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1. Introduction and Overview

ProFouND proposed to bring about change across Europe by influencing policy and practice, so as to
improve the uptake of evidence-based falls prevention interventions and change knowledge and

attitudes towards falls and their prevention whilst using novel ICT solutions.
As part of the work of ProFouND the Description of Work (DoW) proposes setting up monitoring
systems to identify whether there is change in falls incidence and in service provision. This

document reports on changes reported as a result of the ProFouND project.

DoW Deliverables

D6.4 Report on changes in participating centres and regions

For this work package we said we would report two types of data.
1) Falls data from existing datasets across Europe.

2) Examine process and outcome data from ProFouND by developing specific data collection tools.



1.1 Falls data from existing datasets across Europe.

As part of Task 6.1 partners were asked to identify local data, which are routinely collected and
easily accessible. We then used online survey and consensus techniques to generate a consensus on
what is available in our partner regions. Thus the consensus process takes into account practical
considerations on top of scientific ones (see deliverable D6.3). Our aim was also, if possible to
collect data on service provision, costs, and quality of life parameters from existing routine data held
in participating regions/countries. However, usable data in these domains are meagre or non-
existent and we have not been able to pursue these meaningfully without specialist prospective data

collection, which is not resourced within ProFouND.

In order to identify data the link to an online questionnaire was circulated to all partners and
participating centres requesting information on existing data bases in each country and region.
Based on this we defined the core dataset. This enabled us to finalise the methods of data collection
and to try and merge routine and administrative data bases in participating centres. However, the
available data are sparse, and the variables routinely collected in most partner regions are restricted
in number (see D6.3 and factsheet developed by EuroSafe in appendix 1). We have found through
requesting the agreed core dataset from partners that even this limited dataset cannot be provided
in a usable format, so as to show impact/change (see D6.3). Data have been provided by partners at
both aggregate and case by case level and cannot be provided on a comparable scale. In order to
collect data more than the most basic of fall related variables, (e.g. falls rates) it is clear that bespoke
data collection would be required (as provided by some partners but not with any consistency). We
proposed in D6.3 the potential to develop a ProFouND statement on what is currently a feasible
dataset. However, following feedback from reviewers about the utility of such a statement we
accept their position and thus focus on examining the process and outcome data from ProFouND. A
separate epidemiological piece of work which estimates falls rates for all European countries (based

on existing evidence) is underway.

Therefore the following deliverable will demonstrate what changes in service delivery have occurred
which can realistically be attributed to be as a result of the ProFouND project. We focus on the
dissemination of evidence based exercise training, whether this has changed practice and reached
the older population at risk. Part one focuses on changes in services across our participating centres

and part two focuses on reach directly to older people.



1.2 Examining process and outcome data from ProFouND by developing specific data collection
tools.

Background

Each year approximately 10% of the elderly population (65+) will be treated by a doctor for an injury
as the result of a fall and approximately 100,000 older people in the EU27 and EEA countries will die
from injury from a fall (Eurosafe, 2013) .

There is increasing evidence that exercise programmes that include specific strength and balance
training can significantly reduce the risk and rate of falls (Gillespie et al, 2012 & 2009; Sherrington et
al, 2011 & 2008). Strength and balance training (SBT) has been described as ‘carrying out exercise
that increase muscle strength in the legs and improve balance’ (Yardley et al, 2008: 554). The
evidence based FaME and Otago strength and balance exercise programmes are two of the main
specific programmes proven to reduce falls in frailer older people (Davis et al, 2009; Sherrington et
al, 2008 & 2011; Skelton et al, 2005; Robertson et al, 2001) and are currently the main programmes
adopted in the UK (RCP, 2012 p53). Successful training has been carried out with over 4,250
instructors trained in either FAME or Otago in the UK.

The Prevention of Falls Network for Dissemination (ProFouND) is dedicated to bring about the
dissemination and implementation of best practice in falls prevention across Europe. As part of this
project WP5 trained a cohort of instructors, through a train the trainer programme of cascade
training (See Figure 1), across Europe in order to deliver evidence-based strength and balance
programmes based on Otago (with some extra training on FaME approaches, such as retraining
getting back up off the floor) where there is currently little or no provision. The ProFouND project
has also provided evidence-based guidance on the provision of strength and balance programmes
and effective exercise pathways for older people, through its website.
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Figure 1: Cascade “Train the Trainer” Model

Below we explore:

Part 1. The impact of the ProFouND project on the delivery of evidence-based strength and balance
programmes for falls prevention and service change across specific areas of Europe.

Part 2: The reach of the evidence based training directly with older people across specific areas of
Europe.



2.Partl

Research question.

Are there differences as a result of our cascade training intervention in the delivery of strength and
balance training for falls prevention in specific areas of Europe over the ProFouND project period
(2013-2016)?

2.1 Aims and Objectives

Aims.
To provide evidence of the impact of the ProFouND project on changes in the delivery of strength
and balance training for falls prevention.

Objectives

- To establish how specific localities in countries in Europe deliver strength and balance training and

if delivery is evidence-based.

- To explore the impact of both the evidence-based training and evidence-based guidance delivered

by the ProFouND project on those specific localities.

- To provide further recommendations to localities and all European countries on how they can

deliver effective strength and balance programmes for falls prevention.

2.2 Methods

Study design

We adopted a pre and post intervention design using quantitative methods. Monitoring and
evaluation of any programme or intervention is vital to determine whether it works, to help refine
programme delivery, and to provide evidence for continuing support of the programme (Rootman et

al, 2001).

Sampling principles and procedures

The pre and post intervention design consisted of an online quantitative questionnaire distributed
both at baseline (before Cascade training took place) and follow-up (October/November 2015 when
all approached trainers had been trained). The questionnaire was sent to 101 service managers and
staff delivering strength and balance or falls prevention programmes in localities of European

countries (Cascade trainers and colleagues) where the ProFouND project is likely to have a direct



focused impact (Table 1). The questionnaire was sent to regions of Germany, Switzerland, Austria,
Sweden, Norway, ltaly, Spain, Greece and the Netherlands. Due to the ongoing training programme
throughout the project we have chosen not to invite all Cascade trainers to complete the
guestionnaires e.g. Hungarian Cascade trainers had at the time of writing only just been trained so

will not have had time to implement what they learned and change practice.

Data collection methods.

All ProFouND partners and associate members (in the identified areas) were asked to identify
organisations that would be influenced by the project. Additionally, we have worked closely with
the lead of WP5, who has been closely involved in delivering the cascade training, to identify and
contact services. WP5 made the initial contact with the organisations and asked them if they were
happy to participate in this data collection. Instructors were sent a link to a University of
Manchester webpage, which included all participant information required to provide implicit
informed consent to take part in the data collection and the link to the online questionnaire. The
organisations were asked to complete the survey once at baseline (August 2014- May 2015,
dependent on when the training took place) and towards the end of the project (October 2015) by
which time there should have been opportunity to implement changes in services and delivery. We

approached 101 Cascade trainers to complete the baseline and follow-up surveys.

Questionnaire Design

The first part of the quantitative questionnaire (Appendix 2) collected demographic information
about which organisation and locality the data comes from. The next section asked about the
content of the intervention, asking for feedback on five different types of service provision (see
Tablel and D6.3), the dose of delivery (how many times a week they offer exercise and for how
many weeks), content of the sessions (do they progress strength and balance), assessment and
outcome measures and training undertaken to deliver them. It also established the services provided
and the pathways and referral routes each organisation currently had established. The next section
asked about maintenance and what is offered after the sessions provided, are there pathways to
maintenance classes in the community. This questionnaire aimed to follow some of the principles of

the Royal College of Physicians (RCP) survey carried out in the UK (RCP, 2011).

The questionnaire used exactly the same questions at baseline and follow-up, except that at follow —
up some additional questions were added which asked about how many Otago leaders they had

trained, how many older people they had delivered to since training (reported in Part 2 below) and



some open ended questions asking them about their future plans and additional comments.

2.3 Data analysis

When the results from the quantitative questionnaire were downloaded from the online survey they
were checked for missing data, the data was then cleaned and coded and exported from excel into
SPSS. The survey has been designed carefully in an attempt to avoid missing data. However, missing
data is not always avoidable and strategies are in place to deal with its occurrence. A comments box
was added to the end of the questionnaire so that if participants felt that they could not answer or
nominate the answer they wanted then they could explain this. Quantitative data have been
analysed using SPSS Release 22.0, and confidence intervals calculated using Confidence Interval
Analysis (CIA release 2.2.0) (Altman, Machin, Bryant, Gardner, 2000). Descriptive statistics have
been used to examine both the baseline and follow-up data. Parametric and non-parametric
statistical analysis was undertaken as appropriate. The McNemar’s test has been used to assess any
changes between baseline and follow-up to establish whether there was significance to any
observed changes in practice. As a consequence of the smaller than expected sample because of
lower than expected response rates for follow-up data we have had to collapse some categories to
enable meaningful comparison. As agreed at the review of 2015, comparison between countries is
not possible. We only analysed key variables where data could be collapsed in a meaningful way
(e.g. length of programme differs considerably between those delivering in hospital based
rehabilitation and community based programmes and therefore could not be combined into one

category for comparison between baseline and follow-up).

Qualitative data were analysed using thematic analysis (Braun and Clarke, 2006). The research
generated categories and explanations directly from the data. However, to give further detail about

each country’s responses, all the quotes are summarised under each theme.

Ethical issues
Ethical approval was sought from the University of Manchester Committee on the Ethics of Research

on Human Beings and deemed not required as the study was judged to be programme evaluation.

2.4 Results
There were N=81" respondents to the quantitative baseline questionnaire, with Sweden, Greece and

Austria with the highest number of respondents (Table 1). We achieved a response rate of 80%.

! Baseline respondents differ from D6.3 as training delivered as rolling programme and more participants
recruited.



There were only N=37 respondents to the follow-up questionnaire, with Sweden having the highest

response rate. We achieved a response rate of 37/81 (46%) for the follow-up questionnaire.



Table 1: Sample and service characteristics

Baseline

N=81 /101

Number of respondents
unless stated otherwise

Baseline for those
with follow-up data.
N=37

Number of respondents
unless stated otherwise

Follow-up

N=37/81

Number of respondents
unless stated otherwise

Country'

Norway
Austria
Spain
Germany
Greece

Italy
Netherlands
Sweden

Not stated
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Types of
service
provided

Service following injury or admission to hospital that uses
rehabilitation exercises in groups to reduce the risk of future falls
Hours of strength and balance

Service following injury or admission to hospital that uses 1to 1
rehabilitation exercises to reduce the risk of future falls
Hours of strength and balance

Home based exercise service that uses exercise to reduce the risk
of future falls
Hours of strength and balance

Community based group service that uses strength and balance
exercises to reduce the risk of future falls
Hours of strength and balance

General exercise service e.g. walking**

32

27.8(SD17.9
Range 5 to 60)
(95% Cl 21.3-34.3)
42

18.5(SD 14.4
Range 3 to 50)
(95% Cl 14.0-23.0)
23

15.4 (SD 13.8
Range 4 to 50)
(95% C19.4-21.4)
15

34.9 (SD 19.5
Range 10 to 50)
(95% Cl 24.1-45.7)

14

12

27.4(SD 17.5
Range 8 to 50)?
(95% Cl 16.3-38.5)
21

23.5(sD 16.1
Range 4 to 50) °
(95% Cl 16.2-30.8)
12

21.0(SD 16.8
Range 8 to 50
(95% Cl1 10.3-31.7)
8

35.0 (SD 20.0
Range 10 to 50)
(95% Cl 18.3-51.7)

8

11

17.5(SD 12.4
Range 8 to 50) @
(95% Cl19.2-25.8)
24

23.8 (SD 23.5
Range 4 to 100)
(95% Cl 13.9-33.7)
13

27.4(SD 18.9
Range 4 to 50)°
(95% Cl 16.0-38.8)
6

41.6 (SD 39.3
Range 8 to 100%*)
(95% Cl 0.4-82.8)

11

*100 hours was entered where the participant reported that the class was unlimited. **Hours of exercise not reported as reported to be continuous. 2 N=10 ® N=19°N=21"=6"N=8"N=11
1. Please see D5.6 for numbers of cascade trainers and exercise delivery instructors trained in each country by end of February 2016.r




Table 2: Changes in delivery following Cascade Training

Respondents with baseline and follow-up data (N=37) Baseline Follow-up
Number of Number of
respondents respondents
unless stated unless stated
otherwise otherwise

Assessment

Before the exercise intervention starts the older adults receives | 25 28

a pre-exercise assessment e.g. of their

strength/balance/gait/function

Pre-exercise assessment is used to adapt exercises to suit the 24 28

older adult’s health conditions

Pre-exercise assessment is used to tailor the exercises to older | 22 27

adults’ goals

Re-assess the pre-exercise assessments at the end to 19 26*

demonstrate change®

Progression

Progress strength exercises 22 26

Increase sets and repetitions 20 24
Increase number of different exercises® | 19 26
Increase weights 18 22
Peak strain 5 7
Progress balance exercises 23 26
Increase the number of different 19 23
exercises
More challenging exercises 21 26
Reduce hand holds 21 24
Vestibular/Proprioceptive challenges 15 15
Continuation
Advice given about continuation 23 28
Home exercise booklet given 17 22

*McNemar's exact p < 0.05

'Please note that although both these variables appear to change identically only “reassessment at end” is statistically significant. This is a
function of the McNemar test being based on responses that change rather than total response and ignoring those that do not change
(“reassessment at end” 7 in 9 change; “increase different exercises” 7 in 11 change).
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Changes in service delivery following training

We tested the difference between participants before and after training on variables related to
assessment, progression and continuation of exercise (Table 2). Although, descriptive data suggest
improvements across a range of the measures (closer alignment to the evidence base) after training,
with for example increased numbers of respondents reporting progression of exercise, only the
number of trainers re-assessing older adults using the baseline assessment measures was
significantly increased (19 versus 26, McNemar's exact p < 0.05). However it should be noted that
our small sample size does not rule out the possibility of type 2 error in those cases where we did
not detect a significant change. We also used the Wilcoxon matched-pairs signed-ranks test statistic
to test the differences in hours of intervention that participants reported older people got before
and after we carried out the cascade training and found no significant differences (p> 0.05).
However, this could again be due to the very small sample size. Please note when inspecting Table 1
that data at follow-up (and the comparator number at baseline) refer to smaller sample size (n=37)
than at baseline (n=81). Thus, service provision has not reduced markedly; indeed it would appear in

the face of it to have increased (NB 95% Cls), albeit non-significantly.

Number of Otago leaders trained by Cascade Trainers

Based on survey response at October 2015 we had 15 Cascade trained respondents from Germany,
Norway, Greece, Italy, Spain, The Netherlands, Sweden and Greece who reported that they were
actually training others to be Otago exercise leaders. Because of the differences in training date
between centres, to make the data comparable we had to calculate how long trainers had been
trained on our census date so that we could calculate a training of new trainers rate. At the census
date, we calculated that between them they had a total of 185 person months since initial training.
In this period they had trained 307 new Otago exercise leaders i.e. a rate of 1.7 new Otago exercise
leaders per month for those delivering Otago exercise training. Since the survey was carried out a
large number of our partners have reported much higher levels of training and these are reported in

appendix 3.

Qualitative feedback

Qualitative feedback from the questionnaire was provided by N=23 respondents at follow-up
(qualitative feedback from baseline and separate qualitative interim feedback is already provided in
D6.3). The following themes arose from coding the data; future training, changes in practice and

delivery, new exercise classes and barriers to reaching older people. The data which fit within the

11



theme barriers to reaching older people are summarised and discussed under part 2 of this

deliverable as it is about reaching older people.

When discussing future training most respondents reported their intention to train more Otago
leaders, this training was carried out either by setting up specific Otago courses, through training
within university courses (e.g. BSc Physiotherapy or nursing, or MSc Gerontology) or by skilling up
other physiotherapists within the workforce. Respondents reportedly changed their practice by
including more assessments and delivering more person centred and individually tailored exercise
programmes, this is supported by the quantitative data reported above. Participants also discussed
how delivering different types of classes e.g. follow-on classes/community classes could be difficult
as they were constrained by the healthcare system they worked within. Participants reported how
they had set up classes or intended to set up new classes delivering Otago to older people. For
some, it was just a change to the way they delivered one to one sessions, into which they have now

incorporated evidence based exercise.

Table 3: Qualitative comments from questionnaire

Future Training We are presently organizing a widespread OEP in the community in the
framework of the 2015-2019 regional plan of fall prevention... but we are
presently at the very start (Italy).

No cascade trainer trained/available --> no further plans concerning
Otago/other fall prevention programmes in the near future (Germany)

We have number of classes we need, but hope to train 2-3 new instructors
in Jan 2016 (Norway)

Apart from the training | have done in Lamia | am now going to train new
OEP Leader in Athens (Greece).

In my municipality we are planning on putting together a Group to firstly
practice the OTAGO-regime and then start to teach other leaders
(Germany).

Planning to...training new instructors (Norway)

| am planning to deliver training for new instructors (Germany).

We intend to continue attracting more physios for training (Greece)

Have some project funding for a 4month project training Otago leaders in
Northern Sweden, in nearby regions, that lacking evidence based training

12



for fragile older people (Sweden).

We have included the Otago exercise programme as part of the
Physiotherapy curriculum in Umea. However the students will not get
certification as Otago leaders (Sweden).

We are thinking of providing OTAGO courses at our academic institution
for the general community around the institution (Germany).

There is a plan for 2 years to train about 150 new OEP leaders (Italy)

We are starting to training university student (bachelor degree nursing or
physiotherapy)
(The Netherlands)

Training new instructors: Donosti course (Spain)

| would like to open a centre for older people to deliver Otago exercise
(Spain)

In Holland physiotherapist can apply for training OTAGO from December
2015 (The Netherlands)

The plan was to train new instructors this fall but now unsure if we are
going to have the time (Sweden)

In Tuscany we're setting up new OEP leader courses
(Italy)

At the moment | decided to devote the time that | have outside the
University to train more Otago Leaders as well as to make a campaign in
the country (among Physiotherapists, other health professions and directly
to older people on the Otago benefits) (Greece).

Changes in
practice/delivery

We will - provide better person-centred interventions; offer more
individually requested rehab-plans - implement the instrument COPM and
other relevant assessments (Sweden)

The way the Healthcare is divided in our region of the country makes for
certain types of exercise Groups that we can offer (Sweden).
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New exercise We have number of classes we need (Norway)
classes
We are planning to set up classes to local houses for elderly and
community duelling (Greece).

Planning to set up new Groups (Norway)
Currently planning to start an OEP at work with the service users! (Greece)

We intend to disseminate and organise more groups and one to one
sessions with elderly (Greece).

In Germany we are just starting to roll out the OTAGO program on a
broader level so the courses are not on a regular basis yet let alone follow-
up courses (Germany).

There are Physios in the area trained in Otago and delivering itin a
modified manner to older people at the moment mainly in one to one
basis (Greece).

2.5 Conclusions

Overall, the findings from the questionnaire indicate positive changes in practice that, over time, will
have an increased impact on older people’s health and well-being and reduced falls risk. We
established in deliverable D6.3 that not all regions delivered evidence based strength and balance
programmes and that delivery in a variety of settings so as to support long-term maintenance of

exercise was patchy.

The questionnaire indicates that a range of services are delivered across the localities involved in the
ProFouND project. Follow-up data indicates that there have been improvements in evidence based
and tailored assessments of older people, in the delivery of exercise (e.g. it is more progressive), and
in the advice given around maintenance of exercise. However, only re-assessment of patients to
show change (important for both demonstrating impact for funding of services and in promoting

motivation and adherence for older people) significantly increased between baseline and follow-up.

Just under 40% of those with follow-up data reported that they had trained Otago exercise leaders.
This is not surprising as half of the participants were only trained in the spring of 2015, leaving little
time to set up training courses. Participants report an impressive number of Otago exercise leaders
trained so far and highlight plans for further training. Reports from partners at the final ProFouND

meeting in Bologna (Feb 2016) indicate that training has continued to be rolled out and knowledge

about dissemination of training and of evidence based practice was reported and shared (Appendix
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3). The number of new Otago exercise leaders illustrate the potential for substantial service change

and reach with older people, this is also supported by the qualitative comments.

There are several limitations to the study. A major challenge to demonstrating the impact of WP5
cascade training is that the training programmes have run during the entire project. Thus there was
no point in inviting all cascade trainers to complete the questionnaires, since some have only
recently been trained (e.g. Hungarian Cascade Trainers) and there has been no time for
implementation to commence. The different initiation times of cascade training in the various
regions means that direct comparisons cannot be made between countries. We have also had loss
to follow-up with only 37 of the original 81 responders responding to the follow-up questionnaire.
Based on feedback given at the final ProFouND meeting in Bologna it seems that this loss to follow-
up has led to a major underestimation of impact by this study. The data reported in the final
network meeting in Bologna in February was from partners who had direct contact with their local
cascade trainers and some of who were themselves directly involved in rolling out Otago in their
regions. These data are presented in appendix 3, as can be seen these provide even more
promising outcome results for the project in terms of roll out, than our survey of cascade trainers
(e.g. Germany have reported training 700 Otago exercise leaders not included in our original
figures). The proximity of the partners reporting these data to “events on the ground” add

credibility.

In conclusion, despite the limitations of the study and loss to follow-up, the results suggest that
changes in practice are taking place and indicate the potential for further changes and
improvements in the delivery of evidence based exercise provision for falls prevention. Later Life
Training will monitor and continue to support the cadre of cascade trainers and the Otago exercise
leaders that they have trained. There is commitment from partners to continue to be engaged in
cascade training which should enable continued roll out. Indeed training has been requested from a
number of regions following the end of ProFouND funding from EC and the business model for this
continued training is under development and will be taken forward by the SME Later Life Training,
working with Demokritos to support online portal training and continuing professional development

monitoring.
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3.Part2

3.1 Research Question, Aims and Objectives

Research question.
Has the Cascade and Otago exercise leaders training led to older people receiving evidence based

strength and balance programmes?

Aim
To demonstrate the reach of the Cascade and Otago exercise leaders training programmes to older

people.

Objectives

- To establish how many older people have received evidence based strength and balance

programmes from a Cascade trainer or Otago exercise leader trained by the cascade programme.

- To explore future plans for delivery and the potential impact on older people.

3.2 Methods

We adopted a cross sectional, observational design using pre-dominantly quantitative methods.

Sampling and data collection

We distributed an online quantitative questionnaire at one time point (October 2015) to Otago
exercise leaders. We approached a sample of Norwegian, Greek, German, Swiss and Austrian Otago
exercise leaders (N=76) through their Cascade trainers. It was estimated that those who were
trained at an early time-point in the project would provide an indication of impact for older people,
the WP5 lead identified this sample as the leaders who had been given the most time to implement
what they had learnt. As the Otago exercise leaders did not all have good English, the Cascade
trainers translated the questionnaire and the questionnaire was created online in Greek, Norwegian
and German. The Cascade trainers distributed the link and an email inviting Otago leaders to
participate. The Norwegian Cascade trainer discussed the questionnaire with the Otago leaders and

provided feedback on behalf of all Norwegian Otago exercise leaders trained.

All 81 Cascade Trainers were also approached and asked about whether they had delivered evidence

based exercise directly to older people following their training. The same questions on reach used

16



within the Otago exercise leaders’ questionnaire were included in the follow-up questionnaire

outlined above for the Cascade trainers.

Questionnaire design

The first part of the quantitative questionnaire collected demographic information about which
organisation and locality the data comes from. The second part asked them about when they
trained to deliver, whether they currently deliver exercise to older people using what they have
learnt, the types of service they deliver (e.g. hospital, community, group based, one to one) and the
number of older people who receive each type of service (see appendix 4). Finally we asked them

about their future plans/other comments.

3.3 Data analysis

When the results from the quantitative questionnaire were downloaded from the online survey they
were checked for missing data, the data was then cleaned and coded and ported from excel into
SPSS. The survey has been designed carefully in an attempt to avoid missing data. A comments box
was added to the end of the questionnaire so that if participants felt that they could not answer or
nominate the answer they wanted then they could explain this. Quantitative data has been analysed
using SPSS Release 22.0. Descriptive statistics have been used to describe the data. We then looked
at the number of older people who participants reported had received an evidence based
intervention since the participants had been trained and calculated how many people they had

trained per month (based on number of months since trained).

Qualitative data from the comments boxes were analysed using thematic analysis (Braun and Clarke,
2006). The research generated categories and explanations directly from the data. However, to give

further detail about each country’s responses, all the quotes are summarised under each theme.

Ethical issues
Ethical approval was sought from the University of Manchester Committee on the Ethics of Research

on Human Beings and deemed not required as the study was deemed to be programme evaluation.

3.4 Results
We received responses from 38 Cascade trainers, including 3 trainers from Greece, 3 from Norway, 8
from Sweden, 8 from Germany, 1 from Austria, 5 from the Netherlands, 3 from Spain and 7 from

Italy. Out of the 76 Otago leaders approached 37 (48.7%) responded; this included 18 Greek, 2
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German, 1 Swiss and 16 Austrian leaders (the Norwegian respondent is included under the Cascade
Trainers and she responded for all Otago leaders). Out of this sample we had 59 trained
respondents who were actually trained and delivering the evidence based programme to older

people.

Number of older people receiving evidence based exercise

Because of differences between centres in training date we had to calculate in terms of person
months exposed and calculated that between them they had a total of 328 person months since
initial training. In this period they had delivered to 2749 new older people i.e. a rate of 8.4 new older
people per month per person trained. This means that the evidence from the questionnaire
indicates that we are reaching the higher estimates made on reach by WP5 (see Figure 2). If this
model of reach is accurate we can expect more than 140,000 older people to have received Otago
training by February 2017. Data reported in Bologna at the final ProFouND meeting indicates that
because of the greater number of Otago trainers trained by the cascade trainers the actual number

is very likely to be much higher than our estimate (see appendix 3).

160000
140000 // Trained OEP Leaders
120000 /
100000 /
28888 v~z  J e OA reached (assume
100 p/a per OEP
40000 - Leader)
20000 -
0 - ‘ ‘ OA reached (assume 50
Start By By ByJan ByendByend p/a per OEP Leader)
Jan March Sept 2016 Feb Feb
2014 2015 2015 2016 2017

Figure 2: WP5 estimations of potential reach (our data indicates approx
100 older people reached p/a per person trained i.e. the top estimate).

Qualitative feedback
Qualitative feedback from the questionnaire specifically related to delivering evidence based
exercise to older people was provided by just N=3 Cascade trainers (Greek and Norwegian) and N=19

Otago exercise leaders (German, Austrian and Greek). The following themes arose from coding the

data; setting up new classes and delivery, presentations to others, the benefits of the programme
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and barriers to reaching older people.

Participants discussed the classes and delivery they had set up since they had been trained but also
their plans to set up new programmes. They delivered in a variety of settings, both rehabilitation in
hospital, one to one, and home based and community based classes. Some participants had clear
plans to set up a number of new classes in 2016. In Greece the Otago exercise leaders and Cascade
Trainers disseminated information about the Otago programmes by presenting to health
professionals, instructors and community groups. Otago leaders did report that their participants
had noticed improvements and health benefits as a result of the programme. Finally, Otago exercise
leaders and Cascade trainers discussed the barriers to starting new classes/programmes and getting
older people to attend. Barriers cited were common ones which can be found in the exercise
literature (Hawley-Hague et al, 2014. 2016) and included fear, beliefs that it was not challenging
enough and lack of outcomes, transport, weather, time (both to deliver and to participate), lack of

engagement from health professionals and cost.

Table 4: Qualitative feedback on reach with older people

Setting up new | want to create larger groups of participants aimed to make the OEP
classes/delivery with program well known and reduce the bad consequences of falls (Greece)
older people

Setting up 2-3 new classes and 4-5 one-to-one Otago delivery with older
people (Greece).

| intend to start a co-operation with the nursing home of Volos where |
set upl or 2 new classes (Greece).

| do my training in a hospital and | realized that most patients in the
Orthopedic department, have suffered fractures due to falls.
Approximately 95% of them are over 65 years old. | was thinking to
create small classes of 2 or 3 persons for inclusion in the Otago program
after their initial physiotherapy program of recovery (Greece).

In days for the elderly people such as the world day of physiotherapy or
the 1rst of October or the world exercise day we recommend the Otago
program either setting up new classes/ or one-to-one Otago delivery
with older people for strength and balance (Greece).

When we treat patients for their rehabilitation after a fall we suggest
exercises to avoid falls in the future (Greece).

I think that | will continue to implement the Otago in a one to one home
based programs (Greece).

| will deliver the OEP exercises for improving health and prevention of
falls and decrease the impact of falls (Greece).
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We have set up new classes in groups in 2 KAPI of the municipality of
Patras and we have planned one for the KAPI of Aigion. Also we’ve
made a discussion in cooperation with the Geriatric and Gerontology
Association of Western Greece to create new classes in groups (Greece).

| will deliver a group with older people from February (2016) on. My
courses for older people take place twice a year. Each course has 6
sessions (Austrian).

In January (2016) | start a course, which consists of 5 sessions spread
over 5 months (Austria).

| would like to reorient myself this year, maybe offer courses in a social
club for older people (Austria).

We are motivated to implement this programme, but are still developing
the structures for this (Austria)

Dissemination to other
health
professionals/instructors

Speeches to promote the Otago program (Greece)

| am expecting a call from the KAPI of Nea lonia- Volos for a new
demonstration of the Otago program (Greece).

Benefits of the
programme/motivation

It's my pleasure | have trained in this program! The trainees are very
happy because they see the difference in their body! (Greece)

Any old person participates in the OTAGO has benefits for himself and
for his family. For this reason we must offer it to as many as we can
(Greece).

Barriers to
delivery/sustainability

It is not difficult to approach the elderly and start the OEP program. The
difficulty is to sustain the program (Greece).

The communication and their monitoring takes a lot of time (Greece).

We have to motivate them and convince them that the program works
(Greece).

In attempting to involve two women aged 72 and 76 years with a history
of falls in an individual Home based program both denied saying "l won't
do it on my own" (Greece).

Continuous denial of the elderly and low self-esteem (Greece).

| find that there is plenty of fear from the elderly to start an exercise
program. On the other hand it is very difficult to handle seniors with

neurological problems, particularly with Parkinson's disease (Greece).

The poor state of balance and the high levels of mental deduction due to
age, or due to dementia are potential problems (Greece).

There are obstacles such as, economic crisis is affecting elderly people's
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ability to participate although the fees are considerably low, falls
prevention measures-prophylaxis is considerably low in Greece among
elderly due to mostly the ignorance and extremely low rate of referrals
from the medical doctors of the region (Greece).

Transport too difficult, the classes are in localities too difficult to reach if
you are not driving a car. The weather, some people afraid to attend
classes in Winter with snow and ice (Norway)

| wanted to offer Otago in my courses at AJS. 2 groups did not take
place, the 3rd group was a trial course, was not appreciated, participants
did not want to try out new things (Austria).

Currently no time to offer a further group (Austria).

Group offers did not run well. The reasons were that many older people
did not feel affected by them, they did not have enough confidence or
just gave up.

When | tried to do Otago on a one to one basis | had to invest a great
deal of energy to convince older people, plenty of them just accepted
their fate, or wanted to be moved through by a physio, are not
motivated to do the programme alone at home. | can offer the concept
twice a week in context of a "personal training", but this is too expensive
for many people and is not subsidised by the health insurances
(German)

It is very hard to integrate Otago in your normal Group. It is too easy for
people who are not handicapped. My group members are between 60
and 92, but all are able to walk without any assistance (Austria)

3.5 Conclusions

Most Otago trainers and Cascade trainers who carried out direct delivery with older people had

plans to continue to deliver programmes to older people and to promote the use of evidence based

exercise for falls prevention. The difficulties they reportedly experienced were around maintaining

exercise provision and about engaging older people in uptake and continued attendance. There have

been various studies carried out in this area (Hawley-Hague et al 2014. 2016) and the findings from

this study echoes this existing knowledge and highlights some of the difficulties of delivering the

evidence base into practice. However, the reach to older people is impressive from the relatively

small sample of Otago leaders and Cascade trainers who we approached. This indicates that the

ProFouND Cascade training has the potential to continue to have impact directly with older people

over the next few years.
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There are several limitations to the study. Again a major challenge to demonstrating the impact of
WP5 cascade training directly on older people is that the cascade training has run throughout the
project and the Otago exercise leaders training programmes have run towards the end of the
project. Thus there was no point in inviting all Cascade trainers or Otago exercise leaders to
complete the questionnaires, since some have only recently been trained and there has been no
time for implementation to commence. Again the different initiation times of training in the various
regions means that direct comparisons cannot be made between countries. The response rate for
Otago exercise leaders was normal for survey responses with approximately half of those
approached responding and one Norwegian Cascade trainer providing data for all Norwegian Otago

exercise leaders.

To conclude, the indications from the reach survey suggest that evidence based programmes are
being rolled out across participating countries with the potential for further implementation over
the coming years. A significant number of older people have already received an evidence based

intervention, which evidence indicates that they will have a reduced falls risk.

4. Overall Discussion

Both studies we have carried out suggest that there are opportunities to continue to adopt the
evidence base in practice across Europe and that the cascade training is having an impact on the
delivery of strength and balance training. In the longer term this impact is likely to be very
considerable and because of the nature of the cascade model will reach many tens of thousands of
older people across EU28 and provide them with proven exercise regimens to prevent falls. Later
Life Training will continue to provide support for Cascade trainers and Otago exercise leaders. Their
work will continue to be supported by Demokritos who will provide portal services to facilitate
online training, programme fidelity and quality assessment as part of a continuing professional
development programme. The business model requires some refining but is in place (See D1.8). We
recommend that further investment be provided to ensure that the SME Later Life Training can
continue to roll out evidence based exercise across new countries and regions. Further details about
individual success stories are outlined in appendix 3 and an example from one Greek Otago exercise
leader is provided illustrating the type of data that it is possible to collect on participants to evidence

the continued success of the programme in the future (Appendix 4).
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6. Appendices

Appendix 1 : Factsheet on falls data across Europe

Falls among older adults in the EU-28:
Key facts from the available statistics

1. IN SUMMARY

- In the EU, an average of 35 848 older adults (65 and above) are reported to have died
from falls on an annual basis (data 2010-2012). This figure is expected to be an
underestimation of the true number of fall-related deaths.

- Falls are also the predominant cause (58%) of injury related emergency department
(ED) attendances for older people within the EU.

- For each fall related death, in aduilts aged 65 and above in the EU, there are:
65 fall-related ED attendances

vy

Injury pyramid for falls in people aged 65 and above in the EU:

» Approximately 36,000 older people
are reported to be fatally injured
from falls every year in the EU

» 1,443 000 fall-related injuries are
admitted to hospital each year (40
x number of deaths)

» 2,314,000 older people attend
emergency departments with fall-
related injuries each year (65 x
number of deaths)

Age and gender related functional decline and impairment result in an increased risk of fall
related injuries in older people. The costs of falls are high, both to the individual, carers and
society. The health care expenditure for treating fall-related injuries in the EU is estimated to be
25 billion Euros each year.

However, falls are NOT an inevitable part of ageing. There is ample evidence that multimodal
falls prevention programmes which target a combination of risk factors and which are tailored
to select high risk groups, are effective and can significantly reduce fall-related fractures in
community dwelling older adults.

Each additional healthy life year that can be gained for an older person, counts.

2. FALL RELATED DEATHS IN OLDER ADULTS

Among the 35,848 fall related deaths among older adults:

- 88 % relate to people aged 75 or older; and

- 59 % relate to women.
As the population of older people (65 and above) in the EU is expected to grow by 60% by 2050,
the number of fall-related deaths is expected to increase to almost 60.000 by 2050, this is
unless additional measures are taken to prevent falls in older adults.

All EU-countries report death statistics annually to the World Health Organisation. As we can
see in the annexed table, there are huge variations in national fall-related death rates: “Slovania
and Croatia reporting rates of more than 100 per 100,000 older persons and Cyprus, Greece,
Portugal and Bulgaria reporting less than 15 per 100,000. These variations are largely due to
variations in coding conventions between countries. For example, in a number of countries the
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underlying cause of death is often left unreported and therefore these countries report lower
rates of fall-related deaths than would be expected.

From this we can conclude that the actual number of fall related deaths within the EU-region is
far larger than current statistics suggest.

3. FALL-RELATED ED ATTENDANCES AND HOSPITAL ADMISSIONS

Based on a sample of over 200 hospitals from across Europe, it can be estimated that every
year within the EU, 3.8 million older people attend emergency departments (ED) with a fall-
related injury; of which 1.4 million are admitted to hospital for further treatment. It is important
to highlight that the actual number of fall-related attendances and admissions are likely to be
much higher than this due to current inadequacies in many hospital data collection systems.

It is also important to emphasise, that without additional fall prevention efforts, the annual
nhumber of fall-related ED attendances is expected to increase to over 6 million by the year
2050, with more than 2.3 million cases admitted to hospital with subsequent long term care.

It is well known that the risk of experiencing a fall increases with age due to reduced physical
function, muscle strength and flexibility. This is reflected in the statistics, with the rate of fall
related injuries in people aged 85 years and older 3 times higher than the rate of fall-related
injuries in people aged 65-74 years of age (28 per 1,000 people aged 65-74, and 90 per 1,000
people aged 85years and above).

With increasing age, the severity of a fall-related injury also increases: for those aged 65-74
years 32 % of fall-related injuries require admission to hospital, whereas this proportion
increases to 39% for those aged between 75 and 84, and 45 % for people aged 85 or older.
Twice as many women are hospitalised or attend ED’s after a fall compared to men (2,285,.000
females vs. 1,124,000 males). This is partly due the fact that women live longer than men, but
the fall-injury rate of women still remains 44% higher than that of men..

Almost half of all fall-related ED attendances across Europe result in a fracture, with 1 in 4
presenting with bruises/contusions, 1 in 10 open wounds/abrasions, 1 in 20 sprains/strains,
and 1 in 20 presenting with fall-related concussion/brain injury. 1in 3 cases suffered injuries
to the upper extremities, 1 in 3 suffered injuries to the lower extremities, 1 in 5 experienced an
injury to the head and 1 in 10 experienced an injury to other parts of the body.

M Fracture
MW Upper
M Contusion, extremities
4% bruise B Lower
M Open wound, extremities
abrasion B Head
M Sprain, strain
M Body
M Concussion,
brain injury mOther,
M Other, unknown
unknown
Type of injury after a fall reported to hospital Body part affected by fall-related injury

Falls often lead to post-fall anxiety, fear and subsequent dependency on family carers or even
admittance into nursing care facilities.
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A number studies have been carried out in order to estimate the costs of medical care related
to fall injuries in older people. Although the resulting national estimates can vary quite
markedly, the cost of fall-related injuries are staggering.

A recent comprehensive study in the Netherlands estimated that the average medical and
social care costs for a fall-related injury to be 9,370 EUR per case, with average costs from
3,880 euros in the 65-70 year age group, increasing by age to 14,600 euros per case in the 85+
age group.

If the figures from this study are applied to the whole of the EU, it can be estimated that at leas
25 billion euros are spent treating fall related injuries across the EU every year. Furthermore,
shifting demographics over the next 35 years could result in annual fall-related expenditures
exceeding 45 billion euros by the year 2050.

4. RISK FACTORS

Age and gender related functional decline, chronic diseases, impaired mobility and multiple
medication use, increase the risk of fall-related injuries in older people and result in higher rats
of falls for women compared to men.

Risk factors for falls are commonly grouped into three main categories:

- Intrinsic factors, including: poor muscle strength and flexibility, poor balance, reduced
physical function and gait speed, reduced cognition and sensory impairment, medical
conditions and related medication

- Behavioural factors, including: inadequate diet, use of inappropriate footwear, above
moderate alcohol use, and changes in mobility patterns due to fear of falling;

- Environmental factors, including: uneven pavements, slippery surfaces, poor lighting,
worn carpeting, and hazardous steps.

The majority of fall related injuries occur while older people move around home; predominantl
in the living room or bedroom (56%), followed by the bathroom/toilet (15%) and lastly on the
stairs (14%). The remaining fall-related injuries which occur in the home take place in other or
unspecified areas of the home (16%).

1 in 6 fall-related injuries occur on public roads (mainly side-walks) and 1 in 10 fall-related
injuries occur in residential institutions such as nursing and sheltered homes.

B Home
M Living Room,
10% bedroom
M Public roads
M Other specified
places indoors
Residential
institution Bathroom,
toilet
M Other
spemlﬁed M Stairs, indoors
locations
Majority of falls occur at home At home most injuries occur in living or bed room

5. HOW TO PREVENT THIS RISING EPIDEMIC?

There is considerable evidence that multimodal falls prevention programmes which target a
combination of risk factors, and which are tailored towards select high risk groups, are
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effective and can reduce fall-related injuries in community dwelling older adults.
Multi-modal interventions typically focus on four main areas of prevention:

1. Offering multifactorial post-fall risk assessments to all ‘first-time fallers’, including
review of their multi-medication and enrolment in a physical activity programme
supervised by a physiotherapist

2. Encouragement to join home- or group-based exercise programmes focussing on
balance training and muscle strength, tailored to the physical condition of each
participant

3. Design modifications to both the home and public environment, including: ‘age-
friendly’ transportation modifications, home modifications by facilitating home visits by
a trained professionals, and seeking opportunities from the Information and
Communication Technologies (ICT) sector to provide solutions for fall-detection and -
prevention;

4. Enhancing ‘Fall Awareness’ among health and social care professionals and older
adults, and maximising opportunities for accessing evidence based fall prevention
methods and tools.

Studies reveal that dedicated falls prevention programmes targeted at high risk groups can
help decrease injury rates by 20-40%. Fall prevention activities also have the potential to be
cost effectives, and reduce substantially the health care costs associated with fall-related
injuries.

The European Commission has identified active and healthy ageing as a major societal
challenge in all European countries. The European Innovation Partnership on Active and
Healthy Ageing (EIP-AHA), which includes a component dedicated to preventing fall injuries in
older people, aims to increase the average healthy lifespan for all individuals in the EU by two
years by 2020.

6. IN CONCLUSION

Falls present a significant threat to health and well-being in older people and are a major cause
and contributor to morbidity, disability and premature death.

Falls also result in significant costs, both to the individual and carers in terms of physical and
psychosocial costs, and to society in terms of healthcare and social service utilization.

Currently there are huge variations in national fall-related deaths, hospitalisations and ED
attendances. These variations are largely due to variations in coding conventions between
countries, and as a result of poor quality hospital data on the external cause of injuries.

Therefore, a key priority for health authorities is focus on the improvement of their death
reporting systems, as well as their hospital data collection systems, to ensure fall related
deaths and injuries are more accurately recorded in the coming years.

Age and age-related health problems are an important determinant of falls and subsequent
injuries. For a healthy active aging population, access to a multifactorial assessments and
appropriate interventions is vital, including access to safe environments which encourage
physical activity and allow safe movement. Such programmes have been proven to be effective
in reducing the number of falls.

Promoting effective fall's prevention initiatives and encouraging older people to live healthy
active lifestyles is the responsibility of everyone. The citizens of Europe, all levels of
government, communities, practitioners, family and carers, researchers, the non-profit sector
and the private sector all have a role to play.
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This factsheet is by:

- Samantha Tumer, Swansea University (data analysis)
- Rupert Kisser, EuroSafe (data report);

- Wim Rogmans , EuroSafe (coordination and text).

Sources used :

- Fatal falls: World Health Organisation, Mortality database 2010-2012: hitp2//www.who.int/healthinfo/mortality_data/en/
- Hospital visits and admissions due to falls: IDB Network & EU Commission, EU Injury Database 2011-2013:
http://ec.europa.eu/health/data_collection/databases/idb/index_en.htm

- Estimated medical and social care costs of falls: Hartholt, K, Falls and drugs in older population: medical and societal
consequences, Erasmus University Rotterdam, 2011

- ProFouND, Prevention of Falls Network for Dissemination: http://profound.eu.com/

- European Innovation Partnership on Active and Healthy Ageing: hitp://ec.europa.eu/research/innovation-

union/index_en.cfm?section=active-healthy-ageing&pg=about
_E A
Prevention of Falls Netwark for Dissemination

European Association for
Injury Prevention and Safety Promotion

Copyright: EuroSafe, Amsterdam 2015

Annex: Table on fatal falls reported by EU-member states to the WHO-office for the European Region (mean age
standardized incidence rate per 100.000 persons 65 and older; three most recent years)

3 most recent Average no. of Average population | Age standardised IR
available years fatalities due to (65+) per 100.000
falls (65+)

Country
Bulgaria 2010 - 2012 128 1.356.725 9,01
Portugal 2010 - 2012 243 1.988.526 10,45
Greece 2009 - 2011 274 2.160.687 11,40
Cyprus 2010 - 2012 16 110.445 12,26
Spain 2010 - 2012 1718 7.981.413 16,13
Romania 2010 - 2012 556 3.198.735 16,87
Estonia 2010 - 2012 46 231.352 17,79
Italy 2009 - 2011 2864 12.223.628 18,02
Latvia 2010 - 2012 79 382852 20,00
United Kingdom 2008 - 2010 3578 10.113.394 27,09
Lithuania 2010 - 2012 164 544.062 28,54
Slovakia 2008 - 2010 202 661.392 29,49
Ireland 2008 - 2010 176 490.524 30,53
France 2009 - 2011 5015 10.560.752 33,19
Sweden 2010 - 2012 822 1.760.484 34,78
Austria 2010 - 2012 704 1.491.253 37,70
Denmark 2010 - 2012 439 941.709 38,50
Malta 2010 - 2012 28 65.487 40,35
Czech Republic 2010 - 2012 733 1.673.473 40,36
Germany 2010- 2012 8681 16.888.622 41,67
Poland 2010 - 2012 2776 5.278.439 45,24
Belgium 2008 - 2010 1107 1.845.629 47,37
Luxembourg 2010 - 2012 42 72.303 47,94
Netherlands 2010 - 2012 1602 2.664.220 48,80
Hungary 2010 - 2012 1522 1.677.312 80,08
Finland 2011 - 2012 971 961.670 82,20
Croatia 2010 - 2012 910 762.693 111,99
Slovenia 2008 - 2010 449 335.507 121,97

30




Appendix 2: Screen shots of online questionnaire on delivering exercise to older people at risk of

falls

DELIVERING EXERCISE TO CLDER PEOPLE ATRISK OF FALLS

The University of Manchester

5%
™
We are interested in wihat exercise are delivered in different countries/regions to preventreduce falls
in older people. This will allow us to gather a baseline of delivery before we begin the cascade training across the partners within
the ProFoulD project. If you do NOT currently have any mechanism for delivering exercise to older people at risk of falls please
still complete the specific section of the questionnaire. You will be asked about different types of exercise intervention, each
intervention has its own specific quastions which you will be asked to complete if you currently deliver that intervention
Save Cancel
DELIVERING EXERCISE TO OLDER PEOPLE ATRISK OF FALLS
The University of Manchester
10%
™
Country
County/ocality

Organisation name

Contact email address

Back Save Cancel
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hitps://apps.mhs.manchester.ac.uk/surveys/TakeS: O ~ @ H My Surveys (University of Manchester]

|(Umvemty of Manchester) x fo3

~ 2] & v Pagev Safetyv Toolsv @~ N N B &

The University of Manchester

15%

—

Do you provide a service following an injury or admission to hospital that uses rehabilitation exercises in groups to
reduce the risk of future falls?-

Back save

Cancel

https://apps.mhs.manchesterac.uk/surveys/Takes O ~ @ & H My Surveys

(University of Manchester)

[ rehatonin roup = BT - | ¢

=]

&

v Pagew Safetyv Tools~ @+ N M 5 &

The University of Manchester

20%

A; Rehabilitation in group sessions

Once group based rehabilitation has been offered to the patient, on average how long do they wait before it starts?
() Less than 1 week

) 1-2 weeks

More than ene month

() Two or more months

Once group based rehabilitation starts how often do patients receive a service?
QOnce a week

) Twice a week
Once every wo weeks
) Once every four weeks

) Other, please specify

How long does each session last?

Less than 30 minutes
) 30-45 minutes
45-60 minutes

More than 80 minutes

Over what period of time does the patient receive group based rehabilitation?

Screen shots of online survey of delivering exercise to older people at risk of falls from

https://apps.mhs.manchester.ac.uk/surveys/Surveylist.aspx
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exercise Leaders).

ProS&\leLp

Fundacié Salut i Envelliment

Laura Coll Planas', PatVidaF, Alex Domingo", Gabriel Liesa* & Ant

'Fundncic Saluti Erweliment - UAB [Health and Ageing Fal
iCol-legi de Fisotempeutes de Catelunys [ Catnlen Board of

Implementing Success

Within the framewerk of PraFoulD, we heve
oonducted following acivities:

Lsafists, hookiets and webaits identicatioh and
uploading to website

Tranalation (and back-tmnslation] of fall pre-
ventich meterials to/from Spanish-English
(including OTAGO training materials)

Review of falls datn available in Spanish suveys
Writing a hew booklet on fall prevention
(published in Catalan and Spanizh) and
presenting it to the public in several towns
arcund Catalonia, in joint cooperation with
local governments, oldar peopie organizations
ahd Fundacic Agrupacid (insurance company).
Idertification of key local stakeholders, presen-
tation of ProFoulND to them

Mestings with the Health Depariment of the
Catalan Governmert to discuss the possible
semblishment of smndardized procedurs for
fall deta gathering in long-term care

Within our role of advising the hee'th depan-
mentwe have incorporatsd recommendations
or fall prevertioh in diffesstt areas: day hos-
pital, hospital ..

Texting and feedbeck o the PFPADD
Contributich to the ICT and Technology for
Fall Forum

Regarding the OTAGC tmining:

Organisation of OEP Lseders courss in Bar-
celona and recruitment of Physical Therapists
from Catalonia, Valenca, llies Balsars, Murca,
Nevams, Aragoh and Euskadi

Orgenisation end cocwihatioh of two cascade
trainings in Madrid and ons in Barcslone
Workshop with difessnt staksholdsrs, includ-
ing cider peopls, palicy makers and heelth and
sodel care professionals on the Internatione
Older People’s day ( 15t Ociober 2015)

Challenges to Implementation

The economic oie has reduced the budgest
for heafth poficy, which has endured cuta in
(preventive) prograrnmee and salenies. Thers-
fore, the context 2 urfavorable to initiate hew
linee of work.

Preventive programmes in ageing are stil
undermatimated.

Dissemination activities are very time con-
sumning and reguire well-designed material
resources to succsestully achievs the expected
impect on rising awarshsss and mduce the
foll mtes.

Althcugh the global aim of fall prevention ie
very cleer, it iz stll challenging o tansform it
ihto & systematic stmtegy ih practice. The main
thellehge @ the need to commit & multiplicay
of actorin building and applying a tranzversal
stratagy.

It's challenging to push fall prevention and
related risk factors (e.g., mobility disability)
into a priority in the health policy since palicy
makses alrsedy have their awh agendes.
Priorities for the policy makers depend on the
palitical mament and change over time, 8.4,
with slecions.

Desgite all the fforts heeded to influence pol-
icy, the vaaibility of this impact is reletively low.
Fall prevention has turned out not to be at-
tractive etough for the media although its big
socetnl impact

Impact Measures

agresment with the Collegi de Fie-
‘H mm&

http://profound.eu.com/
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Appendix 3: Posters presenting additional promising results (for example Germany’s 700 Otago

10 Physical Thempiste from Catalania, Valen-
cia, llles Belears, Murcie, Neverre, Aragcn and
Eustadi

Cascadetraining: 2 in Madnd with the Madnd’s
Board of Physictherspist {a tate! of 24 Physica

Therapists) and 1 in Barcalona {12 Physical
thempists), 4 mam courses ate undenway.
Warkshap on fall prevertion (150 profsssion-
als, older people and policy makers)

Next Steps/Sustainability
FSIE-UAB will continue:

m |mplsmenting and spreeding the OTAGO
training programime ih cocedination with
the Prysical Therapists Boards around Spaein.

= Campaigning and mising awerenees.

= The contact with palicy mekers in order to
push fall preveritioh es o priority in public
and prmary heelth in Catalonia.

m Trying to establish a regichal strategy
for fall preventian with the different key
staksholders

® To be irvolved with the PraFoulD netwark



Apro - &ND Hunga rian OSt 0} ' \ l;uhﬁf:.*fiu PALIER |
- Patient Associatinn ' S SACEAT I N
Klara Zalatnai -

Implementing successes Stakeholder meeting

Dissemihste zhd implemesnt best prectice intsrveh- Budapest Lukécs Klub - 24 Apnl 2015

tiohs
"Falls are significant public health problem”
Impact measures ProFouND and EuroSafe
® Cooberatioh with nes'tn professione's ProfoulD aims & itflushes bolicy and fo ihorease awarshess of fals ahd iNhovative brevehfioh brogramms

. 3),.&@ &m betwesr Mutimorhiciy F"é't_r &nd amonhgst all sactors ahd orgahizabiohs that wont with alger beciie

Falls

Challenges to implementation

= Trahslstich ard harmonisesion of the documetts

® Petient Embowerment
» Neot step sustsadiigy

1239 peapie mached on FB Don' FallDon't Break
National Action for Health Ageing through Falls Prevention - Wim Rogmans (EuroSafs)
Resource Repository - relevant stakeholders and their potential role

Sodial Media activities
Stakeholder meeting
Budspest Lukscs Klub- 24 Apeil 2015

ProfouND Cascade Training Budapest ProFouND Cascade Tramlng Budapeﬂ | Successes

Humgary - 27- 31 August 2013

Hungary - 27-
31 August 2015

OEP Trainings Budapest

Hungary - 27-28 February 2016, 12-13 Merch 2016
Fall and frailty risk analysis and sssessment
+ OTAGO Program

1st Hungarian Falls Prevention Conference
{Ociober 2015)

Sodal Media Activities

Don't Fall Don't Break

page 697 fies (from 29 OEP Trainings Budapest Budapest

February 2012) Hungary - 27-28 Fensry 2016, 12-13 Marcn 2016

..Age and Care...

closed group, 36 meim-

bers {from 14 November

2014)

punlic group, £06 mem- Sustainability

peaiiat HApl 2214} Don't Fall Don't Break Program Implemsntation newer OEP trsinings -3/ yses
SV DA - Ist Hungarian Falls Prevention Conference

Otago - Profound - ‘s : i Hunge |

dosed meam- z.—innldmnm-hl ﬁl Hdiﬂyd*dm !
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Institute of Health Carlos Il
Nursing and Healthcare Research Unit (Investén-isciii)

Teresa Moreno-Casbas RN, MSc PhD FEAN

Implementing Success

Later Life Training OTAGO Exercise
Programme (OEP) in Spain

The training course and qualification,
developed by Later Life Training {LLT), for
physiotherapists to be & Cascade Trainer
{CT) of the OTAGO Exercise Programme
(OFP) Leader courses was implementad
in Spain.

Two Cascade Trainer courses were taughtin
Spain, coordinated by Investén-isciii and
Fundacié Selut i Envelliment UAB, with
& total of 22 perticipants. One of them
took place in Barcelons and the second
in Madrid. We have agreed to distribute
regions between both centres to reach at
least one CTin all Spanish regions.

The final objective was to roll cut the OEF
training in Spain by focusing on healthcare
disciplines which are relsted to elderly
care and falls prevention: mainly hursing
professionals (most of them part of the
Best Practice Spotight Organizations®
(BPS0®)Program involved in the imple-
mentation of best practice guidelines for
falls prevention), and physical therapists,
among others.

During 2015 and the begining of 2016,
the 12 Cls treined in Madrid have trained
79 healthcars professionals as OEP Leaders
in 8 healthare setiings from 7 regians.
Also the regional Physical Therapists As-
socigtions in Spain have planned to offer
one OEP Leader training course in each
Spanish region.

Orgenization end coordination of Cascads
Training Otago Exercise Programime (OEF)
training (12 Modnd + 10 Barcelone)

Contrbution to tmhelatian of OFP Hendboak
and other releted matenals

Organization and coordinetion of go
Exsroise Programme (OEF) Leadsr coursss (8
healthears sstongs)

Challenges to implementation
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was to promote the multidisdplinarity, which
is not equally implemented in all healthcare
setiings &t & natiohal level since the Spanish
Natiohal Heslth System is decentralised in
regions. For example, there are some hospi-
tals or outpetient senvices that enhance early
mobilization relsted to falls prevention, and
this is peovided by multidisapiinary teams.
Finally, the current challenge is to be able to
Integrate OEP in the heaithcare system dinical
daily practice

Impact Measures

22 Cascade Trainers have been trained in
Spein. 79 healthcare professionals from
8 hospitals have been treined es OTAGO
Exercise Programme (OEP) Leaders. These
hospitals are implementing falls preven-
tion guidelines and their participation in
OEP courses will help to promote training
of older people. Most hospitals are work-
ing in collabaration with primary care. All
materials of Cascade Training have been
translated in collaboration with Fundacio
Salut i Envelliment UAB.

Each of the Cascars Traihers selected comes
from a different region in Spain, allowing de-
ceriralzation of courses, therefore they can be
replicated nationally. Inthe case of the courses
organized by Madrid (investén-isciil), the
ingtitutions selected for organizing the OEP
courses are centers which are implementing

best pracice guidelines relate to falls pre-
Whhﬁdymamdpmgm

it gt Syt s o b 8, B 150 iy s B



The osteoporotic fracture prevention R3¢
programme in rural areas (OFRA) s

Kampe K, Kircheisen H, Meyer-Lentl C, Becker C Rapp K,
Robert-Bosch Krankenhaus Stuttgart, Klinik fiir Geriatrische Rehabilitation

Background 3

The vzt majerity of fragility fraceuree is dus to falla and low bone mess. Trl) sicher
s iz durchs Leben
The aitm of OFRA & to enhance safe mobilisy of communisy-dwellar living in rurel ames. Ein Gesundnelisangebot der SVLFG
Supporter of the programme:

A health care fund {SVLFG) in coopsretion with a voluntesr organisation of women {LandFrmu- “:'SJ"E""-' OFfA-Logo (Gertman ,Tnttsicher durchs
enverband), the German Gymnastics Association (Deutacher Tummer-Bund) and the Rober- ~soah )
Bosch-Heapial, Stuttgert

Programme
Actively addmesitg selected memberz and motivate thetm to
Participate in an OFRA-mobility and falls prevertion cournse
Realise a bong health examination
Racewe & consultatioh about uﬁq and tripping hazards ercund the houss and farm

Study Design
Cluster-mhdomised trial cluster unite: adminisirative districts) in 5 fedem| states in Germany

Target Population
community-fiving women and men aged 70- <85 years with a fragility fracture
commuhity-iiving women aged 75- <80 year ... who are itsured ot the SVLFG.

Within two yeers o than 10,000 policy holder wil be directly eddressed by the heaith
ingurance; the policy halders of the emaining edminiatrative districts serve a2 control group.

Evaluation
Outcome measures:

Osteoporatic fractures (primary), participation in an OFRA-mobil 2y and falls prevention courss,
realisation of a bahe health examiration (secondery)

Preliminary findings
Within 1 year about 700 tmined exsrciss instructors
Within & mahths over 200 registered courses
Ower40% of the palicy holders intsmsted in the rsalisstion of  bone health sxemination
and over 50% of the han-active palicy holders intareeted in perticibeting in an OFRA-mabilzy
ard falls prevention course

Fgure 3: Administmtwve distncts of intsvehiioh
group (omhge/

Tri)?ﬁhﬂ v @ weliiw DTBE =

36

Pttt gt | byp e b A 8 e iy it B



Technological Educational |

of Sterea Ellada Greece
Vasiliki Sakellari and George Gioftsos

Implementing Success

Through its imvoivement in the ProFoulD &

pevetttion campeighs ehd the Cascade Training,
TEISTE has gaited hations| shdorssment for &
cobtributich to the awarshess on &l breventioh,
especisllyaimehgstneath ahd scaisl cam pecitiohen.

TEISTE has actively perticibeted in annual joir
mestings with the ProFouND consortium,
E-NoFalls and EIP-AHA-A2 aha contrinuted to key
cotfershces with stehds, scensfic presehistichs
ahd worahops:
 E-Health week in Athans 2014
wThe annusl Congresses of the Panhellenic
Physicthempy Asscdatioh {PSF) Ahens 2014,
2015,2018;
® 3rd Hellenic Forum for Scence Techhology
&hd Inhovation crgenized by NCSR D" 2015;
® 14th Nationa| Congress of the Hellenic
Society of Physical Rehabilitation Medicine
EEFIAP 2014

Impact Measures

TEISTE has delivered 3 CEP trmining courses i
English and 1 in Greekiin Lemis, 1 in Athets tihce
the originel CT reitiing in June 2014; has cenified
2ver 50 OEP Lasden.

ProFeuND chiite surveyz on the impact of traihing
nzve heeh traha stea and distrbuted to the Gresk
instructoss

Gresk translated materisl has been usec for
treining ratnicion, Uposded it the websts ard
used for close to 50 local fills amemness sverts,
mahy redio interdews ehd bess relesies.

QEP Leaders have slso pmssiied ProFoulD ectichs
regiohelly ehd hetichaily which hes triggersd
misseminatioh activities, campaighing, ehd everts
across Greecs, induding World Day of Prysicthersty
2015.

A caentific ceparment of geristnics mes 2o sstablished
ih e PSF, and peeas releases ahd disseminstion eveits
wem deliversd ih co’anoratioh with Demcirites &
ProFoulD cohscetium member.

TEISTE hes snared Gresk lahgusge best practics
reecures of the ProfoulND website, induding: leafists,
boodets ehd videos oh evidehce hased strehgth ahd
halanhcs exercisse. & lange humbercfthe best practice
recources hiave best trahslated ihto Greek, which has
assisted Gewek physiotherspist in orgenising falls
amarelac sehn

The ProFouND Falls Preventioh App with the
iffersht scenarios hes besh introduced o Gresic
Physiotherapists dusing workshops ahd through
Pahhatlsric Prysiotherabyy Assccistich aha its websits.

Challenges to Implementation

The niggest challenges forehgaging with stakshoiden
have heet the fimited humber of staff ahd reeources
sspecislly after the Greek finandal crisis. Mors Sime
shd resources were heed for the meeings with bolicy
mekar, pelitidans etc.

Specific dats ahd resuits oh falls rates. shd sccio-
ecohomic impact still ssemms too early to gsther.
Neverthelsss orgshizing the procsss of dats ecoming
i the emengehcy departments is importent
Thees is & language bamier for some beople accessing
the wesite s itis in English so finding Greek resources
iz hot &lways sey.

The Direciory of Stateholders heeds to be mgulary
ubdated to shsure cobtirued validity.

Gatting feedback fom surveys and questionhaires on
impactis very dificult
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Mary of the Greek CTs heve contributed 1o fais
Lrevertioh emerehess everts ahd campaighing.

Meatry Greek users sccess the resources of f2ls
preventioh, hews, socia! media, videos, |earht
ehout clinical guide’nes, best practice ahd chiine
learhing regarding falls preverdion TEISTE with
Demoirites have collsted & Directory of EU-Level
stakmholoers for Fzll Prevettioh besed in Geece

E

Next Steps Sustainability
Apelicy of corrinution to paymatt for OEP Leaders
sttshdihg training and older pecle stishding
ssrmiss Classes has besh sdopisd.

Training further sxsrcize instructors i other
Greek cities thah Lamis shd TEISTE premises has
immehced.

Our target is thet Greei OEF Leaden and Gresk
NGOs from scvoss Greecs, wil work fo @ comimeh
set of gosls and best practice approaches for fas
preverttion ecces Greecs.

Daiivery of & session st the PSF Corferencs 2016



Region Vasterbotten
Asa Bygdeson and Kristina Nordmark

Implementing Success

Fallsawareness ampaign: Frstwe werton s fislatrib o Lohden i June 207 2t
get chow'edge 2ha irsbirebon. The we askea cthermegichs in Swedeh to beriabste.
We stersed & Jozsl webags shd made & plah for comimunication We produced
rport on first yeers suctess and shreed it wicsly, sfterthat we prodisced & manusl
oh ‘how to deliver camisighs’ We engaged importaht stesholders ih cur regich
&5 well o suthoribies 2t 2 hatichal level. In the first year we had one other regich
chboard, by the thind yearws had develobed cur campeign to & commitmett ate
nafional level and i 2013, 11 regions of & tote! 21 deiversd regiohel campsighs
coordinsted nationa iy

Cascade- training: Vastsroottet trained & totsl of 10 cascade trainers whem
in turh heve trained 38 hew OEP leaders. Thess have started both individusl
training end OEP groups with older beobls. They heve beeh extmimely active
2nd for example held helahce shd strehgth test it che of the county’s largest
cormimutities during falls swanstess wesc and refaming beople to stertexsecise
wheh thers was & heed.

Impact Measures

Challenges to Implementation

Next Steps Sustainability

11 from & totel of 21 mgiohs perticipatedin the During the project period the goverhmeht has Otedo: Mesfings have beat heid hetwest e
2015 falls amarenecs campeigh. The cempaighs chahged into & hew constellatioh which has irfiu- Regich Vasterbotteh - RAD Weifars, county
were & huge suctess with tnedia coverge locally, ehced the direction sighificently. The initial plah coundl, zhd educstiohel sssocistichs foraduits.
regichaly ehd hatichally. The Goverhiment has wes to implement or rell out Otago all over Swedeh There & ah ivtersat for them o become 2 pos-
gweh the Natiohal Bosrd 2n assighmett to but this has chahged ahd instsed wil focus oh & sive perthers in educzting OFP lsaders i e
increase awarensss of fals and fal injuries 1o simaller georgraphical ares shd apbrosch. Importaht ol society Sor graster eccass for OEP leaders
persontiel withi the hee'th - cars, sociel care, s stakshoiers 2t hatiohel lsvel mho wers vey ilvcled ahd OEP grous in Vasterbotten. Corinued
well a5 0 the eiderly. tis diffict to say whather it the brciect have besh repiaced by those Wi less dislogus will teke place during sprirg of 2016,
the govermment's decisioh o foous specificalyon ihsight into ProFouND end the urgshay of falls pre- Fal's amerehiess czimpsigh: An intedfacs oh &
fal prevention has had ah impact cutside of the veton. Wheh it comes to imdlemstting a spread digital platiorn has best sst D vis the Swed-
‘widespreed media coverage during campeighs. of OEP this hes been complicsted by the differsht ish Associsfion of Loce! Authoriiss shd Regiohs
We belisvs thet the stong medie coverge. requisticn ahd cotrel systers in cferstt countries. [SALAR) 5o that the regions who are planhirg
‘sehior organisatioh commismet &hd regiohal Swedeh has ho tradition of chasging for raining o 10 amaNge campaighs hext yesr have & network

asa.bygdeson@regionvasterbotten.se

http://profound.eu.com/




Appendix 4: Reach questionnaire for Otago exercise leaders (these questions were also added to

the Cascade questionnaire) in English, Greek and German.

VN
5 (=) M) https://apps.mhs manchester.ac.uki/surveys/Takes: 2 ~ & ¢ H My Surveys

o - v [2] dm v Pagev Safety~v Toos~v i@~ N N B &

(University of Manchester) | | i g £23

~
Reach Survey for new Otago exercise Leaders
The University of Manchester
20%
™
We are interested in what exercise are delivered in different countries/regions to preventireduce falls
in clder people. Qur Profound Cascade trainers have identified you as newly frained Otago leaders. We want to ask you some
simple questions about any action you have taken as a result of the training. If you do NOT currently deliver any exercise to older
people at risk of falls please siill complete the appropriate sections of the questionnaire
Save Cancel
v
e - W W — TF
spps.mhs.manch s Takes 0~ @ ¢ ) 2 €23
pps.mhs.manchester.ac.ul/sun akeSi My Surveys A.Reach (University of Ma... K
v Page~ Safety~ Tools~ @~ f N B &
~
60%
Y
N When did you attend your otago exercise leaders training (through ProFouND Cascade trainers)?
WMonth/¥ear (July/2015)
R If applicable (you may not currently be delivering to older people) how many older people would you estimate you have
delivered Ofago exercise to since your Otago exercise leaders iraining?
If not applicable piease enter 0
N Have you set up any new exercise groups which include Otago exercises for patients following an injury or agmission to
hospital since your Otago exercise leaders iraining?
If ves, please fell us how many groups and how many patients have attended. If no, please enter '0'
Number of groups Number of patients
R Have you delivered any 1 to 1 rehabilitation sessions (incorporating otage exercise) o patients following an injury or admission
1o hospital?
If yes, now many patients have you worked with since your Otago exercise leaders training? If no, please enter 0"
Number of patients
One to one delivery
. Have you delivered any home based exercise sessions (including Otago exercises) used to reduce the risk of future falls?
If yes, please state how many older people you have seen since completing your Otago exercise leaders training, if no, please
enter ‘0"
Number of older people
Home based exercise
v
= W =W — T
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/apps.mhs.manchester.ac.uk/surveys/TakeS: O ~ @ & H

(University of Manchester) x| |

v Pagew Safetyv Tools~ @+ N N 5 &

‘Epeuva yia To e0pog TPOoRACC TWV EKT JTWV TOU QOKI Aoyiou Otago. Reach Survey- Otago exercise leaders (Greece)

The University of Manchester

60%

A.Tlpocpacyéryra A. Reach

Nére exmraibeuTiikare oTo MNpévpauua Agknong Otago (ue Cascade ekraiBeutéc Tou ProFouND);
Mrivag/érog (loihiog/2015)?

When did you attend your olago exercise leaders training (fhrough ProFouND Cascade frainers)? Month/Year (July/2015)

Ee mepimTwon mou mxm (urmpa auTil 0 oTvpi va pnv TapadiBeTal oe nNmmufvoug) ac w60 dropa pevaAoTepnc
niikiag Ba To Otago oav £k o1 o

S& TEpITITWAN ToU Bev 1T 0E Tapaxahd 8106 o
If applicable (you may not currently be delivering to older people) haw many oider people would you estimate you have delivered Otaga
exercise to since your Otago exercise leaders training? If not applicable please enter 0’
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Have you set up any new exercise groups which include Otago exercises for patients following an injury or admission to hospital since your
Otago exercise leaders fraining? If yes, please fell us how many groups and how many patients have altended. If no, please enter 0’
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A. Reichweite

Wann fand Ihre Schulung zumy/ zur Otage-Ubungsleiterin (geleitet von ProFouND-Kaskadentrainem) statt?

Monat/ Jahr (Juli/ 2015)
When did you attend your ctago exercise leaders iraining (through ProFoulD Cascade trainers]? Month/Year (July/2015)

Falls zutreffend (méglicherweise fiihren Sie derzeit kein Training fiir &ltere Menschen durch), mit wie vielen Alteren
haben Sie seit der Otago-Schulung die Otago-Ubungen durchgefiihrt?

Falls nicht zutreffend, geben Sie bitte ,0" an.

If applicable (you may not currently be delivering to older people) how many older people would you estimate you have delivered Otago
exercise to since your Olago exercise leaders fraining?If not applicable please enter 0’

Haben Sie seit der Schulung neue Gruppen (welche Otago-Ubungen beinhalten) fiir Patienten nach einer Verletzung
oder Aufnahme in ein Krankenhaus gegriindet?

Falls ja, geben Sie bitte an wie viele Gruppen und wie viele Patienten teilgenommen haben.
Falls nein, geben Sie bitte ,0° an.

Have you setup any new exercise groups which include Olago exccises fo pafienis Talloving an njuy of admisson o hospital since your
Otago exercise leaders training? I yes, please tell us how many groups and how many patients have altended. If no, please enter 0’

Anzahl der Patienten Anzahl der Gruppen

_ Haben Sie Einzeltherapie (welcne Otago-Ubungen beeinhaltet) mit Alteren nach einer Verletzung oder Aufnahme in ein

Krankenhaus durchget
ﬁ—n'r—v—g—f—. T T

)
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Appendix 5: Example of data collection sheet used by Greek Otago exercise leader and of data

base including functional assessments.

DEMOGRAPHICS & DATA OF FALLS RECORDING

Name: REMOVED Code ...........

. Sex: (Female)
. Age in Years: ...77.. Years old

oooooooooooooooooooooooooo

. Occupation............ Pensioner......cccccceieinrincincincnninncnnes
. Educational Level......... Elementary School............
. Place of residence............ REMOVED FOR CONFIDENTIALITY
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8. Living Conditions ............ With her husband..............
9. Activities............c........ High Level......cccccevviniiniininninnnnnnes
10. Medical History...... TKA (both knees), Osteoporosis, Total
hysterectomy, pulmonary fibrosis......ccccoceveiniinininnnnnne.
11. Visits to GP during Last Month............ Yes..ccoaennenee
12. Mobility ............... Independent..........cccecuveneneenes
13. Medication.................. More than 4......................
14. Smoking .................. 1\ [« SN
15. Insurance. ............... NHI....cccvviuinrnnnnnns

FALLS
16. Sort of Fall: From: Her Height and Staircase
17. Place of Fall: IN and OUT of HOUSE

Place of Fall in Details: ....... Pavement Twice (first along with
fracture) and Stairs - 16/2/2015 fell in bedroom - 30/4/2015 on

pavement->skin abrasions..........
18. Consequences: a) Fracture, b) Dizziness
Case Upshot:

a) Treatment at Home,
b) Referral to a Hospital for Further Assessment and then

Back Home (for fracture)
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®| \ﬂ LR R Follow Up of Fallers in Municipality of Fildelfeia - Chalkidena, GREECE by Apostolis Emmanouilidis PT, OEP Leader (Autosaved).xlsx - Microsoft Excel o B R
- Home Insert Page Layout Formulas Data Review View o e
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1. Bom Sex Points in FES-| Date of First Testing Date of Last Testing
2 1953 Female 23/01/2014 17 1leg Stand Failed 6.95 secs 14/09/2015 Mot mentior
3 1941 Male 13/03/2013 24 1leg Stand Failed 13.1 secs 14/09/2015 Once early of
4 1954 Female 17/03/2014 16 Successfully Completed 8.7 secs 14/09/2015 Not mentiot
5 1937 Female 16/05/2012 42 Successfully Completed 8 secs 14/08/2015 Mot mentior
B 1941 Female 02/10/2014 26 Successfully Completed 8.3 secs 14/09/2015 Fainting episodes 2! =
7 1933 Female 30/10/2014 16 1leg Stand Failed 6.7 secs. 14/09/2015 Not mentiot
8 1946 Male 21/03/2012 17 Successfully Completed 6.4 secs 14/09/2015 Mot mentior
g 1930 Female 31/03/2014 27 Tandem and 1leg Stand Failed 14.7 secs 14/09/2015 May 2012, Febru
10 1947 Female 10/04/2013 21 Successfully Completed 8.3 secs 18/09/2015 2012
11 1942 Female 25/11/2013 16 Successfully Completed 8.3 secs 18/09/2015 1988
12 1947 Female 16/10/2014 17 Successfully Completed 9.6 secs 22/09/2015 Mot mention
13 1945 Female 25/11/2013 2010
14 1947 Female 04/11/2013 Early of 2013. Not rememk
15 1945 Female 24/11/2014 2013
16 1952 Female 18/09/2014 2003
17 1931 Female 28/03/2012
18 1947 Female 28/09/2015 17 Successfully Completed 7.3 23/09/2015 Mot mention
19 1942 Female 07/11/2013 29 Successfully Completed 6.6 secs 24/09/2015 2007
20 1949 Female 15/01/2015 34 Successfully Completed 9.2 secs 25/09/2015 Mot mention
21 1943 Female 17/10/2013 18 1leg Stand Failed 8.0secs 28/09/2015 Mot mention
22 1939 Female 07/11/2013 17 Successfully Completed 9.6 secs 28/09/2015 2013, while was r
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	2.2 Methods   Study design
	Ethical issues  Ethical approval was sought from the University of Manchester Committee on the Ethics of Research on Human Beings and deemed not required as the study was judged to be programme evaluation.
	- To establish how many older people have received evidence based strength and balance programmes from a Cascade trainer or Otago exercise leader trained by the cascade programme.  - To explore future plans for delivery and the potential impact on old...
	Ethical issues  Ethical approval was sought from the University of Manchester Committee on the Ethics of Research on Human Beings and deemed not required as the study was deemed to be programme evaluation.



