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People with dementia are four to five
times more likely to experience falls
than older people without significant
cognitive impairment." The conse-
quences of a fall may be distress and
anxiety for the person and their fam-
ily, limitation of activities, a move into
residential care, fractures or even
death, and the associated economic
costs of all of these. Falls in residen-
tial care can cause anxiety and guilt
in staff. Unhappy relatives may com-
plain, leading to managerial demands
to reduce risk to the organisation that
do not necessarily benefit residents.

Rehabilitation is more difficult
if the person has moderate or severe
cognitive impairment, and the ma-
jority of people with dementia ex-
periencing a hip fracture never
achieve their previous level of func-
tional capacity.?

Thus, it is important to try to un-
derstand why people with dementia
fall and how we might reduce the
number of falls and prevent injury.

Why people with dementia fall

Dementia-related changes

As well as memory disturbance, peo-
ple with dementia have impairment
in thinking, orientation, comprehen-
sion, calculation, language, percep-
tion and judgment. There are also
psychological, behavioural and mo-
tor symptoms.

These deficits increase the likeli-
hood of falls. For example, if memory
is impaired, people forget to avoid
hazards in their environment; they
will not remember to get out of bed
slowly to mitigate postural hypoten-
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sion. The person with poor new learn-
ing skills will have difficulty navi-
gating in a new situation and may
place himself at risk. Problem-solv-
ing may be inadequate as it requires
that the person hold information in
mind while thinking about ways to
eliminate or reduce risk.

Perceptual difficulties often mean
that the person is unaware of changes
in levels, making them more likely
to miss a step or lose their balance
on a slope. Loss of awareness of per-
sonal space means that, especially in
residential care, people come too
close to others and are pushed away.
Some have difficulty seating them-
selves; ‘angle parkers’ do not seem
able to line themselves up with the
chair, possibly because of perceptual
difficulties. Some ‘premature parkers’
sit down too early and miss the seat
and ‘slitherers’ slide backwards to-
wards the chair from some distance
away. This may be because of diffi-
culty delaying gratification.* At-
tempting to sit in an already occu-
pied chair can result in an alterca-
tion and someone falling over!

The person with poor judgment
fails to recognise risk, e.g. the eld-
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erly man who suddenly decides to
scrape the lichen off his roof. Even if
the person becomes aware of a risk,
the slowness of reactions, poor prob-
lem-solving and loss of protective
reflexes mean that they cannot avoid
falling anyway. Impaired comprehen-
sion may mean that the person can-
not take in or respond to warnings.

The effort of doing something
mentally taxing appears to affect bal-
ance. Robert Davis® writes a first per-
son account of what it is like to have
Alzheimer’s disease:

‘Even going into a supermarket
and looking at rows and rows of cans
is mentally exhausting. When I do
become exhausted, my walk becomes
staggering. In a supermarket I can
make it very well if I have a trolley
to push around; or when walking in
crowds I cling to the wall in order to
give my hands something to touch to
keep from going sideways. There is
always the tendency in the confusion
of a crowd to suddenly step sideways
and perhaps keep on going until I fall.

Psychotic symptoms can lead to
risky behaviour: a frail lady with Lewy
Body dementia heard boys throwing
stones on her roof at night and went

I am indebted to Dr Elizabeth Spellacy for these titles and descriptions of sitting-down patterns of some people with dementia.



outside to chase them away - not only
hallucinations and delusions, but also
a bad judgement call. She fell in the
dark and broke her hip.

Someone who is agitated and pac-
ing will not be looking out for ex-
ternal dangers.

There is evidence that people with
dementia walk too fast for their situa-
tion, perhaps because of a loss of con-
trol of gait velocity.* If people become
less active, either from reduced
socialisation or because concerned
caregivers limit their walking, they
become physically weaker. There is
‘loss of condition’ as the dementia
progresses and the person becomes
frailer with poor balance and posture.

It is also not uncommon for the
person (or others) to slip in a pud-
dle of urine if they have become in-
continent.

Falls in different types of dementia

Allan et al.” found gait and balance
disturbances in 93% of people with
Parkinson’s dementia (43% with Par-
kinson’s disease alone), 79% of those
with vascular dementia, 75% of peo-
ple with Lewy Body dementia, 25%
of those with Alzheimer’s disease and
7% of controls.

Obviously cerebrovascular dis-
ease can cause vascular dementia and
any of the following: stroke, hemi-
plegia, gait, balance, motor and sen-
sory abnormalities. In Lewy Body or
Parkinson’s dementia, expect Parkin-
sonism, syncope and orthostatic hy-
potension; brief episodes of loss of
consciousness may be evident as falls.
Hallucinations and delusions are com-
mon in both conditions and may re-
sult in agitation or other behavioural
changes, placing the person at risk.
Fronto-temporal dementias can cause
disinhibition and poor judgment with
subsequent risk-taking. This type of
dementia is often associated with
movement disorders, as in Hunting-
ton’s disease, that severely compro-
mise balance and gait.

Co-morbid conditions

Acute conditions, such as infections
or constipation, cause balance and

gait changes. The risk of developing
delirium is high in people with pre-
existing dementia and associated with
increased confusion and falls risk.
Epileptic seizures occur in 10-22%
of people with Alzheimer’s disease.®
Reduced visual acuity, arthritis and
cardiac conditions may contribute to
falling. As it can be difficult to get an
adequate history from the patient,
collateral history, thorough examina-
tion and investigation are necessary.

Drugs

Drugs of various types increase con-
fusion and the likelihood of falls (and
they may be taken incorrectly, e.g.

missing anticonvulsants or taking too
many diuretics). Even a small amount
of alcohol will affect balance and

sometimes people forget they have

already had a drink and help them-
selves to another or two!

Medication with strongest links to
an increased risk of falling’

e Serotonin reuptake inhibitors and
tricyclic antidepressants
Neuroleptic agents
Benzodiazepines
Anticonvulsants

Class A anti-arrythmics.

Management

Oliver et al.® analysed studies of fall
prevention in hospitals and care

homes, finding some evidence that

multifaceted interventions in hospi-
tal reduced the numbers of falls, and
that the use of hip protectors in care
homes prevented hip fractures. They
noted a lack of investigation into in-
terventions, specifically for those with
cognitive impairment or dementia.

With our present state of knowledge,
falls reduction strategies for people

with dementia are the same as those
for other older people in general® with
allowance being made for the person’s
cognitive impairment.

Medical review

Conditions pre-disposing to falls
should be treated, bearing in mind
that the person may not recognise
they have a problem, and compliance

can be a challenge. Medication is best
reduced to a minimum, any unnec-
essary pills being stopped. If medi-
cation is needed, family or other
carers might need to supervise this
and/or provide drugs in blister packs.
People with dementia do develop
depression and psychosis, conditions
that may need pharmacological treat-
ment with medication that is known
to increase falls risk - a difficult de-
cision. If drugs are necessary, moni-
tor closely for effectiveness and side
effects, reduce the dose to a mini-
mum and stop as soon as possible.
GPs are often pressured to pre-
scribe medication for challenging
behaviours. Consideration should
first be given to managing physical
symptoms (e.g. pain, hunger), envi-
ronmental problems (e.g. noise, bore-
dom) and caregiver approaches such
as taking the agitated person for a
walk. Ideally, bearing in mind the
adverse effects of these dugs on bal-
ance, gait and cognition, it is better
not to start, though there will be times
when they are necessary. They should
be reviewed regularly and used for
as short a time as possible. People
usually pass through these difficult
stages as the dementia progresses.

Home modifications and technology

An occupational therapist can assess
the home for risk, but too many
changes will make the environment
unfamiliar to its occupant! People can
usually follow rails, but ramps can
be a problem if the person has trou-
ble with depth perception.

The person is unlikely to remem-
ber new instructions about how to
work a personal alarm or when to
press a call bell. They may not know
how to get help once they fall. Night
lights help nocturnal risers to find
their way around and pressure pads
will alert carers that their charges are
up and perhaps at risk. Fall monitors
worn on the body detect the motion
characteristic of a fall (vertical ve-
locity changes) and other technology,
such as infrared movement sensors,
can determine whether someone is
inactive for longer than might be
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expected (perhaps lying unconscious)
and an alarm triggered. This technol-
ogy is still in its early days and not
yet terribly reliable.

Supervision

Some activities, such as showering, are
associated with falls; a personal care
assistant or family member can super-
vise at home (if the person remem-
bers to wait for them). In hospital care,
80% of falls are unwitnessed.'® Ob-
serving residents and patients, par-
ticularly those prone to falling, goes

a long way to preventing falls. Care

staff sometimes find it hard to ‘just

watch’ instead of ‘doing’ something

and need to be reassured that this is a
very important role. The risk in resi-
dential care may be higher at certain

times, e.g. when shifts are changing,

4-8pm when people are ‘sundowning’,

when staff are tied up with meals or

getting people to bed. People may be

tripped or pushed (i.e. other residents

may cause the problem). Certain resi-
dents may need to be kept apart!

Balance and gait training and
muscle strengthening exercise

Family worries about the community-
dwelling person with dementia be-
ing out of the house alone and di-
minished socialisation may combine
to reduce physical activity. The per-
son with dementia may lack the mo-

tivation or ability to engage in for-
mal exercise programmes on their
own but may greatly enjoy physical
exercise, especially in a group. Lo-
cal Alzheimer’s Societies often have
walking groups. (Exercise can also
help reduce agitation.)

Hip protectors

Hip protectors with hard shells can
be uncomfortable if body fat is lost
as dementia progresses and may not
be tolerated; soft-shelled hip protec-
tors are available. The person with
dementia may not recognise the gar-
ment as underwear or comprehend
why hip protectors need to be worn
as well as forgetting to put them on.
Finally, if it is hard to get the pants
down quickly, the only-just continent
person may become incontinent; gus-
set-free hip protectors may be more
suitable in these situations."

Miscellaneous

Check footwear, clean glasses and

turn on hearing aids. Some carry (or
forget) their walking frame, though
eventually with repetition may be-
come used to the security of the frame
and learn to use it.

Restraint

There is no strong evidence support-
ing the use of restraint in prevent-
ing falls in people with cognitive

impairment. Tinetti'> showed that

when restrained and unrestrained

patients were compared, 4% of un-
restrained vs 15% of restrained pa-
tients suffered serious injury. Other
studies show that the removal of re-
straints makes no difference to the
rate of fall-related injury." Restraint
can lead to agitation, muscle wast-
ing, infection, pressure sores and

deconditioning.'

As the use of restraint brings no
clear advantage in terms of reducing
injury and impinges upon the dignity
and autonomy of patients, it seems that
physical restraint would be best
avoided. This may seem counter-
intuitive to staff and families and
needs to be clearly explained when
the option of restraint is being con-
sidered for people with dementia.

In summary

Cognitive impairment increases falls
risk for older people, often with dire
consequences. Management may in-
volve difficult choices. However,
ensuring a safe environment, super-
vision, treatment of medical prob-
lems, minimising drug use and en-
couraging activity may help reduce
damage from falling, at the same time
maintaining quality of life.
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