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Falls risk screening, risk factor reduction, and
multifactorial interventions are awesome
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Behavioural interventions don’t work

N Ic wJertionol Insshofe for
<eaith and Coes Expallsnce

Falls
Assessment and prevention of falls in
older peaple )
. 1.1.12.3 Cognitive/behavioural interventions. There is no evidence that
ssued: June /2 i
NICE guidancs number cognitive/behavioural interventions alone reduce the incidence of

priEange e o ekiOml Gl

falls in older people living in the community who are of unknown
risk status. Such interventions included risk assessment with
feedback and counselling and individual education discussions.

There is no evidence' that complex interventions in which group

activities included education, a behaviour modification programme

' This refers to evidence reviewed in 2004.



Hospital falls prevention trials to that time

e Tideiksaar (1993)

e Bed alarms — no significant difference (only 5 falls in total)

* Mayo (1994)

 Falls risk alerts — trial stopped early due to perceived elevated risk of harm

e Donald (2000)

* Flooring (carpet vs vinyl)
» Additional exercise (ankle dorsiflexion, hip flexion)
* n=54, 11 falls total — strong trend toward vinyl being safer but not significant



Quasi-experimental falls education studies

* Rogers (1994)
* Historical control group design

» “..a concerted staff effort took place to remind patients of the recommended
levels of assistance...”

e 20% reduction in falls in first week of admission



Theoretical concepts
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Medical conditions Other patients
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Balance Impairment Not Predictive of Falls in
Geriatric Rehabilitation Wards
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The Journals of Gerontology: Series A, Volume 63, Issue 5, May 2008, Pages 523-528,
https://doi.org/10.1093/gerona/63.5.523
Published: 01 May 2008  Article history »

{b)

- -

Sersativity and sensitivey’

1 ] T ] ] 1 1
R ] g 7 Al i el 0 - -
1 — Spachcity 1 - Specificity’ "

—+ Eieptest —> Timed upandgo - Functonel resch Siatic standing - - - Reference line



...you won’t make a
— _ - mistake”

“As long as...

A person wise in the ways
of science once said r

F o el
p q ) TF -
f.iI’ [ !’ 'rf q' ‘ 41
: Capability to perform _- ,J
r ' activity in given ::,.'
environment . M o
F Difficulty of task . E5 4 | {
. ttempted in gi 3 -"' 2 -
- . attemp ed in given "

Ld
e’ / & environment 7 b l




I Health Expectations [
LOpan Accass ]

Original Article

Why do hospitalized older adults take risks that may lead to
falls?

Terry P Haines PhD G Cert Health Economics B Physiotherapy (Hons) 24

Den-Ching Angel Lee B Applied Science (Physiotherapy) G Dip Occupational and Environmental Health,
Beverly O'Connell RN PhD FRCMA, Fiona McDermott BA Dip Soc Studs M Urban Planning PhD,
Tammy Hoffmann Bachelor of Occupational Therapy (Hons) PhD ... See fewer authors ~

First published: 29 November 2012 | https://doi.org/10.1111/hex.12026 | Citations: 62



Older adult

Risk
compensalion

Figure 1 Overall conceptual framework of risk taking by older adults during hospitalization and following discharge.



How can we help people to make
better decisions
(where they have capacity to do so)?



Threat appraisal

Threat appraisal Perceived risk of falling

X Perceived risk of harm
from falling



[pen Lamgevity Scieace, 2001, 5,5-15 1

Threat Appraisal for Harm from Falls: Insights for Development of
Education-Based Intervention

Terry P. Haines*"' and Steven McPhail®

Table 1. Association Between Baseline Variables and Self-Perceived Risk of Falling, or Injury if One were to Fall
Variable Self-Perceived Risk of Falling Self-Perceived Risk of Injury
Diagnosis — Neurological 1.40 (0.41, 4.72), p=0.59 1.10 (0.33. 3.62), p=0.88
Diagnosis — Orthopaedic / musculoskeletal 0.43 (0.13, 1.36), p=0.15 3.7 (1.19, 11.51), p=0.02
Diagnosis — Amputation 1.91 (0.65. 5.60), p=0.24 0.39 (0.15, 1.01), p=0.05




Using theory to prevent falls

10 Open Longevity Science, 2011, Volume 5 Haines and McPhail

Perceived susceptibility Perceived l':lenefrts
What are my cha If Ilﬂrﬂuad'.'lmfdulhi
y chances _how effecti
of falling? will this be?
Perceived severity Self efficacy Ermwe’.d bar'r_lerﬁ Cues to action
What are my chances ;‘:::m;fn : Td'“ lll;m nw?;ml fnmumn_g .th! s that prompt me to follow
o 2 advice / do adwvice [ doing the activity R ..
f of harm if | fall? activity? cost me (tangibly / intangibly)? the advice / do the activity.
Motivation
miuch do | want o follow
advice [ do the activity? -
Action
Livelihcod that the advice will
be followed or the
activity completed.

Fig. (1). Adaptation of the Health Belief Model to the prevention of falls in hospitals.



So what did it initially look like?

e 1:1 initial discussion with research occupational therapist
* Independent of ward staff
* 15-35 minutes
* Took place at patient bedside
* Culminated in goal setting

* Brief review / problem solving / resetting of goals
e ~3-4 visits
» Each visit gets closer to the door

* Early piloting indicated group sessions were unlikely to be successful



FALLS PREVENTION
INFORMATION

¢ James Centre,

the Peter James Centre.

___ INTRODUCTION

This is an information booklet designed for
the Falls Prevention Project at the Peter

i You have received this booklet because you
may be able to use the informarion provided
to reduce vour risk of falling ever while at

" AM I AT RISK OF “FALLING
|__ Swes _.EMI_ER|‘?

Your risk of falling over i incrensed if:

3 You have previously had falls.

2 Your legs are weak, balance is poor or
walking is unsteady.

0 ¥You need 1o go to the toilet frequently

'WHAT HAPPENS TO PEOPLE
WHO FALL QOVER?

e in six falls at the Peter James Centre
resulis in a “signilicant injury” such as
broken bones, cuts, lacerations or requires
an x-ray.

People who fall over may also develop a
Tear of falling that resiticts their confidence
and activity levels.

i BOOKLET

PETER JAMES CENTRE.

DEVELOPED FOR THE FALLS
PREVENTION PROJECT AT THE

Previously one in four penple who have
¢ come io the Peter James Centre have
experienced a fall during their stay.

: This rate is appreximately ten times greater
¢ than that for people who live at homne,

i e = —| or urgently.

IS FALLING OVER A 3 You have reduced vision.

: PROBLEM AT THE PETER O You take many medications,
: JAMES CENTRE?

of memory.

O You have a chronic medical disorder
such a5 Parkinsons Discase, congestive
heart [@ilure, cancer or have had a stroke.
O You have bouts of dizziness.

O You have difficulty with concentration

O You have reduced activity levels,

WHERE DO FALLS OCCUR?

Twa thirds of all falls a1 sur ¢entre ocour at
a patients bedside!

Falls also tend to occur in passageways,
bathrooms and toilets,

-

STOPPING FALLS.

L) KNOW IF YOU NEED HELP TO
I WALK AROUND.

+ Wour physictherapist will tell you iT it is
1 safe for you te walk around oo veur
Loown,

U Wou can also tell by the number of red
+ siripes on your walking aid:

I Onered SITipe means vou can
alk on vour mwm,

B rwored SEFIpHES MiEdns yon must
wait for someone 1o supervise your
walking,

; BER Threered siripes means visd mist
1wt fior someone to physically help you
i owith your walkimg,

3 SIMPLESTEPS TO.. . weees

= "Thiss s T sisim w0 often m people wiih hema
probkeme. il lnwing meals, on kol ahars or when
dehydneed

= (hher modical condicions such as probkars wilk the
Inner e o 3 aroke G also cauee dizrines o ning

HOW T STOF THIS FROM HAPPENING;
& Rise from g ks ailling and sifiing io s

1ot elvinige m positine
+ B pacially cancinl ifyou bave heart problems,
Tollomig siails. on hotter days or if Jom pre debydeaiod
+ [f3mado experinee diveincs oo Ranting. plagse
diigs this with ymar docine who masy be shle 1o bdp
i

sapes, Fabe plenty of time b alkrw o baody o adjust

“ T ASK FOR HELP IF YOU NEED
T,

¢ Iyou have twe red stripes (supervision)
! on three resd stripes {assistance | you must
press the nurses burzer o pain the

o attention of 3 sl member before you
walk anywhere,

Ifyou have one red stripe (independent)
1 but you are tired ond feed as i you need
somi help, you ane free te ask for it also.

The mursing stufl member looking olier
you will show you bew s use your
+ burmer

A} WAITFOR A STAFF MEMBER
T ARRIVE.

off are often busy with other paticnis
+oand have ditficulty coming straight away,
but it i very important that you wait (or
them

Do nat be adiand to gek for assistonce
when you need i, Cur stal wall be only
oo happy to oy o help vou to move
around the ward safizly.

: ol

| oo )
i ( )
i \ A )

H e

+ N is imponant to follow this procedure for

+ even the shortest of walks. Remember
i twa thirds of falls occur beside a patients
i bed!

WHY DO FALLS OCCUR! ’J

Falls oceur for -.nrlﬂv v of reasons.
howeewver, B0%a of falls oceur when
patients are not in view of a staff
member. From this we know that one
common factor m many falls is that
palicnis are atlempting Lo perfomm
activities on thair own.

We believe that most people are trying
te go to the toilet or get back into bed

e their e when they have a fall,

At the Peter lames Centre, we are auming
1o make you a5 independent with your
maobility and daily activitics as possible,
s thal you can perform sctivitses on the
ward on your own

However this must only be done once you
are told by a stafl member that it is
SAFE to pertorm these activities on
¥our own,

When do falls occur?

In the moming, many falls occur between
700 and 10:00 AM. This is when staff
are often busy showering and dressing
individual people.

We believe that many people who fall at
this time are trying to get themselves out

of bed and go (o the twilet without
assistance.

In the afternoon, many falls occur between
S:30 and TA00 PM, Staff are often busy
bringing people back from the dining
roem, and taking other people 1o the toale.
We believe that many people who fall at
this time are irying o get themselves into
bed or go w the toiler without assistance,

Please be patient when reguesting
assistance at these times!

HU\\' Do FALLS ﬂCE‘UR"

CAUSES: ¥ N
& Pur beleace
= P sy viur waking iid
« Wow maiing for assistance 17500 need &
-:m T rasied MIII watlking zroumd the

Ealls

. I nErise oo dmpreye s bolance?
= D i wpe fumibsas B assist wilh walking ammnd
vour Emdsidr,

+ B for g slall member iy vl sonecthing

i b i o i,

s Kaep things tha you wan! 10 use oftes | g, Mares

CEALLS PRENVENTION QULE
11 Ame yow an risk o Il]l:l:ﬂn:ru.ulr.'p 1 Verr

dawves Cendie?

I Whee sty are oo mo afvedd of Talliag o
domg?

F1 Hrw o i 0k b e eeid Gl over drong
Ths™

41 Hiorw cam e siop thin tope of G4 o
exiurimg!

51 Wherg do naowd peaple who 1all over of e Feier
S Canire fall™

) When do mast people who 2l ver o e Prio
Fawas Cenue [l

Tr Whil de von Uhrk mos people are myieg 1o do
wwhen they B over!

5 W 3 s can peopl follivw o stop flliny
ma

A I vou were L bawe 06l & e Peler Lamsen
Comire, Where il o b vl [ikely iy 9l

133 19 o0 wene t have 5 il o fhe Peier damps
Lnre. kst activicy wooll yu be o (ke 1o
b dhoirgg witon yeous Eall?

BN Bluw condd s prevent thin type of [l fum
ecoieringt

Sel g grord for the st meek i help provem
soursel T falling over

3 you schicny itis pual? Yies o

Do voris hrve & 1l i e Lt weck? Vies ! o

el i peal Tor e resct wiek b badp preves
yirarself fom Ballag v,

Dl you achisve this el Yes ! Mo
D wim bord a1 Faall i the bt wegk? Ves Mo

HOW DO FALLS OCCUR?

CALSES:

* W surfoces despegigly inihe oiSct / Buihroom

B ET W E]
4 Footvwer (Pood g, i
o Baaning bk tae for w

it s iF you soc a4 poteatial problen call for
assisance.

+ TEISING VIR A0E WG pepraie o s

+ Tum fights on hefore eniering the aren

v Ergure yvim bave il ure wearing sppropriae
Towvrent with a sapronive heel and anensslip grip
+ Mcan Rarwands mhon standing up aind s e
the walking aid provided fir you

HOW DO FALLS 0/CCUR?

u:l\
A ghumercd bedsde enviso
« Consader especlaly the pl
sable, Beduick: tmble ard if there = enomgh reom
#o pesh yuser frame batween 2oir bed and your s,
* Telwsi ke pewer conbs. amd murses bazoers
g el v b pusta peviay

+ it scaraing e jeragcway el e arc Ao i
walk darough for paenial chsucles

HUW T STOF THIS FEOM HAPTENING:
won et il e pensapewins
e oo wadke along for oy polemiial chsncks

= IF hene 16 a pugnial sbstacls there, ask g gaff
mermber 11 fe i

+ Whear mpprogeiate ey cveear s “sean abead” on the
path v ane walking fur potonilel otonedles.

= Ervsare thore is sbeguaie Sghing in ahe anea then you
e walking fain.

CAUSES:

| HOW DO FALLS OCCUR?

CAUSES:
= Weak or lumlmusd(sl:-m_nml-\ in fromt of the

thighl

= Is o commman oecureeive il kming kesc sl hip

slingery e A jonl neplacemeni). a stioke ors leng

pevind af inactivity.

* Can aba oceur in pecile willk pEnsil jaims

|especiaty the kree)

» Trying to walk around without the walking sid or

the masistance thee you have been 1old that yon meed.

HOW TO STOP WHIS FROM
HAFFENING:

* Folkna the 3 simple sops in siopping faik

* Excrciae o strengieen those mascles!

P your muackes i 062 e, mstor ask for
Aslsranga i euired.  Evers people whis ane slkved
a1 walk aroand om the ir cwn can beearse tired by the
end af the day




1) Are vou at risk of falling over while at the Peter |
James Centre? |

52) What activity are you most afraid of falling overé
‘doing? |

3} How do you think that you might fall over dningé
this?

4} How can you stop this type of fall from
Euccurring‘?

"'} Where do most people who fall over at the Peteré
James Centre fall? |

56) When do most people who fall over at the Peter
James Centre fall? |

7) What do you think most people are trying to do
‘when they fall over? |

ER} What 3 steps can people follow to stop falling

g'l)) If you were to have a fall at the Peter James |
Centre. where would vou be most likely to fall?.

ECentrE‘, what activity would you be most likely to
be doing when you fall? i

I'T) How could you prevent this type of fall from
'occurring? s

LR TR L o LR H R L H R T

ittt o it et o AL AL R L O JE LT L IEH RN U e e P,

..........................................................

-------------------------------------------------------------------------------------------------------------

éDid you have a fall in the last week? Yes / Noé

Set a goal for the next week to help prevent
‘yourself from falling over,

g By gy et b it Bl L LR ML T T RN N Y LN RN

-----------------------------------------------------------------------------------------------------------

...........................................................................................................



Successes and failures of
implementation
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Effectiveness of targeted falls prevention programme in subacute hospital setting:

randomised controlled trial

BMJ 2004 ;328 doi: https://doi.org/10.1136/bmj.328.7441.676 (Published 18 March 2004)

Cite this as: BM/ 2004;328:676

Analysis of falls, fallers, and injuries related to falls

Compared with the control group, the intervention group had 302 fewer falls (149 v 105) and a lower proportion of

participants who experienced one or more falls (71 v54), relative risk 0.78 (952 confidence interval 0.56 to 1.06).

Thirty five participants in the intervention group fell once compared with 49 in the control group. Both groups had
10 participants who fell twice and three who fell three times, but the intervention group had only six participants

who fell four or more times compared with nine in the control group.

4
—— CGontraol

- === Intervention

Falis

0 50 100

150

200

Days

Admissions during recruitment period (n=1040)

Excluded (n=414):

Previously enrolled in study (n=47)
Did not provide informed consent (n=367)

Randomisation

Y

Intervention group
Participants (n=310)
Participant days (n=9356)

{

Recommendations

Falls risk alert card:
Participants (n=151, 5065 days)
Exercise programme:
Participants (n=94, 2625 days)
Attendances by participants
(n=595)

Education programme:
Participants (n=114, 3161 days)
Attendances by participants
(n=473)

Hip protectors:

Participants (n=89, 2692 days)
57% wore hip protectors =12
hours/day

25% refused to wear at all

l

Control group
Participants (n=316)
Participant days (n=9239)

\

Recommendations (not instituted)
Falls risk alert card:

Participants (n=135, 4359 days)
Exercise programme:

Participants (n=80, 2215 days)
Education programme:

Participants (n=111, 3007 days)
Hip protectors:

Participants (n=84, 2396 days)

Y

Baseline and outcome measures collated from medical history by
investigator after discharge of participant from subacute hospital



Clinical Rehabilitation

Impact Fa
a Available access Research article First published November 2006
Patient education to prevent falls in subacute care
Terry P Haines, Keith D Hill, .3, and Richard H Osborne @ View all authors and affiliations

Volume 20, Issue 11

https://doi.org/10.1177/0269215506070694

Table 3 Comparison of falls rates and proportion

of participants who fell by subgroup

Subgroup Intervention Control Logrank test Relative risk (95% Cl)
Any participant Falls (rate of falls/ 26 (8.2) 48 (16.00 P=0.007
recommended for 1000 patient days)
education intervention
Fallers (%) 18 (16%) 21 (19%]) 1.21 (0.68 to 2.14)
Participants only Falls (rate of falls/ 4 (3.9) 9138 P=003
recommended for 1000 patient days)
education intervention
Fallers (%) 4 (3Y%) 7 (6%%) 219 (0.70 to 6.82)
Any participant Falls (rate of falls/ 11 (5.6) 24109) FP=006
recommended for 1000 patient days)
education intervention
with MMSE = 23/30
Fallers (%) 8 (11%) 14 (18%) 1.59 (0.71 to 3.58)
Any participant Falls (rate of falls/ 15 (12.3) 24(298) P=0.03
recommended for 1000 patient days)
education intervention
with MMSE = 23/30
Fallers (%) 10 (23%) 7 123%) 1.00 (0.43 to 2.34)

95% Cl, 98% confidence interval, MMSE, Min-Mental State Examination.
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Being more carcful (generally) 28 responses
(44% of respondents)

Reducing or avoiding a specifically mentioned
‘risky’ activity—13 responses (20%)

Asking for help from staff 11 responses (17%)
Mo changes— 10 responses (16%)

Using gait and reaching aids appropriately 8
responses (13%)

Planning ahecad -7 responsecs (11%)

Increased awareness of falls risks (generally) 7
responscs (11%)

Follow staff instructions—5 responses (8%6)

Modify environment -3 responses (3%)
Perform more cxercises—3 responscs (5%4)

Monitor own fatiguc levels—3 responses (5%).

Further investigation is required to determine
the most efficacious and cost-cffective method
of providing falls prevention education to paticnts
in the subacute sctting. Possible options should
include one-to-one education, group ecducation,
combination of group and one-to-onc education,
and written matcrial only. Preplanned analyses
should also consider interactions between the
type of education provided and degrees of patient
cognitive impairment.



March 28, 2011

Patient Education to Prevent Falls Among Older Hospital
I n patients 5162 Admissions to study wards
A Randomized Controlled Trial : L

1626 Referred to study

Terry P. Haines, PhD; Anne-Marie Hill, MS; Keith D. Hill, PhD; et al

87 Exclusions
61, Medically unwell until discharge, transfer, or death

% Author Affiliations | Article Information 26, Emotionally distressed
174 Patients approached but did not provide consent
Arch Intern Med. 2011;171(6):516-524. doi:10.1001/archinternmed.2010.444 134, Not interested in study

32 Patients did not think they would benefit
8 Patients felt their hearing was too poor
133 Researchers unable to contact family
| 25 Family members approached but did not provide consent
— TT— 16 Family members felt patient had insufficient English
— communication skills to benefit
10 Family members approached but were not interested

¥

=]

& Control i l
18+ B Materials only '
381, Gontrol group 424, Materials only group 401, Complete program group
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The present economic evaluation was designed to assist health care providers decide in

what circumstances provision of the patient education program should be provided. If the

proportion of cognitively intact patients falling on a ward under usual care conditions is

4% or greater, then provision of the complete program in addition to usual care will likely

both prevent falls and reduce costs for a health service. Three key caveats should be noted

Figure3
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3606 total admissions
Sites

1 2 3 4 5 6 7 8
t, (Jan14,2013) | | | | | | | |
Median site falls rate* M=1 M=2 M=1 M=6 M=5 M=17 M=9 M=16
Control=13-1 n=66 n=36 n=42 n=71 n=97 n=81 n=128 n=84
Intervention=0 sites
t, {(March 25, 2013)
Median site falls rate M=2 M=7 M=11 M=17 M=19 M=22
Control=12.4 n=50 n=65 n=103 n=88 n=184 n=88
Intervention=12.9
t,(June 3, 2013)
Median site falls rate M=17 M=19 M=14 M=34
Control=13-2 n=189 n=149
Intervention=8-5
l_:_ (Aug 12,2013)
Median site falls rate M=17 M=28
Control=13-5 n=161 n=98

Intervention=7-7

I.A(Oct 21,2013)
Median site falls rate
Control=0sites

Intervention=5-9




Table 2. Falls outcomes compared between the intervention and the control period

Cumulative

unit-level effect

Adjusted of intervention
Intervention ratio over time Intracluster
period Conrtrol period (robust (adjusted ratio correlation
(n=1623 (n=1983 95% CI), p [robust 95% CI], coefficient
admissions) admissions) value’ p value}‘ (95% CI)
Falls/injurious 196/66/136/4 380/131/248/6
falls/fallers/fractures
Falls, rate per 1000  7-80 13-78 IRRO-60 095 (0-92- 0-02 (0-00-
patient-days (0-42- 0-99), 0-02 0-04)
0:94),
0-003
Injurious falls, rate  2-63 4.75 IRRO65 096(0.92- 0-00 (0-00-
per 1000 patient- (0-42- 0-99), 0-01 0-01)
days 0-88),
0-006
Fallers, % group 8% 13% ORO0-55 097 (0:93- 0-02 (0-00-
having one or more (0-38- 1.00), 0-05 0-04)
falls 0-81),
0-003

IRR=incident rate ratio. OR=odds ratio.



Table 3. Falls outcomes based on cognition levels

Adjusted ratio
Intervention period Control period (robust 95% CI), p
(n=1623 admissions) (n=1983 admissions) value’
Higher cognition score’ 914 (56%) 1016 (51%)
Falls/injurious 61/23/52 137/34/92
falls/fallers
Falls, rate per 1000 4-87 10-68 IRR 0-53 (0-36-0-77),
patient-days 0-001
Lower cognition score 709 (44%) 967 (49%)
Falls/injurious 135/43/84 243/97/156
falls/fallers
Falls, rate per 1000 10-70 16-46 IRR 0-65 (0-40-1-05),
patient-days 0-08

Data are n (%) unless otherwise stated. IRR=incident rate ratio. OR=0dds ratio.
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Table 3. Fall outcomes and adverse events in each group

Control group Experimental group

Falls rate/1,000 bed days® 8.07 5.69
Number of falls 32 22
Number of participants who fell 23 15
Falls with injury 8 4
Falls with serious adverse event” 1 0
Required transfer to acute medical facility 7 2

Enraliment

Allocation

Fallow up

Analysis

Azssessed for eligibility
(m=541)

Exciuded {n = 0)

Randomized (n = 541)

\\\

Allocated to intervention (n = 271)
Recelved alocaled imervention (n = 254)
Did not receive allocated intervention (n = 17)

Reasons for not receiving experimental
group intervention:

Mon-English speaking (n=8)

Directed by supervisor not sultable due to
significant cognitive impairment (n=5)
Dedined to parficipate in education (n=3)
In contact precautions (n=2)

Lost to follow wp (n= Q)

Discontinued intervention
(n=0)

Analysed (n = 271)
Excluded from analysis {n = 0)

Allocated to control
group (n = 270)

Lost to follow up (n =0)

Analysed (n = 270}
Excluded from analysis (n = 0)




Table 2 Fall information

ORIGINAL RESEARCH Intervention Control
. . . . Fall description (m=4) (=14
Evaluating the use of a targeted multiple intervention strategy

. : . . . Severi f falls
in reducing patient falls in an acute care hospital: a erity outcome of fas

i X Mo injury 1{25) 9 (hd)

randomized controlled trial Small skin tear or laceration 2 (50) 1(7)

, » _ . Contusion 1(25) 4 (29
Emily Ang,. Siti Zubaidah Mordiffi, Hwee Bee Wong
First published: 20 April 2011 | https://doi.org/10.1111/}.1365-2648.2011.05646.x | Citations: 74
B E. Ang: e-mail: emily_nk_ang@nuhs.edu.sg

(Mehagnoul-Schipper et al. 2001). The usual care received by Enrolment Assessed for eligibility Excluded (n = 4676)
(n=6498) Did not meet inclusion

the participants in the intervention group was similar to that

criteria (n = 4443)

v

received by the participants in the control group. In addition

to the usual care, the participants in the intervention group Died (n=8)

: . : - Randomized (n= 1822) Discharged (n = 154)
received an educational session, lasting no more than Transferred to surgica
30 minutes, on targeted multiple interventions, according to ward (n=71)
the participants’ risk factors. The aim of the educational y r ‘Led

. . “ . . ted t
session was to increase the participants’ awareness of their Allocation | Allocated to intenfvaenti cs
specific risk of falling during hospitalization and to give E?Trgﬂg;ﬂup group
strategies to reduce the specific risk. For example, a patient (n=910)
who has a risk factor of dizziness associated with postural
hypotension, will have a discussion with the research nurse

N F
on the cause of the dizziness. In this situation, the nurse will Follow-up Foll 1 up Followed up
advise the participant to stand up slowly when trying to get (n=912) (n=910)

up from a sitting or lying positon, and the rationale for
taking the precautionary measure explained. The educational
session was conducted in a language that the participants- +

could comprehend; English, Malay or Mandarin. The edu- Analysis Analyzed (n=912) Analyzed (n=910)
cational session was also given to the relatives of participants

who were confused and/or delirious.
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a) Falls rate

Risk Ratio Risk Ratio
Study TE SE Weight IV, Random, 95% CI IV, Random, 95% CI
Hill etal. 2015  -051 0.21 520% 060[0.40,091] —-—
Haines et al. 2011 -0.19 0.22 48.0%  0.83[0.54, 1.28) B
Total (95% C1) 100.0%  0.70 [0.51, 0.98] ——
I

Heterogeneity: Tau® < 0.01; Chi* =114, dl =1 (P =029): F=12% |

Tost for overall affect: £ = -2,19 (P = 0.03) 0.5 i 2
Favours intervention Favours control
b) Falls risk
Odds Ratio Odds Ratio

Study TE 5SE Weight IV, Random, 95% CI IV, Random, 95% CI

Hill et al. 2015 -060 0.19 57.0% 0.55[0.38,080) ——

Haines et al. 2011 030 0.22 43.0% 0.74 [0.48, I-id-l B

Total (95% CI) 100.0%  0.62 [0.47, 0.83] ——

Heterogeneity: Tau® < 0.01; Chi® = 1.04, df = 1 (P = 0.31); F = 4% J
Tast for overall affect: Z = -3.20 (P= 0.001) 0.5
Favours intervention

1 2
Favours control
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Management and interventions

Strong recommendation. A tailored education on falls prevention should be
delivered to all hospitalised older adults (=65 years of age) and other high-risk
groups (Appendix 2, available in Age and Ageing online). GRADE.: 1A.
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