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Guest Editor's Message
ByJulieA.Braun,J.D.,LL.M.

Falls are the leading cause of
injury, death and disability among
persons 65 years of age and older.
Therefore, this issue devotes its
attention solely to fallsand fall-related
injuries.

Geriatriccaremanagement takes
many shapes and continues to evolve
into new practice contexts. Conse-
quently, professional geriatric care
managers (PGCMs) should keep
abreast of recent legislation, litigation
and regul ation that may impact their
profession. This issue begins by
reviewingfederal legislation, Elder
Fall Prevention Act of 2003 (S. 1217),
that seeks to reduce falls among ol der
Americans (page 4) and supplies
perspectives on the subject by bill
sponsors, U.S. Senators Michael B.
Enzi and BarbaraA. Mikulski (pages4
and 5, respectively).

The issue continues its efforts to
update the PGCM's knowledge by
sharing results of a web-based survey
released in March/April 2003 that
highlightsthe surgein litigation
involving nursing homes along with
significant increases in average
recovery sizefor claimsinvolvingfall-
related injuries, pressure ulcers,
dehydration and weight loss, improper
use of physical restraints, medication
errors, and sexual assault (page 13);
conveying findings of a General
Accounting Officereport (July 17,
2003) noting that the proportion of
nursing homes with serious quality
problems remains unacceptably high,
despite a decline in the incidence of
serious problems (page 14); and
relating datafromaJuly 2003 Office of
Inspector General report regarding
ombudsman resident care complaint
categories(page 15). Thisinformation
allowsthe PGCM toidentify trends,
issues, and concerns in institutional
long-term caremaking them better
advocates for their clients.

The issue then shifts topics to
home assessment and modification.
AccordingtoaMay 2003 AARP
housing survey, These Four Walls. . .
Americans 45+ Talk About Home and

Community, http://research.aarp.org/
il/four_walls.html, 83 percent of older
Americans prefer to stay in their
current homes for as long as possible.
Respondents believe their homes
comfortable as well as convenient and
emphasi ze that they feel secure and
independent there. However, as
people age, their physical and/or
mental abilitiesmay changemakingit
difficult or evenimpossibletoremain
intheir residence without environmen-
tal modifications. PGCMsoffer a
variety of servicesthat may incorpo-
rate an environmental audit into the
assessment process. During this
diagnostic homevisit, the PGCM
assesses environmental hazards and
recommendsmodificationstailored to
the client’ s unique needs. The goals:
to promote mobility, reduce the
likelihood of falling, ensure continued
independence, and improve quality of
life. Learnmore by reading Home Safe
Home: Preventing Falls through
Environmental Assessment &
Modification (page 8).

Next, the issue considers Practi-
cal Fall Risk Assessment in Older
Adults with Multiple Medical

Problems and/or Chronic Disease
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(pagel7). ThisarticleoffersPGCMs
a better understanding of the fall
assessment process from aclinical
perspective. It covers, among other
areas, taking afalls history, reviewing
fall event(s), underlyingmedical
conditions that contribute to falls,
issues that worsen fall risk, and
medical problemsthat increase
exposuretofalls.

Last, issue content is punctuated
throughout with brief reminders on the
relationship between falls and foot-
wear, falls and osteoporosis, and falls
and vision.

JulieA. Braun, J.D., LL.M., guest
editor, thanks Jihane K.

Rohrbacker, Communications
Director of the National Association
of Professional Geriatric Care
Managers, for her thoughtful
comments on issue content as well as
her assistance, patience and humor
during issue creation, assembly and
generation. In addition, Ms. Braun
appreciated the invaluable editorial
input kindly offered by Marcie
Parker, Ph.D., CFLE, incoming
Chair of the GCM Journal Editorial
Board; the generosity of Jeffrey M.
Levine, M.D. who shared his wonder -
ful photographs; and the opportu-
nity to work with Steven Charles
Castle, M.D., a talented internation-
ally-recognized falls expert.
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Guest Editor's Message
By SevenCharlesCastle, MD

Professional geriatric care
managers(PGCMs) aregenerally
contacted in times of near crisisfor an
elder and their families. Part of the
rewardismaking adifferencewhen
families are stressed beyond their
l[imits. The PGCM doesthisby
advocating for the client and helping
the client to navigate the complexity
of geriatric syndromes, and aiding the
client's understanding of the nuances
of continuity of carein many types of
health care settings. Thecrisis
situation may center around attempts
at prevention of a serious event
reviewedinthisjournal: falls. Falls,
while often catastrophic, have been
shown to be preventable, and hence
one source of the rapid increase in
litigation in the long-term care setting.

Litigation matters are not part of
most PGCMSs training. At the center
of most litigation matters, outside of
egregious actions, is the debate over
whether the standard of care was
provided. Improved understanding of
fall eventsandfalls-related injuries
will improveacaremanager'sability
to act as an advocate. The goal isto
provide a more practical understand-
ing of the complexity of fallsand their

outcomes, bal anced with information
related to the medico-legal liability in
thishigh-risk area.

This balanced approach will better
enable the PGCM to assist clients and
familiesto ask appropriate questions.
A PGCM
should
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making adifferencewhen it matters
most, even though untoward events
may happen, because you have given
clientsand familiesthe confidence
that they have done all that could be
done by considering various ap-
proachesto fall management.

provide the
sugges-
tions,
support
and
facilitate
access to
services
that are at
or exceed
the
standard of
carefor
persons at
riskfor
falls.

Despite

the Assessing fall risk in older adults is challenging in any setting.

challenge,
thereis
tremen-
dous
rewardin

The VA Greater Los Angeles Fall Prevention Clinic Team
tackles the complexity of the issue. Team members pictured
left to right include Ashal Sahai, Dorene Opava-Rutter, M.D.
(Physiatrist, Co-Developer), Maria Peralta Manzano, Bob
Weaver, Parisa Mazandarani, Kyle Patterson, Mona Fiuzat,
Pharm.D., Steven Charles Castle, M.D. (Geriatrician, Co-

truly Developer), Michelle Voss-McCarthy, D.P.T. Karen Perell
(Biomechanist, Principal Investigator) is not pictured.

Relationship Between Falls & Vision
ByJulieA.Braun,J.D.,LL.M.

Impaired vision is highly
prevalentand notably unreported
in the elderly population particu-
larly among older women and
nursing home residents. Visual
impairment is a recognized risk
factor for falls and influences the
risk of hip fracture making
identification of such a deficit
critical to the design of an
appropriate fall preventioninter-
vention. Clinical studies under-
score the relationship between

falls and certain visual factors: poor
visual acuity, impaired contrast
sensitivity, decreased visual field,
posterior subcapsular cataracts,
and nonmiotic topical glaucoma
medications. A fall intervention
strategy should incorporate a
regular ophthalmic examination to
detect, monitor, or treat an older
adult’s vision as low vision may be
compounding or causing falls. An
appropriate intervention foran older
adult with reduced retinal sensitivity
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and hence impaired dark adapta-
tion mightinclude the provision of
a nightlight to offset the influence
of impaired dark adaptation. A
change in an eyeglass prescrip-
tion, correcting refractive error,
improving stereopsis (i.e. depth
perception), or cataract extrac-
tion, among other possibilities,
may improve visual function and
prevent a future fall and fall-
related fracture.
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Federal Legislation Seeks
To Reduce Falls Among

Older Americans
ByJulieA.Braun,J.D.,LLM.

OnJune9, 2003, U.S. Senators
Michael B. Enzi (R-Wy.) and Barbara
Mikulski (D-Md.) introduced the Elder
Fall Prevention Act of 2003 (S. 1217),
abill that seeks to address falls among
America selder population. Subse-
quently, the measure was referred to
the Senate Committee on Health,
Education, Labor, and Pensions.
Senator Tim Hutchinson (R-Ark.) and
Congressman Frank Pallone, Jr. (D-
N.J.) introduced asimilar measurelast
year in the Senate and House,
respectively (S. 1922 andH.R. 365).

Falls-Related Statistics

The proposed legislation relates
the following statistics concerning
fallsandfall-relatedinjuries:

e Fallsaretheleading cause of
injury deaths among persons 65
years of age and older;

e By theyear 2030, asthe baby
boomer generation is added to
the ranks of the elderly, the
number of people over age65is
expected to double, potentially
doubling the number of elder
fallsand by 2050, the number of
individuals 85 years of age or
olderwill quadruple;

e In2000,falsamongelderly
individual s accounted for
10,200 deathsand 1,600,000
emergency department visits;

e  Sixty percentof fall-related
deaths happen to persons who
areage 75 and older;

e Onefourth of elderly persons
who sustain a hip fracture die
within one year;

e Hospital admissionsfor hip
fractures among the elderly
increasedfrom 231,000 admis-
sionsin1988t0332,000in 1999
with the number of hip fractures

expected to exceed 500,000 by
2040;

Annually, morethan 64,000
individualswho are over 65
years of age sustain atraumatic

braininjury (TBI) asaresult of
afall;

40,000individualsover age65

16,000 arehospitalized and
4,000die; and

e Rateof fall-induced TBIsfor
individuals 80 years of age or
older increased by 60 percent
from1989t01998.

Bill Overview

The Elder Fall Prevention Act of
2003 adopts a national approach to
reducing elder falls and focuses on
thedaily life of older adultsin
residential, institutional, and commu-
nity settings. The effort incorporates
awide range of organizationsand
individual sincludingfamily members,
caregivers, health care providers,
social workers, and others who touch
thelives of senior citizens. Thebill
seeks to amend the Public Health

visit emergency departments
with TBIs sustained as a result
of afall each year, of which

(continued on page 5)

PERSPECTIVE

Senator Michael B. Enzi on the
Elder Fall Prevention Act of 2003

Walking—climbingthestairs. Thingswemay take
for granted. But for many of our nation’ selderly, they are
a source of anxiety and apprehension.

Anyone with an elderly parent, relative or friend
who lives alone has experienced concern when a
telephone call goes unanswered. Our first reaction
often isworry because we know that for many older
adults afall can result in seriousinjury. Asthe
telephone continues to ring we wonder if Mom is upstairs and can’t hear
the phone, whether Dad is in his workshop, or our friend has stepped
outside to catch a breath of fresh air. We hang up, wait afew minutes and
place our call again, often with a greater sense of urgency as we envision
our loved one suffering from the effects of afall, alone, with no oneto help
them. Then, when the telephone is answered, a huge rush of relief over-
comes usaswerealize our fears were misplaced.

Wish that every such story would have this happy ending. For too
many older adults, however, it ends tragically as brittle bones and a
reduction in our sense of balance become aformulafor seriousinjury and
consequent change in quality of life. Although the physical healing
process after afall can be long and traumatic, it often palesin comparison
to the psychological effects of aloss of confidence — and therefore activity
—of an elderly individual who no longer takes for granted the ability to
walk and safely navigate their world without assistance or support.

Fortunately, there are things that can be done to reduce the number of
these tragic falls and restore the confidence of our loved onesin their

(continued on page 6)
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Federal Legislation
Seeks To Reduce Falls
Among Older
Americans

(continued from page 4)

ServiceAct (42U.S.C. 241 et seq.) to
direct the Administration on Aging
within the Department of Health and
Human Servicesto oversee and
develop public education on fall
prevention for the elderly and those
involved with the elderly, expand
research on approaches to fall
prevention and treatment, and
evaluate the effect of falls on the
costs of Medicare and Medicaid as
well asthe potential for reducing
those costs through education,
prevention and intervention.

Public Education
Campaign

Federal grant money would
establish athree-year national
education campaign by the National
Safety Council (NSC) and provide
grants to state coalitions for local
education campaigns addressing
reduction and prevention of elder
falls. The educational efforts
principally target elders, their
families, and health care providers.

Research Initiatives

Under the Elder Fall Prevention
Act of 2003, the Centers for Disease
Control and the Agency for
Healthcare Research and Quality
would conduct and support research
to:

e Identify older adults who have
ahighrisk of falling;

e Better data collection and
analysistoidentify fall risk
and protective factors;

e Design,implement, and
evaluatefall prevention
interventions to ascertain the
most effective of the numer-
ous potential strategies
available;

e Improve strategies aready
proven effective in reducing
fallsby tailoring these
strategies to specific elderly
populations;
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PERSPECTIVE

Senator Barbara A. Mikulski on the
Elder Fall Prevention Act of 2003

Fallsdon’t discriminate. Kay Graham wasthe
victim of afall. Many of us have friends or relatives
who havefallen. A fall can have a devastating impact
on aperson’ s physical, emotional, and mental health.
If an older woman loses her footing on her front porch
steps, falls, and suffers a hip fracture, she likely would
spend about two weeks in the hospital, and thereis a
50 percent chance that she would not return home or

liveindependently as aresult of her injuries.

Last year, | chaired ahearing of the U.S. Senate Subcommittee on
Aging on the problem of elder falls. The Subcommittee heard testimony
fromLillieMarie Struchen, a91-year-old woman who had recently fallenin
her bathroom when she slipped on thetile. Lillie Marie could not reach the
panic button in her apartment, and it took her some time before she could
get to her feet and call for help. Lille Mariewaslucky. Sherecovered from
her fall and returned to her normal routines. She shared with the Subcom-
mittee some steps that she and her family had taken to prevent future falls,
knowing that she may not be so lucky next time.

These falls, like the onesthat Lillie Marie and thousands of others
suffer from each year, can be prevented. With some help, there are simple
ways that seniors can improve the safety of their homes and make afall far
lesslikely. Home modificationslike handrailsin the bathroom, rubber mats
on slippery tile floors, and cordless telephones that seniors can keep
nearby can make abig difference. Well-trained pharmacists can review

e Maximizethedissemination of
proven, effectivefall prevention
interventions;

e Expand proven interventions to
prevent elder falls;

e Improvethe diagnosis, treat-
ment, and rehabilitation of
elderly fall victims; and

e Assesstherisk of falls occur-
ring in various settings.
Further, thebill recommends

research concerning barriersto
adopting proven fall interventions
(e.g., medicationreview and vision
enhancement); development, imple-
mentation and assessment of the most
effective approaches to reducing falls
among the very high risk eldersliving
in assisted living facilities, nursing
homes, and other types of long-term
carefacilities; and effectiveness of
community programsin preventing

PAGE 5

(continued on page 7)

assisted living and nursing homefalls.

Demonstration Projects

In addition, the Elder Fall
Prevention Act of 2003 authorizes
grants for the NSC and other qualified
organizations to conduct demonstra-
tion programsin thefollowing areas:

e A multi-state project investigat-
ing the utility of targeted fall
risk screening and referral
programs,

e Programsdesigned for commu-
nity-dwelling elderly individu-
alsthat rely upon multi-
component fall intervention
approaches, including physical
activity, medication assessment
and reduction when possible,
vision enhancement, and home
modification strategies;

(continued on page 6)
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Federal Legislation
Seeks To Reduce Falls
Among Older
Americans

(continued from page 5)

e Interventions targeting
newly-dischargedfall victims
who are at highrisk for a
repeat fall;

e Private sector and public-
private partnerships to
develop technology to
prevent falls and prevent or
reduceinjuriesif fallsoccur;

e Design,implementation, and
evaluation of fall prevention
programs using proven
intervention strategies in
residential aswell asinstitu-
tional settings; and

o A multi-state demonstration
projecttoimplement fall
prevention programs using
proven intervention strate-
giesdesigned for multi-family
residential settings with high
concentrations of elders that
identifieshigh risk popula-
tions, evaluates residential
facilities, conducts screening
toidentify high risk individu-
als, providespre-fall counsel-
ing, coordinates services with
health care and social service
providers, and harmonizes
post-fall treatment and
rehabilitation.

Review of
Reimbursement
Policies

According to bill content, the
estimated total cost for non-fatal
TBI-related hospitalizationsfor falls
inindividualswho are 65 years of
age or older is more than
$3,250,000,000. Two-thirdsof these
costs are associated with individuals
75 years of age or older. The costs
to Medicare and Medicaid programs
and society as awholefrom fallsby
elderly persons continueto climb
much faster than inflation and
population growth. Direct costs
alonewill exceed $32,000,000,000in
2020, posing an additional burden
on aready strapped Medicare and

Medicaid funding. There-
fore, bill sponsors believe
that the federal govern-
ment should devote
additional resourcesto
research concentrating on
the prevention and
treatment of fallsamong
older adultsin residential,
community and institu-
tional settings. This
legislation supports
proactive and preventive
approaches to geriatric
fallsand contemplates a
review of the effects of
falls on the costs of the
Medicare and Medicaid
programs along with the
potential for reducing such
costs. Evaluation of
reimbursement policieswill
consider coverage of
additional fall-related
education, prevention, and
early intervention services
and reimbursement
guidelinemodification.

Legislation
Garners Broad-
Based Support

The Elder Fall
Prevention Act of 2003
has garnered the support
of many advocacy groups,
including the congression-
ally chartered NSC
(www.nsc.org), the
Emergency Nurses
Association
(www.ena.org), the
Assisted Living Federation
of America(www.alfa.org),
theAmerican Geriatrics
Society
(www.americangeriatrics.org),
the Brain Injury Associa-
tion (www.biausa.org), and
the American Health Care
Association
(www.ahca.org). These
groups and others have
agreed to be partnersin
this comprehensive effort
to address one of the
leading causes of death
and disability inthe
elderly.
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Perspective: Senator
Michael B. Enzi

(continued from page 4)

ability to once again lead anormal life. Inan
effort to address thisissue | am introducing
legislation, together with Senator Barbara A.
Mikulski (D-Md.), whichwould takeamulti-
faceted approach to solving this problem.
The Elder Fall Prevention Act of 2003 will
examine every aspect of thismatter, from
educating the elderly about how to “fall-
proof” their home, to researching the causes
of most falls and trying to find ways to avoid
falls and to provide better treatment to those
recoveringfromthem.

The largest generation in our country’s
history israpidly approaching retirement.
Passing thisbill into law will mean abetter
quality of lifefor them and for all of our
nation’s elderly. The sooner we act the
sooner we can begin to work to prevent falls
and help our nation’s elderly live safely and
in better health.

Source: Excerpted and adapted from 149
Cong. Rec. S7554, S7555 (daily ed. June9,
2003) (statement of Sen. Enzi), availableat
<http://www.gpoaccess.gov/crecord/>.

Contact The Honorable Michael B. Enz at his
officesin Washington, D.C. or Wyoming (Casper,
Cheyenne, Cody, Gillette and Jackson).

Washington, D.C. Office

Russell Senate Office Building, Suite 379
Washington, D.C. 20510

(202) 224-3424

Fax: (202) 228-0359

Senator @enzi.senate.gov

Casper (Wy.) Office

Federal Center

100 East B Street, Suite 3201
Casper, WY 82601

(307) 261-6572

Cheyenne(Ay.) Office

Federal Center

2120 Capitol Avenue, Suite 2007
Cheyenne, WY 82001

(307) 772-2477

Cody (Wy.) Office

1285 Sheridan Avenue, Suite 210
Cody, WY 82414

(307) 527-9444

Gillette(Wy.) Office

400 S. Kendrick Avenue, Suite 303
Gillette, WY 82716

(307) 682-6268

Jackson (Wy.) Office
PO Box 12470
Jackson, WY 83002
(307) 739-9507



Perspective: Senator
Barbara A. Mikulski

(continued from page 5)

medi cations to make sure that two
drugs do not interact to cause
dizziness and throw a senior off
balance.

That’'s what the Elder Fall
Prevention Act of 2003 is about
— getting behind our Nation's
seniors and giving help to those
who practice self-help. Thishill
createsfall prevention public
education campaigns for seniors,
their families, and health care
providers. It expandsresearch on
elder fallsto develop better ways
to prevent falls and to improve the
treatment and rehabilitation of
elder fallsvictims. Thislegislation
also requires an evaluation of the
effect of fallson Medicare and

Medicaid, to look at potentially
reducing costs by expanding coverage
toincludefall-related services.

Reducing the number of fallswill
help seniorslivelonger, healthier,
moreindependent lives. | look
forward to working with Senator
Michael B.Enzi (R-WY .)andmy
colleagues on the Health, Education,

L abor, and Pensions Committee to get
thisbill signedinto law.

Source: Excerpted and adapted
from 149 Cong. Rec. S7555 (daily ed.
June 9, 2003) (statement of Sen.
Mikulski), availableat <http://
WwWWw.gpoaccess.gov/crecord/>.

Contact The Honorable Barbara A.
Mikulski at her officesin Washington,
D.C. or Maryland (Baltimore, Annapolis,
Greenbelt, Hagerstown and Salisbury).

Washington, D.C. Office
Hart Senate Office Building, Suite 709
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Washington, D.C. 20510-2003
(202) 224-4654
Senator @mikul ski.senate.gov

Baltimore (Md.) Office
Brown’s Wharf

1629 Thames Street, Suite 400
Baltimore, MD 21231

(410) 962-4510

Annapolis (Md.) Office

60 West Street; Suite 202
Annapolis, MD 21401-2448
(410) 263-1805

Greenbelt (Md.) Office
6404 lvy Lane, Suite 406
Greenbelt, MD 20770-1407
(301) 345-5517

Hagerstown (Md.) Office

94 West Washington Street
Hagerstown, MD 21740-4804
(301) 797-2826

Salisbury (Md.) Office
1201 Pemberton Drive
Suite 1E, Building B
Salisbury, MD 21801-2403
(410) 546-7711

Osteoporosis & Falls
ByJulieA.Braun,J.D.,LLM., Guest Editor

Osteoporosis, a skeletal
disorder characterized by com-
promised bone strength predis-
posing an individual to an in-
creased risk of fracture, affects
more than 10 million Americans
and an additional 18 million have
low bone mass placing them at
risk for this disorder (NIH).
According to a National Institutes
of Health (NIH) consensus
statement on osteoporosis
prevention, diagnosis, and
therapy, residents of long-term
care facilities are at particular
high risk of fracture. The consen-
sus statement advises that most
residents have low bone mineral
density as well as a high preva-
lence of other risk factors for
fracture, including advanced age,
poor physical function, low
muscle strength, decreased
cognition and high rates of
dementia, poor nutrition, and,
often, use of multiple medica-
tions.

Fracture prevention is a
primary goal in the treatment of
persons with osteoporosis. An

osteoporotic fracture can be a
tragic outcome of a fall with
significant, long-term physical,
psychosocial and financial conse-
quences. Therefore, management
of osteoporosis is an important
adjunctive approach to caring for a
person who presents with a risk of
falls (Campbell 2002). Assorted
treatment modalities are available
for older adults with osteoporosis,
male or female, who have a history
of falls or are assessed as being at
risk for falls. A multifactorial
approach to preventing falls (e.g., a
physical activity program for
ambulatory older adults that
incorporates Tai Chi) coupled with
treatment for osteoporosis (e.g.,
hormone replacement therapy,
calcium intake obtained through diet
or supplements, vitamin D and
antiresorptive agents) may reduce
the likelihood of a fall-related os-
teoporotic fracture (AGS 2001,
Agency for Healthcare Research and
Quality 2000A and 2000B; Stevens
1997).
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Home Safe Home:
Preventing
Falls Through
Environmental
Assessment &

Modification
ByJulieA.Braun,J.D.,LL.M.

Falling isthe leading cause of
death in women and the fourth leading
cause of death in men between 65 and
85 years of age. Itistheleading cause
of death for men and women over age
85. The percentage of fallsamong
community-dwelling older adults
increases from 25 percent at age 70 to
35 percent after age 75. Therefore, it
makes sensefor geriatric care manag-
ers (PGCMs) to incorporate an
environmental audit into the assess-
ment process. Most older adults wish
to continueto livein their own homes
for as long as possible; however, these
homes likely are not designed to meet
their changing needs. Environmental
modificationscan promote mobility
and reducethelikelihood of falling.
Thisarticle considers environmental
assessment and modification relating
to lighting conditions throughout the
client’s home; floor coverings such as
carpets, rugs, runners and mats (but
not ceramictiles, linoleum, wood or
other floor surfaces); electrical,
telephone, extension and other cords;
stairs and steps; and the client’s
bathroom.

Proper Lighting

Tailor lighting to client visual
needs. Ingeneral, older adults require
two to three times morelight than
younger persons due to normal
changes in visual function that
accompany the aging process.
However, lower levelsof lighting may
be appropriate for someindividuals.
For example, enhanced lighting may
impair vision andincreasefall risk for

individuals with cataracts or glau-
coma. |deally, thelevel of illumination
isvisually comfortable and safe for
mobility.

Oneway aPGCM can determine
lighting appropriateness is to observe
the client in their home environment
and record any difficultiesthe client
encounters. These observations may
prompt recommendationsfor increas-
ing, decreasing, or redistributing
lighting levels. The GCM also should
tour the client’shome. Doesthe client
have effortless physical accessto all
lighting? Arelight switches posi-

Falling is the
leading cause of
death in women and
the fourth leading
cause of death in
men between 65

and 85 years of age.

It is the leading

cause of death for
men and women

over age 85.
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tioned approximately 32 inches above
thefloor? Located directly inside or
outside doorways and easily visible
so the client does not have to traverse
adarkened room to activate or grope
tofind? If appropriately located but
not visible, improve detection by
using switchplates that contrast in
color with theroomwall. Purchase
switchplatesin adifferent color,
remove existing switchplates and re-
paint, or apply colored adhesive tape
around their borders. Alternatively,
substitute existing light switches with
a“glow switch” that can be seenin
thedark. Inaddition, client functional
status may prompt replacement of
traditional toggle switches with user-
friendly pressure plate controls.

Highfall risk locationswithinthe
client’shome (e.g., path fromthe
bedroom to the bathroom) require
special lighting to promote safe
mobility and reducethelikelihood of
falling. Inthe bedroom, for instance,
the PGCM might recommend abedside
table lamp with asufficient base to
prevent it from tipping over positioned
to avoid excessive reaching and
possible balance loss, convenient
headboard lighting, or anightlight for
adequateillumination. Add aworking
flashlight to the bedside table drawer
(as well as other locations throughout
the client’ shome) for quick, easy
access during a power outage.

The ability of the aging eye to
adapt to sudden changes in lighting
intensity decreases with age. A
momentary visual loss and an increase
infall risk may occur when the client
moves between dark and brightly
illuminated areas. Therefore, propose
installing rheostatic light switches
that permit the client to increase or
decreaseillumination levelsas
desired. Unliketogglelight switches
or pressure plate controls, rheostatic
light switches prevent sudden and
pronounced shiftsin lighting.

Other recommended environmen-
tal modificationsmightinclude:

e Replacing burned out light
bulbs.

e Installingadditional lighting
(e.0.,lamps, light fixtures, or
nightlights) where appropriate.

(continued on page 9)
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Passageways between rooms,
stairwells, and other heavy
traffic areas should bewell lit.

e Usinginexpensive nightlights
that plug into electrical outlets
toilluminate hallways, bed-
rooms and bathrooms.

e Installing power failurelights
in key areasto prevent walking
inthedark. Thesesimple
devices can beinstalled in
electrical outletsand are
especially helpful near stairs.

e Using theright type and
maximumwattagebulballowed
by thefixture.

e Reducing sources of glare
through frosted bulbs, shades
or globeson light fixtures,
indirectlighting, partially
closing draperies or blinds,
tinted mylar shades or polar-
ized window glass.

Carpets, Rugs, Runners
and Mats

Hospital emergency room
personnel routinely treat adults over
65 years of age for injuries sustained
after afall-related event in their home
that such older individuals commonly
describe asadlip, stumble, trip, loss
of footing or near fall involving a
carpet, rug, runner or mat. Conse-
quently, the geriatric care manager
must consider these floor coverings
when performing afall hazard
assessment of the client’s current
physical environment.

The PGCM might beginthe
assessment process by asking the
clientor, if present, their family
members and friends about any
known falls associated with carpets,
rungs, runners or mats. In addition,
the PGCM can use his or her own
observations as a guide when
advising of environmental risk factors
and homemodificationrecommenda-
tions. For example, arethefloor
coveringsin good repair or notice-
ably worn and torn? Also valuableis
thePGCM’ sown experiencewhile
walking on the client’ s carpets, rugs,
runners or mats. For instance, do the
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floor coverings bunch
up or slide when the
PGCM walksonthem?

Homemaodifications
mightinclude, among
other possibilities:

e Removingand
replacing any
carpet, rug,
runner, or mat
that tends to
bunch up or slide
underfoot.

e Avoiding throw
rugs.

e Purchasing only
carpets, rugs,
runners and mats
featuring slip-

resistant backing
or padding.
Remember that
such material can
become less
effective after repeated
washings and, therefore, may
requirereplacement occa-
sionally.

The ability of
the aging eye to
adapt to sudden

changes in lighting

intensity decreases
with age.

A momentary visual

loss and an increase

in fall risk may occur

when the client
moves between dark
and brightly

illuminated areas.
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Applying double-faced adhesive carpet tape to
reverse side of carpets, rugs, runners, and mats is
one way to ensure slip-resistance.

e |f theclient’s budget makes
new purchases unlikely,
ensuring that offending
carpets, rugs, runners, and mats
are slip-resistant by, among
other options, applying double-
faced adhesive carpet tape to
theitem’sreverse side (see
graphic above) or adding
rubber matting beneath the
product. Adhesive tape and
rubber matting that can be cut
tosizetypically areavailable at
local flooring and carpet outlets
aswell ashomeimprovement
stores. Periodically check
whether new tape or rubber
matting is needed because the
adhesive on the tape can wear
away over time and the rubber
matting can deteriorate leaving
a powdery substance on the
barefloor.

e Making certain that carpets,
rugs, runners and matslie flat
and are placed on even floor
surfaces.

Choosing aesthetically pleasing
carpets, rugs, runners and mats that
complement client preferences must be
bal anced with functional floor

(continued on page 10)
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coverings that promote safe naviga-
tion. Consider, for example, aclient’s
lifelong preferencefor wall-to-wall
shag carpeting that may snag canes,
walkers or wheel chairs causing the
clientor avisitor tofall. The GCM
should recommend amore sensible
uncut low pile product and suggest
that the replacement floor covering
retain the color of the shag carpet
unless the color choice also presents a
potential fall hazard.

As people age, a number of
normal changesin the eye's anatomy
occur as can several common visual
disorders such as difficulty in
focusing, delayed glare recovery,
decreased sensitivity to light, delay in
dark/light adaptation, decreased
contrast sensitivity, loss of depth
perception, and constriction of
peripheral vision. Keep these factors
in mind when proposing colors for
floor coverings (wallsor furnishings).
Floral or checkered configurations
may lead to misjudgment of spatial
distances, for example, whileblack on
ablue background may be difficult to
distinguish for an older adult with
decreased contrast sensitivity and
carpeting with bold patterns may be
disorienting for older adultswith
limited depth perception.

The PGCM cannot ignore thefall
hazards presented by surface changes
that occur throughout the client’s
home (e.g., transition from carpetingin
theliving roomto linoleuminthe
kitchen). Changesin surface can
cause a loss of balance unless easily
distinguishable by the older adult.
Floor coverings in contrasting colors
can visualy cue the client to the
boundary between the surfaces as
well asthefloor and wall.

The assessment of the client’s
carpeting, rugs, runners and mats
must be considered within a broader
context of the client’s comprehensive
assessment. A client with shaky
hands or loss of some or al control
over bladder function, for example,
may prefer stain resistant easy-to-
clean carpeting.

Electrical, Telephone,
Extension and other
Cords

The PGCM should walk through
the client’ s house and note placement
of all electrical, telephone, extension
and other cords. Avenues of inquiry
mightinclude:

e Are cords positioned out of the
flow of foot traffic where they
might cause someone to trip
over them even if such possihil-
ity isremote?

e Areoneor morecordslying
underneath and/or protruding
out from beneath a piece of
furniturecreating afall hazard
(along with fire and shock
hazardsif furniture weight has
damaged cords)?

e Areany cords lying underneath
and/or protruding out from or a
carpet, rug, runner or mat where
they may cause afall (or afire)?

Homemodifications

Stairs & Steps

The geriatric care manager should
ask the client if he or she has difficulty
with steps or stairs? For all stairways,
the PGCM should check lighting,
handrails, and the condition of the
individual stepsand their coverings.
Lightingisanimportant factor in
preventing falls even amongst
personsfamiliar with the stairs. Are
two-way light switches located at the
top as well as the bottom of inside
stairs? Are the switches accessible?
The client should be able to turn on
the lights from either end before using
the stairway. Stairsshould bewell lit
so that each step, particularly step
edges, is clearly seen while going up
and down stairs. The lighting should
not produce glare or shadows along
the stairway. Consider installing
motion-detector lights that turn on
automatically and light the stairway
whenever the client approaches.

mightinvolve:

e Finding anew
location for the
offending cords,

preferably along

awall and not

under the LENISE CARELT
furniture, Cam TEAT
carpeting, rugs, TEr 4 FALL

runners or mats;

e Re-arranging
furniture so that
electrical outlets
areavailablefor
lamps and

" 4
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appliances
without need for
extension cords;

e Placing cords on the floor out
of theway (e.g., against awall)
where people cannot trip over
them or fastening up extra
cordage with atwist tie;

e Removing cordsfrom under
furniture or carpeting;

e Moving the telephone so that its
cord is out of walking paths yet
remainsaccessibleif client hasto
cal for helpif heor shefals.
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Handrailsare an important
addition to any stairway and the client
should be educated on the importance
of their routine use. Do all stairsin
the client’s home feature sturdy
handrails fastened securely on both
sides of the stairway about 30 inches
above the stairs? Do handrailsrun
continuously from the top to the
bottom (i.e., full length) of theentire
flight of stairs and slightly beyond the
steps? If not, the client may incor-
rectly perceive that he or she has

(continued on page 11)



Home Safe Home
(continued from page 10)

arrived at the last step when the
handrail stops. Misjudging the last
step cantrigger afall. Arethe
handrails comfortableto grip?
Environmental modifications
involving handrails might include
repairing broken handrails, tighten-
ing the fixtures that secure the
handrailsto thewall, installing at
least one handrail (on the right side
asthe client faces down the stairs) if
no handrails are present, or replacing a
short handrail with alonger one.

The GCM next shifts attention
to the stair steps and their cover-
ings, if any. Arestepseven (i.e,
same size and height)? A small
differencein step surface or riser
height can lead to falls. Mark any
steps that are especially narrow or
have risers higher or lower than the
others. Do the steps allow secure
footing? Consider placing non-dlip
adhesive treads on each bare step to
improve traction. Are step edges
clearly visible? Canthe client detect
the outline of each step aswell as
top and bottom landings with the
light on? A fall may occur if step
edges appear blurred or are difficult
to spot. Replace any patterned, dark
or deep-pile carpeting with atightly
woven carpet in solid color to better
highlight step edges. Areall steps
in good condition (i.e., not loose,
broken or missing)? If not, repair or
replace loose, broken or missing
boardsimmediately. Do stair
coverings (i.e., rugs or treads) show
signs of wear? Worn, torn or loose
coverings can lead to insecure
footing, resulting in slipsor falls.
(see graphic on p.10) Thus,
recommend repair or removal and
replacement of any stair coveringsin
disrepair.

Is anything stored on the
stairway, eventemporarily? The
client may trip over any objects | eft
on stairs, particularly in an emer-
gency (e.g., fire) or when racing to
answer the telephone. Accordingly,
removeall itemsfromthestairway
and remind client to keep stairsfree
of clutter.

Bathrooms

Using Fixtures for Balance
Support May Contribute to
Falls

A client with balance dysfunction
or one who is unable to use awalker
in the bathroom because of space
limitations may rely upon the towel
bar, wall surfaces, and sink top for
support. This habit may cause afall,
particularly if the client’ shand slips.
Modifications to provide balance
support include substituting a grab
bar for the towel bar or installing a
grab rail around the perimeter of the
bathroomwall. Further, applying non-
dlip adhesive strips along sink surface
(inacolor similar to the sink to avoid
visual confusion) will prevent the
client’shandsfrom
dliding when sink area
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cushion (e.g., made of soft vinyl
plastic) to reducerisk of pelvic or hip
fracture in persons who tend to drop
onto the toilet seat.

Low height toilets may pose
transfer problems and as a result
causetheclienttofall. One corrective
modification isthe raised toilet seat in
afixed or adjustable height to ensure
proper toilet sitting height. Another
modification that seeksto maintain the
client’s balance during toilet transfers
reguires grab bar installation on the
walls adjacent to and behind the toil et
or attachment of adouble armrest grab
bar system to thetoilet. Some older
adults find that the double armrest
system provides optimal transferring
support since the maximum amount of
force exerted during transfersisa

is grasped.

Toilet Height
Must Meet
Client Needs

Toilet height can
cause afall and
influence an older
adult’ s ability to
physiologically use
thetoilet. Sitting
instability may
happen if the older
adult cannot place his
or her feet on the
bathroomfloor while
aboard thetoilet.
Maintaining feet flat
on floor or hipsat or
below knee height

GRARB BAR
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facilitatesbladder

emptying and bowel evacuation.

Toilet height must satisfy client
needs. For example, an older adult
recovering from afractured hip must
sustain a sitting position with hips
higher than the knees so temporarily
adapt the fixture by using atoilet seat
riser, thick seat or filler ring. Some
ambul atory disabled persons likewise
find higher seat heights an advantage.
Not so for personsin wheelchairs.

The toilet seat should be con-
structed of sturdy material to provide
sufficient support. Furthermore, the
seat should act as an absorptive
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s
straight downward movement of the
arms. In contrast, wall mounted grab
bars offer less support because the
older adult must reach to the side and
bend forward during the transfer
process to grab the bar losing the
benefit of adownward thrust offered
by the double armrest system. As
additional cautionary measures,
adhere non-dlip adhesive stripsin a
non-contrasting color to the floor in
front of the toilet to secure client
footing during transfer, only use
bathroom rugs with nonskid backing,

(continued on page 12)
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or install non-dlip vinyl flooring
throughout the bathroom in a non-dlip
surface with a padded foundation to
minimizefracturesin theevent the
clientfals.

Toilet Grab Bar Type and
Placement Is Critical

Despite their potential valuein
preventing falls, community-dwelling
older adults underutilize grab bars.
Tailor grab bar type and placement to
client needs, their disability, and the
environment. For example, itisdifficult
for persons with hemiplegiato use grab
bars located on their dysfunctional
side; persons of short statute or limited
reach find grab bars at heights conve-
nient for the average person unsatis-
factory as the bars are beyond their
reach; and some older adults (e.g.,
older women who are generally shorter
and possess less upper body strength
than men) prefer an angled grab bar to
the standard horizontal bar because
they can grab the angled bar at the
lower position and move up the bar.
Select grab barsin acolor that con-
trasts with the bathroom wall to
improvetheir visibility and attach them
to wall studs no more than 1%z inches
fromthewall to prevent theclient’sarm
from dlipping between the bar and wall.

Toilet Seat Color Improves
Visibility

Toilet seat color isimportant. The
seat itself must contrast in color to the
toilet and the surrounding bathroom
areato facilitate proper sitting place-
ment on thetoilet, particularly for older
adults dependent on visual cueing.
Older adultswith poor color discrimina-
tion, for instance, may encounter
problems and even fall trying to locate
awhite toilet seat where the bathroom
flooring iswhite (or alight color) and it
may be difficult for older malesto void
while standing into awhite toil et
without significant color differences
between the toilet and flooring.

Bathroom Doors

Some older adults with a poor
grasp open and close pocket style
doors (i.e., those that slide like patio

doors and disappear into a vertical
dlot inthewall) more easily than the
traditional barn style doors that
require more effort and may cause a
fall. Housedesignwill determineif
installation of pocket style doorsis
feasible. Inaddition, lever-type
handles are much easier to grasp
than doorknobs. The doorway
should be wide enough to accommo-
date an assistive device (e.g.,
walker). Thethreshold should be
clearly marked and thedifferencein
height between the two surfaces
should be no greater than ¥4 inch.
Remind the client to leave the
bathroom door unlocked, so it can be
opened from both sides. A locked
bathroom door will delay helpin
reaching client who sustainsafall.

Bathtubs and Shower
Areas

Does the bathtub/shower area
have at least one grab bar? Grab
bars aid the client in getting into and
out of the tub or shower, and can
help prevent falls. If yes, check
existing bars for strength and
stability, and repair if necessary. If
no, attach grab bars, through the tile,
to structural supportsin the wall, or
install bars specifically designed to
attach to the sides of the bathtub.

Alternatively, consider use of a
tub bench, chair, or stool with non-
skid tips as a seat while showering or
bathing if the client is unsteady and
unable to shower while standing or
unableto lower him or herself to the
floor of the bathtub. Purchase a
handheld shower attachment as well
and install it on an adjustable rod or
high-low mounting brackets. The
bench, chair, or stool must be large
enough to allow the older adult to
use aflexible showerhead while
seated. A cautionary measure
includes mounting aliquid soap
dispenser on the bathtub/shower
wall so client does not fall while
attempting to retrieve soap.

Wet soapy tile or porcelain
surfaces are especially slippery and
may contributetofalls. Accordingly,
place anonskid rubber mat or apply
nonskid textured adhesive strips,
decals or appliqués on the bathtub

PAGE 12

or shower floor. Also replace glass
shower enclosures with non-shatter-
ing material and add a slip-resistant
rug adjacent to the bathtub for safer
exit and entry.

Conclusion

The purpose of a comprehensive
room-by-room environmental assess-
ment isto identify and remove
potential fall hazards and to modify
theenvironment to maximizesafe,
functional mobility. Interventions
aimed at modifying environmental
conditionsrelevant to falls offer the
geriatric care manager an appealing
approach to falls prevention.
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What Professional
Geriatric Care Managers
Need to Know:

A Nursing Home Update

ByJulieA.Braun,J.D.,LL.M.
withintroductionbyMarceParker,Ph.D.,CFLE

This specia theme issue of the
GCM Journal looks at falls assess-
ment and prevention in all settings,
whether home- or community-based or
inalong-term care settings. Itis
thereforeimportant for professional
geriatric caremanagers (PGCMs) to be
aware of recent legislative and
regulatory initiativesthat affect their
practices.

In the three brief pieces that
follow, we seearapidincreasein
litigation against nursing homes,
raising concerns about quality of care
for residents. In some states, there are
thousands of pending lawsuits
against nursing homes. While many
of these lawsuits
arewarranted, in
other cases,
lawsuits against
nursing homes as
well asthe
physicians, nurses
and staff such as
CNAswho
practicethereare
causing nursing
homes to shut
down. Insome
states, fewer and
fewer physicians
arewillingto
practicein nursing
homes and as the
facilities shut
down there are
increasingly less
placement beds for
thefamilieswho
need them.

In the second piece, a recently
completed Officeof Inspector General
(OIG) report shares ombudsman
complaints about nursing homes.

We ask you to
read these
three short

pieces
carefully and
decide how

they might

affect your own
PGCM practice.

PGCMs can use thisinformation as
one piece of the decision making
processto help families contemplating
where aloved one should live.

In the third piece, we seethat in
terms of nursing home quality, the
prevalence of serious problemsis
declining but that enhanced oversight
isstill critically needed. Weall know
that servicesthat are excellent one
week can deteriorate next week with
changes in administration, staff
turnover, and squeezed budgets.

We ask you to read these three
short pieces carefully and decide how
they might affect your own GCM
practice. Asaways, wetry, inthis
journal, to
provide you with
theory, research
and actual
application/
implementation,
so you will have
an answer for the
“So what?’
question. How
does this
researchinflu-
ence, change or
affect my
practice? Let us
know what you
think.

Marcie Parker,
Ph.D.,CFLE,
senior qualita-
tive researcher
with a large
healthcare firm in Golden Valley,
Minnesota; Dr. Parker isincoming
Chair of the GCM Journal Editorial
Board.
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Rapid Increase in
Litigation Against
Nursing Homes Raises
Concerns About Quality
of Care For Residents

Professional geriatric care
managers and others are withessing
anincreasein litigation surrounding
injuriesreceivedinthelong-term care
setting, especially in the context of
pressure ulcers, dehydration and
weight loss, fall-related injuries (the
subject of thisjournal), improper use
of physical restraints, medication
errors, and sexual assault. Results of
aWeb-based survey examining
nursing home litigation trends
published inthe March/April 2003
issue of Health Affairs reflect a surge
in the number of nursing home claims
handled in the past five years as well
as significant increases in average
recovery size. See David Stevenson &
David Studdert, Trends: The Rise of
Nursing Home Litigation: Findings
from a National Survey of Attorneys,
22 Health Affairs219-29 (Mar/Apr.
2003). Availablefor purchaseat
<http://www.healthaffairs.org>.

Harvard School of Public Health
researchers David Stevenson and
David Studdert base their analysis on
responses of a national sample of 268
plaintiff and defense attorneysfrom 37
states who specialize in nursing home
litigation. Most of the responses were
from attorneysin Florida, Texas, and
Cdlifornia, stateswith alargevolume
of nursing home residents. Although
Florida and Texas have been home to
themagjority of litigation activity,
states that reported increases in both
claimsvolume and average recovery
amounts included Arkansas, Georgia,
L ouisiana, and Oklahoma.

Attorneys surveyed were
involvedinlitigating nearly 4,700
claimsin the preceding 12 months and
their firmshandled 8,300 claims. The
average recovery amount among paid
claims, whether resolved in or out of
court, wasabout $406,000 per claim.
The most striking finding about the
dynamics of thislitigation isthat
nearly 9 out of 10 plaintiffsreceived
compensation. According to re-
searcher David Studdert, “[t]hiskind
of payment rateis off the scalein the
world of personal injury litigation, and

(continued on page 14)
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probably reflects a tremendous
reluctanceto bring thiskind of claim
beforeajury.”

Morethan half the claims
reported nationally werein Floridaand
Texas, and recovery amounts in these
states were higher than the national
average. Based on their analysis, the
authors estimate compensation
paymentsof $2.3 billionto plaintiffs
nationally, with claimsin Floridaand
Texasaccounting for $1.1 billionand
$654 million, respectively. InTexas,
punitive damages were significantly
more common than elsewhere.
Attorneysin Texas and Florida
handled claimsworth morethan 15
percent of stateside nursing home
expenditures.

Nursing homeclaimswerelargely
focused in Florida, Texas, and a
handful of other southeastern states,
including Georgia. David Stevenson
advisesthat is“[i]t's unclear whether
this phenomenon will becomemore
widespread, or whether it will remain
relatively concentrated [in the
southeastern states].”

The survey aso looked at other
trends. It found that residents
children are the chief catalyst behind
more than 60 percent of claimsand
nearly half of all nursinghomeclaims
involved wrongful death or pressure
ulcersor both. In Texas, the propor-
tion of claimsthat alleged death and
pressure ulcers were significantly
higher than the national average; in
Florida, the proportion of claimsthat
alleged fallswassignificantly higher
than the national average. A large
proportion of thelitigation involved
chronic, long-stay residents.

Determining the extent to which
litigation trends are related to poor
quality care as opposed to other
factorsisdifficult. “Thelitigation
doesn’t seem to track an overal
declinein nursing home quality,”
Stevenson believes, “but this doesn’t

mean that individual claims brought by
attorneys are inappropriate.”

Nursing Home Quality:
Prevalence of Serious
Problems, While
Declining, Reinforces
Importance of Enhanced
Oversight

Case management takes many
shapes and continues to evolve into
new practice contexts. Thus, geriatric
care managers should keep abreast of
the recent reports concerning the
quality of carein our nation’s nursing
homes. According to areport released
by the General Accounting Office
(GAO) onJduly 17,2003, the proportion
of nursing homes with serious quality
problems remains unacceptably high,
despite a decline in the incidence of
such reported problems. Actual harm
or more serious deficiencieswere cited
for 20 percent or about 3,500 nursing
homes during an 18-month period
ending January 2002, compared to 29
percent for an earlier period. Fewer
discrepancies between federal and
state surveys of the same facilities
suggests that state surveyors are
doing a better job of documenting
serious deficiencies and that the
declinein serious quality problemsis
potentially real. Despite these
improvements, the continuing preva-
lence of and state surveyor under-
statement of actual harm deficiencies
isdisturbing. For example, 39 percent
of 76 state surveysfrom homeswith a
history of quality-of-care problems—
but whose current survey found no
actual harm deficiencies—had docu-
mented problems that should have
been classified as actual harm or
higher, such as serious avoidable
pressure sores, severe weight loss, and
multiple falls resulting in broken
bones and other injuries.

Weaknesses persist in state
survey, complaint, and enforcement
activities. According to the Centers
for Medicare and Medicaid Services
(CMYS) and states, several factors
contribute to the understatement of
serious quality problems, including
poor investigation and documentation
of deficiencies, limited quality assur-
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ance systems, and alarge number of
inexperienced surveyorsin some
states. In addition, the GAO found
that about one-third of the most recent
state surveys nationwide remained
predictableintheir timing, allowing
facilitiesto conceal problemsif they
chose to do so. Considerable state
variation remains regarding the ease of
filing acomplaint, the appropriateness
of the investigation priorities, and the
timeliness of investigations. Some
states attributed timeliness problems
to inadequate staff and an increase in
the number of complaints. Although
the agency strengthened enforcement
policy by requiring statesto refer for
immediate sanction homes that had
repeatedly harmed residents, the GAO
found that states failed to refer a
substantial number of such facilities,
significantly undermining the policy’s
intended deterrent effect.

CMS oversight of state survey
activities hasimproved but requires
continued attention to help ensure
compliancewithfederal requirements.
While CMS strengthened oversight
by initiating annual state performance
reviews, officialsacknowledged that
the reviews' effectiveness could be
improved. For theinitial fiscal year
2001 review, officialssaid they lacked
the capability to systematically
distinguish between minor lapses and
more serious problemsthat required
intervention. CMSoversight alsois
hampered by continuing database
limitations, theinability of someCM S
regions to use available data to
monitor state activities, and inad-
equate oversight in areas such as
survey predictability and state referral
of homesfor enforcement. Threekey
CMSinitiatives have been signifi-
cantly delayed—strengthening the
survey methodology, improving
surveyor guidance for determining the
scope and severity of deficiencies,
and producing greater standardization
in state complaint processes. These
initiatives are critical to reducing the
subjectivity evident in current state
survey and complaint activities.

(continued on page 15)
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Retrieve 104-pagetext of “Nursing
HomeQuality: Prevalence of Serious
Problems, WhileDeclining, Reinforces
Importance of Enhanced Oversight”
(GAO-03-561, July 15,2003) from
<http://www.gao.gov/cgi-bin/
getrpt?GAO-03-561>.

Retrieverelated 19-pagetestimony
by DaraCorrigan, Acting Principal
Deputy Inspector General, before the
U.S. Senate Committee on Finance
(July 17,2003) from<http://
www.gao.gov/cgi-bin/getrpt?GAO-03-
1016T>.

OIG Report Shares
Ombudsman Complaints
About Nursing Homes

Professional geriatric caremanag-
ers, among others, can use ombudsman
complaint data to identify trends,
issues, and concerns in institutional
long-term care making them better
advocatesfor their clients. In July
2003, the Office of Inspector General
(OIG) published its findings using the
most recent informationavailable.

Background

Congress established the State
L ong Term CareOmbudsman Program
in the Older Americans Act Amend-
ments of 1978. The Administration on
Aging (AoA) withinthe U.S. Depart-
ment of Health and Human Services
administersthe program. Ombudsmen
attempt to resolve problems of indi-
vidual nursing home residents and to
bring about changes to improve
nursing home care at the local, state,
and national levels. They help
residents and their families understand
and exercise rights that are guaranteed
by federal and state laws.

TheOlder AmericansAct, 42USC
§3001-3058ee, requiresstatesto
collect ombudsman complaint dataand
for state ombudsman to report aggre-
gate datato the AOA. In 1995, the
AO0A implemented the National
Ombudsman Reporting System
(NORS), anombudsman complaint

reporting system, which consists of
128 complaint categoriesdividedinto

fivemajor groups.

Methodology

The OIG gathered data and

informationfor
1996 through
2000from
NORSstatisti-
cal reports,
annual ombuds-
mannarrative
comments
submitted with
the NORS data,
and interviews
undertaken with
state and local
ombudsmen
fromAlabama,
Cdifornia,
Connecticut,
Maryland,
Missouri, New
Y ork, South
Carolina, South
Dakota and
Texas. These
nine geographi-
cally diverse
states represent
a cross section
of ombudsman
programsfrom
large urban
areasto small
rural communi-
ties and account
for approxi-
mately 30
percent of the
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number of complaints per 1,000 beds
rosefrom78.4t0102.1. Thiscorre-
sponds to a 28 percent increase in the
number of complaintsand a 30 percent
increasein the number of complaints
per thousand beds.

Top Ombudsman Complaint

Categories, 1996-2000
Complaints 2000 Percent
Rank Growth
1996-2000
Accidents 6,661 1 7,675 2 15.2%
Request for Assistance 5,441 2 8,676 1 59.5%
Personal Hygiene 5,301 B 7,279 5 37.3%
Dignity, Respect-Stalff
Attitudes 4,882 4 7,351 4 50.1%
Care Plan 4,453 5 7,550 3 69.5%
Staff Shortage 4,352 6 6,625 6 53.0%
Physical Abuse 4,321 7 4,350 11 0.7%
Menu Quality 4,295 8 5,540 8 29.0%
Discharge, Eviction 4,110 9 5,762 7 40.2%
Personal Property 3,598 10 4,227 12 17.5%
Meds Administration 3,123 11 4,914 9 57.3%
Symptoms Unattended 3,196 12 4,617 10 44.4%

Complaint

Complaint Categories with
Largest Growth, 1996-2000

1996 Total 2000 Total Percent

Growth1996-2000

nursing home Staff Turn-Over 330 1,015  207.6%
beds within the ,
United States Dehydration 1,122 2,219 97.8%
Infection Control 562 1,074 91.1%

Report
Findings Supervision 1,825 3,326 82.2%

Natlonally, Exercise Choice and/or Civil Rights 2,211 3,803 72.0%
the total number
of nursing home  Cleanliness, Pests 2,242 3,832 70.9%
complaintsgrew
fromapproxi— Care Plan/Assessment 4,453 7,550 69.5%
mately 145,000 Call Lights/Requests for 5,441 8,676 59.5%
in1996to
approximately Medications-Administration 3,123 4,914 57.3%
186,000in2000.
Duri ng the same Staff Unresponsive, Unavailable 2,376 3,700 55.7%
period, the
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The most frequent complaints
involved resident care such as a
failureto respond to call lights or
reguests for assistance, accidents and
improper handling of residents, lack of
adequate care plans and resident
assessments, inadequate administra-
tion of medications, unattended
resident symptoms, and poor personal
hygiene. Resident care complaints

grew 37 percent from 1996 to 2000
compared to a21 percent growth for
complaints involving resident rights
(e.g., abuse, access to information and
transfer and discharge issues).

TheNORS complaint category
with the highest national growth was,
not surprisingly, staff turnover with
anincreaseof approximately 208
percent between 1996 and 2000.

TheNORS complaint categories
under the umbrella of abuseinclude
physical abuse, resident-to-resident
abuse, verbal/mental abuse, gross
neglect, other abuse or exploitation,
financial exploitation, and sexual

abuse. According to OIG findings, the
number of abuse cases reported to
NORS peakedin 1998 and have
declined about 3 percent since then.
Thetotal for all reported abuse cases
rosefrom13,469in1996t015,501in
1998, and declinedto 15,010in 2000.
During that period, among seven types
of abuse categories, physical abuse
was the most common type reported.

Retrievefull text of Dep't Health &
Human Servs., Office of Inspector
General, “ StateOmbudsman Data:
NursingHomeComplaints’ (OEI-09-02-
00160, July 2003) from <http://
oig.hhs.gov/oei/reports/oei-02-01-
00600.pdf>.

Types of Abuse Complaints, 1996-2000
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Practical Fall Risk

Assessment in Older

Adults wit

N Multiple

Medical Problems and/or

Chronic

Disease

By SevenCharlesCastle, M.D. &
DoreneOpava-Rutter, M.D.

Reviewing Clinical
Standards of Falls Risk
Assessment

A number of controlled trialsfind
that detecting a history of falls or
change in gait and balance and
performing afall-related assessment
likely reducesfuturefallswhen
coupled with appropriate interven-
tions (Rubenstein 2001). The Quality
Indicators for Assessing Care of

Steven Charles Castle, M.D., GCM Journal
Guest Editor, and 98-year-old Benjamin Korb,

one of Steve’s fall prevention patients.
Korb fought in the Aleutians during WWII and

VulnerableElders(ACOVE) project
identifiessix indicatorsin thisdomain
(Rubenstein 2001). The ACOVE study
relied upon a structured literature
review and expert panel process
(Shekelle2001). Tablel details
ACQOV E Project recommendations.

Thesix indicators of care pro-
cessesdetailedin Tablel arejudged
sufficiently valid asindicators of
quality careinthe management of fall
and mobility disordersfor vulnerable
elders defined as persons over
65 years of age with agreater
likelihood of death or declinein
function over atwo-year
period. Accordingly, ahealth
careprovider (e.g., geriatric
caremanager) who fulfillsthese
criteriaprovidesquality care,
improves the chance of
preventing apreventablefall,
and reduces the risk of serious
injury in non-preventablefalls.

Taking a Falls
History

Itisimportant for health
care providers to understand
the natural human instinct to
characterizeafall asan
accident. Partiesinvolvedina
fall incident often are embar-
rassed and prefer to believe the
fall “an accident.” This

misidentification of the event
mistakenly impliesthatitwill
not recur and represents a
significant clinical hurdleto
Mr.  overcome. A pioneer of
geriatricmedicine, Bernard

was among the first of our troops to encounter

active resistance.

(continued on page 18)
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Quality Indicators for
Management & Prevention
of Falls

1. Document Fall Inquiries Annually or
More Frequently As Appropriate

+ Fallsoftenare undetected
+ Riskofrecurrence/injuryis higher
* Preventable components

« Effectiveness of screening likely not
tested

2. Evaluate for Balance and Gait
Disturbance AtLeastOnce

+ Abnormality often undetected

+ Clearincreasedrisk of falland
progression ofimmobility

+ Casefindingand assessmentto
detect mobility problems and their
correction

3. Basic Fall Evaluation

IF: >2 falls in past yr. OR 1 fall with
seriousinjury

THEN: Basic fall evaluation is defined
as:

+ Medication reviewincluding
identification of acute and chronic
problems;

 Physical examination (e.qg.,
orthostatic vital signs, vision, gait
and balance, lower extremity
function);

+ Neurological exam;
 Environmental assessment;

+  Summary of physician’simpression
¢ Detailrecommended medications

 Drugreview (e.g.,ascertainongoing
need and lowest effective dose)

4. Gait-Mobility and Balance Evaluation

IF: New or worsening ambulation,
balance, mobility

THEN: Gait, mobility and balance
evaluation within six months that results
indiagnostic and treatmentrecommen-
dations

BECAUSE: Use of assistive devices
and exercise reduce likelihood of future
fallsand complications; however,
assessmentfor need and proper use s
required for optimal use. Indirect
evidencerelates the assessment
componentof programs withimproved
survival and function accompanied by
lesshealthcare use.

5. Exercise and Assistive Device FOR
Balance Problems

(continued on page 18)



GCMJournal -o-

summer/fall 2003

Practical Fall Risk
Assessment in Older
Adults with Multiple
Medical Problems and/or
Chronic Disease

(continued from page 17)

Isaacs, remarksthat “the first step in
preventing afall istofall yourself.
Everyoneisapotentia faller; and
everyone needs to abandon faith in

(continued frompage 17)

IF: abnormal balance/proprioception, or
increased postural sway,

THEN: Evaluate for exercise and
assistive device

BECAUSE: Balance problems
contribute to falls risk and medication
will reduce likelihood of fall

* Improves mobility-related tasks

+ Improves balance f peripheral
neuropathy/vestibular abnormality
detected

 Problemifimpulsive, cognitive
impairment
6. Exercise Prescription for Gait
Problems and Weakness

IF: Problems with gait, weakness (<4/5
manual muscle test, needto use arms)
ordecreased endurance

THEN: Offer exercise program

BECAUSE: Exercise improves or
ameliorates risk factors, and reduces
risk of falls and fall-related injuries.

* Decreased muscle strengthis
associatedwith functional gait
impairment.

» 7Randomized Clinical Trials -
exercise on gait variables in
elders.

[N
'

noeffectof strengthtraining
on gait velocity.

2- lowerextremity strengthening
improved velocity, endurance,
stability.

3- onwalking-endurance program
incommunity elders (meanage
of 70 years), increase of
ambulatoryfunction between5
and 15 percent after 8t012
weeks.

Adapted by authors from Rubenstein, L.Z.
& Kenny, R.A. “Guideline for the
Prevention of Falls in Older Persons.”
Journal of the American Geriatric Society
49(2001):664-672.

personal invulnerability” (Isaacs1996).
In the authors’ experience, older adults
amazingly possess little or no insight
into their owninvincibility despite
multiplefallsand recurrent balance
problems. Thisisparticularly true
whereadementia-relatedillnesslimitsa
clinician’sability to obtain an accurate
fallshistory. Inthissituation, the
authors recommend using a structured
approach to acquiring a history, either
by patient/ caregiver self-report or
through patient interview.

Another challenging aspect in falls
assessment involves the complexity of
fallsandtheir inherent multi-factorial
nature. Falls often are not caused or
triggered by the same factor. Accord-
ingly, scrutinize each fallsincident
along with any accidents or events
described as slips, stumbles, trips, or
near falls. Dr. Bernard | saac focuses
ontwo inquirieswhenreviewing afall
incident (Isaac 1996). First, what
caused the displacement and second
what prevented its correction (Isaac
1996). Ifitisimpossibletoanswer
these two questions, shift attention to
the intended activity and relate it to the
patient’s gait and balance problems.

Reviewing the Actual
Falls Event

Analysisrelating to the actual falls
event varies with some overlap
depending on the specific health care
setting (e.g., long-term, acute or home
care) and the older adult’ s unique
characteristics. For example, Dr.Rein
Tidelksaar, Senior VicePresident,
ElderCareCompanies, Inc. (Philadel -
phia, PA), employsapractical pneu-

monic(Tidelksaar 1998):
S Symptomsexperienced at time
of fall.
P Previous number of fallsor near
fals.

L Locationof falls.
A Activity engaged in or at-
tempted at timeof fall.
Time (hour) of day.

T Trauma(e.g., physical or psycho-

logical) associated with falls.
Remember to ask questionsfrom

the perspective of a practical classifica-
tion of medical conditions that
contribute to falls and to tackle

—
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foundational issues which, if not
addressed, may increase the exposure
or risk of fall or injury associated with a
fall. In general, these aspects tend to
be more or less preventable ones that
by their nature compound inherent gait
and balance deficits.

Severe, irreversible aspectsof falls
shift the fall management approach
toward injury preventive or protective
strategies. For instance, always
scrutinizetherole medication(s) may
play inthefall event(s). Queries might
include, among other possibilities:

e Do prescription or over-the-
counter medications contribute
to fallsand/or gait instability?

e How effective or necessary are
the medications being taken in
relationship to the intended
prescribed use?

e Do themedicationshavealow,
medium or high risk of contribut-
ing to apatient’sfall and/or fall
risk?

e What would happen if the
medi cation(s) is/are stopped?

e What might be theimpact of a
dose change? Can an dternative
agent be prescribed?

Itiscommon for older adultswho
experiencerecurrent fallstoremainon
medi cations that contribute to the fall
incident(s). Thispresentsclinical
challenges aswell as potential legal
liability, especially inthelong-term care
setting. Therefore, assess patients
quarterly or sooner if there is a change
in condition. Failureto consider
whether medications contribute to an
older adult’ sfall(s) isarisky practice
that may expose the health care
provider and the institution to legal
lighility.

Classifying Medical
Conditions that
Contribute to Falls

The authors rely upon and
recommend apractical classification of
medical conditions that contribute to
falls and have established a diagnosis
in over 90 percent of the cases referred
totheir fallspreventionclinic. Clinical
studies demonstrate that even with

(continued on page 19)
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thorough neurocardiac assessment,
approximately 20 percent of fallsdo
not have a clear etiology and 20
percent have multiple etiologies
(Lawson 1999), suggesting that the
practical approach described in this
articlelendsitself tomoreindividual -
ized interventions.

Cardiovascular Causes

Diagnoses: Carotid sinus
hypersensitivity, vasovagal, orthos-
tatic hypotension.

Common Symptoms: Feeling light
headed upon standing, feeling like
passing out if you do not sit down,
symptoms after prolonged standing,
any other common cardiac symptoms.

Nuances. Older adults are prone
to dysregulation of the autonomic
nervous system and hence get
excessive waves of parasympathetic
tonethat normally follow sympathetic
outpouring in aflight or fight arousal,
but can occur on alesser level of
stimulation. The concept of excessive
parasympathetic tone following
sympathetic is why people become
incontinent when excessively scared.
The scare produces a large outpouring
of sympathetic tone (i.e., tightens
sphincters and reduces detrussor tone
which maintain continence) followed
by an increased parasympathetic tone
tomaintainautonomicregulation (i.e.,
diminished sphincter with contraction
of detrusor resulting in incontinence if
strong enough parasympathetic tone).
Thus, autonomic dysregulation results
in excessive parasympathetic tone
following mild sympathetic stimula-
tion, causing adrop in blood pressure
and adropin heart rate (Tea1996).
Prolonged tilt table testing or stress-
ing aresponse with acute administra-
tion of adiuretic or nitroglycerin may
uncover this (Kenny 2000). Thereisa
spectrum of Parkinsonian patients,
called multiple system atrophy, with
multiple contributors to gait and
bal ance problemsincluding cardiovas-

cular causes that can be very complex
to manage (Goldstein 2000). Inthis
circumstance, refer patientsto an
internist, geriatrician, neurologist or
cardiologist with experiencein
managing neurocariogenic syncope/
near syncope.

Vertigo, Abnormal
Sensation of Motion

Diagnoses: Peripheral causes
include inner ear disorders, including
benign positional vertigo, vestibular
neuronitis, or Meniere's disease.
Central causesarefrom poor circula-
tion to the posterior aspects of the
brain, includingvertebral-basilar
insufficiency, ischemic lesion to the
brainstem or basal ganglion, and
migraine headaches.

Common Symptoms: Symptoms
include the classic room-spinning or
the feeling of being pulled to one side
or downward, sometimesreferred to as
impulsion. Acute care and emergency
room personnel witness these
symptoms more often when compared
tofallsreferral clinicsor long-term
care.

Nuances: First, there are some
individuals who have dizzy symptoms
associated with panic attack symp-
tomatology. Relaxation therapy with
vestibular training or desensitization
isdescribed in the literature and
anecdotally hasresulted in dramatic
improvement in afew cases (Cowand
1998). Second, peripheral vestibular
causes will have rotational vertigo
which occurs often aminute or so after
theDix-Hall Pikemaneuver, andthis
suppresses on repeated testing unlike
central causes. Benign positional
vertigo tends to be intermittent over
days, but persists for a couple of weeks,
while other peripheral causesaremore
intense over a shorter duration (Heaton
1999; Hoffman1999).

Dysequilibrium

Diagnoses: Peripheral neuropathy
(damage from diabetes, al cohol
vitamin deficiencies and other
causes); Parkinsonism/Parkinson’s
disease, multiple system atrophy,
cerebral basilar degeneration, subcor-
tical whitematter ischemia(small
strokes in the deep parts of the brain),
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cervical spondylosis (alignment
problems of vertebraein the neck),
bilateral carotid artery stenosis, basilar
artery migraine (spasm of artery to
posterior brain), or lumbar spinal
stenosis (narrowing of spinal canal
with impingement on the nerves).

Common Symptoms: Symptoms
includeimpairment in any loop of
sensory/motor response and conse-
guently an unawareness of being off
balance, and the inability to correct
when balanceislost. Patientslack
sensation (e.g., dizziness or light
headedness) and may find them-
selves on the ground quite perplexed.
Thiscondition may feature earlier
diagnoses of drop attacks where
patients usualy can get right back up
unlessinjured. Patients may complain
about commentsfromfamily, friendsor
even strangers that they look drunk
when they walk but are not.

Nuances. The effect on gait and
bal ance of common peripheral
neuropathies usually are not appreci-
ated by non-physiatrists. Other
common problemsfound in some
previously active individualsinclude
the presence of spinal stenosis,
where symptoms are worse with
walking down hill or down steps.
This category has been the largest
group in the authors' experience.

Neuromusular/Joint
Weakness or Pain

Diagnoses:

Nerve—Radiculopathy (pinched
nerves), peripheral neuropathy,
spinal stenosis, or cerebral vascular
accident (stroke).

Muscular —Myopathy (inflam-
mation and breakdown of muscles),
deconditioning (loss of strength from
lack of use), or constitutional (whole
body) symptoms (e.g., fever, hy-
poglycemia).

Joint — Arthritis, bursitis
(inflammation of thejoint capsule),
deformity, or contractures (frozen
joints).

Foot/ Shoes/l mpr oper Adaptive
Equipment

Symptoms: Thetypical symptom
isthe older adult’ s knee “ giving way”

(continued on page 20)
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or buckling usually when going down
stairs or stepping off of acurb. Many
persons can relate to feeling weak in
the knees when they have a high
fever, and this probably contributes to
fallsin the acute care setting. Inter-
mittent hypoglycemia should be
considered as well but studies to
better define arelacking. Addition-
ally, patients who catch their toes and
trip or stumble may have hip, knee, or
ankleweakness. Lack of endurance or
fatigue also may contribute to thefall.

Nuances. Manual muscle testing
does not correlate well with actual
impact on gait and balance. Subtle
weakness easily can be missed. Grip
strength may provide some global
sense of weakness and/or decondi-
tioning. Performance measuresmay
provide amore objective measure, such
asthetimed get up and go test (i.e.,
patient arisesfromachair, walks 10 feet,
turns around and returns to sitting;
normal timeisabout 14 seconds).

Foundation Issues that
Worsen Fall Risk and
Medical Problems That
Increase Exposure to
Falls

Vision & Hearing

Vision and hearing problems
represent obvious problems that
unfortunately are easily overlooked.
While preventing falls by correctionis
assumed, it has not been clearly
demonstrated. However, in certain
individualsit could makeadifference
and, therefore, should beincluded in
the assessment and care plan.

Foot Care and Wear

Likewise, footwear, foot deformi-
ties and nail care should be included
inthiscategory. Examinethefeet of
anyonewith clearly identified gait
impairment.

Sleep Disorders

An evaluation of sleep disorders
iscritical given that obstructive sleep
apnea (loud snoring with periods of
arrested breathing), restless leg
syndrome/periodic leg movements
(excessive, uncontrolled movements
of legs during sleep) and sedative
hypnotic use (sleeping pills) are
common and improved management
may prevent falls. Anyone who has
experienced adisrupted night of sleep
may attest to catching their toes and
can therefore imagine theimpact on
someonewith moreimpaired gait and
balance. Part of the pathology also
may relate to depression and dementia
(discussed below), and likely involves
impaired visuomotor processing.
Another aspect of sleep disordersis
getting up at night and meandering in
asemi-alert state with inadequate
lighting. One of the authors, Dr.
Steven Charles Castle, findsthisless
of aproblem than expected and must
be due to patients’ increased vigilance
and attention.

Urinary Frequency and
Incontinence

Urinary frequency, especially
when linked with urgency, may result
inincreased exposuretofalls. Clinical
studies demonstrate the association
of urinary incontinence (bladder
control problems) with falls, but only
if tied to urgency (Brown 2002).
Detailed assessment iscritical for
patients with urinary frequency,
especially when associated with
urgency needs, to ameliorate symp-
toms and reducefallsrisk exposure.
Thisiscommon in acute care where a
connection exists between frequency
of urination and many diseases and
disease management. In health care
institutions, careful attention to
toileting scheduleiscrucial, especially
in personswith gait impairment and
urgency.

Remember that not all nocturia
(urination at night) isrelated to
prostatic problems, and may instead
be symptomatic of a sleep disorder.
Consider, for example, an older adult
who awakens due to the sleep
disorder and notices that he or she
has to go to the bathroom. In this
instance, it isinappropriate to
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attribute the disrupted sleep to
nocturia(Pressman 1996) whena
careful sleep history and referral for
sleep studies is proper.

Osteoporosis

Another issue to consider
involves osteoporosis. If someoneis
identified asafallsrisk, he or she
should be assessed for osteoporosis
and, if appropriate, be considered for
calciumand vitamin D3 supplementa-
tion (Papadimitropoul 0s2002).
Osteoporosis occursin men aswell,
and testosterone deficiency has been
identified asarisk factor for hip
fractures(Jackson 1992).

Psychiatric Problems

Variousstudiesexploring fallsor
fall risk factorsidentify depression
and anxiety as associated factors. The
fear of falling iswell reported and
leads to the downward spiral of
decondititioningwithfurtherimpair-
ment in gait and balance (Tideiksaar
1998; Tinetti 1994). Theinteraction of
anxiety, depression and dementia,
even without the added impact of
appropriate and inappropriate
medi cations, overlap and significantly
impact therisk of falling. Although
beyond the scope of this article, know
that there is a bottom line impact on
visuomotor functioning that leads to
clearly identified declinein gait and
bal ance performance, which older
individualsaremorelikely to manifest
(Brown2000; Draganich 2001;
Whooley 1999).

Case series devoted to dementia
and stroke report depression as an
independent factor associated with
falls(Jorgensen 2002; L yketsos1997).
It isunclear; however, how much of
the association between depression
and anxiety have direct or indirect
effectsonfall risk. Eveninyounger
individuals, inducting fear of falling
by doing toe raises at elevation near
the edge of aplatform modifies
anticipatory postural control (Adkin
2002). Part of the mechanism of these
changes may be associated with
hypocapnia, or low carbon dioxide due
to hyperventilation (Clague2000).
The other caveat is that certain types

(continued on page 21)
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of dementia, such as Dementiawith
Lewy bodies(i.e, fluctuationin
symptoms, Parkinsonian stiffness, and
hallucinations) have aten-fold higher
incidenceof fallsthan Alzheimer’s
dementia, again likely dueto specific
deficitsin visumotor processing which
couldbetested directly (Imamura2000).

Environmental Issues

Environmental modificationsare
an important, but complex issue that
may be tied to finances, personal
preferences, adaptations, and the
ability to get work completed. Several
excellent publications offer guidance
inthisarea(AARP2000; CDCNCIPC
1999). Further, findingsfromarecent
prospective study that completed a
room by room assessment of 13
potential slip or trip hazards of 1103
persons greater than age 72, and
which controlled for vision, balance/
gait and cognition did not support an
association between environmental
hazard and nonsycopal falls(Gill 2000).

Other practical mattersto
consider include whether the older
community dwelling adult takes a bus
for transportation, carries heavy
objects, or has pets. A British study
advisesthat elder community-dwelling
residents who have dypneawalking
up ahill, live alone, carefor pets, or
carry heavy packages have a higher
incidenceof falls(Bath 2000). Devis-
ing strategies on changesin lifestyle
areextremely difficult, butlikely to
impactfallsandfall-relatedinjury.

Recommended Physical
Examination

Thetype of physical examination
depends on the health care setting
and whether it isarisk assessment for
falls or apost-fall assessment. See
Tablesll andlll. Thequality indicator
outlined in the ACOVE study sug-
gests performing abasic fall evalua-
tion when avulnerable elder reports
two or morefallsin the past year or

hasasignificant injury from afall.
The evaluation seeks to identify any
treatable cause and highlight the
relationship between fall event and
medications (e.g., use of sedatives or
over treatment with antihypertensives)
or the presence of a subacute medical
condition such as postural hypoten-
sion, metabolic disorders (including
hypo or hyperglycemia), infections,
dehydration or cardiac arrhythmiaor
progression of heart failure (Rubenstein
2001A; Rubenstein2001B).

Seven Charles Castle, M.D.,
fallsprevention@charter.net, has
developed, tested and replicated falls
prevention programs across the
continuum of care and throughout
the country. Dr. Castleisa nation-
ally recognized expert in standards of
long term care and medico-legal
perspectives in long-term care and
assisted living as well as interdisci-
plinary training in falls prevention.
As president and Chief Executive
Officer of ElderCare Experts

(Www..el der care-experts.com), he
developed a blended-interdiscipli-
nary, train-the-trainer program
targeting education of frontline staff
for long-term care and assisted living
facilities. Using a structured ap-
proach and components, an
individual’s fall risk is assessed in
the context of practical interventions.
This unique approach focuses on how
medical conditions and/or medica-
tions interact with inherent fall risk,
encourages participation by frontline
staff, and enhances communication
with doctors and therapists resulting
in improved follow up of fall risk
factor adjustment as well as better
communication about the plan of
care and outcomes with patients/
residents and their families. The goal
is to provide higher quality care that
reduces liability and facilitates
resident independence, well being
and success towards aging in place.

Doreen Opava-Rutter,M.D.,isa
fellow of the American Academy of
Physical Medicine & Rehabilitation.
Dr. Opava-Rutter joined UCLA/Santa
Monica Orthopedic Associates in
July 2001 as an Associate Clinical
Professor of Physiatry. Her areas of
interest include non-operative
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treatment of spine, shoulder and knee
disorders. Shealso performs elec-
tromyographic (EMG) and nerve
conduction studies, for which sheis
board-eligible. In addition, Dr.

(continued on page 22)

Recommended
Evaluation of a Fall in
Emergency/Urgent
Care

History:

+ Reviewprescriptionand over-the-
counter medications andinquire about
anyrecentchangesin prescribing as
well as patient compliance with
medicationregimen

+ Locationandsituation associated with
fall

* Intended activity

+ Agitationand/or confusion

+ Longlie

+ Specific symptoms (e.g.,
cardiovascular, vertigo,

dysequilibrium, weakness, mixed,
none, foundationissues).

+ Currentand past activity level, falls,
slips, trips, stumbles in previous three
months

+ Changeincondition- confusion,
seizure, pass out, cardiopulmonary
status, melena, urination (e.g., frequent
ordiminished)

+ Social history such as person’s
alcohol use, their ability tolive
independently (e.g., performactivities
of daily living), complex social history
(e.g.,elderabuse orneglect)

Physical Exam:

+ Vital signswith orthostatic measures
astolerated

+ Hydrationand nutrition status

+ Mentalstatus (e.g., orientation,
naming, calculation, construction)

+ Evidence oftrauma (e.g., head, spine,
ribs, pelvis, hips, extremity) or long lie

+ Rales, gallup or murmur, carotid bruits

+ Gaitandbalance, getupandgotest,
observational gait

Adapted by authors from Baraff, L.J. et
al., “Practice Guidelines for the ED
Management of Falls in Community-
Dwelling Elderly Persons.” Ann Emerg
Med. 30, n0.4 (Oct. 1997):480-489.
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Practical Fall Risk
Assessment in Older
Adults with Multiple
Medical Problems and/or
Chronic Disease

(continued from page 21)

Opava-Rutter holds privileges as
an Attending Physician at the VA
Medical Center at West Los
Angeles (GLAHS) with research
and clinical interestsin fall
prevention in the elderly. She also
has held positions at the VA as

Basic Fall Evaluation

+ History of fall circumstance,
medication, acute or chronic medical
problems, and mobility problems
(includingrate of change).

+ Orthostatic vital signs: Establish
resting value after 10-15 minutes.
Look for drop in systolic >20 or
diastolic > 10 mmHg within 3 minutes
of change in position (measure
immediately, then nextatone minute
and two minutes), increase in pulse is
NOT required and suggests autonomic
dysfunctionifdropin blood pressure
andnoincreasein pulse.

« Evaluation of vision (i.e., acuity, gross
confrontation, depth perception).

+ Gait&Balance: Timed getup and go
test, observe balance, symmetry, path
deviation, stride length and height,
base of support, ability to turn. Test
balance with eyes open, eyes closed,
with head turning, and on foam.

+ Lowerextremity function, foot
deformity, nail condition.

+ Neurologic evaluationincludes mental
status, strength, proprioception
(number correct/five attempts with
eachtoe), lighttouch, and cerebellar
function.

» Environmental assessment.

+ Diagnosticimpression, need for
additionaltesting, therapeutic
recommendations.

Adapted by authors from Rubenstein,
L.Z. & Kenny, R.A. “Guideline for the
Prevention of Falls in Older Persons.”
Journal of the American Geriatrics
Society 49(2001):664-672.

medical director of the Wellness
Program, Cardiac Rehabilitation,
and the Gait Laboratory. Recently,
she participated in a two-year
clinical initiative through the VA to
develop a fall prevention continuum
of care from the acute, inpatient
setting to an outpatient falls
prevention clinic. She lectures
extensively in fall prevention and
the development of a
multidisciplinary fall prevention
clinic and frequently on the reha-
bilitation of amputations in addi-
tion to other rehabilitation topics.
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Footwear & Falls

ByJulieA.Braun,J.D.,LL.M.,Guest Editor

No experimental studies of footwear examine falls as an
outcome. However, some trials report that specific footwear
features influence balance and sway in older adults. An
appropriate footwear intervention may improve balance and
gait tasks in older women, for example. Better results in
functional reach and timed mobility tests occurred when
female subjects aged 65 to 93 years wore walking shoes as
compared to being barefoot. Further, static and dynamic
balance among women aged 60 to 89 years were better in
low-heeled, walking shoes versus high-heeled shoes which
constituted a balance hazard. In men, foot position aware-
ness is related to stability and declines with advancing years.
In men, stability is best with high mid-sole hardness or low
mid-sole thickness and static balance is best in hard-soled,
low resistance shoes. In older men and women, inadequate
casual footwear may contribute to slipping accidents over a
range of surfaces (in both dry and wet conditions) such as
bathroom tile, concrete or vinyl flooring.
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