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Case study 
Mrs T is 83 years old and presented to her general practitioner (GP) with 
bruises after she tripped while walking down some steps. On further 
questioning, her GP discovered this was her third fall in the past year. 
The two earlier falls also happened when she tripped while outside. 
As a result, Mrs T goes outside far less frequently. The GP observed 
some unsteadiness in her walking and turning, and referred Mrs T to 
a physiotherapist for a balance assessment. The physiotherapist assessed 
Mrs T’s performance using the Timed Up and Go Test and the functional 
reach test and saw she had a high risk of future falls. The physiotherapist 
explained how she would benefit from a well-designed exercise program 
to improve her balance and general wellbeing, but also to prevent future 
falls. The physiotherapist initially referred Mrs T to a supervised group 
balance and strength program. At a later stage, Mrs T could progress 
to self-directed exercise, although she may prefer to continue to exercise 
with other people to maintain motivation. 
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4.3  Cognitive impairment

Recommendations 

Assessment 
• Older people with cognitive impairment have an increased risk of falls 

and should have their falls risk factors assessed. 

Intervention 
• Identified falls risk factors should be addressed as part of a multifactorial 

falls prevention program, and injury-minimisation strategies (such 
as using hip protectors or vitamin D and calcium supplementation) 
should be considered. (Level I-*)15 

Note: there is no evidence that falls can be reduced in older people with cognitive 
impairment living in the community.5 See the residential aged care facilities 
guidelines for further information on providing treatment to older people with 
cognitive impairment. 

Good practice points 
• Older people presenting with an acute change in cognitive function 

should be assessed for delirium and the underlying cause of this change. 
• Older people with gradual onset, progressive cognitive impairment 

should undergo detailed assessment to determine diagnosis, and 
where possible, reversible causes of the cognitive decline. Reversible 
causes of acute or progressive cognitive decline should be addressed 
and treated. 

• If an older person with cognitive impairment does fall, reassess their 
cognitive status, including presence of delirium (eg using the Confusion 
Assessment Method tool). 

• Interventions shown to work in cognitively intact populations should 
not be withheld from cognitively impaired populations; however, 
interventions for older people with cognitive impairment may need 
to be modified and supervised, as appropriate. 

4.3.1  Assessing cognitive impairment
Older people with cognitive impairment have an increased risk of falls, 
and risk factors for falls are more prevalent in older people with cognitive 
impairment than in people without cognitive impairment. Therefore, one 
of the most important initial steps in preventing falls in older people is to 
assess for cognitive impairment. In the absence of specific trial data to show 
that it is possible to prevent falls in people with cognitive impairment, the 
following suggestions for care reflect good clinical practice.
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GPs can use the following steps to assess for the presence of cognitive 
impairment:

• Assess for the presence of dementia or delirium and treat possible medical 
conditions that may contribute to an alteration in cognitive status. 
Rapid diagnosis and treatment of a delirium and its underlying precipitant 
(eg infection, dehydration, constipation, pain) is crucial.63

• Older people with a progressive decline in cognition should undergo 
detailed assessment to diagnose and, where possible, treat reversible 
causes of the cognitive decline.63 Referring the older person to a specialist 
memory service can be helpful for diagnosing their cognitive impairment 
accurately, and linking with appropriate community services.

• General practitioners should assess the falls risk factors for older people 
with cognitive impairment (as discussed in other chapters), and offer 
interventions to modify risk.64 Some interventions need the person to be 
able to follow instructions or comply with a program (eg exercise). Where 
there is doubt about an older person’s ability to follow instructions safely, 
the general practitioner (or other member of the health care team) should 
conduct an individualised assessment and develop a falls prevention plan 
using the information from the assessment on their behalf.

Table 4.5 summarises some of the many tools that can be used to assess 
cognitive status.

Table 4.5 Tools for assessing cognitive status

Dementia screening

Folstein Mini-Mental State Examination65

Description The Folstein Mini-Mental State Examination is a widely 
used method for assessing cognitive mental status.

It is an 11-question measure that tests five areas 
of cognitive function: orientation, registration, attention 
and calculation, recall and language.

The maximum score is 30.

Time needed 5–10 minutes

Criterion A score ≤23 indicates mild cognitive impairment

A score ≤18 indicates severe cognitive impairment
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Dementia screening

Rowland Universal Dementia Scale66,67

Description The Rowland Universal Dementia Scale is a simple method 
for detecting cognitive impairment.

The scale is valid across cultures, portable and 
administered easily by primary health care professionals. 
It uses six items to assess multiple cognitive domains, 
including memory, praxis, language, judgment, drawing 
and body orientation.

Time needed 10 minutes

Criterion A score of >23 (out of a maximum score of 30)

Rating 89% sensitivity
98% specificity

Delirium screening

Confusion Assessment Method68

Description The Confusion Assessment Method is a comprehensive 
assessment instrument that screens for clinical features 
of delirium.

The method comprises four features, which are 
determined by the older person, nurse and family 
interview. These are:

• an onset of mental status changes or a 
fluctuating course

• inattention
• disorganised thinking
• an altered level of consciousness (ie other than alert).

Time needed 5 minutes

Criterion The older person is diagnosed as delirious if they 
have both the first two features, and either the third 
or fourth feature

Rating 94% sensitivity
90% specificity69
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Point of interest:  strategies for maintaining hydration 
in older people 

Older people with cognitive impairment may become dehydrated easily, 
which can lead to delirium. An Australian study used strategies developed 
by the Joanna Briggs Institute Practical Application of Clinical Evidence 
System70 to maintain oral hydration in residents of residential aged care 
facilities.71 Although adherence was problematic, the following strategies 
recommended by the Joanna Briggs Institute may be beneficial: 

• Drinks (cordial, juice and water, but not caffeinated drinks) were offered 
by staff every 1.5 hours (as well as morning tea, afternoon tea and 
supper rounds). 

• Residents with cognitive impairment were either helped or prompted 
to drink. 

• An accessible water fountain was set up with a supply of cups. 
• Filled jugs of water were placed on all tables, with cups. 
• Drinks were always given with medication. 
• Icy poles, jellies and ice-cream were offered throughout the day 

as snacks and enjoyable treats. 
• Fruit with a high water content (eg grapes, peeled mandarins) was placed 

on kitchen tables for easy access and picking.
• Light soups were given with meals. 
• Happy hour was introduced twice a week with nonalcoholic wines, 

mocktails, soft drinks and nibbles. 
• Warm milk drinks were given to help people settle at night. 

These strategies may also be applicable to older people with cognitive 
impairment living at home. 

Case study 
Mr F is a 72-year-old man living with his wife in the community. He was 
recently diagnosed with Alzheimer’s disease. In the afternoon, Mr F often 
wanders off to walk around in the garden. To go from the house into the 
garden, he has to walk up and down two steps. On more than one occasion, 
he has fallen down the steps. Since his wife cannot help him up again, she 
has to ask their neighbour for help. The community nurse suggested that 
an occupational therapist run a home environment assessment. As a result, 
the occupational therapist recommended that they install an antislip ramp 
with a rail. Now Mr F can get in and out of the house without having 
to negotiate the steps. 
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4.4  Continence

Recommendations 

Assessment 
• Older people should be offered a continence assessment to check 

for problems that can be modified or prevented. 

Intervention 
• Manage problems associated with urinary tract function as part 

of a multifactorial approach to care. (Level I-*)15 

Note: there is no evidence that assessing or treating incontinence will prevent 
falls in older people living in the community.5 

Good practice point 
• Check the height of the toilet and the need for rails to assist the older 

person sitting and standing from the toilet. 

4.4.1  Screening continence
People will make extraordinary efforts to avoid an incontinent episode, 
including placing themselves at increased risk of falling. Incontinence, 
assisted toileting72,73 and symptoms of overactive bladder74,75 have 
been identified as risk factors for falls in older people who live 
in the community.76,77

The cause of incontinence should be established through a thorough 
assessment; for example, using ward urinalysis. Older people may have more 
than one type of urinary incontinence, which can make assessment findings 
difficult to interpret.78 The following strategies should be used to assess the 
older person’s continence status:

• Obtain a continence history from the person. This might include such 
things as a bladder chart (a frequency/volume chart or a continence 
diary). Continence history should be recorded for a minimum of two 
days79 to help provide a valid assessment. Simple, validated questions 
to the older person can help differentiate the type of urinary 
incontinence they have.80 Sometimes, a bowel assessment is required. 
The older person’s normal bowel habits and any significant change 
must be determined, because constipation can considerably affect 
bladder function.

• The suitability of diagnostic physical investigations should be addressed 
on an individual basis. Consent from the older person must be obtained 
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before the physical examination, which should be done by a suitably 
qualified health professional.

• Post-void residuals should always be checked in incontinent 
older people.81

• Functional considerations, such as reduced dexterity or mobility, can 
affect toileting, and should be assessed and addressed.

• The toilet should be assessed for accessibility (especially if the older 
person uses a walking aid), proximity, height and the number of 
household members using the same toilet.

• Risk factors for falling related to incontinence need to be considered 
along with the symptoms and signs of bladder dysfunction.

4.4.2  Strategies for promoting continence
Appropriate management of incontinence may improve overall care, 
but it is difficult to make strong recommendations because specific 
incontinence strategies have not been part of successful falls prevention 
programs in a community setting.82 However, studies from the hospital 
setting have shown that toileting protocols and practices for older people 
at risk of falling should be included in multifactorial falls prevention 
interventions.83,84 Also, multifactorial falls prevention interventions 
in hospitals should include management of urinary tract function.85

The suggested strategies below are adapted from those recommended 
by the Third International Consultation on Incontinence 200581 and should 
be used to promote continence in the community setting:

• Make sure the older person has access to a comprehensive and 
individualised continence assessment that identifies and treats reversible 
causes, including constipation and medication side effects.

• Use an adequate trial of conservative therapy as the first 
line of management.

• Establish treatment strategies as soon as incontinence has been 
diagnosed. The aim of managing urinary incontinence is to alter those 
factors causing incontinence and to improve the continence status 
of the person. Management of incontinence is a multidisciplinary task 
that ideally involves doctors, nurse continence advisors, physiotherapists, 
occupational therapists and other suitably qualified health professionals.

• Address all comorbidities that can be modified.
• Encourage programs to help improve the older person’s control over their 

toileting regime, and reduce the likelihood of incontinence episodes. 
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   These programs include
– habit retraining — based on identifying a pattern of voiding and tailoring 

the toileting schedule to the older person
– prompted voiding — to increase continence by increasing the older 

person’s ability to discriminate their continence status and to 
respond appropriately

– timed voiding — characterised by a fixed schedule of toileting.
• Trial reducing an older person’s caffeine and carbonated drinks intake 

to help decrease symptoms of urgency and frequency.
• Minimise environmental risk factors by

– keeping the pathway to the toilet obstacle free and leaving a light on in 
the toilet at night

– ensuring the older person is wearing suitable clothes that can be easily 
removed or undone

– recommending appropriate footwear to reduce slipping in urine
– placing a nonslip mat on the floor beside the bed, which may be useful 

for older people who experience incontinence on rising from the 
bed, particularly if on a noncarpeted floor in the bedroom (care must 
be taken when using mats to ensure the older person does not trip 
on the mat)

– checking the height of the toilet and the need for rails to assist the 
older person sitting and standing from the toilet (reduced range 
of motion in hip joints is common after total hip replacement or surgery 
for fractured neck of femur, and might mean the height of toilet seat 
should be raised).

• Where possible, consult with a continence adviser if usual continence 
management methods as described above are not working or the older 
person is keen to learn simple exercises to improve their bladder or bowel 
control. Some men are resistant to the idea of doing pelvic floor exercises. 
This should be recognised and the benefits explained.

• Consider the use of continence aids as a trial management strategy.
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Case study 
Mrs U is an 85-year-old woman who presented to her general practitioner 
(GP) with a bruised face after falling. When the general practitioner 
asked why she fell, she said she was rushing to the toilet. The continence 
assessment revealed that she had reduced bladder capacity and detrusor 
instability from chronic constipation. The constipation was treated and 
Mrs U no longer needed to rush to the toilet. The GP was also careful 
to consider many of the other risk factors for falling that were identified 
from the falls risk assessment and ensure that targeted interventions were 
implemented accordingly. 

4.5  Feet and footwear

Recommendations 

Assessment 
• Assessment should include screening for ill-fitting or inappropriate 

footwear and for foot pain and other foot problems, because these 
are risk factors for falls. 

Interventions 
• Include an assessment of footwear and foot problems as part of an 

individualised, multifactorial intervention for preventing falls in the 
community. (Level IV)86,87 

• Health care providers should provide education and information 
about footwear features that may reduce falls risk. (Level III-2)88 

Note: there is no evidence that assessing or addressing footwear and foot problems 
as a single intervention will prevent falls in older people living in the community. 

Good practice points 
• Health care providers should educate older people and provide 

information on foot problems and foot care, and refer them to a 
podiatrist, when necessary. 

• Safe footwear characteristics include: 
– soles: shoes with thinner, firmer soles appear to improve foot position 

sense; a tread sole may prevent slips on slippery surfaces
– heels: a low, square heel improves stability
– collar: shoes with a supporting collar improve stability.
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4.5.1  Screening feet and footwear
Inappropriate footwear is a contributing factor to falls89 and fractures 
in older people.90

An assessment of footwear and foot problems should be included as part 
of an individualised, multifactorial and multiple intervention for preventing 
falls in the community.86,87 The following components of feet and footwear 
assessment are most relevant to this group of older people:

• Footwear — use the safe shoe checklist, which is a reliable tool for 
evaluating specific shoe features that could improve postural stability 
in older people.91

• Foot problems — assess foot pain and other foot problems regularly. 
An older person with an undiagnosed peripheral neuropathy should 
be referred to a medical practitioner to look for potentially reversible 
or modifiable causes of the neuropathy. Some of the more common 
causes of a peripheral neuropathy include diabetes, vitamin B12 
deficiency, peripheral vascular disease, alcohol misuse and adverse effects 
of some drugs.92

• Refer the older person to a health professional who is skilled in assessing 
feet and footwear (eg a podiatrist) for additional investigations and 
management as required.93

A detailed assessment by a podiatrist for fall risk factors may also 
be needed. This examination should include:94

• falls history — including foot pain and footwear
• dermatological assessment — skin and nail problems, infection
• vascular assessment — peripheral vascular status
• neurological assessment — proprioception, balance and stability, sensory, 

motor and autonomic function
• biomechanical assessment — posture, foot and lower limb joint range 

of motion testing, evaluation of foot deformity (eg hallux valgus) 
and gait analysis

• footwear assessment — stability and balance features, prescription 
of footwear or footwear modifications, or foot orthoses based 
on assessment of gait in shoes

• education — foot care and footwear, to endorse the link between 
footwear or foot problems and falls risk.
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What makes a shoe safe?

Low, square heel to
improve stability

Slip-resistant sole

Supporting collar,
preferably high

Laces or strong
fastening to hold the

foot firmly

Thin, firm midsole for
the feet to ‘read’ the

underlying surface

What makes a shoe unsafe?

Source: Lord82

Lack of laces means  
the foot can slide out  
of the shoe

Slippery or worn soles  
are a balance hazard, 
particularly in wet 
weather

Soft or stretched  
uppers make the  
foot slide around 

 in the shoe

High heels should be 
avoided as they impair 
stability when walking

Narrow heels make  
the foot unstable  

when walking

Figure 4.1 The theoretical optimal ‘safe’ shoe, and ‘unsafe’ shoe
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4.5.2  Strategies for improving foot condition and footwear
As foot pain and footwear are amenable to treatment, podiatric intervention 
has the potential to improve mobility and postural stability. To date, 
no randomised controlled trials have assessed foot or footwear intervention 
to prevent falls. However, the following strategies, which are based on other, 
lower quality studies, may help to prevent falls in older people living in the 
community:

• Foot problems
– debride calluses to improve functional ability95

– use toe-strengthening exercises to reduce sway96

– investigate and treat the cause of a peripheral neuropathy 
where possible.97

• Footwear
– use textured insoles to improve stepping responses to platform 

perturbation in older people98

– use foot orthoses to improve posture and balance.97,99

Older people might be reluctant to change their footwear. A report 
published in 1993 mentioned several factors that discouraged people 
from using safe shoes, such as foot problems, difficulty putting them on, 
expense, style and lack of knowledge about their importance.100 All health 
care professionals can play an important role in advising older people 
about safe footwear by:

• identifying ill-fitting or inappropriate footwear
• screening older people for foot pain or foot problems
• educating older people and carers about basic foot care and providing 

information about footwear
• encouraging older people to ensure shoes are repaired when indicated 

and cleaned regularly
• recognising that older people who have a shuffling gait may be at higher 

risk of falling if they wear nonslip shoes on certain carpeted floors
• ensuring that people with urinary incontinence have dry, clean footwear
• ensuring older people have more than one pair of shoes in case of shoe 

soiling or damage
• discouraging walking while wearing slippery socks and stockings
• discouraging the use of talcum powders, which may contribute 

to slippery floors
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• referring an older person to a podiatrist for further assessment and 
management if any of the following conditions or clinical signs are evident
– foot pain
– foot problems such as swelling, arthritis, bunions, toe deformities, 

skin and nail problems (especially corns and calluses) or other foot 
abnormalities (eg collapsed arches or a high-arched foot)

– conditions affecting balance, posture or proprioception in the 
lower limbs, such as diabetes, peripheral neuropathy or peripheral 
vascular disease

– unsteady or abnormal gait
– inappropriate or ill-fitting footwear or a requirement for foot orthoses

• referring the older person to a podiatrist for orthotics in cases 
of significantly deformed feet.

However, it is important to recognise that lack of adherence to any 
of these interventions will limit the effectiveness of good footwear 
for preventing falls.

Case study 
Mr R visited his general practitioner (GP) for management of his diabetes. 
He also has a recent history of falls. After a basic foot screening, the 
GP found that Mr R had poor sensation and some calluses and lesions 
on his feet, so the GP referred him to a community podiatry service. 
The podiatrist diagnosed mild peripheral neuropathy, and also found 
that Mr R was unsteady because he wore over-sized sports shoes with 
a thick, cushioned sole to ‘help’ his calluses. The podiatrist treated Mr R’s 
lesions and taught him how to buy better fitting footwear that improved 
his stability, but was still safe for his neuropathic feet. Mr R’s balance 
improved after he purchased more appropriate footwear. 



46 Guidebook for Preventing Falls and Harm From Falls in Older People

4 M
anagem

ent strategies for com
m

on falls risk factors

4.6  Syncope

Recommendations 

Assessment 
• Older people who report unexplained falls or episodes of collapse should 

be assessed for the underlying cause. 

Intervention 
• Assessment and management of potential causes of presyncope and 

syncope should form part of a multifactorial intervention to reduce the 
rate of falls in older people. (Level I)5 

• Use cardiac pacing in older people who live in the community, and who 
have carotid sinus hypersensitivity and a history of syncope or falls, 
to reduce the rate of falls. (Level II)13 

4.6.1  Assessing syncope
Syncope is a transient and self-limiting loss of consciousness. It is 
commonly described as blacking out or fainting. Presyncope describes 
the sensation of feeling faint or dizzy and can precede an episode of loss 
of consciousness. While a number of conditions can present with syncope, 
all share the final common pathway of cerebral hypoperfusion leading to an 
alteration in consciousness. Older people are more predisposed to syncopal 
events due to age-related physiological changes that affect their ability 
to adapt to changes in cerebral perfusion.

It is important to ensure that older people reporting presyncope or syncope 
undergo appropriate assessment and intervention, particularly if the 
cause is not obvious. The symptoms should be reported to their GP and, 
depending on the history and results of the clinical examination, a number 
of tests and further investigations may be warranted. This may include 
an electrocardiogram, echocardiography, Holter monitoring, tilt-table testing 
and carotid sinus massage or insertion of an implantable loop recorder.
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4.6.2  Treating syncope
Permanent cardiac pacing is successful for treating certain types 
of syncope. Pacemakers reduce falls by 70% in people with accurately 
diagnosed cardioinhibitory carotid sinus hypersensitivity.13 A number 
of successful multifactorial falls prevention strategies have included 
assessments of blood pressure and orthostatic hypotension, and 
medication review and modification.73,101-103

The symptoms of orthostatic hypotension can be reduced using the 
following strategies:

• Ensure good hydration is maintained, particularly in hot weather.104-106

• Encourage the older person to sit up slowly from lying, stand up slowly 
from sitting, and wait a short time before walking.104,105

• Minimise exposure to high temperatures or other conditions that cause 
peripheral vasodilation, including hot baths.105

• Minimise periods of prolonged bed rest and immobilisation.
• Encourage older people to rest with the head of the bed raised.
• Increase salt intake in the diet, if not contraindicated.
• Where possible, avoid prescribing medications that may 

cause hypotension.
• Identify any need to use appropriate peripheral compression devices, 

such as antiembolic stockings.105

• Monitor and record postural blood pressure.106

Case study — postprandial hypotension 
Mr L is an 82-year-old man who was taken to an emergency department 
by ambulance after falling at a shopping centre. At the emergency 
department, staff learnt that Mr L had suffered three other recent falls, 
all of which he described as occurring as a result of blackouts. Mr L was 
referred to a cardiology unit where, after initial assessment, he underwent 
carotid sinus massage with head-up tilt. During massage of the right 
carotid sinus with 70° head-up tilt, Mr L had a documented period of three 
seconds of asystole from which he was symptomatic. He was subsequently 
fitted with a dual chamber pacemaker. In the six months after this 
procedure Mr L suffered no further falls. 
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4.7  Dizziness and vertigo

Recommendations 

Assessment 
• Vestibular disorders as a cause of dizziness, vertigo and imbalance 

need to be identified in the community setting. A history of vertigo 
or a sensation of spinning is highly characteristic of vestibular pathology. 

• Use the Dix–Hallpike test to diagnose benign paroxysmal positional 
vertigo, which is the most common cause of vertigo among older people, 
and can be identified in the community setting. This is the only cause 
of vertigo that can be treated easily. 

Note: there is no evidence from randomised controlled trials that treating vestibular 
disorders will prevent falls. 

Good practice points 
• Use vestibular rehabilitation to treat dizziness and balance problems 

where indicated. 
• Use the Epley manoeuvre to manage benign paroxysmal 

positional vertigo. 
• All manoeuvres should only be done by an experienced person. 

4.7.1  Assessing vestibular function
Dizziness in older people often represents a difficult diagnostic problem, 
because it is a subjective sensation that may result from impairment 
or disease in multiple systems. When residents describe being ‘dizzy’, 
‘giddy’ or ‘faint’, this may mean anything from an anxiety or fear of falling, 
to postural dysequilibrium, vertigo or presyncope. Therefore, a detailed 
history is crucial.

An important step in minimising the risk of falls associated with dizziness 
is to assess vestibular function. This can be done using the following steps 
and tests (these tests should only be done by an experienced person):

• Ask the older person about their symptoms. Dizziness is a general 
term that is used to describe a range of symptoms that imply a sense 
of disorientation.107 Dizziness may be used as a term by an older person 
to describe poor balance. Vertigo, a subtype of dizziness, is highly 
characteristic of vestibular dysfunction and is generally described 
as a sensation of spinning.108
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• Assess peripheral vestibular function using the Halmagyi head-thrust 
test.109 It has good sensitivity only if the vestibular dysfunction is severe 
or complete.110

• Use audiology testing to quantify hearing loss. The auditory and vestibular 
systems are closely connected; therefore, auditory symptoms (hearing 
loss, tinnitus) commonly occur in conjunction with symptoms of dizziness 
and vertigo.111

• If needed, request computed tomography or magnetic resonance imaging 
to identify an acoustic neuroma or central pathology.108

• Use the Dix–Hallpike test to diagnose benign paroxysmal positional 
vertigo (BPPV). This test is included in a diagnostic protocol for evaluating 
dizziness in older people in general practice111 and is considered 
mandatory in all older people with dizziness and vertigo following head 
trauma.112 BPPV should be strongly considered as part of the differential 
diagnosis in older people who report symptoms of dizziness or vertigo 
after a fall that involved some degree of head trauma.

• Use vestibular function tests to evaluate the integrity of the peripheral 
(inner ear) and central vestibular structures. These tests are available 
at some specialised audiology clinics and may be recommended 
if symptoms persist.113

• Refer the older person to a specialist, such as an ear, nose and throat 
specialist or a neurologist, if required.108

4.7.2  Choosing interventions to reduce 
symptoms of dizziness

The following strategies can be used in the community setting to treat 
dizziness and balance problems caused by vestibular dysfunction. 
They can be used as part of a multifactorial falls prevention program 
to reduce the risk of falls related to dizziness.

Medical management

A randomised controlled trial showed that treatment with 
methylprednisolone within three days of acute onset of vestibular neuritis 
(viral infection of inner ear structures) improves vestibular function 
at 12-month follow-up, with complete or almost complete recovery 
of vestibular function in 76% of the study population.114
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Based on clinical experience, treatment with antiemetics and vestibular 
suppression medication may be required to treat the unpleasant 
associated symptoms of nausea and vomiting.115 These medications 
should only be used for a short duration (one to two weeks) because 
they adversely affect the process of central compensation after acute 
vestibular disease.108,115

Treating benign paroxysmal positional vertigo

A range of treatments for BPPV have been described in the literature. 
These include:

• Brandt and Daroff exercises — these can be done regularly at home116

• the Epley manouevre — this is used commonly by clinicians and involves 
taking the older person slowly through a range of positions that aim 
to move the freely mobile otoconia (in the inner ear) back into the 
vestibule;117 a meta-analysis showed that this manouevre is highly 
successful for treating BPPV.118

Older people with diagnosed BPPV respond as well to treatment as the 
general population; therefore, no special approaches are needed in this 
older group.119 However, it is important to diagnose and treat BPPV as soon 
as possible, because treatment improves dizziness and general wellbeing.119

Vestibular rehabilitation

Vestibular rehabilitation (VR) is a multidisciplinary approach to treating 
stable vestibular dysfunction. The physiotherapy intervention component 
focuses on minimising the older person’s complaints of dizziness and 
balance problems through a series of exercises, which are modified 
to suit each person.120 The occupational therapy intervention component 
involves incorporating the movements required for these exercises into 
daily activities,121 and psychology input addresses the emotional impact 
of vestibular dysfunction.122

The literature emphasises the following characteristics of VR:

• VR is highly successful in treating stable vestibular problems in people 
of all ages.123

• Starting VR early is recommended in the community setting, because 
delayed initiation of VR is a significant factor in predicting unsuccessful 
outcomes over time.124

• The success of VR in older people in the community is not influenced 
by age.125
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• VR can improve measures of balance performance in people in the 
community who are older than 65 years;126,127 however, a study 
of people with multisensory dizziness found that the prevalence of falls 
over a 12-month period did not differ between those receiving VR and 
a control group.128

Regular training courses in vestibular rehabilitation are held across 
Australia, and an increasing number of physiotherapists working in the 
community setting are now trained to assess and manage dizziness. These 
physiotherapists can be found by contacting the Australian Physiotherapy 
Association† or the Australian Vestibular Association.‡

Case study 
Mr S is an 81-year-old man who presented to his general practitioner (GP) 
with vague symptoms of giddiness. He reported feeling giddy when getting 
out of bed in the morning so that he had to sit for five minutes on the edge 
of the bed before standing up. He walks with a stick, but has had several 
falls at home without serious injury. He reported that he no longer lies flat 
in bed (he uses three pillows at night) and was unable to roll to the left 
without feeling giddy. 

Mr S’s GP tested him for benign paroxysmal positional vertigo (BPPV) using 
the Dix–Hallpike test, which identified BPPV in Mr S’s left inner ear. He was 
subsequently treated with an Epley manoeuvre and taught Brandt-Daroff 
exercises to do daily at home. 

Mr S was no longer giddy, could lie flat in bed and was able to roll easily 
onto his left side. He reported that his balance was also better and he had 
no recent falls. Some milder symptoms returned about four months later, 
but these were helped with a repeat of the Epley manoeuvre. 

† http://members.physiotherapy.asn.au

‡ http://www.dizzyday.com/avesta.html

http://members.physiotherapy.asn.au
http://www.dizzyday.com/avesta.html
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4.8  Medications

Recommendations 

Assessment 
• Older people living in the community should have their medications 

(prescribed and nonprescribed) reviewed at least yearly, and for those 
on four or more medications, at least six monthly. 

Intervention 
• Medication review and modification should be undertaken as part 

of a multifactorial approach to falls prevention. (Level I)5 
• For individual older people, gradual and supervised withdrawal of 

psychoactive medications should be considered to prevent falls. (Level II)10 
• Pharmacist-led education on medication and a program of facilitated 

medication review by general practitioners should be encouraged in the 
community setting. (Level II)14 

Good practice point 
• Consider likely pharmacological changes when prescribing any new 

medication to an older person and avoid prescribing psychoactive drugs 
if clinically possible. 

4.8.1  Reviewing medications
Medication use is associated with falls in older people. Therefore, GPs 
should review medications yearly for all older people and every six months 
for older people who take four or more medications.129

Older people who live in the community are eligible for a domiciliary 
medication management review (DMMR), which is a service that 
encourages collaboration between the older person, their GP, pharmacist 
and other health professional to review medication use. DMMR results 
in a report from an accredited pharmacist to the referring GP, and 
a medication management plan agreed between the GP and the older 
person or their carer. A DMMR is available following a referral from 
a GP. For more information, see the Australian Government Department 
of Health and Ageing website.†

† http://www.health.gov.au/internet/main/publishing.nsf/Content/
health-epc-dmmr-answers.htm

http://www.health.gov.au/internet/main/publishing.nsf/Content/
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-epc-dmmr-answers.htm
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Older people who may benefit from a DMMR include those:

• on multiple medications
• who have recently been discharged from hospital
• with recent and significant changes to their medications
• who are seeing a number of different GPs and specialists.

Also, any member of the older person’s health care team may use the 
checklist in the following box to help decide whether a person requires 
a DMMR from a pharmacist or doctor.14

Checklist for medication review130 
A medication review is needed if the older person: 

• is taking four or more different types of medications 
• is taking more than 12 doses of medication a day 
• had significant changes made to the medication regime in the past 

three months 
• is attending a number of different doctors 
• is taking one or more psychoactive medications 
• was recently discharged from a hospital (in the past four weeks) 
• has multiple medical conditions 
• is suspected of not adhering with their medication regime 
• shows symptoms that suggest an adverse medication reaction 

(eg confusion, dizziness, reduced balance) 
• is using medications with a narrow therapeutic index or medication 

requiring therapeutic monitoring (such as warfarin) 
• is responding subtherapeutically to treatment. 

Figure 4.1 is an example of a medication risk-assessment form.
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Figure 4.1 Medication risk-assessment form14

1. How old are you? Are you (please ): Male    Female   
Yes   No   Don’t know   

2. Do you have 3 or more health conditions? (please ):   
3. In general, would you say your health is poor?   
4. Have you changed your general practitioner in the past 3 months?   
5.  Do you have more than one doctor involved in your care, including other general 

practitioners or specialist?
  

6. Have you been in hospital, hostel or nursing home in the past month?   
7. Do you live alone?   
8. Have you had a fall in the past 12 months?   
9. In the last month have you:                                                       Had trouble sleeping   

Felt drowsy or dizzy   
Felt nauseous   

Had stomach problems   
Had a skin rash or itch   

Leaked urine   
Been constipated   

10. How many medicines do you use? (Write in box) 
         Medicines includes all medicines prescribed by your doctor or any other doctor, including specialists medicines bought from 

chemist, supermarket or health food store, medicines you take only occasionally, herbal medicines, vitamins, minerals, 
puffers, creams, patches, eye drops and laxatives.

If you do NOT take any medicines, then there is no need to fill in the rest of this page Yes   No   Don’t know   

11. Have you started a new medicine in the last 4 weeks?   

12. Do you use:                                     Any medicine that helps you sleep   
Any medicines for your nerves, stress, anxiety or depression   

Any medicines your doctor does not know about   
13. Have you been taking any medicines for more than 6 months?   

14. For any medicine, you currently use, do you have any:    
Trouble with side effects   

Trouble remembering to take the medicine   
Trouble knowing what medicine is for   

Trouble using many medicines at once   
Trouble  reading the label   

Trouble affording the medicine   
Trouble understanding the label   

Trouble opening bottles or packets/applying the medicines   
15. Have you had more than 4 changes to your medicines in the past 12 months?   
16. Do you share medicines among family and friends?   

17.  Has your doctor asked you to bring ALL your medicines to an appointment so he 
can have a look at them, in the past 12 months?

  

Please give all forms to your doctor

DOCTOR’S USE ONLY: Medication Review beneficial: Yes / No Patient agrees: Yes / No



554 Management strategies for common falls risk factors

4 M
anagem

ent strategies for com
m

on falls risk factors

4.8.2  Quality use of medicines
The following strategies help to ensure quality use of medicines, and are 
good practice for minimising falls in older people in the community:

• Multiple drug use should be limited to reduce side effects and interactions 
and a tendency towards proliferation of medication use.

• Drugs that act on the central nervous system, especially psychoactive 
drugs, are associated with an increased risk of falls; therefore, they should 
be used with caution and only after weighing up their risks and benefits.

• Prescribe the lowest effective dosage of a medication specific 
to the symptoms.

• Provide support and reassurance to people who are gradually stopping 
the use of psychoactive medication(s).

• If the older person needs to take medications known to be implicated 
in increasing the risk of falls, try to minimise the troublesome effects 
(ie drowsiness, dizziness, confusion and gait disturbance).

• Provide the older person (and their carer) with an explanation of newly 
prescribed medications or changes to prescriptions.

• Educate the whole multidisciplinary team, older people and their 
carers to improve their awareness of the medications associated 
with an increased risk of falls.

• Document information when implementing, evaluating, intervening, 
reviewing, educating and making recommendations about the older 
person’s medication use.
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Case study 
Mr P is an 80-year-old man who is taking nine different medications. 
He felt unsteady and had several falls, mainly during the night. During 
a routine check-up, his general practitioner (GP) assessed Mr P’s need 
for a domiciliary medication management review (DMMR). The GP referred 
Mr P to his community pharmacist. The community pharmacist coordinated 
the review and began by making an appointment for Mr P to meet with 
an accredited pharmacist. The interview took place in Mr P’s home, and the 
accredited pharmacist asked him about all the medications he has, those 
he is taking currently, and other information. Much of the information 
required for Mr P’s review was in the referral and obtained at the meeting, 
but the pharmacist may also have referred to family members, carers, 
community nurses, Mr P’s preferred community pharmacist or other 
members of the health care team, with Mr P’s consent. The accredited 
pharmacist clinically assessed the information gathered about Mr P and his 
medications, and prepared a report for the GP. 

Mr P’s DMMR report recommended that he could slowly reduce and then 
stop taking a sleeping tablet and an antidepressant, which he had started 
taking two years earlier, after the death of his wife. This was agreed after 
a discussion between Mr P and his GP about the DMMR, and formed part 
of an agreed medication management plan. Mr P slowly reduced using both 
medications without ill effect. He felt much more alert and confident while 
up and about, and steadier when getting up at night. 
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4.9  Vision

Recommendations 

Assessment 
• Include a test of vision as part of a falls risk assessment. 
• Encourage older people to have regular eye examinations (every two 

years) to reduce the incidence of visual impairment, which is associated 
with an increased risk of falls. 

Interventions 
• Older people with visual impairment primarily related to cataracts 

should undergo cataract surgery as soon as practicable. (Level II)7,8 
• When correcting other visual impairment (eg prescription of new 

spectacles), explain to the older person and to their family and carers 
(where appropriate) that extra care is needed while the older person 
gets used to the new visual information. (Level II)35 

• Advise older people who take part in regular outdoor activities to avoid 
bifocals or multifocals and to use single-vision distance spectacles when 
walking — especially when negotiating steps or walking in unfamiliar 
surroundings. (Level III-2)131 

• People with severe visual impairment should receive a home safety 
assessment and modification program specifically designed to prevent 
falls. (Level II)11,12 

Good practice point 
• Detailed assessment by an optometrist or orthoptist for a fall-specific 

eye examination should: 
– identify the presence of eye diseases
– calculate subjective refraction and determine optimum spectacle 

correction
– check for high-contrast visual acuity using the Snellen eye chart and 

contrast sensitivity using the Pelli–Robson test charts, the Melbourne 
Edge Test or similar

– assess visual fields using the Humphrey Field Analyser or similar
– assess depth perception.
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4.9.1  Screening vision
Vision screening should be included in multifactorial falls prevention 
interventions.34

The following strategies can be used to measure vision problems in older 
people in the community:

• Ask the older person about their vision and record any visual complaints 
and history of eye problems and eye disease.

• Check for signs of visual deterioration. These can include an inability 
to see detail in objects, or an inability to read (including avoiding reading) 
or watch television; and a propensity to spill drinks or bump into objects.

• Measure visual acuity or contrast sensitivity using a standard eye 
chart (eg Snellen eye chart) or the Melbourne Edge Test, respectively 
(see Table 4.6).

• Check for signs of visual field loss using a confrontation test (see 
Table 4.6) and refer for a full automated perimetry test by an optometrist 
or ophthalmologist if any defects are found. Large, prospective studies 
have found that falls are mostly associated with loss of field sensitivity, 
rather than loss of visual acuity and contrast sensitivity.132,133

• Arrange regular eye examinations to reduce the incidence of visual 
impairment,134 which is associated with an increased risk of falls.132

Table 4.6 outlines the characteristics of eye-screening tests.
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Table 4.6 Characteristics of eye-screening tests

Snellen eye chart (for testing visual acuity)

Description Standardised eye test of visual acuity.

Comprises a series of symbols (usually letters) in lines 
of gradually decreasing size.

Participant is asked to read the chart from a distance 
of 6 metres for standard charts (charts designed for 
shorter test distances are available; the examiner should 
check that they are using the correct working distance  
for the chart).

Charts should also be well lit and not obscured by glare 
or shadows.

Visual acuity is stated as a fraction, with 6 being 
the numerator and the last line read the denominator 
(the larger the denominator, the worse the visual acuity).

Pocket versions of Snellen charts are available for 
a clinical screen of visual acuity (these smaller charts can 
be used at a shorter distance than the standard 6 metres 
to test visual acuity).

Time needed 5 minutes

Criterion A score of 6/12 indicates visual impairment; however this 
depends on the age of the person (the cut-off score will 
decrease with increasing age).

Melbourne Edge Test (for testing contrast sensitivity)135

Description The test presents 20 circular patches containing edges 
with reducing contrast.

Correct identification of the orientation of the edges 
on the patches provides a measure of contrast sensitivity 
in decibel units, where dB = –10log10 contrast, where 
contrast defines the ratio of luminance levels of the two 
halves of the circular patch.

Time needed 5 minutes

Criterion Score of less than 18/24 indicates visual impairment; 
however this depends on the age of the person.135
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Confrontation Visual Field Test136

Description Crude test of visual fields.

Participant and examiner sit between 66 cm and 1 m 
apart at the same height, with the examiner’s back 
towards a blank wall. To test the right eye, the participant 
covers the left eye with the palm of their hand and stares 
at the examiner’s nose.

The examiner holds up both hands in the upper half 
of the field, one either side of the vertical, and each with 
either 1 or 2 fingers extended, and asks the participant, 
‘What is the total number of fingers I am holding up?’ 
The procedure is repeated for the lower half of the field 
but changing the number of fingers extended in each 
hand. The procedure is repeated for the left eye. If the 
participant incorrectly counts the number of fingers in  
the upper or lower field, the test should be repeated 
again and then recorded. If the participant moves fixation 
to view the peripheral targets, repeat the presentation.

Results are recorded as finger counting fields R√ and L√ 
if the participant correctly reports the number of fingers 
presented. For those who fail this screening, a diagram 
should be drawn to indicate in which part of the field the 
participant made an error.

Time needed 4 minutes

Criterion If the participant incorrectly reports the number of fingers 
held up in either eye, they should be referred for a full 
visual field test.

If more detailed visual assessment is needed once the older person has 
been assessed using the crude visual screening methods described above, 
or if the older person scores poorly on these tests, the general practitioner 
should refer them to an optometrist, orthoptist or ophthalmologist for 
a full vision assessment.
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4.9.2  Choosing vision interventions
When a visual deficit is identified, the older person’s GP should 
seek a diagnosis to provide interventions — including referral to an 
ophthalmologist or optometrist, as necessary.

Cataract surgery

Expedited cataract surgery is the only evidence based vision intervention 
that has shown to be effective in reducing both falls and fractures 
in older people.7,8

Compared with expedited cataract surgery, prolonged waits on lists 
for cataract surgery are associated with an increased risk of falls 
and fractures.7,8 Therefore, an occupational therapist should assess 
environmental safety to identify potential hazards, lack of equipment 
and risky behaviours that might cause falls in people with severe visual 
impairment, including those waiting for cataract surgery (see Home safety 
assessment and modification, below).

Referral to an ophthalmologist

As part of inpatient hospital care, one randomised controlled trial showed 
that falls could be reduced by a multifactorial approach that included 
referring the older person to an ophthalmologist when a new visual problem 
is detected, or if there is no known reason for poor vision.85 This could 
be applied in the community setting as well.

Also, recommend that the older person sees an optometrist if they have 
impaired visual acuity, wear spectacles that are scratched or do not fit 
comfortably, or have not had an eye examination in the past year.

Optimal prescription

If the older person wears spectacles, their GP or other member of the 
health care team may check their visual acuity with their current spectacles 
and refer them for optometric assessment if it is less than 6/7.5. However, 
caution is required in frail older people, because comprehensive vision 
assessment with appropriate treatment may increase the risk of falls (see 
Section 3.1.1).35 Large changes in refractive correction should be prescribed 
only with great care and warnings about adaptation problems, or a partial 
change in refractive correction should be made in such cases.
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Choice of spectacles

Older people may benefit from an assessment by an optometrist 
or ophthalmologist, who can provide advice on the most appropriate type 
of spectacle correction. Older people who live in the community and who 
wear bifocal or multifocal spectacle lenses when walking outside the 
home and on stairs have a decreased ability to negotiate steps safely137 
and a doubled risk of falls from tripping.131 Older people with a history 
of falls or an increased risk of falls should be advised to avoid bifocals 
or multifocals and to use single-vision distance spectacles when walking 
— especially when negotiating steps or walking in unfamiliar surroundings. 
A study also suggested telling older people who wear multifocals and 
distance single-vision spectacles to bend their heads rather than just 
lowering their eyes to look downwards to avoid postural instability.138

Home safety assessment and modification

Interventions that improve visual cues and minimise environmental hazards 
should be used, including provision of adequate lighting and contrast 
(eg by applying adhesive strips for steps, or painting the edges of pathways 
white).11,12 Occupational therapists can also provide home visits to help older 
people modify their behaviours, allowing them to live more safely in both 
the home and the external environments.139

Point of interest: mobility training 
Vision Australia specialises in safe mobility training for visually 
impaired people:
http://www.visionaustralia.org.au/ 

Case study 
Mrs J is 75 years old and badly bruised her left arm after falling over a step. 
Her general practitioner (GP) tested her vision using a standard Snellen eye 
chart and found that her visual acuity was reduced. The GP arranged for 
her to see an ophthalmologist, who diagnosed a cataract in Mrs J’s right 
eye. Within the next month, she was scheduled for cataract extraction. 
After the operation, Mrs J was pleased to notice an almost immediate 
improvement in her vision. She now feels much safer while walking 
in unfamiliar places and has not fallen since the operation. 

http://www.visionaustralia.org.au/
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4.10  Environmental considerations

Recommendations 

Assessment 
• Older people considered to be at higher risk of falling should be assessed 

by an occupational therapist for specific environmental or equipment 
needs and training to maximise safety. 

Intervention 
• Environmental review and home hazard modification should 

be considered as part of a multifactorial approach in a falls prevention 
program for older people in the community. (Level I)5 

• When conducted as a single intervention, home environment 
interventions are effective for reducing falls in high-risk older 
people. (Level I)9 

Good practice point 
• It is important to help the older person understand the relevance of any 

environmental modifications, to improve uptake of such interventions. 

4.10.1  Assessing the older person in their environment
Environmental review and modification refers to checking the older person’s 
environment for hazards that might cause them to fall, and then modifying 
or rearranging the environment to remove or minimise these hazards.

An environmental assessment should be done by a health professional 
(eg an occupational therapist) with experience and training in evaluating 
people and their environment.5 An occupational therapist can evaluate older 
people to determine their capacity to plan and perform activities of daily 
living and to meet the functional demands of the environment.140

Within the community setting, an occupational therapy-based falls 
prevention intervention should:141,142

• focus on older people who have a history of falls
• help to make the necessary environmental modifications (eg using 

follow-up telephone calls or extra home visits, as needed)
• make sure the older person understands their risk factors for falling, 

and the consequences of falling (to improve compliance)
• recognise the preferences of the older person’s family or carer and 

incorporate these into the intervention.
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Where an occupational therapist receives a referral from another 
member of the health care team and is asked to review an older person 
because of a fall or risk of falls, the occupational therapist should 
do the following:141,143

• Conduct an initial evaluation and identify the range of environments 
in which the older person lives or works, chart their daily schedule 
or routine, and identify relevant activities of daily living for assessment.

• Understand the older person’s fall experiences and their beliefs about 
what causes falls.

• Evaluate the older person’s functional status within the context of their 
home environment by checking their
– physical resources (strength, range of motion, coordination, sensation, 

balance) in functional situations, such as reaching and bending
– perceptual or cognitive function
– functional vision
– general mobility.

• Taking into account the person–environment fit, conduct a review of the 
home and outdoors environment using a validated and comprehensive 
tool, such as the Westmead Home Safety Assessment (see the point 
of interest box, below). Use the tool with the older person and together 
identify hazards, possible solutions, and develop an action plan. 
The process should enable the older person to increase their awareness 
and observation skills for identifying fall hazards in other environments. 
Consider risk-taking behaviours and encourage protective adaptations. 
For example, this may be strategies to reduce rushing to answer the phone 
or cues to remember to turn the light on at entrance ways at night.

At the end of the evaluation, the occupational therapist should provide 
a summary that identifies requirements for:

• additional safety equipment
• assistive devices and recommendations for their use
• any rearrangement of furniture
• other environmental modifications
• mobility training and safety when walking around in public places.
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Point of interest: assessment tools 
The Westmead Home Safety Assessment determines how falls history, 
risky situations, habits, behaviours and personal characteristics affect 
an individual’s safety level. It identifies 72 possible physical and 
environmental home hazards of older people at risk of falling.144 Each 
item on the assessment form is rated as a ‘hazard’ or ‘not a hazard’, 
and information on all categorised hazards are identified and summarised 
so an action plan can be developed. It should be used in conjunction with 
the manual, Home Fall Hazards,143 which outlines the evaluation approach 
to an environmental intervention in the home. 

The Falls Behavioural Scale for Older People145 is a 29-item self-reporting 
assessment tool that can be used to assess the kinds of everyday 
behaviours that can offer an older person protection from falling. It can 
also be given to the older person before a home visit to raise their 
awareness of a broader range of potential risks, and therefore contribute 
to discussion and problem solving. 

The Home Falls and Accidents Screening Tool (Home Fast), which 
was developed by Newcastle University, can be used by health care 
professionals to identify older people who have an increased risk of falling, 
refer them for a more detailed falls risk assessment, and recommend falls 
prevention interventions. See the Department of Health (State Government 
of Victoria) website for more information (http://www.health.vic.gov.au/
agedcare/maintaining/falls/providers/home/env_check.htm). 

4.10.2  Designing multifactorial interventions that include 
environmental modifications

Effective environmental interventions should incorporate modifications, 
such as:9,84,146

• ensuring adequate lighting and reducing glare
• enhancing contrast at change of flooring levels
• modifying slippery floors or steps
• reducing clutter
• using walking aids
• removing loose carpets
• fixing uneven and broken pathways.

Falls can be further minimised by using luminous toilet signs and night 
sensor lights, as part of a multifactorial falls prevention intervention.84 
Other ‘common-sense’ interventions include installing grab rails in the 
bathroom, removing leaf litter on outdoor paths, replacing or fixing 

http://www.health.vic.gov.au/agedcare/maintaining/falls/providers/home/env_check.htm
http://www.health.vic.gov.au/agedcare/maintaining/falls/providers/home/env_check.htm


66 Guidebook for Preventing Falls and Harm From Falls in Older People

4 M
anagem

ent strategies for com
m

on falls risk factors

worn mats, and ensuring that furniture and electrical cords are not 
placed in walkways.

Health care professionals or carers should discuss with older people 
if their personal belongings and furniture are to be moved. They should 
also determine the older person’s preferred sleeping arrangements.

Case study 
Mrs H, who lives alone, was recently discharged from hospital following 
a fall. Before she returned home, an occupational therapist visited Mrs H’s 
home with her and made a list of things that needed to be changed, 
to reduce Mrs H’s risk of falling again. Mrs H’s daughter worked with 
the occupational therapist to make these changes, which included 
replacing floor mats in the hallway with nonslip coverings, installing 
a railing to help Mrs H get in and out of the shower, and asking the local 
newsagent (who delivered the paper in the mornings) to throw the paper 
on to the driveway, instead of on the lawn (where the grass was slippery 
and springy). 

After Mrs H returned home, the occupational therapist discussed with her 
the importance of making these changes. She also watched Mrs H going 
about her normal activities of daily living for half a day at home, and 
together they wrote a list of ‘risky behaviours’ that might increase Mrs H’s 
risk of falling (eg using an unstable chair instead of a ladder to reach the 
top cupboard). One week later, the occupational therapist rang Mrs H to 
make sure that she was avoiding these risky behaviours. Mrs H now 
has a greatly reduced risk of falling, because she understands her own 
particular risk factors for falling, and the benefits of being involved 
in making changes. 



674 Management strategies for common falls risk factors

4 M
anagem

ent strategies for com
m

on falls risk factors

4.11  Individual surveillance and observation

Good practice points 
• Sitter programs (eg using staff or volunteers to sit with at-risk older 

people) may be useful for individual people. 
• Bed, chair or foot alarms can alert a carer that the person 

is attempting to mobilise. 
• A personal alarm, when worn, can trigger an alert that a person has 

fallen, and minimise a lie on the floor. 

• Electronic sensor monitoring systems are being developed and tested, 
but they are not likely to be available widely for some time. 

4.11.1  Education and assessment
Little research on surveillance or observation has been done in the 
community setting. The following general principles of observation and 
surveillance are based on good practice in the hospital setting, and may 
be useful in the community setting.

Older people who have a high risk of falling should be informed of their 
risk. Adapting an information brochure for the community may be helpful 
for families and informal carers to discuss falls with the older person. This 
type of information should be targeted to those older people who have the 
highest risk of falling.

A home visit by an occupational therapist — with the older person — should 
be considered, as part of discharge planning. Referral to a falls clinic may 
be useful. If the older person wants to remain in their own home, the health 
care team (eg GP, allied health staff, carers and family) should make the 
home environment as safe as possible, including setting up a monitoring 
system to minimise the time spent on the floor in the event of a fall 
(see below).

4.11.2  Sitter programs
Some hospitals and residential aged care facilities have introduced sitter 
programs.147-149 These programs use volunteers, families or paid staff to sit 
with older people who have a high risk of falling. The role of the sitter is to 
provide company for the person and to notify the appropriate personnel 
when the person wishes to undertake an activity where they may be at risk 
of falling. Sitter programs may be a viable strategy in some community 
settings, to reduce falls for selected people. However, sitter programs 
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require planning, resources, education, investment (particularly for paid 
individuals) and ongoing coordination. Sitter programs have not been 
specifically researched in the community setting, so it is not clear whether 
they would be helpful for older people living at home. Also, they may be too 
expensive for many older people and their carers or family. However, the 
older person’s GP or other member of the health care team could encourage 
the older person’s carers, family or friends to spend time sitting with the 
older person, particularly in waking hours.

4.11.3  Response systems
Response systems are usually a form of monitor, incorporating an alarm 
that sounds when a person moves or presses a button. A number 
of response systems are commercially available. A prospective cohort 
study investigated the use of alarms by people older than 90 years living 
either in their own home or within a care home. Many participants who 
lived alone owned a call alarm (70%; 57 out of 81 participants).150 Despite 
this, use of the alarm was low among older people in the community 
who fell while alone (78%; 28 out of 36 participants). Reasons for not 
using the alarm included not wearing it, wearing it but not wanting to use 
it (wanting to stay independent, fearful of being taken to hospital) and 
difficulty in activating it.

In some systems, an alarm is activated by a pressure sensor when a person 
starts to move from a bed or chair. In other systems, an alarm sounds 
when any part of a person’s body moves within a space monitored by the 
alarm. Another style of system activates when a person falls, but does 
not get up. For example, a bedside foot alarm to wake a sleeping carer 
may help to reduce the time the older person spends on the floor after 
a fall, although this has not been investigated in the community setting. 
Alternatively, a light sensor under the bed can be triggered when the older 
person steps out of bed during the night and alerts the sleeping carer.

Response systems require capital investment and rely on a third party151 
(eg the person’s carer, family, neighbour or general community) to respond 
when the alarm sounds. Alarm systems that are triggered when a person 
has fallen are not preventive. Instead, they simply report the fall after 
the event, and minimise the time spent on the floor.
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Surveillance and observation approaches are particularly useful for older 
people who forget or do not realise their limitations. Good practice involves:

• identifying those people who are at risk in the community
• assessing them in their own homes, and modifying the home environment 

and behaviour so the older person is as safe as possible
• involving their carer, family and neighbours, where possible, to provide 

additional surveillance
• encouraging them to enrol in an exercise program specifically for falls 

prevention, and undertake regular exercises either at home or in a class
• providing them with a personal alarm to use if they do fall, and ensuring 

they wear the alarm at all times (including in the shower or in bed 
— both of which are high-risk times).

Case study 
Mrs Z is 79 years old and lives by herself. Her family worry about her, 
but also know that it is important to Mrs Z that she maintains her 
independence as long as possible. Mrs Z has had three falls previously, 
all related to meal preparation. Her family have discussed with her 
strategies to reduce her risk 
of falling, including using 
a four-wheel walker with a seat 
that would allow her to carry her 
food and drinks. Her family also 
help by bringing her meals five 
times a week. Mrs Z’s neighbour 
visits her twice a week to help 
her in the kitchen. 

Mrs Z’s family has also bought 
Mrs Z a pendant alarm that 
she wears around her neck 
to activate if she has a fall 
and cannot get up. She was 
admitted to the emergency 
department of the local hospital 
after a fall. The hospital has 
put a green sticker in her case 
notes to indicate that she has 
an increased risk of falls. 
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5.1  Hip protectors

Recommendations 

Assessment 
• When assessing an older person’s need for hip protectors, the general 

practitioner or other health professional should consider the older 
person’s recent falls history, age, mobility, disability status, and whether 
they have osteoporosis or a low body mass index. 

• Assess the older person’s cognition and independence in daily living skills 
(eg dexterity in dressing) to help determine whether they will be able 
to use hip protectors. 

Intervention 
• Physiotherapists or other members of the health care team should teach 

older people and their carers how to put hip protectors on properly, 
because their effectiveness is reduced when they are not worn correctly. 
(Level II)152 

• When using hip protectors as part of a falls prevention strategy, 
the health care team or carer should check regularly that the older 
person is wearing their protectors, that the hip protectors are in the 
correct position, and that they have not stopped wearing them because 
of discomfort, inconvenience or other reasons. (Level I)153 

Note: hip protectors have not been shown to prevent hip fractures in the 
community setting. 

Good practice points 
• Hip protectors should not be relied on to reduce falls-related injuries 

in the community setting, due to problems with adherence to the correct 
use of hip protectors. However, because they offer some protection 
to older people in residential aged care, hip protectors can be considered 
in community settings as part of a strategy to minimise harm from falls, 
as long as they are worn properly and their use is monitored. 
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5.1.1  Assessing the use of hip protectors
Hip protectors are one approach to reducing the risk of hip fracture. 
They come in various styles, and are designed to absorb or disperse forces 
on the hip if a person falls on to their hip area. Hip protectors consist 
of undergarments with protective material inserted over the hip regions. 
There are three types of hip protectors:

• Soft hip protectors are made from a soft material.
• Hard hip protectors consist of a firm, curved shell, sewn or slipped into 

a pocket in a lycra undergarment, similar to underpants or bike pants.
• Adhesive hip protectors are stuck directly to the skin of the wearer.

When assessing an older person’s need for hip protectors, their general 
practitioner (GP) (or other member of the health care team) should 
consider the older person’s recent history of falls, age, level of disability, 
mobility, whether they are unsteady on their feet, and whether they have 
osteoporosis. Assessing the person’s cognition and independence in daily 
living skills (eg dexterity in dressing) may also help determine whether they 
will be able to use hip protectors. The general practitioner can use a falls 
risk-assessment tool to help decide whether someone has a high risk of hip 
fractures and therefore be considered for the use of hip protectors.

5.1.2  Wearing hip protectors
Soft hip protectors must be held in place over the greater trochanter 
of the femur if the hip protectors are to be of any benefit. Continence pads 
can be comfortably worn with soft hip protectors, but should be fitted first, 
next to the person’s skin, before the hip protectors are put on.154

Hard hip protectors are held in place over the hip by lycra undergarments 
similar to underpants or bike pants. Different sizes (small to extra large) and 
designs for men and women are available. Continence pads can be worn 
in separate pants, underneath the garments holding the hip protectors.155

5.1.3  Using hip protectors at night
There is a risk of falling and breaking the hip during the evening and night. 
If the risk is high enough to justify the use of hip protectors, and the person 
gets out of bed to go to the toilet at night, the use of hip protectors at night 
should be considered. The soft hip protectors are relatively comfortable 
when positioned correctly and can be worn more easily in bed, because 
they are less obtrusive than the hard shell protectors.155
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5.1.4  Training in hip protector use
Fitting and managing hip protectors is often the responsibility of a 
particular member of the health team — usually the community nurse 
or allied health professional. Nurses and home care workers are in a key 
position to encourage adherence with hip protectors, because they often 
help frail, older people with dressing, bathing and toileting. Nurses and 
home care workers should be given education and support for developing 
strategies to encourage adherence to the correct use of hip protectors.

Training the individual wearer may encourage older people to wear hip 
protectors correctly, by addressing any barriers that the person sees 
to wearing hip protectors, and providing precise instructions and 
demonstrations on how to wear them.156 Before the older person starts 
wearing hip protectors, the health care team and carers should discuss 
arrangements for cleaning hip protectors. Washing in domestic washing 
machines and dryers is feasible, but some hip protectors will not withstand 
commercial laundering. While self-adhesive hip protectors may be appealing 
in some instances (ie they can be worn under the older person’s own 
undergarments), it is unclear whether they can be used safely in the 
long term.

5.1.5  Cost of hip protectors
Cost of hip protectors appears to be a factor influencing uptake. 
Reimbursement by private health funds or by appliance supply schemes 
may improve this problem. It is unclear to what degree cost affects 
adherence with the longer term use of hip protectors.
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Case study 
Mr T is an 84-year-old man who lives with his 79-year-old wife in their 
own home. Recently, Mr T fell and broke his hip. Hospital tests at the time 
of the fracture also revealed that Mr T had reduced bone mineral density, 
and so was at increased risk of further fractures. Although physiotherapy 
and rehabilitation were successful and he has no physical side effects from 
his broken hip, he is scared about falling again. This means he is reluctant 
to take part in his normal activities of daily living, and has become more 
dependent on Mrs T. 

The occupational therapist, who makes regular home visits to Mr T, talked 
to him about using hip protectors, to give him more confidence when 
moving about at home. She showed him how to put it on correctly, and also 
explained that, although some studies of older people in residential care 
have shown effect in reducing hip fractures, no one really knows whether 
hip protectors are effective in the home. However, Mr T feels safer when 
wearing it, and moves around with greater confidence and steadiness. 
In turn, this reduces his risk of falling again and helps him to be more active. 

5.2  Vitamin D and calcium supplementation

Recommendations 

Assessment 
• Consider adequacy of calcium and vitamin D as part of routine 

assessment of falls risk in older people living in the community. 

Intervention 
• Vitamin D and calcium supplementation should be recommended 

as an intervention strategy to prevent falls in older people who live 
in the community, particularly if they are not exposed to the minimum 
recommended levels of sunlight. Benefits from supplementation are most 
likely to be seen in people who have vitamin D insufficiency (25(OH)D 
<50 nmol/L) or deficiency (25(OH)D <25 nmol/L). (Level I-*)15 

Good practice points 
• Encourage older people to include high calcium foods in their diet, 

and exclude foods that limit calcium absorption. 
• For older people with cognitive impairment who have problems with 

medication compliance, consider using an intermittent but high-dose 
preparation of vitamin D (that is, less frequent administration, but 
the same total dose as recommended for older people without 
cognitive impairment). 
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5.2.1  Reviewing adequacy of vitamin D and calcium
Low vitamin D levels have been associated with reduced bone mineral 
density, high bone turnover and increased risk of hip fracture.157 
Furthermore, vitamin D may prevent falls by improving muscle 
strength and psychomotor performance, independent of any other role 
in maintaining bone mineral density.30,158

One intervention that has been studied in some detail is the use 
of vitamin D for preventing falls. Several meta-analyses with different 
inclusion criteria examining the effect of vitamin D on falls in older people 
have reported conflicting results.5,30,31

The basic principles of vitamin D interventions for preventing falls are to:

• assess adequacy of vitamin D and calcium (eg using food preference 
records; food and fluid intake records; 25(OH)D blood levels; a history 
of the older person’s daily routine)

• ensure minimum sun exposure to prevent vitamin D deficiency 
(ie 5–15 minutes exposure, four to six times per week, being careful 
not to have overexposure to the sun; a vitamin D supplement of at least 
800 IU per day is recommended if sun exposure is not possible)

• consider vitamin D and calcium supplementation (for confirmed cases 
of vitamin D deficiency, supplement with 3000–5000 IU per day for 
at least one month)

• encourage older people to include foods high in calcium in their diets159

• discourage older people from consuming foods that prevent calcium 
absorption (analysis of food intake records or diet history should show 
a daily intake of calcium of 800 mg for men and 1000 mg for women).159

Case study 
Mrs S presented to her general practitioner (GP) after falling recently 
at home. She lives alone and rarely goes out. As part of her falls risk 
assessment, the GP established that Mrs S has limited exposure to sunlight 
and that her diet is neither rich in vitamin D nor calcium. The GP discussed 
the importance of both calcium and vitamin D with Mrs S. They realised 
that Mrs S is unlikely to be able to maintain adequate vitamin D levels with 
sun exposure or diet. However, she is happy to increase the calcium content 
of her diet by drinking two glasses of milk, in addition to her other dietary 
sources of calcium. Mrs S and the GP agreed that she needs oral vitamin D 
supplementation and that her calcium needs will be met by altering 
her diet. 
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5.3  Osteoporosis management

Recommendations 

Assessment 
• Older people with a history of recurrent falls should be considered for 

a bone health check. Also, older people who sustain a minimal-trauma 
fracture should be assessed for their risk of falls. 

Intervention 
• Older people with diagnosed osteoporosis or a history of low-trauma 

fractures should be offered treatment for which there is evidence 
of benefit. (Level I)160 

Good practice point 
• When using osteoporosis treatments, older people should be 

co-prescribed vitamin D with calcium. 

5.3.1  Checking bone health
Screening for osteoporosis is important for minimising falls-related injuries. 
It is important to recognise that people sustaining low-trauma fractures 
after the age of 60 years probably have osteoporosis and an increased risk 
of subsequent fracture.161 Bone densitometry and specific anti-osteoporosis 
therapy should be considered in these people. Older people with a history 
of recurrent falls should be considered for a bone health check. Also, 
people who sustain a minimal-trauma fracture should be assessed for their 
risk of falls.162
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5.3.2  Providing interventions
As discussed above, several drug treatments are available for treating 
osteoporosis in postmenopausal women, which may, in turn, reduce falls 
and associated injury. These drugs, which are considered to be the first-line 
treatment, include:

• oral or intravenous bisphosphonates in postmenopausal women who 
have low bone density160,163

• selective oestrogen receptor modulators in postmenopausal women 
with osteoporosis164

• strontium ranelate for preventing osteoporosis in postmenopausal 
women.165

However, there is a lack of data on drug treatment of osteoporosis 
in older men. Bisphosphonates can be used to reduce the risk of vertebral 
fractures and increase bone density in older men at risk of osteoporosis.166 
Bisphosphonates work best when co-prescribed with vitamin D and calcium.

For people with a history of recurrent falls, or those who have sustained 
a minimal-trauma fracture, the GP and health care team can consider 
strategies for optimising function, minimising the time spent on the 
floor after a fall, protecting bones, improving environmental safety and 
prescribing vitamin D.

Case study 
Mrs E is a 75-year-old woman who fell, fracturing her humerus (upper arm) 
while walking in her home. Specific questioning revealed she had an early 
menopause and that she rarely goes outside because she worries about 
developing skin cancer. An orthopaedic surgeon treated her fracture in the 
local hospital. The surgeon suggested that Mrs E start taking calcium and 
vitamin D, and referred her to the osteoporosis clinic.
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Good practice points 
• After the immediate follow-up of a fall, determine how and why a fall may 

have occurred and implement actions to reduce the risk of another fall. 
• It is better to ask an older person whether they remember the sensation 

of falling or whether they think that they blacked out, because many older 
people who have syncope are amnestic of the fact. 

• An in-depth analysis of the fall may be required if there has been a serious 
injury following a fall, or if a death from a fall has occurred in the presence 
of a member of the health care team. 

6.1  Immediate response to falls
The circumstances surrounding a fall are a critical part of care, because 
a fall may be the first and main indication of another underlying and 
treatable problem.167 Older people who fall are more likely to fall again,168 
and a previous fall is a strong risk factor for future falls and falls injuries.169 
All members of the health care team and older people and their families 
should be aware of what constitutes a fall (see Section 1.1 for a definition).

It is also vital that community service staff know what to do when an older 
person falls, or if a client reports a recent fall to them. Local community 
service guidelines should also include actions to follow for moving 
someone who has fallen, including when to seek assistance, and reporting 
requirements (see the checklist, below).

However, many older people who fall may not report the fall to their general 
practitioner (GP) or other health professional,170 or even to their own family. 
If a community services staff member notices signs that a fall may have 
occurred (eg unexplained bruising), they should discuss this with the older 
person, and emphasise the importance of being assessed by a health care 
professional to see whether they need treatment.
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Reporting and recording the fall is an important part of care. The following 
checklist is a guide to what should be included in a falls incident policy 
or protocol for a community service (based on good practice from the 
hospital and residential aged care settings). Depending on the background, 
training and experience of the staff member from a community service, 
the policy may primarily involve seeking assistance (eg an ambulance) 
or medical review in the first instance.

Checklist 1:  managing the older person immediately 
after a fall 

Offer basic life support and provide reassurance 
• Check for ongoing danger. 
• Check whether the older person is responsive (eg responds to verbal 

or physical stimulus). 
• Check the older person’s airways, breathing and circulation. 
• Reassure and comfort the older person.155,167 

Check for injuries 
• Conduct a preliminary assessment, including checking for level 

of consciousness and vital signs.167 
• Check for signs of injury, including abrasion, contusion, laceration, 

fracture and head injury.155,167,171 
• Within the capacity of background, training and experience of the staff 

member from a community service, assess and treat any injury, and 
initiate diagnostic and treatment interventions for contributing causes, 
or ensure medical assistance is sought.167 

Move the older person 
• Assess whether it is safe to move the older person from their position, 

and note any special considerations in moving them. Use a lifting device 
or seek help instead of trying to lift the older person alone. It may 
be appropriate to call the ambulance service. Follow appropriate service 
occupational health and safety guidelines on lifting.167 

Monitor the older person 
• Ensure ongoing monitoring of the older person, because some injuries 

may not be apparent at the time of the fall.106,155 
• Observe older people who have fallen and who are taking anticoagulants 

or antiplatelets (blood-thinning agents), because they have an increased 
risk of bleeding and intracranial haemorrhage. Older people who have 
a history of alcohol abuse may be more prone to bleeding. The older 
person’s general practitioner (GP) should be contacted and relevant 
details provided on any transfer information if an ambulance has 
been called. 
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Report the fall 
• Report all falls to the older person’s GP, even if injuries are 

not apparent.106,171 
• At the earliest opportunity, notify the person nominated to be contacted 

in case of an emergency.167,171 
• Note any details of the fall for reference in reporting the incident, 

including the older person’s description, if possible.167,171 At a minimum, 
this should include the location and time of the fall, what the older 
person was doing immediately before they fell, the mechanisms 
of the fall (eg slip, trip, overbalance, dizziness), and whether they lost 
consciousness or had a conscious collapse. 

• Complete an incident-reporting form for all falls,106,167,171,172 regardless 
of where the fall occurred, or whether the older person is injured, as per 
service guidelines. 

• Document all details in the older person’s case file (or report this 
information to the older person’s case manager at the community 
agency), including their appearance or response, evidence of injury, 
location of the fall, notification of GP and actions taken.155,171 

Discuss the fall and future risk management 
• Communicate to all relevant staff, family and carers that the older person 

has fallen and has an increased risk of falling again.171 
• Discuss the circumstances of their fall, its consequences, and actions 

planned to reduce future falling risk with the older person who fell, 
and their family. 

• Assume that once an older person has fallen, they automatically become 
at high risk of falling again until they have been assessed.155 
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6.2  Post-fall follow-up
After the fall, determine how and why a fall may have occurred and 
implement actions to reduce the risk of another fall. The checklist in the 
following box is a guide to what steps should be included in a post-fall 
follow-up (or refer to the GP or other health professional for this).

Checklist 2: post-fall follow-up 
• Investigate the cause of the fall, including assessing for delirium. 
• Review the implementation of existing falls prevention strategies, 

including standard falls prevention strategies.106,155,171 
• Undertake a falls risk assessment, because new risk factors 

may be present.106,155,171 
• Implement a targeted, individualised plan for daily care, based 

on the findings of the falls risk assessment tool. Multifactorial 
interventions should be carried out as appropriate and may include, 
but are not limited to: gait, balance and exercise programs, footwear 
review, medication review, hypotension management, environmental 
modification and cardiovascular disorder treatment.173 This will often 
involve referral to other members of the health care team. 

• Encourage the older person to resume their normal level of activity, 
because many older people are apprehensive after a fall and the fear 
of falling is a strong predictor of future falls.174 

• Consider the use of injury-prevention interventions.106,155,171 For example, 
discuss with the GP the use of hip protectors, and vitamin D and 
calcium supplementation. 

• Consider investigations for osteoporosis in the presence 
of low-trauma fractures. 

• Ensure effective communication of assessment and management 
recommendations to everyone involved.106,155,171 

6.3  Analysing the fall
An in-depth analysis of a fall is sometimes known as a root-cause 
analysis. In a hospital or residential aged care setting, where a duty of care 
exists, a root-cause analysis is always required if a fall causes death. 
Also, reporting falls is mandatory in these settings. However, if an older 
person living in the community dies because of a fall, service providers 
are not necessarily expected to conduct a root-cause analysis. The death 
certification process by the attending medical practitioner will address 
the necessary reporting requirements (eg the report to the coroner).

Each community service should have a review process in place.
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6.4  Reporting and recording falls
After a fall, it is important that all members of the older person’s health care 
team, the older person themselves, and their carer, know about the fall and 
the factors that might have caused it.

It is useful for service providers to have guidelines for reporting falls. These 
guidelines should identify the person to whom falls should be first reported 
(eg service coordinator, GP, person responsible in case of an emergency). 
The guidelines should also state clearly what level of information should 
be collected and reported, and this should be relevant to the type of service 
being provided. For example, a personal care attendant may simply report 
a fall to their service coordinator, while a community nurse may collect and 
report detailed information about a fall to the older person’s GP.

The following checklist is a guide to what items could be included.175

Checklist 3: data that may form part of falls recording 
• Demographic details of the older person (including date of birth). 
• Current and relevant diagnoses or problems. 
• Date, time and place of the fall. 
• Type of incident (eg slip, trip, bumping into or falling on an object). 
• Activity at time of the incident (eg attempting to stand, walking). 
• Whether the older person is independent or dependent on a carer or aids. 
• Steps taken previously to reduce falls risk and injury risk. 
• Any recent change in medications that might be associated with falls risk. 
• Relevant information about clothing, footwear, eyewear and mobility 

aids, used at the time of the fall. 
• Factors contributing to the incident, such as environmental conditions 

(eg floor, lighting, clutter). 
• Status after the fall (eg baseline observations, injuries). 
• Interventions to be used after the fall, and medical treatment required. 
• The older person’s perception of the fall, including description of any 

preceding sensations or symptoms and what they think could have 
prevented the fall. 

• Any witnesses to the fall. 
• Any other comments. 

To achieve the most accurate information about the fall, the description 
of the fall should also allow for free text. There should be room on the 
reporting or incident form for additional comments to be made.
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6.5  Comprehensive assessment after a fall
Older people who fall repeatedly and people prone to injurious falls 
require a comprehensive and detailed assessment.173 For a more 
detailed assessment, the older person should be referred to a specialist 
(eg geriatrician) where possible.

Older people who present for medical attention because of a fall, report 
recurrent falls in the past year, or demonstrate abnormalities of gait 
or balance should be assessed for their risk of falls.173 This assessment 
should be done by a clinician with appropriate skills and experience, 
which may require a referral to a specialist (eg geriatrician).

The falls assessment should include:173

• taking a history of fall circumstances, medications, acute or chronic 
medical problems, and mobility levels

• examining vision, gait and balance, and lower extremity joint function
• examining basic neurological function, including mental status, muscle 

strength, lower extremity peripheral nerves, proprioception, reflexes, 
and testing cortical, extrapyramidal and cerebellar function

• assessing basic cardiovascular status including heart rate and rhythm, 
postural pulse and blood pressure and, if appropriate, heart rate and 
blood pressure responses to carotid sinus stimulation.

6.6  Loss of confidence after a fall
A common but often overlooked consequence of a fall is a loss 
of confidence in walking, or fear of falling,176 which can occur even in the 
absence of any injury. In the period after a fall, the health care team should 
observe the older person who has fallen to note any change in usual activity 
that might indicate the presence of, or increase in, fear of falling. Discussion 
with the older person about any concerns about falling might also be an 
opportunity to identify the presence of fear.

In community settings, common approaches to improving loss of 
confidence or fear of falling include participation in a balance and mobility 
training exercise program, and other falls prevention activities, including 
use of hip protectors.176,177
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6.7  Falls clinics
Falls clinics are conducted by a multidisciplinary team with skills in falls 
assessment and management for people who have fallen.178 There are 
limited numbers of falls clinics available and a referral is usually required. 
Usually the falls clinic is conducted as a part of an outpatient service. 
The team usually develops an intervention strategy for the older person, 
as well as advice, education and training for the older person, their carer 
and other members of the health care team. Falls clinics can also refer the 
older person to mainstream services for ongoing management.

Falls clinics should not be the first intervention for an older person who 
has fallen, or is at risk of falling.
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