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A primary care based fall prevention programme

Alison Allen and Janet M. Simpson

programme consists of:

lower limbs.

participate.

In response to research findings and Government initiatives, a fall prevention
programme was sct up in Canterbury, UK, in 1996. It is nurse led and takes place
in a primary carc setting targeting older people who have recently fallen. The

® A comprehensive assessment and medication review.
® Referral to other agencies as appropriate.
® Seated progressive resistance exercises aiming to build muscle strength in the

® Functionally oriented activity including getting up from the floor.
® A discussion group focusing on general health issues, emotional matters, goal
setting with respect to regaining lost function and summoning help after a fall.

The effectiveness of the programme is being evaluated in a randomised controlled
trial which will finish in 2 years, after the final participant, who is still in the
programme, has been followed up. The purpose of this paper is to describe the
organisation and content of the prevention programme, to give preliminary
information about recruitment, and to examine the reasons [or people refusing to

INTRODUCTICN

Background to the programme

The importance the UK Government now attaches
to preventing falls among older people is borne
out by the number of relevant initiatives that it
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sponsors. The Department of Health has com-
missioned national guidelines for the prevention
of falls in older people (Feder, Crver & Donovan,
1998) and has funded an audit of the extent o
which the Guidelines for the Collaborative Reha-
bilitative Management of Older People who have
Fallen (Simpson, Harrington, & Marsh, 1998;
Simpson, Marsh, & Harrington, 1998) are being
implemented. At the same time the Health Educa-
tion Authority is fostering the development of fall
prevention interventions with older people in the
community as part of its physical activity
programie.

Ahead of these developments a systematic
review of fall prevention trials was published

{(Sowden et al, 1996). Its recommendations
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stimulated health promotion staff in Canterbury,
UK to setup a fall prevention programme for older
people in August 1996. Based on the evidence
then available, the review concluded that “exer-
cises such as balance training are ellective at
reducing falls in older people™ Tt went on to rec-
ommend that access Lo such interventions should
be offered and ways of promoting uptake investi-
gated. Furthermore, the authors suggested that
“home visits and surveillance to assess and, where
appropriate, modify environmental and personal
risk factors can be effective in reducing falls” and
that these interventions can be carried out by
“nurses, health visitors, occupational therapists, or
trained volunteers”. The Canterbury multfaceted
programmed addresses all these issues.

The Health Education Authority has also car-
ried out a "mapping” exercise around accident
prevention activities for older people living in
their own homes. It focused on community ser-
vices such as general practices, social service
departments, promotion  units
(Ashton, 1998) and indicated that the most

and health
common provisions for older people included
home assessments, provision of safety aids such as
community alarms, and general advice on keeping
active. To date, however only a few schemes have
been reported in this countrywhich involve formal
prevention programmes in primary care settings.
Two hospital-based schemes that follow up older
people who have fallen and attended accidentand
(A&LE)

described and assessed for effectiveness in reduc-

cmergency departments have been
ing falls. One, focusing on medical and occupa-
tional therapy assessment and referral to other
agencies, was successful (Close et al, 1999),
another based on nurse-led assessment and reler-
ral was less so (Lightbody, Watkins, McDonald, &
Sharma, 1999). Neither scheme was in a position
to recruit fallers who had nof attended A&E. Two
primary care based schemes, however, are able to
do so butneither hasbeen systematically evaluated
(Bammes, Riley, Baird, & Carroll, 1998; Hagedorn,
1998). Each of these programmes offers a differ-
ent intensity, duration, and mix ol interventions.
In line with Sowden et al.’s (1996) recommen-

dations that “new programmes should be part of

controlled evaluations”, the elfectiveness of the
Canterbury programme is being assessed in a

randomised controlled trial conducted in collabo-
ration with the South East Institute of Public
Health. It will finish in 2 years’ time after the final
partcipant, who is still in the programme has been
followed up.

The purpose of this paper is to describe the
programme and the measures taken to recruit par-
ticipants and elicit their co-operation, as well as to
show how this type of intervention can be incorpo-
rated into health professionals’ daily practice. Also
we report preliminary data about recruitment and
attendance and some anecdotal evidence about
the effect of the programme. We include an initial
examination of the reasons given for people refus-
ing to participate.

Purpose of the Canterbury
programme

The aims of the programme are:

@ To identify the presence of any risk factors for
falling in each participant (see paper by
Piotrowski Brown in this issue).

@ To modify or reduce these risk factors as far as
possible.

® To reduce
participants.

® To promote good health and psychological
well-being.

the rate of falling among

Morcover, although the Canterbury programme
was developed belore the Guidelines for the Col-
laborative Rehabilitative Management of Older
Peeple who have Fallen were published (Simpson,
Harrington, & Marsh, 1998 Simpson, Marsh, &
Harrington, 1998), it does, in [act, address all four
aims of these guidelines:

1. Toimprove elderly people’s ability to withstand
threats to their balance.

To improve the safety of their surroundings.

3. To prevent them suffering the consequences of

I

along lie on the floor, ¢.g. pressure sores, hypo-
thermia, bronchopncumonia.

4. To optimise their confidence and, whereverrel-
evant, their carer’s confidence, in their ability
to move aboutas salely, and as independently as
possible in order to do the things they want to
do.




In order to try to achieve all these aims, local fallers
are, in the first stage of the programme, invited to
be assessed in their own homes including having
their medications reviewed and being referred to
other agencies when indicated. In the second
stage they are invited to attend a group interven-
tion programme twice a week for 6 months. These
interventions consist of:

® Scated exercise emphasising progressive resis-
tance strength training especially for the lower
limbs.

® Practising functional
getting up from the floor.

® Group discussion addressing health and emo-
tional needs.

activities  including

Setting

Practical reasons governed the choice of general
practice from which to recruit suitable older
people to participate in the programme. The first
was that the local health services and social services
planned to improve their leisure facilities for older
people in the area the practice covered and
second, a newly refurbished COmINuNIty centre,
ideal for carrying out the programme, became
available for hire nearby and could be used for
future programmes if appropriate. The area
covered by the practice is one of the city’s poorer
districts with a combination of private and local
authority housing.

It is a typical city-centre practice with a pPproxi-
mately 20% of its patients aged 65 years and over,
and thereby corresponding to the proportion of
older people carried by other local practices.
There are seven gencral practitioners (GPs), one
trained district nurse, four trained community
nurses, three health care assistants, three practice
nurses, and 24 administrative staff including
receptionists.

Referral process

Two sources of referral were identified and staff
alerted to their role in the success of the project.
The first source was from general practice. The
co-operation of practice statf was essential for iden-
tifving older people who had fallen but who had
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not attended A&E. To this end a colourful display
was setup in the staff room. Tt remained on view for
18 months and depicted the referral process and
how each member of stall’ could contribute. The
process itself was easy; staff needed only to com-
plete four questions: name, age, address, telephone
number, and briefl details of the referral fall.

Second, an arrangement was made with the
Community Trust’s hospital Community Liaison
Team whereby copics of the list of fallers aged over
65 who attended the Kent and Canterbury Hospi-
tal Accident and Emergency Department the pre-
vious day was made available each morning to the
first author (AA) who is the project instigator and
manager.,

This referral process meant that some people
were referred from several different sources at the
same time. The small increase in work invelved in
cross-checking  was
increased confidence that the system was working

far outweighed by the
and few possible refcrrals were being missed.
Following referral to the programme, all fallers
received a letter inviting them to be interviewed
and assessed in their own homes. A great deal of
thought had been given to the content of this
letter. The name of the senior GP was prominent
together with that of the programme administra-
tor (AA) who also signed the letter. [twas designed
to give enough information to inform readers of its
purpose but not so much as to confuse them or
raisc anxiety. It invited them to be interviewed in
their own home, clearly explaining the purpose of
the interview, what would be required of them as
well as its relevance to them and their recent trau-
matic experience of having a fall. It informed them
that a named person would soon be contacting
them. This person, either AA or one of the health
care assistants, then either telephoned the poten-
tial recruit to arrange an appointment or, on the
rare occasions that the older person did not have a
telephone, wrote suggesting a date for the visit.

Staff delivering the programme

The Canterbury fall prevention programme is not
delivered by a multi-professional team, although
that had been the original intention. When the
programme was setup in 1996 it proved impossible
to mmvolve other agencies so the programme is
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delivered by a team of health promaotion staff from
East Kent Health Promotion Service, and nursing
staff employed by the general practice. However,
experts from other professions have contributed
to building the content of the programme (see
acknowledgements).

Two health care assistants (HCAs) , members of
the practice district nursing team, undertake the
initial post-fall assessments in the person’s home
for which they have been carctully trained. Also,
these HCAs together conduct one of the two
weekly exercise classes as part of their routine
work. The other weekly exercise class is taken by
two health promotion stallf. On both occasions
assistance and supervision is offered by the first
author (AA). Apartfrom one change after the first
year, the same people have continued to carry out
the programme. The discussion group is facili-
tated by AA with help from other stall as necessary.

Three of the health promotion staff have had
previous experience ol delivering diflerent types
of exercise groups: gymnastics, community-based
GP exercise prescription schemes, and cardiac
rehabilitation. They and all other stall involved in
delivering the exercise programme were trained
to do so by a highly experienced clinical exercise
specialist. An exercise physiologist, employed by
East Kent Health Promotion Service, also attended
the training sessions and now visits the group cvery
2 months to monitor delivery of the exercise
programme and to advise on progression for indi-
vidual participants.

Independent funding in connection with the
evaluation study allowed a third part-time HCA to
be employed to carry outall follow-up assessments.

In the early stages, the first author (AA) under-
took atleast one third of the assessment interviews
herself and frequent meetings were held to check
administration of the questionnaires and perfor-
mance ol the physical tests in order to ensure con-
sistency of data collection.

METHODS

Participants

The criteria for inviting people to participate in
the programme were:

® Rcporting a fall in the last two weeks which
fultils the following definition: An event which
results in a person coming to rest inadvertently
on the ground or lower level and involving a
change ol position and lack ol intention to do
so (Gibson et al., 1987; O’Loughlin, Robitaille,
Boivin, & Suissa, 1993). This definition
excludes sustaining a violent blow, loss of con-
sciousness, sudden onset of paralysis (c.g.
stroke), or an epileptic seizure.

@® Aged 65 years or over.

® Living independently in the community, i.c.
not in a nursing or residential home.

® Registered with the target general practice.

® Able to communicate well enough to partici-
pate appropriately in all aspects
pr()granllne.

ol the

People with a diagnosis ol Alzheimer’s disease or
other forms of dementia were excluded as were
people who do not speak Inglish or who were

judged unable to co-operate for other reasons at

first contact. All people contacted but subse-
quently excluded on any grounds were offered a
routine comprehensive assessment for those aged
75 or over. '

Data collection

At the [irst contact, respondents were assured that

the information they give will be treated in the
strictest confidence. During the 90 minute inter-
view a detailed 24 page interview schedule guided
the collection of data. The exact wording of cach
question to be posed was given as well as precise
instructions [or carrying out the performance tests
and administering the questionnaires. For the
most part responses were recorded by ticking
boxes. The categories of data are listed in Box 1
and certain components of the assessment are
described in more detail below. The interview
could be shortened once the formal cvaluation
had been completed.

Medication review

In a controlled trial, Tinetu et al. (1994) found

that reducing the number of prescription
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BOX 1

Data collected during initial post-fafl assessment

Personal details including status of other people living in the same household, name of own GP,
usual means of transport, financial situation.

Home environment including stairs, steps and whether the person can manage them, whether they
have any concerns about elec tricity, gas, flooring, and security.

Medical information including any existing health problems, any trouble with continence, blood
pressure, lying and standing and urine tests.

Medication review: see text for details.

Physical health including activity level (“Before your recent accident, how would you compare how
active you were compared with other people your age?”, five response choices) ; physical function-
ing before the accident; mobility before the accident: usual walking ability.

Personal care ability including getting on or off the toilet, use of bath or shower, cutting toenails,
managing zips and buttons.

Senses: hearing, vision, (aste.

Alcohol consumption and smoking habits if any.

Social functioning before the accident.

Use of services n the last 3 months.

Percerved need for aids and equipment, e.g. bath aids.

Falls historyincluding date of last fall, number of falls in previous 12 months, details of last three Falls
before the referral fall, e.g. exact location and activity at the time, follow-up action taken.
Oceurrences ammqufa[.’[;h(m untoward feelings, etc. in the 14 days before the last fall, e.g. dizzi-
ness, palpitations.

Circumstances of lust fall: precise details including type of fall, direction of fall, perceived cause of fall.
Summoning help after last fall: action taken and length of time remained on floor.

Types of injuries it any were sustained. 7

Fears of falling: Falls Efficacy Scale (Tinetti, Richman, & Powell, 1990}, see text for details.
Postural stability testing: Timed up and go (Podsiadlo & Richardson, 1991), functional reach
(Duncan et al., 1990), one leg balance (Iverson et al., 1990), see text for details.

Mood Assessment: Hospital Anxiety and Depression Scale (Zigmond & Snaith, 1983), see text for
details.

medicines a person was taking significantly
reduced their risk of falling during a follow-up
As part of the
the

period. Ca.nterl_mr}-’ ntervention
and

over-the-counter and prescription medicines a

programme number

participant was taking was examined in detail. As
part of the intervention this information was
passed to the study pharmacist for review. Then
the person’s GP could decide whether or not to act
in accordance with any recommendations for
change that had been made. Thus all people who
agree to be interviewed received this intervention
at least, even if they did not proceed (o participate
in the full programme.

type of

Postural stability tests

Three postural stability tests, used in a previous
study {Skelton & McLaughlin, 1996), were carried
out during the initial and subsequent assessments
Lo measure responsiveness to the exercise and
functional activity components of the programme.

Timed get up and go: Participants were asked to
rise from a standard height chair (without using
their arms for support) and walk 3 metres at their
own comlortable pace, turn and return to the
chair and sit down. Time to complete the task was
recorded with a stop-watch (Podsiadlo & Richard-
son, 1991). A minority of participants lived in
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homes where it was not possible to clear a straight
S-metre walkway. In these cases, the distance it was
possible to use was recorded and subsequent test-
ing took place over the same distance for that
person. Changes in test distance were taken into
account during data analysis.

Functional veach 1s the maximal distance a
person can reach forward beyond arm’s length
while maintaining a fixed base ol support
{Duncan, Weiner, Chandler, & Studentski, 1990).
Participants stood with their feet slightly apart and
one arm held up in front at right-angles to the
trunk and close to but not against a suitable sur-
face. The person reached forward as far as possible
without taking his or her heels off the floor. The
distance between the finger tips of the out-
stretched hand at the start and finish positions was
measured in centimetres (Skelton & Mcl.aughlin,
1996). Note that in the original version described
by Duncan etal. (1990) distance reached was mea-
sured from the knuckles of the clenched fist. The
test was repeated three times and the furthest dis-
tance reached recorded.

One leg balance: Participants stood on their pre-
ferred leg aslong as they could, first with their eyes
open, and then with them closed. Both tasks were
timed with a stop-watch from the moment one leg
was lifted off the floor until balance was lost or the
foot placed on the Hoor again (Iverson, Gossman,
Shadeau, & Tucker, 1990).

Psychological tests

Fear of falling may be assessed in a variety of ways.
The authors of the Falls Efficacy Scale (FES;
Tinetti, Richman, & Powell, 1990) operationalised
itas “low perceived self-confidence at avoiding falls
during essential, relatively non-hazardous activi-
ties”. The 10-item scale asscsses peoples’ confi-
dence in their ability to perform selected daily
activities without falling. In the version used in
Canterbury, one item has been modified from the
original version and an 11th item added. Five
response choices are presented rather than the
original 10-point response scales. The source of
these modifications is unknown.

Anxiety and depression are commonly exam-
ined in relation to fear of falling although differ-
ent researchers use different instruments. When

examining these emotions in older people, it is
necessary to select an instrument constructed with
few, if any, items referring to physical symptoms.
Such symptoms are in any case more common in
old age and may not necessarily reflect emotional
distress. For the programme a
self-administered the Hospital
Anxiety and Depression Questionnaire (HAD)
was chosen. Ithas been shown to detectand distin-
guish between anxiety and depression and mea-

Canterbury
questionnaire,

sures the severity of emotional disorder with
respect to the previous few days. The 14 items have
been selected o be relatively unaffected by physi-
calillness and itis easy to complete, using language
readily acceptable to the age group of participants
in the programme (Davies, Burn, McRenzie, &
Brothwell, 1993; Wattis et al., 1994; Zigmond &
Snaith, 1983).

After reviewing the number and type of medi-
cines the interviewees were taking, the potential
benefits to them of joining the programme were
explained and they were given written information
aboul the venue, attendance times, and transport
arrangements. In connection with the evaluation,
the mechanisms of randomisation to either the
intervention or control arm of the study were
explained and if people agreed in principle they
gave written consent to take part in the study.
Later, also in connection with the evaluation, the
assessments were repeated at 6, 12 and 18 months
by the part-time HCA who was unaware to which
group participants had been assigned. Once the
evaluation is complete, the follow-up assessments
will be replaced by tests ol balance, mood, and falls
efficacy made just before discharge from the
programme,

THE INTERVENTION PROGRAMME

Once people had been randomly assigned to the
intervention, a letter inviting them to join the
programme was sent and followed up by a tele-
phone call to discuss the potential benefits to them
of attending. Participants who could make their
own way to the Centre were encouraged to do so.

For those unable to do so, however, transport was
provided by the volunteer services within the Com-
munity Trust.



People who agreed to participate in the sub-
stantive intervention programme attended for 6
months, two sessions per week each of 2 hours’
duration, 46 sessionsin all. The three key elements
of the programme, exercise, functional activity,
and group discussion, are described in detail.
Another key element is provision of refreshments.

Chair-based exercise

Safety is a prime consideration when organising
exercise groups for older people. Research guided
the choice of exercises for this component of the
programme. McMurdo and Rennie (1993) ran a
controlled trial of seated exercise among residents
oflocal authority homes for older people. Overa 7
month period, 49 residents aged 64-91 years par-
ticipated in either twice-wecekly exercise sessions of
45 minutes each, or in the controlled condition—
reminiscence sessions. One of the statistically sig-
nificant changes obscrved among the exercise
group compared to the control group was the
sit-to-stand time which reflects strength and power
ol the extensor muscles of the legs. This study dem-
onstrated the acceptability, clfectiveness, and
safety of chair-based exercises,

A further advantage of scated exercises is that
anyone can join in regardless of their level of abil-
ity. It is very useful to explain this when inviting
people o attend. The prospect of a seated
programme seems much more acceptable, bear-
ing in mind thatmost participants are over 75 years
of age. The programme was developed bya clinical
exercise specialist who also trained the staff lead-
ing the group.

Fach 40
chair-based exercise included:

minute twice-weekly session  of

® General warm-up by simple rhythmic move-
ments, some using soft balls or incorporating
clapping.

® Gentle mobilising movements to increase
range of movements in the joints of the leg and
including trunk rotation and flexion.

® Pulse-raising activities such as brisk alternate
arm and leg movements.

® Swretching exercises involving major muscle
groups.
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® Resisted exercises using Therabands to
improve muscle strength in the knee and trunk

extensors.

Anything that may reduce the likelihood of partici-
pants attending regularly was avoided. To this end
no lists of exercises were distributed nor was home
practice stressed, nothing in fact that could give
the feeling that *homework™ had to be done. It was
feared that doing so could lead to some people
[eeling guilty if they do not “do their homework”
and hence being reluctant to attend. In any case
two exercise sessions per week was considered ade-
quate. Nevertheless, those who expressed interest
in home exercise were encouraged to do so as was
working to achicve functional goals (see next
section).

Functional activity

Whereas the chair-based exercise programme
stressed muscle strength, this component of the
programme involved weight-bearing funcdonal
activity, Recruiting community-living women aged
74 yearsand over, Skelton and McLaughlin (1996)
achieved training-associated improvements of
9-55% in quadriceps and handgrip strength, joint
flexibility, balance, and selected functional abili-
ties following an 8week programme of moderatc
intensity exercise targeting these abilities. They
suggested that training for strength using move-
ments which closely mirror everyday activities may
be more beneficial than training to increase the
strength and power of individual muscle groups.
Additional help with developing this section of the
programme had been given by local physiothera-
pists. They also advised on management and han-
dling when individual patients presented with
specific mobility problems.

In contrast to the seated exercise programme,
which was repcated at each twice weekly session,
the topics covered in this part of the programme
and the discussion group were spread over the 6
months of attendance, not necessarily following
the same pattern each week but introduced and
reintroduced as necessary. Participants practised
rising from a chair, preferably without using their
hands, getting down to and up from the floor fol-
lowing the backward chaining method (Recce &



128  PHYSIOTHERAPY THEORY AND PRACTICE

Simpson, 1996). The latter is particularly impor-
tant with people who may harbour unrealistic
expectations of how they might cope after another
fall (Simpson & Mandelstam, 1996). Participants
also learnt how to keep their walking aids in good,
safe condition.

Group discussion

Following the exercise and functional activity ses-
sions, participants spent another 40 minutes or so
in group discussion. If the session was very well
attended and especially if some members had
hearing difficulties, two or three subgroups were
formed each with a member of the programme
stall as facilitator. The first author (AA) was the
lead facilitator. The discussion content was both
educational and therapeutic.

Like the functional activity part of the pro-
gramme, the discussion content followed a semi-
structured format. A number of issues have Lo he
addressed over the 6 months that it lasts. At the
same time new members regularly join the group
so topics may be introduced as seems appropriate
according to the needs of the group at the time
and then gone over again as often as required.
Topics which have to be covered include:

@ Planning how to cope with another fall,
including summoning help and preventing
complications.

@ Worries about falling.

@ Safety in the home, garden, and outside.

@® Maintaining mental and physical health,
including how to deal with chronic pain,
sensory impairment, sleep difliculties, stress,
continence problems, anxiety, and depression.

® Ixpectations about growing older, and other
people’s behaviour—ageism.

@ Additional topics include: Relationships with
family friends and neighbours, health profes-
sionals, and other group members,

Throughout the sessions, group discussions
focused on falling and anything that related to it:
risk of falling, the consequences of falling, worry
about falling, etc. Emphasis was placed upon
restoring

acknowledgement of fear and anxiety then consid-

instilling  or confidence through

ering how to tackle these concerns. Further

emphasis was placed on promoting self-esteem,
selfassertiveness, and building sell-confidence,
especially in relation to gaining access to health
and social services, local authority, and the volun-
tary sector.

Goal setting to reduce fear of falling and
increase functional activity was thercfore a key fea-
ture of the group work. Participants identitied
activities which they had curtailed because they
were afraid of falling. Next they were encouraged
to identify small steps they could take towards rein-
stating activity in their life, e.g. walking a little fur-
ther each day until they could visit a favourite shop
again.

Coping with another fall was another essential
ingredient of the group sessions. Most people who
fall cope by getting up again. This is not always the
case in old age. Simpson and Mandlestam (1995)
argued that people who cannot get up again with
great ease or who are unwilling to learn how to do
so must rehearse methods of summoning help.
They found that only 63% of the older people
interviewed in their study, either inpatients or day
hospital patients, were willing to be taught. More-
over, many of those approached expressed unreal-
istic notions about their own ability to get up or
their mechanisms for summoning help.

Group members were encouraged to think
about what they could do in the event of a further
fall, to think about each room in their home and to
plan how to cope and how to summon help. All
those who were able to do so practised getting
down and up from the floor following the back-
ward-chaining method (Reece & Simpson, 1996).
Group participants being at different stages of the
exercise programme was an advantage in that they
could see how others, who may be more or less
advanced than themselves, werc working out
coping strategies. They could also share feelings
about their struggles.

Discharge from the programme

Group members commonly found it very difficult
to adjust as the end of their allocated period of
time in the group approached. From the begin-
ning it was made clear to them that their participa-
tion was limited, not open ended. They rarely
wanted to leave and it became evident in our first

e



year that many were displaying signs of distress. To
recuce this sadness to a minimum we ensured that
leaving was discussed regularly and besides staff
keeping records of attendance and progression,
participants also kept their own record of atten-
dance showing how close they were to finishing the
course.

After discharge they were invited to attend a
monthly reunion group. This was held in a differ-
ent building from that in which the regular
programme ook place, also participants had to
take responsibility for getting themselves there.
Once there, the exercise regime was repcated, but
without the Therabands, and informal group dis-
cussion encouraged.

With the success of the whole programme in
view, it is anticipated that the effort of organising
these reunions pays off in promoting continuing
adherence to the exercise programme and to the
other lessons learnt during formal attendance.
This seems to be the case.

A majority of participants attend the reunions
although not necessarily every month. Those who
do seem to remember their exercises easily and
appear to be maintaining their gains in Hexibility
and strength. Furthermore, many friendships
have been formed within the group and members
often meet independently.

THE FIRST TWO YEARS

In this section we review the working of the
programme during the period [rom its inception
at the beginning of August 1996 until the end of
September 1998.

Recruitment

Many people who are referred can be discounted
immediately because one or more team members
know them to be confused, very ill, or otherwise
illegible. Between 1 August 1996 and 30 Septem-
ber 1998, 253 fallers received an invitation to be
visited at home and after passing through the
stages of the recruitment process summarised in
Table 1, 92 of them were invited to participate in
the prevention programme (mean age 83, range
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67-92). A total of 43 agreed to participate, of
which 13 were men. Of these, 26 have completed
the programme to datc and four are still
attending,

Most referrals were made by GPs and practice
receptionists, in particular the receptionist who
took telephone requests for home visits from
patients who had experienced a fall. She was alert
to any mention of a fall during all requests for
visits. The possibility of being offered a home visit
and assessment was not mentioned at the referral
stage so the first opportunity to refuse came when
the invitation to be visited at home was received
and theywere contacted at home by AA or a health
care assistant. Three pecople refused to be visited
during this period. They were quite adamant that
they did not need any sort of help.

At the end of the visit, after people deemed eli-
gible as potential candidates for the programme
had been assessed, the programme and the study
described and  the
randomisation explained.

At this point they were asked how they would
teel about taking part. None of the 202 people who
reached this stage refused outright. Several, possi-

was implications  of

bly not liking to refuse to the interviewer’s face,
expressed only guarded interest. Some, on the
other hand, were extremely keen to take part.

Nevertheless, when the 92 people randomised
to participate in the programme received their
formal letters of invitation, 48 (52%) refused.

All participants selected to take part were tele-
phoned by the first author (AA). This enabled a
consistency within the approach, which was espe-
cially helpful when discussing with refusers their
feclings about not taking part.

Like the three who refused at the previous
stage, a large proportion were active older adults
enjoying a busy retirement. For the most part they
could explain away their falls and blame poorly
maintained pavements or other people for leaving
clatter about. The other, equally large group of
refusers were people who claimed not to like join-
ing groups. One can only speculate that years of
living alone, with perhaps little social contact, may
contribute to this reaction. They were encouraged
to come along once with no obligation to continue
and they were reassured about the friendliness of
the stalf and other participants. People who took
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Table 1

Recruitment to the Canterbury Fall Prevention Programme from 1 August 1996 to 30

September 1998

Number (%)

Referred because they reported a recent fall and

seemed eligible, therefore invited to be visited
at home
Accepted invitation and visited at home
Not visited at home
Refused
Too ill
Died
Moved out of the area

Visited, completed interview, assessment, medication

review, and formally agreed to take part in the study

Visited but deemed unsuitable to be assessed
Too mentally confused
Medical reasons for falling
Terminally ill
Sudden onset of paralysis
Moved out of area
Randomised to the control arm of the study

Randomised to the intervention arm of the study
Agreed to take part in the study, i.e. join programme

Did not agree to take part in the study
No response to invitation to participate
Refused to participate
Active lifestyle already
Does not like groups
Too frail or ill
Other
Still attending the programme (at the end of
September 1998)

Dropped out from the intervention programme

Anxieties about health raised

Inappropriate behaviour in the group

Became very ill

Died

Unknown — only attended once
Completed the intervention programme

253 (100)
244 (97)
9 (3)
3
1
3
2
202 (82.7)
42 (21)
19 (45)
5(12)
7 (17)
10 (24)
1 (2)
110 (54.5)
92 (45.5)
43 (46.7)
49 (53.3)
1
48 (52)
19 (39)
19 (39)
7 (14)
3 (8)
4 (4)
13 (30.2)
2
1
7
2
1
26 (60)

up this offer usually carried on attending but one
person did not.

Referral to other agencies

After the initial assessment, most intervention
referrals were made back to the Primary Iealth
Carc Team: GP, practice nurse, or district nurse.
Among the first 100 participants, 132 separate
signs or symptoms were noted, especially hearing,
and continence problems. Also 24 referrals were
made [or community occupational therapy, 17 to
opticians, seven Lo the NHS chiropody service, and
five for community physiotherapy. Referrals were
also made to the Benefits Agency, the police about

doorstep security, and to gas and electricity
suppliers.

Acceptability and safety
of the programme

The assessments have, for the most part, proved
acceptable in that participants could do them. The
exceptions are the one leg balance test which
turned out to be beyond the capability of many
participants, and the timed up and go which,
because of space limitations in about 10% of cases,
had to be modified as described above. Functional
Reach can pose dilliculties in that a suitable
surface against which to take the measurement has



to be found. These were not found to be insur-
mountable as long as permission was granted (o
move a picture or item of furniture,

The seated exercise programme was well
tolerated and no accidents occurred during the
exercise session or during any part of the 2-hour
sessions in the course of the programme. The
functional activity session comprised many weight
bearing, halance-related movements, nevertheless,
a programme directed at reducing postural
instability, a major risk factor for falling, could
include yet more balance related exercises and
movements.

Adherence to the programme

Table | shows that during this 2 year period 13
(30%) people dropped out ol the programme.
Ninc people either died or became too ill to con-
tinue. Two people, already showing signs of
anxiety on joining, found discussing health prob-
lems upsetting whereas a third person behavedina
rather challenging manner and tended to upset
other group members. Long-term adherence to
functional exercise and safe behaviour following
discharge must be a goal of falls prevention
that the
reunion groups may foster this behaviour.

programmes. Experience suggests

Transport

Transport costs were born by the Community
Trust Voluntary Services and supported by V olun-
teer drivers and escorts. Wherever possible, people
made their own way to the venue cspecially inareas
providing free or reduced-cost travel passes to
older people. Not all pcople who would benefit
from attending the group, however, were able to
manage public transport so transport arrange-
ments needed to be made for them. Therefore,
funds need to be sought to cover these costs when a
programme is being set up.

DISCUSSION

Key features of the Canterbury programme com-

pared to other primary carc or outreach schemes
are the emphasis on group work and social
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interaction as well as the intensity of and length of
involvement: initially a total of 92 hours atten-
dance and then the provision for follow-up. In con-
trast Tinetti et al. (1994) and Campbell et al.
(1997) showed that social contact is not essential
to successfully preventing falls. Their commu-
nity-dwelling older people, not all of whom had
fallen in the previous year, practised their exer-
cises at home on their own. Obviously not all
people relish joining groups but for those who do,
how important is social contact with other older
people who have also experienced talling, to pre-
venting further falls?> This question may be
answered when the results of the evaluation
become available.

The referral methods used appear to be very
successful although, at this time it cannot be
known how many potential recruits may have been
missed. A key element in this success has been the
enthusiasm and co-operation of the practice staff
and other local colleagues. No programme car be
successful without such help and programme
organisers have to allow time to share their ideas
with and accept advice from local staff on whom
they may depend.

All people who agreed to the visitand were fully
assessed at least benefited from a medical review
and the general practice benelited from so many
comprehensive over-76 health checks being car-
ried out and health promotion commitments ful-
filled. When the evaluation study is no longer
running, however, the initial interview will be
shorter.

The careful wording of the initial letter inviting
people to be visited at home may have gone some
way to limiting the number of refusers at this stage.
A similar group of healthy active senior citizens,
unlikely to accept any offer of intervention, has
been observed in the Worthing Study (Hagedorn,
1998). Many were unwilling to give up time to par-
ticipate or indeed to consider that they need to do
so. Of greater concern are the people who refuse
to participate because they do not like being in
groups—they may benefit from a home cxercise
programme.

The drop-out rate (30%) is similar to that
reported in other community exercise adherence
studies such as that of Williams and Lord (1995).
Apart from the one person who attended only
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once and the people who were not comtortable in
the group it is doubtful whether this proportion
could be reduced markedly. Nine out of the 13
participants who dropped out became 1ll, some
having to be admitted to nursing homes while two
others died. Unfortunately, these are inevitable
occurrences when working with people in this age
group.

Akeyaim of the whole projectis to demonstrate
that an intervention like the Canterbury falls pre-
vention programme can be incorporated into
health professionals’ daily practice. Two years of
experience have already shown that an cstablished
medical and nursing team can extend their prac-
tice to encompass accident and injury prevention
with older people. As a rule health care assistants
in a District Nursing Team do not carry out
assessments, but with additional careful training,
supervision and support, they are able to conduct
general interviews and carry out exercise pro-
grammes. Fruitfully, GPs can undertake medica-

tion reviews in conjunction with a pharmacist.

CONCLUSION

At this stage, after more than 2 years experience of
running the programme, it can be said with confi-

dence that the methods used to facilitate referral
ot older people who have fallen (o the programme
and to maintain the enthusiasm and commitment
ol those who participate appear to be successful.
Experience indicates that many participants con-
tinue to exercise regularly at home and that the
majority extend their range of functional activi-
tics. Whether this enthusiasm translates into pre-
venting a statistically signilicant number of
subsequent falls among the participants will
become known when the outcome of the evalua-
tion study is available in 2 years time.
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