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CHAPTER 1: THE AGING POPULATION
Introduction
Occupational therapists believe that their clients should have meaning and puarpose i
their lives. We believe people have “the need to do.” Falling and the fear of fabip@ffect
the older adult’s ability to fulfill this need. The older adult’s cultural, ptaisisocial, and
personal contexts may exacerbate this inability, especially whendbetsxts are combined
with the aging process. According to the Administration on Aging [AOA] (2007), ovpeb2
cent of older adults report some type of disability, 28 per cent say they have wihlde least
one activity of daily living (ADL), and 12.9 per cent report difficulty with contiplg
instrumental activities of daily living (IADLsMost older adults have at least one chronic
condition that effects their quality of life, such as diabetes or heart diggasge 2007). Fall-
related injuries rank as the second leading cause of unintentional injury death tird the
leading cause of years lived with disability, according to the World K€aljanization [WHO)]
(2010) report “Global Burden of Disease.” Occupational therapists may withkchents to
reduce and/or prevent falls and the fear of falling. However, older adults who liypembntly
have not been a primary focus of therapeutic intervention unless they have suffejadya
requiring rehabilitation after a fall. This is due to the dearth of sicatewltifactorial fall
intervention programs.
It is important to understand the impact falling has on older adults since agingé&mser
are becoming a bigger and more vocal segment of our population. The “Baby Boamers” a
swelling the ranks of older adults (North Carolina Department of Health andi{8ervices
[NCDHHS], 2008). The Centers for Disease Control [CDC] (2007) classify thg afjthe US

population as “one of the major public health challenges we face infreeatury” (p. 1). In



2006, there were 37.3 million older adults (AOA, 2007) in the United States, which is about 12
per cent of the population. Estimates of the older adult population by the year 2030 are 71
million, or about 20 per cent of the population as a whole (CDC, 2007). North Carolina ranks
tenth in the nation in the number of older adults in the population (North Carolina Division of
Aging and Adult Services [NCDAAS], 2003). North Carolina’s older adult populatienw gy
20.3 per cent between 1998 and 2008 (AOA, 2009). By the year 2030, the average age of its
citizens will have risen from 35.3 years to 38.4 years (NCDAAS, 2003). Pitt Co20G%
older adult population is 22,347; the projected older adult population in the year 2030 is 41, 269
(NCDAAS, 2009). Becauselsalthy 65-year-old and a frail 90-year-old are very different,
researchers often divide age groups within the 65-and-older population. These include the
young-old, old-old, and the oldest old (He, Sengupta, Velkoff, & DeBarros, 2005, p. 11; Papalia,
Olds, & Feldman, 2007, p. 629).

As North Carolina’s population ages, the number of older adults who fall will also rise
Kannus and associates (2005) state that falls and fall-induced injuriesajer dnealth problem
for older adults (p. 422). Injuries are the fifth-highest leading cause of fideatth ages; most of
these injuries occur because of falls (CDC, 2007; Kannus et al., p. 422). Thesesstaist
important to societybecause older people, especially the oldest old, are dependent on family,
the government, or both for financial, physical, and emotional support” (He et al., 2005, p. 25).
In fact, reducing the number of falls is one of the top priorities of the CDC (CDC, 2007.) |
addition, as the older adult population increases, more older adulexperyence a fear of
falling, whether or not they have actually had a fall. A study by Deshpandesouades

(2008) suggests that over half of older adults experience this phobia (p. 355). Acaording t



Johannson (1998), fear of falling is common among the elderly, increases as peoghel ége
more common among women (p. 67).

As an occupational therapy student, | am interested in what falling andathed falling
mean to older adults. | am also interested in discovering the impactstthalcphysical, social,
and personal contexts may have on older adults’ falls and the fear of.fBjingnderstanding
the older adult’s experiences of falling and the fear of falling, thesapiitbe better able to
understand and serve the older adult population. | am also interested in using the insight
provided by the research participants to extend the benefits to people living bothandhi
outside of a continuing care retirement community [CCRC] environment. By exanting
contexts that surround falling and the fear of falling (such as the physical aal), seeias
occupational therapists may shape these influences for a better outcome .argcejnshat
bearing does living in a CCRC have on a person’s response to falling? Can ngpolifigr
adults’ home environments promote healthy living? Perhaps we can create anraauirthat
precludes falls, rather than restoring function and making adaptationsraftielea adult has
fallen. In a possible attempt to address these issues, | conducted a stuthr tmnbletstand the
experiences of older adults living in a CCRC regarding falling and the féalliiog.

Research Question

The areas that have been researched in regards to falling and the fdargahidlde
what constitutes a fall (CDC, 2007; Tinetti, 1994), the consequences of falls (Johannson, 1998;
Tinetti & Williams, 1998), what risk factors contribute to falling (Cestiale 2002; Crischelles
et al., 2007; Gleason et al., 2009; Huang et al., 2003; Leipzig et al., 1999; Lord, ;N@yitt et a
1991; Peeters et al., 2009; Perell et al., 2001; Tinetti et al., 1995; Vassallo et al., 2009), the

impact falls have on society (CDC, 2007; Seifert, 2010), fall prevention (Godfreydeisiki,



2010; Guelich, 1999; Hosseini & Hosseini, 2008; Ness et al., 2003; Oakley et al., 1996; Schwab
et al., 1999; Seifert, 2010; Tinetti, 1994), defining a fear of falling (Deshpande22G9,
Sharaf & Ibrahim, 2008), what plays a part in that fear (Howland et al., 1998; \eirjalh,
2003), and the possible restrictions those fears impose (Deshpande et al., 2008;&letcher
Hirdes, 2004; Howland et al., 1998; Suzuki et al., 2002; Wert et al., 2010; Zijlstra et al., 2007).
To summarize the research areas conducted, there were eight priragoyieat as reviewed
above. These areas were found to be: what constitutes a fall; the consequenise $hef fesk
factors that contribute to falls; the impact falls have on society; &alemtion; defining a fear of
falling; the risk factors that play a part in that fear; and the possibietiesis those fears
impose.

There are few published studies regarding the personal knowledge, merseatiitudes,
and accounts of falling and the fear of falling (Hutton et al., 2009; Porter et al., 2010; War
Griffin et al, 2004). There have been some studies regarding CCRCs (CutchimalM&rs
Aldrich, 2010; Krout, Oggins, & Holmes, 2000; Peck, 2008; Sloan, Shayne, & Conover, 1995),
and several quantitative studies that examine falling and fear of fallcmmunity-dwelling
older adults (Arfken et al., 1994; Cesari et al., 2002; Deshpande et al., 2008; Murphy et al., 2003;
Pluijm et al., 2006; Suzuki et al., 2002; Tinetti & Williams, 1998; Wert et al., 2018tr3jet
al., 2007), but no qualitative studies that focus on falling and fear of falling in older iadalts
CCRC. Therefore, my research question is “What is the perceived impacp#renge of
falling and the fear of falling has for older adults who live independently in arCamgi Care
Retirement Community in eastern North Carolina?” | believe this studprevide new insights

into falls and the fear of falling. This will allow the occupational therapygssabn to better



understand and serve the older adult population, both in a clearer concept of what is needed for
fall prevention and how to best assist the older adult after a fall has occurred.
Researcher Interest

| am interested in this question because falls and the fear of falliagnaagor health
concern for older adults. | want to understand what falling and the fear of faliag to the
older adult. | want to discover if plae®&d social atmosphere are mitigating factors in both falls
and the fear of falling. Living in a CCRC such as Cypress Glen, where it is pdssiah older
adult to age in place, may lessen the chance of falling due to the physicaherent and
decrease fear due to the physical, social, and personal contexts. | hope to ih&srhealthcare
professionals regarding the experiences of these older adults. If place iahdtsoasphere are
mitigating factors, perhaps these aspects can be replicated in othes@CiRGuce falls and the
fear of falling in other older independently-living adults.

| learned about Cypress Glen, a CCRC in Greenville, North Carolina, frofesig t
director at East Carolina University. | was introduced to the Rehaloitit®tirector, who was
pivotal in familiarizing me with Cypress Glen; the Executive DirectdCypress Glen, who
contributed information on the running of Cypress Glen and services and amantli¢s;the
Marketing Assistant, who gave me critical information describingdbielences, the amenities
and the services provided, and the financial responsibilities the residents have.

Assumptions and Biases

In speaking with my thesis director, | made several assumptions reg&rygngss Glen
and the independently-living residents. My thesis director had conductettheae@ypress
Glen in the past, and she briefly outlined the setting and the residents to menpgvamgidea of

what | would find there during my own study. The physical setting encompatage building



with several wings as well as unattached living spaces and the groundstas® | expected
that the residents would experience “separateness” and not necessarilydevey af
community. | believed that there would be less falls and less fear of fatlowgring at Cypress
Glen than in community-dwelling older adults as a whole because of the design ofsizalphy
space, with durable medical equipment [DME] and a security system in pladevetddhat the
adults who lived in cottages rather than in one of the residence apartmerdtowdtess
involved with the activities available to the community because of their “sepass.” |
expected that, given their living situation, the residents would have adequateesshuoancial,
educational, and supportive services. | made the assumption that the residergsosmenic
status would correlate with their health status. | believed that they would bgezetiucated.
Before | began my research, | assumed that falls were a part of groldirl believed
that most older adults experience falls, that many needed to be hospitalicedafteand that
falling was the beginning of a decline in health and social participation. | coesidéoss of
balance and/or a stumble part of the falling category. Even if a person saildxy gfabbing
on to something or landing somewhere above ground level, it was a fall. | thought that wome
were more prone to falling than men, and that women suffered hip fractures and other bone
breaks when falling. | did not think about environmental hazards, especially outdoos&d, or th
depression and previous falls were also risk factors for falling. | bdlignag anyone who fell
was going to experience and exhibit a fear of falling and severely enitdctivities once they
had fallen, at least in the short term. | believed that the residents would, Bsccairence,
have thoughts regarding falling and the fear of falling. | expected thegglieents who had
fallen got the required medical attention that they needed, due to their lamg@ments and

the proximity to Pitt County Memorial Hospital. | expected that even atil#yfssuch as



Cypress Glen, the residents who had fallen would experience social isolationsidepasd
anxiety. Finally, | believed that learning about falls and the fear afdaifom these residents
would benefit occupational therapists in their ability to work with this populatiadirig to
more favorable outcomes.

As a way to elicit my biases and assumptions, | used self-reflection befpnaibg my
research and while my research was ongoing. | used my field notes ardrahess journal to
record these beliefs. Using the input from my director and the literatureliregy&alling, |
developed a set of questions for my research participants that set asidsesy bia example, |
asked, “What words would you use to describe a fall?” This type of question is rugbesh-and
relies on the respondent to describe the action in their own words. | also deleted usasy
guestions such as, “What emotions did you feel as a result of your fall?"1 Atidrfinished
transcribing the interviews, | reflected on my assumptions and biases and edtinean to the
interview transcripts, to assure that | had accurately portrayed rigipents’ responses,
without coloring them with my beliefs. This helped establish trustworthiness nesegrch.

Research Paradigm

Quialitative research, according to Creswell (2007), “representsianksigi mode of
social and human science exploration, without apology or comparison to quantitaarehés
(p. 11). Sometimes qualitative research is the best way to get at the truthibjefchia a way
that quantitative research cannot. As found in my literature review, there ar@ounghestudies
that give a “thick” description of falling and the fear of falling because ofdsiem are
guantitatively based. The four cornerstones of qualitative research are ontpletgmelogy,
axiology, and rhetoric (Creswell, p. 17). Ontology is discovering the nature by sgad its

various characteristics (Creswell, p. 16). By going to the source (identsat Cypress Glen), |



discovered their respective realities. Epistemology is the drawing cétkarcher to her
subjects (Creswell, p. 18). | wanted to get close to the residents at Ogpgasso that it would
be possible for me to not only hear what they had to say, but to understand their liveg by bein
within their walls: seeing where and how they live. Axiology is the understandinthéhat
researcher brings her own values when conducting this type of researche|Ci@si8). There
were certain biases that | had regarding the residents in my ahdli/needed to acknowledge
these biases while conducting my research. Finally, rhetoric mearnisaherrative is more
personal in form (Creswell, p. 19). In conducting this type of research, | could cmtatishe
importance of my voice and that of the residents as they told their stories. Tlesutless”
accounts gave credence and meaning to the research. Regarding my wgiqgedssnt in the
research: “Writing in the first person, active voice communicates the enguself-aware role in
the inquiry” (Patton, 2002, p. 65). According to Anaf and Sheppard (2007), writing in the first
person is “part of many traditional qualitative approaches, which may egecameappreciation
of qualitative research'’s difference from quantitative conventions” (p-T®@refore, the most
meaningful and immediate way to describe, enlighten, and delineate the meanitsggasiddhe
fear of falling for the older adults in this particular culture was to askethdents themselves
and understand that my biases and assumptions were present as well.
Definitions of Critical Terms

| have included these definitions to benefit the reader. The following terrdsfared
using qualitative research literature, occupational therapy literandegkated journal articles.
Activities of Daily Living (ADLSs): Activities oriented toward taking care of one’s own body

(Occupational Therapy Practice Framework, 2009, p. 669).



Assistive TechnologyA broad range of devices, services, strategies, and practices that are
conceived and applied to ameliorate the problems faced by individuals who havetigisabil
(Cook & Polgar, 2008).

Assumptions: Perceptions that present people with an understanding of the world; evidence of
the world (Richards & Morse, 2006).

Bias: Any subject that has an unbalanced or unfair slant due to having significant fatésiomi
from a description (McCullagh, 2000).

Codes:The building blocks for theory or model building and the foundation on which the
analyst’s arguments rest (MacQueen et al., n.d.).

Community: A group of people with common interests and beliefs (Letts, Rigby, & Stewart,
2003.)

Cottage: At Cypress Glen, a cottage is a free-standing residence owned bysbe pho lives
there, as opposed to an apartment or duplex/triplex, which are leased.

Haiku: A poetic form from the Japanese culture that combines form, content, and language in a
meaningful, yet compact form. Haiku poets write about everyday things, includurg,nat
feelings, or experiences with simple words and grammar. The most common fdvaikiors
three short lines. The first line usually contains five (5) syllables, tlonddime seven (7)
syllables, and the third line contains five (5) syllables. Haiku doesn't rhymaika must

"paint” a mental image in the reader's mind
(http://volweb.utk.edu/school/bedford/harrisms/haiku.htm, n.d.).

Hermeneutic PhenomenologyA descriptive, reflective, interpretive, and engaging mode of
inquiry from which the essence of an experience may be elicited. Expeseswesidered to be

an individual's perceptions of his or her presence in the world at the moment when ththgs, tr



or values are constituted (Richards & Morse, 2007).

Instrumental Activities of Daily Living (IADLs): Activities to support daily life within the

home and community that often require more complex interactions than self-chie AfHd s
(OTPF, 2009, p. 671).

Older adult: For the purpose of this research, any person age 65 and older (AOA, 2007).
Old-old: Those persons ages 75-84 (He, Sengupta, Velkoff, & DeBarros, 2005).

Oldest old: Those persons aged 85 years and older (He, Sengupta, Velkoff, & DeBarros, 2005).
Phenomenological reduction¥ivid and detailed attentiveness to description (Richards &
Morse, 2007).

Subtheme:A theme that is subordinate to a main theme. (merriam-
webster.com/dictionary/subtheme, 2010).

Transcendental phenomenologyA presuppositionless interpretation by which phenomena are
described (Richards & Morse, 2007).

Young-old: Those persons ages 65-74 (He, Sengupta, Velkoff, & DeBarros, 2005).
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CHAPTER 2: LITERATURE REVIEW
Introduction to the Literature Review

As defined, a fall is “an unintentional change in position resulting in comingttonres
the ground or other lower level” (Hosseini & Hosseini, 2008, p. 15; National InstituteatthHe
and Clinical Excellence, 2004, Peeters, van Schoor, & Lips, 2009, p. 798). In the literature, a
distinction is made between one fall and recurrent falls. Falling refeny tmhand does
include occasional falls. Recurrent falling has been defined as two or aliereithin six
months (Hill, Womer, Russell, Blackberry, & McGann, 2010, p. 1771; Stel et al., 2003, p. 1357).
Peeters et al. (2009) state:

Occasional falls are caused mainly by extrinsic factors (i.e., envirgahfactors that

act upon the person), but recurrent falls are usually caused by intrinsis faetor

physical, cognitive and behavioural factors within the person, e.g., mobilitatioms)

accompanied by an environmental hazard (p. 798).

Fear of falling is defined as a lasting concern about falling that cdrafeadividual to avoid
activities that the person remains capable of performing despite a legirgfor physical
problem (Deshpande, Metter, Lauretani, Bandinelli, & Ferrucci, 2009, p. 355; Tinettm&n,
& Powell, 1993, p. 239).

Falls are classified as one of the geriatric syndromes (Flacker, 2003, p. 57%, Inouy
Studenski, Tinetti, & Kuchel, 2007, p. 780). Geriatric syndromes have a deleterious affet on t
older adult’s quality of life and ability to function. One of the earliest dedimétiof geriatric
syndromes is conditions “experienced by older—particularly frail—perstirad] pccur
intermittently rather than either continuously or as single episodes, niagdered by acute

insults, and often are linked to subsequent functional decline” (Reuben, 1991, p. 117). Currently,
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geriatric syndromes have been reclassified as conditions in which sympsynesult not just
from discrete diseases, but also from accumulated impairments acragtersyitems (Flacker,
2003, p. 575; Tinnetti, Williams, & Gill, 2000, p. 338). According to Inouye et al. (2007), with
some people, the processes may involve distinct and distant organs, with no direct@onnect
between the site of the underlying physiological insult and the resultmgatisymptom (p.

780). At times, there is often an intersection between a chronic condition (such #s diabe
neuropathy) and an acute mishap (such as tripping over a door ledge) (Tinetti & Kumar, 2010, p.
259-260). Many common conditions that geriatricians treat, including delirius, fialilty,

weight loss and malnutrition, depression, dizziness, syncope, urinary incontinence,litpymobi
and gait disorders can be categorized as geriatric syndromes (Amin, Kufitepé&trick, 2003,

p. 1159; Inouye et al., 2007, p. 780).

To fully understand falling and the fear of falling, | have explored conceptsasute
consequences of falls, the factors that contribute to falls, and the impact vallsrhsociety. |
have also examined how fear relates to falling and the factors thabotsto the development
of this fear. | conducted my research at Cypress Glen, a CCRC, scetistodtinuing care
retirement communities in general as well as Cypress Glen in patticasdly, in order to
understand this experience from an individual's perspective, | used a phenomenological
approach, and my literature review briefly discusses phenomenology.

Consequences of Falling
Fall Fatalities

Falling is something that everyone most likely has experienced durindiféstame.

However, according to the Web-based Injury Statistics Query and Repoystaynts

[WISQARS], falls are also one of the leading causes of death in the United fBtapeople of
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all ages (less than one year through greater than 65 years) (CDC, 200ZpCH2007)
categorizes falls as unintentional injuries (consisting of things sucaffs &ccidents, burns,
suffocation, poisoning, drowning, accidents with machinery, and falls) whenr@rgmoauses
of death. In the United States, in 2007, falls were the third highest cause of umiaianjury
fatality and 22,631 people of all ages died as a result of falls (CDC, 2007). Howewedjragc
to the CDC (2007), falls in older adults were the leading cause of death from uairgkent
injury, with a 47.9 per cent fatality rate, or 18,334 deaths. These fall-relatéd deay be
further subdivided into the young-old adult, the old-old adult, and the oldest-old adult. For the
old-old and oldest-old categories, falls were the most prevalent cause of unintenjiopa
death, while for the youngest-old category, falls were ranked second onlyhe dganotor
vehicle. The number of fall-related deaths for the young-old adult were 2,594 vs. 6,8%2 for
old-old adult and 9,188 for the oldest-old adult (CDC, 2007). According to the North Carolina
Department of Health and Human Services [NCDHHS] (2009), falls were thadezause of
unintentional injury deaths in older North Carolinians, as well. As noted by Northr@arol
Injury and Violence Prevention Branch (2007), there were 609 fatal falls in Narthi@ in the
year 2007 (CDC, 2007).
Fall-Related Injuries

Fall-related injuries are a frequent cause of hospitalization for all(&¥S, 2007). The
Behavioral Risk Factor Surveillance System [BRFSS] (CDC, 2010) defineguansuffered in
a fall as something that causes a person to” limit regular activitiesleast a day or to go see a
doctor.” In a report compiled by WISQARS, in the United States, in 2007, there8y08635
falls of people of all ages requiring visits to emergency departments, (ZIDC). Again, for

older adults, falls were the leadinguse of visits to the emergency department, with 1,927,766
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older adults requiring treatment (CDC, 2007). Of this number, 628,391 were young-old adults
790,804 were old-old adults, and 610,680 were the oldest old (CDC, 2007). The North Carolina
Department of Health and Human Services [NCDHHS] (2009) has found that fake are
second leading cause of nonfatal injuries among North Carolinians 65 and olderthin Nor
Carolina, in 2006, there were 17,579 emergency department visits for falls (Woody, 2009, p. 9).

Some common fall-related injuries for older adults include lacerations;jrsyyell
bruising; fractures, specifically of tispine, hip, forearm, leg, ankle, pelvis, upper arm, and
hand subdural hematomas; and knee effusions (Bradley, Karani, McGinn, & Wisnivesky, 2010,
p. 64-65).In 2004, there were 1.8 million older adults treated in emergency departments
nationwide after incurring these fall injuries: traumatic brain ingyri@wer extremities fractures,
and injuries to internal organs (CDC, 2007). Information from “The State of Agih¢daalth in
America” indicates that there were 360,000-480,000 fall-related fracturesh&asby older
adults in the year 2007 (CDC, 200Ifability to rise without help, experienced by half of older
adults after at least one fall, may cause injuries such as dehydrationrerdsers, and
rhabdomyolysis (Tinetti & Kumar, 2010, p. 259; Tinetti, Liu, & Claus, 1993, p. 65).

Economic Impact of Falls

In economic terms, falls are becoming a major public health problem, becausdighthe
costs that follow falls among older adults (Hosseini & Hosseini, 2008, p. 15). The CDC (2007)
estimated that $19 billion dollars are spent annually on older adult falls. Tleediee&t costs;
that is, the costs that were applicable to the immediate injury and/or hospitalizt does not
take into account the related costs, which included disability pay, lost dayskpfandrthe
effect the injury had on the person and his or her significant others (CDC, 2007). In North

Carolina “hospital-admitted falls (in direct and work loss) cost $3.8 billion for thesethe age
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of 65 in 2006” (Woody, 2009, p. 6). According to the North Carolina Injury and Violence
Prevention Branch (2007), in 2006 an average visit to the emergency departmendftarsa
$21,000.00.
Factors Contributing to Falls

For the older adult, there are fall risk factors particular to their gye@ndition. These
risk factors include, but are not limited to, muscle weakness, disease, gendssidapand
cognition deficits, which in turn cause problems for balance, mobility, and daily hactiaiies
(American Geriatrics Society Panel on Falls Prevention, 2001, p. 664; Hosseins&itdps
2008, p. 16; Guelich, 1999, p. 16; Markle-Reid et al., 2010, p. 120; Peeters, van Schoor, & Lips,
2009, p. 798). Fall risk factors can be categorized as intrinsic and extrinsic.
Intrinsic Risk Factors

The intrinsicrisk category includes age itself and age-related issues. The neostibéd
potentialintrinsic fall risk factors are older age; female gender; nutritioaéihst such as having
vitamin D or calcium deficiencies; dizziness and balance deficits; inadepjogsical activity,
which causes weaknesses in gait and strength; cognitive impairment;iaraeos in vision,
such as lack of depth perception; and depression (AOA, 2007; Oakley et al., 1996, p. 243;
Tinetti, Doucette, Claus, & Marottoli, 1995, p. 1214; Tinetti & Kumar, 2010, p. 260).

Age. Older adults fall often. According to Stel et al. (2003), “Approximately 30 et c
of the community-dwelling persons aged 65 and older fall at least once peaneabout 15
per cent fall two or more times per year” (p. 1356). This proportion increases to 4hpatfter
the age of 75 (Tinnetti & Williams, 1998, p. 112). An age greater than 80 has a stnahatioor
to falling (Tinetti et al., 2006, p. 718), due in part to an overall decline in physical condition.

According to Godfrey and Studenski (2010), there is also a new category to corder w
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studying falls the active older adult, such ‘@ging women who experience an injurious fall
while continuing to pursue old athletic interests, such as skating, skiing, anblaclileg” (p.
185). These older adults are commonly in their 70’s and 80’s (Godfrey & Studenski, p. 185).
Gender.Gender plays a role in falling as weélhe rate of injuries incurred by a fall are
about equal for older men (men over the age of 65) and older women (women over the age of 65)
and for African Americans and Caucasians. However, older women are moredikely t
experience fractures, and older men and African Americans are moyetdiledperience
traumatic brain injuries (CDC, 2007; Tinefpucette, Claus, & Marotolli, 1995, p. 1217,
Tinetti & Kumar, 2010, p. 259)Also, fractures constituted a higher percentage of the serious
injuries among female than among male fall@isdtti, Doucette, Claus, & Marotolli, 1995, p.
1217). Men were 22 per cent more likely than women to sustiifalls (CDC, 2007; Stevens
et al., 1999, p. 27); these death rates may be higher among older men due to a highec@revale
of comorbid conditions in men than women of similar age (Stevens et al., p. 27). Tinetti et a
(1995) also found that the females in their study were more likely to have bafahgait
impairments than males (p. 1219.) Finally, female gender was signifieastbgiated with a
decline in the level of functioning as a consequence of falling (Stel, SoijmP& Lips, 2004,
p. 63).According to Stel and associates (200¥yomen reported general physical injury,
bruising or extravasation of blood significantly more often compared with meaube of a
fall-related injury (p. 61). However, the data do not indicate whether womey saéittr more
or only report more falling events than men (Stel, Smit, Pluijm, & Lips, 2004, p. 63).
Another consideration in regards to gender is that women have smaller skiéfletons
their male counterparts and greater bone loss due to menopause, which is one cactseest fr

(United States Department of Agriculture [USDA], 2009). Menopausal bone loss becarsse
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of a decrease in estrogen levels and an increase in bone resorption, resultingesk#érang of
bones (Vondracek, 2010, p. 59). The bone disease resulting from low bone mass (osteopenia)
due to excessive bone resorption is called osteoporosis (Black’s Medical Digt@dr0). Of
those who suffer from osteoporosis, 80 per cent are women (USDA, 2009). Tinetti, Qoucette
Claus and Marotolli (1995) state, “the greater risk of injury in women compatiednen likely
reflects, at least partially, the known lower bone mineral density in womepdtsasts in very
old persons [72 years and older]” (p. 1218).

Nutrition. Nutritional studies have discovered that Vitamin D is a factor in avertilsg fal
The type of Vitamin D used to test for deficiencies is known as serum 25-hydeomyvD, the
active form of Vitamin D found in the livélJSDA, 2009) Unfortunately, serum concentrations
of 25-hydroxyvitamin D are known to decline as a person ages (Ramel, Jonssorsdjofns
Thorsdottir, 2009, p. 1001; Wilhelm-Leen, Hall, deBoer, & Chertow, 2010, p. 171; Wilkins,
Birge, Sheline, & Morris, 2009, p. 349). According to Kessenich (2010), “older adults are at
particular risk for vitamin D deficiency due to lack of exposure to the sun and dsthatary
intake and absorption” (p. 12). The USDA (2009) states, “As many as half of olderiadbk
United States with hip fractures could have serum 25-hydroxyvitamin D aiethiefievels.”
Also, rates of 25-hydroxyvitamin D deficiency are higher among grogpstk already at a
high risk for poor physical functioning: older individuals, women, and non-whites (Wilhelm-
Leenetal., p. 171).

Vitamin D is needed for bone growth and remodeling. Vitamin D helps the body absorb
calcium, keeping bones stronger and therefore, less likely to break (USDA, 206&)diAg to
the USDA (2009), “together with calcium, vitamin D helps protect older adults from

osteoporosis.” This is an important consideration for reducing falls, which ardroftertaused
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by and/or result in hip fractures. Without adequate amounts of Vitamin D, there iseasett
bone turnover which results in an increased risk of bone fracture (Kessenich, p. 12naier
also be a correlation between inadequate amounts of Vitagrandloss of cognition in the
older adult, although more research is needed before proof is absolute (Anetaile2010, p.
29; Wilkins, Birge, Sheline, & Morris, 2009, p. 349). Molano (2010) found that those older
adults exhibiting lower vitamin D levels were more likely to have dementakest, and disease
processes in the blood vessels to the brain (p. 2). The recommended daily allowantzarfor Vi
D is currently 200 International Units (IU) per day from birth to age 50 years\Ap@riday for
those aged 51 to 70 years, and 600 IU per day for adults aged 71 years or older (USDA, 2009).

A lack of calcium may also be a factor in falls. Many postmenopausal women do not
include enough calcium in their diets, which can lead to osteoporosis (Office afyDieta
Supplements, 2009). According to Vondracek (2010), “the average daily dietary calciken inta
in women 60 years of age or older is only 660 mg (i.e., roughly half the recommended amount)”
(p- 10). People with osteoporosis are prone to falling, incurring osteoporotic fraatties
vertebrae, the femur, the distal radius, and the proximal humerus (Peeters, van&thmr
2009, p. 798). These fractures can also be a direct outcome of falling (CDC, 2010). The
prevalence of osteoporosis, which contributes to reduced bone mass and increasediliyne fra
is greatest among older white women. “Compared with whites aged greater tngual to 65
years, blacks of comparable ages have greater bone mass and are lessdikshin fall-related
hip fractures” (Stevens et al., 1999, p. 27).

In another study, Tucker (2003) discovered that “the negative effect of sugasyath
displacement of more nutritive beverages, may explain the several epidematisgrgations

that soft drink consumption is negatively associated with bone mass density” (p. 269%r In oth
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words, if people replace healthy drinks such as milk and water with sodas, bonessigssedi,
leading to osteoporosis and an increased chance of fractures. The same ocesexyedrue for
caffeinated beverages. According to Vondracek (2010), “A high caffeine intakegfithealent

of four or more cups of coffee daily) increases the risk for osteoporosis anadsact women

with a low calcium intake (less than 700 mg/day)” (p. 10). According to the Q@iffiDestary
Supplements (USDA, 2009), the recommended daily allowance for calcium is gui@d®l mg

for men and women 19-49 years of age, and at least 1200 mg for men and women 50 years of
age or older.

Dizziness/BalanceDizziness and lack of balance can result from physical problems, the
use of medications, or a combination of the two. Factors that affect balance mthastatic
hypotension, syncope, neurological deficits, gait impairments, and vestibuks.igscording
to Huang, Gau, Lin, & Kernohan (2003), “dizziness, syncope, and functional disabihtasuc
gait impairments have been associated with increased risk of falls” (p. 400).

Orthostatic hypotension, one cause of dizziness, is a sudden dip in blood pressure when
coming to a more upright position, especially if the position change is sudden (MayaGimic
2009). Another form of dizziness is syncope, which is a loss of consciousness due tddaninis
cerebral blood flow (Stedman’s Medical Dictionary, 2006). Syncope can be broughtightby t
collars, sudden head turning, looking up, wearing a cervical collar, warm atmespher
prolonged standing, fasting, fatigue and/or dehydration (Mcintosh, Da Costa, & ,K&93, p.

56).

Neurological deficits (such as Parkinsonism) manifest themselvefiasligh with

sensorimotor processing and/or somatosensory loss (Painter, 2009; Guelich, 1999, p. 16).

Sensorimotor processing is the ability of the brain to translate the inpivieeeée®m the senses
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into motor output (Schuktz-Krohn, Royeen, McCormack, Pope-Davis, & Jourdan, 2006, p. 730).
Somatosensory loss is the inability of the body to register input from the $€osger &
Abrams, 2006, p. 515). These two system failures may also be a factor in gait iempagBiaut
impairment includes problems with path deviation, turning, step continuity (i.e.,ctegaal
length), and step symmetry (i.e., alternating arms and legs moving imsgiaity) (Murphy,
Dubin, & Gill, 2003, p. 944). Gait impairments commonly result from arthritis of the hips and
knees, stroke, muscle weakness, and/or other lower extremity problems (HuangnGa
Kernohan, 2003, p. 402).

Vestibular dysfunction ds two separate components: vertigo (a false sense of motion)
and imbalance (a problem with gaze or postural stability), and either canmes |
(Agrawal, Carey, Della Santina, Schubert, & Minor, 2009, p. 938). Vestibular dysfunction
includes such probleneas Benign Paroxysmal Positional Vertigo and Meniere’s Disease, both
causes of dizziness (Black’s Medical Dictionary, 2010). Imbalance carubedchy deficits in
vision, proprioception, and musculoskeletal function (Agrawal et al., p. 939).

There is no treatment that eliminates dizziness or restores balancetebmplg there
are ways to minimize effects from the two conditions. One method of improving b&daraie
Chi, which works on increasing flexibility and balance by increasing strendghe lower
extremities and improving core stability (Li et al., 2005, p. 187). Other formeeatise are
beneficial as well, since they keep the muscles toned, enabling the ntaosps more easily
with changes in position (Huang, Gau, Lin, & Kernohan, 2003, p. 404).

Physical activity. Physical activity is defined as anything that gets the body moving
(National Institute on Aging, 2010), and may include gardening, walking and/or other

occupations. Inadequate physical activity can lead to loss of coordinationf latiscle
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strength, poor endurance, poor reaction time, inflexibility, and gait abnorméimoesng slowly
or unsteadily) (Painter, 2009; Province et al., 1995, p. 1342). Less than thirty minutes of
moderate intensity physical activity five days out of the week is not enoughritamadneart,
muscle, and joint health (National Institute on Aging, 2010). Muscle strength doessdegrtta
age and may lead to loss of independence and increased disability (Elsaggi&sH2010, pp.
57-58; Vogel et al., 2009, p. 303). Some identified causes of reduced muscle mass include
decreased physical activity, hormones, malnutrition, and chronic disease (Bmemdaaters,
Gallagher, Morley, & Garry, 1999, p. 123). Falls appear to be associated withaigd rel
declines in musculoskeletal function (Nevitt, Cummings, Kidd, & Black, 1989, p. 2663).

Workouts including balance training, strength training, and flexibility esesdave
been associated with a reduced risk of falls in older adults (Vogel et al., p. 318peBala
exercises and moderate-intensity, muscle strengthening actititeklde performed at least
three days a week for a total of 90 minutes (Elsawy & Higgins, p. 59; Departniéesibf and
Human Services [DHHS], 2008). Tai Chi (a Chinese martial art) is frequentitfamed in the
literature as very beneficial for older adults because it is slow, cauratid purposeful in
movement, dynamic in nature, and involves the use of large muscle groups, which sncrease
balance, strengthening and resistance (American Geriatrics\SBaie¢| on Falls Prevention,
2001, p. 668; Huang, 2004, p. 139; Li et al., 2005, p. 187; Vogel et al., p. 313). However,
increase in physical activity has also been associated with a grslatefrfalls (Lawton et al.,
2009, p. 123; Vogel et al., p. 315).

Cognition. Cognitively, the person who falls may do so because of lack of attention, lack
of good judgment, compromised protective responses, engagement in dual-tas&sa(dich

as walking while carrying a heavy object), or engagement in hazardousiex(@ue to not
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recognizing limitations) (Painter, 2009; Tinetti, Doucette, Claus and Mardi@ds, p. 1218).
Older adults who have cognitive impairments are prone to gait and balanckadisas, which

in turn may lead to an increased risk of falls, injurious falls, and recurren{\falssallo et al.,
2009, p. 41). Older adults with dementia are three times more likely to be seriously injare

fall (Mirolsky-Scala & Kraemer, 2009, p. 181; Vassallo et al., 2009, p. 41). Research eohduct
by Gleason, Gangnon, Fischer, & Mahoney (2009) found that older adults with a MinitMenta
State Exam [MMSE] score above the cut-off line for dementia (i.e., thdseawmild cognitive
impairment and MMSE score from 28-30) still have an increased risk of fdllingyi have a
previous history of falls (p. 561).

As with imbalance, there is no reversal strategy for cognitive declineeVynwengaging
in some form of physical activity and having adequate social support have beenslsoppdrt
cognitive functioningHosseini & Hosseini, 2008, p. 17; Vogel et al., 2009, p..338gial
support such as that provided by family and friends may decrease other ns& fiactalling
(Huang, 2004, p. 132). Reducing the hazards in the environment also helps cognitively impaired
older adults maintain independence (Painter, 2009).

Vision. According to Rudman, Huot, Klinger, Leipert, & Spafford ( 2010), “the impact of
low vision on occupation has been related to negative psychosocial and physical outcomes,
including falls, depression, social isolation, decreased quality of life, aategprobability of
nursing home placement” (p. 8Beveral population-based studies have identified reduced
visual acuity as one of the most common risk factors for falls (Lamoureux et al., 2010,.p. 528)
The visual dysfunctions most closely linked to falling are cataracts, glaucgdication, and
deficiencies in depth perception, low-contrast visual acuity, and contrast sgnéitiaerican

Geriatrics Society Panel on Falls Prevention, 2001, p. 669; Godfrey & Studenski, 2010, p. 187,
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Lord, 2006, p. 45; Tinetti, 2001, p. 67&dlviduals with poor vision, compared to fully sighted
older adults, are almost twice as likely to fall, have recurrent faltksastain fractures
(Lamoreux et al., 201@,. 528;Lord, 2006, p. 44 Lord (2006) statesyégular eye
examinations, use of correct prescription glasses, cataract surgery agwholvel of tripping
hazards in the home and public places have the potential to prevent falls in older (pec{3¢”
Depression.Depression has also been identified as a possible risk factor in falling and
the fear of falling (Sharaf & Ibrahim, 2008, p. 33; Stel, Smit, Pluijm, Lips, 2004, p. 63).
Population-based studies have shown depression or a high number of depressive synfjgoms t
associated with falls, either by preceding or following them (Cesali,&002, p. 723; Stel et
al., 2004, p. 62; Tinnetti & Williams, 1998, p. 114; Whooley et al., 1999, p. B&pression
may erode the older adult’s independence and confidence to perform activitidsjmtaim
may lead to activity restriction and social isolation (Sharaf & IbraBd08, p. 33). In a study by
Whooley et al. (1999), “women with depression had a 40% increased odds of subsequent falls”
(p. 488).In some older adult women, depression may manifest itself as psychomotor slowing,
which can have a biological impact on reaction time, hindering the ability torpravall
(Godfrey & Studenski, 2010, p. 186). The use of anti-depressive medications, such as serotonin-
reuptake inhibitors and tricyclic antidepressants, has actually been shown éseritre chance
of falling in older adults@esari et al., 2002, p. 72Beipzig, Cumming, & Tinetti, 1999, p. 33).
As with cognition and dizziness, physical activity has been shown to lessen ep{€ssari et
al., 2002, p. 725)
Extrinsic Risk Factors
Extrinsic risk factors associated with falls include environmental hatsudhk as poor

lighting, irregular or slippery floor surfaces, unsafe stairways, crowadiduways, loose

23



carpeting or throw rugs, and furniture), poor footwear, fear of falling, polyplegr(teking four
or more medications at the same time), inadequate supports (devices sudteesanal
bathroom fixtures) and previous history of falls and fall injuries (Huang, 2004, p. 131eiidoss
& Hosseini, 2008, p. 17; Peeters et al., 2009, p. 798).

Environmental hazards. Seifert (2010) identifies environmental hazards as one of the
extrinsic fall risk factors (p. 8). Environmental hazards are those thingsab@abbstacles to
safely moving around indoor living spaces and the wider community. According to Gill,
Williams, & Tinetti (2000), “the home environment has been implicated in 35% to 45%s3f fall
(p- 1175). Lamoreux et al. (2010) found thim@st 65 per cent of the falls happened inside the
home (e.g., in the bedroom or bathroom); the majority of all falls (60 per cent) twakail
home and in the surrounding environments (e.g., garden or backyard areas); and for falls
occurring in the wider community, over 50 per cent involved negotiating baigrscurbs and
steps) and slick surfaces (p. 52@door hazards include risks that come from flooring issues
(loose rugs, carpet folds, etc.), immovable equipment (such as sofas, etcQpgbison the
floor (cords, hampers, footstools, etc.), mobility aids out of reach (such as caneallaard)w
poor lighting, and certain types of footwear (Gill et al., 2000, p. 1177; Seifert, 2010, p. 8).

Home modifications recommended in the living space to lessen the chanced of a f
include the removal of rugs, a change to safer footwear (this includes fotiaes more
supportive, non-slip, and fits properly), the use of nonslip bathmats, the use of ligimiglgt at
and the addition of stair rails (Consumer Reports on Health, 2010; Seifert, p. 8). One study ha
found that after minor home safety modifications were made, the number @xjadisenced by
older adults were reduced anywhere from 6 per cent to 33 per cent (LifetimesHafatime

Neighbourhoods, 2008, p. 137.)
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Environmental inequality is defined as “the unequal social distribution of envirorimenta
risks and hazards and access to environmental services and goods” (Baioette¥, 2010, p.

14). Increasingly, communities are beginning to understand that most neighborhoetts,aste
public places are not-user friendly for older adults (Crosby & Clark, 2008, p. 2fifmdfe

Homes, Lifetime Neighbourhoods, 2008, p. 96). Problems such as poor paving, streetotutter, a
lack of benches and public restrooms pose significant barriers to moving around the
neighborhood, especially as people age (Lifetime Homes, Lifetime Neighbourhoodsy.2008,
96). The lack of these environmental features may have a bearing on olderveelilt&ing and
may cause falls, a loss of confidence, social isolation, and/or the necesgsstjtofionalization
(Crosby & Clark, p.21). Outdoor hazards around residences can include uneven steps, unsaf
stair design, and lack of safety features such as handrails, grab bars, andC@mspmér

Reports on Health, 2010). Outdoor community hazards include uneven pavement or surfaces,
curb cuts, pavement cracks, tree roots, slippery walking surfaces, obstachisnays and

snow or ice on walkways or steps (Huang, Gau, Lin, & Kernohan, 2003, p. 401).

There is a movement toward making communities more livable for all resi@ssign
objectives should include pedestrian routes that are continuous, direct, and have adequate
signage. Pedestrian crossings should be safe and convenient with curb cuts provided where
necessary. Paths should be at least 1.8-m wide and should have smooth, firm sutfaces tha
well-drained and lit. Ramps should be no steeper than a 5 per cent grade. (Mitchell, 2006, p. 51)

Polypharmacy. Polypharmacy is associated with an increased risk of falls in older
people (Tinetti, Gordon, Sogolow, Lapin, & Bradley, 2006, p. 718). Adverse drug events
[ADESs] are considered to be side effects, unwanted reactions, or other prafolems f

medications (Crischilles et al. 2007, p. 20). Crischilles et al. (2007) state, téhef mDES
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increases substantially as the number of drugs in a regimen increases” (pug9)inxertain
categories, such as psychotropics (classes such as stimulants andesszatepy or anti-
hypertensives (the diuretics), are among the main offenders. Drugs modindfeel to a greater
risk of falls include serotonin-reuptake inhibitors, tricyclic antideprassaeuroleptic agents,
benzodiazapines, and anticonvulsants (Leipzig, Cumming, & Tinetti, 1999, p. 33; Tinetti, 2003,
p. 43). Medication such as thiazide diuretics may also contribute to falls in older adults
(Heidrich, Stergachis, & Gross, 1991, p. 1; Leipzig et al., p. 40). Tinetti (2003) thtates
“practical methods are needed to balance the benefits of medications forttneriesf specific
diseases with the risk of adverse events, including falls, in elderly persons”.(Buf&hstein,
Robbins, Josephson, Schuman, & Osterweil (1990) maintain “when choosing medications, the
clinician should consider drugs that are least associated with postural hypotensi
shortacting, and are less likely to have sedative effects” (p. 309). Healihrofessionals should
review the older adult's medications annually and the same pharmacy should be afied for
prescriptions so that drug records are accurate and can be compared (Snowden, 2008, p. 117)
Previous Falls.Unsurprisingly, systematic reviews show that previous falls and fall
injuries were the most prevalent factor contributing to a fall (AmericaratéerSociety, 2001;
Peeters, van Schoor, & Lips, 2009, p. 7BRiijm et al., 2006, p. 418 inetti, 1994, p. 757,
Tinetti and Kumar, 2010, p. 260). With respect to most health-related and other pgtéaitiall
related characteristics, recurrent fallers were significambiyse off than non- and once-fallers
(Stel et al., 2003, p. 1360)Recurrent fallers were more prone to have a fall-related fracture than
those who were not defined as recurrent fallers” (Pluijm et al., 2006, p.T4E®e older adults

are at a greater risk for falling and incurring injuries preciselpirse they have fallen before.
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Multiple Factors

According to the American Geriatrics Association (2001), “falls generadlylt from an
interaction of multiple and diverse risk factors and situations” (p. 664). The miofaaisrs
present, the greater the likelihood of a fall. The risk of falling increastdseae factors increase,
indicating that falling is a multifaceted health problem that results frorditfezent effects of
coexisting conditions and the treatments being used to manage them (Godfrey&sBiude
2010, p. 185; Nevitt et al., 1991, p. 169; Tinetti et al., 1988, p. 117; Tinetti, 1994, p. 757). Falling
may also result from the accumulated effect of multiple specifibiitées, such as diabetes and
circulatory disorders (Godfrey & Studenski, p. 186; Tinetti, Williams, & Maslew1 986, p.

431). According to Kelley-Moore, Schumaker, Kahana, & Kahana (2006), for older adalis, e
additional health problem was associated with a higher perception of disabdiydless of
actual physical or cognitive functional status (p. 135).

Because multiple factors influence falls, multiple interventions aledcdr and have
proven to be the most successful in reducing the number of falls experienced byolider a
“An interdisciplinary approach to older adults who have fallen helped decredssr fiafts and
limited functional impairment” (Schwab, Roder, Morike, & Thon, 1999, p. 928). Successful
programs implement various elements such as education, exercise (esfueanalized
programs), home assessments, medication modifications/withdrawal, any idietiesrentions
(adding Vitamin @ and calcium to the diet) (Hosseini & Hosseini, 2008, p. 19; Oakley et al.,
1996, p. 248; Schwab, Roder, Morike, & Thon, 1999, p. 928; Tinetti & Kumar, 2010, p. 261).
Fall Risk Screening Tools and Assessments

Many screenings and assessments have been developed to help measure th@sisk fact

for falling in older adults. They include self-report surveys such as ThePYgiacal Activity
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Survey (Bixby et al., 2007) and Short Form-36 Health Survey (known as SF-36) (Mxgtlor
Ware, Lu, & Sherbourne, 1994); physical screenings, such as the Timed GetHBon4TUG)
(Podsiadlo & Richardson, 1991) and Berg Balance Scale (BBS) (Talley, hygr@ross,
2008); cognitive measures such as the Mini-Mental State Exam (MMSE)e{RpFbistein, &
McHugh, 1975); and vision tests such as visual acuity and contrast screenings. thhe heal
community felt the need for a more thorough instrument, so an assessmeritivalialls Risk
for Older People in the Community (FROP-Com) was developed at the National Ageing
Research Institute in 2001 (Russell, Hill, Blackberry, Day, & Dharmage, 2008, p. 634).
Yale Physical Activity Survey (YPAS) Some screening tools are meant to assess the
respondent’s level of physical activity as a way of determining &l fihe YPAS is a
guestionnaire that can be administered face to face or over the phone. It focuses onigemm
dwelling older adults’ physical activities including those in categoriels as household chores,
recreation, and structured exercise. It works well in evaluating phgsitcaty in older adults
because it examines low-intensity activities. Participants report hoWw timie they spend on a
wide array activities as well as the frequency and duration of phystoatyain five categories
(i.e., vigorous activity, leisurely walking, moving, standing, and sitting) duriggieal week
(Bixby et al., 2007, p. 1410; Harada, Chiu, King, & Stewart, 2001, p. 964). According to Young,
Jee, & Appel (2001), the YPAS has relatively good reliability as compeatbedhe Physical
Activity Recall (PAR) test: “Significant correlations were foundween PAR measures
and the YPAS dimensions that assessed the global and vigorous aspects yf @ctB&6). In
addition, in the original validation aspect of the study, the analysis of 25 susieeted that
weekly energy expenditure and daily hours spent sitting correlated withgrdsistolic blood

pressure (Young, Jee, & Appel, 2001, p. 956).
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Short Form (SF)-36.The SF-36 is another self-report survey that assesses eight separate
areas to determine health-related quality of life. This screen resaypalconducted in person or
over the phone. Sections of the SF-36 include role limitations due to physical heakh issue
vitality, pain measurement, role limitations due to mental health issuay ebflinction,
mental health, social functioning, and the respondent’s insight regarding his oaltier he
(Harada, Chiu, King, & Stewart, 2001, p. 965; McHorney, Ware, Lu, and Sherbourne, 1994, p.
44). The internal consistency reliability of these measures for peoplehevage of 65 yr is 0.92
for physical functioning, 0.78 for general health perceptions, 0.88 for mental hedlth3&rfor
pain (Harada, Chiu, King, & Stewart, 2001, p. 965; Martin, 2007, p. 224). Validity studies show
good predictive, criterion, discriminant, and convergent validity (Martin, 2007, p. 224).

Timed Get-Up-and-Go (TGUG).Some screening tools are specifically designed to
identify persons with balance deficits, which may predict a risk of falbmg of these
instruments is the "Get-up-and-Go" (GUG) test that has the subjefronsea chair, walk 3 m,
turn around, return to the chair, and sit down. Performance is graded on a 5-point scale in which
1 is normal and 5, severely abnormal. The test was further changed (to elimbetiaty) to
include the time taken to complete the test: the TGUG test (Podsiadlo & Rmmat891, p.

142). Wall, Bell, Campbell, & Davis (2000) have modified the test to measure each of its
component parts so that it is more sensitive in judging problem areas, callingxjpédneded
Timed Get-Up-and-Go, but both tests adequately demonstrate balance deflugir subjects

(p- 112). This screening tool may be administered by any health care jmadeasd has been
shown to have both sensitivity and specificity above the median (Perell et al., 2001, p. 765).

According to Podsiadlo & Richardson (1991), the TGUG test “demonstrated good itg &l
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moderate correlation to the scores on the Berg Balance Scale and gdit(Buelsiadlo &
Richardson, 1991, p. 147).

Berg Balance Scale (BBS)'he BBS, although originally developed just to look at
balance, is a validated instrument that predicts the risk of falling and resdisa ability to
perform 14 balance tasks. The participants are rated on the performance o$leasintpa
four-point Likert scale. A higher total score indicates better balancerpenice by the
individual (Talley, Wyman, & Gross, 2008, p. 331). The BBS, when combined with a person’s
fall history, has been reported to have a sensitivity of 91 per cent and a ggexfiB@ per cent
to classify those community-dwelling older adults who fall and those who do na, Glesey,
& Ice, 2003, p. 634). Reliability coefficients are: interrater intraclaselation: 0.98; interrater
r: 0.88; and internal consistency: 0.96 (Amini, 2007, p. 289). Validity was based on comparisons
to scores w/ Barthel Index= 0.67); Timed Up and Ga£ 0.76), and Tinetti Balance Test(
0.91) (Amini, p. 289).

Mini-Mental State Exam (MMSE). Cognitive screenings show levels of global
cognitive functioning. The MMSE is considered a dementia screening instr(ffeelerman,
Cole, & Sano, 2009, p. 670). According to Folstein, Folstein, and McHugh (1975), “itis a
guantified assessment of cognitive state of demonstrable reliabifityadidity; it makes more
objective what is commonly a vague and subjective impression of cognitive dysaibing an
assessment of a patient” (p. 195). Cognitive status is a good predictor fok thiefaiing in the
older adult. Scores of less than 20 points indicate that the person may be at risll.fdieat-
retest reliability is 0.887; interrater reliability is 0.82. Concurrenthitglis demonstrated in

correlations with the Wechsler Adult Intelligence Scale at 0.776 (Cooker& K007, p. 537).
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Falls Risk for Older People in the Community (FROP-Com) The FROP-Com
assessment can be used by health professionals in emergency depaBD@ntsrinary care,
hospital outpatient clinics and/or private homes. It was modified from the Fsll$dR
Hospitalised Older People (FRHOP) to suit community needs. The FROP-Com Xavisis
factors in 26 questions. Individual scores are totaled and provide an overall sciserskia
with higher scores indicative of greater risk (Russell, Hill, Blackberry, Rdyharmage, 2008,

p. 635). The intra-rater reliability for the FROP-Com was 0.93 and for interredibility was
0.81.

Fear and the Fear of Falling
Fear

A person of any age may fall, and a person of any age may have fears. Howewver, fea
change as people age. Previous studies of older adults’ fears revealedatses&changes in
sensory functioning, mental decline, isolation or loneliness, strangers,tsepaan loved
ones, dependence upon health care providers, falling, and loss of control of bodily functions”
(Kogan & Edelstein, 2004, p. 398). Kogan and Edelstein’s study (2004) revealeal sever
additional fears: the poor well-being of loved ones, diminished health, physidalitlisa
criminal attack, burdening loved ones, loss of sight, and loss of hearing (p. 400). Agdordn
AARP survey of civic involvement, “59% of 1500 adults older than 50 years of age agrieed wit
the statement ‘I hate to depend on other people’™ (Cannuscio, Block, & Kawachi, 2003, p. 397).
The fear of criminal activity in an older adult's environment can lead taesdlfiction of
personal and social activities and avoidance behaviors (Waters & Neale, 2010, p. 49).
Psychological symptoms, such as fear and anxiety, have a recipro¢ahsslgt with physical

problems: an illness may cause the older adult to experience anxiety, oafelrmg about
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physical problems, such as a heart attack. Medication may also playmatta@dnterchange
between physical and psychological issues. Medication may mimic anyepg@ns such as
lack of sleep, which then could precipitate similar troubles in regard to phgsablems
(Kogan, Edelstein, & McKee, 2000, p. 114).

Fear Assessments

Researchers have developed assessments to help determine the tygresotdde adults
have and the strength of those fears. According to Kogan and Edelstein (2004), theithost val
and reliable assessment is the Fear Survey Schedule Il for older B&8t$l{OA) (p. 406).
Other tests include the Worry Scale (WS), the State-Trait Anxiety lone(BTAl), the Fear
Questionnaire (FQ), and the Geriatric Depression Scale (GDS) (Kodelstéin, & McKee,
2000, p. 116, 119, 121).

FSS-1I-OA. This is a self-report survey that asks questions about specific
objects/situations that older adults fear, including falling, inability te t@roneself, diminished
health, and mental decline. It also asks “To what extent does this fearenteitfe your daily
life (e.g., daily routine, job, social activities)?” (Kogan & Edels{&l@04, p. 400). According to
a study by Kogan and Edelstein (2004), FSS-1I-OA is a content-valid, releatnleconstruct
valid index of older adult fears and fear interference with daily life (p. 405).

Worry Scale (WS).The WS is a self-reporting questionnaire which contains 35 items
designed to assess worry specifically in older adults (Kogan, EdelstdoK&e, 2000, p. 116).
The WS measures worry pertaining to financial, health, and social ifsuesearch conducted
by Kogan, Edelstein, and McKee (2000), adequate test—retest reliabilifpuvas(p. 116).
Modest convergent evidence was found for the construct validity of the WS with neoderat

relations established with the STAI Trait scake5.57), and the STAI State scate .41).
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State-Trait Anxiety Inventory (STAI) . The STAI was developed by Spielberger,
Gorsuch, Lushene, Vagg, and Jacobs (1983) and comprises 20 state questions and 20 trait
guestions and is designed to evaluate a general anxiety level (Kogan,iEd&IMeKee, 2000,

p. 119; Sharaf & Ibrahim, 2008, p. 30). State anxiety can be referred to as a morerggempora
condition, while trait anxiety is a long-term, general condition (Speilberger, imdiyiduals
respond to each item on a four-point Likert scale (Kogan, Edelstein, & McKee, 2000, p. 119;
Speilberger, n.d.). Kogan, Edelstein, and McKee (2000) reviewed evidence of twendiffer
studies of the STAI that revealed that reliability of the STAI was higtharTtait Scale the
reliability wasr= 0.88,r=0.92 and in the State Scale the reliability wa$.90,r= 0.94.
Construct and concurrent validity were moderate when compared to the WS (p. 118).

Fear Questionnaire (FQ).The FQ is a 15-item inventory designed to assess the severity
of avoidance behaviors related to agoraphobia, social fears, and fears reggudes)
involving blood (Kogan & Edelstein, 2000, p. 121; Cox, Parker, & Swinson, 1996, p. 497).
Again, this screening tool uses a Likert scale to answer the questionsandé self-
administered. This test was not created specifically for older adultstd2bwetest reliability
was noted, as was convergent validity when the test was given to older adults gKoga
Edelstein, 2000, p. 121).

Geriatric Depression Scale (GDS)The GDS was developed by Yesavage et al. (1982-
1983) to assess affective, cognitive, behavioral, and physical disturlzasoesated with
depression among older adults. It does not require a trained assessor to be atkdinistr
(Debruyne et al., 2009, p. 557). The GDS is a self-report screening tool. The statkeigp of
30 yes-or-no questions, with a total score ranging from 0 to 30. A higher score indreaties

depression (Sharaf & Ibrahim, p. 30). Assessing the reliability of thdsespeecifically for older
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adults is finally gaining attention in research (Kogan & Edelstein, 2004, p. 39®),@tit the
GDS has been reliably established for older adult use. In a study by Debt@ng009)the
GDS-30 appears to be a reliable screening instrument for depressive synmptognsup of
patients diagnosed with a mild cognitive impairment (p. 562). A shortened version of the GDS
the GDS-15js a commonly used measure of depression in research with older persons. It has
been well validated for use as a screening tool for Major Depressive Disoedged-care
settings. Example items include “Are you in good spirits most of the tirme?*[2o you feel
that your situation is hopeless?” Each item is rated “yes” or “no” by thieiparit, and the total
number of symptoms is summated. Identification for depression is a score of Geqhonmis
(Davison, McCabe, & Mellor, 2009, p. 361)
Fear of Falling

Prevalence of the fear of fallingFear of falling is defined by Tinetti, Richman, and
Powell (1990) as “low perceived self-efficacy at avoiding falls duringniséenonhazardous
activities of daily living” (p. 239). Fear of falling is one the most prevdiemts in older adults.
Older adults rate fear of falling highest among other common fears sadmaml violence,
financial crisis, or an adverse health event (Deshpande et al., 2008, p. 91). AccoBtigd to
and Stevens (2009), 12.9 million or 36 per cent of United States older adults are mpderatel
very afraid of falling (p. 427). The prevalence of this fear ranks even higher inadezn,
those with physical frailty, those who have fallen before, those who perceyarthi poor
health, those with a lack of emotional support, and in persons with certain comorbidtiess
rheumatoid arthritis and stroke (Deshpande et al., 2008, p. 91; Sharaf & lbrahim, 2008, p. 28).
Fear of falling may occur whether or not the person has experienced a fadif (&arahim,

2008, p. 28). However, “the proportion of elderly persons acknowledging this fear ramge fr

34



43-70% among recent fallers compared to 20-46% among elderly persons not repoetirig r
falls” (Tinetti, 1994, p. 756).

Consequences of the fear of fallingA fear of falling may result in loss of confidence,
which in turn may lead to reduced mobility, increased dependency on caregiveesvaress
reduced social contact, isolation, and depression (Sharaf & Ibrahim, 2008, p. 33; Swift, 2001, p.
857). Fear of falling may also result in a decreased quality of life, functiecthe, activity
restriction, decreased self-efficacy, physical frailty, and loss of imdigpee, precipitating the
need for long-term care. (Boyd and Stevens, 2009, p. 426; Deshpande et al., 2008, p. 355;
Friedman et al., 2002, p. 1334; Kennedy, 2010, p. 506). Bertera and Bertera, (2008) state: “Fear
of falling was positively associated with avoiding common activities ssidiftiag, bending,
walking, reaching, and going outside” (p. 57). Tinetti (2003) found that 18 per cent of older
adults who fall avoid some of their regular daily activities such as walkingracdry shopping
(p. 756). Deshpande et al. (2008) state: “Almost 65% of those who reported FF also reported
fear-induced activity restriction” (p. 357). Suzuki, Ohyama, Yamada, and Kand2af?)
found that “For females, walking and bathing had a highly significant relatpnsth fear of
falling and the need for assistance with dressing and toileting tended taifiezsig)y
associated with fear of falling” [for all older adults] (p. 157). Howland, LachrRaterson, Cote,
Kasten, Jette (1998) found that, in their study, 43 per cent curtailed activitnesl stopped
doing things, because they might fall (p.551).

Research studies indicate that fear of falling can become a vicioasfaythe older
adult experiencing it (Bertera & Bertera, 2008, p. 55; Deshpande et al., 2008, p. 355; Hill,
Womer, Russell, Blackberry, & McGann, 2010, p. 1776). In other words, as seen above, older

adults who fear falling may restrict their activities. By resitigcthese activities they decrease
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their mobility, either within their homes and/or within their communities; tbe heoving around
they do, the lower their physical capacity becomes, and their risk of faltirepses. These self-
imposed activity restrictions create even more limitations in theviges, and the downward
spiral continues.

However, there appears to be less fear of falling among healthy older adulendHho t
avoid risky activities (that may cause falls) without compromising datlyity (Suzuki,
Ohyama, Yamada, & Kanamori, 2002, p. 160). Sharaf and Ibrahim (2008) found that participants
who were engaged in leisure activities had a lower fear of falling thanwhase/ere not (p.

32). Howland and associates (1998) state that “the support of family and frientie suay
important prerequisite for continuing to remain active even in the face of fedlingf’fgp. 554).

They propose that this may be due to encouragement from those who give support to the older
adults.

Factors Contributing to the Fear of Falling

Frailty. Frailty, as defined by Merriam-Webster Dictionary (2010), means “palgi
weak.” Frailty may include such things as impaired balance, lower ekgremakness, lack of
stamina, poor vision, and the need for an assistive device when walking, such atfafkang
Lach, Birge, & Miller, 1994, p. 567). According to Sharaf and Ibrahim (2008) and Bartdra
Bertera (2008), the two main contributing factors to fear of falling in the aldldt are frailty
and psychological factors (p. 28, p. 55). The CDC (2007) states that the fear of fallorgesin
older adults when they have weakness in their lower bodies and/or they have balhleresr
Murphy et al. (2003) also identified having a vision impairment, unsteady batatgait
deficits as risk factors for the fear of falling (p. 945). Fletcher andedi{2004) also found

impaired gait to be positively associated with the fear of falling (p. 277)tibnatdecline is a
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result of frailty in older adults, as evidenced by using an assistive deviealiong and/or

needing help with ADLs (Bertera & Bertera, 2008, p. 56 and Sharaf & Ibrahim, 2008, pn32). A
older adult’s frailty can be real or perceived. That is, either thenghgsaecal deficits that cause

the older adult to lose mobility or the older adult perceives a loss of moBiditgeived poor

health is a risk factor for fear of falling in studies conducted by FletietHirdes (2004),
Filiatrault, Desrosiers, and Trottier (2009) and Howland et al. (1998) (p. 277, p. 889, p. 552).

Psychosocial factorsAs far as psychosocial causes, the older adult may experience
depression, a cognitive impairment, and/or trait anxiety. In a study of aldiés aonducted by
Arfken, Lach, Birge, and Miller (1994), depression was found to be a risk factoeftegahof
falling (p. 567). Howland et al. (1998) found that participants in their study “hadisantly
lower Mental Health Index scores” and should be screened for depression atyg @n652).
Any of these psychosocial impairments may cause the older adult to limitahgctivities,
leading to isolation, which then furthers depression and/or causes a loss démoafiSharaf &
Ibrahim, 2008, p .33)..

Age. In several studies, age greater than eighty years has been shown to teia fact
developing a fear of falling (CDC, 2007; Murphy, Dubin, & Gill, 2003, p. 945). Community-
dwelling women who are eighty years of age or greater have been shown to @efeslopf
falling over a twelve-month period with no initial fear of falling [at onsettudy] solely
because of their age (Murphy, Dubin, & Gill, 2003, p. 945). Bertera and Bertera (2008)
discovered that the oldest old were four times more likely to have a fedlingf than the
youngest old (p. 56). “As individuals age, they encounter many obstacles that imeckerr

abilities, confidence and desire in conducting physical activity” (Chen, 2009, p. 433).
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Gender.Female gender is positively associated with having a fear of fallinge{@eX
Bertera, 2008, p. 56; CDC, 2007, Filiatrault, Desrosiers, & Trottier, 2009, p. 889; Sharaf &
Ibrahim, 2008, p. 31). Females were significantly more likely than males to kaiffalling
(60.2 per cent vs. 36.7 per cent) in the study by Howland et al. (1998) (p. 552).

History of falls. Another risk factor for fear of falling in older adults is a past history of
falls (CDC, 2007; Filiatrault, Desrosiers, & Trottier, 2009, p. 889). In Sharaf aakims
(2008) research, more than half of the older adults (55.8 per cent) had a previous hagtory of
least one fall, with a total mean of 3.03 falls (p. 31). This group of previous fallers had a
significantly greater fear of falling than those who had not experienetps falls (Sharaf &
Ibrahim, 2008, p. 31). Those who were afraid of falling were significantly molg tikénave
had a fall in the past three months and significantly more likely to have hacetplising
medical attention in the past five years (Howland et al., 1998, p. 552).

Environment. There are different kinds of environment. Physical environment is
location in a geographical sense and a person’s immediate surroundingswhiliBesrosiers,
and Trottier (2009) determined that older adults living in a smaller city al atga are more
likely to be afraid of falling than older adults living in a metropolitan ardarge city (p. 891).
Wert, Talkowski, Brach, and VanSwearingen (2010) state that “older adults wdsivpdhe
external environment as less safe typically report more fear of fallidgre less likely to be
physically active than older adults living in perceived safe environments” (pn48sdmple of
community-dwelling older adults who received home care services, Fletatiétirdes (2004)
found that 41 per cent of clients limited going outdoors due to a fear of falling (p-TRES).
social setting of the individual is another aspect of environment. A study bydtilta

Desrosiers, and Trottier (2009) also indicates an increased risk for fadimof in the absence
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of social support from a spouse or partner (p. 889). Conversely, an enhanced environment may
foster a sense of security, enabling the residents to be more active. Thefssawirity may

have influenced older adults in Senior Living Residences [SLR] to report afieaveof falling

(Wert, Talkowski, Brach, & VanSwearingen, 2010, p. 44).

Other factors. The development of a fear of falling may also be due to other measures:
the circumstances of the fall, whether it was a recurrent fall, or thatgenfahe resulting injury
(Arfken, Lach, Birge, & Miller, 1994, p. 565). Fear of falling is also correlatethtonec
medical conditions (CDC, 2007), such as rheumatoid arthritis, stroke, heart distsais, and
osteoporosis (Deshpande et al., 2008; Fletcher & Hirdes, 2004).

Fear of Falling Assessments

Three common assessments used to indicate the presence of fear carfaltimg Falls
Efficacy Scale (FES), Activities-Specific Balance Confidencal&(ABC Scale) and Survey of
Activities for Fear of Falling in the Elderly (SAFFE) (Painter, 2009s## et al.; 2007), all
self-report surveys.

Falls Efficacy Scale (FES)The FES, developed by Tinetti, Richman, and Powell
(1990), has sixteen items that help determine the amount of concern the commefiitgd
older adult has regarding falling (p. 241) and can be used as a self-report measypart of an
interview process (D’Amico & Mortera, 2007, p. 689). The FES uses common activittdsas
reaching up to a cabinet) related to how the respondent feels regardiogndielénce; the
respondent grades them on a scale of one to ten (D’Amico & Mortera, 2007, p. 689). The FES
scale was found to be internally consistent and demonstrated good test-natabtyr,ehnd
convergent and criterion validity (Powell & Myers, 1995, p. 28). There is also a shortened

version that uses only seven questions.
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Activities-Specific Balance Confidence Scale (ABC Scal@he ABC defines fear of
falling as “balance confidence,” or confidence in the ability to maintairsdredance while
completing certain selected activities (Talley, Wyman, & Gross, 2008, p.328). ThenaBGe
self-reported or administered by personal or telephone interview (PowejlefsiM1995, p. 28).
The ABC is a 16-point scale with ratings of whole numbers (0-100) for eachviteich are then
totaled and divided by 16 to get the score. Any score 80 per cent or greater dete®ashigh
level of physical functioning; any score below 50 per cent shows a lowdkephlysical ability
(Myers, Fletcher, Myers, & Sherk, 1998, p. 287).The ABC scale, like the FES, was found to be
internally consistent and demonstrated good test-retest reliabilitgomveérgent and criterion
validity (Powell & Myers, 1995, p. 28).

Survey of Activities for Fear of Falling in the Elderly (SAFFE) The SAFFE defines
fear of falling as the “worry about falling” during specific dailtigities. It holds that fear alone
is harmless unless it leads to sedentary ways or activity restrictierferes with judgment, or
consumes the person’s thoughts (Talley, Wyman, & Gross, 2008, p.328). According to its
developers, Lachman and associates (1998), “The instrument assessefafiag during
performance of 11 activities, and gathers information about participation in tiestges as
well as the extent to which fear is a source of activity restriction” (p.14#) SAFFE had good
internal consistency reliability and showed convergent validity with otlaemofefalling tools.
Concurrent validity was demonstrated as well (Lachman et al., 1998, p. 43).

Aging in Place

Continuing care retirement communities [CCRCs] are a growing trendroamgseniors

aging in place, or aging in community. Thomas and Blanchard (2009) offer the falowi

definition of this phenomenon: “People working together create mutually supportive
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neighborhoods to enhance well-being and quality of life for older people at home angras inte
members of the community” (p. 12). The word community in this context refersnaldgroup
of people who choose to rely on each other and to be relied upon over an extended period of time
(Thomas & Blanchard, 2009, p. 12). This is a lifestyle that offers daily opporstufatisocial
connection in the context of smaller settings, whether urban or rural. Some impaethiits
that this type of living embraces include inclusivity, sustainability,theatcessibility,
interdependence, and engagement (Thomas & Blanchard, 2009, p. 14). In Great Beitain, t
Centre for Policy on Aging reports that the government is beginning to recogmtefder age
is an active and inclusive time during which older people are to be treated as ahaniggra
important part of mainstream life” (Crosby & Clark, 2008, p. 12). The qualitiesitbat
important to people as they grow older include companionship and friendship, sharing common
interests, availability of support and personal care, freedom from fearatiosoloneliness and
danger, social activity and easing of responsibility for daily chores suubuas cleaning,
cooking and gardening (Crosby & Clark, 2008, p. 13).
Aging in Place: Environment

Successful aging in place demands certain environmental design precegts Ken
Morgan, American Institute of Architects [AlA] (2008), advocates sever@mnisgrategies to
enhance living spaces, including neighborhoods with a discernable center and les$ing m
dwellings within a five-minute walk of the center. There should be a varietyalfidgvtypes--
houses, row houses, and apartments. At the edge of the neighborhood, there should be shops and
offices of sufficiently varied types to supply the weekly needs of a householeksStithin the
neighborhood should form a connected network, which disperses traffic by providingty efarie

pedestrian and vehicular routes to any destination. The streets should be yelatiel and
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shaded by rows of trees. This will slow traffic, creating an environmenbkuftar pedestrians
and bicycles. Buildings in the neighborhood center should be placed close to the stigag ar
well-defined outdoor room. Parking lots and garage doors should rarely front gteRBamking
should be relegated to the rear of buildings, usually accessed by alleysn @era@nent sites
at the termination of street vistas or in the neighborhood center should be reseruad for c
buildings, providing places for community meetings, education, and religious or cultura
activities (Peck, 2008, p. 24).
Livable Communities

AARP (2005) defines a livable community as “one that has affordable and appropriate
housing, supportive community features and services, and adequate mobility optiohs, whic
together facilitate personal independence and the engagement of rasidentsand social
life.” According to Wert, Talkowski, Brach, and VanSwearingen (2010), “SLR \&cg
designed in part to reduce barriers to walking, physical function, and acbiviyder adults by
enhancing the physical surrounding for ease of navigation” (p. 43). For residebl, ieaSy
access to indoor walking areas (hallways) and fitness center; walkingals, social events, and
mailbox; and volunteer opportunities within the residential community may promoteahysi
activity (Wert, Talkowski, Brach, & VanSwearingen, 2010, p. 44). According to makearch
conducted by Judson (a construction group that builds CCRCs for older adults), older adults
want to downsize, but not downgrade; want a strong connection with the community outside the
senior living space; a cohesive master plan with multiple buildings rathehharstitutional
feel of one main building; and open, light-filled dwellings (Hrehocik, 2009, p. 20). Upscale
finishes are important; high-end kitchens and appliances are the most soughéedtgralong

with the ability for the resident to choose options; and the exterior landscapemsedsitthe

42



architecture of the buildings and provide a green environment (Hrehocik, 2009, p. 20). Crosby
and Clark (2008) state:

Older adults say that they want retirement community housing to have many aifrthe s

features that mainstream housing has: space, with a minimum of two bedrooms; la

for recreation, activities, dining together, welcoming visitors and famil@apaunity

and leisure amenities; and a wider choice of tenure options (p. 21).
Social Capital

Successful aging in place also recognizes the concept of social capitathd web of
informal, voluntary, reciprocal relationships found within the mundane routines of @aitlydt
forms the core of any society’s social capital” (Thomas & Blanchard,, 2002).Social capital
is defined as “the resources available to individuals and groups through social conrations
social relations with others” (Thomas & Blanchard, 2009, p. 12). Access to squial eaables
older adults to maintain productive, independent, and fulfilling lives. It is thectole
dimension of social capital that most sharply distinguishes it from othemexisincepts, such
as social networks and social support. Older individuals are at greater ris&ifgy dritical parts
of their social ties as they age, which may make them more dependent on giteibhcailable
within their communities. According to Cotter and Gonzalez (2009), those older adhles wi
stronger and more positive social network are significantly less likely teigerthemselves as

disabled, despite their actual functional status and number of health conditions (p. 342).

Resilience
Resilience is defined as “the ability to withstand mental and/or physieak{(Taber’s

Cyclopedic Medical Dictionary, 2009). Psychological resilience is a theoastruct that
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represents a combination of positive traits and coping responses or behaviasliteefthe
successful management of unexpected changes or formidable stresses lifiedriBierini &
Stuifbergen, 2010, p. 167). This ability to be resilient may come from a combination af thing
such as a personal value and belief system, specific personality traits ob&hewil
interpersonal resources (Pierini & Stuifbergen, 2010, p. 168). Individual resilierycgemand
on the person’s cultural view and environmental factors as well (Pierini & Stysitne2010, p.
168). The degree of resilience a person possesses can have an effect on hoterydifsfac A
relationship has been shown in some research regarding resiliencedadtaceptance, self-
efficacy, personal resources/social support, interpersonal relationshgseaof humor, being
committed to persons and ideas, higher self-rated health, spirituality ress rsanagement
(McFadden & Basting, 2009, p. 152; Pierini & Stuifbergen, 2010, p. 168). Alfieri and Borgogni
(2010) feel that resilience is “the added capacity of humans to anticipate aridrtze future.
At any age [sic]” (p. 602). Another way of conceptualizing resilience is to thiitkasfa sense
of coherence (SOC). Soderhamn and Soderhamn (2010) believe a sense of cohenes teatme
a person
has a pervasive, enduring, and dynamic feeling of confidence that stimulicoutse of
living are possible to comprehend, that the available resources are sufficeten to
manage the demands placed by the stimuli, and that it is meaningful to meet these
demands as worthy of investment and engagement (p. 376).
All of these concepts, in turn, have been shown to promote a higher level of physidgl ac

perceived health, and health status (Soderhamn & Soderhamn, 2010, p. 376).
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Continuing Care Retirement Communities (CCRCs)
What is a CCRC?

A continuing care retirement community is an all-inclusive community ttexids to the
needs of the older adult across their older life spans (NCDHHS, 2003). Continuing Care is
defined by North Carolina General Statutes as:

the furnishing to an individual other than an individual by blood, marriage, or adoption to

the person furnishing the care, of lodging together with nursing servicesamedic

services, or other health related services pursuant to an agreement efifethedife of

the individual or for a period in excess of one year (North Carolina Division of Agidg

Adult Services [NCDAAS], 2007).

Kingston, Bernard, Biggs, and Nettleton (2001) state that:

retirement communities can be seen to combimetig@ement[sic] element, i.e. where

residents/tenants are no longer in full-time employment and this affectsigbenf time

and space; eommunitysic] element, i.e. an age-specific population, living in the same

geographically bounded area; a degreeatiectivitysic], i.e. with which residents/

tenants identify, and which may include shared activities, interests antiefsicand a

sense oAutonomy with securitsic] (p. 228-229).

According to the American Association of Homes and Services for the Aging $#¥\Hhere

are 2,240 CCRCs in the United States, and the number of older adults living in them has more
than doubled in the past decade: from 350,000 in 1997 to 745,000 in 2007 (Shippee, 2009, p.
418). There is a change in the nursing home market toward concepts that may entaueag

successful aging, mainly represented by “vertically integrdtedsing alternatives. These types
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of communities connect nursing homes to a continuum of retirement apartmestsddassng,
and skilled nursing facilities (Cannuscio, Block, & Kawachi, 2003, p. 398).
Why a CCRC?

The main reasons older adults choose a CCRC include: a desire for health care and
medical services, a wish to remain independent, and a desire not to maintain a leme (Kr
Oggins, & Holmes, 2000, p. 699). According to Jon Head of Hanover Housing Group (2009),
“People living in our retirement housing tell us that they value independence, butcdss
‘a little bit of help’ makes all the difference to their quality of life” (p. ¥&¢rt, Talkowski,

Brach, and VanSwearingen (2010) state that:

SLRs offer their residents access to services that may reduce the nessibfemts to

participate in at-risk activities, including yard work, home maintenance, vigorous

housecleaning, and stair negotiation. The enhanced environment may, in turn, create a

sense of security, enabling residents of SLRs to be more active in their envitgpme

44).

In an Australian study, the move to CCRCs by older adults involve the followirmnsedbkeir
children have moved away, they feel a need for increased security, the upkespaiin
property is too much to handle, they are downsizing/changing their lifestyle atieadepouse,
a medical ‘scare,’ or it is preferred by their children (McLaughlin 89y12008, p.17).

What Does a CCRC Do?

CCRCs are designed to provide facilities that are capable of managingréesing
needs of their clients as they age. “Continuous Care Retirement Commaltitieseniors to
‘age in place” (CarePathways, n.d.). Older adults usually join these commuwhiesthey are

still able to live independently (CarePathways, n.d.; NCDAAS, 2007). For the resaent, t
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communities offer a range of living spaces and levels of medical carecanited by the
resident’s needs. In other words, a person may come into the community in good health, but may
experience a decline in health over time, with a concomitant change in livicey §fzat of the
appeal of a community such as this is the “permanence” of the older adults’ situaéinrass
their requirements grow, they remain in the same community, keep the sards, faed are in a
location that is familiar to them. Older adults living in a CCRC are reasswatthéir long-term
care needs will be met without the need to change facilities (AARP, 20Q4)s type of
community, being able to interact with friends, neighbors, familiar housekegpifigand the
same medical staff reduces the level of stress as aging takes(fos#| di Benedectis, &
Russell, 2007).

Residents’ needs for retirement housing, as they age, fall into four mas aisaial,
body steadiness and capacity, neuromuscular, and access (McLaughlils,&648, p. 20).
Residents’ visual needs include improved lighting and higher contrast betweeesuntaty
steadiness involves ensuring that flooring is easy to maneuver across witlobdiadter,
hidden electrical cords, and scatter rugs anchored so that they will not slgrabruhrs in
place; body capacity means that all cabinets, doors, etc. are easy to lift,dod/ewing shut;
neuromuscular involves changes in door and drawer handles, light switches, etc. tbemake
easier to use; and access means there are entrances that do not epgureastamp, and
doorways that are wide enough to maneuver a wheelchair through (Mitka, 2001, p. 1699).
CCRC Housing Options

In some CCRCs, older adults who live independently may own their living space (usually
a house), while in other CCRCs, all residents rent their space. The independentessmay

include cottages, duplexes/triplexes, and/or apartment living (CarePatmigys The assisted
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living section usually consists of smaller apartments with more modestristalesidents
generally are not as capable of cooking and share more meals in the comnttimity Bee
nursing home accommodations are usually one-room units with a bathroom (NCDHHS, 2003).
All of these living spaces are equipped with safety features such as graitbarbathrooms
and/or safety and security alarms. As the resident requires morarassisith everyday
activities and/or encounters health problems, the person will transition to a lexglesflcare.
At all levels of the CCRC, there are a wide range of services included intthkedontract, such
as housekeeping, meals, and transportation. The communities also have a vametyitxdsa
that are optional, such as exercise activities, crafts, trips, and/or othenogpEst
(CarePathways, n.d.; NCDHHS, 2003).

Most older adults enter into this type of community under a contractual basis, bigspolic
vary by facility (NCDHHS, 2003). According to the NCDHHS (2003), an “entraeeti$
usually charged, plus a monthly fee for services provided. Since the entry int@éhid ty
community is voluntary and the care provided is so wide-ranging, CCRCs can laxpengive.
Depending on the facility, residents can purchase varying levels of conC&&REs may also
be planned to limit entry to a certain religious denomination or have other fygsstriwtions
(CarePathways, n.d.). The fees charged may also be modified by the serdiaeseaities the
resident wishes to have. For instance, the resident can decide how many rekdis/weshe
would like to share in the communal dining room and how many he or she would like to cook for
him- or herself.

The NCDAAS (2007) identifies four main types of contracts prevalent throughout the
industry. The first is an extensive, or life care contract, whereby tlden¢pays a price

(commonly an entry fee and monthly fees) for his or her living and healtedeaatvices, and
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there are no additional fees as care levels increase. The second type iSeal romaliract, where
the resident pays for living and a specifeadount of health-related services, through the
entrance and monthly fees. This can either mean the health services ayedreertain number
of days, or that the services are provided at a subsidized rate. The third, askemifm-
contract, provides for independent living and guarantees access to health cars, dbihe
going,per diemrate at that specific time and place. Finally, the fourth type of arraargem
involves an equity contract, where the resident owns his or her dwelling and theskealtes
contract varies (NCDAAS, 2007).
The Future

As to the future, CCRCs are now focusing on prevention of physical and menita¢ decl
in older adults, rather than addressing these problems after they have ocauotbdr focal
point for these communities is switching from an emphasis on wellness to ansesgrha
engagement. The International Council on Active Aging [ICAA] has identifiglt érends that
define active aging: the new relevance of electronic media for conndutirddier adult to
knowledge of health and other types of news important to this age group; new trends is, CCRC
including mixing older adult populations with younger generations and providing the dider a
with more choices in regards to activities; maintaining mental and intelléetal#h; using
technology to promote activity (such as the Nintendo Wii gaming systemipiliky in work
and work schedules; all forms of continuing education; age-friendly ways ofgfayand
active; and being proactive concerning health by focusing on prevention and an fastiyke li
(Hrehocik, 2008, p .14). Mara & Ziegenfuss (2000) have identified the following $easqoart
of the coming changes in managing a CCRC: empowerment of clients arttrsiadh teams,

governing committees, and participative management; increased involvemeantsficl their
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care and in the evaluation of their care; increased communication of @mhstaff with
outside resources; and the ability of clients and staff to develop a hesdtbiil physical,
emotional, and psychological environment (p. 116).
Cypress Glen

Cypress Glen Retirement Community is a CCRC in Greenville, North Carolmeed
by the United Methodist Retirement Homes, Inc. [UMRH] and is a not-for-pfaitih-based
corporation which opened in 1987. Cypress Glen is one of four such residences owned by
UMRH. The mission of Cypress Glen is to “provide quality care and services forlasivec
and diverse population of senior adults” (Cypress Glen, 2006). Its vision is to be the ppbvider
choice for retirement and continuing care services in North Carolina. Cypl&sgrofesses
values important to the community: human dignity, ethical practices, finantgtity,
benevolent care, workforce excellence, continuous quality improvement, governance
accountability, public disclosure and accountability, community involvementioodion, and
education. All of these guidelines were adopted in 2006.
Physical Layout and Finances

Cypress Glen encompasses 91 acres and offers the following choices fordadeg s
cottages, duplexes and triplexes, and apartments. Total living space ranges froume280est
for a studio apartment to 2, 250+ square feet for their largest cottage, theecEmeildrere are
199 independent living residences, 60 Health Center beds (Assisted Living and SkietyN
and 12 memory care beds, which cater to residents with varying types, degdestagas of
dementia. There are various community facilities, including a dining roonmesgsliand fithess
center, game room, computer lab, library, a chapel, a rehabilitation ahe@eatiment rooms, a

small gym and a small pool; an art studio/craft room, a multi-purpose auditorium, a
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beauty/barber shop, walking trails, and a resident gardening area. Inrigespeices, Cypress
Glen provides wall-to-wall carpeting, full-size kitchen appliances, indiviehtemperature
control, and cable television. Residents own their cottages; the duplexes andstiapléxe
apartment spaces are rented on a monthly basis.

Cypress Glen charges an entrance fee to all residents. This is based ondlie type
residence the person wants: the larger the size, the larger the entearid¢esfentrance fees
currently set at Cypress Glen range from $18,000.00 for a studio apartment allttee w
$240,000.00 for a cottage. Monthly service fees are also charged, again based on thieesize of t
residence. For a cottage the fee can be $3,800.00 per month and for a studio apartment,
$1,200.00 per month.

Services

Services included in these monthly fees are a meal plan (25 meals allotted ggr mont
utilities, weekly housekeeping, grounds keeping, building/appliance maintenance, 24 hour
security, transportation, including weekly shopping (grocery and general purpese), t
emergency communication system, special diets, document copying, and aticess@ptional
services include dry cleaning, tailoring, and postal services. In addition tertieesprovided
by the Assisted Living and Skilled Nursing segments of the facility, Ggpeden offers a
service called “Independence Plus.” This allows the older adult with someaHysitations
(such as arthritis or someone recovering from hip surgery) to retain independeneegivet r
assistance with activities of daily living in his or her own residence,rritae moving to the
Assisted Living section. Any services above and beyond what is routimoblyled are added to

the monthly fee. For example, if a resident ate an extra meal and got a, hlagseitcharges
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would be added to the bill and the total for the month would be recalculated. All services and
activities fall under the direction of the Resident Programming and Servepestient.
Demographics

Cypress Glen’s current population is 282 residents, including 37 couples, of allndces a
religions. The average age of the independent living residents is 83, and thereesfienmate
than male residents. In this study, the average age is slighttemttean 85. There are
independently living adults in cottages, duplexes/triplexes, and apartmentsicQiiatis for
entry into Cypress Glen include an age of 55 years or greater, an ability itcdipendently,
and certain financial criteria.
Summary

To summarize, older adults are prone to having falls, and, in doing so, they may seriously
injure themselves or even die as a result (NCDHHS, 2007). The cost of these igjuries
enormous, and only promises to increase as the Baby Boomers join the ranks ofrthéutide
population (CDC, 2007). Factors contributing to falls can be extrinsic (related tovinenenent
in which the older adult lives) or intrinsic (related to the health of the individual athldt).
Older adults have fears specific to their age including isolation, separatmoved ones,
being dependent on health care providers, sensory dysfunction, and mental degjare§Ko
Edelstein, 2001, p. 398). The fear of falling can either exacerbate these fears esuied r
these fears. The fear of falling may lead many older adults to rek@icattivity level, which
may lead to further loss of balance and stamina, social isolation, and/or loss ofymriakihg
in a CCRC may or may not help lessen some of those fears, due to such factognas desi
facility, ease of use of the facility, social contacts, and availaloifihealth care. Cypress Glen

embodies the ideas of community living for older adults, with a wide range ofeseand
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amenities as well as a community design that enhances social aapitall as security and
space. The experiences of older adults living independently in a CCRC will hiélgr fomy
understanding of the sources and consequences of falling and the fear of falbngpsAf,
there may be further development of interventions that will help reduce thenigédessen the
frequency of falls among adults living in a CCRC.
Phenomenology

To conduct this study, | used a qualitative research approach called phenomenolog
“Phenomenology implies an epistemology for social science research imthbiquestion of
meaning is central” (Skuza, 2007, p. 450). The purpose of phenomenological research is to
reveal the essential meaning of a phenomenon by distinguishing its feattitesdascribe the
meaning of a phenomenon within the context of how it is experienced (Dahlbergh& IT9@7,
p. 304; Hein & Austin, 2001, p. 3; Skuza, 2007, p. 450). Dahlberg, Drew, and Nystrom (2001)
describe it as “The description and elucidation of the everyday world in a wagxiends our
understanding of human experience” (p. 49).
Transcendental Phenomenology

Phenomenology itself has more than one way of looking at an experience: itsspecifi
origins are found in the work of Edmund Husserl, whose conception of phenomenology is
described as transcendental phenomenology (Ihde, 2008, p. 2; McConnell-Henry, Cl§&apman,
Francis, 2009, p. 8). Husserl believed that meaningful experiences and theirebsémog to
the lifeworld and the everyday manner in which we live our lives. He believed that one’
“visible” body was the starting point for experience, but that each of us podsassd” our
bodies, “invisible” essences and experiences that cannot be separated frosibtibody.“My

body is a subject, | am my body, my body is me” (Dahlberg & Dahlberg, 2004, p. 270).
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Understanding a given experience means that we have to combine the visiblewthsible.
Transcendental phenomenology also contends that there are essential expenergegiven
phenomenon (McConnell-Henry et al., 2009, p. 11).

There are other ideas central to transcendental phenomenology. Transdendent
researchers seek to pare away the “outside” appearances of the erfdayiamrocess called
phenomenological reduction (McConnell-Henry Chapman, & Francis, p. 10). Reduction strips
the experience down to its elemental meaning, revealing a true, and atdilaetve,
experience. Following along with the concept of reduction, Husserl devised ébragikto
describe a way of removing “the world of interpretation” to eliminate theante of the
researcher (Finlay, 2008, p. 5). By setting aside any of the researclkeedsgeived notions
about the subject, the essence of the experience can stand alone (McConnell-tler29@2,

p. 10). Another key consideration for transcendental phenomenologists is “intentiohalit
consciousness” (Sadala & Adorno, 2001, p. 283). This concept means that one’s consciousness
is always directed toward understanding the world. In other words, all humamsattive

meaning as they are understood and experienced from an individual's consciousnés<(Sada
Adorno, 2001, p. 283). Husserl also believed that meaning is derived fsgoation (Dahlberg

& Dahlberg, 2004, p. 271).

Hermeneutic Phenomenology

Martin Heidegger rooted his ideas in Husserl's phenomenological perspective ftedt shi
to a more historical—cultural-language base and created hermeneutic phetagy (lhde,

2008, p. 2; McConnell-Henry, Chapman, & Francis, 2009, p. 8). Hermeneutic phenomenology
posits that meaning is brought about primarily by a person’s place in the world. §laadin

experience cannot be separated from each other (often referred tongsifistie-world”)
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(McConnell-Henry et al., p. 8). In other words, a person’s experience depefits meaning
already brought tthe phenomenqiin direct contrast to Husserl's assertion that meaning is
taken from an event (Hein & Austin, 2001, p. 6).

This type of understanding of the phenomenon impacts the researcher as weljgeei
understood people exist in a social world, and because of this, a person’s experénces a
accessible to others. By studying the participants’ experiencesstacber assimilates the
knowledge. This experience is then non-extractable from the rich context surrolnading t
phenomenon (McConnell-Henry et al., p. 11). Finlay (2008) states:

Heidegger, Gadamer and Merleau-Ponty, in line with their view that we cesuagtee

our historicity and our own personal ‘take’ on the world, extend the scope of

presuppositions to include “foreunderstandings” and suggest the possibékglofing

their meaning, content and impact (p. 5).

In fact, in hermeneutic phenomenology, the researcher’s experience is agdgeavand given
the title of “horizon” (“range of vision from a particular vantage point”) (Hein &thy001, p.
7). This is in direct contrast with Husserl's approach, whereby the researamgerstanding

and interpretation is subtracted from the actual experience.
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CHAPTER 3: METHODOLOGY

Introduction to Methodology: Phenomenology

| chose a phenomenological approach to my research so | could more fully urdlersta
what falling and the fear of falling meant to the residents at CypressRienomenologists
believe: “there is a structure and essence to personal experience thatcamhaicated to
others in a systematic way” (Luborsky & Lysack, 2006, p. 336). | believed phenaggnol
would allow me to explore the data from an intimate standpoint, and would provide me with a
methodical description of the thoughts, emotions, and images these residentsmesgeriten
added a picture of life at Cypress Glen because “phenomenologicathesearonceptualize the
person and the environment as a whole” (Luborsky & Lysack, 2006, p. 337). Phenomenology’s
early developers described phenomenology as a way of “questioning and condegtualiz
thought” (Luborsky & Lysack, p. 335). Only by examining the thoughts concerning fahithg
the fear of falling through the people who have actually experienced it, can veea<hers and
therapists begin to capture the nature of the problem and how to address it.

| selected hermeneutic phenomenology as opposed to transceptientainenology for
this research because of its emphasis on language and the way it involves thkeesHagse
concepts in hermeneutic phenomenology were particularly applicable yingfule residents at
Cypress Glen. First, meaning arises through language and understanding (Medemnrg
Chapman, & Francis, 2009, p. 11; Richards & Morse, 2007, p. 49). Therefore, the actual words
the participants used to depict their thoughts were crucial to the stud{ydexhthe words and
language used to describe the participants’ experiences of fatiththe fear of falling, and their
descriptions of Cypress Glen. The hermeneutic approach allowed mentuate¢he

description and experience of the phenomena, rather than paring the phenomena down to the
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core representation. While | searched for and discussed commonalitiesriteneutic

approach could not ignore the richness and individuality of each lived experiences&aech

went beyond the essence or nature of the experience in part because Heideggerian
phenomenology is situated in time, space, and mood (McConnell-Henry, Chapman, & Francis
2009, p. 11). A participant’s understanding of a fall, for example, was reliantenr@andwhen

the fall occurred; thewhat was going on at the timeas added: “truth is intertwined within
perception” (McConnell-Henry, Chapman, & Francis, p. 12). In other words, not engytire

time and the space crucial to the understanding of a fall, but also how theppattzas feeling

in time and space. This belief also applied to ideas concerning the fedingfdad how the
participants felt about Cypress Glen.

These hermeneutic concepts also pertained to the researcher when imvgshigat
experiences. Hermeneutic phenomenology sees the researcher as bengwg knowledge
and perspective to the study, something Heidegger termed “fore-structua€d(iell-Henry,
Chapman, & Francis, p. 8). Unlike Husserl, Heidegger believed that it was impassildle
one’s self of prior knowledge, and that the prior knowledge actually helped thechesear
understand and interpret the presented data (McConnell-Henry, Chapman, &, fra®ciMy
thoughts regarding falling and having a fear of falling were reflectdteidata. Finally,
hermeneutic phenomenology asks the researcher to identify themes, reffeahowtite about
them, reflect again, and rewrite again until a thorough knowledge of the subjeathsde
(McConnell-Henry, Chapman, & Francis, p. 11; Richards & Morse, 2006, p. 52). As a
researcher, | became part of the participants’ experiences and w&s @fdierstand the
phenomena from within by examining and reexamining the data. The participanés aait the

contexts surrounding their experiences were the gateway to understandimg.tbdanow my
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participants’ understanding of falling and the fear of falling and whetlds like at Cypress
Glen by my immersion in their lives and the contexts surrounding the phenomena.
Recruitment

| was able to access the Cypress Glen community through my thesis diréctdrady
conducted research at Cypress Glen in the past. She introduced me to the Director of
Rehabilitation at Cypress Glen, who was very familiar with the residenésDirector of
Rehabilitation was able to suggest to me names of possible participants. dtteruf
Rehabilitation and | started with the criterion of residents living indepelyddrntypress Glen,
then started recruiting alphabetically from that list. Because some ddidents at Cypress
Glen on the primary list were unable to participate due to time constraiatkasflinterest, the
Director of Rehabilitation and | collaborated on other possible participants througbout
recruitment process. To begin recruiting, | contacted the residents viagibirgroduced
myself. | then gave the residents a brief synopsis regarding myaleseaa of interest, the
amount of time to which they would likely need to commit, a description of the types of
guestions | might pose during the interview, and options concerning where | would itheet w
them. If they were available, | then set up a time and place for an intewiegh was to last
one to two hours. | looked to recruit a purposeful sample: participants who could enhance
deepen, and relate information relevant to the research question (Coyne, 1997, p. 627).

Sampling and Selection

The setting for my study was Cypress Glen Retirement Community, a @GC&4Stern
North Carolina. Residents who lived independently at Cypress Glen comprised itipgrast
of my study. Wert, Talkowski, Brach, and Van Swearingen (2010) defined independence a

older adults who “do not require the assistance of another person to perform tcedalpas-
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day activities, such as bathing, toileting, dressing, cooking, and light houseglgg@nihl). For
the purpose of this study, | defined “living independently” as residents wlealtx to function
in their own residence with no or minimal assistance. These residents atéeecscthroughout
various buildings at Cypress Glen and maintained residences of varying sikenmcottages,
a duplex, and apartments.

Within purposeful sampling, there are several ways to select participanhislimng
typical case (participants who can illustrate basic concepts)extteviant (participants show
the farthest apart examples of the question), and maximum variation (patsSaleanonstrate as
much variety as possible) (Coyne, 1997, p. 628). | used a purposeful sample of partitghants t
had maximum variation. In this manner, the phenomena could be understood from as many
different perspectives as possible. These perspectives, while presunffabéntialso had some
commonalities that could be explored. Richards and Morse (2007) believe thehreseda
chooses purposeful sampling has participants “who know the information required, iage will
to reflect on the phenomena of interest, have the time, and are willing to paeti¢pdito5).
The sample | chose was based on the following inclusion criteria: residantgere adults ages
65 and older, of any gender, of any ethnicity, living independently at Cyplessv@ling to
participate in one or two interviews regarding falling and the fear afidgahnd who would
voluntarily sign a consent form to participate. My exclusion criteria weudsayounger than 65,
non-residents of the Cypress Glen or those who were not living independently at tbesCypr
Glen, those who could not speak English, and anyone who had a traumatic brain injurg, aphasi

a developmental disability, or who was mentally incompetent.
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Gaining Access

Following the approved protocol from the East Carolina University and MediosiCe
Institutional Review Board [UMCIRB] (Appendix A), | gained permission fribva Director of
Cypress Glen to conduct my research. | first toured the facility with nsystdeector and the
Director of Rehabilitation to familiarize myself with the layout of the bndd and grounds. The
Director of Rehabilitation related the history of Cypress Glen, along whtr biasic facts. The
Director of Rehabilitation also pointed out the various wings of the building and vplest af
living space and common spaces were available in each area. | was alsdtshowoitages and
duplexes/triplexes that are in a specific area on the grounds and the open spacthbehi
buildings, which contain a walking trail and a vegetable garden. Each res@eatlotted a
small plot in the vegetable garden in which to grow whatever vegetableshitssy c

| obtained floor plans for the various types of residences and a brochure withatidorm
regarding the amenities, services, and frequently asked questiaré@ived financial
information regarding entry into Cypress Glen, maintaining a resideaoe, and what type of
contract was available for continuing health care and their respectiveloasddition, | was
given three newsletters devoted to sharing information about the facility, the pedpblnd the
greater community of CCRCs in North Carolina. | recorded my observationdiregtre
community in my field notes.

| was able to come and go at Cypress Glen, and did so several times throughout my
research. | spoke with the Director of Rehabilitation on several occaslansoSBtinued to
enlighten me about the facility throughout the study, answering questions nggasege of the
rehabilitation area, the provision of mobility aids, and names of other staff who oswdra

guestions that she could not. | spoke with the Marketing Assistant regarding the aj@mogr
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information needed for my research, such as number of males vs. number of fartredstal
population. | also talked with the Executive Director of Cypress Glen aboutritbwlay the
facility was run. | observed several staff members, including other thtesam@ceptionists,
cleaning staff, maintenance men, and wait staff as they did their jobsugeof the essentially
free access given to me by Cypress Glen, | was able to understand mdrkaab this specific
facility was run and the people who worked and lived there. | recorded my observatarsya
ideas generated by this part of my research in my field notes.
Methods

| began conducting my research in the Fall of 2009. According to Creswell (20@&f), w
conducting phenomenological research, “the process for collecting informiatiolves
primarily in-depth interviews” (p. 131). The residents were allowed to choosectten for the
interview, so they would feel comfortable. With two exceptions, | interviewext aly
participants in their homes. In one instance, | met the resident in the ratiabilarea at his
request. | met the other resident in a small parlor in one of the residence wingsdueject
that left her apartment space too cluttered to move around in easily. | w&#€lthnametag as
a means of identification. My interviews were conducted face-to-face anchthgo@e-on-one,
due to the intimate nature of what was being discussed, with one exception. Retherding
exception, two residents who were roommates indicated that conducting theiewseat the
same time was acceptable.

| used d.iveScribedigital recording pen, which allowed the user to audiotape an event
and take notes simultaneoudlyvescribealso provided a free software package that enabled the
user to download the information stored on the pen onto a computer. After an interview was

over, the recording and the notes could both be transferred to the computer through a USB

61



connector. The pen was also capable of storing a certain number of eventtedsete it had
four gigabytes available for memory. TheeScribepen was capable of audiotaping because it
contained a digital recording device within the structure of the pen, with arbspeaker and
microphone. It let the person using it record the information as it was heardakinig notes.
Livescriberequired the use of a special dot-matrix notepad for note-taking, which dliowe
infrared camera embedded in the tip of the pen to visually record the noteswdliaing.
Later, theLivescribepen could play back the audio piece of the interview itself, with or without
headphones, or the user could access the same information through the files dawortate
computer. The.ivescribepen could be “reminded” about a particular interview that occurred by
placing the pen at any point on a given page in the notepad. This would cause theian to re
the audio portion of that interview from that point on the page forward. This featureses$o
help me transcribe the entire interviews initially, and then afterwartbeigk and relisten to
particular sections of the interviews for further clarity. If thees an area | wanted to revisit, |
could simply place the tip of the pen at that point on the notes pages, and the interview would
pick up from that spot (http://www.livescribe.com/en-us/smartpen/pulse/, n.dddibroa, |
could use the computer in the same manner, by placing the cursor over the section of the
interview in which | was interested. Because of the confidential natunesd interviews, any
transcribing and/or listening to of interviews was done with the use of headphones only
After introducing myself to the participants, all information on the consent form
(Appendix B) was read aloud. The participants were free to ask questions rggardin
confidentiality and any other concerns prior to signing the form and beginning tivéewte

process. The participants then kept a copy of the consent form for their redbrdsywaontact
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information for any further questions and concerns, and | kept a copy with gmetse to
confirm that | had gone over the confidentiality notice with them.

| then administered the MMSE (Appendix D) to determine where the particglbonf
the scale in regards to his or her current mental acuity. The MMSE is a sh@ntitie the
highest possible score being thirty points) used to screen for cognitive imptithtakes
approximately ten minutes to conduct and it assesses memory, math, languagearsskiits,
comprehension, and orientation (Hill, 2008). Scores of greater than or equal to 25/30 are
considered to be in the normal range (see Appendix F for participants’ xeBnésVIMSE can
be used to determine a person’s cognitive status at a given point in time orrbmgltiple
times at specific intervals to check for changes in cognitive status ovefAinmeimer’s
Association, 2010). It is often used as a screening tool to detect dementia (Fedzolaa&
Sano, 2009, p. 670). | was not using the MMSE on an exclusionary basis, but to see how the
participants fared cognitively at the point in time of the interview. Ifrigg@ant scored less
than 25, | would then know to phrase my questions in a way that would be more easily
understood by the participant.

Next, we began the interview process. Participant interviews were the siogfle m
important route to understanding the experiences of the participants. | gréfageterviews by
explaining the way thkiveScribedigital recording pen worked, and letting the participants
know when | was actually recording. | had engendered a short list of “grafidjt@stions
modeled on previous research conducted by my thesis director (Appendix C). “Grand tour”
guestions were designed to emphasize the central topic and keep the particptad thward
that topic (DiCicco-Bloom & Crabtree, 2006, p. 315; Richards & Morse, p. 132). | used an

unstructured, interactive approach in my interviews, simply allowing thigiparit to share his
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or her story (DiCicco-Bloom & Crabtree, 2006, p. 315; Richards & Morse, 2006, p. 113). In this
way, the participant very much led the interview. My two overarching questiems“What

does the experience of falling mean to you?” and “What is your experience eathod f

falling?”

| interviewed fifteen participants regarding these two topics. | develibygebroad
guestions by thinking about my research question, topics | discovered relatbsl tanid topics
generated regarding living at a CCRC. The questions came about through ¢mmsevash my
thesis director, another member of my thesis committee, the Director dfilRatian at
Cypress Glen, and from reading fall-related and CCRC-related liter&yrobe is a type of
guestion that attempts to garner further information from the participant. t@agarticipants
had begun answering the question about falling, | was able then to use follow-up probes. |
narrowed the focus by asking questions such as “Where were you when the fadi€cand
“What happened after you fell?” In this manner, the participant could provideinformation,
but within the framework of their story and continuing to be led by what was imparttoe t
participant (Richards & Morse, 2006, p. 113).

Finally, | employed a strategy that made use of the participants’ owrswuoxligh
asking them to complete a poetry activity (Appendix E). They were requestaehéoup with
words or phrases that came to their mind when they thought about falling and the ddargof f
Then | asked them to select the words that best represented what they thdughise those
words and phrases to create a short, haiku-type poem—something very simple, abaoethree |
long. That way, | incorporated their personal language-- another link fprggabe meaning of

these experiences. These poems, words, and phrases tended to mirror the feelgsyhts t
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expressed during the interviews. The participants most frequently mentionpdnddace, age,
caution, and activity in relation to falling and the fear of falling.
Data Sources and Types

My data sources were residents of the CCRC, myself, the Director abiRettion, the
Executive Director of Cypress Glen, and the Marketing Assistant at Gy@ten. In addition to
the interviews, the MMSE, and the poetry activity completed by the participastsg] my field
notes, researcher’s log, researcher’s journal, and demographic and geasratioh regarding
Cypress Glen. These data types added to the understanding of my research gnésti
prompted new ways of looking at the data. The MMSE gave me better insight into my
participants’ cognitive status, which allowed me to adjust my questions to s@véh@h which
they were functioning.

| looked at data from current and past scholarly journals, occupational therapy books,
brochures, and internet websites, both governmental and private, to broaden my knowledge of
falls, the fear of falling, and CCRCs before beginning my interviews. Thisedione to
develop questions that would prompt descriptive responses from my participantsineskam
biases and assumptions to ensure that the questions | chose did not lead the Frticipant
responses down any particular path. | anticipated the interviews would ldsttareehours and
would occur at a place and time convenient and confidential for the participant. Busitigie,
the participants would also complete the poetry exercise.
Researcher’s Field Notes

According to Knight (2009), field notes are “handwritten notes taken during aniéwer
or fieldwork and immediately aftemn interview or being in the field” (p. 4). | recorded field

notes during and after each interview which consisted of observations of the tinye adylaf
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the week, location of the interview, the participant’s demeanor at the beginndulie naind end
of the interview, specific ideas the participant generated about the fellingf, falling, and fear
(important words or phrases), voice quality and tone (and whether it changed during the
interview and when), and any body language that emphasized the participaitmeni
observed the dress of the participant, including footwear, and whether theweasneg glasses
or hearing aids. | took note of the type of residence, the number of people living thevayth
the furniture was positioned and what use they made of the space in which they wgyatidi
the safety issues that might be present, such as electrical cords,ragattand whether or not
the participant was wearing the security bracelet. In some residemnasglven a tour, in some
| was restricted to the area where the interview took place, and in othessshavan specific
items the participant thought might be of importance to my research (suchisedatoilet seat
or type of walker they used). The interviews took place in varying locatiomsghout the
residents’ living spaces and community spaces. These included living rooms,rdommsg)
kitchens, a sun room, outside on a terrace, in a studio apartment, at the rehabilitatioancli
in a small parlor in one of the residential wings.
Researcher’s Log and Researcher’s Journal

The researcher’s log contained the logistics of the research: wittvehan the study
was conducted, important dates regarding the research, details regardoogteeys with
persons relevant to the study, and anything else that helped the resegrebspitnight, 2009,
p. 3). It was the most concrete and mechanical part of the research. HEneh@se journal was
a place to record biases and assumptions, thoughts regarding the research, dedshamwdi
concepts as they arose (Knight, 2009, p. 5). My biases and assumptions formed my initial

understanding of the phenomena. | reflected upon these aspects as my reseadhceuthke
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sure that | remained aware of what | thought. Reflexivity is “the remizéhat researchers are
part of the social world that they study” (Ahern, 1999, p. 408). Hermeneutic phenomenology
sees reflexivity as incontrovertible (Creswell, 2007, p. 189); thereforas pwesent in the data
through the use of the researcher’s log and other reflective pieces. | use tmmpare my
understanding with that of my participants’. My participants and |, each expgyessi thoughts
and feelings, became co-constructors of the data.

The initial participant interviews were conducted over a three month period from
November 2009 through early February 2010. Because the interviews were not conducted
consecutively, | had time to reflect between each interview. The ideasratobns expressed by
the participant in the first interview gave rise to new thoughts, ideas, antiotiseto pursue for
the next interview as well as a new slant on my previous biases and assumptions. iflusdont
to be the case throughout the interview process, although I tried to make suigdhatdrview
guestions were still in place for each interview for consistency’s sake.

Saturation

Saturation, a term common to qualitative research, is reached when thehesear
longer finds new information that adds to the understanding of the subject (Creeé|lp.

240). In hermeneutic phenomenology, saturation is an invalid concept because hermeneutic
phenomenologists believe that there is a continuous cycle of knowledge (Hein & R064., p.
9). This “back-and-forth movement, re-examining the text, results in an gvandgirg circle of
ideas” referred to as the “hermeneutic circle” (McConnell-Henry, Chap&é&rancis, p. 11).

However, in the interest of time, | limited my initial research to sodesf three months.
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Trustworthiness

Confidentiality

During the process of conducting this study, | kept my participants and tleigte
anonymous and confidential by using pseudonyms and interviewing them privétely. |
transcribed the interviews and provided written descriptions of the phenomena astbodders
from the interviews. The recorded portions of the interviews had some minutehspaterte
unintelligible, and were marked as such in the transcriptions. All of the prirdsdidre stored
in a locked safety box in a secure location in my home, including the poetry aatidithe
results from the MMSE. | also backed up the computer files by saving them on ayns¢iotor
kept in my possession and on a password-protected laptopivEseribedigital recording pen
was also stored in the locked box at my home to maintain confidentiality. All comieder f
including the transcriptions, researcher’s log, researcher’s journal, &hddies were kept on
the password protected laptop. The documents stored on the laptop and memory stick will be
kept for a minimum of five years.
Rigor

In all research, data must have rigor: i.e., “investigators carefully folites,
procedures, and techniques that have been developed and agreed upon by the scientific
community as providing confidence in the information generated by researeftigfer, 2006,
p. 36). In quantitative research, the outcome of this concept is termed validity.&dns that
the data measures what it was supposed to measure at the outset (Kielhadeseg E006, p.
29). However, in qualitative research the data cannot be pre-standardized,swémpt of
validity does not apply. There is great argument regarding the conceptsraimbliegy

applicable to rigor in qualitative research. The term most frequently usdbtkds ca
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“trustworthiness”, which includes the aspects of credibility (the truth intb@rehe study),
applicability (the ability of the results of the study to transfer), andistensy (the
dependability of the results) (Richards & Morse, 2006, p. 189).

During the course of this research, there was a technical challengeebteigescribe
pen | was using to record the interviews broke, making the data stored in #vabte. | had
basic notes that | had taken while the pen was recording, but had not yet downloaded the
information stored in the pen onto the computer. There was not enough information from the
notes to make a full description of the phenomena that the participants had experienced and
reported. At the time the pen stopped working, | had done ten interviews. | bought another pen
and then called these ten participants and explained the situation to them. Nineout of t
participants graciously made themselves available for a second intekwew unable to re-
interview the tenth person due to scheduling conflicts, so to relate his expetiesedshe
notes | had taken during our first interview. The participants did not seem to hecorererned
about this technical mishap, or mistrustful of me, but instead reacted posiiesetond
chance to talk. I let them know that as soon as each interview was done | wa® going t
immediately download the information onto a computer as well as onto a jump drbackup
in case of another pen failure. | found this second iteration of the interviewitleagffiect on
the previous research, even though at least three months had passed betwemmsngrdiboth
the participants and | had had further time to reflect on what we had talked abtauiglye The
second interviews were conducted in April and May of 2010, and three of the nine previously
interviewed participants had undergone either a medical procedure, brigahoespon, or a
change in health status, and one participant had fallen who had not fallen priostarttioé my

research. As indicated below, these circumstances affected the outlooksegidhecipants
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slightly regarding their general health status, but did not seem to affedHer attitudes
towards falls or the fear of falling.

Positively, the opportunity to go back and speak with these nine participants actually
enhanced the rigor of the study, using a strategy called member checksedbynGreswell
and Miller (2000), member checks enlist the aid of the participants in reviewidgtdénalready
recorded (p. 127), by having the participants examine rough drafts and chgrgegauage that
does not ring true from what they said (Creswell, 2007, p. 209). The nine participargs in thi
study accomplished this by reviewing the notes | had taken during our prioremteniinese
participants were able to explore what they had said previously, and dlarfiecorrected any
statements that were not clear or were wrong. They also reaffaimedt all of what had been
discussed previously, which helped prove the data’s trustworthiness.

Triangulation

Triangulation is another important part of trustworthiness. Creswell amer {2D00)
state “triangulation is a validity procedure where researchershsiearconvergence among
multiple and different sources of information” (p. 126). Drisko (2005) believes “congpi
interviews and observations, documents and interviews, or interviews, observationsfaatd arti
enhances the quality of qualitative research by providing a basis faquiaded analysis” (p.
591). By ascertaining that the information reads the same from more than one bewtaé t
prove their trustworthiness. | triangulated my data with a structured sxdr@sed on haiku, a
Japanese type of poetry, created by the participants themselves. | also/udeskrvations of
the participants during the interviews. By using more than one source of ititorpsaich as the

participant interview, | increased the rigor of my study.
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Audit Trail

An audit trail establishes “that recorded raw data have gone through asprbeesalysis,
reduction, and synthesis” (Wolf, 2003, p. 175). According to Creswell and Miller (2000), “in
establishing an audit trail, researchers provide clear documentation clealtale decisions and
activities” (p. 128). There are many documents commonly used in an audit trail. Myelus
included my researcher’s journal and researcher’s log. By reprocé#issintaterial as necessary
with peer reviewers and my thesis director, | fulfilled the requiremertgediermeneutic
process. “A peer reviewer provides support, plays devil's advocate, challengeschecher’s
assumptions... and asks hard questions about methods and interpretations” (Creswlell, & Mil
2000, p. 129). My thesis director was someone | turned to consistently for this sort ef advic

Data Analysis

There were several kinds of data to be analyzed at the end of my research, inbkiding
verbatim transcriptions, the poetry activity, the field notes, log, and journal ofstharcaer, and
community materials and media gathered from the community and the literattaeanagysis
occurred throughout the data collection process and was informed by the onganghrese
conducted by my thesis director as well as material developed at Cypraqsicle as
newsletters). The purpose of this data analysis was to discover the sigmhcases that
related directly to the lived experience the residents of Cypress Gleadading falling and
the fear of falling. The following describes each step | took in the processlyfingdhe data:
1) use of reflective thinking regarding my topic at the start of my rdseadt as an ongoing
process throughout in order to further illuminate and deepen my understanding of¢h2)topi
sorting and classifying data into varying categories; 3) assigoihgsdo all written data; 4)

including transcriptions, the poetry activity, public material, the field notesefiearcher’s log,
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and researcher’s journal to develop preliminary categories; 5) usidgtinand their

relationships to create and discover further categories; 6) refinirogtbgories uncovered
through the data; 7) developing themes from these categories by grouping cateidgries; 8)
developing these themes into a clear description of the lived phenomenon, whilérrgshec
differences that may be present as well as the common experiencerame®bering to
acknowledge my assumptions and biases. By having my assumptions and biases irmahg foref
| was able to analyze the data in a more impartial manner.

My data was at first arranged by participants, myself as a réeseaand the community
of Cypress Glen. Then | subdivided the data into subjective and objective categories. The
subjective category included information obtained from the participants ¢hegasand from
my input, such as field notes and journal, while the objective category contairfadtthend
data provided by Cypress Glen. The community information was classified asvebpscause
even though it was created by someone, it was information generated by therétyynnot
myself or the participants. My assumptions and biases were kept next to mgas idanalyze
the data gathered.

To help with the data analysis, | used the Nvivo 8.0 qualitative analysis software
program. This software, developed by Tom Richards and Lyn Richards, was sihecifezted
to use when interpreting qualitative data. With it, the researcher has thetabiianage,
warehouse, code, and link pieces of non-numerical data (such as words and phicsas)s(&
Morse, 2007, p. 134).

Once the data was sorted, | was then able to start forming the catégofeesding”).
The primary benefit of using the Nvivo software was in the process of codingrdcra

Morse (2007) term coding as “getting from unstructured and messy datad@ted what is
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going on in the data” (p. 133). According to MacQueen et al. (n.d.), “codes are the building
blocks for theory or model building and the foundation on which the analyst’'s argumengs rest”
31). | coded the original data by participant, examining the pieces of datdHe participant
(such as quotes or ideas) and sorting them into categories. The poetryeexasceso analyzed
and categorized for each participant. This is known as topic coding, which “en¢aitsng a
category...reflecting on where it belongs...and reflecting on the data...and how theyhfithe
other coded data” (Richards & Morse, 2007, p. 139). | did the participant sorting, theatedegr
the categories across all the participants. | also used this method withmopservations and
when looking at the objective data provided by the community information. Coding helps the
researcher understand the experience by more easily translating thtalegkevant themes.
Richards and Morse (2007) make the point that using the computer to do this is very(helpful
148).

To begin coding, | listened to the audio portion of the interviews while comparing them
with the transcripts to make sure that the transcripts were accurat@snaiewhat the
participants said. By rereading the transcripts multiple times, haahi@ better, more thorough
understanding of the material as well as a reminder of the voices and lan§tlege
participants. The audio portion was transcribed into Microsoft Word 2007 software, and then
saved in a rich text format that was imported into the NVivo software. | codectiseripts
manually first, using Microsoft formatting options. | began coding manuatiguse of my lack
of familiarity with the NVivo software and because | acknowledged Rilshand Morse’s
(2007) idea that the researcher is actually the data analyzer (p. 148). Eafhihmamterview
was highlighted with a different color for a different idea (such as greenefications and

yellow for social activity). The original (not highlighted) data was themsteared to the NVivo
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software. | used the same method with the NVivo software as | had manuallgtermdes of
data. Nodes are “where you store data about ideas and themes that emergeoak gowyour
project” (NVivo 8 Fundamentals, p. 55). By using nodes, | could compare my coded pieces of
information for greater verification of my results.

After reviewing the transcripts both manually and through the NVivo softweranitial
nodes gleaned from the interviews included: a) circumstances of falls, bpfyfpés, c)
locations of falls, d) attitudes toward falls, e) healthcare necessdnli$ff) frequency of falls,
g) consequences of falls, h) fear of falling, i) attitudes regardargofiefalling, j) activity
restriction, k) mobility aid, 1) physical activity/exercise, m) sodietivities (on and off campus),
n) demographic information, 0) community support, p) medical issues/medication, q)
driving/travel, s) balance, t) careful vs. fearful, u) walking, v) housewditkeatesidence, w)
social support, x) why this CCRC?, and y) resilience.

After using NVivo to encode my data, | examined what | had coded manually and
compared the two to verify that | had the same categories. Upon review, thaiesteften
implied the same idea, but sometimes used different wording. For instance, amegilgn
coding with Microsoft, | used the category “circumstances of falls,” amMivo, | called the
category “why falls happened.” However, the categories contained in ¢éachasched each
other in terms of their basic tenet. | then renamed the categories in the ¥ware with what
| thought were the word choices that were most appropriate and easiest ttamaders

| then went back to the NVivo software to examine the quotes and parts of thettéxt tha
felt belonged to certain categories. By doing this, | discovered reladagggthat | thought
should be combined for similarity and clarity. NVivo was very beneficial in amajythese

categories. After | reexamined these categories, | was able twr@some of the original
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twenty-three into thirteen categories. | found some material fit into thareone category, such
as “circumstances of falls” and “location of falls.” For instance, if adatlurred because a
participant caught her foot on curbing, it would fit under “circumstances of fallsit would
also fit under “location of falls” because it happened while negotiating alaused this
rationale to combine categories that were similar in nature. The resulbe/éollowing
categories: a) causes of falls, b) types of falls, ¢) consequences ad¥attitudes toward falls,
e) fear of falling, f) mobility aids, g) physical activity, h) socieliaty, i) demographics, j)
community, k) medical issues, |) careful vs. fearful, and m) resilience. All girthaous data in
the transcripts were then recoded into the larger, more comprehensiveieategor

The original categories “circumstances of falls” and “locations of falle combined to
form “causes of falls.” The categories “types of falls” and “frequeridglts” were combined to
form “types of falls.” “Consequences of falls,” “healthcare necedsaralls,” and “activity
restriction” were combined under “consequences of falls.” “Fear of falang’“attitudes
regarding fear of falling” were combined under “fear of fallingcbmbined “physical
activity/exercise” with “walking” and “working at the residence” to forphysical activity.” |
combined “social activities (on and off campus)” with “driving/travel” to fosucial
activities.” | combined “community support,” “why this CCRC?” and “social supgortbrm
“‘community.” | combined “medical issues/medication” with “balance” to fornedioal
issues.” By merging these categories, there was a more compreheesiwd the topics. | kept
the topics “mobility aids,” “demographic information,” “resilience,” andr&ful vs. fearful.”

| used this method to analyze the poetry activity as well. When examining thg poetr
activity, the following nodes emerged: a) falling, b) circumstances of t3llocations of falls,

d) caution, e) activity, f) age, g) fear of falling, h) independence, i)&gpGlen, ) attitude
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toward falling and the fear of falling, and k) determination. | combineduwgistances of falls,”
“age,” and “locations of falls” into “causes of falls.” | combined “indepemaé and “activity,”
into “activity.” | combined “caution” and “fear of falling” into “fear of falg.” | combined
“attitude toward falling and the fear of falling” and “determination” inttiitade toward falling
and fear of falling.” | kept “falling” and “Cypress Glen” discrete

The same coding and analysis techniques were used on my field notes. | firsheoded t
notes manually, then followed with the NVivo coding. These were the codes | found from my
field notes: a) state of the residence, b) whether or not security braasléteing worn/why, c)
what, if any, mobility aids the resident was using, d) what footwear tlderdéshad on, e)
whether or not the resident owned a pet, f) the tone of voice when speaking about fallsaor the fe
of falling, g) posture, h) physical appearance (frail, hardy, put-togetharingeglasses/hearing
aids, etc.), i) security consciousness/lack thereof, j) hesitancy/widlgsgto discuss FOF, k)
weight, I) ability to move and balance when getting up and down, m) DME, other equipment in
room, n) speech delivery, 0) medication list, p) energy level, q) body languagée, and r
furniture/decoration.

| then combined these into several broader categories. | combined “stataeditience”
with “furniture/decoration” to make “residence.” | combined “posture,” “weidl@nergy
level,” and “physical appearance” into “physical ability.” | combinatbbility aids,” “security
bracelet,” “medication list,” and “DME, other equipment” into “mobility aids.ombined
“what footwear the resident had on” and “ability to move and balance when ggdtand
down” into “mobility.” | combined the “tone of voice when speaking about falls or theofea

falling,” with “hesitancy/willingness to discuss FOF,” and “speech dsfiviato “tone of voice
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during interview.” | left the categories of “pet ownership,” “security comssness/lack thereof,”
and “body language” intact.

| then examined my researcher’s journal, studying my assumptions, biases, ahtsthoug
concerning the research. The themes | found in my journal included: ajkdkctors, b)
consequences of falls, c) fear of falling, d) location, and e) socioecon@tus. st

The same process of coding manually and then using NVivo was used when andlyzing a
community data. | examined brochures; the Cypress Glen web site; the Ogpgasnission
vision, and values statement; newsletters, frequently asked questions; listcafssand
amenities; a brief explanation of the health services available; floor plaapdrtments and
cottages; and a brief overview of financial costs per month, depending on size and location of
residence. | used both the text and visual images to create these catefpnmesthe following
nodes: a) social activity, b) independence, c¢) variety, d) inclusion, e) exérérsndly staff, g)
services and amenities, h) variety of residences, i) health servitagjljar surroundings, k)
pets, |) respect, m) family, n) accessibility, 0) financial options, p) acdalitytag) community
involvement, r) education, s) leisure time, t) wait list, u) self- governahcemmunity
newsletters, w) volunteer opportunities, and x) location.

Once again | went through the data to combine ideas where possible and create larger,
more inclusive categories. The ones | ended up with are: a) choices (a combinaemioés
and amenities,” “variety of residences,” “health services,” “pets,™ anancial options”); b)
community involvement (made up of “social activity,” “variety,” “inclusion,k&scise,”
“‘community involvement,” “education,” “leisure time,” “self-governancEdmmunity

newsletters,” and “volunteer opportunities”); c) location (a combinatiomdépendence,”
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“familiar surroundings,” and “location”); d) values ( combining “friendly §tafespect,”
“family,” “accessibility,” and “accountability”); and e) wait listh@ one | didn’t combine).

At this point, | had looked at all the data sources and types generated. As another way to
organize this data, | decided to use Microsoft Word to develop an outline that would help me
examine and sort the themes that were emerging. | made a list of ategerees that appeared
during my data analysis, then grouped similar ones together, such as “conimniaity
“‘community involvement.” After that, | then listed data with similar ideader the appropriate
categories. This grouping of the data caused themes and subthemes to emerge, rahthgvera
themes to develop. A theme is “A common thread that runs through the data” (Richards &
Morse, 2007, p. 135). NVivo 8 also helped me sort the various themes and assisted in storing,

retrieving, and identifying them throughout the project (Richards & Morse, p. 148).
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CHAPTER 4: RESULTS

Participants

Table 1 contains some of the demographic information regarding the parti@pants
Cypress Glen. Fifteen Caucasian men and women ages 78-94 participated in thEastedl
lists the participants’ age, gender, residence within Cypress Glen, andgtiedétime they had

lived at Cypress Glen. Participants who lived independently were found throughous<ypre

Glen, in cottages, apartments, and in a duplex.

Table 1

Basic Demographics of Participants at Cypress Glen

Participant| Age in Gender Residence at Length of time lived
Years Cypress Glen at Cypress Glen
Q.A. 81 F cottage 10 years
D.D. 84 F apartment 5 years
D.O. 87 M apartment 10 years
D.B. 89 F apartment 12.5 years
A.C. 81 M duplex 3 years
C.E. 80 F cottage 13 years
E.F. 83 M apartment <1year
N.S. 92 F apartment 2 years
N.A. 85 F cottage 9 years
N.L. 94 F cottage 12 years
B.D. 85 M apartment 4 years
E.E. 89 M apartment 5 years
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Participant| Age in Gender Residence at Length of time lived
Years Cypress Glen at Cypress Glen
L.N. 78 F apartment 2 years
M.F. 91 M apartment 2 years
K.l 87 F apartment 12.5 years

Table 2 is concerned with falling and the fear of falling, as self-repbsteeach

participant. Falls ranged from zero to five times over the last five ,yaagszero to two over the

past six months. These falls did not include stumbles, slips, or trips, where ttipgrarhad

been able to stop the fall before reaching the ground; only true falls were thclundeassistive

devices listed were mobility aids only, and included canes, walkers, and powsr chai

Table 2

Falls, Fear of Falling, and Mobility aid

hair

np.)

Participant| Number of Falls Number of Fall§ Fear of Mobility Aids
Last 5 Years | In Past 6 Months Falling

Q.A. 4 1 No Walker
D.D. 3 0 Yes Walker, power chair
D.O. 3 0 NQ Cane, walker, power c
D.B. 1 1 Ng Walker, power chair (ter
A.C. 3 2 No Rollator
C.E. 1 1 Yes Cane, walker
E.F. numerous 1 Yes Rollator
N.S. 0 0 \[e Cane, walker
N.A. 0 0 No None
N.L. 2 0 No Walker
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Participant| Number of Falls Number of Fall§ Fear of Mobility Aids
Last 5 Years | In Past 6 Months Falling
B.D. 4 1 Yes Walker
E.E. 2 0 Yes Rollator, Power cha|
L.N. 5 0 Yes Rollator, Power chair
M.F. 3 1 No None
K.l 0 0 No None

Table 3 looks at aspects of the participants’ lives at Cypress Glen, incluidnthey

lived with (if anyone), whether or not they wore their personal assistive d&®AE®) (the

number of medications the participants took per day, minus vitamins; and if theppattstated

they had balance problems during the interview process. Cypress Glen askess$ithents to

wear the PAD on their person at all times when in their homes, but as noted in the talile, not a

participants complied with that policy.

Table 3

Security/Medications/Balance

Participant| Single/Widowed/married Wore security No.# of Balance
Lived alone/w/someone bracelet medications/day| problems
Q.A. Married No 6 Yes
lives w/ spouse
D.D. Widowed/Alone Yes 8 Yes
D.O. Widowed/Alone Yes 5 Yes
D.B. Single/roommate At night 5 No
A.C. Widowed/Alone Just starte 4 Yes
C.E. Single/Alone No Yes
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Participant| Single/Widowed/married Wore security No.# of Balance
Lived alone/w/someone bracelet medications/day| problems
E.F. Married/Alone Yes 9 Yes
N.S. Widowed/Alone Sometimes Yes
N.A. Widowed/Alone Only when 4 No
feeling ill

N.L. Widowed/Alone At night 9 Yes
B.D. Widowed/Alone Yes
E.E. Widowed/Alone Yes 7 Yes
L.N. Widowed/Alone Leaves nearby 7 Yes
M.F. Widowed/Alone No <4 Yes
K.l Single/Roommate At night 3 No

Table 4 examines the types of activity in which the participants took party, self-

reported, and whether or not they felt as if they had restricted themselvgsaitoecrpation in

certain things due to falling and/or a fear of falling.

Table 4

Activities and Activity Restriction

Participant| Driving | Physical Social Volunteerism | Off-campus | Activity
Activity activity activities restriction
Q.A. Yes | Walks dog, | No No Shopping, No
housework Theatre,
concerts
D.D. No Walks insidg  No No No Yes
D.O. No Walks, No Care Buddies| shopping, No
exercises, governance | theatre
housework
D.B. Yes | Walks, Bridge, Governance, | Governance, | No
housework, | church Care Buddies, | travel,
stretch class church shopping,
theatre
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Participant| Driving | Physical Social Volunteerism | Off-campus | Activity
Activity activity activities restriction
A.C. Rarely| Walks, Pop Meals on Shopping, Yes
housework, | Singers, Wheels, church
treadmill, Make democratic
stretch class | Believers, | party
church
C.E. Yes Walks dog, | No Gardening for | Shopping Yes
housework, Alzheimer’s
gentle wing
exercise
E.F. No Walks inside,No No No Yes
laundry
N.S. No Water No No Eating out, | No
aerobics, theatre
walking
N.A. Yes | Tai Chi, church Church Shopping, No
walks dog, activities church, travel
housework,
formal
exercise
N.L. No Walking Visiting w/| Gift shop Shopping, No
friends church
B.D. No Therapy pool Men’s No No Yes
Club
E.E. No Walking, Men’s Finance No Yes
Exercise Club, committee
equipment Kiwanis
L.N. Rarely | No Listento | No No Yes
singing
group,
church
M.F. Yes | Walks, No Business, No
laundry shopping,
golf
K.I. Yes | Walks, Church, Care Buddies, | Shopping, No
housework | visiting library, travel,
friends church, governance,
governance theatre

My research focused on the lived experiences of the participants in regtaiiis aod

the fear of falling, as well as an indication of what life at Cypress Glesisted of for these

older adults. Because hermeneutic phenomenology examines given phenomena, thian#hemes
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emerged from the data and its analysis reflected a certain emasistith regards to attitude and
location. Five themes represented this lived experience; they were, irticalpaorder, 1)
Location, 2) Community Involvement, 3) The Language of Falls, 4) Languagprdiieg the
Fear of Falling, and 5) Mobility Aids. Each of these themes contributed gdoiah in-depth
understanding of the experiences of the participants. These five themesileeréram the
outline delineated in the Methods section. | arranged them with Location fdlloyve
Community Involvement because they were closely related and The Langfugaalls and The
Language Regarding the Fear of Falling followed by Mobility Aidsabee almost all of the
participants relied on mobility aids as a means of fall prevention.

Theme 1: Location

When | was preparing to start my research, | recognized that | hadseaztal
assumptions regarding CCRCs: 1) because Cypress Glen is a fairly spreachowinity, | felt
that the residents, especially those living in cottages, would feel a lack ofyigentnity with
each other; 2) there would be fewer falls and less fear of falling sue in gagtitstallation of
DME throughout the residences and the presence of security guards and PABsugnt the
residents would have adequate financial and social support, and that their healthatltus w
correspond to their SES.

Theme one examined how and what Cypress Glen provided physically for thatseside
Throughout the interviews, the participants made mention of several aspectsedsdgf@n,
including the living spaces, the services provided, the amenities, thelsgifesence of the
Assisted Living and Skilled Nursing facilities, and Cypress Glen’s pribxito and relationship
with Greenville. These thoughts and experiences did not change from the fikgewmter the

second.
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Living Spaces

Physical layout.There was no change in descriptions between the first and second
interviews. The physical layout at Cypress Glen was designed withgbeeland activity
spaces centrally located. This meant spaces like the dining hall, auditandmwellness center
were on the first floor in the middle of the main building, while the apartmentspaxe
located in wings that attached to the main building. The wings had multiple stghes
elevators, but the residents there still had to make their way somehow to theeptain to eat
and patrticipate in other activities. The cottage-dwelling residents (whic@ypmess Glen’s
definition, included those living in the duplexes and triplexes) also had to come to the mai
section of the building. There were numerous parking spaces provided for them if treeyochos
drive, or they could take the tram, walk, or drive a golf cart, which some reskgtas an
alternative to a car. In the cottage area, there were still open lotatthvatriesidents might build
on, and out the back of the buildings and wings was a large green space backed byheoods. T
style of architecture incorporated both brick and wood. The front entrance hgd pdatico,
and columns with greenery swept out to the right in front of the dining hall. Thereswsas al
large seasonal planting bed at the front entrance. The lobby was large ahdtead of seating,
plus a front desk area for inquiries. The wings were arrayed to the side &raf beemain
building. The cottages were also brick and/or wood on the outside, and had an open floor plan on
the inside. The residents could choose to add a sun room or use that space as a carport on some
of the designs.

Furnishings. Again, there was no change in description from the first to second
interviews. The living spaces at Cypress Glen, while varying fromoappately 800 square feet

through 2,400 square feet in size, had several things in common. One of those was the durable
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medical equipment [DME] installed by Cypress Glen. All bathrooms were equiptiechised
toilet seats, grab bars, and in shower stalls, a built-in bench. Some of the rguideimsed
other assistive technology to enable them to stay in their residences, suchdesdmdmodes,
urinals, bed rails, and reachers. All of the cottages and some of the apartrddotisdized
kitchen appliances, and even the smallest apartments had a small refrigedlatacrowave.
The security system tied into the telephone system.

Many participants brought furnishings from previous residences, and included such
things as antiques, art, souvenirs from travel, and photographs. All of the partibigants
photographs of loved ones prominently displayed, and oftentimes made a point of showing them
to me. | was also shown special artifacts and, at Christmastime,eningnts had a small tree
somewhere in the home. In the apartment wings there was a small ledge essott front door,
and most residents had seasonal decorations or other personal objects sigjras thvetl as
nametags and/or apartment numbers and wreaths on the door. For example, D.Dahdsba gr

in the military and she had a picture of him on her door.
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FIGURE 1: Map of Cypress Glen
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FIGURE 2: Front Entrance to Cypress Glen
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FIGURE 3: Blueprint of Cottage at Cypress Glen
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FIGURE 4: Blueprint of Apartment at Cypress Glen
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Services

Transportation. N.A. had begun to use the tram due to problems with one of her knees
between the first and second interviews. All participants routinely made tise Gf/press Glen
services. Given the fact that some participants did not drive, the transportatioecbypli
Cypress Glen was frequently mentioned. Nine of the participants relied on the satite:
they signed up 24 hours ahead of time for transportation by car and were taken toath®doct
routine appointments. There were also two shuttle buses that drove the residentsearby
grocery stores, and were used for trips to the theatre and other outings &sFwethted,
“Another benefit is, to go to a doctor’s appointment, I've already got asahep—I go down
there and they’ve got the shuttle car or bus, and they take whoever’s going thah daysaid,
“If 1 go to a doctor, I'll just ask Cypress Glen and they’ll have transporntédtResidents who
lived in the cottages could also ride the tram over to the main building, which the patsicipa
took advantage of in inclement weather and/or they were having mobility problems
Cleaning/maintenance No changes were noted from the first to the second interviews. All
residents had weekly cleaning included in their monthly fees. The housekeeffingrain
and dusted, vacuumed, and cleaned bathrooms. Most participants chose to do their own laundry
dishes, and linen changing, regardless of living in an apartment or a cottagesGyfEn did,
however, provide linen changing upon request. Cypress Glen also assistettlém vath
spring cleaning once a year. Another service was the provision of maintenancgaid,C.
“When | have trouble with this light | have to get somebody from maintenane@héiput the
new bulbs in. They'll do it for me.” Cypress Glen also did the grounds keeping, sentesicere
not responsible for lawn mowing, but could add plantings around their dwellings andimainta

them on their own.
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Security systemNo one had used the PAD between the first and second interviews.
Cypress Glen’s security system revolved around the PAD that had a siggléulion residents
could push in case of an emergency. Each resident was supposed to have this PAD on thei
person at all times while in the residence or building. Most participants worADeas a
bracelet held on with Velcro; others wore it as a pendant. Two participants kegwely handy.

As far as using the device, four of the participants chose not to wear the PADeaialse they
did not feel in need of backup. Five participants wore the PAD sometimes; respores§oar
“only at night,” to “in spells,” to “only when I'm feeling ill.” Six partigants wore the PAD
constantly. D.O. said, “I'm a firm believer in that. A lot of people—they'rerathey don’t
wear that.” D.D. said, “I'm a big believer in that—I never take it off, pkte take a shower.”

Independence PlusThe participants using this service did not change from the first
interview to the second. This separate service was available to those oldenadultere
mainly able to care for themselves, but needed a little extra help. Avearagsisted the
resident in bathing and dressing or helped the resident sort and take medicatighabt the
day. The service was available from 7:00 a.m. through 4:30 p.m. This service enablegdahe per
to remain in the residence, rather than be transferred to Assisted Livimg.\idre three
participants in the study who used this service at the time they wereamtedyimainly for
bathing and dressing in the morning. One of the participants spoke regarding her‘hedper
trust her completely. She comes 7:30 in the morning, Monday-Friday. | bathe myself &d she
right next to the shower and sometimes she’ll get my outfits out. She goes dowmior tiveg
and gets me breakfast.” Another participant, who had had a hip revision and used the service

temporarily, said, “Healthcare would come and give me a bath.”
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Dining hall. Again, no one had made any changes between the first and second
interviews. One of the aspects about Cypress Glen the participants eh@yedst was the
dining hall. Residents at Cypress Glen were allocated 25 meals per monthadishgaservice
fee, but were free to eat any extra meals in the dining room as long as théyr plagm.
Residents were also allowed to bring guests with them to meals, again,pgitieiost of the
participants ate their big meal in the middle of the day, then just fixed theraseimething
light (such as soup) in the evening, although this depended on what was on the menu to some
extent. Eight of the participants ate at least half of their meals in thmgdiall, and three ate all
of their meals there. A.C. stated, “Their breakfasts are superb and ampieidtlag meal is
very, very good, gracefully served.” E.E. ate three meals per day at thg kaii and said, “The
food is delicious.” Another participant, who was diabetic, commented on the alitsilatal
flavor of foods that met his diet requirements, stating, “They have some deékaedre sugar-
free. We have apple pie—it’s better sugar-free than it is with the sugar. Andrevariha
excellent dietician—she’ll work with you.” L.N. and E.F. mentioned the dihedghad really
helped them manage a balanced diet.

The participants who lived in cottages were less likely to eat multiple meahks dining
hall on a daily basis. Of the five participants who lived in cottages, only one atedatittgehall
more than once a day. One of the participants observed that she went over occasionalty a
“just to be social.” Another cottage resident stated that she went over taitigp lthll and
brought the meals back to the house to share with her spouse, only occasionally sthying a

eating there.
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Amenities

Leisure and activity. The amenities remained the same from the first to the second
interviews. There were spaces throughout the building and grounds that were mentioned
frequently by the participants. One of these was the exercise room. Thisvesoeguipped with
various fitness machines, including treadmills and stair climbers. Sevenal pérticipants took
advantage of this particular area, working out on a routine basis. D.O. statedih& esercise
bar in there to do deep knee bends.” Another was the hair salon, allowing the residents t
their hair cut without leaving the building. Two participants mentioned they use@tises
regularly. The multi-purpose auditorium was used for concerts and plays; miduey of
participants attended those. There was a United Methodist church service evesytBandas
open to people of any faith and was broadcast throughout the building for those who could not
attend in person. There was an arts and crafts studio; one participant mentioned akenhad t
ceramics class there and enjoyed the experience. There wersiggulets set aside for each
resident to grow their own vegetables, if desired. There was a walking patlefcisex
(measured at 1,373 feet, according to the Director of Rehabilitation) whiatalseadicipants
took advantage of, and those participants with apartments facing the rear aipthypalways
commented on the view and the resident deer.

Rehabilitation Department. No one said anything different about the rehab department
between the first and second interviews. The participants who spoke of the Ralabili
Department were very appreciative of its services. Many of thieiparits had used or were
using the small pool located in the rehab department. Six of the participants used thieilpool w
rehabbing from an injury and four participated in water aerobics classesstBt&d, “I had to

learn how to stand and walk, all those exercises. That's how | got back in my@amamhey
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wanted to put me in Assisted Living and | didn’t want to go there. And | had to work hard.” T
participants also expressed the fact it was the Rehabilitation Dirbatdrelped them determine
the appropriate mobility aid. D.B. stated, “And when she [Rehab Director] found butytheg
was bothering me again—she’s always said, ‘If you ever need the scooter—aadmmate
came back with the scooter for me. Just that quickly.” K.I. stated, “Thevedmderful physical
therapy department here. Very, very helpful.” C.E. agreed: “That [rehab] badbesaving
grace, for all of these years.” In addition, the Rehabilitation Departdrhiome evaluations to
eliminate hazards at the residents’ dwellings. N.L. said, “The phykeapist came in after the
first time [N.L. fell] and looked over everything.”
Staff

The participants’ views remained the same between the first and seconeéwdeie
participants at Cypress Glen who lived in the apartments expressed a caniidand reliance
on the staff who worked at Cypress Glen. They felt as if the staff caredtaboubn an
individual basis and were sensitive to their needs. “Friendly” was an adjeetnehtly used by
the participants to describe the people working at Cypress Glen. E.E. beli¢'geal yéimarkable
staff they hire. It's almost like a family.” D.B. said, “Friendlinéssery important and the staff
is very friendly.” The participants believed there was a good workiagaeship between the
Residents’ Council and the Administration. D.O. stated, “It is definitely &ratsitient
community.” The wait staff came in for the most praise. K.I. stated, “Ttestedf is friendly.
We have visited other places and seen the difference.” E.E. said, “These kids thatrméhe us
dining room—fantastic.” L.N. believed, “Especially all those in the catetethe waiters and

waitresses—they’re all just as nice as they can be.” The participaoteHlas if the
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rehabilitation staff went above and beyond the normal care and concern. D.B.falfter a
believed the staff were concerned about him when they gave him a walker to use.

Conversely, the participants living in cottages had little to say regaridfigMany of
them spent much less time in the main building, and therefore, had less contact wiiiff the
a regular basis.
Presence of Assisted Living/Skilled Nursing Facility

In the interim between the first and second interviews, no one had made use of these
facilities. Many residents, while hoping they did not have to make use of&bskising or
Skilled Nursing, expressed the opinion that having these facilities on campus aps season
for coming to live at Cypress Glen. E.E. stated, “What | like is, if | neeisfesl Living | can be
transferred to that, and if | need Skilled Care, | end up in Skilled Care. | ma#dmutgoing
out [of the campus].” D.O. agreed: “I'm glad it's there.” K.I. stated thatkng the facilities
were available was one of the reasons she moved to Cypress Glen, and thanif) dragphened
she would tell her nephew, “Just roll me down the hall.” Not only were these seotailable
as a permanent residence for some residents, they were a temporaoy $ofutiose recovering
from an illness or surgery.
Proximity to/Relationship with Greenville

The participants’ thoughts remained the same from the first interview to the

second. Most of the participants made use of Greenville and East Carolina ijnivéaay
participants went to the University to attend plays and concerts. M.T. said,d'ladjdhie things
at the theatre—as a matter of fact we go tonight to the Moscow Symphony.t&eal, $l have
tickets to Wright Auditorium concerts and to the Geddes Theatre [at ECU].” Gixthe

participants who drove routinely, all drove to Greenville to pick up groceries, go to the
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pharmacy, and make doctor visits. Some also occasionally ate out and did other shopping, and
M.F. drove to the golf club and to his office in downtown Greenville.

The participants appreciated the number and diversity of physicians available
Greenville. They mentioned Physicians East (a multi-specialty peaatiost frequently as being
their doctors of choice and having the most convenient location. One advantage of titis, prac
according to Q.A., was that all of her medical records were accessieidhever doctor she
was seeing. Physicians East also had an urgent care center. Q.A. agbtheiatrgent care
center as being closer and having less wait time than the regular eoyedgeartment at the
larger Pitt County Memorial Hospital [PCMH]. N.A. appreciated the Haatitute at PCMH:

“I went in for the catheterization, and honestly, even of you had gone home to your, yather
wouldn’t have been treated more royally.”

Several of the participants who were no longer driving mentioned the traffic inviiee
as one of the reasons they stopped going places. One said, “Greenville tsadfiagdwn with
the university.” Another agreed, saying, “If | got cut off, | was afrar$n’t going to stop in
time. And in Greenville, you get cut off, believe me.”

Theme 2: Community Involvement

Theme 2, Community Involvement, addressed aspects of Cypress Glen that wedt bey
the physical location. The participants and other data specified communityemeotit in
several areas. Physical activity was a very important part of mostipents’ weeks. The design
of Cypress Glen called for walking, but there were also other ways to ex&gife as social
involvement, participants mentioned everything from government to music to bridgeldad Bi

study. The participants were also quite active in volunteering theifoimerious things.
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Physical Activity

Walking. Walking remained the same between the first and second interviews. Fourteen
out of fifteen participants in the study did at least some walking each day. péisftywalking
was not done specifically with exercise in mind, but as a means of moving from@ljsdaee.
Nine of the apartment-dwelling participants chose to walk to the dining hall ancsptees
within the main portion of the building all the time. Two participants living in the getaea
also chose to walk back and forth to meals, while the others drove and then walked from parkin
spaces. E.E. stated, “Every breakfast | walk down.” K.I. used the stairs talgarighforth to
the dining hall. K.I. also stated she was a physical person and she had “Godtktadlent
legs.” D.B. also walked to visit friends in the Assisted Living section, vihil2 walked back
and forth to her mailbox, and D.O. walked to the accounting office. All of the participargs
capable of walking within their own living spaces, to various degrees.
Formal exercise.Despite some knee pain that occurred between the first and second interviews,
N.A. continued to exercise. Many of the participants not only walked to get fema f place,
but also did other exercise. Walking was mentioned frequently by the participah&sranain
form of exercise. Six of the participants walked for exercise on top afigeitound the building
and grounds. Three of those participants had dogs, and walked their dogs every adyh®ne
participants had just started walking and walked up and down the corridor outside of her
apartment. Another participant got pneumonia frequently and chose to walk insidégradsa a
hallway, until warmer weather. The participants varied in how they measuneddheng. One
participant looked at a measured distance, stating she “walked %2 a milé Ardziier

participant measured it by saying, “l walk from here to the gate two te times a day and
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that’s a bit of a hike.” D.O. walked inside and measured his distance by going &occtinting
office four times a day.”

Other forms of exercise included water aerobics, other exercgses|aand using
exercise equipment. As stated previously, four of the participants took wateccaalabses.

N.S. said, “I go to water aerobics three times a week.” D.O. stated, “I@ggthan exercise
program three days a week.” C.A. walked outside, but also worked out on the treadmill a
attended stretch classes and chair yoga, which he said “is very goocafozeyaN.A. did Tai
Chi at home and an exercise class three times a week through Cypress Glenn&dEarow
exercise bike and rode it ten to twenty minutes at least twice a week.

Other forms of activity. The participants continued with these activities from the first to
the second interview. Other forms of activity included gardening and housework. Two
participants helped garden to beautify Cypress Glen. N.A. made use of the plalsghimyi
Cypress Glen and stated that she grew lettuce, spinach, snow peas, and dill. As shown above, in
Table 5, nine residents also did some housework, mostly dishes and laundry. Some of the
residents had their own washer and drier, others had to use communal machieesrogach
wing.

Social Involvement

Community governance. The participants’ community governance remained the same
between interviews. Cypress Glen was run under the guidance of United MetletolesnBnt
Homes, Inc. There was a Board of Trustees that made decisions and one seabardtha8
allocated to the President of the Resident Council. The Executive Directoe B#allings, was
the liaison between the residents and the Board of Trustees. There weesidksatirun

committees at Cypress Glen, such as the Finance Committee, Welcomingttéenmand
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Dining Committee. While they were not able to make final decisions regardingrtireunity,
these committees, according to the Executive Director, were there to “prpanbtgation and
provide feedback to the Executive Director about what'’s being discussed.” Fqrlextra
Finance Committee might have decided the community should buy a piece of equipment or
contribute to a Christmas fund. This was then passed on to the Executive Director as a
suggestion, who might then discuss the idea with the committee before reachirsgomdec
There was a larger organization, CCCR (Continuing Care Community ReyioieNtsth
Carolina, which was a state-wide volunteer non-profit organization of résitié@ng in
continuing care retirement communities (Cypress Glen, n.d.). K.l. and DrBsegped Cypress
Glen in this organization, but had recently decided to relinquish their posts.tAd afsidents
were members of the Resident Council, and according to D.O., 80-100 residentdatiend
monthly meetings. N.L. stated that she attended all the Resident Counailgseeti

Social activities.All participants in both interviews kept up their social activities between the
interviews. One way the residents found out about the activities that welabberaias through
the two community newsletterSypress Chattemritten by the residents for the residents, and
Bits and Piecesa newsletter put out by the administration. The former came out once a month
and the latter, every week. In the October 2010 edition d€yipeess Chatteiactivities listed
included a concert, shopping trip, an outing to Goose Creek State Park, dining outiht a loc
restaurant, and lecture series off campus. On campus, the activities includkitisoR's

Disease Support Group meeting, a butterbean auction, a Halloween Party witbflegurie,

and pumpkin carving. The newsletter also listed the shopping destinations for treelsiain

the month of October, birthdays and anniversaries, and events upcoming in NovemiBas The

and Piecedor 10/29 had on-campus activities such as a Bible study, Veteran’s Dayrprogra
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and the fact that Cypress Glen was a polling place in Greenville. Theralsenemlunteer
opportunities, such as baking for the Holiday Marketplace, recycling of plasterg bags, the
Employees’ Christmas Gift Fund, and Care Buddy Orientation. The Directohabltation
appended a note regarding safe use of power chairs throughout the building.

Dining in the dining hall was a social activity for many participantll. bad a sibling at
Cypress Glen, but they lived in different areas of the building. “We visit in the dining kem
eat lunch together and supper, too.” As stated before, C.E., who was a cegtidgety used the
midday meal as a way to be social. Q.A., another cottage resident, said, 6Daltasny next-
door neighbor and | go over to eat.” N.S. met friends in the dining hall to help celebrate her
birthday. Residents also went out to eat in Greenville throughout the week, etth&resids, or
family that lived locally. N.L. stated, “Every Sunday morning, my daughter whe here and
her husband and her daughter meet me for a late breakfast, and we have &isineé t
Residents also visited with each other. For example, D.B. and K.I. wentAsslsted Living
section to visit friends.

Several of the participants took part in leisure activities. D.B. organized tigcedt
bridge games, one for serious players and one for fun. D.B. stated it was “thenpusant
thing in the world that | do. | do all the calling to line up and scheduling—find people. Amd the
I’'m in charge of it—once it starts. | tell everybody I just live for Tuesdasause | laugh so
much.” Two other participants | spoke with played bridge. A.C. said, “It's astenulating
game, keeps the mind alert.” Two of the residents attended the Men’s Group, aras@ne w
member of the Kiwanis Club. A.C. participated in a music group, made up of alsut thi

residents, called the Community Pop Singers. He also took part in a theatre grougkehe Ma
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Believers. They put on short plays once a month. Several of the participants metheynednt
to see the plays and music, including N.L., L.N., and N.S.

Attending church and church-related activities were an important pag phtticipants’
lives. Ten of the participants went to church—some in town and some to the serviceeasCyp
Glen. Two residents watched local church services on their television. Atlaaite Quaker
Meeting at Cypress Glen, and then went to another church in town as well. B.Dcls caore
and picked him up from Cypress Glen and took him to their service. D.D. regulankyeatte
Bible Study.

Three of the participants used a computer for various activities. N.Ld stétell, my
son-in-law, who’s real good with the computer, put online the first page ofaiheReflector
[the Greenville newspaper] and téall Street Journall go on the computer almost every day.
My grandson downloads the pictures of my great-granddaughter and | look at thesn on t
computer.” D.B. used the computer to balance her checkbook and did games on the computer “to
help my brain.” E.F. had a wife that did not live at Cypress Glen, so he used thegpkeep in
touch with her. “We talk two-three times a day.”

Friends were mentioned as well. N.L. stated, “I have very good friends andkbeyda
with them to places and so I'm grateful for my friends here.” K.I. said “I gsndoviNew Bern
and visit my friends quite often.” She and D.B. stated “We visit a lot—we go down evwety da
Assisted Living and visit people, ‘cause we have a lot of friends here.” AidChs has “Lots of
friends.” N.S. said she found Cypress Glen as a whole to be “very friendly.”

Residents at Cypress Glen also did activities off campus. As previouslyneghti
residents went to Greenville to attend concerts and the theatre. Howedentsealso ate in

Greenville. As N.S. said, “Well by luck, if I get an invitation to go out, well thengaveut.”
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Participants also mentioned going to the doctor and the pharmacy as the tyjpsstiodyr
generally made. Some participants travelled, either driving themselgesngrwith family, but
most limited themselves to activities in and around Greenville. Of the sigipants who
routinely drove, most used eastern North Carolina as a boundary. C.E. said,y:LAcdlthen |
drive to Elizabeth City still. But that'all I'm willing to do.” M.F. drove to places such as
Kinston and Raleigh. Q.A. stated she would drive for short trips, such as to Edenton. The
Executive Director stated the vans can be used for outings such as the one toréeloStafe
Park. The Executive Director indicated that Cypress Glen was willing toracodate any trip
as long as there was enough interest for it.

Volunteer work. Again, participants’ volunteerism remained the same between the two
interviews. At the time they were interviewed, eight of the participants aaively involved in
some type of volunteer work. N.L. volunteered in the gift shop, purchasing cards teelat
K.l. was the driving force behind the library, working there every day. Two of theiparits,
K.l. and D.B., volunteered to set up for the church service and tear down afterwardaick
“You have no idea what that entails.” They turned the lights on, lit the candles, pubdhanps
in the hymnals, seated the residents, and moved the walkers aside and teammiader. They
also counted the money for the offering and took it to the business office afte#ds.
collected plastic bags for the food bank. D.O. gave away scholarship money fge ¢oltbe
people on staff, as well as volunteering on many governance committees. C.A. hattegsme
of the local Democratic Party. There was a section at Cypress Gleanf@ntia patients, and
C.E. helped do the gardening in that area, using plantings that were not only bealadllat,
but had a scent to help stimulate the population. E.E. worked on the Finance Committee and

N.A. signed cards for men in the armed forces.
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One of the volunteer organizations Cypress Glen residents developed and were ver
proud of was the Care Buddy Program. Because Cypress Glen was a smalhdayithe sense
of family prevailed. If one of the residents was taken ill or had an injury, mhielents wanted
to know so they could help the person and the family involved. The Health Insurance Bortabilit
and Accountability Act [HIPAA], passed in 1996, protected people’s right to privaeydiag
medical conditions. This prevented the community at Cypress Glen from findingyout an
information regarding their friends. As a way to circumvent HIPAA, whilerespecting
privacy, the Care Buddy Program was begun. A Care Buddy was someone who wedutatee
fill in during emergencies by accompanying fellow residents to the hospitatamalgswith
them as advocates and friends until family was able to be there. Over one hwuhest Glen
residents volunteered. Three of the participants stated they were enrdiedCiare Buddy
Program, one as a founding member. D.O. said, “That to me is the greatest #i@nditien my
life, was to help and being part of developing that Care Buddies system.”

Theme 3: The Language of Falls

Prior to beginning my study, | reflected on the language of falls and deterhtinddhe
following assumptions and biases: 1) | thought falling was a natural part of aymgst older
adults would experience a fall; 3) many fallers would have to go to the hospitedsagtaf
falling; 4) falling signaled a decline in health which led to a restriction iaites; 5) women
fell more often than men and also broke more bones when they fell; 6) | also feltestamdbl
losses of balance were lucky saves and the person who had them was at riskgpafal 7) |
had not thought about environmental hazards outside of the home as possible risk factors for

falling.
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Theme three explored how the participants of this particular community spcies oOff
the fifteen participants, twelve experienced at least one fall in thiMastears, and one
participant had fallen between her first and second interviews during thechepeagess. While
being interviewed, the participants spoke of the difference betweenrdls@mbles, where
their falls had occurred, how they fell, why they believe the falls oeduwhat (if anything)
happened as a result of their falls, and the consequences they felt mighd®a result of
falling.

Falling

Falls vs. stumbles/loss of balancé&lone of the participants who were interviewed twice
changed their descriptions of these episodes. All of the participants, whendeltefalling
meant, made a distinction between hitting-the-ground falls and havingflbatance episodes.
In the latter instance, the participants thought they might fall, but did not end up on the ground.
In these circumstances, the participants did not, by definition, fall. D.O. sHhiget—I'll lose
my balance and fall into that couch or this chair or that chair, or | may gmadtising.” A.C.
stated, “I wouldn’t say many falls. More wobbling kinds of situations.” N.S. alsoregf to at
times feeling “a little bit wobbly.” There were also incidents whergtiréicipants were not
standing, but sitting down or lying down. L.N. said, “I slid off the bed two times in ajlear
didn’t fall off, I just slid off. It's not what I'd call falling.”

Where their falls occurred. The only addition was D.B.’s fall over a curb between the
first and second interview. The participants who had fallen spoke about wherelhéada
occurred. Seven out of twelve people who fell had fallen in their residences. pdedtover
boxes and fell off her toilet onto a set of bathroom scales in two different fads, ‘that was

awful. My knees still bother me.” Q.A. tripped as she moved from the carpet ofllkeayhanto
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the vinyl floor of her kitchen. Several participants had fallen in the bathrofbem when rising
from the toilet. E.F. slipped while in his shower stall: “My foot slipped. lifethe wall. And
when | hit the wall either with my cane or my elbow, | fell down.” Three ppdits fell as they
were getting out of bed. Some participants fell in the main building, including @B.®. The
latter person fell while in the dining hall. Other participants had fallsarutSihree participants
had fallen over curbing, two going forward and one going backward. D.B., aftirsher
interview, had fallen over a curb at PCMH and related this experience in her seeovidwnt
L.N. stated that she wasn’t walking well and that her head hit the pavement degl fnethe
curb and “bled and bled.” Q.A. tripped over the wheel of a shopping cart and on uneven
pavement. Some participants fell both at home and other venues, including Q.A., C.A., C.E., and
E.F.

How they fell. These statements did not change when participants were interviewed
again. More than one participant stated the fall happened so fast they had optiepate and
no warning it was going to happen. C.E. said, “l was up and | was down. There was nothing in
between.” D.O. had a similar experience: “I never had that sensation wheénad hegys at all. |
couldn’t stop. | couldn’t do anything. | just had to fall.” E.E. added, “I wasstastding there [in
his bathroom] and | went down. My legs just gave out.” E.F. agreed: “I've fallen laamwh
times and you don’t realize you'’re going to do it.” L.N. said that she had thatin® turn and
go, but it was too fast. | just fell before | even knew it.” A.C. did the same thimgrried
around—I thought I heard the telephone ring—and | turned around and fell straight ookyiy ba
Those who had stumbled felt they had tripped over something, lost balance upon risirrg, or we

on an uneven surface.
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Why they believed the falls occurredAgain, the participants who were interviewed
twice felt the same regarding any falls they had incurred. Some of thegaarts did not have
an explanation for their falls. C.E. felt as if a new lift in her shoe, plus a lackamicea
contributed to her fall. Other participants who felt as if a lack of balansewantributing
factor in some falls included A.C., N.L., D.D., D.O., and L.N. Uneven footing accounted for two
of Q.A.’s falls. Q.A. stated she believed differences in the surfacég ea¢ms to make a
difference” in regards to causing falls. M.F. felt as if a lack oh&itia was the cause of two of
his falls: “I wasn't looking.” When E.E. fell, he was not feeling well andelveld he had a
stomach bug: “Something was wrong there, yeah.” D.D., D.B., Q.A., and L.N. tripped ove
obstacles. D.B. believed she was “at that point [where the curb widens anithiuneelchair
access] because that’s such a wide point. Well, we weren’t at that levelsiagonas there. |
went flat on my back.” N.A. had tripped, but never fallen, as had N.S. K.I. had alsoert fal
but during her first interview, when she rose from a chair, she momentarihelolsalance.
Those who stumbled mainly believed it was from a lack of attention.

After the Falls

Results of falls.These descriptions did not change between the first and second
interviews. Most of the participants who had fallen suffered minimal or noesjusdowever,
Q.A. injured her shoulder badly enough to cause nerve damage which affededtiieard and
wrist and resulted in her wearing a splint. D.O. was kept in the hospital overnighisgrvation
after falling into his television and cutting his head and injuring his shoulder. &Euirird her
L1 vertebra. N.L. and L.N. both went to rehab at Cypress Glen after thei(falls for about
four weeks and L.N. for eight weeks to help the recovery process). Otheippatscad scrapes

and bled, while others had had bruises and sore muscles, but these required no nesdical at
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Several of the participants had difficulty rising after their falld.. Spent thirty hours on
the floor before it was discovered she had fallen, thanks to her inability to riseai8hd was
able to scoot around from room to room, turned on all the lights with my cane, and got a drink of
water from the refrigerator, but | could not get up.” After A.C. fell, it took hiwesd minutes to
gather the strength to get up: “I couldn’t get up for awhile—I had a toughgatting up.” L.N.,
when she slid off her bed, said, “I was leaning so far off the bed | couldn’t get up.”

Personal Assistive Device (PAD)here had not been any recent use of the PAD at
Cypress Glen by the participants, so these statements had not changed franitterfirew to
the second. The PAD at Cypress Glen was designed for occasions sulthgag-faé of the
participants used the PAD to notify security they had fallen. Generaly AlD notification
caused security to send a guard and a nurse. L.N. said, “And so the next time they sent a nur
and a security guard. And | think they thought that maybe I'd had a strokeisBashen they
got me up, they were in no hurry to leave.” D.O. stated, “We have these littlegftget
security bracelets], and security came right down.” The PAD did not work forloddause
someone on the cleaning staff had, while vacuuming, inadvertently pulled the phone cord out of
the wall. Because the PAD worked through the phone system, pushing the button did not aler
anyone in security to the fact she had fallen. Since then, the cords have bdd¢a tapghone
jacks in the wall to prevent another occurrence such as this.

Furniture walking. These statements remained the same between the first and second
interviews. Within their dwellings, several participants relied on furniimigo from Point A to
Point B. After falling, when D.D. entered a room, she began to look for items she could grab:
try to get near something | can hang on.” She felt afraid if she didn'ngé@ray she felt she

could hold onto: “Probably if | went in a room and there wasn’t anything setting around that

108



could grab, 1 would be very fearful.” When she first moved in, the sight of grab baes in t

bathroom was frightening to her, because she could look into the future to the day she would

come to rely on them. Now she was grateful for their presence. She alsectuim one

house she lived in, there were finger marks left by the elderly gentleman d/ihwedtathere

before her. She couldn’t understand why they were located at door edges and o#isebpla

she came to understand the man had been grabbing them to save himself from falling. D.O

looked to his furniture for support as well. “If you look around here [the apartment], n@ matte

where | fall, there is something for me to either fall into or something to holgbth@l.S.

would also at times forget her mobility aid: “I have a cane, but | leave itdinerese furniture.”
Perceived consequences of fallingn considering the falls the participants had, none of

these perceived consequences, beyond a brief hospital stay, actually happeneadyponioa

of the interviews. The participants were asked what they thought the conseqpiciatieng

might involve. D.O. stated ending up in Assisted Living or Skilled Nursing would bedns f

“I've seen too many people go in there and some go on for years and years aatygaaEs.

My fear is that | would just become a vegetable.” E.E. worried he would end up adaitad)

blood clot like his wife did after she had fallen. L.N. said, “If | fall, | couldakra bone. That's

the first thing | think about. I'll have to go somewhere else to live.” M.Fetébeing laid up,

hospitalization, and being in the Skilled Nursing section. D.D. also said the wogstvbuld be

“to have to go to the hospital. Fear of the hospital.” Q.A. worried she would have to leave he

house and go to an apartment or assisted living, and her independence would also be lost.
Conversely, D.B. believed that if a fall happened, it happened. Even after her fal

between the first and second interviews, D.B. stated that she felt the sgregaraing any
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falls. K.1. also stated she was in a place that would take care of her andis#) she just did
not think about it.
Theme 4. Language Regarding the Fear of Falling

Prior to conducting this study, | believed 1) anyone who fell would have at least a
temporary fear of falling (temporary being anywhere from a fewg timg few months); 2) this
fear would be something that they felt on a daily basis, throughout the days@)thalght this
fear would cause them to limit their activities, and that this restrictmridatrigger social
isolation, depression, and/or anxiety; 4) | felt that fear of falling weedething in that it would
prevent people from living full and happy lives; 5) | thought that falls would caaseahthe
fallers to have an immediate, long-lasting fear; and 6) | did not feel theaald&mnwould
necessarily have the emotional or physical energy to endure issues shiamasroedical
problems, loss of a loved one, or other obstacles.

Theme four looked at what the participants thought and did regarding a fatingt
Only six participants stated that they had a real fear of falling. Durenmnterviews, the
participants stated whether or not they had a fear of falling, theurd&sitregarding falling and
its aftermath, their resolution to continue on with their lives, and what they didvienpifalls
from happening.
A (Mostly) Positive Approach

Fear vs. No fear of falling.Those participants | interviewed twice did not change their
opinion between interviews. Six of the participants stated they had a fellingt fa.F. said he
“had a fear of falling after | did my back. You always have a fear. Mates Yoeliever.” L.N.
said she had a fear of falling “‘cause | know | can fall. Just about every tiroee | think about

falling.” A.C. stated he “did not have a heavy fear of falling,” he was just “stggreus.”
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However, after reflecting, A.C. said, “They equate the same, probably.” C.E. saitbeshe
couldn’t explain her last fall, she was afraid.

N.S. said she did have a fear of falling, “but it's common sense. | know what to do about
it.” E.E. said he had a fear of falling, but “it doesn’t restrict me.”

Other residents asserted they did not have a fear of falling. M.F. statetiriat Have a
fear of falling, but his third fall made him more aware than the previous two, arieeafait
would make an “indelible impression” on him. N.L. stated she did not have a fear of falling, but
it might affect her subconsciously, but not consciously. When asked if he wast éédiadling
again, B.D. was fatalistic about it: “Probably will [fall] someday. Ityrba the last time | do it.”
Q.A. related she was not afraid, she just kept going and moved on. When | askedsbelvas
afraid of falling, she said, “No, | wouldn’t say so.”

Variations in attitude toward falls. These participants remained adamant about their
positive attitudes in the second interview. When the participants had fallerieweoy them
thought of their falls as debilitating, some were temporarily frightenkde wthers dismissed
their falls. C.E. stated “That’'s why that one [the fall where she injuredentabra] frightened
me so—because, as | said, there was nothing in between. My being upright andgronkim
floor.” The few who were frightened of falling remained frightened bettbe first and second
interviews, so it was probably more than a temporary anxiety.

In her first interview, D.B. stated if she fell, she fell. D.B. then hadl arfa stated she
had “had a bad fall recently” and she repeated twice, emphatically, shegmatbtered to
death.” She was also “afraid that | had hurt this hip again.” However, she chuckled and
continued her story by saying, “But | don’t think | had any reaction [to the fall]”tands

“business as usual [afterwards].” She also said, “I don't fall. Did | indibatd fall?” despite
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having fallen within the last six months. D.B. felt as if her fall was aiacstand not anything
to dwell on.

Q.A. declared, post-fall, “You can’t anticipate these things.” She also sad, think
it's not going to happen the next time.” N.L. believed even though she took precautiores, “thes
thoughts [regarding falling] do not affect my activities and | try to be aperbent as possible
and | want to preserve my independence and not have to rely on anybody else.”tBdO!I5ta
just more cautious.” Two other participants, K.I. and M.F., looked upon their falls as just
mishaps. K.I. described her two falls, which happened several years agoreggsiamn
accidents!” When | asked K.I. what falling meant to her, she said, “Get up!” anuethizils
were just “run-of-the-mill accidents.” She also stated that “Fallisggoes not occur to me. |
just don’t know how else to say it.” M.F. had three falls, but looked upon his first two as “stupid”
and “careless.” Q.A. also said her “falls were just accidental.” E.Eedstdim doin my best not
to fall. That's all | can say.”

Pride. Three residents mentioned pride in relation to falling. E.E. stated “| am cedvinc
that most falls | see around here—I’'ve seen a few good ones—is because peayeusd
their walker or their cane—the pride. Most of the damage I've seen done around hieles i&tpr
another time in my life | think | was the same way, but I'm older now.” N.S. dgséating,
“There are a couple of people around here who are having bad falls recently. Theserentin
who are just too proud to use [mobility aids] and now they’re paying for it.” D.O. had
experienced these feelings himself: “I'll ask somebody to please help mendtarshamed to
go and ask somebody to help me. | was in the beginning—well, not ashamed, | would feel

funny—Dbut then | would.”
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Resilience Again, these participants remained true to their original statemejaisineg
their attitudes. The participants in this research study all had multigta peablems, including
bouts with cancer, heart problems, diabetes, high blood pressure and cholestatigl, arthr
Alzheimer’s Disease, Parkinson’s Disease, hip and knee replacementgspsieapchronic
obstructive pulmonary disease, incontinence, and depression. However, most parthaEdaant
positive outlook on life and tended to minimize health problems and falls. D.O. statedtifl’
gonna be alive at 100.” A.C. declared, “I have a pretty happy, full life. Lotseofds.” D.B
said, “For all my ailments, I'm pretty healthy.” C.E., during her fing¢rview, discussed how
important having a dog was as far as her motivation to exercise and be actifgdt [8dgeshe
lacked incentive and energy without a dog and was looking to adopt a dog since her previous dog
had passed away. C.E. did adopt a new dog between the first and second interviews and had a
more positive attitude than during the first interview. She stated, “I'm backérvdsked if
caution would cause her to slow down, N.S. said, “I think if | wanted to do it, I'd forget the
caution.” N.A. stated “Outlook helps a whole lot.” N.L., when she had fallen and was unable to
rise, stated that she found the situation funny after awhile. She was alscetdotrying to
draw attention to herself and scooting to the kitchen to get water out of thered¢fnide stave
off dehydration. Q.A. said, “My feeling is you do all you can as long as you oastop is not
good.” D.B. agreed: “I try to do as much as | can.” E.F., despite a stated fakingf declared,
“You gotta do what you gotta do.” N.A. did not have Cypress Glen change her linenls: “I st
make my bed up and stuff like that. A lot of the people in the cottages over here dedninegc
women to make their bed, but | don’t see any point in that. Not yet, not yet.” Even thdugh L

had a fear of falling, she also made the comment, “You have the fear, but you keep on doing
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what you have to.” D.D., after her fall, went to the rehab department for sixalggstherapy
to prove she was capable of moving back to her apartment.
Attitudinal Benefits

Lack of activity restriction. K.l., D.B., and D.O. each made a decision to cut back on
their activities between the first and second interviews. Of the fifte¢icipants | interviewed,
only three felt they had restricted their activities due to a fear they faighgain. E.F. said,
“You would place restrictions on yourself—I might get hurt, so | wouldn’t do it.” Sincéake
fall, L.N. had not gone out to eat (the activity she was doing when she fell)fased¢o
participate in activities that involved a lot of walking. She also felt vulneralderhe when
going shopping, so she had given that up and ordered clothes through a catalogue. D.D. said
there were things she didn’t do in case she might fall.

Most participants had given up certain activities they used to do, but did not attribute the
activity restriction solely to a fear of falling. Balance issuesioted C.E. and E.E. C.E. no
longer maintained the plantings at her house, and reduced her involvement in gardehang for t
Memory Care Cottage, due to having lost her balance while trimming bushes. E.E. mo longe
golfed because he kept losing his balance, and, after his last fall, which happéreed in t
bathroom, was afraid to enter his shower. He declared, “I just lost faith in hyg&tl some
assistance from the rehab department at Cypress Glen, E.E. overcarae dusctdy and had no
current qualms about showering.

Most of the participants who had slowed down felt as if their reduction in actwiies
brought about more by the aging process in general; they lacked the strehgtamina to do
what they had done before. N.S said, “I tire readily, but if | sit down for awhigepup.” D.D.

no longer traveled and rarely went on outings. K.l. gave up gardening, except fonemnat
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the entrance to the D Wing, and she and D.B. decided they could no longer represent Cypress
Glen at the CCCR of NC. D.O. recently excused himself from the executiveodstep of the

Care Buddies Program. Many of the participants felt as if they weldeutwatravel anymore,
especially by themselves.

Some of the participants felt they had not changed their activity level. At€d stt
hasn’t slowed my desire [to do things] or my actual activity level.” M.Feedjthat he has not
changed his activity level or his approach to activities. K.I. stated she ptgsiaal person and
she liked to stay busy.

A positive change of habitsSome participants had made modifications between the two
interviews. Many participants stated they had become “more carefuleaslaof falling. Most
participants stated falling had made them more aware of their surroundingscianged how
they walked. D.B. said she used to look down all the time, but with the help of K.I. she was
learning to keep her head up to look where she was going: she was “very sthiightoh the
other hand, looked down to make sure her of her footing: “I kind of walk with my head down all
the time, because if there’s any variation in the pavement, why I'm afliasdtth it with my
walker and fall.” M.F. also stated after his third fall “he looked down to see whefedtiwere.”
N.S. made the comment she didn't “try to go sailing off on my own” in case she tilieahed|
in which case she grabbed something.

Understanding of environmental hazards Between the first and second interviews,

C.E. had adopted a new dog, but her experiences regarding having a dog remaineé.the sam
Many of the participants interviewed already knew about removing environrheztads
within their dwellings. Twelve of the fifteen had clutter-free pathwassuhout their living

space. D.B. said she tried to keep a clear path through her household, and she tried to keep
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everything where it needed to be. Some participants mentioned throw rugs ahthstatmly

had those with non-skid backing. Two participants who used oxygen at night made sure the cords
were positioned out of the way. E.F. said maintenance had come in and nailed his aBygen t
around the walls by the floor so he did not trip on it. Eight residents either kept a higbrligr

had some other means of being able to see at night if they had to get up to make trips to the
bathroom or kitchen.

As mentioned before, Cypress Glen had installed DME throughout the site, so
participants had these items in place. In addition, several of the participdritsdrails to help
them shift position and make it easier to rise from the bed. E.E. had a urinal thad henigét,
rather then make a trip to the bathroom. N.L. had a nightlight that went around her head so sh
could have her hands free for the walker if she needed to get up in the middle of the night.

L.N. mentioned wearing socks because she felt it helped her neuropathies, but
“Sometimes my socks get—they’re big, ‘cause my feet and legs swelbsitd lyet bigger size
socks—sometimes they just about fall off and | have to be careful that | don’t stegnoand
then fall.”. She said, “My shoes are so heavy-- diabetic shoes, they turn nmglldgea they
make my ankle hurt.” Two of the participants mentioned they knew they had clotteveae
aware stuff lying around was a problem. D.O. said “Anyone walking in might sgyGGddl,
what is this?’ ‘cause | got stuff all over.” E.E. said, “That's my problende#i’'t pick up.”

Three of the participants had dogs, which can be considered an environmental h&zard. Al
three participants walked their dogs with leashes. Two of the participantaahemtsithey used
while walking the dogs, and both commented on the awkwardness of handling the leash and the
walker simultaneously, along with keeping track of where the dog was. Q.&d sta was more

apt to lose her balance when the dog was to the side of the walker rather thanotat brelfack.
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Q.A. also commented on having to use a leash on the dog in the house when someone came to
the door to prevent the dog from darting out. Her fear was she would trip over theldash
answering the door. Q.A. was contemplating purchasing a screen door so the leash @n the do
would be unnecessary.

Theme 5: Mobility Aids

Theme five discussed the use of mobility aids by the participants. Residegisegd<C
Glen acquired a mobility aid three ways: by doctor prescription, through trebR&ation
Department, or by purchasing one on their own. The Director of Rehabilitation r@sSyplen
stated residents got the devices from her department in one of two wayssiivadgiby
undergoing an initial evaluation upon arriving at Cypress Glen and the second wambgyda
have rehab at some point while at Cypress Glen and being evaluated during theatababil
process. The Director of Rehabilitation said when the residents wevagehlit was hoped they
could get back to unassisted ambulation. If this was not the case, then the resdardluated
as to what type of mobility aid was most suitable for his or her needs.

Of the fifteen participants, three used canes, twelve had some type of walkéreand f
people had power chairs. Three of the participants did not use any type of mabdityakh. Six
participants used two different aids, and one participant had three types of aideVhaksef
aid increased slightly for Q.A. and C.E. between the first and second intervidwsis@d her
walker more often due to further deterioration of her back because of scoliosisEE@he felt
that her continuing balance issues warranted using a walker for longer distarigevas
temporarily using a power chair to get to the central part of the building dueggeoblem, but
anticipated a return to her previous level of function after some medical atten#iomad hurt

her knee and because of that was using a golf cart or riding the tram to get tortteliiding
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rather than walking over; she also hoped this was temporary. None of these cpgegesd to
change the participants’ responses to questions regarding falling andrtbefédiang during the
second interview. In fact, Q.A., D.B., and N.A. agreed wholeheartedly with whahaldesaid
before.

Use of Mobility Aids

The use of mobility aids did nit change from the first to second interviews. The
participants viewed the mobility aids in various ways, from a godsend teeandable change.
Some of the residents decided for themselves it was the right time to have ledtmmayound.
When asked why he had started using a walker, D.O. responded it was due todfibdtensce
and the fall where he hit his head and shoulder. E.F. stated he felt his walkeetiesthan the
cane, ‘cause it's more substantial and you got both hands clear.” N.L. apporédugaportability
of her walker: “I put this in the car so much and the other kind are too heavy.” B.D. &&id, “I
can't see my walker, I'm worried.” E.E. called his Rollator walker‘hig reliance,” that it
“gave him the courage to go out and do what he needed to do.” Q.A. recognized she had
“declining mobility” and said she really “does not walk much without her walker.” She said
her walker “is so light and easy to pick up and put in the car.”

Conversely, A.C., who had just gotten his Rollator walker, felt “psycholdgitedre’s a
negative to it. It puts me into the category of the handicapped; a differegboat He also
stated he could be logical, but he still felt “different.” During C.E.’®©8danterview, when |
asked her if she used the walker indoors, still said, “I refuse to do that.”

Within the Dwelling
There was no change in the use of mobility aids within the dwelling between tranérst

second interviews. Many of the participants changed what type of mobilityegidised
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depending on where they were. Inside their dwellings, the participants werékalyréo use a
lower level of mobility aid, or none at all. D.O. stated he had “two levels of aid; andenone
is in here [the apartment].” However, as stated above, D.O. looked to his furniture insave
should he fall. A.C. did not use any form of mobility aid in his cottage, either. Hel $tatdid
not use the walker in the house because he did not have to walk very far. C.E. also did not use
her walker or her cane inside her cottage.

N.S. asserted she used her cane in the apartment, “so | can go from pieceuré fiornit
[piece of furniture],” yet she felt “I seem to get around the house prettyavele most part.”
N.L. stated she did not always use her walker in the house: “| answered the door thehout
walker. No, | don’t always use it, but most of the time | do.” E.E. declared, “Thasdrwe
got to give this up [the Rollator] and move around someplace, | use the cane faystabii
stated she used her walker all throughout her apartment. Q.A. used her walkdrandee
because she had scoliosis and could not walk well without it. D.D. said afteritehabishe
could not have moved back into her apartment unless she had a walker. She stated she had to get
rid of three pieces of furniture to make room, “’cause | have to be able to maheuver.
Outside the Dwelling

Again, the use of the aids did not change between the interviews, except for D.B.’s
temporary use of a scooter outside the residence due to a hip problem. When tipamisrtici
moved around outside of their dwellings, most chose to use a mobility aid. The Dafector
Rehabilitation commented on the long hallways the residents must traverséotagevities
and food as a reason for having a mobility aid. D.D. stated she used her paner gho the
dining hall because “it’s too far to walk.” When Q.A. went to the dining hall, she drove over

from her cottage, then used her walker in the main building. E.E. stated he walked tanipe di
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hall with his walker for breakfast, but when he went for the other meals he used hi<paive
“50 per cent of the time.”

N.L. used a walker whenever she went anywhere, both at Cypress Glen andidethe w
community. C.E said, resignedly, “I'm using the walker now when | walk outsg&ee"then
said, “l only use my cane when | walk along the berm—I feel comfortablel like if | fall,
it'll be on something soft [the grass].” She asserted she just used the walkeherluiah lser
half mile walk with her dog. C.E. had just adopted the dog, and was working with a twainer t
acclimate the dog to a walker so that they would not get tangled up when tkeg waether.
Q.A. also walked her dog while using a walker: “She pulls, but | have to pat myselio8sn’t
frighten me.” A.C. said he used his walker everywhere outside the house, includinggvtalki
the dining hall and walking for exercise. D.O. had all three types of mobdiy @ cane, a
walker, and a power chair. He declared, “I try not to depend on one particular mode of
transportation.” For use outside the apartment, D.O. stated he mostly usetkéreowtne
power chair, but he asked himself, “How do | feel? Am | late? Do | have to takefahings
with me to a meeting or something?” before making his decision.

Cautious vs. Fearful

None of the participants interviewed twice changed their definitions of ceanid fear
between the first and second interviews. All the participants were askefthi @aitious vs.
fearful. | found it surprising that many of them answered with their mobitityia mind. D.O.
said cautious was: “now be sure and bring something with you: the cane orkbg wdhile
fearful was “a serious accident that could be avoided by being cautious.” D dhdevas
“careful in everything | do,” moving and thinking. Her roommate desciibh&d as “deliberate.”

D.B. felt fearful was “afraid of something.” A.C. said cautious was “holdirgl la&d watching
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for danger before you go there.” “Fearful means frightened that sometinging possibly
happen to you.” To C.E., cautious meant taking her cane, watching that there’s nmothang i
way, looking out for uneven surfaces. Fearful meant you wouldn’t go anywhele‘vbal
would just be right here and never go.” N.S. said caution is “Just common sense. You begin to
know your own limits.” N.A. described fearful as “your mind is unsettled, not at¥es
couldn’t sleep or feel normal.” She thought of cautious as “Attention. Paying attevithen |
walk, if | focus, fine.” N.L. said cautious meant not walking without your wdlihough she
did at times]. E.E. stated “Fearful is—if | walk with this thing [the Riif], it's because I'm
afraid. Cautious is using the equipment.” L.N. said “fearful means I've gotcarkéul, and
cautious means that when I'm up, I've always got a hold of that—in the bathroom, htugo a
right to the commode with that [walker]—I don’t leave it.” Q.A. assertedtioas is when I'm
walking with this walker, and | go from the street level to the curb level, thatitubber end
down first, going up or down. Fearful would be afraid to go anywhere.” She also believed
“fearful would be afraid to go anywhere and I'm not, so that is a distinction.” fat€dsbeing
careful was to “be in a place, | guess you could say, be in a place wioeitd tatch myself in

case | did go off balance.”
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CHAPTER 5: DISCUSSION

The objective of this study was to provide occupational therapists with insight into how
falling and the fear of falling impacts independently living older adults in antong care
retirement community. The data revealed themes that may give ressactidnealth care
providers a greater understanding of the needs of this particular population.

Older adults have particular health risks, two of which are falling and anefdalling.
These subjects are important, in part because of the aging of the United Statasgmofiiere
will be more older adults in the population in the coming years due to the aging Bathe “
Boomers” (NCDHHS, 2008); there will also be a concomitant rise in the numsdrsodirid
perhaps the fear of falling. This in turn will cause a greater economic impaetakshare in
the burden of paying for the health care costs associated with falling Miagralso be a
personal cost, as the older adult who falls and/or is afraid of falling nfaesgilct activities
due to these problems. This may create a vicious cycle of loss of confidencedotigw
inactivity, followed by a greater loss of confidence followed by grdatel of inactivity, and so
on.

The subjects of falling and the fear of falling are multifaceted and compixyavious
factors influencing and being influenced by other factors. Falling is knevagariatric
syndrome because of the likelihood that multiple underlying concerns platyia adall
(Flacker, 2003, p. 575). Intrinsic factors, extrinsic factors, or a combination offfagticause
falls. A simple example of the intersection of factors is poor visionrigadia stumble on an
uneven sidewalk.

Understanding the effects of falling and the fear of falling is not only imptdida older
adults, but also for occupational therapists, other healthcare providers, anchersesitxlying

this population. Examining a particular segment of the older adult population, suchras olde
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adults at a CCRC, not only offers a concentrated examination of falling afehtha falling,

but also contributes to the overall knowledge of both subjects. Examining whatikfe fisr|
older adults at Cypress Glen adds to the research on falls and the feangbfadiause it
illustrates how this particular CCRC plays a role in the perceptions of tliegeadults. Older
adults living in a CCRC may have a different perspective on falls andahefftalling from
other segments of the older adult population, like those who live in the community or those
living at a SNF. Because living at a CCRC is a relatively new conceptn@ptkihat

population for information on falls has been ignored. In addition, research into the subjective
aspect of falls and the fear of falling with the older adult population has also besa Jjber
purpose of my research study was to understand this unique viewpoint; thereforegamshres
guestion was “What is the perceived impact the experiences of falling anatloé falling have
for older adults who live independently in a Continuing Care Retirement Communityemeas
North Carolina?”

It is known that there are many different aspects to falling and the fedlhingfThe
participants’ experiences mirrored this in their interviews. The evedpravided was anecdotal,
however, the participants’ first person accounts gave the research immeatiachieved
through quantitative study. The words, phrases, and narrative stories they tseadpogtant,
but their inflection, tone of voice, body positioning, and body language gave further meaning t
what they were saying.

Many of the participants had intrinsic risk factors predisposing thenrddating.
Fourteen out of the fifteen participants were over the age of eighty, whichthesddour times
as likely as their younger cohorts to experience g Tatletti et al., 2006, p. 718Nine of the

fifteen participants were women, whose gender also predisposed them atea iggk of injury
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when falling (CDC, 2007). Several of the women were taking calcium suppteneither orally
or by injection, to help stave off loss of bone and prevent fractures (Office afyiet
Supplements, 2009). Twelve out of the fifteen participants admitted to experierazirgess
and/or a loss of balance as they rose from a seated position and/or walked. Althwtegen out
of the fifteen participants walked outside of their dwellings, not all ppétied in an exercise
routine, and most of them were not getting the minimum amount of physicalyactivit
recommended by the National Institute on Aging (2010). Two out of the fifteen partisi
MMSE scores suggested a level of cognitive deficit that could predisposeatiaits. Each
participant | spoke with had had cataract surgery, but only one participant had éyghe
problems, that being macular degeneration. Since visual deficits have bedredlaatone of
the top four fall risk factors, all of the participants may be at a higher risall®(Painter,
2009). Two of the fifteen participants were also clinically depressed, anottiesic risk factor
for falls (Stel, Smit, Pluijm, Lips, 2004, p. 63).

These participants also had some extrinsic risk factors that could chsiSEhigee of the
fifteen participants had clutter within their dwellings, but two were mindful optbblem and
actually pointed out this condition in their interviews. Three of the participamsddogs,
another potential environmental risk. Polypharmacy, another top four risk faatotef?2009),
was prevalent with ten participants, and all ten were either taking argrtbgpive medication
and/or antidepressants, both implicated in causing dizziness (Leipzig, Cumminget&, 1909,
p. 33). One of the participants was diabetic and had heavy shoes that made iffrooltet@li
walk. The final extrinsic risk factor, previous falls, affected the twelvegi@eints who had

fallen in the past. Any fall predisposes the person to having another fall, but only tciparar
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could be classified as a recurrent faller (having had more than one fall in six tino@period).
(Hill, Womer, Russell, Blackberry, & McGann, 2010, p. 1769).

Multiple risk factors combine any number of intrinsic and extrinsic fall askofrs
(Godfrey & Studenski, 2010, p. 185), which all of the participants at Cypress Glen reported. F
example, some participants were over eighty years of age, took more than dozatimes, had
a cognitive impairment, and reported balance concerns and home safety issuedicijpanpa
with the fewest risk factors had two issues, age greater than eighdyayebbeing of female
gender. The two participants with the highest number of risk factors hadjsigreater than
eighty years, being of female gender, taking multiple medications, balatceitition issues,
and previous falls.

Risk factors prevalent for the fear of falling include: frailty, psycho$éators, age,
gender, a history of falls, environmental hazards, and the severity ofysdaits experienced
(Arfken, Lach, Birge, & Miller, 1994, p. 567; Bertera & Bertera, 2008, p. 56; CDC, 2007,
Filiatrault, Desrosiers, and Trottier, 2009; p. 891). Thirteen of the fifteditipants reported
frailty concerns due to lower extremity weakness, lack of stamina, lactasfde, and/or the use
of a mobility aid. Interestingly, only one of the four participants who reporte@skgpn, a
cognition impairment, and/or a permanent state of anxiety also reportecdbé fdang.
Conversely, past research has shown older adults who have both depression and anxuegy are
likely to develop a fear of fallingJesari et al., 2002, p. 7RAs stated before, fourteen
participants were older than eighty years of age, and nine of fifteeweenen, two other risk
factors for fear of falling. Another risk factor, a history of falls ,gkevant for twelve of the
fifteen participants. While outside environmental hazards could not be controlledilsex of

fifteen participants had environmental hazards within their living spacedla3eelast risk
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factor for fear of falling is the characteristics of a fall. When andevtiel the fall happen? Was
there a resulting injury? Thinking about a previous fall may cause the perfean another fall.
Six of the participants did have a fear of falling, and all six had had previous falls. aftthe
participants felt that they had a fear due to these falls in the past.

However, when these participants spoke about falls and the fear of falling, threeglsee
to be two mitigating factors that helped allay these concerns, resiieddecation. The first,
resilience, was a characteristic | found to be prevalent in theseifemts although none of
them used this word to describe themselves. Wagnild & Collins (2009) describenhoesds
“inner strength, competence, optimism, flexibility, and the ability to cometfely when faced
with adversity” (p. 29).

Another definition of resilience is having traits of “purpose, perseverance)igqya
self-reliance, and existential alonene@&agnild & Collins, 2009, p. 30). Purpose can mean
having something to do; an occupation. All of the participants had a physical actisdyial
activity, and/or a volunteer job they had undertaken, and therefore, had purpose in their lives.
Perseverance is the ability to keep going, despite obstacles in the pathth&llparticipants had
faced difficulties such as the loss a spouse or a chronic medical problem, butdrtanage
continue on with their lives. Equanimity is the ability to take highs and lows in stride epd ke
life balanced. One of the participants said that he probably would fall again,rendid, it
might be his last fall. However, he was not unduly upset by this thought. Satieeeigaa “belief
in one’s personal strengths and capabilities” (Wagnild & Collins, 2009, p. 30). Many of the
participants saw themselves as capable individuals who managed theiodtaiigs without
assistance. Existential aloneness is the understanding that each persereist @iffd because of

this, some experiences are shared, while others are handled alone. While nonerbt€ienps
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talked about this, they seemed to have an inherent understanding of their places anestlasi
opposed to others'.

While most of the participants at Cypress Glen had experienced falls anafdnies,
and some had a fear of falling, they were resilient enough to continue on with theadi@in of
their lives. Some participants used the falls/stumbles as catalystsafoging how they moved
and some began to use mobility aids to help prevent problems. Some became more cautious, but
for the most part did not restrict their activities or change their levetioftagcEven those
participants with the greatest fear of falling did not restrict thetivities.

The second factor that helped alleviate the participants’ concerns watitigecfe
Cypress Glen itself. Aging in place is a concept that embraces tlseoie&lusion, health,
engagement, and interdependence (Thomas & Blanchard, 2009, p. 14). In part, these elements
can exist because as the older adult ages, they remain in the sartye fagilig in place
concepts are compatible with ttieeory of‘therapeutic landscapethich suggests “how places,
and the relationship people have with those places, can have beneficial effeet-baing”
(Cutchin, Marshall, & Aldrich, 2010, p. 118). A setting that enhances health, inclusion,
interdependence, and engagement is therapeutic for its residents. Glpresss a
“therapeutic landscape” for the participants.

The descriptions of the setting provided by the participants delineated not only what
amenitiesand services Cypress Glen had, but illustrated how the participants usetdllitiye fa
and what they believed the most important features to be. In addition tamehbow, wheré@n
what setting) the activities took place and we participants were with as they did the

activities were other important elements when examining the therapeunefits of Cypress
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Glen. Participants used all of these components to describe the role Gyieregdayed in their
lives.

According to Cutchin, Marshall, & Aldricf2010),there are a number of things about
CCRCs that can be considered therapeutic for older adults (p.Cil#@hin, Marshall, & Aldrich
(2010) believe environmerg a therapeutic eleme(d. 120) and that symbolism within the
buildings at a CCRC is typically meant to establish certain culturaésaif the generation
living there as well as provide a sense of who the residents view themsemg@bers of a
higher socio-economic class (Cutchin, Marshall, & Aldrich, 2010, p. I2(.appearance and
connection the building design makes with its residents is one aspect of enviroinaother
agrees with the concept of livable communities, which suggests spaces for pridespyaces for
interaction with others, landscaping that is functional yet complemenfiacihy, and ease of
use for all (Hrehocik, 2009, p. 20). The environment at Cypress Glen included the physical
layout and various services and amenities available to the residents. feresseated a
parklike setting for its facility, and residents on all sides of the building andghout the
cottage area had a view of more than just concrete or pavement. In additions@jpres
provided many of the details older adults look for both inside and outside of the residezices
lit grounds, landscape detailing, full-size appliances, spacious rooms, wiringtfookegy, and
lots of interior light (Hrehocik, 2009, p. 20). There was a main building with centralyeldc
rooms for various community gatherings, interior hallways for resideatsgdortation for those
in outlying buildings, and a neighborhood feel. Cypress Glen was cognizant ofpibreainte of
these features to the quality of life for the older adults living there.

Another component of the therapeutic landscape was security: physical, pgieiol

and communalCutchin, Marshall, & Aldrich, 2010, p. 12 hysical security is the knowledge
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that the community has measures in place for emergencies, such as medieaigevia/or
unlawful acts. Cypress Glen incorporated a PAD system, but also employatyspands to
patrol the grounds and buildings in addition to assisting the residents. Added to thahas inte
feeling of security. This psychological aspect, again, is also a hklwhaging in place. The
residents knew that their needs, whatever they might be, would be taken carplypbsi
residing at Cypress Glen. They had independence, but if an injury or tloessed, they would
not have to leave their surroundings to get assistance. Finally, there isutiy sé¢bdeing
surrounded by familiar staff and residents. This is a part of social capitellapeople forming
voluntary, reciprocal relationships and being able to call on each other when ndsaled$ &
Blanchard, 2009, p. 12). The staff at Cypress Glen showed care and concern for those they
served, and it was apparent to the participants that this was true. The residdotskals$ out for
each other, both through strong interpersonal relationships and the Care Buddies.program
The communal design of Cypress Glen might also be considered therapatdiun,
Marshall, & Aldrich (2010) state:
For many new residents of CCRCs, the communal experience of shared dining), share
spaces, and interactions is a change from pre-CCRC life. While new resatents
important adjustments in a CCRC community, the formation of communal relationships
among residents, staff, and family is most likely a positive process (p. 120).
Aging in place and social capital also recognize that shared ties unite cdrasand provide a
sense of inclusion. The importance of community cannot be understated when it comes to
describing the lives of the participants at Cypress Glen. Many partisipammented on the
dining hall as one of their favorite places at Cypress Glen, a space forzeugaith friends

and family, and other activities such as Resident Council meetings whergdteeg part of a
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group. There were exercise classes, arts and crafts, opportunities foragmes and various
social activities and volunteer opportunities to further connections among resideaddition,
the residents themselves formed an organization, the Care Buddies, to act as dsupped
in need. Being a Care Buddy demonstrated a willingness to participate in cogniifeinit

Social capital’s main concepts are that the relationships are voluntary aumal.mut
Residents at Cypress Glen interacted with the staff, other residesmigsfrand family members.
Two of the participants had spouses, who were central to their lives. Particijgsmisnad other
family too, but for many, their relatives were not close by. However, for thasevere,
participants often stated that they joined in on- and off-campus activitiebdogeiany
participants mentioned friends with whom they did various activities, from eixeytos
traveling to playing games. Participants often recognized the staff fonth@nd energy they
devoted to the residents, above and beyond job requirements.

In addition, “A fourth dimension of the therapeutic landscape of CCRCs is theséng
activitiesstructured into the settif@utchin, Marshall, & Aldrich, 2010, p. 120). Cypress Glen
provided a Resident Program and Activities staff that organized activities angspsupplied
someone to set-up and tear-down for activities, sponsored classes for art, coanplubéner
learning experiences, and generally assisted residents in whateyvesotlid like to do.The
participants were enthusiastic about the extracurricular activities chwhey took part. All of
the participants had occupations within the community which added to the fullness lbf¢ke
The participants engaged in physical activity, as well as socigit@siand volunteer work.
Rudman and associates (1997) found that activity, for older adults, is an important corttwibutor
“well-being, identity, social experience, time organization, and the atiegrof past, present,

and future” (p. 647).
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Understanding the mitigating factors at Cypress Glen that enhanced ergagah
activity led to a greater understanding of what falling and a fear ofgalbnstituted for the
older adult who lived there. In the study done by Cutchin and associates (2010), it was
discovered that the typd activity changes when an older adult moves to a CCRC. Some of the
activities that decreased were housekeeping, cooking, and grocery shoppinghevhiied that
increased included exercising and attending concerts and movies. Evidence fress@Glpn’s
participants followed the same pattern. This turn to activity that is of a moa¢ isaiuire
illustrates a lifestyle more concerned with personal well-being and soetdvement, which in
turn leads to greater life satisfaction and quality of life.

Successful aging can be defined as “the enjoyment of health and vigor of the mind, bod
and spirit into middle age and beyond. For many, it is also the freedom from impiagmalethe
ability to live independently” (Wagnild, 2003, p. 43). Participation in physical actwit social
activity and absence of disease and disability were indicative of succegisig) as were having
close personal contacts and freedom from depression (Wagnild, 2003, p. 43).

In looking at the participants in this study, many embodied the spirit oeressliand
successful aging. Many appeared vigorous in mind and spirit, which to a cereaihasdrcame
the debilitations in their bodies. Almost all participated in some physicaltgctind all
participated socially. All of the participants lived independently, although tieeged help in
the morning for bathing and dressing. All of the residents had at least one clos@apevatact,
and no more than two were clinically depressed. Out of the fifteen participantsjodgclared
an outright fear of falling, and many of the participants seemed to shrug diflthinéy had
experienced. In addition, many of the participants, despite having had aefalnet recurrent

fallers (experiencing two or more falls in a six month time frame). Mylailds allowed most of
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the participants to experience the freedom of independence, and were intrinsic to the
participants’ ability to be resilient.
Implications for Occupational Therapy

Findings from this novel qualitative study present occupational therapy joraat# with
an opportunity to better understand falls and the fear of falling among indepeiakr adults
living in a CCRC. Additionally, results provide a picture of what living at a CCRC is like,
which helps explicate how falling and the fear of falling are perceivédsavenue.
Occupational therapy practitioners could use these findings to discover whatnsoae
prevalent for older adults living independently at a CCRC and what diminishes thosensonc

While there were identifiable factors that could lead to falling and/or thefdalling in
this population, the most important point to appreciate regarding these oldemautteeir
resilience, or their ability to bounce back after a fall and/or stumble andwemin with their
lives. Though twelve of the fifteen older adults interviewed indicated they hewl & least
once in the past five years, there was little diminution in participating indbeimunity. Being
cognizant of their vigor, activity level, and passion for life would be importarddoupational
therapy practitioners in developing wellness and fall prevention programkléradults living
in a CCRC. Engagement in purposeful activities is a basic tenet of the conaptterapy
profession (OTPF, 2009, p. 672). Since a component of resilience is purpose, occupational
therapy practitioners should make sure their programs give this populatioseao$@urpose,
especially when directing wellness programs.

The primary intrinsic fall risk factors identified by the participantthefstudy included
balance and vision deficits, cognitive insufficiencies, depression, and lacksa¢ahactivity.

The most prevalent extrinsic factors associated with falling weng @isrniture and other unsafe

132



items for assistance and polypharmacy (especially the use of antsdayisesnd anti-
hypertensive drugs). Thus, occupational therapy practitioners and other hea&tisipratls
working at a CCRC should develop a comprehensive fall prevention program. Fall asggessm
should address balance issues, vision and cognitive deficits, depression, angigtyysical
activity level, while environmental issues should be approached from an educdadodabit.

As seen in many research studies, a multifactorial approach to fall poevsrthe preferred
method to address the concerns present with this population (Godfrey & Studenski, 2010, p. 185;
Nevitt et al., 1991, p. 169; Tinetti et al., 1988, p. 117). Multifactorial intervention programs
concentrate on various identified factors that place an individual at risk fr@atupational
therapists are suited to administer this type of program because our top-dovachpets us
address problems from a comprehensive perspective, looking at the whole indivtitkraihvan

a collection of body parts.

Occupational therapists are well qualified to speak to the area of fall poaven part
because of this holistic style. Therapists employ a multifacetedagipto evaluation and
treatment of the whole person, including clinical reasoning, observation skillgticadakills,
and the therapeutic use of self (“an occupational therapist’'s planned use of hipensbaality,
insights, perceptions, and judgments as part of the therapeutic process” (OTPF, 2009, p. 653)
These aspects of occupational therapy help serve the needs of the clientnRadtsuca
throughout an older adult’s day, merely by attempting to engage in normal habitsitnelst
Occupational therapists can give suggestions, demonstrations, and assiste® tdewidp the
older adult at a CCRC in safely completing the ADLs and IADLs common throudteoday.
Occupational therapy is a client-centered practice as well, which tseciefnts in a setting such

as a CCRC, away from the healthcare community. Working collaborativelgli¢ghé and the
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occupational therapist can plan goals and an individualized course of action, in atwagetsa
the client’s needs and desires. For falling and the fear of falling, thupatenal therapist could
schedule a home visit to determine what, if any, environmental hazards wsset pnethe
home. The therapist could suggest strategies to modify or create betterf\@aegging
furniture to make clear pathways. If the client had vision issues, thapibsiecould suggest
placing bright tape at the juncture of tile and carpet to help delineate theesut~uture CCRC
design

Older adults at Cypress Glen naturally gravitated to small groups eftsiméerests.
Occupational therapists could use these events to their benefit when designireyé&aitipn
programs by developing similar groups or using groups that are alreadyenBddeg in a
familiar group would put the clients at ease and allow them to draw comfort anatiespirom
each other. Using the findings for this study, a therapist could create a lgabfgpctised on
balance and physical activity deficits, such as Tai Chi. Occupationapyhgractitioners could
also set up an educational group that concentrated on identifying, eliminatirag, modifying
home hazards.

Because this study was conducted at a CCRC, the findings may prompt other CCRCs,
Assisted Living [AL], and Skilled Nursing Facilities [SNF] to repteghe successful
implementations of physical and social activities that encouraged theadldés at Cypress
Glen to age successfully. In addition, the findings may prompt Cypress Glerhan€&RCs,
ALs, and SNFs to create or modify environments that will reduce falls amdisl the fear of

falling for their older adult clients in the future.
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Limitations

Using the sampling technique called maximum variation, | attempted toahbvoad a
range as possible of experiences that occurred when an older adult felldaveéloped a fear of
falling while living at a CCRC. However, people who live at a particular C@Bnerally do so
because they want to live among people who have the same cultural values alvdseméile
Cypress Glen did not discriminate against any race, gender, or ethnicity, ivdiddrtain
financial criteria for the prospective resident. Therefore, a certénelIsted at this facility and
dictated in part who my participants would be. There were six men and nine women udjhe st
making the study slightly imbalanced when looking at gender, which could have influeaced t
number of people who fell and/or reported a fear of falling. Regarding numbers,
phenomenological studies generally look at small cohorts. However, to geeaealistic
picture of falling and the fear of falling, a larger number of particpaatuld probably have
given a more extensive variation of experiences. There was also not enoaghbrvariage,
with only one participant in the old-old category and no participants from the young-old
category, leaving almost all participants in the oldest-old group. This may hdvea lnafluence
on health problems, choice of activities, number of medications taken, level of phagtigy,
and/or other factors. All of the participants were Caucasian, so diversitynigigt and race was
not represented. Five of the residents lived in cottages, making the studynicedalehen
looking at location within the community. Only two of the participants wereietg@and only
one lived with a spouse, so there was a skew toward participants who were livingralsne
could also have caused an impact on choice of activities and the impact of the fiiagalda
to a lack of social support. Most of the participants used some form of mobilithigitho

could have had an impact on their activity level, choice of activity, and inflienteeir fear of
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falling. There was another limitation, due to much of the collected data bergsmited. This

type of information may not have been as thorough as possible, due to the subjective nature of
guestion and answer. The participant might have been reluctant to ask faratlarifvhen not
completely sure of the question, or unable and/or unwilling to give a complete daoswmgr

given question. Some participants had a fear of falling, which was not necessaritstable to
discuss, especially with a stranger. Due to the intimate nature of the sulgeotetview

process might have stopped short of fully exploring the participant’'s experighdiis
phenomenon. They might not have been as ready and willing as they thought they weee to shar
such private information.

The failure of theLivescribepen was another limitation. Having lost the audio data from
my first ten participants, | went back and re-interviewed nine of them. \\halehink this
increased the rigor of my study, it could also have had an adverse effect. Fongni thi
allowed the participants an approximately three month window to reflect onivelyatad said
during the first interview. This time might have led them to clarify and emhttwocights touched
on in the first interview. It also possibly changed my approach to the interwiginef same
reason: | had had time to reflect on the subject as well, plus | had intervige/ethier
participants in the meanwhile. Each interview added to my knowledge of the Suimethe
participant’s perspective and might have caused the interviews to be biasg¢dbaghat | had
heard previously. (For example, the idea of resilience became more appdhennésrviews
went on.) In addition, | knew the participants better than | had before, and tigatéhave been
a certain comfort level between us that did not exist during the first intenaesing them to
share more than the other five participants. Therefore, issues may have tegemsta baldly

in the second interview that the first. By that token, the five people who | only intex/iene
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time might not have said everything they could have regarding the subject duddoktioi
intimacy.

Due to the small number of participants, these findings are not readily gesigieatio
other populations. This is also true because the culture to be found in eastern North {Sarolina
not necessarily the same as the culture in other geographic locations.

Suggestions for Future Research

Additional research regarding falling and the fear of falling at aCSRheeded. It
would be of benefit to look at a wider variation of age, geographical location,igthrace,
SES, the married population, location within the facility, and a wider range inghad osbility
aids: issues this study did not address. These broader reaches of falliegraridalling

research would present a more accurate representation of CCRC communities
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X[] no source of funding exists for this research
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UMCIRB #:

Fund number for IRB fee collection (applies to continuing review of all for-profit, private industry or
harmaceutical company sponsored projects):
Fund Organization | Account Program Activity (optional)

73059

CHECK ALL INSTITUTIONS OR SITES WHERE THIS RESEARCH STUDY WILL BE CONDUCTED:

[] East Carolina University X[] Other Cypress Glen Continuing Care Retirement Community,
Greenville, NC

AMENDMENTS / REVISIONS / MODIFICATIONS

X[] There have been no amendments, revisions or modifications to the research protocol since the last review.
1 Yes, there have been amendments, revisions or modifications since the last continuing review. Attach the
UMCIRB revision form for any revision that is being considered for approval along with this continuing review.
List the title or reference each item including version date and UMCIRB approval date.

X[] There have been no amendments, revisions or modifications to the consent document since the last review.
] Yes, there have been amendments, revisions or modifications to the consent document since the last
continuing review. Attach the UMCIRB revision form for any revision that is being considered for approval along
with this continuing review. List the title or reference for each the item including version date and UMCIRB
approval date.

X[] This is not a grant funded study.

] There have been no amendments, revisions or modifications to the grant since the last review.

] Yes, there have been amendments, revisions or modifications to the grant since the last continuing review.
Attach a copy of the updated grant application with changes outlined or highlighted.

PARTICIPANT ACTIVITY

Sample size proposed in the research 12-15
Total number of participants enrolled at all research sites to date 15
Total number of participants enrolled at this site since the research was initially approved 15
Total number of participants enrolled at this site since the last continuing review o

Total number of participants completing all aspects of research at this site since the last review 15
Total number of participants involved in the follow-up portion of the research at this site 14

Total number of participants locally withdrawn prior to research completion 0

Provide specific details regarding all participant withdrawals from the research study, whether voluntary or
initiated by the investigator.

Describe any difficulties in participant enrollment, specifically if the enroliment goals have not been reached as
originally outlined. Describe the impact this will have on completing the study.

If you have exceeded the sample size initially proposed for this research study, provide a rationale.

MONITORING AND ONGOING ACTIVITIES

X[] There have been no locally occurring serious adverse events or events resulting in unanticipated risks to
participants or others since the last review.

[] Yes, there have been locally occurring serious adverse events or events resulting in unanticipated risks to
UMCIRB Version 2/21/08 Page 2 of 4
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UMCIRB #:

participants or others since the last review. Attach an Adverse Event Reporting Form for any previously
unreported serious adverse events. Applicable serious adverse events that have previously been reported
should be listed by referring to the study participant code/number, date of event, type of event, and date
submitted to the IRB office.

X[] There have been no protacol deviations/violations for this research study since the last review.

[] Yes, there have been protocol deviations/violations for this research study since the last review. Attach a
Protocol Deviation Form for any previously unreported protocol deviations/violations. Any protocol deviations/
violations that have previously been reported should be listed by referring to the study participant code/number,
date of event, type of event, and date submitted to the IRB office.

X[C] There have been no regulatory auditing activities or monitoring visits by a sponsor, institutional officials or
outside agency since the last review.

[] Yes, there have been regulatory auditing activities or monitoring visits by a sponsor, institutional officials or
outside agency since the last review. Attach a report of these activities if the outcome was unfavorable or
unacceptable. List the auditor/monitor {sponsor, institution, federal agency) and date of the activity.

X[] There has been no analysis or reports by a data monitoring committee since the last review.

[] There has been an analysis or report by a data monitoring committee since the last review. Attach the report
to the continuing review form if not previously submitted. If this report has been previously submitted to the
UMCIRB, list that date.

X[] There have been no publications or presentations generated from the local investigator involved in this
research since the last review.

[] There have been publications or presentations generated from the local investigator involved in this research
since the last review. List all publications or presentation resulting from information generated by this research
generated by local investigators or sponsors. Attach the published materials to the continuing review form.

X[] There have been no new developments generated by this research that have an impact on the assessment
of potential risks or benefits for participation in this research study since the last review.

[[] There have been new developments generated by this research that have an impact on the assessment of
potential risks or benefits for participation in this research study since the last review. Describe these new
developments.

X[] There are no additional comments or information that may be pertinent to the review of this research.
[C] There are additional comments or information that may be pertinent to the review of this research.

CONFLICT OF INTEREST
X[ ] There are no potential conflicts of interest involving any member of the research team since the last review.
[_] There is now a potential or actual conflict of interest involving a member of the research team since the last

review. Complete and attach an updated UMCIRB Conflict of Interest disclosure form.

REQUIRED ATTACHMENTS FOR CONTINUING REVIEW

***Note: To determine whether a research study should go to the full committee for review and approval or if the
study can be approved by expedited review, see |nstructions.

Full Committee Review:
e 2 copies of protocol
e 2 copies of publications/presentations
e 20 copies of continuing review form
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e 20 copies of ALL consents/assents

e 20 copies of protocol summary
**These should be collated into individual packets with 2 of the packets containing the protocol and any
publications/presentation information.

Expedited Review:
« 1 copy of protocol

1 copy of continuing review form

1 copy of ALL consents/assents

1 copy of protocol summary

1 copy of publications/presentations

***Consent Documents

1) Continuing participant enroliment: Attach one clean copy (no notes, no highlighting, no stamps or no
signatures) of the current consent document. This clean copy of the consent document will be stamped
and returned to the investigator with the current approval period. This stamped consent document
should be the only form used to consent participants. All previous versions of this consent document are
considered invalid and may not be used to consent participants.

2) Closed to participant enroliment: Attach one copy of the current consent document. Note: A stamped
consent document with the new approval period will not be sent to the investigator.

**HIPAA Authorizations and Waivers of Authorization do not expire and, therefore, do not need to be
resubmitted to the UMCIRB office.

CLOSURE OF A RESEARCH STUDY

s Each section should be completed regardless of whether this form is being submitted for continuing review
or closure of a research study

¢ No consent documents are necessary.

e A copy of the protocol or protocol summary is not required.

ACTION REQUESTED

[] Renew—continued participant enroliment

] Renew—no additional participant enroliment with follow-up for enrolled participants only, utilizing research
related interventions conducted solely for gathering protocol related information

[] Renew—no additional participant enrollment with long-term follow-up for enrolled participants only, utilizing
follow-up interventions considered standard of practice that creates no research related burden for participants
X[l Renew—no additional participant enroliment; data analysis and interpretation only

[] Terminate—research completed with no additional participant enroliment or collection of follow-up
information. Provide rationale for study termination:

Principal Investigator Signature Print Date
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APPENDIX B: Consent Form

Consent Form

Title of Research Study: The Lived Experience of the Fear of Falling for
Older Adults Who Live Independently in a Continuing Care Retirement
Community in Eastern North Carolina

Principle Investigator: Caroline R. Berry, OTS
Institution: ECU, CAHS, Department of Occupational Therapy
Telephone #: 252-744-6194

Introduction:

You have been asked io participate in a research study being conducted by
Caroline Berry. This research study is designed to better understand some
of the issues related to a fear of falling in older adults who live in a
Continuing Care Retirement Community (CCRC). A fear of falling may be
present even when an individual has never fallen before, and is more likely
to be present in someone who has fallen in the past. The test that will be
performed is to understand your level of cognitive functioning.

Further to the study, | will ask questions to find out how you feel about falls,
fear, and the fear of falling, as well as your activities and activity level and
what influences your decisions on your activities. | will also ask you about
the feelings you experience in your everyday life. You may refuse to
answer any of the questions asked of you. Your answers will be voice
recorded and notes will be taken, with your consent, during this question
period. Interview content that is voice recorded will assist the researcher in
analyzing the results of the interviews. Lastly, general information will be
gathered about your age and past experience with falls.

! will also ask you to participate in a poetry activity that will help you and |,
as partners in research, to discover feelings and thoughts about falling and
fear of falling. You may also be asked to draw these thoughts and feelings.

You will also be asked to sign a separate photographic release that will
indicate you either accept or decline to have your picture taken while
participating in this research project. Your acceptance or refusal to have
Ung  Your picture taken will not influence your ability to participate in this study.
N Your photographs may only be used for presentations of the research
study.
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fear of falling. Also, it is hoped that the information gathered from this study
will help therapists understand how a fear of falling influence an older
person’s daily life and his or her choices. You will have a better
understanding of your risks related to falling as a result of participating in
this research study. You may participate in a post-study meeting to go over
the results.

Subject Privacy and Confidentiality of Records

Only the research team members will know your results unless you provide
additional permission for your doctor to receive them also. The consent
document and the results of the test will be kept in a locked file cabinet in
Caroline Berry's residence.

Costs of Participation and Compensation

There will be no costs to you for participating in the research sudy. The
does not provide payment or medical care for research participants
because of physical or other injury that result from this research study.
Every effort will be made to make the facilities of the School of Medicine
and Pitt County Memorial Hospital available for care in the invent of an
injury.

Voluntary Participation

Participating in this study is voluntary. If you decide not to be in this study
after it has already started, you may stop at any time without losing benefits
that you should normally receive. You may stop at any time you choose
without penalty.

Persons to Contact with Questions

The investigators will be available to answer any questions concerning this
research, now or in the future. You may contact Caroline Berry at
crb0721@ecu.edu, or Dr. Jane Painter at phone number 252-744-6194 or
email her at painter@ecu.edu. If you have questions about your rights as a
research subject, you may call the Chair of the University and Medical
Center Institutional Review Board at phone number 252-744-2914 (days).
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At the conclusion of the study, an evidence-based fear of falling community
education program, Matter of Balance, will be offered, at no charge, to you.

Plans and Procedures:

Part 1: You will be asked to do the following assessment at no cost: The
Mini Mental State Exam (MMSE). This will take approximately one half
hour. Someone will read these questions to you if you have forgotten your
glasses or have difficulty reading for any other reason. You may also
answer without assistance, if you prefer. An appointment will be scheduled
at your convenience to answer these questions.

Part 2: You will be asked a variety of questions to help the researcher learn
more about falls and the fear of falling among independentiy-living CCRC
residents. You may refuse to answer any questions asked of you. With your
permission, your answers will be recorded and notes taken. If you do share
information you later decide you do not want used in the research, please
let me know and | will delete that information from my notes. At this time
you will also create a brief haiku poem that describes how you feel about
falling and perhaps draw a picture that illustrates the same.

Part 3: You are invited to participate in the Matter of Balance program for
managing concerns about falls. You would attend classes which will be
held twice a week for four weeks at Cypress Glen (the CCRC.) The classes
will last two hours each. Topics include: introduction, exploring thoughts
and concerns about falling, exercise and fall prevention, assertiveness and
fall prevention, managing concerns about falling, recognizing “fall-ty” habits,
recognizing fall hazards in the home and community, and practicing no
“fall-ty” habits and putting it all together.

Potential Risks and Discomforts

You may become tired during the MMSE and subsequent interview and
poetry activity. You will be allowed to rest as long as you like or may stop at
any time. These activities do not require a lot of physical activity or
continued movement. You may become uncomfortable answering some of
the questions. If so, you may stop at any time or discuss your feelings with
the investigator.

Potential Benefits

We hope the information you learn during the Matter of Balance classes will
help you learn how to modify your daily life and environment to lessen your
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Title of Research Study: The Lived Experience of the Fear of Falling for
Older Adults Who Live Independently in a Continuing Care Retirement
Community in Eastern North Carolina.

Permission to have interview voice recorded:

| agree to have my interview voice recorded
| refuse to have my interview voice recorded

Consent to Participate

| have read all the above information, asked questions, and have received
satisfactory answers in areas | did not understand. (A copy of this signed
and dated consent form will be given {o the person signing this form prior to
conducting any research procedures.)

Participant's name (Print) Signature Date

Permission to be re-contacted for future research being conducted by
Caroline Berry regarding falls research

I would like to be contacted to participate in future falls research

| do not want to be contacted to participate in future falls research

| have conducted the consent process and orally reviewed the contents of
the consent document. [ believe the participant understands the research.

Principal investigator (Print) Signature Date
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APPENDIX C: Interview Questions

1. What does the experience of falling mean to you?

2. What does the experience of the fear of falling mean to you?

3. Describe your falls.

4. Do you have a fear of falling?

5. Has falling or the fear of falling had an impact on your life, and if so, how?
6. What do you believe the consequences of falling might be?

7. What does careful/cautious mean to you?

8. What does fearful mean to you?

9. How long have you lived at Cypress Glen?

10.What services do you use at Cypress Glen?

11.What are you involved in at Cypress Glen? The greater community?
12.Where were you living before?/Where are you from originally?
13.Tell me about your family.

14.What kind of physical activity do you do?

15.What health issues do you have?

16.What medications do you take?

17.What kind of mobility devices do you have? Other DME?

18. Other probing questions as subjects arise.
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Client Name

Maximum Score
Achieved

Score

APPENDIX D: Mini Mental State Exam

MINI MENTAL STATE EXAMINATION

Assessor Date

Record client’s answers in the spaces provided

5

(

)

ORIENTATION:
Ql
What is the - Year Season Month Day Date

(

)

Where are we — Country State Town/City
Q2

Hospital/Street Ward/House no.

REG ISTRATION:
Name these 3 objects - apple, penny, table.
1 second to say each. Then ask the person to repeat all three after you have said
Q3 them. Score | point for each one correct on the first attempt.
Repeat them (maximum 5 times) until he/she learns them. Count trials and record.
Trials:

ATTENTION AND CALCULATION:
Serial 7's: Count backwards from 100 by subtracting 7 (93 86 79 72 65)
Score | point for each correct. (A correct response is one that is 7 less than the
Q4 previous response even if the previous response is incorrect) Stop at 5 responses.
-OR-
Ask the person to spell the word “WORLD” forward and then backwards.
Score 1 point for each letter in correct order. e.9. DLROW = 5, DLORW = 3

RECALL:
Ask for the names of the three objects given to remember in Q3.
Q5  Score 1 point for each correct answer irrespective of the order they are recalled in.
apple penny table

LANGUAGE:

Q6 Show the person a “PENCIL” and a “WATCH”. Have the person name them as you
point. Score 1 point for each correct answer.

Q7 Have the person repeat the phrase - “NO IFS, ANDS, OR BUTS". Score 1 point for a
correct repetition.

Q8 Have the person follow a 3 stage command. Take the paper in your right/left hand.
Fold it in half once with both hands. Put it on the floor.
Score 1 point for each part correctly executed.

Q9 Read and obey the message. CLOSE YOUR EYES
Score 1 point if the person closes their eyes. They do not have to read aloud.

Q10 Ask the person to write a sentence of his/her own choice. The sentence should contain
a subject and an object and make sense. Ignore spelling errors.

Q11 Ask the person to copy the design.
Score | point if all sides and angles are preserved and the intersecting
sides form a quadrangle.

30

TOTAL SCORE

References: 1. Derived from: Folstein MF. et al “Mini-Mental State” : a practical method for grading the cognitive state of patients for the clinician, J
Psychiatr Rex 1975: 12:189. 2. Derived from: Cockrell JR et al Mini Mental State Examination (MMSE). Psychopharm Bull. 1988;24:689-692

Compiled by Stephen Merrett. Mental Health Services For Older People, Country Liaison Service. March 2003
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APPENDIX E: Directions for Poetry Activity

Haiku is a type of poetry that allows you to express yourself and your thoughtshrebwatrkd.
We have been talking about falling and the fear of falling. I'd like you to degtigan your
own words. Describe your feelings on falling and the fear of falling. Now, go bamkgthiwvhat
you've jotted down and pick the key words and phrases that really describe tieeeddbat
experience. Arrange these words and phrases in a way that makes sense teei®anHer

example for you to follow.

| am afraid lwon’t measure upto expectations.

| am afraid offailing.

| want to excelin school, as usually do.

This is mylast chance.

If I don’t do well at thiswhat will | do?

The more kucceedthe more afraid | am to keep going.

| cannotsustain my effort—I will collapselike aburst balloon.

| won’t measure up,

My last chance to succeed will
Be a burst balloon.

A sustained effort

Fear takes over and | die,

Last chance like ashes.
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APPENDIX F: Mini Mental State Exam Results

P.B.:

Total: 28 pts.

Trouble: Day of the week, copying the design

Did not seem upset or worried about taking the test and did well

M.B.:

Total: 30 pts.

Trouble: none

Seemed somewhat irritated w/ the test, but did well w/ no hesitation

M.B.:

Total: 28 pts.

Trouble: Registration (couldn’t remember apple), copying the design
Seemed a bit puzzled by the test, but did well

L.G.:

Total: 29 pts.

Trouble: Copying the design

Was irritated w/ the test, but easily answered the questions and was nicé about

C.A.

Total: 28 pts.

Trouble: Attention (spelling World backwards), copying the design
Again, not sure about the need to take the test, but was cooperative

F.D.:

Total: 30 points

Trouble: none

Submitted to the test w/ good grace, did it easily

B.F.:

Total: 29 pts.

Trouble: Copying the design
Did not mind taking the test

J.H.

Total: 29 pts.

Trouble: Copying the design

Was somewhat impatient about taking the test, but cooperated

C.E.
Total: 28 pts.
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Trouble: Orientation (season), copying the design
Was hesitant while taking the test, but didn’t have trouble, although was somewhat slow

D.G.

Total: 29 pts.

Trouble: Recall (couldn’t remember table)
Was cooperative and did the test well

B.B.:

Total: 30 pts.

Trouble: none

Did not mind taking the test and did very well

M.M.:

Total: 28 pts.

Trouble: Recall (couldn’t remember apple), copying the design
Was very cooperative about the test and did well

M.T.:

Total: 25 pts.

Trouble: Orientation (couldn’t say 2010), Attention: (spelled world backwardsvil),
Recall (could only remember apple)

Was cooperative about test, seemed sharper than test results would warrant

C.C.

Total: 18 pts.

Trouble: Orientation (day, date), Where (wrong address), Attention (couldpellyD-L),
Language (3 stage command—used both hands), Language (sentence didnédnsake s
copying the design.

Since he has AD, test results were not surprising. Was hesitant on some théngs,dthers

C.P.:

Total: 27 pts.

Trouble: Recall (could only remember penny), copying the design
Was very cooperative and did not hesitate
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APPENDIX G: Poetry activity

M.B. (II):
Getting hurt, getting disabled, breaking bones, passing out

| am afraid of falling and breaking a leg or shoulder.
This could cause me to not be able to look after myself and be independent.

M.B (I):

A near fall occurred using my garden hose. | watch the field back of my housd whk. The
field is very uneven. I'm more aware of falling as | age. When my graisdowoge to visit |
have to be aware as they love to be under my feet.

The field is uneven
Walk w/ care
Older now

Agile less.

L.G.:

Have no fear of falling
Never think about it

Just take life as it comes.

CA.:

I’'m 88 and think pretty straight

But the fear of falling doesn’t enter my mind.
When | walk down steps | hang onto the rail
When | walk down halls, | walk near the railing.
| keep my eyes open and | try to stay alert

I’'m very careful, | don’t want to get hurt!

F.D.:

| hope | gave her what she wanted

| don't really have a fear of falling.
The Xmas time is here

Cypress Glen is a good home for me
| wish they would learn to cook beef.

B.F.:
Fear of Falling

Careful--
Using aids to keep me from falling
Aides will motivate you and get out

177



Balance in garden
How do you obtain your goals w/ this fear?

J.H.

Get up and go is my daily task

Each day is a new beginning

and thankful when the day is successful

C.E.

Will someone ever come to help me?
The pain is so terrific!

Will it ever go away?

O.K., I'm still here, Lord

It finally went away!

D.G.:

A stitch in time saves nine

It's better to be safe than sorry

Never stand on top of a stepladder
Handle equipment, electrical, etc. safely
because it can hurt you

B.B.:

| won’t measure up to poetry

| often feel like a burst balloon

Just as if | were

A sustained effort will always get you there

Fear takes over and | die—never will I think like this
The years are fading, but each moment | will treasure.

M.M.:

I’'m not really afraid of falling

| just want to be independent

Like driving, playing, and having fun

And living at Cypress Glen in the long run.

M.T.:
Caution: don't fear falling—but | guess | make a real effort to have some singpoly—I wish
| could think more clearly at times. | don’t enjoy being confused rathebkng in control

C.P.:
Please Chip be careful not fall
Break a bone
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Think about where you are going
Can | get up from this chair
Ask for someone to assist you

Am | afraid of falling

It's always on my mind

Wish | was sure of thinking

Of many thoughts of another kind
Perhaps someday w/ lots help

I'll be very happy in this of land of mine
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