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Implications of Falls

 |n addition to fractures, over 50% of falls result in at least some minor injury such as
lacerations and bruises.

» Fractures are the second-most-serious health consequence of falls.

» Of those who fall, 20—-30% suffer moderate to severe injuries and 10—-20% experience a
fracture.

 The most common fractures are of the vertebrae, hip, forearm, leg, ankle, pelvis, upper
arm, and hand.

» The incidence of hip fracture is greater in older women but death (mortality) from hip
fracture is higher among older men.

» At least 50% of elderly persons who were ambulatory before fracturing a hip do not
recover their pre-fracture level of mobility.

» About 5% of older adults with hip fractures die while hospitalized; overall mortality in the
12 months after a hip fracture ranges from 12% to 67% .

 Falls that do not result in injury may still have serious consequences such as a fear of
falling again.



Personal Characteristics Challenges to Postural Control
Age-Associied Charges Erwronmental Hazanis
Crronic Caseass Usual Actreities (f Mobilty Impaired )

< Modication Effects >

FALL
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KEY POINT: A fall can be the presentation of
acute illness in an older person:

why did they fall today?



Edit
environment

Find
medical reason




Box B2 CQuestiors to 22k a patiend who has been found an the floor

Befare  What was the patient daing?
Hore cid they feal?

Ouang Do they remember faling thecugh the sr?
Oo they remember hittng the ground ?

After  How did they fesl when they were on the graund?
Vihat did they land on?

Could they qet up? (If nat, why not )
Hores did they summon help?

I they are unable 1o argwer any of the above questions either:

tal They have cognitve impairment or delirium {or both)

(by They lost comsoousness: this should prompt an additicnal work-up for transient loss of
CONSCHAES NESS SO pe

In ary case where the patien is unable o gre a complete history, a witness hetory from a care greer,
ystander or paramedic 15 very important and should be obfained at the earfest oppartunity.




A simple mnemonic for falls: DAME

DAME (reminds you that women fall more frequently than men):

* Drugs (polypharmacy, alcohol).

* Age-related changes (gait, balance, sarcopenia, sensory impairment).
* Medical (stroke disease, heart disease, PD).

* Environmental (obstacles, trailing wires, poor lighting, etc.).
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Aid to remembering what to ask: SPLATT

e Symptoms: dizziness, light-headedness, chest pain, palpitations?

* Previous falls: is this the first fall? (acute event) or one of many?
(frailty/dementia)

* Location: falls occurring outdoors have a better prognosis than those in the
home.

 Activity: walking, hanging out washing, extending neck, standing on chair?

* Time: getting out of bed, after taking tablets, after a meal, when
coughing/straining/passing urine?

* Trauma sustained ((physical or psychological) resulting from the fall)?



Symptoms

Do you ever feel dizzy or light headed?

Do you get the sensation of the world spinning around you?

Did you get palpitations? Were they regular/irregular, fast or slow?

Did you get any chest pain?

Do you think you blacked out? How long for? How did you feel afterwards?
Did you bite your tongue? Did you lose bladder control?

Do you have any numbness in your feet or fingers?

Have you noticed changes in your eyesight?

Ask about all the drugs the patient is taking; remember over-the-counter
medications.



TABLE 103-8 Cilorentid Diagnoss and Management of Cizzness
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Examination

* The first objective of examination is to establish whether there is
significant injury or medical complication resulting from the fall and if
there is any underlying acute illness responsible.

 All patients should then receive a general physical examination with
particular focus on the locomotor system and neurological assessment.

« A gait assessment should also take place in the ED:

This may take the form of the ‘get up and go test’, where the patient is
asked to stand up from a chair, walk a short distance, turn around, return

and sit down again.




Ears and nose; Look for
sigre ol CSF leakage

Neck: Carvical
ostecartelis prodsposos
to CL/C2 fractures

Chest: Rib fractures are
maore common due %o
calclied cadto-condral
pints

Congider traumatic
preumothorax

Pelvis: Fesl for groin or
grenier lrochianier lendemass
arvd ansess range of
movement %o check for
wviderce ol hip or pubic
ramus fraciure,

-

Limbs; Visuy assessmenl, papation
and range of movemernt of long limts,

Head: Incroasad risk of

subdural and decreased risk of
epidural haematomas. Check
for avidence of a depressed skull
fracture.

Po T Wb s 88 " -

Abdomen: Consider
constipation or winary
retention as contributng
factors casily iKerditied in a

briaf 30p 1O toe survery.

Skin: Check thoroughly for
lacerations or haematomas.
Skin fragiity is Increased in old |
aga and skin healing Is
delayed, meaning outs and
skn lears can be acquired
easly and load 1o ulceration.

—_—— -————




TABLE 12-2
Risk Factors for Falls

Mursing A

isment to ldentify Intrinsic

Physical Assessment
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Blocd pressure

Respiratory

VISian SCreening

Muscle strength
ROM in neck, spine, and exiremities
Gait and balance

Pain
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consckusness |LOC|
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Frablem

Arrhythimias, bradycardia
Fastural hypotensian
Drthostatic blogd pressure

Lo ecygen saturation leads ta
confusian

Deficits in acuity, depth perception,
pefripheral vision and use of glasses

Weakness in ane or both sides
Lirnitatian in range of matian

Deficits in postural control,
belance, coordination, station, and
et

Liraits narrnal functian

Changes in thinking, attention,
planning

Unable to rermember safety
instructans



Trauma sustained

« Minor soft tissue injury in 40—60% of falls: hematoma, skin tear, laceration.

« More serious soft tissue injury in 5% of falls: but would include subdural
hematoma, large hematoma requiring blood transfusion.

 Humeral fracture in 5% of falls.

« Wrist fracture.

 Vertebral fracture.

 Pelvic fracture.

* Fractured neck of femur in 2% of falls.



Fractures
Falls are the commonest cause of fractures in older people

Head injury

Many older people are on anticoagulants and this alters the management
of traumatic head injury.



Soft tissue injury

 Thirty to fifty percent of falls result in soft tissue injuries such as lacerations
and bruising. Whilst many of these injuries are relatively minor and easily
managed in the ED, in some cases, skin tears can be a major cause of
morbidity requiring hospital admission, plastic surgery input and prolonged
follow-up by specialist tissue viability (wound care) nurses.



Baseline tests

 Blood tests: Full blood count, urea and electrolytes, glucose
* Thyroid stimulating hormone
« ECG: 12 lead ECG

* Imaging: will be directed by the history and presentation but a low
threshold for chest, hip and pelvic radiographs should be adopted, Iin
addition to plain films of any area that is significantly bruised or tender.



Further investigations

« Holter monitor

« echocardiography

« Tilt table

« CT scan if multi-infarct disease suspected.

* If seizures are suspected, consider EEG and CT

« Cardiac workup if symptoms of syncope or presyncope

« Consider CT head and neck in patients with suspected head injury.

* |n patients with severe hip or groin pain and normal plain films, consider
CT or MR hip to identify more subtle fractures;



Prolonged immobility

* A long lie’ can lead to multiple complications associated with prolonged
Immobility; these include

 rhabdomyolysis,
« dehydration,

* pneumonia and

e pressure ulcers.



Approach to a patient with a fall

* If major injury and medical complications have been excluded, a decision
should be made regarding the need for discharge or follow-up; this will
often depend on a number of factors including mental state, ability to walk

safely and social circumstances
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Fg. 9.3 Scheme for management of a fall patientin®e ED



Refrirmiber:

60% ol over bl-year-okls 1aking MUr or mane
madicaticng will fall n a yaar.




Management

* |dentify and treat all contributing causes and risk factors.

« Refer patients with significant bradycardia, heart block and cardioinhibitory
disease for pacing.

» Refer patients with significant aortic stenosis for cardiological evaluation.

e Stop unnecessary drugs; the strongest evidence is the risk reduction achieved
by stopping antipsychotics.
« Remember osteoporosis prevention and treatment

» Refer for physiotherapy.
« Correct prescription and use of walking aids.
* Improve gait pattern
« Teach the patient how to getup from the floor.

« individually tailored exercise plans for strength, balance, flexibility and
endurance



If falls cannot be prevented,
reduce their
consequences

 Prescribe calcium and vitamin D and bisphosphonates if osteoporosis is
present.

« Recommend maintaining an adequate environmental temperature.
« Soften floor coverings, i.e. carpet rooms.

 Remove obstacles and dangers, e.g. guard fire.

» Place emergency bedding where it can be reached from the floor.

« Arrange for a personally worn alarm system or for frequent visitors.

* Educate the patient and their relatives about safety in the home and the risk of
falls.



References:

* Geriatric emergencies.

e Geriatric Emergency Medicine by Christian Nickel.
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* Gerontological Nursing Competencies For Care, 3e™ Edition.

* Brocklehurst’s Textbook of Geriatric Medicine and Gerontology, 8™ Edition.
* Hazzard’s Geriatric Medicine And Gerontology 6t Edition.

e Geriatric Emergent Urgent and Ambulatory Care, 1e.

* Geriatrics At Your Fingertips 2016, 18th Edition.
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