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>> Bill:  This is Bill Fertig, resource manager of the 

United Spinal Association.  Today's webinar is a 

rebroadcast of Preventing Falls in Adults with 

Disabilities with Chronic Health Conditions: What Works, 

and is cosponsored by the National Spinal Cord Injury 

Association and the American Association on Health and 

Disability, so you're in the right place and we will begin 

in a few moments. 

 

Our upcoming NSCIS would include on September 25th and 

3:00 p.m., becoming a lab rat, lessons learned from 

participating in a clinical trial with Jen French of 

neurotech network and on November 7th and 3:00 p.m. the 

webinar will be increasing access to accessible housing for 

disabled veterans in our Vets First disability policy staff 

will be presenting. 



 

Our presenters today include Barbara Kornblau.  Barbara is 

a consultant to the American Association on Health & 

Disability, a professor of occupational therapy at Florida 

A&M University, director of health learning for the 

National Blood Clot Alliance and a person with a disability 

and chronic conditions. 

 

And at the end of our webinar, Roberta Carlin, executive 

director of the American Association on Health & Disability 

will be moderating the question and answer session so 

please feel free to submit your questions at in point during 

the presentation for answering later.  Just type in your 

questions into the live control panel chat box on your 

screen for that purpose.  Barbara, if you would now begin 

your presentation. 

>> Barbara:  Thank you, Bill and welcome everybody.  And 

we apologize for those of you who were at the presentation 

last time and the sound didn't work.  Apparently half the 

people had a sound problem and half didn't so I welcome 

those who had it and I hope I can give you as much 

information as possible today.  First of all I need to tell 

you that this webinar is funded by the HHS office of Women's 

Health, and the views expressed here are not necessarily 



their views but we are -- nothing we say is an endorsement 

by the United States government. 

 

Our goals and objectives, we hope that at the end of this 

webinar you'll be able to describe factors that put women 

at risk for falling and I apologize to the men who are on 

the call.  We are also talking about men but women fall more 

than men and we're being funded by the office of women's 

health so we have to mention women in particular but you'll 

be able to explain proven steps based on the research 

studies or the evidence that people can take to prevent 

their own falls, falls of family members or the falls of 

those to whom they provide care, caregivers.  To 

facilitate and empower your own self management and 

incorporating fall prevention techniques into your daily 

lives and to explain to others the specific successful fall 

prevention techniques that apply to women with 

disabilities and chronic conditions to prevent falls.  And 

men too. 

 

Now, when we talk about evidence what are we talking about?  

I don't expect anyone to become a scientist by the end of 

this presentation but evidence ranges from low level 

evidence, things that are not considered very good 



evidence.  One of them is what we call anecdotal reporting 

and that is if I tell you that my father fell at age 96 

because he couldn't hear and he couldn't see, that's my 

story.  That's an anecdotal reporting.  If I interviewed 

5,000 caregivers and I asked them how their family member 

fell, that gets to be bettered evidence.  We move up this 

chain of evidence to systematic reviews.  Randomized 

clinical trials and systematic reviews.  Systematic 

reviews are studies of studies. 

 

So somebody looks at all the studies that are done on the 

impact of bad lighting on falls, for example, and then they 

have certain criteria, they pick the best studies that meet 

their criteria and they analyze the studies so we consider 

that the best evidence and we're going to talk about some 

systematic reviews today and when you see systematic 

reviews we think that's the best evidence, that's good 

study, that's reality. 

 

Now, there are a lot of public health implications of falls.  

Falls along older adults and particularly older women with 

chronic conditions are a public health problem.  They 

cause fractures, traumatic brain injury, decrease in 

quality of life, blood clots, increases in death, early 



death and create unnecessary pain and trauma and they are 

significant costs to individuals and society as a whole.  

And the sad thing is that most falls are preventable.  One 

of three adults 65 and over fall every year.  Two-thirds 

of them will fall again within six months.  95% of hip 

fractures are caused by falls.  One in five people with hip 

fractures die within a year.  Men are more likely to die 

from falls.  Fractures are two times as high in women than 

men.  And falls is the leading cause of death among people 

65 and older.  They're the most common cause of hospital 

admissions, they interfere with independent living and if 

you fall you're most likely to end up in a long-term care 

facility. 

 

70% of emergency room visits among persons 65 and older in 

2010 were related to falls and the injuries with the highest 

cost for patients treated in the emergency and then with 

admission are falls.  It's $9.2 million followed by motor 

vehicle accidents at 5.1 and poisoning at 1.8 so it's a cost 

of $30 billion in direct medical costs in 2010 and by 2020 

it's expected to be close to 55 billion that most of that 

money comes from Medicare. 

 

So who is at risk for falls?  We know that women fall more 



than men so they're at risk.  People who are old are, as 

you get older are more at risk.  People who live alone.  

People who lack physical activity.  According to the 

Office on Women's Health nationwide between 18.4 and 51.2% 

of women 18 and older report participating in no leisure 

physical activities.  People who have fallen before or at 

risk.  People with disabilities, gait and balance 

problems, am pore and walking devices are at risk, people 

with cognitive impairments, depression, people who have 

had a stroke, dizziness and vertigo, urinary incontinence 

and other chronic conditions are at risk.  There have been 

studies that show that anti-diabetes medication is 

associated with falls. 

 

Now, vision problems are associated with falls and I wanted 

to point out some of these medications because you may be 

on them and you may not realize that they cause blurry 

vision so arrhythmia drugs can cause blurred vision and 

blue-green halos.  Antimalarial drugs.  You may say why 

are we talking about antimalarial.  They're used to treat 

lupus.  Aralen and Plaquenil can cause them.  If you're on 

drugs for erectile dysfunction, these can cause temporary 

problems like blurred vision and light sensitivity or blue 

tinges on the edges.  Phenothiazines which treats 



schizophrenia, nausea and pain, examples of those are 

Compazine and thorazine, and they it cause difficulty 

seeing at night.  Tamoxifen, used to treat breast cancer, 

can lead to blurred vision and changes in cataracts and in 

rare cases, changes to the retina and cornea. 

 

Why are we talking about older adults?  When I talked about 

evidence at the beginning and what the journals and the 

literature says most of the evidence is on older adults and 

the most -- the strongest systematic review, remember we 

talked about that being at the highest left of evidence in 

this area is a review of older adults and falls and we're 

going to be talking about that.  What about people with 

disabilities and chronic conditions?  There isn't a whole 

lot in the literature on falls among this group and when 

we talk about falls in general, the need for fall prevention 

as a public health condition, people with chronic 

conditions under 65 are not really mentioned and they 

should be and here's why.  Here's some of the evidence that 

we have.  I'm going to go through different disability 

groups.  I normally like to think about disability in terms 

of the international classification of function but the 

studies are by diagnosis, by disability categories so 

that's how I'm going to discuss it. 



 

So in the study of risks and falls in fact there's four 

people with intellectual disabilities, they looked at 

1,515 adults and they found that nearly 25% of them reported 

to have had one or more falls in the last 12 months.  The 

prevalence of falls increased as people got older and these 

factors were risk factors for falls, being female, having 

arthritis, having a seizure disorder, taking more than four 

medications, using walking aids or assisted canes, 

walkers, et cetera and having difficulty living and 

carrying greater than ten pounds so if people had these 

risk factors they were more likely to fall. 

 

An Australian study found that 34% of their participants 

reported a fall within the previous 12 months and a number 

of them reported formal care, nursing home, some sort of 

institutional care and community dwellers so it's not 

different in the ID population.  Falls among people with 

ID occur at younger ages.  A Scottish study showed they 

found a higher rate of injuries and falls in people with 

ID.  They followed them for 12 months, 511 community 

dwellers followed for 12 months and they found a predicted 

part was urinary incontinence.  If you had trouble 

controlling your urine you were more predicted to fall.  



They also found if you had down syndrome that reduced risk.  

Very interesting very factors sump as increasing age, 

taking multiple medications and fear of falling were not 

relevant, not factors in this study.  They did not increase 

people's likelihood to fall. 

 

There was a systematic review done.  Remember this is the 

highest level of evidence.  They only found seven articles 

that meted their review criteria.  They found up to 57 of 

people with ID experienced a fall.  The risk factors in 

this study may include age, impaired mobility, epilepsy and 

behavioral problems but they also found there was very 

little evidence for the intervention strategies there was 

a lack of evidence for how to manage falls in this 

population but in spite of that they said we can reduce 

injuries by affecting environmental factors like grab 

bars, like steps, throw rugs, et cetera and that exercise 

for gait, balance and strength and medical management is 

also important. 

 

Now hearing loss, this just came out, Johns Hopkins 

announced the study recently.  They look at 2017 adults 

between 40 and 69 years old, gave them hearing tests and 

they had a fall history and they found that people with a 



mild hearing loss, just a mild hearing loss of 25 decibels 

were nearly three times more likely to have fallen and every 

additional ten decibels of hearing loss increased the 

chances of falling by 1.4 x times.  Even when they 

accounted for other factors linked to falling like age, 

sex, characteristic disease and vestibular function or 

whether you're dizzy or not, the results were still the same 

so hearing loss is a factor. 

 

Now, what about wheelchair users and falls.  I'm 

embarrassed to say I have to talk to you about a study done 

in 1994 because there not a lot of literature in this area.  

However this 1994 study came up with some interesting 

results.  They had 511 people respond to a mailed survey.  

57.4 reported completing tipping over their falling from 

their wheelchairs and 66% were tipped.  Of the tipped 46% 

were in forwards, 29% were backwards and 24% were sideways.  

Many of them were outdoors or on a ramp.  I like to think 

perhaps since 1994 that study was done in Canada, maybe ours 

in United States are better but I know as a scooter user 

that's not necessarily true. 

 

Of the 292 injuries that were reported in this study, most 

were minor, abrasions, contusions, sprains, cuts but of the 



15.8% that were serious, the most common reports were 

fractures and concussions came next.  Factors that were 

associated with an increased risk of accidents and among 

people who were wheelchair users was the younger age, 

here's where the men come in, male gender, higher risk.  

Paraplegia, spina bifida is the reason for wheelchair use, 

having had a wheelchair prescribed, some wheelchair 

features like is it light weight, do you have a knapsack, 

daily use of a wheelchair, propelling the chair with both 

hands, the use of a wheelchair for recreation and the use 

of a sideways transfer without a transfer board or repairs 

themselves or having them down by a deal are.  Factors that 

decreased the risk were multiple sclerosis, stroke or 

arthritis and attend propel the wheelchair and the use of 

one person for assists for transfers.  The bottom line is 

tips and falls are common for wheelchair users that serious 

injuries are not unusual and there is a pattern of risk.   

 

And I'm going to add to this, this isn't the evidence but 

I'm just telling you I think that we have enough to show 

that when we talk about falls in the population we need to 

talk about falls among wheelchair users. 

 

Now, the same folks -- some of the same folks that did that 



study in 1995 from Canada analyzed 18 years of U.S. FDA 

federal drug administration database of reported adverse 

wheelchair events.  They looked at 615 incidents and they 

found that the most incidents occurred in schoolers, 52.8%, 

most falls.  Power wheelchairs was 24.6% followed by 

manual wheelchairs with 22.6.  Transfers were involved in 

24 of the recorded accidents with sit to stand transfers 

being the most common at 65%, manual wheelchairs were 

involved in 56.5% of those accidents and scooters were 

39.1. 

 

Now, they looked at a way of grouping the reasons for falls 

and they found four contributing factors, sometimes there 

was overlap.  Engineering was 60.5% and that was like the 

design of the wheelchair, environmental things, like ramps 

and that was 25.4%, factors of the occupant, 96.6%, that 

means like the occupant didn't lock the chair or the 

occupant didn't have a dealt on or the complete darkness 

pant was leaning or doing something and four were system 

problems, at 4.6% these were repairs or user training or 

improper wheelchair prescription.  This study found that 

forward tips were the most common in incidents with manual 

or powered chairs and sideways tips were the most common 

in scooters. 



 

Now, there's also a study that points to the importance of 

home modifications if you're a wheelchair user.  This 

analysis shows in a followup in six to 18 months a survey 

of 525 community dwelling wheelchair users that 37.9% fell 

at least once in the past 12 months and that 17.7% of the 

fall related injuries, 46.7% of the fallers had injuries.  

And they found that -- in this study they looked at five 

factors, five different types of home modifications that 

would help female like grab bars, and they found that the 

presence of any one of them was associated with a lower 

prevalence of injuries with lower injuries.  They also 

found that a lot of people didn't have any of those, any 

of the five in their homes.  So they concluded that the 

factors associated with increased odds of a fall-related 

injury included the use of other mobility aids, reliance 

on multiple helpers and getting outside on a daily basis. 

 

Now, this study, the VA does wonderful studies on all kinds 

of things and this was veterans with spinal cord injuries 

what they did is they followed 659 subjects for a year and 

looked at their falls, and 204 participants or 31% reported 

553 fall events.  95 subjects or 14% were injured as a 

result of those wheelchair falls and they identified six 



risk factors that were significant for falls or that 

occurred in falls and that's pain in the previous two 

months, alcohol abuse, greater motor function, history of 

previous falls, fewer years post spinal cord injury and a 

shorter length of the wheelchair, so those were the factors 

associated with falls then they also looked at the factors 

that predicted injurious calls and that was pain in 

previous two months, greater motor function, history of 

previous falls and then they added to that inaccessible 

home entrance and this study was from 2010 so it's more 

recent. 

 

Then there was a study of 2006 of wheelchair injuries 

treated in the emergency and they analyzed data from a 

national database and they found that in 2003 more than 

100,000 wheelchair related injuries were treated in 

emergencies in the U.S. which was twice as much as the 

number reported in 1991, that tips and falls accounted for 

65 to 80% of the injuries across all age groups of 

wheelchair users, but interestingly most children's 

injuries occurred outside of homes or institutions or 

hospitals so outside of living areas, in environments with 

stairs, ramps and curbs, that's 57.3% of them.  However, 

in adults, adult injuries were more likely to occur where 



people live, in homes, hospitals and institutions, between 

45 to 90% of them.  And the leading cause of injuries for 

all were tips and falls. 

 

They found potential risk factors in four categories.  

They also used that kind of matrix that was used in the 

earlier study, engineering factors were manual versus 

power wheelchair, wheelchair occupant restraint system, 

wheel locks.  Characteristics of were age, sex and type of 

disability.  Physical environment, uneven terrain or 

modifications and they changed the last one to social 

environment, user's activities, inappropriate 

prescription by health care and inadequate maintenance, 

and they looked at interventions and they found that 

interventions that modify any factor may reduce the risk 

of slips and falls and therefore reduce the risk of 

wheelchair related injuries. 

 

Now, there's a study that looked at whether chronic 

conditions were a factor or multiple medications so this 

was a British study and they looked at 4,286 women from 60 

to 79 and they found that the prevalence of falling 

increased with the increasing of simultaneous occurring 

chronic conditions.  So your risk of falling go up if you 



have more chronic conditions and they were 

associated -- the ones that were associated with an 

increased odds of falling that they looked at were 

circulatory disease, chronic obstructive pulmonary 

disease, depression or arthritis.  They increase the risk 

of falls because if you get dizzy, or reduced physical 

activity. 

 

Now, switching over to MS and falls.  This study looked at 

almost 1,100 people from the multiple sclerosis registry 

and they found that 52.2% of them had reported falls in the 

past six months and the factors associated with the 

increased risk of falls among this population was being 

male, the fear of falling, the variable or deteriorating 

MS status in the past year, the never or occasional use of 

a wheelchair, problems with balance or mobility, poor 

concentration or forgetfulness and here we go again with 

incontinence.  Bladder incontinence seems to be something 

that we see in several areas. 

 

A British observational study found that 52.7% of people 

with MS reported -- who reported more than two falls had 

continence issues, previous fall history and use of 

prescribed medication.  Those were all associated with the 



risk of being a faller.  And they defined a faller as more 

than two falls. 

 

Now, this was very interesting.  A VA study compared female 

veterans with MS and female veterans without MS and this 

is the first time that a study like this was done and they 

found that female veterans with MS had a three times higher 

fall rate of injurious falls where they got hurt than female 

veterans without MS.  And interestingly this wasn't true 

with male veterans when compared with and without MS so it 

kind of questions whether being male is a risk or not. 

 

Now, this takes us to another study that was a systematic 

review and a meta-analysis.  Again, these are all studies 

of other studies.  And they found eight studies that met 

that criteria and they concluded they found 18 different 

risk factors from these studies and the meta-analysis 

demonstrated an increase in fall associated -- fall risk 

associated with impairments of balance and cognition, 

the -- having progressive MS and the use of a mobility aid.  

And their conclusion and I have to say that this was the 

conclusion in every study with people with disabilities and 

chronic conditions was that we need more research. 

 



What about neuromuscular disorders?  People with and 

without neuromuscular disorders were followed over time 

and this includes stroke, Parkinson's, there might have 

been MS in this group as well but all neuromuscular 

disorders, and people with muscular disorders fell more.  

They had one group with neuromuscular disorders that they 

followed and one without and the one with had 27% falls 

versus 5% without neuromuscular disorders.  The falls 

caused injuries, fear of falling and reduced activities. 

 

Here are when Parkinson's studies.  People with 

Parkinson's disease fall and there are many factors 

associated with falls in the general population that are 

also associated with Parkinson's but fallers were more 

likely to be depressed and anxious than non-fallers and 

they were more likely to have a greater disease severity.  

And the conclusion in this study was that disease-specific 

factors, factors specific to having Parkinson's disease 

contribute to the increased risk. 

 

Another study of Parkinson's found predictive factors for 

falls so that if you've fallen previously, if you've lost 

your arm swing.  When we walk we swing our arms.  People 

with Parkinson's lose that.  How many years you've had that 



increase that, dementia, these are all factors that 

increase falls in people with Parkinson's. 

 

Okay, so I've given you an overview of what we know about 

people with disabilities as a population and some general 

themes.  Now, this is the big study that's been done on 

community dwelling elders, preventing falls in community 

dwelling elders and just about everything you see is based 

on this study.  Why?  This is a systematic review of 159 

studies so they looked at 159 randomized control trials 

which is like the highest level of evidence under systemic 

review so they took all of this very good evidence that 

included almost 80,000 participants in these 159 studies 

and they reviewed it and they published this in the cock 

ran database of systematic reviews.  Whenever you see that 

you knows that very good evidence of whatever point you're 

trying to paining.   

 

So what are the intervention that reduced falls?  These 

work in the elderly.  Group home-based exercise programs 

usually contained some balance and strength training 

exercises, Tai Chi, believe it or not, multi-factorial 

intervention that look at individual's risk of falling and 

then carry out treatment or arrange for referred for 



someone to intervene.  This reduces the number of falls 

among community dwellers.  Why am I -- let me take a side 

break.   

 

Why am I talking about the stuff with the elders?  You 

should start to see at this point that what they're saying 

works are some of the things that have been recommended in 

the studies that have been done with people with 

disabilities so I'm making a little bit of an inferential 

leap here saying that well, we've got all these studies that 

say balance is an issue and activity level is an issue and 

now we're looking at what we any works in elders and we're 

saying hmm, some of these are the same thing so these 

probably work.  But we need more studies.  This is what we 

can do in the meantime until we get that research done. 

 

What works in the home safety area?  Again, from this 

systematic review.  Intervention to improve home safety 

appear to be effective especially in people at higher risks 

for falls when carried out by occupational therapists.  

That's right from the article.  I am an occupational 

therapist and the past president of the national 

association but I'm not the -- I'm not prejudiced by this.  

That's from the literature. 



 

Anti-slip shoe devices worn in icy conditions can help 

reduce falls.  Taking vitamin D supplements don't appear 

to reduce falls but they do in those that have lower vitamin 

D levels in the blood before treatment or at risk for 

osteoporosis and I do want to point out there is literature 

that shows that people with intellectual disabilities, 

wheelchair users and a lot of other disability groups, 

people with arthritis that they are at risk for 

osteo0 porosis so that may help lower the risk of falls.  

And why is that?  Sometimes -- there's been some talk about 

we're for the sure when people fall they often break a hip.  

We're not sure if the hip breaks and then you fall or if 

you fall and then you break the hip.  But if your bones are 

stronger and you do fall then hopefully you will lessen your 

chance of fractures. 

 

Medication issues, what works?  Some medications increase 

the risk of falling and in the systematic review three 

trials mailed to reduce the number of falls by reviewing 

and adjusting medications.  A fourth trial involved family 

physicians and their patients in medication review, they 

found that that was effective in reducing falls.  They also 

found that gradual withdrawal of a particular type of drug 



for improving sleep, reducing anxiety and treating 

depression, some of the psychotropic medicine have been 

shown to reduce falls. 

 

What about medical intervention?  Well, we know that 

cataract surgery reduces falls in women if they have the 

operation on the first affected eye.  And insertion of a 

pacemaker can reduce falls in people with falls associated 

with heart problems where you have a sudden change in heart 

rate and blood pressure. 

 

What works on foot and pain and what did education.  In 

people with disabling foot pain, and that's a quote, that's 

not my language, the addition of a footwear assessment, 

orthotics, customized insoles, foot and ankle exercises 

and regular podiatry reduced the number of falls but not 

the number of people falling so it was like repeat falls. 

 

And ironically the evidence relating to provision of 

educational materials alone for fall prevention is 

inconclusive. 

 

So if you just sit and teach people, that's not necessarily 

going to be enough.  You have to change behaviors and 



actions.  So there are some evidence-based programs, there 

are programs that are out there that are based on this 

systematic review and studies that were based on the 

systematic review so there's a program called a matter of 

balance and this is program is designed to review the risk 

of falling and increased activity levels which are two risk 

factors.   

 

The problem with this for some of those, you know, people 

with disabilities and chronic conditions and the 

disability population in general you have to be 60 or older, 

so we may be younger.  You have to be ambulatory.  You have 

to be able to walk and you have to be able to problem solve 

so that may knock out some of our folks in the disability 

and chronic conditions community.  Now, the reference 

you -- this will be archived on the -- the two organization 

sites so if you download it you'll be able to see references 

to where you can find more information on these.  And all 

of the references that I've included.  The Otago, I don't 

know how to pronounce that, program was developed in New 

Zealand and this is for people who have fallen in the last 

year, have muscle weakens on or balance problems, live in 

the community and can walk with or without a walking aid 

so again, this may not work for some of you. 



 

Stepping On is for older adults who live on their own or 

independent apartment and they can walk without the help 

of another person, they're cognitively in fact and they 

understand the language being used by the leader.  So what 

can you or caregivers do to prevent falls among people with 

disabilities and chronic conditions?  Well, first of all, 

get moving.  There's in the systematic review, it's also 

in the studies that we've looked at what the risk factors 

are among various disability populations so exercise and 

increase your activity.  I'll show you a little bit where 

you can get more information on that in a minute.  View your 

pharmacist and primary care providers, your PPC as a member 

of your health care team.  Discuss your medication with a 

pharmacist.  You know, when you get your medication you 

sign something saying I had counseling from my pharmacist.  

It's a law, they make you do that.  Well, take advantage 

of that.  We just usually sign it.  Once a year bring all 

your medicine in a paper bag to the pharmacist and say okay 

I've signed this every month for counseling now I want my 

counseling and ask them, you know, do these increase my risk 

of falls, how do they react with each other.  Tell your 

primary care provider if you have fallen, ask for referrals 

for occupational therapy for home modifications and start 



by checking out your home with the safety checklist from 

comes from the CDC.  It looks for things like are there 

cords exposed that you might trip are, are there scatter 

rugs that you might trip over, is the lighting okay, can 

you see the steps when you walk down the steps.  Maybe you 

need to put bright tape on the end so it gives you a starting 

point before you get an occupational care evaluation.  

This is good for caregivers as well to start checking these 

things out.  A lot of these tips are good for anyone.  You 

don't have to have be an older person or have a chronic 

condition to trip over a cord that shouldn't be in your 

walkway.  Get your vision and hearing checked and glasses 

and hearing aids if you need them. 

 

Now, if you're a wheelchair or a scooter user I can't stress 

enough that you are an expert on how you transfer and make 

sure that everyone knows that.  You lead the transfer.  

This is not from the literature, this is from my experience, 

I apologize and it's also from the -- there's a reference 

at the bottom here that I recommend looking at for dealing 

with your wheelchair and how you relate to your wheelchair.  

But, you know, you know how you transfer.  If someone comes 

in and tries to change that, that's going to increase your 

chances of falling.  Turn off power chairs and scooters 



when not in use, especially when going up and down, getting 

onto a bus or something.  Don't remove parts like the 

anti-tip features.  Don't add things that throw weight 

off.  I do this all the time, I confess, I have a backpack 

on the back of mine and it's bad.  It's not a good thing 

to do.  Don't take risks.  If you think you're not going 

make it, don't go up that ramp. 

 

Exercise programs for people with disabilities and chronic 

conditions.  The National Center on Physical Health, 

Physical Activity and Disability, which again you can get 

a copy of this and you'll have the reference, they have a 

free personalized nutrition and exercise program they'll 

create for you and I'll show you the screenshot.  There's 

another program I saw online by David Lyons, how do you 

exercise in a wheelchair.  He may not be an official 

athletic trainer, he's a personal trainer and he has MS.  

He's put together a program that's not evidence based.  The 

one from National Center on Health, Physical Activities and 

Disability they're looking for what is the best thing and 

have done a lot of research.  Here is the national center, 

NCHPAD, you can sign up for 14 weeks personalized exercise 

and nutrition program and, you know, there is some 

testimonials from people with various disabilities and 



this is, you know -- you can't get better than a free 

personalized program. 

 

And then this is David Lyons and again these references are 

at the end of the presentation if you download it.  This 

is how do you exercise in a wheelchair and he has a bunch 

of different exercises that he shows you how to do. 

 

So where are we for future research and promotion?  You 

know, as I mentioned we really need more research in the 

area of disabilities and somehow we need to convince the 

rest of the world that when they talk about falls it's not 

just in the elderly, that there are other people, I can't 

believe in the middle of this my computer wants to do a 

download.  Please forgive me.  That, you know, we need to 

be included, people with disabilities and chronic 

conditions need to be studied.  We're falling and there are 

ways to prevent those falls.  We need the research.  So 

what's happening now?  PCORI, the Patient Centered 

Outcomes Research Institute which is funded by the 

Affordable Care Act, they have as one of their priorities 

to study falls in the evidently and they've partnered with 

the National Institutes of Health and PCORI is providing 

$30 million for research to be administered by the National 



Institutes of Aging and that letter of intent is due 

October 13th with the final applications due November 13th 

so that's coming up.  And, you know, if I can put in a 

shameless commercial for whoever is doing that if you could 

please include a component, I'm looking at people with 

disabilities and chronic conditions because they do age too 

so maybe, you know, that group aging, I don't know if it 

will, you know, maybe in PCORI folks are listening and NIH 

if you can acknowledge that this is a problem and that 

people with disabilities and chronic conditions need to be 

studied. 

 

And then I want to put in a plug for the National Council 

on Aging.  They have a congressional decree that fall 

prevention awareness day is September 22nd which is the 

first day of fall, and there are a whole bunch of programs 

if you go to their website that you can find out that are 

being done around the country and I'm going to turn this 

over to Roberta now for questions and this is my contact 

information and feel free to send me questions if we don't 

get to them or if you need resources.  Roberta?  

>> Moderator:  Okay, thank you Barbara.  Great 

presentation.  Great presentation earlier this week and 

great presentation again today so thank you very much.  



Alrighty, let me start, we certainly don't have as many 

questions as last week or earlier this week but we have some 

good ones here.  So the first one comes in from a listening 

who it appears they have some questions about how you define 

a fall, does a fall mean that a person was actually hurt 

from the fall and are they then counted into the data or 

if somebody fainted and fell, does that -- does that 

activity fall into the data when the researchers are 

collecting data for falls.  So I guess the question is how 

is a fall defined? 

>> Barbara:  Sure.  A fall, several of the studies I looked 

at define a fall as making contact with the ground and not 

having, you know, control and I think what's important is 

the distinction between a fall and an injurious fall.  So 

there are falls and then there are falls where people get 

hurt and I think that's the important distinction so I don't 

know that, you know, based on the same thing might be 

included as a fall and I think probably moving that forward 

I think it would be because they're talking about when they 

say that people who get pace makers that they fall less, 

that's sort of like the same thing.  Your blood pressure 

goes down if you don't have the pace maker and you get dizzy 

and you kind of pass out so that's probably included as a 

fall but again, the important take away is falls versus 



injurious falls.  

>> Moderator:  Okay.  Thank you.  Okay, next question is 

if you feel that you are at risk for falling, which health 

care professional should you seek out for services? 

>> Barbara:  Well, if you're at risk for falling, I think 

you need to find out why you're at risk for falling because 

that will make a difference.  It may be that if you're at 

risk from falling for medication it may be you want to talk 

to your healthcare provider.  If it's because of balance 

or gait you my want to talk is to your physical therapist.  

If you're at risk for falling because of conditions at your 

home, getting in and out of the bathtub, you may want to 

consult with an occupational therapist.  If it's something 

medically that can be fixed, again the eye example, you may 

want to go to someone dealing with medicine, you know, a 

physician.  There are circumstances where you'll go to 

nursing to try and figure out how you can do things, you 

know, when to take your medicine and some of the other self 

management thing that might fall within the nurse realm so 

it really depends why you're falling.  And if you want to 

find out why you're falling, you know, you can go to some 

geriatricians, but if in your not an older folk I would go 

to an OT or a PT because I think they relate maybe to 

function.  Also if you have a nurse practitioner that you 



know.  I just find that physicians don't always have the 

time to spend with you to ask all the questions and I find 

that nurse practitioners do so if you know why you're 

falling it might give you someone to go to if you don't I 

would start with nurse practitioner or PT, OP. 

>> Moderator:  I guess that question leads to this 

question.  Does insurance cover fall therapy as a 

preventative measure and is there a difference between 

Medicare and private insurance? 

>> Barbara:  Well, under the Affordable Care Act, new plans 

are supposed to cover prevention and, you know, it gets a 

little technical on what's a new plan, what's not a new 

plan.  Medicare is supposed to cover -- and Medicaid are 

now supposed to cover prevention so fall prevention is a 

prevention and should be covered, you know, under the 

new -- under ACA, under the affordable care, the Obamacare.  

If you have an old plan some of them may cover prevention 

and some of them there may be a way to write this up, if 

you're having weakens, if you're dizzy, your primary care 

provider may be able to write it up in a way that it will 

get covered, that you're getting treatment for weakens or, 

you know, whatever the diagnosis is but under the modern 

contemporary plan, Affordable Care Act, it is covered. 

>> Moderator:  Okay, great, and that was actually the next 



question is, under the Affordable Care Act will fall 

prevention be covered. 

>> Barbara:  I do want to point out that under the 

Affordable Care Act it doesn't cover, remember when the 

president ran for election he said if you like the plan you 

have then you get to keep it so those plans may not cover 

prevention so I just, you know, want to point fought it's 

a new plan, it will cover it.  There's something called 

grandfather plan that's very complicated but just if you 

understand that if you're keeping what you had, it may not 

be covered but if it's new plans, the ones on the ex changes, 

Medicare, Medicaid, it will be covered. 

>> Moderator:  Okay.  Do hospitals typically do discharge 

planning for seniors for the he would are population or 

people with disabilities when they're discharged about the 

risks of falling, is there -- have you seen that in your 

research? 

>> Barbara:  I haven't seen it in my research but I can tell 

you from my experience that if people are coming out of a 

rehabilitation unit then usually the occupational 

therapist and/or physical therapist will do a home 

assessment to see what they need in their home.  It's not 

routinely done for others.  However, recently Medicare has 

said that if people are returned to the hospital within a 



few days of discharge, within a certain number of days, then 

we're not going to pay you for that return visit.  So I have 

a feeling that going forward we're probably going to see 

hospitals spending more time on that because they don't 

want people going home and falling and ending up back in 

the hospital.  

>> Moderator:  Right.  That makes so much sense just in 

terms of prevention and if there's just a higher level of 

training.  And the home assessment certainly would make 

sense. 

>> Barbara:  Absolutely.  

>> Moderator:  Okay.  The next question is an individual 

writes in and wants to know, sometimes when she's bending 

or doing something she knows she's going to fall but she 

can't stop it and do you have any techniques that you might 

recommend to stop a fall that you know is only a matter of 

a few seconds away? 

>> Barbara:  Well, there -- you can learn how to fall.  I 

mean, there are ways to fall that are a little safer than 

others and that might be something that a physical 

therapist can teach you.  Some occupational therapists 

might also be able to teach that.  I would go to a PT.  But 

I know I teach people how to -- I teach professionals how 

to, you know, lower someone to the ground.  There's ways 



to learn how to lower yourself to the ground in the safest 

way.  I can't really describe it over the phone but it's 

certainly something that if you've fallen before that it's 

well worth getting a physical therapy visit to learn how 

to do that. 

>> Moderator:  Okay.  Can you explain again how a person 

on this webinar who wants to visit either a PT or an ET would 

go about that?  Would they go to their general 

practitioner?  I know you mentioned that depending upon 

the reason that you fall would depend upon the type of 

professional that -- whose services you would utilize but 

what if you just feel that you're more high risk for falling 

and would like to just get some balance training or just 

kind of talk to an OT or a PT, can you do that can you just 

look them up in the phone book or look to see who's on your 

plan or do you typically need to have a referral? 

>> Barbara:  Okay.  There are a couple of routes to go.  In 

some states you can go directly to a PT or an OT and they 

can see you without a prescription but you can't bill your 

insurance because all insurance requires that you have a 

prescription from a physician.  So if you're going for one 

visit and you're willing to pay and you're in those states, 

you can call a PT and say, you know, I want to come in for 

an assessment for balance or balance training, do you have 



direct access, do I need a prescription?  So that's kind 

of if you're willing to pay. 

 

If you want your insurance to pay you have to get a 

prescription and in most states that has to be from either 

a, you know -- from a primary care provider or it could be 

a secondary care provider like an orthopedist or whatever 

about it has to be from a physician.  In some states it's 

become to be from a nurse practitioner.  It's becoming 

acceptable to come from a physician's assistant or nurse 

practitioner.  Under the Affordable Care Act under 

Medicare you're entitled to an annul physical and a 

wellness visit so you can go and say I have bad balance, 

I'm at risk for falls, can you refer me to balance training 

or refer me to PT or OT for a fall assessment so that's your 

route.  If you're willing to pay yourself you can call and 

find out if your state allows OTs and PTs to see you without 

a prescription and you're paying yourself.  If you're 

getting reimbursed, all the carriers, everybody who 

reimburses requires a prescription so you've got to go to 

a Prucare mayor care provider or a secondary care provider 

first 

>> Moderator:  Okay, thank you.  We have one more question 

so if anybody has any questions I encourage you to send your 



questions ASAP.  The last question is asking again just for 

the two organizational sites and for American association 

on health and disability it's www.aahd.us.  For United 

Spinal it's www.unitedspinal.org and I will again remind 

all of our listeners that the presentation from today and 

from earlier in the week will be archived on both of the 

sites as well as the PowerPoints and the transcription. 

 

So that looks like that's about it in terms of questions.  

Barbara, do you have any final comments? 

>> Barbara:  Well, I want to thank everyone for coming and 

apologize again for technical difficulties.  You know, 

technology is great when it works.  If you think of any 

questions or you want resources after this, please feel 

free to contact me at my e-mail address and I hope you all 

go out there and prevent everybody and yourselves from 

falling and thank you.  

>> Moderator:  Alrighty.  Well, that concludes the 

webinar for today.  Would like to thank United Spinal and 

thank Barbara Kornblau.  And again, if you are interested 

in learning more about falls, please contact Barbara or 

contact myself at AAHD or Bill Fertig at unitedspinal.org.  

All of the websites again are on the PowerPoint.  And 

again, congratulations to the National Council on Aging for 



their success in getting their proclamation approved.  

Alrighty, everybody have a nice weekend and thank you very 

much. 

>> Bill:  On behalf of National Spinal Cord Injury 

Association I also would like to thank Barbara Kornblau for 

your detailed webinar on fall prevention today.  Thank 

you, Barbara.  And also thank you to Roberta for your 

modification of questions and answers.  And for your work 

along with us in sponsoring this webinar.  Thank you very 

much.  

 

(End of webinar)  
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