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Background: Falls are a leading cause of injury and injury-related deaths in older adults. A variety of community-delivered, evidence-based, fall risk-reduction programs have been developed and proven effective. These evidence-based fall prevention programs (EBFPP) have been classified along a fall-risk continuum, indicating the target fall-risk level of participants. The congruency between the program’s targeted and enrolled fall-risk level of participants is unknown. This study creates a fall-risk classification index, places participants into one of three fall risk categories, and then examines congruency of actual vs. recommended fall-risk of participants, by program.

Methods: Data came from the Healthy Aging Programs Integrated Database, created by the National Council on Aging (NCOA) funded by the Administration for Community Living (ACL) for use by ACL falls prevention program grantees. Using data from a pre-participation survey designed by the ACDL for their grantees, a fall risk index was created. The fall risk levels of the participants were then compared to the fall risk profile of the EBFPPs as identified in NCOA’s Evidence-based Falls Prevention Programs Risk Continuum Guidance for Program Selection in which they were enrolled.

Results: Between July 2016 and June 2022, 105,323 older adults participated in one of eight EBFPPs. Participant characteristics varied among programs. Applying the fall risk index to the fall risk sample (31,064 older adults), 29% of participants were identified as being at high risk, 41% at moderate risk, and 30% at low risk. When the fall risk level of participants, by program, was compared to the target risk profile of the associated EBFPP, programs that had a risk profile targeting individuals at moderate to low risk were found to enroll a larger percentage of adults at high risk than expected. All programs enrolled at least some participants at each of the three risk levels.

Conclusion: All eight EBFPPs enrolled participants across all three fall-risk levels with most programs being at least somewhat congruent with the fall-risk program continuum recommendations. More research is needed to better understand inconsistencies between risk-levels of program, target risk-levels, and actual participant risk-level, to guide either adaptations in the risk-level classification or program modifications to accommodate different risk-levels.
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1 Introduction

Falls are a significant public health issue for older adults, impacting morbidity and mortality. They are the leading cause of injury and injury-related deaths of older adults. Indeed, although the overall mortality rate in the United States decreased between 1999 and 2020, the death rate from falls increased (1). Fear of falling and sequalae of fall injuries affect quality of life and frequently lead to lowered physical activity and fitness as well as increased risk of future falls (2). Many conditions can contribute to falls, and most falls are caused by a combination of factors (2–4). As the number of risk factors increase, the likelihood of an older adult experiencing a fall also increases.

Well established risk-reduction programs, proven to decrease fear of falling, number of falls, and, in some cases, injuries from falls, in community-dwelling older adults, are available as community-delivered education, self-management, and/or exercise programs (5, 6). Despite their known effectiveness, community dissemination has been challenging (7). Insufficient numbers of volunteer or staff program leaders, limited funding to deliver programs affordably, and lack of public awareness and interest in pursuing fall prevention activities are frequently identified factors impacting reach and program sustainability (5, 6).

Since 2014, to stimulate community adoption, the Administration for Community Living (ACL) within the Department of Health and Human Services, has supported the community dissemination of evidence-based falls prevention programs (EBFPPs) through discretionary funding awards made through a competitive application process. Community-delivered fall prevention programs that are eligible for support through this grant program are approved by the ACL through a rigorous effectiveness review process. Criteria for receiving these cooperative agreement grants include a comprehensive review of the community needs with identification of fall risks, target audiences, and rationale for the chosen evidence-based fall prevention program (EBFPP) (8). Over $50 million has been awarded by the ACL through discretionary grants to grantees in support of fall prevention (9).

As of June 2022, 16 fall prevention programs were approved by the ACL as meeting the evidence-based standard of effectiveness for community-dwelling older adults. Each program has unique characteristics and differences in their approach to fall prevention. They also vary in fall risk level of the participants they target, tailoring intervention strategies (e.g., health education, self-management training, exercise) accordingly. The National Falls Prevention Resource Center at the National Council on Aging (NCOA) developed a falls risk continuum and recommends that fall prevention stakeholders consider fall risk along that continuum (low to high) to offer programming that addresses need across different levels of the risk continuum (10). This framework can be used to help service providers guide community members to the EBFPP most suited to address their individual fall risk.

Older adults generally self-enroll in one of these ACL grant supported programs based on availability, access, and interest, completing a standardized pre-participation survey documenting selected demographic, health, and fall history items. Awardees submit this data to a national fall prevention database (HAPID) that serves as a central data repository for all awardees and all programs. A 2021 article by Brach et al. provides an overview of the demographic characteristics and fall history of the nearly 89,000 older adults across all fall prevention programs with data submitted to this central repository between 2014 and 2019 (6). Brach reported that, in the aggregate, a higher proportion of participants were female, white, and college-educated than the general US population of older adults. The number self-reporting a recent fall was similar to national averages (30% of those responding to the question). The Brach study did not explore differences among programs or attempt to differentiate participants along fall risk levels.

We are unaware of any investigation exploring the demographic difference among participants across various EBFPPs in this large national dataset or congruency of the fall risk level of the participant and the choice of the EBFPP into which they enrolled. Thus, the goals of this project were to determine: (1) participant characteristics based on enrollment in an EBFPP; (2) the fall risk levels of individuals participating in each EBFPP, and (3) agreement between the fall risk levels of participants in each EBFPP with the NCOA identified targeted risk levels for each EBFPP.



2 Materials and methods


2.1 Research questions

Three primary research questions guided this study:

1. Are there differences among the ACL approved EBFPPs in terms of participant self-reported demographic background and health history? If yes, which differences are most pronounced?

2. For each EBFPP, what proportion of participants fall into each fall risk category, based on a fall risk index calculated from variables available in the HAPID database?

3. How consistent is the risk level for each EBFPP as visualized in the NCOA Risk Level Continuum as compared to the risk levels calculated from responses provided by actual participants?



2.2 Study participants and procedures

Data for this project came from a national falls database, Healthy Aging Programs Integrated Database (HAPID), created and managed by the NCOA and funded by the Administration for Community Living. ACL-funded fall prevention program grantees are required to submit program data into HAPID to help ACL monitor grantees’ performance, describe participant demographics, and evaluate outcomes (11). Participants in these programs completed a standardized pre-participation survey documenting demographic and self-reported fall risk factors. Data were also collected about workshop leaders and organizations hosting programs. Data collection methods included paper and verbally administered questionnaires and electronic data capture. Workshop leaders, grant personnel, and organization staff entered data into the database. Marymount University’s Institutional Review Board designated the project as exempt since the data from the database were de-identified.

Marymount University received permission to analyze data entered into the database between July 2016 and June 2022. During this period, 56 grantees supported 16 EBFPPs in 37 states with a range of organizations delivering the programs. These organizations included: Area Agencies on Aging, health care organizations, multipurpose social services organizations, educational institutions, state and county health departments, recreational organizations, senior and community centers, residential facilities, and faith-based organizations.

EBFPPs with the largest number of participants were examined for this project (Table 1): a Matter of Balance (MOB), Bingocize, Enhance Fitness, Otago Exercise Program (Otago), Stay Active and Independent for Life (SAIL), Stepping On, Tai Chi for Arthritis, and Tai Ji Quan.



TABLE 1 Total number of participants in the eight targeted evidence-based fall prevention programs, and the subset of participants who responded to all fall risk index questions.
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2.3 Data and measures


2.3.1 Participant information

De-identified data from all participants above the age of 54 who enrolled in one of the eight targeted EBFPPs that started on or after July 1, 2016 and ended on or before June 30, 2022 were included in this study. The HAPID pre-participation survey that all participants were asked to complete at the start of each program provided the data used for the analysis. This survey includes demographic characteristics (e.g., age, sex, living arrangements, ethnicity, race, educational level, chronic conditions, and referral by a health care provider) and outcome measures (e.g., self-reported general health, fall history, fear of falling).

We anchored our risk level indicators in items supported by research and included or inferred in the Center for Disease Control and Prevention’s Stopping Elderly Accidents, Deaths, and Injuries (STEADI) risk screening algorithm (Table 2). Although many factors contribute to risk of falling, the factors chosen to categorize older adults into fall risk levels are varied and reliant on available data (12–19). The items included in the pre-participation survey were not created to specifically assess risk level. However, several items provide insight into fall risk.



TABLE 2 Creating the fall risk index: fall risk indicators from STEADI, related resources, and the HAPID pre-participation survey.
[image: Table2]

Given the information available on the pre-participation survey, we identified survey items associated with known fall risk factors to create an index to estimate fall risk level of participants at entry into the program. Six factors were identified and used to create a risk index (Figure 1). These factors included (1) falling in the last 3 months, (2) referred by a health care provider, (3) fear of falling, (4) fair or poor self-reported health status, (5) depression, and (6) age 75–84 years.
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FIGURE 1
 Fall risk index.


The STEADI initiative provides tools for older adults, caregivers and health care providers to reduce fall risk in older adults. The STEADI Algorithm for Fall Risk Screening, Assessment, and Intervention categorizes individuals into low, moderate or high risk for falls (20). It aligns with clinical practice guidelines, has been validated in adults aged 65 and older who participated in the National Health and Aging Trends Study, and has fair predictive validity (12–14). Lohman et al. (13) found STEADI fall risk categories were strong predictors of future falls. Individuals categorized as moderate risk were 2.6 times more likely to experience a future fall, and individuals categorized as high risk were 4.7 times as likely to experience a future fall as compared to individuals at low risk. The algorithm uses the STEADI Stay Independent checklist within the STEADI Stay Independent: Learn More about Fall Prevention brochure to determine an individual’s risk for falling (20). The STEADI fall risk self-assessment tool was developed for adults 65 years or older who are ambulatory and living within the community. Its intended use is screening for fall risk, leading to awareness of an individual’s own risk level and conversations about strategies to decrease risk (21). Rubenstein et al. compared the self-reported scores to a clinical assessment by geriatricians and found that the final 12 item questionnaire had good concurrent validity (21).

Two of the statements within the STEADI checklist assign 2 points for a yes answer, indicating a higher risk, when compared to the remaining 10 statements which assign 1 point (21). These two statements ask about fall history and gait deficiency. When comparing these two statements with ACL’s pre-participation survey, two items captured similar information (Table 2). Both the STEADI question, asking if the individual had been advised to use an assistive device and the pre-participation question, asking if a health care provider recommended that they take an EBFPP, imply that a third party deemed the individual at sufficient risk of falling to recommend an active intervention. Thus, the item was included in our fall risk index with a score of 2 points if the participant answered yes (Table 2).

The remaining items in our fall risk index (fear of falling, depression, health status, and older age) received a score of 1 point. Fear of falling (22, 23) and depression (15–17, 24), have comparable STEADI questions (Table 2) and are regularly identified as risk factors. In terms of health status, the ACL survey asked participants “In general, would you say that your health is: excellent, very good, good, fair, poor.” The STEADI checklist, although not directly asking about self-report health status, includes several items that are common indicators of impaired health status. Data from 2018 Behavioral Risk Factor Surveillance System showed that in adults aged 65 and older, as self-reported health declined from excellent to poor, the percentage of falls increased from 5 to 25% (18). Thus, a response of “fair or poor” health status received a score of 1 point.

In terms of age, Helsel et al. (19) reported that age of 75–84 years were significant predictors of falls over 4 years in community dwelling older adults. They also found that respondents over the age of 85 did not have an increased risk for falls as compared to those less than 70 years old. They hypothesized that decreased mobility and fewer risky activities could lead to a lower risk profile in individuals over 85 years of age. Thus, participants 75–84 years of age were assigned 1 point in the fall risk index.



2.3.2 Fall risk categories

The following categories were used for our fall risk index: low risk = 0–1 point, moderate risk = 2–3 points, high risk = 4 or more points. We based our categories on the STEADI risk algorithm which identified individuals as low, moderate, or high risk (20). For STEADI, individuals were categorized as low risk if they scored <4/14 on the Stay Independent questionnaire or indicated ‘no’ for their fall history. In order to capture a similar categorization, we identified low risk as scoring 0–1 points. For STEADI, a score of ≥4/14 or having a fall history puts an individual automatically into moderate or high risk with high risk reserved for individuals who have gait, strength or balance problems, ≥2 falls, or at least one fall resulting in injury. Given the limited questions on the pre-participation survey, it was not possible to mimic the STEADI risk classification for moderate and high risk. Thus, we reviewed the American Geriatrics Society/British Geriatrics Society (AGS/BGS) guidelines as many algorithms are based on them (25, 26). The screening questions are like those used by STEADI and support that as the number of fall risk factors increase, fall risk increases. We chose 2–3 points as moderate risk as a participant could have one significant risk factor (2 points) or 2–3 risk factors that were consistent with STEADI items that had a score of 1 point. If a participant scored 4 points or greater, indicating more items were scored as present, the risk level was deemed high.



2.3.3 NCOA’s EBFPP risk continuum

The National Falls Prevention Resource Center at NCOA developed the Evidence-based Falls Prevention Programs Risk Continuum Guidance for Program Selection as a resource for stakeholders deciding which fall prevention program to implement (10). It provides the risk level associated with the targeted population for each approved EBFPP along a continuum from low risk to high risk (Figure 2).

[image: Figure 2]

FIGURE 2
 Consistency of participant risk level and programs risk continuum.





2.4 Statistical analysis

Descriptive statistics (frequencies, percentages) were used to capture participant characteristics. SPSS version 29 (IBM SPSS Statistics) was used for statistical analysis.




3 Results


3.1 Participant characteristics


3.1.1 Total sample

There were 105,323 participants within the 8 EBFPPs that either started or ended a workshop between July 1, 2016 and June 30, 2022. As the database does not follow a unique individual across or within programs, and all data available to us were fully de-identified, the same individual could be in the database more than once although that individual would only be included as a single participant within a specific workshop. The top five states in which these programs were located were Minnesota (12.4%), North Carolina (8.6%), Wisconsin (6.7%), Massachusetts (6.2%), and New York (5.9%). Thirteen states (Alaska, Delaware, Hawaii, Idaho, Indiana, Kansas, Kentucky, Louisiana, Nebraska, Nevada, Oregon, Pennsylvania, and West Virginia) did not host any programs.

Characteristics of participants within the total sample are shown in Table 3. Three quarters of the individuals were between the ages of 65 and 84 years old. Eighty-two percent (82%) were female, 85% were White, 95% were not Hispanic, 45% lived alone, and 43% were a college graduate. Overall, they self-reported good, very good, or excellent as their health status (84%), with 49% self-reporting they had arthritis, heart disease (19%), diabetes (18%), depression (13%), glaucoma (12%), and lung disease (7%). Twenty-seven percent (27%) had at least one fall in the last 3 months and 85% were fearful of falling.



TABLE 3 Baseline characteristics of participants within the total sample; and those who completed all six fall risk index questions compared to those who did not.
[image: Table3]

When comparing participant characteristics across all EBFPPs there were differences based on enrollment in a specific program (Table 4).

• Bingocize participants were more likely to be non-White (63%), Hispanic (16.8%), living alone (48%), no more than a high school graduate (48.1%), in fair or poor health (24.4%), and not fearful of falling (26%).

• Enhance fitness participants were more likely to be a high school graduate with at least some college or technical school education (84%), referred by a health care professional (24.1%), and not fearful of falling (22.5%).

• Matter of balance participants were more likely to be living alone (50.1%), depressed (34.7%), a previous faller (32.45%), and fearful of falling (89%).

• Otago exercise program participants were more likely to be male (26.35%), at least 85 years or older, graduated college (56.9%), in fair or poor health (23.8%), previous faller (40.8%), and referred by a health care professional (45.1%).

• Stay Active and Independent for Life participants were more likely to be female (87.6%), in excellent or very good health (50.5%), and not fearful of falling (25.7%).

• Stepping On participants were more likely to be living alone (46.9%), previous faller (33.3%), and fearful of falling (92.3%).

• Tai Chi Arthritis participants were more likely to be in excellent or very good health (46.85%) and not fearful of falling (22.2%).

• Tai Ji Quan participants did not trend toward any unique characteristics when compared to the general participant profile.



TABLE 4 Characteristics of participants in total sample.
[image: Table4]



3.1.2 Fall risk sample

Of the 105,323 participants in the dataset, 31,064 answered all six pre-participation questions that made up the fall risk index and, thus, were included in the calculations of fall risk levels. All other participants were excluded from the calculation of risk level. Table 3 displays the response by group (those included vs. those excluded from calculation of fall risk index) and Chi Square analyses for group differences. A p < 0.01 level of significance was chosen given the large number of variables that increase the risk of a Type I error. Statistically significant differences were reported for all variables except, sex, living situation, and referral from a healthcare provider. Demonstrating statistically significant differences was not surprising given the large dataset. As seen in the table, for most variables, the actual differences were small and unlikely to represent clinically important differences.

Notable differences include more individuals with poor to fair health in the inclusion group and fewer in excellent to good health as well as more individuals in every category of chronic condition in the inclusion group than the exclusion group. This was particularly evident for depression with large differences between the groups (32.3% vs. 13.2%). Differences in those reporting arthritis (60% vs. 44%) and breathing/lung issues (13% vs. 5%) are also notable.



3.1.3 Fall risk level

Using the fall risk index within the fall risk sample (31,064 older adults), 29% of participants were identified as being at high risk, 41% at moderate risk, and 30% at low risk. Figure 3 provides the breakdown of the fall risk level of participants by each evidence-based fall prevention program. Stay Active and Independent for Life (SAIL) had the largest percentage of individuals at low risk (48.5%) and Otago had the lowest (19%). Whereas, Otago had the largest percentage at high risk (47%) and SAIL with the lowest (14%).

[image: Figure 3]

FIGURE 3
 Fall risk level of participants by evidence-based falls prevention program.




3.2 Congruency of targeted risk profiles

Congruency was examined between the targeted risk levels of participants as depicted on the NCOA visual continuum and the risk levels derived from our fall risk index. In general, greater congruency was observed in programs at either end of the continuum (high or low ends) than midrange. As depicted in Figure 2, the NCOA fall risk continuum visually illustrates each EBFPP’s targeted participant risk level (green = low risk, yellow = medium risk, red = high risk). For each program targeting only two of the three fall risk categories, we operationally defined ‘Consistent’ as having at least 80% of participants classified within the target risk level, ‘Somewhat Consistent’ if between 70 and 79% of participants were classified within the two risk categories, and ‘Inconsistent’ if less than 70% of participants were classified within the two risk levels. For programs targeting participants across all three risk levels, we examined differences between the visually estimated relative proportions in each category and the proportions calculated using the fall risk index.

Five of the eight EBFPPs indicated the program targets only two of the three possible risk categories. Four programs (SAIL, Tai Chi for Arthritis, Tai Ji Quan, Stepping On) targeted only low or moderate risk individuals and one program (Otago) targeted only moderate to high-risk participants. SAIL, Tai Chi for arthritis and Otago meet the 80% criteria and were classified as ‘Consistent’. Tai Ji Quan, with 71% of participants in the target risk levels was classified as ‘Somewhat Consistent’. Stepping On with only 66% of participants within the target risk levels, was classified as ‘Inconsistent’.

Three EBFPPs (Enhance fitness, MOB, Bingocize) included all three risk levels in their target population with slightly different proportions visually depicted for each along the NCOA continuum. All three enrolled participants across all three risk levels. All three were classified as ‘Somewhat Consistent’ given variations from the NCOA visual depiction. Enhance Fitness and Bingocize, visually depicted as targeting participants fairly equally across all three levels, attracted fewer participants at high risk than visually illustrated. MOB, depicted as targeting predominantly moderate and low risk participants, enrolled a high proportion of high-risk participants.





4 Discussion

Using data from the ACL-NCOA Healthy Aging Programs Integrated Database (HAPID) between July 2016 and June 2022, we examined the characteristics of a broad national sample of older adults attending a variety of evidence-based fall prevention programs (EBFPPs) offered by a range of older adult-community serving agencies within 37 of the 50 states within the United States. The characteristics of the 105,323 participants displayed in Table 4 indicate that participants were primarily: white; female; with at least some fear of falling; between 65 and 84 years of age; had completed at least some college; described their health as good, very good, or excellent; and self-enrolled in the EBFPP (were NOT referred to the program by a health care provider). These findings are similar to the demographic trends identified in earlier studies by Smith et al., based on 2014–2017 HAPID data and Brach, based on 2014–2019 HAPID data (6, 27). Of particular concern is the continued low enrollment of men and participants who are non-white.

We used data available in the pre-participation survey inputted into the national HAPID database to create a fall risk score for each participant in the eight ACL-supported fall prevention programs and categorized risk into three levels. As such, 29% of participants were classified at high fall risk, 41% at moderate fall risk, and 30% at low fall risk. The proportion of individuals at moderate to high risk (70%) was higher than the 48% of individuals identified as moderate or high risk in the 2011 National Health and Aging Trends Study (NHATS) of the general older adult population (13). Additionally, 85% of subjects in our sample expressed at least some fear of falling compared to only 25.6% of subjects in the 2011 NHATS survey (19). These findings support the assumption that individuals at higher fall risk and with at least some concern about falling are more likely to enroll in a fall prevention program than those at low risk and low concern about falling.

In creating the fall risk index, we were limited to the variables included in the pre-participation survey and reported in the HAPID dataset. This fall risk index is not intended for generalization beyond the HAPID dataset. The CDC STEADI checklist was chosen as the primary tool against which to base risk level. The STEADI fall risk checklist was specifically designed for community-dwelling older adults, to be understandable to older adults, and to include modifiable fall risk factors. Rubenstein et al. all reported high consistency between self-reported STEADI checklist scores and clinically assessed scores (21). Future studies are needed to examine concurrent validity of responses on this fall risk index against the comparable items on the STEADI checklist and criterion-related validity by assessing the consistency of the self-reported responses with clinician assessment.

When examining each EBFPP separately (Figure 2), we see that each program enrolled participants across all three risk levels with most programs being at least somewhat consistent with their targeted level along the NCOA risk continuum. There was more congruence for programs tailored for participants at the ends of the risk level (low risk or high risk). Two programs (Stepping On and Matter of Balance), that focused more on adult education and encouraging behavior change than on active exercise participation, had very similar risk profiles with a tendency toward enrolling more participants at high-risk levels than other programs, except Otago. Stepping On, Otago, and Matter of Balance each demonstrated a higher percentage of participants who had fallen in the past 3 months (33.3, 40.8, 32.4%, respectively) and had the highest number of subjects expressing at least a little concern about falling (92, 87, 89%, respectively) than the other programs. This is consistent with the finding that these three programs enrolled the most subjects in the high-risk category.

Both Matter of Balance (MOB) and Stepping On are workshop-based programs focusing primarily on adult education, self-efficacy, and behavior change rather than on physical exercise. We speculate that older adults at higher fall risk may gravitate more toward workshop-based programs than exercise and physical activity programs. For MOB, this risk profile was somewhat consistent with their target population along the risk continuum. However, participants in Stepping On did not reflect the risk profile in NCOA’s risk continuum that identifies the program as more suitable for low-risk individuals. Future investigation of outcomes for Stepping On by risk level may help determine if the NCOA risk continuum for Stepping On should be adjusted or if high-risk participants should be recommended to an alternative program tailored more directly for high fall-risk. Otago, an exercise program targeting high-risk individuals, is unique in that it is typically, although not exclusively, led by a health professional and delivered in an individualized 1–1 format.

Interestingly, Bingocize, the only other EBFPP in our review that is primarily workshop focused, had a relatively low proportion of participants in the high-risk category despite high-risk being a substantial target group according to the NCOA risk continuum. Bingocize also had the highest proportion of participants who were non-white (37%), and had diabetes (27.6%) or breathing/lung disease (15.2%). Bingocize and Otago had the highest proportion of participants defining their overall health as ‘fair or poor’. Combining the benefit of a familiar and popular game, bingo, with adult health education, seems to capture interest across a broad fall risk level and wider-range of demographics than other EBFPPs. Future examination, by risk level, of the ability to achieve positive behavior change across risk levels will help determine the ideal risk continuum target for this program.

All EBFPPs with a primary focus on physical exercise participation (Tai Chi for Arthritis, Tai Ji Quan, Enhance Fitness, and SAIL) had fewer individuals at high risk than those enrolled in workshop-based programs (MOB and Stepping On). This was generally consistent with expectations as visualized along the NCOA risk continuum.

Evidence-based falls prevention programs have different ways of addressing fall prevention risk factors and different attractors for participants. Although subjects self-enroll in programs, program availability varies widely. Most communities are unable to offer a range of fall prevention programs. Thus, participants seeking fall prevention programs are limited to the programs available in their community even if the program is not ideally suited to their risk level. Host organizations must consider their mission, target audience, location of classes, and needs of their community in determining which programs to offer. Leaders delivering programs must be sensitive to the range of participant risk levels and strategies to adapt the program while remaining within the program’s fidelity requirements.

Limitations of this study include the limited availability of risk-factor indicators for calculation of risk level, the low number of participants completing all 6 risk-factor indicators thus included in risk factor calculation, and the non-random nature of subjects enrolled in the programs. Only 30% of subjects in the HAPID database completed all 6 questions contributing to the fall risk index, required to be included in the fall-risk level categorization. Thus, our fall risk index represents a ‘best-available’ estimate of risk level from the subset of program participants who completed all 6 risk factor questions. A comparison of key characteristics of those included vs. not-included in the risk level calculations illustrated small but statistically significant differences between the two groups on most variables which could have impacted the risk-level scores.

The sample population for the HAPID dataset was not randomly chosen from the general population of older adults seeking fall prevention programs. All programs were supported by an ACL grant. Grantees were chosen based on a highly competitive application process in which they provided compelling evidence for the need in their community, the target region, delivery processes, and participants. Examining variability by target geographic area, type of delivery, or target populations is beyond the scope of this study. However, future examinations of these factors could provide additional insights into the link between choice of programs, risk level of participants, and characteristics of attendees.



5 Conclusion

The community-delivered EBFPPs supported by grants from ACL have enrolled a wide range of older adults. At least 80% of individuals enrolling in the community-delivered EBFPPs supported by ACL were white, female, have at least some fear of falling, and identify their general health as good, very good, or excellent. Overall, the proportion of participants who had fallen at least once was similar to that found in the general population. However, this rate varies by program. Programs focused more on training and education enrolled more participants who have fallen than EBFPPs focused more on exercise interventions.

All programs enroll participants across all three risk levels with variability across programs. The risk levels of participants in most programs are at least somewhat consistent with the NCOA risk continuum that serves as a guideline for choosing programs to match the target audience in a given community. As only 3 programs enrolled participants that were in agreement with their targeted risk profile, further examination of the remaining programs’ identified risk level is indicated.

The enrollment of men and minority participants continues to be low, without substantial improvement from earlier studies using the same database. The findings suggest a need to tailor programs and improve recruitment to enhance reach to these under-represented populations. These findings also serve as a reminder that the characteristics of program participants vary across each of the three risk levels. This supports the NCOA recommendation to offer a range of programs targeting individuals at various risk levels. Program leaders must also be sensitive to the varied risk levels of their participants as it became clear in this study that not all older adults are enrolling in programs that are consistent with their fall risk profile.

It is crucial that programming to reduce fall risk is available for all older adults. The results of this study help to inform older-adult-focused organizations who wish to meet the needs of their community by recognizing populations who have had less access to EBFPPs and ensuring that the fall risk profile of the chosen EBFPP is congruent with the level of fall risk of their targeted audience.
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