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ABSTRACT 

This thesis comprises a literature review, a research report, and a critical appraisal. 

Section one: A review of the literature on the psychological consequences of falling 

among older people. This includes a consideration of the psychological consequences of 

falling, detailing prevalence and correlates. Evidence was found for the development of 

fear of falls, depression, anxiety, post-fall syndrome and post-traumatic stress disorder 

(PTSD) after falls, and these difficulties have been correlated with increasing age of the 

individual, personality, health and fall-related factors. Little research has investigated 

the incidence of PTSD in this population, and no research to date has examined the role 

of shame with regard to falling. 

Section two: A prospective, repeated measures design (n=49) was employed, in which 

older people attending falls programmes completed questionnaires examining the 

attributions, anxiety, depression, post-traumatic symptomology and shame, before, and 

at the end of the falls group. Clinically significant levels of PTSD and other 

psychological symptoms are present after falls, which change over time, and are related 

to external shame, affective disorders and the presence of negative internal, global 

attributions for their fall. 

Section three: The critical appraisal considers the research process for this study, based 

upon information from the research diary. The origins of the project, supervision, data 

collection, facilitators and barriers to the process are considered. Learning outcomes, 

methodological limitations and clinical implications are discussed. 
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Section 1: Literature Review 

Psychological Outcomes In Older People Following Falls 



PSYCHOLOGICAL OUTCOMES IN OLDER PEOPLE FOLLOWING FALLS 

ABSTRACT 

Purpose: To provide an outline of the available literature which examines the 

psychological consequences of falling, detailing prevalence and correlates. This review 

will also detail some of the methodological limitations of the studies presented, in 

addition to the implications for clinical practice and future research. 

Methods: Peer reviewed journals up to the present day were searched for using the 

Ovid, Psychlnfo and Web of Knowledge databases. Further papers were identified' 

through examination of reference lists, contacting relevant authors and using other 

electronic means. 

Results: Evidence is provided to show that there are significant consequences for older 

people who experience a fall. Fear of falling is most commonly addressed in the 

literature, and is estimated as affecting 37-65% of those who fall. The development of 

fear of falls has been correlated with increasing age of the individual, personality, health 

and fall-related factors. Other psychological difficulties faced by those who have fallen 

include depression, anxiety, post-fall syndrome and pöst-traumatic stress disorder. 

Conclusions: Psychological disturbance is a relatively common consequence of falling, 

with fear of falls being the most widespread. Factors important in the early 

identification of those vulnerable to developing such difficulties after falling are 

outlined. 
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INTRODUCTION 

The population of the UK is ageing, and as a consequence of the ̀ baby boom' in the 

1960s, this trend is set to continue. Between 1971 and 2005 there was an increase of 3% 

in the numbers of those over 65 years old, representing 16% of the overall population, 

and a 7% rise in those over 85 years old was also seen over the same period. This means 

that at present there are approximately 9.6 million individuals in Britain facing the 

challenges associated with reaching old age (Office of National Statistics, 2007). This is 

an international issue, with the US population of those in the over 65-age category 

reaching 70 million people by 2020 (Thompson, McCormick & Kagan, 2006) and the 

World Health Organisation (1996) estimating that between 1990 and 2020 there will be 

an increase of 140% in the numbers of those over 75 years world wide. 

With increasing age' comes an overall increased vulnerability to physical, functional and 

mental health problems, resulting in an increase in the utilization of health care services 

(Pinquart, "2001). Among the over 65s, falls affect 30% of the population every year, 

rising by a further 10% in the over 75 years old category (Tinetti & Williams, 1998). 

Falls constitute the sixth leading cause of death in older adults and is the leading reason 

for hospitalisation in the elderly (Cryer, Davidson & Styles, 1993). In Finland it is 

estimated that as a result of increases in the population of the older old (i. e., over 80 

years old), there will be an increase by a factor of 3.4, in the numbers referred for fall 

induced severe head injury alone (Kannus, Niemi, Parkkart, Palvanen & Sievanen, 

2007). 

King and Tinetti (1995) cite evidence that of those people aged over 65 years, 30-55% 

of falls will result in minor injuries, with fractures occurring as a result 4-6% of falls, a 
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quarter of these breaks will be hip fractures. Of those falls that do not result in physical 

injury, the trauma associated with potentially lying on the floor for long periods of time, 

and unable to get up, can be significant (McKee, Orbell, Austin, Bettridge, Liddle, 

Morgan & Radley, 2002). Studies estimate that up to 50% of those who fall will have a 

period of lying, unable to get up, the physical consequences of which can be an 

increased risk of dehydration, pneumonia and pressures sores (Tinetti, Liu & Claus, 

1993), and psychological consequences such as depression (Biderman, Cwikel, Fried & 

Galinsky, 2002), fear of falls and post falls syndrome (McKee, Chung & Pais, 2004). 

As the body of evidence demonstrating the significant impact of falls on both the person 

and the economy grows, falls are increasingly seen by the National Health Service as a 

significant area for attention. Initially, the National Service Framework for Older People 

(Department of Health, 2004) identified the need to address falls in older people. Later 

the same year, the National Institute of Clinical Excellence (NICE, 2004) developed 

specific guidance around falls. This resulted in the creation of local falls care pathways 

and falls prevention groups, employing a comprehensive, multidisciplinary assessment 

and intervention for all those over 65 referred to health services as a result of a fall, with 

the goal of preventing further falls. 
. 

The aim of this paper is to examine some of the psychological outcomes for older 

people who have fallen, the possible risk factors and mechanisms for development of 

psychological problems after a fall, and finally some of the treatment implications for 

those working in falls rehabilitation services. The studies presented will also be 

critiqued in terms of the methodological weaknesses of their design or implementation. 
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Search Strategy 

All papers up until the present day were searched for, with no lower limit in place due 

to the paucity of literature in this area. Databases employed in this search were: Ovid, 

PsychInfo and Web of Knowledge. 

The following search terms were used: 

" Fall*, accident*; AND 

" older, elder*, ag*; AND 

" anxiety, depress*, affect*, worry, mood, fear of falling, falls efficacy, psych*, 

PTSD, posttraumatic stress disorder, post-traumatic stress disorder, post traumatic stress 

disorder, post-fall syndrome, mental health 

Further papers were located through an examination of the reference lists of included 

articles, related book reference lists, Google Scholar, the Prevention of Falls Network 

Europe (PROFANE) website resources and contacting authors involved in related 

research. The search excluded those results citing books, unpublished dissertation 

abstracts and those in languages other than English. 

Table 1 summarises the papers included in the review. 
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Definition of fall 

In the literature there is a wide variability in the way that a fall is defined. Some studies 

require that it be an unexplained fall, that there be two or more such falls, while others 

encompass all of those of have had the experience of falling. In many cases there was 

no definition of what constitutes a fall, or a very specific, narrow example of what 

would be considered appropriate for the study (Hauer, Lamb, Jorstad, Todd & Becker, 

2006). This clearly can cause difficulties with the generalisability of the research to 

wider populations. However the most frequently used definition is that of a nonsyncopal 

fall, and has been described as one which "results in a person coming to rest 

inadvertently on the ground or other lower level and other than as a consequence of ... 

sustaining a violent blow, loss of consciousness, sudden onset of paralysis, as in stroke, 

(or) an epileptic seizure" (Kellogg International Work Group on the prevention of falls 

in the elderly, 1987, p. 2). 

Financial and physical costs of falls 

Help the Aged estimated the annual cost to the NHS of providing care for those over 65 

who have fallen in 2007 to be £981 million, and that one person dies as a result of a fall 

every five hours (Carvel, 2007,26`h June). Other studies in the UK (Scuffham, Chaplin 

& Legood, 2003; Newton, Kyle, Liversidge, Robinson, Wilton & Reeve, 2006) and 

USA (Stevens, Corso, Finkelstein & Miller, 2006; Alexander, Rivara & Wolf, 1992) 

have also outlined the significant financial and personal costs associated with falls in 

older people. 

Thompson, McCormick and Kagan (2006) describe the prevalence rates and 

implications of falls in the USA, particularly focusing on the serious outcome of 

Traumatic Brain Injury (TBI). The paper cites 51% of TBI cases in older people over 75 
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years old, as being as a result of falling, with increasing age providing a negative 

influence on the individual's overall health outcome. A similar review in Finland was 

conducted, investigating the trends and the incidences of hospital admissions of those 

over 80, as a result of falls head injuries in the period 1970-2004 (Kannus, Niemi, 

Parkkari, Palvanen & Sievanen, 2007). The incidence of falls, (and the negative 

outcomes with associated with TBI), rose with increasing age of the individual. 

However, there also seemed to be an increase in the overall incidence of falls in this 

population, which the study was unable to explain. This increase is particularly 

significant as falls and their consequences have been reported as a significant indicator 

of overall general health and wider functioning (Prudham & Grimley Evans, 1981). 

In recognition of the significant economic and individual losses associated with falls, in 

2001 the National Service Framework (NSF) for older people was published with 

standard seven specifically addressing falls. The aim of this was to reduce the numbers 

of falls occurring in the population, but also to aid the recovery and rehabilitation of 

those who have experienced a fall. This led to the instructions to NHS Trusts to develop 

an integrated falls service by 2005, providing a clear care pathway for patients. As a 

consequence of the NSF for older people, the National Institute of Clinical Excellence 

(NICE, 2004) identified the importance of falls on the health of older people, providing 

guidelines in assessing and preventing falls. This involved the development of 

multifactoral falls risk assessments (including consideration of falls history, medication 

review, impairments and fear of falling), multifactoral interventions (including strength 

and balance training and home hazard assessment) and education about falls. Further 

research has continued into the causes, outcomes and prevention of falls, largely from 

medically focused studies (Hauer, Lamb, Jorstad, Todd & Becker, 2006). 
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Fear of fall ing 

Fear of falling has been one of the most widely reported and investigated psychological 

consequences of falling (Jorstad, Hauer, Becker, & Lamb, 2005), and has been defined 

in the literature as, "a specific anxiety directed towards a particular provoking factor 

(i. e., falling), and hence can be considered as a special case of anxiety, which is the 

generic term commonly employed to describe fearful reactions in the psychological and 

psychiatric literature" (Yardley, 1998, p. 24). Yardley goes on to describe the three 

components of anxiety, namely the cognitive (i. e., hypervigilance, exaggerated focus on 

anxiety provoking thoughts), psychophysiological (i. e., increased heart rate, shakiness) 

and behavioural (i. e.; avoidance of activity or freezing) elements, and how these 

reactions impact on the individual's functioning as a result of the increased affective 

state. 

Fear of falling has been associated with activity restriction (Suzuki, Ohyama, Yamada 

& Kanamori, 2002), social withdrawal (Wilson et al., 2005), poor engagement in 

rehabilitation (Yardley & Smith, 2002) and overall negative impact on quality of life 

(Salkeld et al., 2000). It has been noted in cross-cultural studies (Huang, 2005) and 

across age groups, although may be represented in different ways (Wilson et al., 2005). 

Fear of falling has been reported as the most common fear for older adults living in the 

community (Howland, Peterson, Levin & Freid, 1993), with prior experience of falling 

not necessary to develop a fear of falls (Liddle & Gilleard, 1995). Studies estimate that 

between 37-65% of those who fall experience a fear of falling (Jamieson, Neuberger, & 

Miller, 2003; Liddle & Gilleard, 1995), with up to 66% of carers of those who have 

fallen rating the individual as afraid of further falls (Liddle & Gilleard, 1995). Fear of 

falling in general community samples of older people has been estimated between 
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10.1% and 42.4% (Finbar, Hart, Spector, Doyle & Harari, 2005; Dowton & Andrews, 

1990). 

The concept of falls efficacy has been described as a "more sophisticated 

operationalisation of fear of falling" (McKee et al., 2002, p. 329), attempting to 

understand fear of falling in terms of the individual's "impoverished self-efficacy" 

(p. 329) or their perceived ability to engage in various functional tasks (Tinetti et at., 

1994; Tinetti, Richman & Powell, 1990). As a consequence, many studies refer to falls 

efficacy interchangeably with fear of falling, although this is incorrect as the former is 

felt to be a component multidimensional structure of the latter. The Falls Efficacy Scale 

(FES) (Tinetti, Richman & Powell, 1990) is the most widely used measure to 

understand falls efficacy, and provides an indication of the level of falls anxiety felt 

while completing various tasks of daily living. Other studies have employed single item 

questions to assess fear of falls (e. g., "are you afraid of falling? "), while further 

standardised measures have been developed to assess the other components of fear of 

falls, such as the Survey of Activities and Fear of Falling in the Elderly (SAFE) 

(Lachman et al, 1998) and the Consequences of Falling (CoF) Scale (Yardley & Smith, 

2002), the latter of which identifies two factors relating to the consequences of falling. 

The first is ̀ damage to identity', which reflects the immediate social consequences of 

falls, the pain, shame and damage to confidence. The second is the ̀ loss of functional 

independence', which reflects more enduring consequences, such as the development of 

injury, disability and dependency. 
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Predictors of Fear of Falling 

Lach (2005) conducted a longitudinal, prospective, cohort study addressing the 

prevalence and predictors of fear of falling in community dwelling, older people in the 

USA. Interviews were used to examine fear of falling, depression, demographic and 

health status, current medications, cognitive functioning and activity levels, in addition 

to participants returning a monthly postcard outlining falls in the previous period. 

Prevalence rates for fear of falling increased in the sample over two years, with nearly 

56% of the over 80s category experiencing fear of falls. Women were more likely to be 

fearful, with 56.2% experiencing fear of falling at some point. Moreover, 18% of those 

who had not fallen still had a fear of falling. The author also identified three risk factors 

for developing fear of falling; namely, poor health status, feeling unsteady and having 

experienced two or more falls. This model classified 81.7% of participants accurately, 

although specificity was poor. 

In a further prospective, longitudinal study of female community dwelling elders, 

Murphy, Dubin and Gill (2003) found that 27% developed fear of falling over the 

course of a year. Increasing age, a sedentary lifestyle and poor emotional support was 

associated with the development of fear of falling. Liddle and Gilleard (1995) also 

provided evidence that fear of falling on discharge from hospital was also a good 

predictor of continued and enhanced fear of falling one month later, while a carer's 

perception of the individual's anxiety around falling was also significantly associated 

with this. 

Using the same design, Vellas, Wayne, Romero, Baumgartner and Garry (1997) 

investigated fear of falling in community-dwelling older (mean age = 74, SD = 6.7) 

Americans. They found that the experience of having one or more falls occurred in 45% 
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of their sample, with 32% of these participants expressing a fear of falling as a result. 

There was an association between being older and female with developing a fear of 

falling, also having greater mobility restriction and increased frailty. However, other 

studies (Downton & Andrews, 1990) have not located any differences in gender with 

regard to prevalence rates of fear of falling. 

Consequences of Fear of Falling 

As has already been briefly mentioned, fear of falling is implicated in reduction of 

engagement in activities. In a prospective community study of Australian women over 

70 years old, Bruce, Devine and Prince (2002) investigated the extent to which fear of 

falls impacted on wider functioning. Although the sample was felt to have fewer 

cognitive difficulties and have a higher functional ability than the wider population of 

this age, still 33.9% reported a fear of falling. This was higher in the group who had 

limited physical activity (45.2%), and a significant association was noted between fear 

of falls and activity restriction. The authors suggest that this could be potentially be 

explained in two ways, that fear of falling and subsequent activity restriction explain the 

increase in sedentary lifestyles in older age, or that those who are sedentary are more 

likely to develop a fear of falling. Causality with regard to this relationship is difficult to 

ascertain on the limited factors investigated and information presented. 

Conversely, in their large, cross sectional study of American, community dwelling 

elders over 72 years old, Tinetti, Mendes de Leon, Douchette and Baker (1994) 

examined the relationship between fear of falls, falls efficacy and functioning. Thirty- 

nine percent reported one or more falls in the previous year, while 19% acknowledged 

that their fear of falling was impacting upon functional activity and 24% felt that they 

had a fear of falling, but that it didn't get in the way of engaging in activities. Fear of 
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falling was not significantly correlated with activity restriction, as a proportion of those 

who expressed worry did not believe it had a behavioural impact. Falls efficacy 

however was correlated with self reported functioning, and was identified as a useful 

predictor of activity restriction of older people who experience falls. 

Furthermore, Yardley and Smith (2002) explored the impact of fear of falling and the 

feared consequences of falling, upon participant avoidance of activities. A cross 

sectional, randomly selected sample of 224 people over 75 yrs-old, were assessed using 

a postal questionnaire to investigate the relationship between the above variables. The 

study identified a significant relationship between being female, increasing age and 

number of falls, as being related to increased avoidance of activity and higher scores on 

both factors of the CoF scale (i. e., damage to identity and loss of functional 

independence). Controlling for these variables (i. e., sex, age and falls history) a 

correlation was evident between the two factors of the CoF scale, and avoidance of 

activities. The consequences of avoiding activity as a result of the feared outcomes of 

falling may result in individuals being less likely to engage in exercise and group 

rehabilitation programmes for falls prevention. The fear of falls, conceptualised as the 

fear of the social and physical outcomes of falling by the CoF scale, may result in a 

withdrawal from beneficial rehabilitation and wider social contacts. This increases the 

likelihood of further falls and psychological difficulties, but it has been suggested that 

the individual nevertheless withdraws, to limit the damage to the individual's identity. 

Bruce, Devine and Prince (2002), reported no significant associations between fear of 

falling and reduction of activity, in a more recent, prospective study. However the 

population under investigation was exclusively female, and therefore the 

generalisability of the findings are limited to older women. Yardley and Smith's (2002) 
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work challenged this however, showing similarities to Tinetti, Mendes de Leon, 

Douchette and Baker (1994) employing a cross sectional design to assess fear of falls, 

using a large mixed sample. Both of them did find a significant association between 

fearing falling and subsequent avoidance of activity in a broader population. 

In a UK study McKee et at. (2002) examined the experience of fear of falling and falls 

efficacy in 57 individuals over 65, who had been admitted to hospital as a result of a 

falls related hip fracture, although excluding those with significant cognitive and 

physical health difficulties. They discovered that at two-month follow-up, rumination or 

worry over falls and poor levels of falls efficacy, predicted further falls and wider health 

outcomes. However this study did not assess the impact upon activity engagement and 

also assessed individuals in the acute phase following a significant trauma, having 

sustained a severe injury as a result of their fall. 

Fear of falling in other populations 

Jamieson, Neuberger and Miller (2003) examined falls history, fear of falling and 

overall emotional and health status of younger people (mean age = 54.2 years, S. D. = 

9.1) attending an outpatient clinic for arthritis. Both the experience of falling (35.2%) 

and the incidence of fear of falling (37%) were higher than rates reported in other, 

community samples of older people. Thirty five (27.3%) of those questioned stated they 

had avoided activity as a result of their fear of falling, while increased fear of falling 

was also associated with increased levels of emotional distress, in addition to other 

indicators of poor physical health and functioning. 

In a similar, but more methodologically rigorous longitudinal, prospective study of the 

health of 713 community dwelling, middle-aged women (mean age = 64.2 years, SD = 
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6 yrs) in a city in the UK, Finbarr, Hart, Spector, Doyle and Harari (2005) investigated 

the impact of increased physical disability and psychological distress on fear of falls 

related activity avoidance. A postal questionnaire was sent to participants using 

standardised measures to assess mental health, fear of falling, activities of daily living, 

disability in a number of domains, in addition to falls, medication and pain history. 

Results provided evidence that 10.1% of those questioned had experienced activity 

restriction as a result of their fear of falling; however, only 30% of this group had 

actually fallen. Avoidance of activity was not associated with the psychological factors 

under investigation. However the extent of the individual's deterioration in functional 

ability, did predict fear of falling and consequent poor participation in activity. 

Non-western populations also seem to experience the restriction of activity as a result of 

fear of falling. Suzuki, Ohyama, Yamada and Kanamori (2002) in their investigation of 

Japanese community dwelling elder's fear of falling, and its impact on functioning and 

quality of life, reported that 31.1% had fallen in past year, while 63.7% expressed some 

fear of falling. In those who expressed a fear of falling, the experience of falling was not 

necessary, but fear of falling was related to avoidance of activity and depression, with 

ratings of quality of life also being significantly reduced. Huang (2005) provides further 

evidence of the cross-cultural nature of fear of falling and its significant impact on 

Taiwanese elders. 

However, Wilson et al. (2005) in their prospective, population-based study of middle- 

aged, African Americans, found that the experience of falling in a two-year period was 

35.8%, with 25.8% of the overall sample experiencing a fear of falling; this is 

surprisingly high given the age of the participants. Furthermore, living in an inner city 

area increased the likelihood of developing a fear of falling and greater activity 
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restriction. The authors acknowledged that this was a specific exploration of a narrow, 

but previously under-investigated population. They justified this by stating that the 

results of this study suggest that fear of falling is expressed differently in different 

cultural groups; however, it fails to identify a particular age where fear of falling 

develops. 

Chou, Yeung and Wong (2005) examined the incidence of fear of falling in Chinese 

elders living in nursing accommodation, rather than in the community. This sample of 

100 people over 60 year old completed an interview examining self reported mood, fear 

of falls, falls efficacy and activity levels, using a battery of standardised measures. 

Unfortunately the incidence of those who had fallen was not published, although those 

reporting increased fear of falls had a significantly higher level of depression, 

independent of other health and socio-economic variables. A mechanism was suggested 

to explain the results, stating that as the fear of falling increases, so does the level of 

activity restriction, resulting in poorer falls efficacy. As a consequence of the 

individual's reduced involvement in activities and reduced self-efficacy, an increase in 

feelings of depression in these Chinese elders is increasingly likely. 

Older people living in residential accommodation may face increased challenges with 

regard to their physical, functional, cognitive and mental health status, than their peers 

living in a community setting. Furthermore, they may have additional issues which they 

have faced with regard to reduced independence, in addition to an increased likelihood 

of falling (Tinetti et al., 1994), meaning the results may demonstrate increased rates, as 

compared to other studies. 
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Management and function of fear of falling 

Huang (2005) provided a valuable insight into how older Taiwanese people living in the 

community cope with their fear of falling. A grounded theory approach was chosen to 

explore the issues for 25 individuals, 24 of whom had experienced a fall in the previous 

year, and all expressed fear of falling. Four coping themes emerged from the data. The 

first was the development of psychosomatic symptoms, i. e., physical symptoms such as 

those which typify a threat response e. g., increased breathing, or stress headaches, or 

displaying emotional reactions for instance worrying about falling. The second coping 

theme was the adoption of an attitude of risk prevention, for example, increased levels 

of vigilance for potential danger and readiness for emergencies (e. g., asking somebody 

to wait while in shower). Thirdly, paying attention to environmental safety by making 

modifications to their environment and use of safety devices enabled individuals to deal 

with their fear of falling. Finally, modifying performance, such as adjusting behaviour 

(e. g., taking a walking stick) and limiting social activities was also employed. 

In this study people also described the consequences of using the different coping 

strategies along the continuum of `dealing with fear' of falling vs. ̀ suffering as a result 

of' ear of falling. This range of coping strategies and the consequences of each 

demonstrate the common themes, but unique choices made by those trying to manage 

this specific, but highly powerful fear. Although this study has limited generalisability 

given the population interviewed and the style of analysis chosen, it does provide a 

valuable inquiry into the experience of Taiwanese elders who have fallen. Furthermore, 

it provides a valuable insight into thinking about the coping strategies which allow 

people to continue functioning with a disabling concern such as fear of falling. Previous 

literature has only explored prevention strategies of those suffering from a fear of 

falling (Chang, et al, 2004), whereas this study provides an indication of the meaning 
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and motivation behind why people may choose helpful and unhelpful approaches to 

dealing with their fear. 

From an evolutionary perspective, Friedman, Munoz, West, Rubin, and Fried (2002) 

discuss the potential benefits of possessing a fear of falling. They suggest that the 

resulting activity restriction or care taken when engaging in risky tasks, may serve the 

function of reducing the overall chance of falling. However, conversely, Chamberlin, 

Fulwider, Sanders and Medeiros (2005) in their study of the impact of fear of falling on 

spatial and temporal gait, discovered that an association was present between an 

increased fear of falling and increased difficulties in walking. A causal relationship was 

not identified, and as a result the mechanism behind this association could not be 

examined further. 

Summary 

Fear of falling is thought to affect 37-65% (Jamieson, Neuberger, & Miller, 2003; 

Liddle & Gilleard, 1995) of those who have fallen. However, significant difficulties 

remain with regard to its operationalisation and measurement (Tinetti, Richman & 

Powell, 1990). 

A number of personality, fall related, clinical and demographic factors have been 

implicated in the development of fear of falling. Furthermore, fear of falling is 

correlated with reduction of engagement in activities (Bruce, Devine & Prince, 2002), 

overall quality of life (Salkeld, et al, 2000) and further falls (McKee, et al, 2002). The 

presence of fear of falling was noted also cross-culturally (Suzuki, et al, 2002) and 

across age groups (Jamieson, Neuberger & Miller, 2003). 
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The coping strategies individuals employ to manage fear of falling include the 

development of psychosomatic symptoms, emotional reactions, risk prevention 

approaches and behavioural change (Huang, 2005). The development of a fear of falling 

itself, has also been considered in terms of an evolutionary perspective, conceptualised 

as a strategy of minimising risk through activity avoidance (Friedman, Munoz, West, 

Rubin & Fried, 2002). 

Other psychological outcomes: Prevalence and correlates 

The majority of the literature surrounding the psychological consequences of falls has 

focused upon fear of falling. However, there is a growing body of work which takes into 

account other psychiatric diagnoses after falls, such as generalised anxiety (Vetter & 

Ford, 1989), depression (Biderman, Cwikel, Fried & Galinsky, 2002) and post- 

traumatic stress reactions (McKee, Orbell & Radley, 1999). 

Mood disorders 

An investigation into the affective consequences of falls (Vetter & Ford, 1989) 

identified that in a rural, community sample of 634 people over 70 years in the UK 28% 

had fallen in the previous year. Participants were interviewed about a number of 

different factors around their falls, mental health status, and current prescribed 

medication. A higher prevalence of neurosis was identified in falters, with 20% meeting 

`caseness' for anxiety problems and 8% depressed, which is approximately double of 

that witnessed in non-fallers. Those who fell outdoors were found to be most anxious 

overall, however, those who fell indoors had higher rates of co-morbid depression and 

anxiety than in the wider population. 

18 



Downton and Andrews (1990) examined the relationship between psychological 

symptoms, dizziness and activity avoidance in their prospective UK study of 203 

community dwelling adults aged over 75 years old. Participants were interviewed using 

a structured questionnaire in their home about their cognitive functioning and self 

reported anxiety, depression, medical history, current medication, falls history, fear of 

falls, social and demographic information, mobility, dependency, and activities of daily 

living. Forty-two percent had experienced a fall in the past year, with 32% of this group 

identified as suffering from anxiety, depression or both. Anxiety and depression scores 

were most predictive of dizziness, which the authors interpreted as suggestive of a 

possible psychological mechanism for these feelings of dizziness, (i. e., the dizziness 

reflecting a psychological, anxiety related cause). This shows evidence between the 

impact of affective state on an individual's physiological functioning and the 

importance of treating any psychological distress in order to increase quality of life and 

engagement in physical activity. 

In an Israeli cohort study, Biderman, Cwikel, Fried and Galinsky (2002) investigated 

the incidence and correlates of depression and falls in 283 participants aged over 59 

years old, at baseline and one year follow-up. Twelve percent reported frequent falls 

while 25.5% had experienced depression, as measured by the Geriatric Depression 

Scale (Yesavage, et al, 1983). The results suggested that the relationship between 

experiencing falls and the development of depression in a community sample may be 

linked by a group of five factors, which can be used to predict the development of 

depression in this group; namely, poor rated self health, poor cognitive status, impaired 

activities of daily living, slow walking speed and more than one clinic visit in the 

preceding month. 
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Bosma, Sanderman, Scaf-Klomp, Van Eijk, Ormel, and Kempen (2004) in a similar 

longitudinal, cross-sectional Dutch study of middle aged and older persons, explored the 

demographic, health related and psychosocial predictors of changes in mental health 

following a fall. Following completion of baseline measures addressing personality, 

mastery, self-efficacy, depression, anxiety, social support, falls and medical history, 

participants completed follow-up assessments at two, six and twelve months after 

falling. Surprisingly, only a small number of those who experienced falls encountered 

an increase in depression and anxiety. Allowing for pre-fall scores, personality factors 

were found to have the greatest impact on mental health changes after falls over time, 

particularly neuroticism, but with self-efficacy also contributing significantly. The 

identification of a range of health and psychosocial predictors of mental health after a 

fall supports the need for a multifaceted assessment, as also highlighted by Biderman, 

Cwikel, Fried and Galinsky (2002). 

Lach (2005) also looked at the associations between experiencing a fear of falls and 

development of depression, in her prospective community sample of older people. The 

findings indicated that there was a significant association between these two variables, 

and consequent functioning. Younger people suffering from arthritis have also been 

shown to demonstrate significant correlations between increased fear of falling and 

increased levels of emotional distress (Jamieson, Neuberger & Miller, 2003). 

Clusters of mood difficulties and fear of falling have also been noted in non-western 

samples, with Suzuki, Ohyama, Yamada and Kanamori (2002) reporting that a fear of 

falling was related to avoidance of activity, depression, and reduced quality of life. 

Similarly in Chou, Yeung and Wong's (2005) investigation into the experience of 

Chinese elders living in nursing accommodation, they found that fear of falling 
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correlated with higher levels of depression. These studies provide evidence that frail, 

older people in other cultures make similar associations to those living in the West for 

their falls, demonstrating similar rates of fear of falling, and relationship with the 

experience of low mood. 

Post fall syndrome 

Post-fall syndrome is defined as "a common syndrome that develops after a fall where 

an elderly patient develops a lack of confidence and anxiety about further falls, 

therefore leading to immobility with risks of urinary incontinence, pressure sores, 

pneumonia, loss of independence and eventually death" (University of California, San 

Diego School of Medicine, 2001, p. 3). This term is used to summarise the frequent 

cluster of physical and psychological difficulties seen after a fall, which interact with 

rehabilitation and recovery, resulting in poorer outcomes for the individual. Of this 

cluster, fear of falling typically has a significant position with other aspects of a trauma 

response such as avoidance of activity associated with the fall, while also featuring 

aspects of generalised anxiety and decreased self confidence. 

Alarcon, Gonzalez-Montalvo, Barcena and Gotor (2006) describe their Spanish, 

longitudinal, cohort study assessing the impact of post-fall syndrome on patients who 

had been referred admittance to an orthopaedic ward after a hip fracture. Patients were 

interviewed while in hospital and then at three and six-month follow up after discharge 

for functional ability. No specific measure for assessing the presence of post-fall 

syndrome exists, so this was assessed by the patient's clinician, using the syndromes 

characteristics of fear of falling and decreased self-confidence. The results showed that, 

contrary to some beliefs about post-fall syndrome, only a small number met the 

subjective criteria for the condition (5.1%), and those who did receive the diagnosis 
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tended to be older and had more health problems. Significant differences were observed 

in those who could not walk immediately after surgery. Those with a post-fall syndrome 

diagnosis made no further improvement, while those without the condition continued to 

progress in their physical rehabilitation. 

Post-Traumatic Stress Disorder 

Post-Traumatic Stress Disorder (PTSD) is defined as an anxiety disorder characterised 

by a reaction to a traumatic event in which a person perceives significant danger (i. e., 

involving actual or threatened death, serious injury or threat to the physical integrity of 

the person or another), and results in a significant emotional reaction (e. g., intense fear, 

helplessness or horror). The subsequent post-traumatic symptomology are a 

consequence of an overestimation of threat, resulting in intrusions (e. g., flashbacks and 

nightmares), hypervigilance, avoidance and decreased self-efficacy (American 

Psychological Association, 1994). 

Kevin McKee and colleagues (McKee, Chung & Pais, 2004) reported the preliminary 

analysis of a study examining the outcomes for a convenience sample of 40 people aged 

over 65 years who had been admitted to hospital after a fall. They suggested 

presentations of older adults who have experienced falls, at times mirrors that of those 

displaying PTSD symptomology (such as the avoidance of situations which limits their 

involvement in activity, and an altered view of themselves as able to cope in the world). 

An initial questionnaire was administered in hospital, shortly after the fall addressing 

issues relating to problems and activities of daily living, attributions for the fall and 

about recovery, falls history, physical and mental health, worry about falls and fall 

efficacy. A second, shorter questionnaire was sent by post two months after initial 

completion. Sixty-two percent of participants had fallen previously, with 52.5% 
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suffering a fracture as a result of this fall and 60% attributed an internal cause for their 

fall. Surprisingly, this attributional style was significantly correlated with less serious 

physical injury, falling inside, needing support to get up and higher estimate of 

likelihood of falling prior to the event and PTSD symptomology, but not with poor self- 

rated health. McKee found 32.3% of their sample meeting the diagnostic criteria for 

full acute PTSD, with further participants (16.1%) meeting a partial diagnosis. This is 

the only study to address PTSD after falls, and as yet only preliminary data has been 

published. However this suggests that post-traumatic symptomology may be present in 

a significant minority of older people who have fallen. 

Ehlers and Clark (2000) suggest a possible mechanism for understanding the 

development of PTSD, which can be applied to those who fall. They propose that it is 

the appraisals made by the individual that are significant in the development of later 

psychological problems. This suggests that individuals who develop PTSD appraise the 

situation in an excessively negative manner, perceiving the world and their future as 

unpredictable and dangerous and evaluating themselves as unable to cope with any 

hazards they may encounter. This occurs while simultaneously experiencing 

disturbances of autobiographical memory and overestimating threat. The attributions 

individuals make to explain their fall have a significant impact upon mood and 

recovery. Abraham, Matalsky and Alloy (1989) describe how attributional style can also 

influence mood negatively, and particularly how global and stable attributions made in 

response to negative life events increase the likelihood of depressive symptomology 

though expression of `hopelessness'. This particular attributional style has also been 

observed in those recovering from a fall (McKee, Orbell, & Morgan, 2001), with 20.7% 

expressing hopelessness. 
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Summary 

Recent research has provided evidence of a number of psychological correlates of falls, 

with depression (Biderman, et al, 2002), anxiety (Vetter & Ford, 1989), post-fall 

syndrome (Alarcon, et al, 2006) and post-traumatic symptomology (McKee, Chung & 

Pais, 2004) being featured in populations who have fallen. Higher rates of psychological 

distress have been noted in older and female samples (Chou, Yeung & Wong, 2005), 

and those who make negative, stable and internal attributions for their fall (McKee, 

Orbell, & Morgan, 2001). These difficulties have also been investigated in combination 

with fear of falling (Lach, 2005), and are again seen cross-culturally (Chou, Yeung & 

Wong, 2005) and across age groups (Bosma, et al, 2004) in those who have fallen. 

Methodological limitations of falls studies 

There are a number of methodological limitations which are important to note, and 

suggest caution when interpreting the results of many of the falls studies. First, 

difficulties have already been mentioned with regard to the definition of falls, with 

some studies providing a poor explanation of the type of fall experienced by 

participants, or whether a fall caused the injuries described (Alarcon, et al, 2006). 

Second, there are further shortcomings associated with measurement of the variables 

under investigation. Some studies used validated questionnaires, but others used non- 

standardised measures (Lach, 2005) or single item questions (Yardley & Smith, 2002), 

which may lack reliability and /or validity. This is particularly significant given the 

multifaceted nature of a concept such as fear of falling. Downton and Andrews (1990) 

in their study admit that the choice of measures meant that comparisons with other , 

studies were limited. Furthermore, some studies sought to validate new measures of fear 

of falling (Yardley & Smith, 2002; Tinetti, Richman & Powell, 1990). Later 
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investigations (McKee et al., 2002) have identified that some measures of fear of falls 

(i. e. Fall Efficacy Scale (FES), Tinetti, Richman & Powell, 1990) are tapping into 

performance in activities of daily living, rather than falls efficacy and subsequent 

functional rehabilitation. This means that it is often difficult to compare the outcomes of 

studies, even across a single domain such as fear of falling. 

A third limitation of some studies is the poor reporting of procedures involved or how 

samples were selected. Yardley and Smith (2002) reported that the sample pool was 

drawn from a previous study, but provided no information as to how participants were 

recruited. Other papers provided a poor description of the procedure (Downton & 

Andrews, 1990; Lach, 2005) or the exclusion criteria applied (Vetter & Ford, 1989), 

which may result in difficulties replicating and comparing the design. 

Fourth, the selection of participants and sampling procedures used were often 

self selecting in nature (Biderman, et al, 2002; Jamieson, Neuberger & Miller, 2003; 

Vellas, et at, 1997), or convenience sampling was used (McKee et at., 2002; McKee, 

Orbell & Radley, 1999; Suzuki, et al, 2002). This introduces a level of bias and may 

therefore not be representative of the population they were drawn from, which may 

cause problems with generalisation. Other problems with generalisability based upon 

sample selection were noted in Vetter and Ford (1989) as the cohort was drawn from a 

small rural community, with relatively high socio-economic status. 

Fifth, as a result of the relative paucity of literature regarding psychological 

consequences of falls, some of the papers are rather old (Vetter & Ford, 1989; Downton 

& Andrews, 1990), and therefore have not integrated the results from more recent 

studies which have developed our understanding of what happens after a fall. 
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Sixth, the retrospective nature of many of the studies, with the majority of studies of this 

kind also employing self report measures (Biderman, et al, 2002; Downton & Andrews, 

1990; Lach, 2005), introduces possible bias as a result of the pressures put upon the 

memory of the participant. There has however been an increase in the number of 

prospective, longitudinal designs, which also allow causal inferences to be made 

(Bruce, Devine & Prince, 2002; Murphy, Dubin & Gill, 2003) and reporting of falls 

using monthly reminder cards to minimise the reliance on longer-term memory (Vellas, 

et a1,1997). 

Seventh, the limited nature of the follow-up period (Liddle & Gilleard, 1995) identified 

in some studies means that longer term inferences cannot be made. Similarly, loss of the 

frail and older old (i. e., over 85 years) to follow-up, means that studies may reflect a 

higher functioning group than may actually be representative of the wider population 

(Bosma, et al, 2004; Downton & Andrews, 1990). 

Finally, older men appear to be under-represented (Suzuki, et al, 2002), or even 

excluded from some studies of falls (Finbarr, et al, 2005). Indeed, when men are 

included in studies, important differences in psychological consequences of falls are 

noted between the genders (Vetter & Ford, 1989). 

Future research 

The psychological consequences of falls is a relatively under-researched field, given the 

widespread common experience of falling and the detrimental impact it can have on the 

individual. Many studies exclude participants on the basis of cognitive or significant 
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health difficulties or lost the most vulnerable participants to follow up (Downton & 

Andrews, 1990). Although the former is necessary from a position of informed consent 

and to minimise the distress caused, it means we have gaps in our knowledge. 

Almost all studies are quantitative in nature, with only a few qualitative studies reported 

in the literature (Huang, 2005). As studies have identified continued difficulties in the 

conceptualisation, measurement and individual meaning of a fall, and particular 

difficulties in exploring this for minority groups (e. g. older old, men and those within 

institutions), this suggests further phenomenological research in these areas would be 

beneficial. This would allow greater investigation of the meaning of a fall to the person 

and the constructs affected by this event, providing a wider exploration of the 

theoretical work addressing predictors of psychological consequences. 

There is a significant gap in the literature with regard to the experiences of men who 

fall, and whether this is different to that of women. As a result, the focus of assessment 

and intervention may need to be tailored to meet their needs. Furthermore, there is a 

need for a larger number of prospective, longitudinal studies to allow more confident 

causal inferences to be made. 
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Clinical Implications 

Fear of falling and changes in mental health as a result of falls is observable across 

cultures with the meaning attached to the fall suggested as a fundamental human 

experience associated with the ageing process (Kingston, 2000). The identification of 

significant predictors of psychological distress and wider functioning after a fall should 

be considered and falls patients screened for these factors at the earliest opportunity. 

There is also a need for a wider consideration of the impact of falls, thinking about the 

impact on informal carers of those who fall, and their need for support (Liddle & 

Gilleard, 1995). 

There is a suggestion that in women presenting to services after a fall, age should be 

taken into account when considering the important risk factors for activity avoidance 

and taken into account when planning rehabilitation. The woman's stage in life (i. e., 

older age) has a significant relationship between the experience of fear of falling and the 

subsequent reduction in functional capabilities, over and above other psychological 

factors (Finbarr, Hart, Spector, Doyle, & Harari, 2005). 

Initial recovery rates after surgery have been found to be indicative of later problems in 

some of the published research (Alarcon, Gonzalez-Montalvo, Barcena & Gotor, 2006). 

Other studies indicated that personality factors have a significant impact on mental 

health changes after falls over time, suggesting that these issues should be taken into 

account within the assessment process (Bosma, Sanderman; Scaf-Klomp,, Van Eijk, 

Ormel & Kempen, 2004). The majority of studies focus on the multidimensional nature 

of the impact of falls, and the subsequent need for multidisciplinary assessment 

(Biderman, Cwikel, Fried and Galinsky, 2002). 
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Some medications, particularly psychotropic medication prescribed for anxiety and 

depressive symptoms, have been associated with increased likelihood of further falls 

(Avorn, 1998). Vetter and Ford (1989) reported that 39% of those who had taken 

sedatives, tranquillisers or hypnotics had fallen. This has implications for the treatment 

of mood disorders, as prescribing in response to worry or depression following falls, 

could increase the likelihood of further falls. This has implications for early 

intervention, to minimise impact of the mood disturbance, and also the need for 

psychological input for those who do experience more significant difficulties. 

Furthermore, many falls prevention programmes focus on increasing strength and 

confidence through gentle exercise programmes that focus on balance and posture, such 

as Tai Chi. Studies investigating these interventions have provided further support for 

the mediating role of falls efficacy, noting that those participants who reported an 

increased falls efficacy as a result of participation in the exercise group, experienced a 

decrease in their fear of falling (Li, et al, 2005). Building upon falls efficacy reduces 

fear of falls and consequentially increases participation in activity, social inclusion and 

quality of life. 

Conclusion 

The experience of falling is a familiar event for many older people, associated with 

significant personal and economic costs. In addition, secondary psychological 

difficulties are also observed in many of those who fall. Fear of falling has been widely 

investigated and is suggested as present in both those who have fallen, and those who 

have not, in addition to being seen cross culturally. Attempts to understand this specific 

anxiety problem have looked at the concept of falls efficacy and the person's perceived 

ability to complete activities of daily living. The effects of fear of falling can be a 
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decreased involvement in activity, which has implication for further falls, and is 

associated with decreases in mental health, overall quality of life, and poor engagement 

in rehabilitation. A range of predictors have been implicated in the development of fear 

of falling: Gender and age differences, falls history, poor health status, functional ability 

and levels of emotional support. Evolutionary and functional explanations for fear of 

falling and how an individual manages this fear have also been considered. 

Other psychological consequences of falls have also been examined, with anxiety and 

depression featuring in the falls literature. Studies have outlined a number of predictors 

of psychological distress after falls, including psychosocial, cognitive, functional and 

health difficulties. Preliminary investigations into the incidence of post-fall syndrome 

and PTSD have also been made, which have been associated with making negative, 

internal attributions for the fall. 

Falls studies display a number of methodological limitations; namely difficulties in 

conceptualisation and measurement of the variables of interest, sampling and design 

issues, age of some of the studies and poor representation of certain groups. This 

suggests a number of implications for future research. However, despite the limitations 

mentioned, there are important implications for the falls services who are clearly seeing 

a significant minority of people in psychological distress after their fall. Reductions in 

the extent of psychological difficulties can potentially be done by adopting an early 

intervention approach, to minimise the secondary harm done as a result of falls, by 

assessing and targeting interventions towards those most vulnerable, and avoid the 

growth of longer term, chronic problems. It is of note that falls services do seem to be 

having an effect on some of these factors, and are ultimately helping to minimise the 

distress felt by older people who experience falls. 
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PSYCHOLOGICAL OUTCOMES AMONG OLDER PEOPLE ATTENDING 

FALLS PROGRAMES 

ABSTRACT 

Objectives: This study assessed what proportion of older people who move through 

therapeutic falls programmes post-fall, present with psychological distress (i. e., post- 

traumatic stress disorder (PTSD), anxiety, depression, falls efficacy); whether this 

changes over time; and what factors (i. e., shame, attributional style) may predict 

changes in psychological outcomes. 

Method: A prospective, repeated measures design (n=49) was employed, in which older 

people attending falls programmes completed questionnaires examining attributions for 

the fall, anxiety, depression, post-traumatic symptomology and shame, before, and at 

the end of the falls group. 

Results: Clinically significant levels of PTSD were observed in 24.5% of the sample, 

30.6% experienced depression and 49% anxiety, at the end of the falls programmes, 

with all measures of psychological distress showing significant decreases over time. 

Significant correlations were found between the majority of predictor and outcome 

variables at time one. Regression analyses revealed that at time one, internal 

experiences of shame, global attributions, fear of falling, hospital attendance and self- 

esteem, were predictive of psychological outcomes. When controlling for baseline 

scores of outcome variables at time two, internal and external experiences of shame, and 

global and internal attributions, and lower self-esteem, were predictive of psychological 

outcomes. 

Conclusions: PTSD and other psychological symptoms are present after falls, change 

over time, and are related to external shame, affective disorders and the presence of 

negative internal, global attributions for their fall. This has implications for falls 

programmes, and the support of individuals post-fall. 



INTRODUCTION 

Falls 

A fall has been defined as an event which "results in a person coming to rest 

inadvertently on the ground or other lower level and other than as a consequence of ... 

sustaining a violent blow, loss of consciousness, sudden onset of paralysis, as in stroke, 

(or) an epileptic seizure" (Kellogg International Work Group on the prevention of falls 

in the elderly, 1987, p. 2). Among the over 65s, falls affect 30% of the population every 

year, rising by a further 10% in the over 75 years old category (Tinetti & Williams, 

1998), with falls constituting the sixth leading cause of death in older adults and the 

leading reason for hospitalisation in the elderly (Cryer, Davidson & Styles, 1993). 

Consequences of falls 

Falls and the consequences of falling are reported as a significant indicator of overall 

general health and wider functioning (Prudham & Grimley Evans, 1981). In those over 

65 years, 30-55% of falls will result in minor injuries, with fractures occurring as a 

result in 4-6% of falls, a quarter of which will be hip fractures (King & Tinetti, 1995). 

Furthermore those who are not injured may still face significant trauma associated with 

having to remain on the floor, unable to get up (McKee et al., 2002), in addition to other 

longer term physical health implications including increased risk of dehydration, 

pneumonia and pressures sores (Tinetti, Liu & Claus, 1993). A number of social and 

psychological consequences of falls for the individual have also been documented, 

including increased anxiety and depression (Bosma et al., 2004), decreases in self- 

efficacy (Tinetti, Mendes de Leon & Douchette, 1994), an increased fear of further falls 

and increasingly negative views of self (King & Tinetti, 1995), and posttraumatic stress 

disorder (PTSD) (McKee, Chung & Pais, 2004), all of which significantly impact on 

recovery. 
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Mechanisms for the development of psychological difficulties after falls 

The ̀ body drop' phenomenon has been suggested as a process which can be initiated by 

a fall, in which the fall event sparks off a transition that is fundamentally a 

transformation of self-identity (McKee, 1998). The person changes their perception of 

themselves, thinking of the self "not as an endless ̀middle-youth', but as someone who 

is old" (McKee, Chung & Pais, 2004, p. 21). Kingston (2000) also explores the meaning 

attached to having a fall in later life, suggesting that two processes operate when an 

individual falls. The first is what is described as status passage where, as the body 

changes as a result of ageing, a decline in health and an increased disability and 

dependency are inferred. Societal ageist beliefs also interplay with this, influencing 

many older people's perception of themselves towards a lower status, preferred identity. 

The fall itself provides a sharp reminder of both these processes, influencing how the 

individual perceives themselves in the world. 

Predictors of psychological consequences of falls 

It has been shown that up to 70% of those who experience significant health events 

make attributions for their illness (Turnquist, Harvey & Anderson, 1988). Typically 

internal attributions in the rehabilitation literature provide a positive indication of 

potential for recovery. However, in the case of falls, making internal attributions, such 

as ̀I am getting older', have greater negative associations than external attributions, 

such as ̀that loose pavement is to blame' (Weinberg & Strain, 1995). 

Abramson, Matalsky and Alloy (1989) describe the increasing likelihood of 

development and maintenance of depressive symptoms as a result of an attributional 

style characterised by ̀ hopelessness', seen in response to negative life events. These 

attributions have greater impact when considered as stable (i. e., unchangeable over 
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time) and global (i. e., impact on all areas of the individuals life). An attributional style 

of hopelessness has been observed in older people who have broken their hip as a result 

of falls (McKee et al., 2002), and was significantly correlated to feelings of depression, 

as well as poorer physical recovery and rehabilitation. In a further study by McKee and 

colleagues, an internal attributional style was also significantly correlated with PTSD 

symptomology, less serious physical injury, falling inside, needing support to get up and 

higher estimate of likelihood of falling prior to the event, but not with poor self-rated 

health in older adults who had fallen (McKee, Chung & Pais, 2004). 

Posttraumatic Stress Disorder (PTSD) 

Attributional style is also implicated in the development of post-traumatic stress 

reactions. The DSM-IV (American Psychological Association, 1994) defines PTSD by 

the exposure to the trauma itself and the appearance of three symptoms: i) the re- 

experiencing of the event itself, ii) avoidance or numbing, and iii) increased arousal. 

The individual must have "experienced, witnessed, or [been] confronted with an event 

or events that involved actual or threatened death or serious injury, or a threat to the 

physical integrity of self or others", while their response must involve "intense fear, 

helplessness or honor" (American Psychological Association, 1994, p. 424). Both the 

`intense fear and helplessness' and ̀ threat to the individual's physical integrity', are 

considered to be components of many people's response to falls in later life (McKee, 

Chung & Pais, 2004). 

Ehlers and Clark (2000) suggest a possible mechanism for understanding the 

development of PTSD, proposing that it is the appraisals made by the individual that are 

significant in the development of later psychological problems. This suggests that 

individuals who develop PTSD appraise the situation in an excessively negative 
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manner, perceiving the world and their future as unpredictable and dangerous and 

evaluating themselves as unable to cope with any hazards they may encounter. This 

occurs while simultaneously experiencing disturbances of autobiographical memory. 

Consequently, an overestimation of threat is made, resulting in hypervigilance, 

avoidance, decreased self-efficacy and other characteristic posttraumatic 

symptomology. 

PTSD has been observed in older adults experiencing significant and unpredictable 

physical health problems, such as stroke (Sembi, Tarrier, O'Neill, Burns, & Farargher, 

1998), myocardial infarction (Bennett & Brooke, 1999), and cancer (Kangas et al., 

2002). Presentations of older adults who have experienced falls, at times mirrors that of 

those displaying PTSD symptomology (such as the avoidance of situations which limits 

their involvement in activity, and an altered view of themselves as able to cope in the 

world), with some authors proposing that the apparent similarities with disorder are 

worthy of further enquiry (McKee, Chung & Pais, 2004). Preliminary data from recent 

studies suggests that a proportion of older adults do experience posttraumatic 

symptomology following falls, with McKee, Chung and Pais (2004) reporting that 

32.3% of their sample met the diagnostic criteria for full acute PTSD, with further 

participants (16.1%) meeting a partial diagnosis. An internal attributional style was 

significantly correlated with PTSD symptomology McKee, Chung & Pais, 2004). 

Weintraub and Ruskin (1999) concluded that older adults have similar reactions to 

trauma as younger people in the population. Averill and Beck (2000) have also made a 

similar conclusion. However, Falk, Hersen and van Hasselt (1994) suggested that other 

factors affecting older people may result in their presenting PTSD in a slightly different 

manner, with depression, generalised anxiety disorder and cognitive decline appearing 
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as confounding variables. In addition, older people are more likely than younger people 

to have experienced prior traumas, resulting in an increased likelihood that these prior 

traumas will be reactivated. This suggests that research into younger adults and the 

treatments offered to them, may not be generalisable to their older counterparts. 

A number of single case studies describing the treatment of PTSD in older people have 

been published. These have focussed on a variety of approaches, including Life Review 

Technique (LRT; Maercker, 2002), Eye Movement Desensitisation and Reprocessing 

(EMDR; Thomas & Gafner, 1993; Burgmer & Heuft, 2004), imaginal exposure 

treatment (Russo, Hersen & van Hasselt, 2001), and cognitive behavioural therapy 

(CBT; Scott, 2004). However there is a paucity of papers evaluating interventions for 

the alleviation of PTSD symptomology in older adults, and no available research into 

the implications for treatment of PTSD in this group after falls. 

Falls prevention programmes 

As a result of the increased awareness of the impact of falls on the person, the National 

Service Framework (Dept of Health, 2001) set out standard six to specifically address 

falls. The subsequent NICE guidance (November 2004) for the creation of falls 

programmes advised that they be multi-factoral in nature, combining strength and 

balance training, home hazard intervention, medication review, education and 

information. As a result of the need to address the significant physical, social and 

psychological consequences of falls in older adults, multidisciplinary falls programmes 

are now widespread in the UK. Although it is acknowledged that more complex 

psychological disorders can develop as a result of a fall, there is currently no specific 

guidance around the inclusion of Psychologists in the multidisciplinary skills mix. 
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Typically this consists of representation from Nursing, Occupational Therapy, 

Physiotherapy and the Medical professions. 

In a published Cochrane review (Gillespie et al., 2003), and a more recent review and 

meta-analysis of the efficacy of falls prevention groups (Chang, et al., 2004), it was 

found that overall these groups were useful in reducing the incidence of falls when 

multi-disciplinary assessments and interventions were implemented. A further Cochrane 

review (McClure, et al., 2005) identified that community based approaches were 

successful in reducing falls, while also building upon the self-efficacy of those 

attending. In addition, other studies directly cite evidence of positive reductions in fear 

of falling as a result of group attendance (Zhang, Ishikawa-Takata, Yamazaki, Morita & 

Ohta, 2005). 

Hinman (1998) looked at the attributions made by older people attending falls 

programmes. It was found that the therapeutic exercise component of the falls 

programme significantly changed the extent to which internal attributions were made 

for the falls. This was found to be a greater benefit to participants than the 

environmental modifications element, which focused on manipulating extrinsic factors. 

Furthermore, the normalisation of the group's experience of falling, means that 

catastrophization around a particular event is less likely (Peterson et al., 1998). 

However, if there are a number of people passing through falls programmes who are 

experiencing significant psychological distress and feelings of shame as a result of the 

attributions made, then there are implications for treatment. Yardley, Donovan-Hall, 

Francis and Todd (2006) provide evidence from their study of the opinions of older 

people attending falls programmes with regard to the advice they are given. It is 

52 



suggested that preventative falls advice was often dismissed as only for those more frail 

or as common sense, as a means of defending against a threat to their identity and 

autonomy, e. g., being perceived as old or lacking in common sense, resulting in poor 

use of rehabilitation strategies. Similarly in Yardley and Smith's (2002) research, 

participants would rather restrict their activity, in the belief that this will reduce the risk 

of falling, than suffer the psychological damage they associated with a fall. Here, 

feelings of shame and the negative attributions around falls can influence an 

individual's motivation and ability to engage in rehabilitation, and may therefore 

require specific psychological input. 

Shame and the ageing process 

Shame has been described as "an intense negative emotion having to do with the self in 

relation to standards, responsibility, and such attributions as global, self-failure. Shame 

is elicited when one experiences failure relative to a standard (one's own or other 

people's), feels responsible for the failure, and believes failure reflects a damaged self' 

(Lewis, 1998, p. 126). Given the experiences described with regard to the body drop 

phenomenon, preferred identities and status passage, being considered `old', or 

attributing events such as a fall to ageing, has the potential to produce feelings of shame 

in individuals. 

Shame associations with the ageing process have been conceptualised as those which 

mix with negative societal perceptions of ageing, including themes of dependency, 

frailty, unattractiveness and poor health (McKee & Gott, 2002). However, unlike the 

wider population, older people's body satisfaction is related to function, rather than 

appearance, and function is associated with increased well-being (Reboussin et al., 
2000). 
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Shame can have significant disabling effects, by influencing the manner in which the 

self and others are perceived. This can impact upon help-seeking behaviours and social 

interactions, increase the development of further psychological difficulties, and may 

influence behaviour in rehabilitation (Lee, Scragg & Turner, 2001). Shame has a 

significant impact on the manner in which traumatic events, such as falls, are 

emotionally processed. This is especially relevant in respect of the development of later 

PTSD symptomology, as shame is experienced as a result of the internal attributions 

made for the traumatic event. 

Much of the research which has looked at shame and its relationship to PTSD, has 

involved participants who have been exposed to sexual and physical assault (Andrews, 

Brewin, Rose & Kirk, 2000). Accidental trauma, such as a fall, has not previously 

received very much research attention. In addition to this, studies have looked at 

younger adults; no previous research has examined these processes in an older 

population. 
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The current study 

The current study aims to: 

1. Address what proportion of older people who move through therapeutic 

programmes post-fall, present with posttraumatic symptomology, or other types 

of psychological distress, 

2. Assess whether psychological symptoms change over time (e. g., a reduction or 

increase in anxiety, depression, fall efficacy or PTSD symptomology from the 

beginning to the end of the group). 

3. Identify factors (i. e., internal and external experiences of shame and attributions 

for the fall) which may predict these various psychological outcomes (i. e., 

anxiety, depression, falls efficacy and post-traumatic symptomology) over time. 

In particular it was predicted that: 

1. Levels of psychological distress (i. e., anxiety, depression, falls efficacy and PTSD 

symptomology) will change significantly over time, and 

2. The social cognitive variables (i. e., fall attributions, internal and external 

experiences of shame) will be predictive of levels of psychological distress (i. e., 

anxiety, depression, falls efficacy and PTSD symptomology) at the beginning of the 

falls clinic and of changes in levels of psychological distress over time. 
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DESIGN 

The study comprised a prospective, repeated measures design collecting data over two 

time points (pre-group and post-group). 

METHOD 

Participants and procedures 

Participants were recruited from all those individuals (both male and female) over 65- 

years of age who were referred to the falls programme at two major hospitals in 

Sheffield between January 2007-May 2007 (with time two data collection completed in 

June 2007). 

The falls programme professional team is comprised of a Consultant Physician and 

Geriatrician, Nurses, Physiotherapists and Occupational Therapists. It is a six-week, 

rolling programme, which takes place on a designated day every week. In addition to 

receiving a comprehensive medical and functional assessment by members of the team, 

those attending the group also attend a weekly exercise group to build up strength, 

flexibility and balance. Group work which focuses on the practical and emotional 

consequences of falling is also included, with consideration of home hazards and wider 

prevention strategies. Although there were some minor differences in the design and 

execution of the programmes between the two hospitals, the key elements of the falls 

programmes remained consistent. 

Inclusion criteria were as follows: (1) patients who had sustained a fall requiring 

medical attention, and (2) entered the falls care pathway and received a referral to the 
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falls programme. The falls care pathway directed all those identified through primary 

and secondary care as having had a fall, through to a single falls clinic, at which time 

they were assessed for their suitability to attend a falls programme or whether they 

required one-to-one support. At this point they would then be referred to either one of 

the hospital programmes based upon their GP location, and their rehabilitation needs. 

The Kellogg International Work Group on the prevention of falls in the elderly (1987) 

definition for a fall was used for this study. 

Participants were excluded from the study on the basis of evidence of cognitive decline 

(as determined by the Multi-Disciplinary Team), English not being the individual's first 

language, being unable to read, and those the Multi-Disciplinary Team deemed unable 

to participate for health or other reasons. 

Participants were recruited to the study following identification by the Multi- 

Disciplinary Teams for inclusion at their assessment, at which time the study was 

initially discussed with patients and an information sheet given if required. Those who 

declined to be involved in the study, did not have their details passed to the researcher. 

The details of those patients who had consented, were given to the lead investigator, and 

details of the study, including the introductory letters from the clinical team and the 

researcher, and the information sheet (Appendix C) were sent to the participants a week 

prior to their first day of attendance at the falls programme. 

Time one 

Participants were then approached by the lead researcher at time 1, given the 

Opportunity to discuss the study and ask any questions they may have in a private room. 

Those who had provided informed consent were asked to complete the consent form 
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(Appendix Q. The lead researcher then spent 20-30 mins with each participant 

completing the questionnaire (Appendix D) using an interview-style format. ' Clinical 

notes were then consulted and the Hospital Anxiety and Depression (HADS) scores, as 

well as clinical, falls and demographic information, were obtained from the notes. 

Time two 

Participants were approached at their final session (week 6) of the falls programme. It 

was discussed with the participants at this time that following completion of the second 

questionnaire, all responses would be anonymised and therefore withdrawal from the 

study would not be possible after this point. If they wished to proceed, participants were 

assisted in completing a second, shorter questionnaire. A copy of the signed consent 

form was placed in the clinical notes and a copy was also provided to the participant. 

Further time 2 data was again gathered from the clinical notes. 

Sample Characteristics 

In total, 57 patients were identified as suitable for inclusion in the study by the Multi- 

Disciplinary Team. Of these, one female patient declined to take part and did not 

participate in the study. Seven participants did not complete the second questionnaire of 

whom four voluntarily withdrew from the group, and three did not complete as a result 

of being admitted to hospital. All participants requested help in completing the 

questionnaire. The overall response rate was 98% (n=56), with a drop-out rate of 12.5% 

(n=7). An attrition analysis was not conducted due to the small numbers involved. 

A total of 49 participants therefore completed questionnaires at time one and two. Of 

these individuals, 79.6% (n=39) were female and 20.4% (n=10) male. All but one of the 
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participants were of `white British' origin, the exception was Irish. The participant age 

range was from 67-93 (mean age=79.71, S. D. =6.63). Of those who took part 21.4% 

(n=12) were married, with 10.7% (n=6) single, 7.1% (n=4) divorced and 60.7% (n=34) 

were widowed. 

Participants recruited from the two hospitals falls programmes were compared on the 

basis of social, demographic and questionnaire measures. It found that there were no 

significant differences on any of the variables under investigation and as a consequence 

the data from the two groups was pooled for analysis. 

Measures 

Predictor variables 

The Internalised Shame Scale (ISS; Cook 1990) 

This is a 38-item questionnaire which comprises a 28-item measure that looks at the 

frequency with which people experience feelings of internal trait-shame, and a 10-item 

scale assessing self-esteem (items 65-101, Appendix D). Participants respond to 

questions about how they feel in relation to the shame they experience, on five-point 

Likert scales, with a total score being obtained through summing all items. The measure 

of self-esteem is recommended as a clinical indicator, while scores of 50 or more of the 

shame measure suggest "painful, probably problematic" levels of shame. It is suggested 

that those individuals who score above 60, have extreme levels of shame which is 

frequently associated with severe mental health problems. Both the shame scale and 

self-esteem scale have excellent internal reliability (as= 0.96,0.90) and test-retest 
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reliability ((xs= 0.84,0.69). In addition, the scales have been found to have good 

convergent and divergent validity. The ISS was only completed at time one. 

Other as a Shamer (OAS) Scale (Ross Gilbert. & Allan. 1994, Allan, Gilbert & Goss. 

1994 

This is an 18-item questionnaire which was devised to measure the global beliefs people 

hold about how others evaluate them in relation to external, trait-shame (items 102-120, 

Appendix D). Participants respond to questions about how they feel in relation to the 

shame they experience from others, on a five-point Likert scale (e. g., "I feel other 

people see me as not quite good enough"). This scale has been found to have 

satisfactory internal reliability and a three-factor structure of `inferior', emptiness' and 

`how others behave when they see me make mistakes'. The total score is obtained 

through summing all the items and a higher score is indicative of more significant 

external shame. The OAS was only completed at time one. 
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Outcome measures (assessed at times 1 and 2) 

Falls Attributions (McKee. Orbell. & Radley. 1999) 

Nine questions from McKee, Orbell and Radley's (1999) research identifying the 

attributions participants make about the falls were assessed at times one and two (items 

14-22, Appendix D). The questions examined the participant's main belief about why 

they fell (i. e., due to internal factors such as ̀ because I am growing old' or `because of 

the person I am', or external factors such as ̀ because of something in the environment'), 

using a tick option response to these items. Questions addressing whether the cause of 

their fall influences all aspects or just particular areas in their lives, and whether the 

cause of falling would cause them to fall again, were also assessed using a binary 

option. Their certainty about the cause of the fall, the likelihood of their falling again, 

whether they could have prevented themselves falling, their worries about falling in the 

near future and how likely they think it would be for their peers who have fallen to fall 

again. The responses to these items were measured on a seven-point Likert scale, each 

item was considered individually. No norms were available as the attribution items were 

not derived from a standardised measure. 

Falls Efficacy Scale - International version (FES-I" Yardley Beyer Hauer. Kempen 

Piot-Ziegler & Todd 2005) 

This is a 16-item questionnaire which has been developed from the Falls Efficacy Scale 

(FES; Tinetti, Richman & Powell, 1990), to measure fear of falling (items 23-38, 

Appendix D). Participants respond on a four-point Likert scale about the concern they 

feel about falling when engaging in various tasks of daily living. The measure provides 
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scores which range from 16 (no concerns about falling) to 64 (severe concern about 

falling). The items consider of self-care, domestic, social and physical activities that are 

frequently affected following a fall. The FES-I has excellent internal and test-retest 

reliability (Cronbach's a=0.96). 

The Hospital Anxiety and Depression Scale S; Zigmond & Snaith, 1983) 

This is a 14-item questionnaire which provides a brief state measure of anxiety and 

depression, without contamination of reported physical symptomology. Participants 

respond on a four-point Likert scale to each of the seven questions featured in the two 

subscales. The possible range of scores for each subscale is from 0-21, a score of 8-10 

suggest a possible clinical disorder, while a score of 11-21 indicates a probable clinical 

disorder. The internal consistency of the two subscales is good (anxiety scale, 

Cronbach's a=0.93; depression scale, Cronbach's (x=0.90). Concurrent validity and 

construct validity are also good, with data indicating excellent psychometric properties. 

This measure is routinely collected by both falls programmes and therefore did not 

feature in the questionnaire booklet. These data were obtained from the patients' notes 

at week one and six of the falls programme. 

Post-traumatic Stress Diagnostic Scale (PDS" Foa. 1995) 

This is a 49-item questionnaire designed to assess PTSD symptomology, enabling a 

diagnosis and indication of symptom severity (items 39-64, Appendix D). Six 

components are identified from the results: a PTSD diagnosis, symptom severity score, 

number of symptoms, onset and duration of symptoms, symptom severity and level of 

impairment of functioning. 
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A diagnosis of PTSD is only made when all the six factors necessary for this 

classification are met (using DSM-IV (American Psychological Association, 1995), 

namely; 

i. Experiencing a traumatic event in which there was a perception of "actual or 

threatened death or serious injury, or a threat to the physical integrity of the self or 

others" (p. 427), resulting in a response of "intense fear, helplessness or horror" 

(p. 428); 

ii. As a consequence the individual experiences symptoms of re-experiencing the 

trauma, such as nightmares, re-living the traumatic event or physiological and 

psychological distress when exposed to aspects of the trauma; 

iii. Avoidance of factors which remind the individual of the trauma, such as 

avoidance of the place, thoughts or discussions of the trauma and blunted affect 

iv. Arousal symptoms, indicated by such as hypervigilance, sleep disturbance and 

problems concentrating. 

v. These symptoms must then cause clinically significant distress and disruption to 

the individual's "social, occupational, or other important areas of functioning" 

(p. 429) 

A. The symptoms must be present for more than a month 

The symptom severity score ranges from 0-5 1, and is derived from responses to the 17 

items relating to specific PTSD symptoms, each of which are rated on a four point scale 

(i. e., 0-3). The PDS can be used to monitor the responses to treatment in outcome 

studies and to compare and estimate prevalence rates of PTSD in various clinical 

populations. It has excellent internal consistency (Cronbach's a=0.92) and test-retest 

reliability and good validity. 
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The statistical analysis of the data is considered in the results section. 

Prospective power analysis 

There is no previous research which has assessed the ability of the variables under 

investigation to predict psychological distress among falls patients. In the absence of 

such research a medium effect size was assumed for estimation of the sample size in 

this study. 

Power analysis was performed using GPOWER (Erdfelder, Faul, & Buchner, 1996). 

Following Cohen (1992) a moderate size effect of 0.15 was assumed, with a power set 

at 0.80 and probability set at 0.05. It was estimated that 85 participants would be 

required to detect a medium effect size under these conditions in a multiple regression 

analysis using four predictor variables (i. e., external shame, internal shame, fear of 

falling and attributions for the fall). This number of participants would also be sufficient 

for the planned repeated measures ANOVAs, examining changes in the variables over 

time. 
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RESULTS 

Data Screening 

The data were screened to check levels of skewness and kurtosis, prior to analysis. A 

number of the OAS measures were found to have significant levels of skewness; these 

being, Other As a Shamer (OAS) `inferior' (z = 4.95, p<0.001), OAS ̀ emptiness' (z = 

5.95, p<0.001), OAS ̀ total' (z = 5.27, p<0.001), OAS `mistakes' (z=3.17, p<0.001). 

Square root transformations were performed on the first three measures, and a log 

transformation on the last, that reduced levels of skewness to non-significance. 

In addition, the measures of the individual's `perceived ability to prevent their fall' used 

at time one (z = 4.52, p< 0.00 1) and at time two (z = 3.64, p<0.001) were also skewed. 

1/x transformations were used to reduce levels of skewness to non-significance. 

The transformed variables were used in all subsequent analysis, although the 

untransformed means and standard deviations are presented in Table 1 for ease of 

interpretation. 

65 


