Falls Prevention

Falls are twice as likely to occur with dementia, with the incidence of serious injury
three times that for normal elderly. Such falls can be prevented with a greater under-
standing of the nature of falls within this population, a knowledge of the special risk
factors involved, and the establishing of prevention strategies.
Compiled by Editorial staff*

Reducing
dementia-related falls

Residents with dementia display much
greater impairments of gait and balance

he annual incidence of falls innormal part of dementia, that patientgait and balance compared with age-

patients with dementia is twicewith dementia will be unable to cp-and sex-matched normal controls;
the rate of the cognitively normaloperate with investigations, that ther¢hese impairments are more marked
elderly populatioriTinetti et al., 1988). | is no effective treatment for falls inin those with dementia who fall
Serious injury is more common {ndementia and that, even if there wagBuchner et al., 1987)
those with dementia, with one-quarpatients would be unable to cope The abnormalities in gait and bal-
ter of those falling sustaining a fracwith the necessary interventions. | ance that are observed in patients
ture, which is three times the age-ad- The prevalence of dementia is apwith dementia are probably accounted
justed figure for expected fractureproximately 5% of the populationfor by impairments due to structural
incidence (Tinetti et al., 1988; Oleske| aged over 65 and 15% of those ageshd neurochemical degeneration
et al., 1995; Buchner, 1987) over 80; and, with changes in agingaused by the dementing process
demographicgEbrahim, 1995), falling | (Isaacs, 1978)
is a problem that cannot be ignored.

Poor prognosis

In addition, patients with dementia
who fall have a poorer prognosis than Failing mechanisms Medications, particularly ben-
cognitively normal elderly fallers.  People with dementia fall due to| &odiazepines, phenothiazines and anti-
Also, they are less likely to make| avariety of causes. The human bodgepressants, have been implicated as
satisfactory recovery from injury for example, is inherently unstablea risk factor for falls in patients with
(Baker et al., 1978) five times more with complex regulatory mechanismslementiaThapa et al., 1995;) via the
likely to be institutionalize@Morris et | required to maintain the upright poproposed mechanisms of central se-
al., 1987) and, after fracture of thesition and prevent falls. These mechdation, orthostatic hypotension and
neck of the femur, experience a Ganisms begin to fail with normalextra-pyramidal side-effec{®vynne,
month mortality of 71% - more thanaging, as manifest by abnormalitiest al., 1996). [See glossary of terms]
three times that of the cognitively in-of gait and balancg@saacs, 1978) Prescribing these medications
tact (Baker et al., 1978) Patients with dementia, howeverloubles the risk of falls in both

It is often assumed that falls are @isplay much greater impairments lotognitively impaired and in patients

Medications
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with advanced dementia. Althoug

this doubling of fall risk could be

caused by the dementia process
self (Sattin, 1992) the increased fal

risk is probably independent of d¢

mentia, since the same doubling
risk in falls is still found in
cognitively normal patient&attin,
1992; Thapa, 1995; Wynne, 1996).

Lewy body dementia

A specific interaction between me
ication and dementia does, howev
occur in Lewy body dementi
(McKeith & Perry et al., 1992; Mckeith
and Fairbairn et al., 1992) Pheno-
thiazines cause adverse reactions
80% of patients with Lewy body de
mentia, with approximately 60% expe
riencing severe neuroleptic sensiti
ity associated with increased mortg
ity (McKeith and Fairbairn, 1992.).

Cardiovascular disorders are attri
utable causes of falls that are imp
tant because most are amenable
treatment and prevention.

Orthostatic hypotensigMcintosh
et al., 1993)is implicated in falls

hcaused by medication prescribed |in The environment may bespecific
dementia and may be part of autcdsk factor for falls in patients with
itomic dysfunction in Lewy body de-dementiaOleske, 1995) although evi-
mentia(McKeith and Fairbairn, 1992). | dence to support this remains un-
eFailure of the autonomic nervous syselear(Clemson et al., 1996)There are
ofem could perhaps account for the inno major studies on the relative con-
creased number of recurrent and urributions of environmental factors
explained falls found in patients withto falls in dementia. Preliminary data
Lewy body dementia. Carotid sinusin a study of 30 patients with cogni-
hyper-sensitivity(Mcintosh et al., 1993) | tive impairment and dementia who
is more common in patients withattended accident and emergency de-
fractured necks of femur (36%) - bothpartments after falling, found im-
dcognitively impaired and cognitively pairments of gait and balance in 93%
cfjormal - than in patients admittedof these patients:

aacutely for reasons other than fglls medication was a factor in 37%;
(17%) or frail day-hospital attendees cardiovascular disorders, 43%; and
(13%) (Kenny et al., 1996).  possible contribution from environ-
in In the patients with fractured necks mentonly 13% (Shaw et al., 1997).
-of femur, those who had carotid sinus

»-hypersensitivity had a lower cognitive

vscore than those who did not, sug- Multifaceted

lgesting a possible association be- s it possible to prevent falls in
tween dementia, carotid sinus hypepatients with dementia? In view of the
bsensitivity and falls. In addition, pa-multi-factorial nature of falls in those
pitients with dementia are less likely tayith dementia, a successful interven-
tecall a history of syncogg€ummings | tion strategy to reduce falls would
et al., 1998) resulting in the diagnosis need to be multi-disciplinary and ad-
of carotid sinus hypersensitivity bedress the risk factors and specific
ing missed and remaining untreated. causes of falls identified as being
important in dementia. There are few

Glossary of terms

Syncopsis the reversible loss of consc

sudden decrease in cerebral perfusion. This decrease in nutrients and oxyg
the brain is temporary. It is distinct from coma, seizures, shock, vertigo,
other states of altered consciousness. Syncope results from inadequate de
of oxygen or glucose to the brain. Unlike other tissue in the body, brain tis
does not store energy; thus, a relatively short interruption in cerebral perfu of!
will result in syncope. Most episodes are benigriess a falling incident occurs

published studies to date of interven-
tion of this type in patients with de-
mentia who fall.
& However, in cognitively normal
"d8tients, interventions to modify the
T‘icgirsk factors and specific causes of
Suza¥ls found to be important in de-
entia, have been successful.
A controlled trial of a multi-facto-
rial intervention strategy to treat or-

iousness and postural tone, resulting fra

Extra-pyramidal side-effects or symptoms (ER8jers to a group of side effects
associated with antipsychotic medications. These side-effects include parkin
ism, akathisia (uncontrollable restlessness), dystonia (impaired muscle toni
and tardive dyskinesia or TD, (slow, stereotyped muscle movement).

Orthostatic (or postural) hypotensiomefers to a decrease in (systolic and di
stolic) blood pressure upon suddenly arising from a recumbent position or {
standing still. A common and potentially dangerous condition for the elderly,
thostatic hypotension is often accompanied by dizziness and falls.

Carotid sinus hypersensitivityis excessive or abnormal sensitivity of the caroti

sinus, an enlargement in the neck where the carotid artery divides into the in

and external carotid arteries. The carotid sinus functions to monitor and regulat

heart rate and blood pressure. |

thostatic hypotension, improve impair-
sorments of gait and balance, rational
citylge medications implicated in falls,
and modify environmental hazards,
reduced the number of people falling
Jp the intervention group by 31% in
rone year(Tinetti et al, 1994).
Treatment of cardiovascular disor-
ders is perceived to be beneficial by
76% of patientyMclintosh et al., 1993)

rréeHd a smaller study suggests the

D
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ate .
insertion of permanent pacemakers
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prevents unexplained falls in cardio-
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inhibitory carotid sinus hypersend
tivity (Kenny and Traynor, 1991).

Could a multi-disciplinary inter
vention strategy prevent falls in p
tients with dementia? Physiotheray
which would clearly form an impo
tant part of such a strategy, has bg¢
shown in asmall pilot study to in
prove or maintain the mobility skill
of patients with severe demen
(Pomeroy, 1993) although these wer
not patients who had fallen.

It is feasible to apply a multidi
ciplinary assessment and intervent
strategy incorporating physiotherag
minimization of environmental fa
hazards, modification of medicatior
and cardiovascular interventions
fallers with dementia . There are, ho
ever, no published data on the s
cess of this approach in preventi
falls in patients with dement{8haw
et al., 1997).

Conclusion

Falls are a cause of substan
morbidity and mortality in resident
patients with dementia. Impairmer
of gait and balance, medication, ¢
diovascular problems, and the en
ronment, can all contribute to fa
in this group. Treatment of the

(impairments or deficits, etc.) reduces

falls in cognitively normal elderl
patients. Multi-disciplinary interven
tion to modify these risk factors f
falls is feasible in patients with d
mentia, although data on effectiv
ness in preventing falls are unave
able, as of this writing.

As the population ages, the prevg
tion of falls in those with dementia
becoming increasingly important
both the individual level and as
wider health care issue.

The hospitalization and institutio
alization costs incurred as a result
falls are huge(Sattin, 1992) While
ethical considerations may result
a reluctance to undertake researc
patients with dementia, recent discl
sion has produced a framewag

Volume 14, Number 1, February/Marc

Siwithin - which this can occuBergh-
mans et al., 1995; Kitwood, 1995)We
-should accept the challenge of su
awork in a high-risk and often ng
D\glected group of patients and sU
-port and encourage research i
>@revention of falls in those with cog
N-nitive impairment and dementia.
S
tia
e
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