varicose   veins,   avoid   postures   where   they're   balancing   on  

one   or   both   legs   and   poses   where   the   legs   are   pressed   up   against   the   wall.   If   they   have  

digestive   disorders,   in   case   of   ulcer   or   other   diseases   of   the   digestive   system,   avoid  

any   poses   that   involve   twisting   or   poses   with   a   pronounced   effect   on   the   abdominal  

area.   And   there's   a   lot   of   benefits   obviously   for   Yoga   for   older   adults   and   we   do   see   a  

lot   of   well   elderly   doing   Yoga   well   into   their   advancing   years.   It   increases   muscle   mass,  

bone   strength,   it   increases   lean   muscle,   decreases   body   fat.   It   helps   with   psychological  

well-being.   It   reduces   depression.   It   reduces   symptoms   of   anxiety,   improves   your  

general   mood   and   completely   off-topic,   but   I   do   a   lot   of   education   as   it   relates   to  

employee   wellness   in   our   facilities   in   our   sites   and   this   is   one   of   the   things   that   we   talk  

about   is   taking   care   of   yourself   and   dealing   with   your   own   stress   and   anxiety   in   your  

workplace   and   such   and   it's   a   great   benefit   for   not   just   older   adults,   but   really   for  
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everybody.   And   again,   you   don't   have   to   get,   as   I   say,   crazy   with   the   Cheez   Whiz,   do  

some   of   the   simple   postures   and   those   will   be   certainly   as   helpful.   Yoga   can   help   a   lot  

of   different   health   conditions   that   you   see   on   this   slide;   hypertension,   skin   disorders,  

obesity,   sleep   problems,   tension   headaches,   migraines.   There's   a   lot   of   really   positive  

evidence   out   there   for   what   a   good   program   that   it   is.   Lit   review   related   to   Yoga:   There  

was   a   12-week   intervention   in   a   retirement   community   where   individuals   had  

self-reported   fear   of   falling.   They   performed   seated   and   standing   postures.   They   did  

breathing   exercises   and   they   did   these   for   about   75   minutes   twice   a   week,   so   it   wasn't  

a   huge   investment.   Twice   a   week,   75   minutes   each   and   significant   results.   Fear   of  

falling   decreased   by   6%   and   they   saw   4%   improvement   in   Berg   Balance   scores,   so  

obviously   a   good   takeaway.   

 

Okay,   final   thing   that   we're   gonna   talk   about   is   Tai   Chi,   final   type   of   program   is   Tai   Chi  

for   fall   prevention.   So   this   is   a   noncompetitive   self-paced   system,   gentle   exercise   and  

stretching.   And   if   you've   ever   done   this,   every   posture   flows   into   the   next,   so   you   don't  

pause,   your   body   is   in   constant   motion.   

 

There's   a   lot   of   different   styles.   Each   style   has   its   own   emphasis   on   different   principles  

and   methods   and   then   there's   variation.   Some   really   focus   on   health   maintenance  

others   focus   on   the   martial   arts   aspect.   I'm   actually   trained   in   Ai   Chi   which   is   done   in  

the   water   in   aquatics,   so   a   different   environment,   but   the   same   types   of   principles.   Now  

when   Tai   Chi   is   performed   there   are   three   major   components,   so   there's   movement,  

there's   meditation   and   there's   deep   breathing   and   you   notice   again   it's   very   similar   to  

Yoga   and   we'll   talk   about   these   here   in   just   a   second.   So   when   you're   doing   the  

movement,   you   feel   the   ground   with   your   feet.   The   person   is   asked   to   sink   their   weight  

to   the   ground,   maintain   good   body   alignment   to   promote   stability   to   promote   balance.  

The   movements   again   flow   from   one   to   the   other   with   body   weight   shifting   from   the  

right   leg   to   the   left   leg   to   balance   the   empty   and   full   feeling   and   you're   getting   a   lot   of  

weight   shifting.   The   movements   are   called   forms   or   routines   and   some   of   them   are  
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named,   so   you'll   see   like,   White   Crane   Spreads   It's   Wings   or   something,   so   they   have  

these   names.   The   simplest   form   has   about   13   movements   and   the   more   complex  

styles   can   have   dozens   and   dozens   of   movements.   And   again,   with   each   of   these  

movements   not   only   are   you   moving   and   you're   weight   shifting   and   you're   crossing  

midline   and   doing   all   of   these   different   things,   you   are   coordinating   your   breathing   to  

go   right   along   with   it.   While   performing   the   movements,   the   point   is   to   keep   their   mind  

calm   and   alert,   concentrating   on   the   inner   self.   And   this   is   one   of   those   things   and   I  

dunno   that   we   say   it   in   here,   but   it's   a   very   quiet   environment,   very   similar   to   Yoga,  

there's   music   and   different   inputs   that   go   along   with   some   of   these   movements   that  

you   can   just   move   right   along   with   them   and   it   makes   a   very   calm   type   of   environment.   

 

With   the   flow   of   the   movements   the   person   exhales   the   stale   air   and   the   toxins,   they  

inhale   fresh   air   and   that   stretches   the   muscles   involved   in   breathing,   it   releases   the  

tension.   and   again,   you're   exhaling   on   certain   movements   inhaling   on   other   movements  

and   what   you're   doing   is   you   are   supplying   the   entire   body   with   oxygen   and   with  

nutrients.   

 

There's   a   few   principles   that   are   worth   reviewing.   The   first   is   something   called   rooting.  

So   rooting   is   lowering   the   body   weight   through   the   legs   into   the   ground,   it's   a   sinking  

type   of   sensation   and   it   allows   the   practitioner,   the   person   who's   doing   the   postures   to  

form   this   stable   connection   with   the   ground.   The   next   piece   is   called   splitting.   This   is  

taking   a   force   coming   from   one   direction   redirecting   it   to   another.   So,   for   example,  

there's   a   point   on   the   front   sole   of   each   foot   through   which   the   Chi   energy   goes   into  

the   ground.   And   then   there   are   stances   in   Tai   Chi.   Those   different   stances   help   to  

improve   strength   and   stability.   So   there's   the   Horse   Stance,   the   Bow   Stance,   the   Rear  

Bow   Stance,   so   these   are   certainly   things   that   you   can   go   out   and   research   some   of  

these   stances   out   on   the   internet.   And   again,   each   one   of   these   will   flow   into   the   next.  

Some   of   the   precautions,   there's   slow   gentle   movements.   There's   not   any   specific  

contraindications.   For   the   most   part   pretty   much   anybody   can   participate   in   Tai   Chi,  
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but   as   always,   it's   important   to   consult   with   a   physician   before   entering   some   sort   of  

program,   particularly,   if   they're   being   treated   for   some   specific   injury   disease.   If   the  

person   has   a   joint   problem   or   severe   osteoporosis   that   might   be   something   that   you  

wanna   keep   in   mind.   Best   not   to   do   it   right   after   eating   if   the   person   is   very   tired,   if   they  

have   an   active   infection.   There   are   some   movements   where   the   person   is   asked   to  

twist   and   cross   midline   and   such,   so   if   there   is   any   sort   of   issue   with   the   spinal   column  

or   spinal   stability   is   what   I   wanted   to   say,   that   might   be   something   that   we   would  

certainly   look   at.   There's   a   lot   of   different   benefits   obviously   for   Tai   Chi,   stress  

reduction   being   a   big   one,   flexibility,   balance,   lowering   blood   pressure,   lowering   anxiety  

and   depression,   improving   self-esteem,   improving   some   of   those   signs   and   symptoms  

related   to   arthritis,   some   of   the   pain   that   people   feel   related   to   that.   

 

And   this   is   one   of   those   those   exercises   if   you   will,   that   like   I   have   arthritis   or   I   have  

something   else   going   on,   I'm   not   able   to   hit   the   treadmill   necessarily,   or   I   can't   maybe  

go   out   for   a   walk   or   what   have   you.   This   is   something   that   they   can   do   despite   having  

other   issues   going   on.   

 

Somebody   with   a   breathing   disorder,   again,   because   you   are   controlling   your   breath  

with   each   one   of   these   movements   it's   something   that's   really   great   for   strengthening  

your   intercostals,   for   strengthening   the   diaphragm.   And   again,   you   don't   think   about  

this,   but   for   somebody   maybe   who   was   a   swallowing   disorder   or   something   like   that  

we   see   overflow   benefits,   because   we   are   seeing   improved   strength   in   those   areas.  

Energy   levels   improve,   osteoporosis   and   signs   and   symptoms   related   to   that   and   just  

general   well-being.   And   again,   its   land-based,   it   can   also   be   done   in   the   pool   and  

incredibly   relaxing.   The   goals:   Improve   balance.   Preventing   contractures,   because   you  

are   moving   through   these   different   movements   and   they   are   whole   body   movements   so  

there's   upper   body   sequences,   there's   lower   body   sequences,   there's   whole   body  

sequences   that   we're   seeing   a   lot   of   that   bilateral   integration,   a   lot   of   different   things  

that   we   work   on   in   therapy   and   struggle   with   sometimes   that   we   see   carry   over   into  
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these   postures.   Improving   posture,   improving   overall   stability.   Again,   very   important,  

particularly   as   that   person   is   rooted   to   the   ground   we're   seeing   an   overall   improvement  

in   stability   and   being   able   to   move   within   that   base   of   support   and   outside   of   that   base  

of   support.   And   then   again   it   carries   over   to   improved   gait,   transfers,   ADL   et   cetera.   Is  

it   accessible?   Yes,   this   is   one   of   those   things   that   could   be   performed   by   just   about  

anyone   and   can   be   adjusted   or   adapted   for   so   many   different   conditions.   So   if  

somebody   can't   do   a   full   range   of   something,   you   modify   it.   If   they   can't   do   a   twisting  

activity   you   modify   it.   If   somebody   can't   stand   to   do   the   activity   you   can   do   this   at   a  

seated   position,   so   again,   a   lot   of   adaptations   and   applicability   to   many   different  

situations.   

 

Can   we   include   this   as   part   of   therapy?   You   betcha,   a   lot   of   these   movements   and   the  

variations   are   really   useful   for   developing   balance,   coordination,   co-contraction   of   the  

musculature,   your   flexors   and   extensors,   your   anterior-posterior   and   they   can   be  

customized   and   progressed   to   meet   the   individual   patient's   needs.   And   again,   what   I  

like   about   this   particular   intervention,   any   one   of   these   types   of   interventions,   whether  

it's   Yoga   or   Tai   Chi,   it's   Otago,   they   have   a   lot   of   those   components   that   we   should   be  

working   on   in   our   individualized   therapy   plan   of   care   and   these   fit   very   naturally   into  

what   you're   doing   with   the   patient.   

 

The   patient   doesn't   have   to   know   that   it's   a   Tai   Chi   posture,   or   it's   a   Yoga   posture.   It's  

something   to   help   them   with   their   balance   and   with   their   coordination.   So   there's   a   lot  

of   different   theories   about   Tai   Chi   and   why   it   helps   with   falls.   First,   there's   these   forces  

that   are   transitioning   between   double   and   single   stance   postures   with   dynamic   weight  

transitions.   So   what   do   we   mean   there?   Again,   when   you're   looking   at   these   postures,  

you're   going   from   single   limb   support   to   double   limb,   single,   double,   so   on   and   so   forth  

and   all   these   different   dynamic   balance   things.   Let's   go   back   to   screening   and  

assessment.   This   is   where   your   assessment   comes   into   play.   When   you   see   that   that  

person   can't   maintain   single   limb   support   when   you're   doing   your   gait   analysis,   this  

41  
 



 
 

might   be   perfect   for   that   particular   person   to   help   facilitate   that,   the   coordination  

between   the   upper   extremities   and   the   lower   extremities.   So   these   are   not   isolated  

movements.   This   isn't   a   person   just   doing   shoulder   flexion,   10   repetitions,   it   is   very  

much   coordinated   whole   body   movements   crossing   midline,   and   again,   that's   what   we  

focus   toward.   It   improves   a   lot   of   range   of   motion   so   we're   focusing   on   a   lot   of  

movement,   some   of   it   is   isometric.   We're   looking   at   lower   extremity   function   et   cetera.  

We   can   stimulate   vestibular   input.   

 

So   again,   I   would   love   to   be   able   to   demonstrate   these   in   front   of   you,   but   some   of  

them,   you're   turning   from   side   to   side,   you're   turning   the   head,   you're   watching   the  

hand   so   as   your   hand   is   moving   across   the   body   or   as   you   are   shifting   from   side   to  

side   your   head   is   going   with   it   which   again   helps   to   facilitate   and   stimulate   the  

vestibular   system   as   well.   And   we   also   see   destabilization   of   the   body's   center   of  

mass,   it's   a   hallmark   of   this,   so   we're   seeing   that   person   be   able   to   weight   shift   and   be  

able   to   move   outside   of   that   base   of   support   very   safely.   Okay,   what   else?   What   else  

can   we   be   doing?   

 

So   we   talked   early   on   about   the   intrinsic   factors   related   to   falls,   so   that's   strength   and  

balance   and   vestibular   and   such   and   we've   been   talking   about   some   different   things  

that   might   impact   that   fear   of   falling   et   cetera.   We're   gonna   switch   gears   a   little   bit   now  

and   talk   about   some   of   the   extrinsics,   so   very   specifically   the   environmental  

modifications.   When   we   look   at   environmental   modifications   or   an   environmental  

assessment,   this   needs   to   be   carried   out   by   someone,   healthcare   professional,   again,  

PT,   it   could   be   OT,   whoever   is   working   in   that   setting.   It   should   be   included   in   the  

multifactorial   assessment   for   persons   who   have   either   fallen   or   who   have   a   risk   factor  

for   falling.   What   we   wanna   be   doing   is   identify   the   hazards   in   the   home,   evaluate   them,  

put   interventions   in   place   to   promote   the   safe   performance   of   daily   activities   and  

makes   perfect   sense.   So   I   think,   just   as   a   complete   aside,   I   don't   know   how   often   we're  

able   to   get   in   the   home   environment   to   really   truly   assess   what's   going   on   there   for   our  
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patients,   I   don't   know   how   many   of   us   have   that   opportunity   to   get   in   there,   I   think   at   a  

bare   minimum   if   we   can't   get   out   and   see   it   ourselves,   use   Skype,   use   FaceTime,   use  

some   way,   even   photos   or   something   so   you   can   get   a   sense   of   what   that   home  

environment   is   like.   Nothing's   gonna   be   worse   than   working   with   this   patient   in   your  

setting,   whatever   it   is,   unless   of   course   you're   in   home   care   and   doing   everything   right,  

working   on   strength   and   balance   and   gait   and   all   the   right   stuff   to   go   home   and   trip  

and   fall   over   clutter,   because   the   person   didn't   clean   up   their   living   room,   or   didn't  

remove   their   scatter   rug.   So   I   think   this   is   a   high   priority   for   many   of   us.   So   when   you  

look   at   the   evidence   related   to   home   assessment,   a   home   assessment   of   disability   in  

education   in   the   risk   areas   and   a   referral   to   the   patient's   doctor   reduces   falls.   There's   a  

high   level   of   evidence   related   to   that.   

 

Without   further   referral   does   not   reduce   falls.   So   what   they're   basically   saying   there   is  

that   we   need   to   do   the   assessment,   do   the   education   and   have   their   physician,   their  

primary,   involved   in   that   and   I   think   part   of   that   is   possibly   related   to   the   fact   that   many  

of   our   clients   will   listen   to   their   health   care   professionals,   will   listen   to   their   physicians,  

definitely   seek   out   their   guidance,   particularly   elderly   clients   who   really   do   listen   to   the  

suggestions   if   you   will   from   their   physicians.   

 

Anybody   identifying   patients,   so   if   somebody   has   gone   to   the   ER   after   a   fall,   identifying  

those   individuals   and   now   this   is   talking   about   occupational   therapy   'cause   that   came  

directly   from   the   literature,   I   don't   think   it   has   to   be   OT,   it   could   be   PT,   but   assessing  

that   person.   So   somebody's   come   to   the   ER,   there's   a   high   level   of   evidence   that   talks  

about   assessing   that   person   for   future   falls,   looking   to   their   environment   and   again  

getting   therapy   involved.   And   I   dunno   that's   something   that   we   do.   I   think   most   of   us  

are,   you   know,   we're   in   home   care,   we're   in   SNF   or   an   outpatient,   whenever.   I   dunno   if  

in   acute   care,   those   people   who   are   just   coming   to   the   ER   ever   get   referred   to   therapy  

or   talk   about   therapy   as   a   possible   intervention   for   them.   So   in   looking   at   some   studies  

related   to   home   safety   assessments,   this   particular   study   that   was   done   in   2005   and  
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replicated   in   2018   looked   at   the   effectiveness   of   two   specific   interventions   to   reduce  

falls   and   fall   injuries   in   older   people   who   had   poor   vision.   So   the   home   safety   program  

consisted   of   a   home   hazard   assessment   by   a   therapist   followed   by   home   modifications  

and   recommendations   for   behavior   change.   It   also   consisted   of   strength   and   balance  

exercises.   This   particular   study   used   the   Otago   Exercise   Program   and   the   people   were  

also   taking   vitamin   D   supplements.   Now   only   the   program   that   had   the   home   safety  

component   to   it   was   effective   in   reducing   falls,   so   these   are   people   who   are   going   back  

to   living   in   the   communities.   So   the   exercise   and   the   balance,   how   do   I   wanna   say  

this?   If   you   look   at   the   evidence,   just   doing   education   alone   is   not   gonna   cut   it,   or   just  

doing   a   fall   risk   assessment   is   not   gonna   cut   it,   you   have   to   do   a   multifactorial  

approach.   One   of   the   biggest   things,   the   single   thing   that   is   in   all   of   the   evidence   is   an  

exercise   program.   

 

Again,   it   could   be   Otago   it   could   be   Yoga,   whatever   it   happens   to   be,   stronger  

evidence   coupled   with   a   home   safety   assessment.   So   we   can   see   we're   kind   of  

layering   the   program   together.   It's   not   just   one   component,   its   multiple   components.  

And   again,   you   yourself   may   not   be   responsible   for,   but   certainly   your   interdisciplinary  

team   would   be.   So   the   home   safety   program   here   was   effective   in   reducing   the   falls.  

Those   people   had   61%   fewer   falls,   44%   fewer   injuries   compared   to   those   people   who  

were   just   getting   social   visits   or   something   else.   

 

What's   really   interesting   about   this   particular   study   and   I   just   wanna   bring   this   up   is  

that,   now   this   one   had   an   OT   doing   the   assessments,   but   again   I   don't   think   it   matters  

OT,   PT,   makes   no   difference,   did   the   home   safety   assessment,   made   the   suggestions  

for   modifications,   there   was   a   walk-through,   there   was   a   checklist   to   identify   hazards,  

there   was   a   discussion   about   items,   they   looked   at   behaviors,   they   looked   at  

equipment,   or   lack   thereof,   then   they   agreed   together,   the   therapist   and   the   patient,   on  

which   recommendations   to   implement.   I   think   this   is   where   it   gets   critical,   that   therapist  

then   helped   that   person   to   obtain   the   necessary   equipment,   helped   them   to   either   get  
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funding   for   it   or   get   payment   for   it   and   then   made   a   follow-up   visit   to   make   sure   that  

everything   was   installed   and   working.   I   think   that's   really   important,   because   let's   be  

honest,   how   many   times   do   you   make   recommendations   to   your   patients   and   they  

don't   follow   through   with   them.   Or   you   say,   oh   you   need   to   purchase   X-Y   and   Z,   but  

they   don't   do   that.   I   think   this   particular   study   took   that   extra   step   to   first   of   all,   what   I  

would   call,   make   it   person-centered   so   the   patient   and   the   therapist   were   on   the   same  

page   as   to   which   recommendations   needed   to   be   put   in   place   and   then   followed   it   the  

whole   way   through   to   make   sure   that   it   was   done.   So   I   think   that's   a   key   indicator  

there.   Now   this   other   study   related   to   home   safety   assessment   used   a   therapist   who  

was   visiting   participants   in   their   homes,   identifying   environmental   hazards,   unsafe  

behaviors   and   then   recommended   home   modifications   and   behavior   changes.   Fall  

rates   were   reduced   by   one-third   but   only   among   the   men   and   women   who'd  

experienced   one   or   more   falls   in   the   year   before.   So   I   think   33%   is   is   pretty   significant.   

 

Again,   similar   types   of   characteristics,   the   therapist   visited   the   participant's   home,   did  

the   assessment.   They   actually   used   the   Westmead,   it's   on   here,   the   Westmead   Home  

Safety   Assessment,   which   is   universally   available,   looked   at   all   of   those   environmental  

hazards,   slippery   floors,   poor   lighting,   the   rugs,   whatever,   had   that   discussion   about  

how   to   correct   them.   Assessed   the   person's   ability   to   actually   implement   and   talked  

about   unsafe   behaviors   like   loose   shoes   or   clutter   or   what   have   you.   And   then   I   think  

more   important,   after   that   initial   visit   they   telephoned,   they   did   a   follow   up:   Did   you  

make   the   changes?   Why?   Why   not?   If   you   didn't,   let's   encourage   you   to   do   so,   et  

cetera.   So   I   think   there's   that   follow-up   piece   to   it.   And   again,   whether   it's   home   safety,  

or   you   prescribe   an   exercise   program   for   balance   and   safety   whatever   it   is,   I   think   that  

follow-up   piece   is   critically   important   to   make   sure   that   our   patients   actually   do   follow  

through   with   it.   So   some   of   the   salient   features   of   these   home   safety   assessments,   and  

I'm   gonna   run   through   these   just   kind   of   quickly:   Flooring,   you   know,   is   there   a   lot   of  

furniture,   do   they   have   to   walk   around   their   throw   rugs,   are   there   papers,   books,  

towels?   When   you   see   the   clutter   sometimes   that   we   all   live   in.   Are   there   things   that   we  

45  
 



 
 

have   to   walk   around.   Are   there   wires   or   cords   or   something   like   that,   so   things   to   look  

for.   And   again,   some   of   these   are   really   simple   fixes.   You   have   a   wire   or   a   cord,   you  

know,   can   you   coil   them?   Can   you   tape   them   down?   Some   of   them   are   very   very  

simple.   In   the   kitchen,   look   at   it,   is   the   stepstool   unsteady?   The   things   that   we   typically  

use,   are   those   on   high   shelves   that   I   have   to   reach   or   climb?   Or   can   I   get   to   them   very  

easily?   Stairs   and   steps   are   a   serious   issue.   We   look   for   clutter,   I   mean   how   many   of   us  

put   stuff   on   our   stairs,   to   say,   oh   I'll   take   that   up   the   next   time   when   I   go   up?   What  

about   lighting   in   the   stairway?   Is   there   a   switch   at   the   top   and   the   bottom?   Is   the  

carpeting   tacked   down   or   the   handrails   firmly   affixed   those   sorts   of   things?  

Additionally,   oh   sorry   let   me   go   to,   whoops   sorry,   why   won't   that   advance?   There   we  

go.   The   bathroom,   again,   we   see   a   lot   of   falls   here.   Is   it   slippery?   Do   they   have   the   grab  

bars   in   place   that   they   were   recommended   or   do   they   not?   Can   they   actually   move  

around?   

 

Can   they   get   their   assistive   device   into   the   bathroom?   Is   the   lighting   good?   In   the  

bedroom,   in   the   bathroom,   is   there   a   nightlight?   Is   there   a   path   from   the   bed   to   the  

bath?   Is   it   dark?   Is   it   well   lit,   et   cetera,   et   cetera?   So   easy   stuff   that   we   can   at.   Okay   a  

couple   of   other   things   as   we   start   to   wrap   up   here,   from   the   American   Geriatric   Society,  

the   British   geriatric   Society,   related   to   orthostatic   hypotension   this   should   be   included,  

we   need   to   be   looking   at   this.   

 

So   again,   I   think   probably   nursing   would   do   some   of   this,   but   we   might   be   as   well  

depending   on   where   it   is   that   we're   working.   Some   techniques,   excuse   me,   some  

techniques   that   might   benefit   our   patients,   things   like   sleeping   in   a   bed,   keep   the   head  

of   the   bed   raised   to   minimize   that   sudden   drop   in   pressure   when   they   rise.   Maybe   it's  

elastic   stockings   or   some   sort   of   compression   garment   that   they   wear   to   minimize  

some   of   that   venous   pooling   in   the   legs.   Just   teaching   the   person   to   rise   slowly   or   sit  

on   the   side   of   the   bed   for   a   couple   minutes   before   they   stand   up,   to   take   their   time,   not  

to   make   any   sudden   movements.   To   avoid   heavy   meals.   Avoid   vigorous   activity   in   hot  
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weather.   Again,   some   of   these   are   really   simple   but   things   that   our   patients   may   not  

know   and   we   can't   assume   that   nursing   is   teaching   them   this.   Certainly   looking   at  

footwear,   another   thing   for   the   American   geriatric   site,   again,   high   level   of   evidence  

related   to   footwear.   Identifying   foot   problems.   We   need   to   address   those   or   footwear   in  

our   multifactorial   risk   assessment.   We   want   to   advise   patients   that   walking   with   shoes  

of   low   heel   height   and   high   surface   contact   area   could   potentially   reduce   the   risk   of  

falls   and   there's   lot   of   really   great   research   right   now   talking   about   smooth   soled   shoes,  

and   I   have   to   say   that   slowly,   that's   a   tough   one,   those   shoes,   almost   like   a   dress   shoe  

if   you   will   that   has   a   smoother   sole   that   helps   that   person   particularly   when   their  

walking.   

 

So   some   really   neat   evidence   and   research   related   to   that.   Then   there's   education.   We  

have   to   include   education   in   everything   that   we   do.   Now   there's   strong   evidence   here,  

but   not   strong   evidence   as   a   standalone   intervention.   So   we   want   to   couple   this,   tailor  

it   to   the   person's   cognitive   function,   tailor   it   to   their   language,   keep   in   mind   cultural  

competency,   health   literacy,   those   sorts   of   things   and   include   education.   Again,   related  

to   fall   prevention,   related   to   modifications,   related   to   the   exercise   program,   whatever   it  

happens   to   be.   

 

Again,   it   would   not   be   a   single   intervention   it   would   be   coupled   with   whatever   else   we  

are   delivering.   Now   when   we're   delivering   that   education,   a   lot   of   things   that   we   can   do  

here   as   therapists.   While   educational   alone   has   not   been   proven   effective   in   reducing  

falls   it   is   typically   one   of   those   building   blocks   as   we   just   said.   It   can   be   delivered   to  

individuals.   It   can   be   delivered   to   groups.   A   Matter   of   Balance   is   a   perfect   example  

there.   Individual   sessions   may   work   better   for   people   who   are   hearing   or   vision  

impaired.   Group   sessions   might   be   better   for   those   people   who   really   thrive   on   learning  

from   others.   We   want   to   tailor   the   sessions   to   the   attention   span,   to   the   cognitive  

ability,   visual   aids   are   really   great,   brochures,   fact   sheets,   checklists   all   of   those   things  

to   help   facilitate   the   education   session.   And   again,   you   don't   have   to   make   these   up,  
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certainly   go   out   and   look   for   them.   CDC   has   a   lot   and   other   groups   as   well.   Group  

sessions   obviously   provide   those   benefits   of   social   interaction.   Maybe   it's   informal  

where   we   just   share   personal   experiences,   that   would   help   maybe   others   to   reduce  

their   own   anxiety   and   increase   their   motivation   to   adopt   some   new   behaviors.   Again,  

we   wanna   deliver   this   on   an   ongoing   basis   in   conjunction   with   our   therapy.   What   kinds  

of   things   can   we   educate   on?   I   think   about   this   from   a   health   and   wellness   perspective.  

How   many   of   us   are   asked,   hey   can   you   give   an   in-service   to   so-and-so?   Or   can   you,  

you   know,   write   an   article   about   something?   

 

These   are   great   topics.   What   causes   falls?   So   talking   about   just   medications   or   being  

physically   fit   or   having   strength   or   balance,   talking   about   hazards   in   the   environment,  

talking   about   why   falls   are   dangerous,   people   may   not   think   it   that,   you   know,   fractures  

or   cuts   or   head   trauma,   those   sorts   of   things.   What   increases   your   risk   for   falls?   Again,  

people   don't   always   know   this.   Things   like   osteoporosis,   Alzheimer's,   depression,  

osteoporosis,   alcohol,   those   sorts   of   things   and   preventing   falls   which   of   course   we  

can   talk   about.   

 

Other   things,   again   simple   things   that   we   can   educate   to:   Making   an   appointment   with  

your   physician.   Begin   this   entire   process   by   making   an   appointment   with   your   doctor  

and   be   prepared   to   answer   some   questions,   and   again,   we   can   coach   them   along   the  

way.   What   medications   are   you   taking?   How   many   people   just   really   don't   know?   Make  

a   list   of   the   prescriptions   and   the   over-the-counter   and   the   supplements   and   the  

herbals,   bring   them   with   you.   Reviewing   everything   by   your   physician   or   your  

pharmacist   for   side   effects   and   interactions.   And   they   may   wanna   wean   them   off   or  

what   have   you,   but   again   getting   that   ready.   Talking   to   their   physician   maybe   about:  

Have   they   fallen   before?   And   this   is   where   maybe   a   journal   comes   into   play,   writing  

down   the   details;   the   when,   the   where,   the   how,   the   why.   Instances   when   you   almost  

fell,   but   you   caught   yourself   or   somebody   caught   you   just   in   time.   All   of   those   kinds   of  

details   can   help   the   physician,   can   help   you   as   well   as   a   therapist   to   identify   some  
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different   strategies   for   the   person.   Could   health   conditions   be   causing   your   falls?   Again  

be   prepared   to   talk   about   that   with   the   doctor.   We   can   teach   our   patients   about  

exercise,   we   been   talking   about   that.   Physical   activity   goes   a   very   very   long   way  

toward   fall   prevention   and   with   the   physician's   approval   they   can   start   a   walking  

program,   they   can   start   water   workouts,   they   can   start   Tai   Chi   or   Yoga   or   dance-like  

movement,   whatever,   to   get   them   moving.   Those   certainly   reduce   the   risk   of   falls.   And  

if   they're   avoiding   physical   activity,   because   they're   afraid   that   they   will   fall,   that's  

another   place   where   they   can   talk   to   you,   talk   to   their   physician   and   give   them   a  

customized   exercise   program.   

 

And   of   course   we've   already   talked   about   the   shoes.   Other   areas   of   patient   education,  

we   talked   about   this,   the   home   hazards,   this   is   huge   and   I   don't   know   about   the   rest   of  

you   and   what   you've   experienced.   I   find   a   lot   of   time   that   I'm   seeing   this   with   my   aging  

parents   right   now,   they're   very   hesitant   to   make   some   of   these   changes.   Oh   I've   had  

that   chair   forever   I   really   don't   wanna   remove   it,   or   oh   I   love   that   rug,   it   goes   with  

furniture   so   well.   They   don't   think   about   it   in   perspective   of   fall   prevention.   

 

They're   thinking   about   how   it   may   change   their   environment,   it's   not   their   routine,   it's  

not   their   usual,   it's   not   their   norm,   so   we   have,   again,   some   education   to   do   here.  

Lighting:   Nightlights,   placing   a   lamp   to   reach   in   the   middle   of   the   night,   turning   on  

switches   before   going   up   or   down,   making   sure   there's   flashlights,   maybe   in   the  

drawers   easily   accessible   or   at   the   top   of   or   the   bottom   of   your   staircase   et   cetera   ,et  

cetera.   So   looking   at   the   lighting.   And   just   because   you   increase   the   wattage   of   a   bulb  

doesn't   mean   that   we   have   more   available   light.   We   really   have   to   look   at   the   lux   within  

that   room,   and   again,   we   see   a   lot   of   patients   take   off   the   shade,   or   do   all   sorts   of   crazy  

stuff   that   doesn't   necessarily   give   you   more   light,   it   gives   you   more   glare   and   other  

things   that   could   be   problematic.   Avoiding   alcohol,   again   we   could   talk   about   that   for   a  

while   but   it's   best   to   just   avoid   it   because   it   alters   your   balance   obviously   and   may  

make   them   take   some   risks   that   they   wouldn't   normally   take.   We   can   certainly   educate  
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on   assistive   devices   and   durable   medical   equipment,   I   mean   you   can   read   the   whole  

list   here,   but   think   along   with   that   is   teaching   that   person   and/or   their   caregiver   how   to  

adjust   those   items.   How   many   patients   do   you   work   with   that   have   a   walker   that   you  

look   at   it   and   just   say,   who   adjusted   this,   'cause   this   certainly   is   not   fit   to   this   patient.  

So   making   sure   again   that   they   are   fit   for   them   and   they   are   appropriate.   So   kind   of   to  

wrap   it   all   up,   general   guidelines,   again,   there   may   be   some   things   that   we   haven't  

really   talked   about.   Hearing   aids:   Making   sure   that   they're   in,   that   they're   on.   That   their  

eyeglasses,   again,   they   don't   always   help   if   the   script   is   too   weak   or   the   script   has  

changed   and   they   haven't   been   back   to   see   their   optometrist.   Allowing   for   slower  

reaction   time,   building   that   in.   

 

Making   sure   that   we   maintain   things   like   wheelchairs,   that   the   brakes   lock,   that   the   flip  

up   footplate   work,   the   swingaway   leg   rests   work,   those   are   simple   things,   but  

contribute   to   falls.   And   of   course   evaluating   our   patients   thoroughly.   What   is   it?   Again,  

these   are   some   things   that   we   really   talked   about   already,   but   exercising,   doing   the  

med   review,   teaching   our   patients   to   get   up   slowly,   improving   the   lighting,   reducing  

glare,   maybe   contrasting   paint,   that's   something   we   really   didn't   talk   about,   but   we   do  

see   falls   related   to   threshold   changes   where   somebody   has   to   go   a   small   lip   or   go  

down   or   something   and   they   weren't   ready   for   that.   So   anything   we   can   do   to   make   it  

visual.   

 

Lot   of   different   safety   tips,   even   just   a   something   as   simple   as   keeping   emergency  

numbers   near   the   phone   in   case   they   fall   or   can't   get   up,   or   teaching   them   how   to   get  

up   from   the   floor   if   in   fact   they   do   fall.   So   a   lot   of   different   things   and   again   I'm   just  

gonna   backup   as   we   close   here,   just   to   say   it   all   starts   with   that   risk   assessment.   It   all  

starts   with   the   risk   assessment   and   your   detailed   assessment   as   a   therapist   to   then   say  

these   are   the   risk   factors,   these   are   things   that   I   can   control   or   contribute   to   design   that  

exercise   program,   however   you   want,   whatever   you   see   as   appropriate   for   the   patient,  

really   look   at   modifying   the   environment   and   educating.   We   say   it's   multifactorial,   but   it  
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really   is.   No   program   would   work   just   in   isolation,   you   have   to   have   all   of   those  

components.   So   with   that   I   am   gonna   turn   it   back   over   to   Jessica   and   I   do   believe   that  

we   have   a   couple   questions   in   queue.   Jessica,   are   you   able   to   pull   the   questions   out?   I  

can't   see   them   in   the   full   screen.   Are   you   able   to   put   them   in   the   presenter   chat   for   me?  

So   one   question   that   comes   in,   it   says   and   I   cannot   see   the   whole   question:   I   was  

trained   in   the   stepping   on   fall   prevention   program   we   do   this,   oh   here   we   go,   thank  

you.   I   was   trained   on   the   Stepping   On   fall   prevention   program,   we   do   this   class   twice  

per   year   with   good   results.   I   was   just   curious   why   Stepping   On   wasn't   mentioned   in  

your   presentation.   Is   it   similar   to   Matter   of   Balance?   I'm   gonna   be   very   honest   with   you,  

I   don't   know   that,   I'm   not   personally   familiar   with   Stepping   On,   so   I   apologize   for   that.   I  

put   into   the   presentation   just   a   few   of   the   things   that   I'm   most   familiar   with   just   in  

respect   of   time,   but   I   would   bet   you   it's   probably   similar   to   Matter   of   Balance.   

 

I   don't   know   if   stepping   on   is   required   to   be   presented   by   a   therapist,   but   Matter   of  

Balance   is   not.   It   is   definitely   a   lay   model   where   other   people   can   deliver   that.   So  

somebody's   asking   which   fall   prevention   program   is   or   are   best   suited   to   a   Telehealth  

therapy   environment?   Oh   gosh   I   have   no   idea.   That's   a   great   question.   I   think   it's  

gonna   really   depend   on   your   patient.   If   your   patient   is   able   to   participate   in   Telehealth  

and   they   have   somebody   there   assisting   them   and   you   are   at   the   distance   site  

facilitating   it   and   you   feel   safe   that   somebody   could   run   them   through   an   exercise  

program   I   would   say   do   whatever   you   feel   the   patient   needs   and   if   not   then   maybe  

keep   it   with   exercises   that   you   feel   confident   the   patient   could   do   safely   on   their   own.  

So   I   don't   know   that   it's   one   way   or   the   other.   I   would   feel   very   comfortable   facilitating  

Yoga   or   Tai   Chi   or   any   sort   of   balance   exercises   from   a   telehealth   situation.   I   would  

probably   want   somebody   else   on   the   other   side,   maybe   a   nursing   assistant   or  

somebody   to   assist   with   that   though   if   possible.   If   an   elderly   patient   uses   a   walker  

while   doing   the   TUG,   then   how   accurate   are   the   results?   You   know,   I   think   you   can  

certainly   look   at   those   results   for   that   particular   patient   and   utilize   those   results   for  

assessment   or   for   treatment   planning   for   your   patient.   Will   it   equate   to   fall   risk?   Not  
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necessarily,   because   the   TUG   is   is   pretty   specific   that   they   should   not   be   using   an  

assistive   device   and   that's   how   it   was   tested.   But   if   you   wanna   use   an   assistive   device,  

I   don't   think   that's   a   problem.   You're   certainly   gonna   look   at   those   results   and   look   at  

how   many   steps   to   would   take   them   to   make   the   turn   and   did   they   have   discontinuous  

steps   and   were   they   unsteady   and   I   still   think   you're   gonna   get   a   ton   of   really   great  

information.   It's   not   just   to   be   based   on   the   normative   data.   So   hopefully   that   answers  

that   question.   Can   I   repeat   the   name   of   the   program   mentioned   for   assessment   and  

intervention?   Well   we   mentioned   a   few,   there's   a   whole   bunch   of   assessments   in   here,  

but   I   think   you   were   very   specifically   looking   at   the   Otago   Exercise   Program,   so  

O-T-A-G-O   Exercise   Program,   the   OEP   is   what   it's   abbreviated   as   and   it   is   a   training  

program   that   you   do   have   to   be   trained   to   perform   as   a   PT.   Okay,   I   don't   see   any   other  

questions   in   queue,   so   again,   I'll   turn   it   back   over   to   my   host.   Thank   you   so   much  

everyone   for   participating   today.  

 

-   [Jessica]   Thank   you   so   much   Dr.   Weissberg   and   everyone   for   attending   and   we're  

gonna   go   ahead   and   close   out   today's   course   and   hope   to   see   everyone   in   the  

classroom   real   soon.   Have   a   great   day   everyone.  
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