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Falls and fall-related injuries among
older people are major issues for
health and social care providers in
Europe and indeed the world,
because of the rapid increases in
life expectancy. In the UK there are
11 million over 65s and nearly
100,000 people aged over 90. One
in three over 65s falls every year
and the acute sector costs of frac-
tures to the NHS is estimated at
over £1 billion. Trying to prevent
falls in older people is therefore an
important goal. This article initially
looks at the guidelines and policy
initiatives on falls prevention and
the second part of the article illus-
trates how one primary care trust
have put these into practice

EXERCISE AND FALLS

By Dawn Irwin, Dr Dawn Skelton PhD and Susie Dinan

GUIDELINES

There is plenty of information on the whys and wherefores of falls
prevention. Joint guidelines by UK and USA geriatrics societies for
falls prevention have been published (1) and updated (2). A
framework for the prevention of falls and fractures in community
health programmes has been published (3) as well as guidance on
successful implementation of community based exercise and phys-
ical activity interventions (4). The National Service Framework for
Older People (Standard 6: Falls) proposes that integrated Falls
Services must be set up by April 2005 (5).

There are documents on implementing a falls and fracture preven-
tion strategy within a primary health care setting though current-
ly there is only a fragmented service evaluation of the implementa-
tion of these guidelines. An interactive training programme exists
for geriatricians and other medical staff assessing ‘fallers” (“Off His
Legs” - www.medicaleducation.co.uk). There is also an exercise-spe-
cific national qualification, for physiotherapists, occupational ther-
apists and advanced exercise instructors, which exists to ensure a
safer, moreteffective continuum of falls specific prevention groups
(rehabilitation into community-based)(www.laterlifetraining.co.uk).

RESEARCH

Along with the guidelines there is increasingly strong evidence for
exercise as part of an integrated care plan for frailer older people.
Community dwelling older people have been the focus for most of
the exercise only interventions. In over 65s, with poor strength
and balance, modified Tai Chi appears effective as a preventative
group exercise (6,7). Modified Tai Chi over a 48 week period, how-
ever, was not beneficial to reducing falls in an older (70+) group
with signs of frailty (8). In over 70s, a 15 week group-based exer-
cise programme had a more significant effect on falls risk than a
vision check or home safety check (9). However, the effect was

even more impressive in the the same research group’s next trial
lasting one year (10). This found that people aged over 65, with
impairments in lower limb strength, poor balance or slow reaction
time, had a 40% lower rate of falls than those not taking part in
a group-based exercise and home exercise plan lasting one year
(11). FaME, a nine-month balance and strength specific pro-
gramme of group and home exercise in over 65 year old frequent
fallers, halved the rate of falls after the intervention compared to
controls (12,13). Even though it would be expected that home
exercise alone may not be adhered to as well as group exercise, a
year long, partially supervised, home exercise programme was
highly effective at reducing falls (14,15).

There are concerns when increasing physical activity and exercise
in older people who have poor balance. It is likely that prepara-
tory strength and flexibility training is needed before balance-
challenging exercise commences. An effective duration of exercise
is also necessary to see physiological training changes to match
improvements in confidence. For example, the successful FaME
group exercise programme did show a slightly higher risk of a fall
within the intervention period in the exercisers compared to the
controls but this was not matched with an increase in injurious
falls. Specialist professional training is likely to improve effec-
tiveness and reduce likelihood of inappropriate exercise.

The evidence is now mounting for prevention strategies within res-
idential settings, with exercise, balance training (16) and environ-
ment modification being key. Education of staff in multifactorial
risk assessment alone appears unfaourable but im conjunction with
other interventions (such as exercise) it appears beneficial. Yet,
despite all this, there is still scant community provision for people
at high risk of falls, although it is anticipated that the NSF
Standards will result in increased provision. We hope this article will
help guide the UK implementation of the provision of community
based exercise and falls prevention strategies.
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FALLS PREVENTION

FALLS PROGRAMME

The Kensington and Chelsea Falls and Injury Prevention Exercise
Service provides a good example of the practical implementation
of policy. It was set up in January 2002. Referral is open, with
allied health professionals, GPs, voluntary agencies and the clients
themselves referring into it. Clients need to be independently
mobile with or without a walking aid, be at risk of falls, have no
unstable medical condition and be motivated to commit to a pro-
gramme that may last for up to nine months.

HOW IT WORKS

When a client starts the programme, baseline function is measured
at the first session and again at six months, or sooner depending
on the client’s progress. The first 12 weeks of the programme is
called ‘skilling up” when the exercises are learned. Following this
period, clients receive a home exercise programme and are encour-
aged to do two additional sessions at home in conjunction with
the weekly exercise class. During follow up of functional testing,
if clients have improved to the extent that the classes will no
longer challenge them, they are discharged and introduced to
other seniors’ exercise opportunities in the community. Likewise,
if a client’s condition deteriorates during the programme, they are
either referred back to their GP for further intervention or direct
to the Falls Clinic at the hospital.

Frailer clients with therapy needs may not be able to access the
programme at first. They can be referred to the Community
Rehabilitation Service or to the hospital’s outpatient falls exercise
group with the eventual goal of being able to access the commu-
nity groups. If clients dont meet the criteria for inclusion in the
programme (for example they may have a medical condition which
excludes them) they can be referred to other services such as day
centres that run their own activities groups. If a client appears
interested in the Falls Service, but is unsure about starting, their
name is placed in a follow-up file and is contacted again at a later
date to ascertain if their motivation has altered. Clients who are
unable to access the service due to their unsuitability or their
physical frailty, are made as safe as possible in their own homes
through a multidisciplinary approach. Home safety checks and/or
specialist occupational therapy equipment may be required; walk-
ing aids, gait re-education and balance exercises can be recom-
mended by the physiotherapist, calcium and vitamin D can be pre-
scribed by the GP, and hip protectors are discussed, although
these are usually the clients’ least favourite option!

Potential referrers are asked to visit the exercise classes prior to
referring clients. This has been successful because when a referrer
knows what to expect, the referrals are more appropriate for the
service. Outcome measures used, for the community based exercise

BOX 1: WHAT CLIENTS HAVE SAID AFTER THE PROGRAMME

"I take more care now when I'm out and about and take
my time”

"I have more confidence in walking”

"I can go out now without my shopping trolley for
support”

“The classes are fun and there’s always something
different”

"I know that if I fall I can get up again”

programme, are the ‘Timed Up and Go’ test, ‘Functional Reach’, ‘180
degree turn’, ‘Floor Transfer’, “Confidence in Balance’ questionnaire
and number of falls (self reported). Finally, clients complete a sat-
isfaction survey at the end of the programme.

An information pack is sent to all clients prior to their attendance
at the sessions. This explains the reason they have been referred to
the class, what they can expect from the class, what they will be
doing, how they might feel afterwards, what to wear, how often
they should attend and emphasises the importance of commitment.

MOTIVATION

An appropriate fall prevention exercise programme should be one
that is not only safe, applicable to the client’s health status, and
agreed with the client, but such a programme must ultimately
match the client’s wishes and realistic expectations for regular
participation in the programme. As such, the client’s motivation
level may not be strong enough to manifest in actual participa-
tion. This is often the case with referred clients where the refer-
ring professional has adopted an “expert” role when dealing with
the client and has underestimated the ambivalence felt by anyone
considering a change of behaviour, such as taking more exercise.
In some cases the client may simply agree to participate in order
to keep the professional happy, but have no intention of follow-
ing up the proposed change in behaviour. From January 2004 the
Primary Care Trust is including regular training courses on brief
motivational interviewing for health professionals to assist them
in negotiating with clients around behaviour change. The referrer
information pack also contains some advice on motivating clients.

Lack of motivation can stem from low self-esteem, low self-confi-
dence and altered perceptions of ability to exercise. The client
may even be in blatant denial of the need to participate in phys-
ical activity, preferring to ignore the possibility of worsening any
existing medical complications or ignore any concern about poten-
tial risk of first or further falls. Finally, there are numerous barriers
to participation, such as lack of time, too many other commit-
ments, perceived inability to use community transport and finan-
cial constraints. Whatever the underlying reasons, it is the job of
the referring professional to firstly identify and secondly deal with
any such misconceptions and tainted perceptions concerning the
need to exercise and barriers to participation. In short, the refer-
rer must attempt to lay the foundations to behaviour change by
utilising a motivational interviewing approach in their initial deal-
ings with clients. For example, referrers can positively influence a
client’s perception of their ability; highlight realistic goals of reg-
ular participation; and to pander to, or indeed instil, any basic
physical wishes such as increase mobility, increase strength, walk
to the shops and play with the grandchildren.
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Potential referrers to the programme should be prepared to “kick-
start” the process of behaviour change by addressing lack of desire
and in turn, cultivating motivation by assisting clients to change
their perceptions of exercise/ability, boosting confidence, overcom-
ing barriers to participation and providing motivational and sup-
portive influences.

SUPPORT

Once clients are involved in the exercise sessions the specialist falls
exercise instructor will continue to emphasise the sources of support
available for the duration of the sessions by providing regular feed-
back, evaluation and modification of the tailored exercise programme.

THE RESULTS

We consider falls exercise classes to have been a success with 48
out of 60 attendees having completed the programme and either
moved on to regular home exercise or community based exercise
sessions. We have had many positive comments on the evaluation
forms (see Box 1). The main reasons for dropping out included:
= moved away from the area

= medical condition worsened

= had an injurious fall

m other commitments precluded attendance.

None of them dropped out because they didn’t like the class.

The follow up showed 30% of clients reported no falls during the
programme and at 6 months follow up. 10% had further falls and
were subsequently treated and referred back to an earlier phase of
the falls programme. The remainder of clients had “slips” or “trips”
but were able to correct these and prevent a fall from occurring.
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