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Objectives 

• Burden & impact of falls 

• Development of STEADI 

• STEADI tool kit materials 



Introduction 

• 30-35% of people 65+ fall each year1 

• Those who fall are 2-3 times more likely to 
fall again2 

• 1 in 5 falls causes a serious injury3 

__________ 
 

1. Tromp, J Clinical Epi, 2001. 
2. Tinetti, New Eng J Med, 1988; Teno, JAGS,1990 
3. Sterling, J Trauma-Inj Infection & Critical Care, 2001 
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Leading Causes of Death from Injuries Among 
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NCHS, Vital Records, 2010 

Total = 41,300 deaths 

21,649 falls 



Trends in Age-Adjusted Fall Death Rates,  
Men & Women 65+, 2000-2010 
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Men 64% 

Women 84% 



0 1,000,000 2,000,000

Unspecified

Other

Bite/Sting

Poisoning

Cut/Pierce

Motor Vehicle-Occupant

Struck by/Against

Falls

Number of Injuries 

Leading Causes of Nonfatal Injuries  
Among People 65+, 2010 

__________ 

NCHS, WISQARS, 2010 

Total = 3.7 million injuries 

2.3 million falls 



Nonfatal Fall Injury Rates by Sex & Age, 2010 
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NEISS-AIP, 2010 



Economic Impact  

Cost of fall injuries among people 65+ 

Adjusted for inflation = $30 billion 

• Fatal falls: $0.3 billion 

• Nonfatal injuries: $29.9 billion 

___________ 

Stevens JA, Inj Prev, 2006 

 



Fall Risk Factors 

• Biological 

• Behavioral 

• Environmental 



Modifiable Risk Factors 

     Biological 
• Leg weakness 
• Mobility problems 
• Problems w balance 
• Poor vision 

 

       
• Psychoactive meds 
• 4+ medications 
• Risky behaviors 
• Inactivity 

         Environmental 
• Clutter & tripping hazards 
• No stair railings or grab bars 
• Poor lighting 
 

Behavioral 
 



Evidence for Clinical Interventions 

• Chang et al., British Medical Journal, 2004 

• Gillespie et al., Cochrane Database of 
Systematic Reviews, 2012 

• Moyer, U.S. Preventive Services Task Force, 
Annals of Internal Medicine, 2012 
 



Clinical Approach 

Clinical Assessment, Treatment, 
Referral & Follow Up 

_______ 
 
www.americangeriatrics.org 



Stopping Elderly Accidents,  
Deaths & Injuries 



Literature Review 

• Did not identify falls & gait disorder or evaluate patients 

who reported falling1 

• Only 37% of older adults asked about falls2  

• Only 8% of primary care physicians used any clinical 

guideline on fall prevention3 

• Many physicians were interested in learning about fall 

risk assessment  & risk reduction4  

 
_____ 

1. Rubenstein, J Am Geriatr Soc, 2004 
2. Wenger, Ann Intern Med, 2003 
3. Jones, Acc Anal  & Prev, 2011 
4. Robinson, J Am Geriatr Soc, 2001 



• Recognized falls as a threat for their older patients 

• Lacked information on standardized assessment 
methods & evidence-based prevention strategies 

• More reactive than proactive in addressing falls 

90 min interviews with 18 providers 



Interview Results (cont) 

• Asked for materials that were direct, concise 
& easy to read 

• Preferred checklists, one-pagers & on-line 
information 

 



Flow Chart Algorithm 

________ 
 
Adapted from AGS/BGS Clinical Practice Guidelines, 2010 



Flow Chart Algorithm 

__________ 
 
Adapted from AGS/BGS Clinical Practice Guidelines, 2010 



     Stay Independent  
   A validated self-risk assessment brochure 

______ 
Rubenstein, J Safety Res, 2011 



Provider Resources 



Fact Sheets 



Three Case Studies 



Talking with Patients Based on Stages of Change 



Gait & Balance Assessment Tools 



Instructions for Measuring Orthostatic Blood Pressure 



Summary of 
patient’s fall risk 

factors 



       Referral Forms 
 Specialists                                   Fall Prevention Programs 



Tri-fold Pocket Guide 



      Wall Chart 

Tailor fall prevention 

to provider’s setting 



Patient Educational Materials 



Patient Brochures 



Handout of  
simple leg 

strengthening 
exercise 

 



Use                    to Link Clinical Practice with 
Community Programs 

 

Change  
clinical practice 

 

 

Community fall 
prevention or 

exercise programs 
 



More Information 

• All STEADI Tool Kit materials are available to 
view, download & print on the CDC STEADI 
website: 

 

 www.cdc.gov/injury/STEADI 
 



STEADI – Fall Prevention 
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Session 
 
Richard J Schuster, MD, MMM, FACP 
University of Georgia 

DISCLAIMER:  This is a draft document and the information is being shared solely for the purpose of pre-dissemination review. It has not 
been formally disseminated or approved by the Centers for Disease Control and Prevention/ Division of Unintentional Injury Prevention. It 
does not represent and should not be construed to represent any agency determination or policy. 

 



Falls are Common in Older Individuals 
 

 

• 1/3 of Medicare patients fall each year;  

• How many tell their doctor?   

• How many are afraid to tell the doctor? 

 

Hornbrook, 1994 and Hausdorff, 2001 

41 



       Biological 

• Leg weakness 

• Mobility problems 

 

Falls can be Prevented 

___________ 

AGS/BGS, 2010 

• Vitamin D 
Supplementation 
Age 65+:  800-1,000 

units/day 
  Men & Women at Risk 

• Exercise 
• Physical Therapy 



Get Clinicians to Commit to  
Changing Their Practice 

• Actively decide to change the approach to falls 
prevention 

• Plan to adopt some or all of the STEADI Tool Kit 

• Identify a group champion and have them 
recruit their partners 



STEADI Tool Kit: 
A Few Key Things 



Key Features for Fall Prevention in Clinical Practice 

1. Simple screening annually age > 65 
2. Ask 

A. 2 or more falls   
B. 1 fall  

i. With injury 
ii. Combined with gait or balance problems 

3. Gait or balance problems 
4. Present with acute fall 
5. Simple Timed Up & Go (TUG) Screening Test 
6. Patient Self-Risk Assessment 

45 

_________ 
USPSTF, 2012 

In 1 year 



    

 Patient Self-Risk Assessment 

46 



47 

Gait & Balance 
Assessment Tools 

Key test for 
patients at risk 



Talking about Fall Prevention with Your Patients 

Talking with patients using 
Stages of Change model 
 

48 



Summary of 
patient’s fall risk 

factors 

49 



Make a Systems Innovation in the 
Clinical Practice 



Steps to STEADI Implementation 

• Engage the staff 

• Change practice regarding falls 

• Measure clinical outcomes 
– At baseline before you start making changes 

– Periodically afterwards 
•   6   months 

• 12 months 

• 36 months 

• 48 months 

 
51 

It’s important to 
demonstrate a 

SUSTAINED effect 

Some groups are 
“natural” doing this, to 

others it’s foreign 



STEADI Implementation 

• Things to emphasize 

– Assess risk 

– Develop a Plan of Care for falls 
prevention 

– Provide referral to community 
programs to reduce falls 

• Exercise programs (tai chi) 

• Physical therapy programs 

 

52 



STEADI Implementation 

• Make a microsystem change to the group practice to 
incorporate STEADI into the practice of medicine  

 

53 

Quality 
Improvement 



Examples of How to Change a Practice 

• Include fall risk assessment routinely in Medicare 
annual wellness visit 

• Ask every older patient if they fell in the last 12 months 

• Adapt electronic medical record (EMR) to record fall risk 
factors 

• Self-Risk Assessment tool (“Stay Independent” 
brochure)   
– Put in waiting room 

– Provider hands out to each older patient 

• Assign new roles for health care team members 

54 



What Systems Innovation Will YOU Adopt in 
Your Practice? 

55 

Encourage the group to 

commit to a systems 

innovation within a couple 

of weeks of the clinical 

session. 
 



STEADI Implementation 

• Clinician measures outcomes in older patients 

   following falls risk assessment and treatment 

56 



STEADI Implementation 

Features of the systems innovation (measure, re-
measure, and new innovation) are key to the 
Quality Improvement Process

1,2

, often called the: 

• Plan, Do, Check, Act (PDCA) 

• Plan, Do, Study, Act (PDSA) 
Cycle 

Plan 

Do 

Check 
- Study 

Act 

_______ 
1. Crossing the Quality Chasm 
2. Nash  



Consider engaging the whole group 
in this process 



STEADI Implementation 

• Champion conducts Clinician Engagement and 
Education Session (CEES)  

– Engage clinicians 

– Educate clinicians 

– Introduce STEADI Tool Kit 

– Change practice regarding falls 

– Measure clinical outcomes 

– Follow-up periodically 

 
59 



STEADI Implementation 

• Champion conducts Clinician Engagement and 
Education Session (CEES)  

– Educate clinicians 

• Prevalence, morbidity & mortality of falls 

• In office approaches to identify falls risk 

• Financial advantages to practice in implementing this 
program 

• Developing a Plan of Care in falls prevention 

• Referral to community programs to reduce falls 

 
60 



STEADI Implementation 

• Champion helps the group to identify 
microsystem changes they can make in order 
to incorporate STEADI into their practice 

61 



STEADI Implementation 

• Group measures outcomes in older patients 
following fall risk assessment & treatment 

 

 

62 



Measurement 



Use the EMR  to Measure Outcomes 

• Can you identify patients to assess? 

• Are you doing a falls risk assessment? 

• Are you reviewing medical causes of falls – 
such as psychoactive medication use? 

• Are you prescribing Vitamin D? 

• Are you referring your patients to 
community services? 

 



Centers for Medicare & Medicaid Services 
Physician Quality Reporting System (PQRS) 

• Falls: Risk Assessment (CPT 2 Code 3288F) [PQRS #154] 

– Falls occurring? 
• No or 1 fall without injury:  (Code 1101F) 

• Yes*:  2 or more / 1 fall with injury (Code 1100F) 
 

* If Yes, you need to document that you have done a Falls Risk 
Assessment. 

– Work with your group and EMR vendor on details of that 
documentation 

– The CME – PQRS program may have specific expectations 
for this documentation;  they may vary by region / CMS 
intermediary   

 65 



• Falls: Plan of Care * (CPT 2 Code 0518F) [PQRS #155] 
– Referral  

• PT / OT 
• Medical specialist 
• Community physical activity program  
• Home safety evaluation 

 
– Evaluate need for assistive device   
 
* You need to document that you have done a Falls Risk Assessment. 

• Work with your group and EMR vendor on details of that 
documentation 

• The CME – PQRS program may have specific expectations for this 
documentation;  they may vary by region / CMS intermediary  
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Advantages of incorporating falls 
prevention into a practice 



• Financial 
– Meaningful Use 
– PQRS – Medicare 
– CMS Annual Wellness Visit 
– Advantage to ACO’s and other insurers 

• Clinical 
– Improved efficiency of care 
– Improved outcomes    

•  Professional 
– CDC CME Program being developed 
– Potential use for Board Recertification (ABIM / ABFM) 
– Demonstrate Leadership in a Community Wide Effort 
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Questions? 

• Moderator: Cameron McNamee, MPP 

 

• Presenter: Judy A. Stevens, PhD 

 

• Presenter: Richard J. Schuster, MD,MMM, 
FACP 


