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Appendix 1
The inclusion and Exclusion Criteria according to NICE Guidelines (2013)

INCLUSION CRITERIA

1. Over 60 years – unless discussed with Falls Prevention Physiotherapist

2. AMTS  7/10 or more 

3. PMH – safe to exercise

4. Self – caring

5. Independently  mobile with 4 wheeled walker / Elbow Crutches /Stick / no aids

6. At high risk,  fear of falls or history of falls

7. Safe to exercise independently in a group environment with minimal supervision

8. Able to commit to a 7 week programme at the Outpatient Physiotherapy Department, SPH

EXCLUSION CRITERIA

1. The patient experiences dizziness regularly

2. Significant and symptomatic postural drop

3. Medically unstable to exercise

4. Unable to communicate in English

5. Unable to follow instructions

6. Requires assistance of one or more for mobility and personal care

7. AMTS less than 6/10
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	Reason for Referral:

	PMH:
	Medications:

	Social:
Lives Alone/With:                             Accommodation:                                   Package of Care: Yes / No    Visits:         
Indoor Mobility (inc aids used):                        Outdoor Mobility (inc aids used):                                                 
Continence:                                              Hearing Aids: □              Visual Impairment: □

	Previous Falls:

Falls in past 6/12:
Reason for falls:
Fear of falls?: □
	Blood Pressure:
Lying Bp:                     

Standing Bp:
	Cognition:  
Date: ________      Score:        /10                       
AMTS
Age□    DOB□    Address□    20-1□   Monarch□     Hosp□    Year□   Time□    Recognise□   WWI/II□

	Inclusion Criteria
	YES
	NO
	 Details

	Agreed to the Assessment and 6 week programme? (7/52)
	
	
	

	Has the patient previously fallen or at risk of falls?
	
	
	

	Does the patient experience dizziness?
	
	
	

	Is the patient able to communicate and understand English?
	
	
	

	Is the patient is able to follow instructions?
	
	
	

	Is the patient mobile independently?
	
	
	

	Is the patient self-caring and can use the toilet independently?
	
	
	

	Does the patient have any Visual or hearing impairment?
	
	
	

	Is the patient safe to participate in an exercise programme?
	
	
	

	Will the patient continue to exercise at home?
	
	
	

	Name:                                                    Signature:                                      Date:
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	Reason for Referral:
	Date:

	PMH:

Osteoporosis:   □
PD:  □
Cardiac Syncope:  □
Dementia:  □
	Medications:

>4 □

	Social:

Alone/With:

Accommodation: House / Bungalow / Flat      Floor (Lift/Stairs)/ Maisonette  

                            Privately owned / Rented/ Local Authority/ Warden Controlled / Residential Home 

Stairs: Yes / No    Handrail/s: None/ L/R sided / Bilateral / Stair lift         Internal Steps: Yes/No

Access: Front / Back   Steps: Yes ___  / No     Handrails: None/ One side / Bilateral

Care Alarm: Yes / No   Pendant Alarm:  Yes / No    Key Safe: Yes / No       Smoke alarm: Yes / No

District Nurse / Community Matron: Yes / No

Package of Care: Yes / No    Visits:            Care Agency:                                 

Private/ S/S Care                                          Care Manager:  

Shopping:                                                       Meal/Drinks:                                          Cleaning:                                                        

Laundry:                                                         Washing:                                                 Dressing:                                                         
Toileting:                                                        Self Medicate:                                       Mobility:

Therapist name:                                                    Signature:                                      Date:

	


	Existing Equipment in the Home


	Previous Falls:

Falls in past 6/12:
Reason for falls:
Fear of falls?: □

	Nursing:
Footwear: □                                        Continence:  
Bladder  □   Bowel  □   Both □  Catheter □
Hearing Aids: □
Visual Impairment: □
	Cognition

AMTS: Date: ________      

Score:     /10                       

Memory:                                                                        Mood:
	Age□    DOB□    Address□    20-1□   Monarch□     Hosp□    Year□   Time□    Recognise□   WWI/II□   



	Blood Pressure 
Lying Bp:                                       Standing Bp:
	Sensation:         Normal:  □             Altered Sensation:    □    (see body chart)

	Gait:
Transfers:                                                          

Mobility  Indoors:                                          Outdoors:                                                      

Footwear suitable:  □

	Active range of movement and basic strength Assessment

Can the patient raise their arms above their head? □
Does the patient have functional use of hips? □
Can the patient extend their knees in the chair? □
Can the patient perform a heel raise? □

Any other injury concerns? (please indicate on body chart)




	Therapist name:                                                    Signature:                                      Date:


Appendix 3
	
 Balance Assessment
Timed up and go

· Patient is seated in firm, armless chair.

· Patient should stand up, walk 3m and around a chair then back 3m.
· The patient then sits back down in the chair
Date

Initial Ax
Final Session
Time taken

Initials
Four-point balance test (Taken from Berg)
· The patient may be assisted to assume each foot position.  The patient should indicate when they are ready to begin unaided.

· If the patient is unable to assume the position do not continue.

· The patient should hold each position for 10 seconds before progressing to the next task.


Date

Initial Ax
Final Session
Feet together stand (A)
Semi-Tandem Stand (B)
Tandem Stand (C)
One leg stand (D)
                               Time:

Initials
Therapist name:                                                    Signature:                                      Date:


Berg Balance Scale

SITTING TO STANDING INSTRUCTIONS: 
Please stand up. Try not to use your hand for support.
Pre

Post

(  )

(  )

4 able to stand without using hands and stabilize independently

(  )

(  )

3 able to stand independently using hands

(  )

(  )

2 able to stand using hands after several tries

(  )

(  )

1 needs minimal aid to stand or stabilize

(  )

(  )

0 needs moderate or maximal assist to stand

Initials
STANDING UNSUPPORTED INSTRUCTIONS: Please stand for two minutes without holding on.
Pre

Post

(  )

(  )

4 able to stand safely for 2 minutes

(  )

(  )

3 able to stand 2 minutes with supervision

(  )

(  )

2 able to stand 30 seconds unsupported

(  )

(  )

1 needs several tries to stand 30 seconds unsupported

(  )

(  )

0 unable to stand 30 seconds unsupported

Initials
If a subject is able to stand 2 minutes unsupported, score full points for sitting unsupported. Proceed to item #4.

SITTING WITH BACK UNSUPPORTED BUT FEET SUPPORTED ON FLOOR OR ON A STOOL INSTRUCTIONS: 

Please sit with arms folded for 2 minutes.
Pre

Post

(  )

(  )

4 able to sit safely and securely for 2 minutes

(  )

(  )

3 able to sit 2 minutes under supervision

(  )

(  )

2 able to able to sit 30 seconds

(  )

(  )

1 able to sit 10 seconds

(  )

(  )

0 unable to sit without support 10 seconds

Initials
STANDING TO SITTING INSTRUCTIONS: 
Please sit down.
Pre

Post

(  )

(  )

4 sits safely with minimal use of hands

(  )

(  )

3 controls descent by using hands

(  )

(  )

2 uses back of legs against chair to control descent

(  )

(  )

1 sits independently but has uncontrolled descent

(  )

(  )

0 needs assist to sit

Initials
TRANSFERS INSTRUCTIONS: 
Arrange chair(s) for pivot transfer. Ask subject to transfer one way toward a seat with armrests and one way toward a seat without armrests. You may use two chairs (one with and one without armrests) or a bed and a chair.
Pre

Post

(  )

(  )

4 able to transfer safely with minor use of hands

(  )

(  )

3 able to transfer safely definite need of hands

(  )

(  )

2 able to transfer with verbal cuing and/or supervision

(  )

(  )

1 needs one person to assist

(  )

(  )

0 needs two people to assist or supervise to be safe

Initials
Therapist name:                                                    Signature:                                      Date:

STANDING UNSUPPORTED WITH EYES CLOSED INSTRUCTIONS: 
Please close your eyes and stand still for 10 seconds.
Pre

Post

(  )

(  )

4 able to stand 10 seconds safely

(  )

(  )

3 able to stand 10 seconds with supervision

(  )

(  )

2 able to stand 3 seconds

(  )

(  )

1 unable to keep eyes closed 3 seconds but safe

(  )

(  )

0 needs help to keep from falling

Initials

STANDING UNSUPPORTED WITH FEET TOGETHER INSTRUCTIONS: 
Place your feet together and stand without holding on.
Pre

Post

(  )

(  )

4 able to place feet together independently and stand 1 minute safely

(  )

(  )

3 able to place feet together independently and stand 1 minute with supervision

(  )

(  )

2 able to place feet together independently but unable to hold for 30 second

(  )

(  )

1 needs help to attain position but able to stand 15 seconds feet together

(  )

(  )

0 needs help to attain position and unable to hold for 15 seconds

Initials
REACHING FORWARD WITH OUTSTRETCHED ARM WHILE 
STANDING INSTRUCTIONS: Lift arm to 90 degrees. Stretch out your fingers and reach forward as far as you can. (Examiner places a ruler at the end of fingertips when arm is at 90 degrees. Fingers should not touch the ruler while reaching forward. 
Pre

Post

(  )

(  )

4 can reach forward confidently 25 cm (10 inches)

(  )

(  )

3 can reach forward 12 cm (5 inches)

(  )

(  )

2 can reach forward 5 cm (2 inches)

(  )

(  )

1 reaches forward but needs supervision

(  )

(  )

0 loses balance while trying/requires external support

Initials
PICK UP OBJECT FROM THE FLOOR FROM A STANDING POSITION INSTRUCTIONS: 
Pick up the shoe/slipper, which is in front of your feet.
Pre

Post

(  )

(  )

4 able to pick up slipper safely and easily

(  )

(  )

3 able to pick up slipper but needs supervision

(  )

(  )

2 unable to pick up but reaches 2-5 cm(1-2 inches) from slipper and keeps balance independently

(  )

(  )

1 unable to pick up and needs supervision while trying

(  )

(  )

0 unable to try/needs assist to keep from losing balance or falling

Initials
TURNING TO LOOK BEHIND OVER LEFT AND RIGHT SHOULDERS WHILE STANDING INSTRUCTIONS: 
Turn to look directly behind you over toward the left shoulder. Repeat to the right. (Examiner may pick an object to look at directly behind the subject to encourage a better twist turn.)
Pre

Post

(  )

(  )

4 looks behind from both sides and weight shifts well

(  )

(  )

3 looks behind one side only other side shows less weight shift

(  )

(  )

2 turns sideways only but maintains balance

(  )

(  )

1 needs supervision when turning

(  )

(  )

0 needs assist to keep from losing balance or falling

Initials
Therapist name:                                                    Signature:                                      Date:
TURN 360 DEGREES INSTRUCTIONS: 
Turn completely around in a full circle. Pause. Then turn a full circle in the other direction.
Pre

Post

(  )

(  )

4 able to turn 360 degrees safely in 4 seconds or less

(  )

(  )

3 able to turn 360 degrees safely one side only 4 seconds or less

(  )

(  )

2 able to turn 360 degrees safely but slowly

(  )

(  )

1 needs close supervision or verbal cuing

(  )

(  )

0 needs assistance while turning

Initials
PLACE ALTERNATE FOOT ON STEP OR STOOL WHILE STANDING UNSUPPORTED INSTRUCTIONS: 
Place each foot alternately on the step/stool. Continue until each foot has touched the step/stool four times.
Pre

Post

(  )

(  )

4 able to stand independently and safely and complete 8 steps in 20 seconds

(  )

(  )

3 able to stand independently and complete 8 steps in > 20 seconds

(  )

(  )

2 able to complete 4 steps without aid with supervision

(  )

(  )

1 able to complete > 2 steps needs minimal assist

(  )

(  )

0 needs assistance to keep from falling/unable to try

Initials
STANDING UNSUPPORTED ONE FOOT IN FRONT INSTRUCTIONS: (DEMONSTRATE TO SUBJECT) 
Place one foot directly in front of the other. If you feel that you cannot place your foot directly in front, try to step far enough ahead that the heel of your forward foot is ahead of the toes of the other foot. (To score 3 points, the length of the step should exceed the length of the other foot and the width of the stance should approximate the subject’s normal stride width.)
Pre

Post


(  )

(  )

4 able to place foot tandem independently and hold 30 seconds

(  )

(  )

3 able to place foot ahead independently and hold 30 seconds

(  )

(  )

2 able to take small step independently and hold 30 seconds

(  )

(  )

1 needs help to step but can hold 15 seconds

(  )

(  )

0 loses balance while stepping or standing

Initials
STANDING ON ONE LEG INSTRUCTIONS: Stand on one leg as long as you can without holding on.
Pre

Post


(  )

(  )

4 able to lift leg independently and hold > 10 seconds

(  )

(  )

3 able to lift leg independently and hold 5-10 seconds

(  )

(  )

2 able to lift leg independently and hold L 3 seconds

(  )

(  )

1 tries to lift leg unable to hold 3 seconds but remains standing independently.

(  )

(  )

0 unable to try of needs assist to prevent fall

Initials
Berg Balance Interpretation: 

 Before (           )            After (             )  TOTAL SCORE (Maximum = 56)

41-56 = low fall risk

21-40 = medium fall risk

0 –20 = high fall risk

A change of 8 points is required to reveal a genuine change in function between 2 assessments.
Falls Efficacy Scale (% = No of mm)       Pre-programme                         Post-programme

Therapist name:                                                    Signature:                                      Date:


Appendix 4
Data from classes between April 2017 and December 2017
Outcome measure results

Number of referrals received between October 2016 and December 2017
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Please see e-mail for further supporting material.
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