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Abstract 

Falls are a common occurrence amongst older adults yet participation in prevention strategies 

is often poor. Although older adults may perceive a strategy works in general, they may not 

participate because they feel it will not benefit them personally. We aimed to describe how 

frequently and why older adults identify falls prevention strategies as being “better for others 

than for me”. A cross-sectional survey with n=394 community-dwelling older adults in 

Victoria, Australia was undertaken. Participants were provided with detailed descriptions of 

four evidence-based falls prevention strategies and for each were asked whether they felt that 

the strategy would be effective in preventing falls for people like them, and then whether they 

felt that the strategy would be effective for preventing falls for them personally. Follow-up 

questions asked why they thought the strategy would be more effective for people like them 

than for them personally where this was the case. We found the “better for others than for 

me” perception was present for between 25% and 34% of the strategies investigated. 

Participants commonly said they felt this way because they did not think they were at risk of 

falls, and because they were doing other activities they thought would provide equivalent 

benefit. Strategies to promote participation in evidence-based falls prevention strategies may 

need to convince older adults that they are at risk of falls and that what activities they are 

already doing may not provide adequate protection against falls in order to have greater 

effect.  
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1. INTRODUCTION 

 

Reducing the burden of accidental falls among older adults remains a challenge.  

Several strategies, such as group exercise programs, individualised home exercise programs, 

strategies to improve home safety (in high risk groups), and psychoactive medication 

reduction, have been shown to reduce falls (Gillespie et al., 2012). However, uptake of and 

continued participation in these strategies is limited.  In New South Wales, Australia, the 

proportion of people aged over 65 years in a representative sample undertaking strength 

training, balance training and tai chi were 12.1%, 6.2% and 2.8%, respectively (Centre for 

Health Advancement and Centre for Epidemiology and Research, 2010). Higher proportions 

reported having made changes at any time to their home to prevent falls (28.9%) (Centre for 

Health Advancement and Centre for Epidemiology and Research, 2010). Recent reviews of 

randomised trials have found that only 21% of participants fully adhered to prescribed, home-

based, falls prevention exercise programs (Simek, McPhate, & Haines, 2012), that 74% of 

falls prevention group exercise sessions are attended (McPhate, Simek, & Haines, 2013), and 

that multifactorial strategies generally have adherence to recommendations ≥75% but that 

this ranges between 28–95% for individual components (Nyman & Victor, 2012).   

 

A potential explanation for these variable results can be drawn from cross-sectional 

and qualitative research that has identified that some older adults are unmotivated to 

participate in falls prevention activities.  Previous studies have sought to investigate factors 

influencing older adults’ perceptions of, and intention to participate in, a range of falls 

prevention activities (Host, Hendriksen, & Borup, 2011; McMahon, Talley, & Wyman, 2011; 

Whitehead, Wundke, & Crotty, 2006; L. Yardley, Donovan-Hall, Francis, & Todd, 2007).  
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Some have demonstrated the relationship between beliefs about the benefits of participating 

(or lack thereof) in a particular strategy and intention (or reluctance) to participate. For 

example, authors of a cross-sectional survey of 558 older adults identified that positive 

perceived benefits of strength and balance training was closely related to intention to 

participate in strength and balance training (L. Yardley et al., 2007).  A subsequent 

investigation found that  providing tailored advice via a web-site increased intention to 

participate in strength and balance training (L Yardley & Nyman, 2007). However, these and 

other studies have not examined the related yet separate issues of whether older adults felt the 

strategy was beneficial for older adults in general, and whether it would be beneficial for 

them personally.  This knowledge gap is important because if there are reasons why older 

adults may think a strategy would be successful for others like them, but not for them 

personally (the “better for others than for me” perception), then the benefits of health 

promotion campaigns trying to boost participation in falls prevention activities that fail to 

address these reasons may be of limited value. 

 

This study aims to identify the prevalence of the “better for others than for me” 

perception amongst community-dwelling older adults in relation to four evidence-based falls 

prevention strategies, and to identify reasons for, and factors associated with, its presence.  

This project took place within the context of a broader investigation seeking to enable a more 

effective policy response to the falls prevention challenge in Victoria, Australia(Day et al., 

2011). This broader project was structured around the RE-AIM framework (Glasgow, Vogt, 

& Boles, 1999), a model that contends that the impact of a public health strategy can be 

explained by five factors: reach, efficacy, adoption, implementation and maintenance.  The 

present project focussed upon identifying the acceptability of falls prevention strategies and 
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likely barriers to, and facilitators for, individual action by older adults to underpin action to 

increase the reach of falls prevention programs. 

2. MATERIALS AND METHODS 

2.1 Design 

 

A cross-sectional study was undertaken which examined older adult perceptions 

towards a range of falls prevention activities, current levels of participation in these activities, 

and their relationship with their own perception of falls risk and a range of demographic 

variables.  

 

2.2 Participants and recruitment 

 

Participants were men and women 70 years and over living in the community in 

Victoria, Australia with sufficient spoken English language proficiency to participate and 

without significant cognitive impairment, defined as a score of 13 or more on the 6-item 

cognitive impairment test (scale range 0-28, higher score indicating greater cognitive 

impairment) were excluded (Brooke & Bullock, 1999). Equal numbers of people with and 

without one or more of the following chronic medical conditions were recruited: diabetes, 

congestive heart failure, pulmonary disease, renal disease, depression or anxiety. These are 

common co-morbidities among community dwelling older people admitted to hospital and 

are associated with longer hospital stays, and thereby pose a proportionately higher financial 

burden to the Victorian public hospital system (Vu, Finch, & Day, 2011). The sampling 

frame was the 2006 electronic residential telephone listings, the most readily available and 

affordable at the time. Telephone numbers were selected at random to determine if a person 
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potentially meeting the inclusion criteria lived at that address. The flow of participants 

through this study is presented (Figure 1) 

 

Recruitment and initial screening by a survey research company commenced in 

October 2010. Survey data were collected by telephone interview by research assistants 

between December 2010 and February in 2011. The study was approved by the Monash 

University Human Ethics Research Committee.  

 

2.3 Survey instrument and administration procedure 

 

The questionnaire was adapted from instruments previously used amongst Australian 

hospital inpatients to examine perceived risk of falls and perceptions towards participation in 

falls prevention strategies (Haines & McPhail, 2011; A. M. Hill, Hoffmann, Beer, et al., 

2011; A. M. Hill, Hoffmann, McPhail, et al., 2011).  The questionnaire was constructed to 

identify participant demographics (age, gender, marital status), health status indicators 

(including presence of comorbidities, use of medications, difficulty with performing indoor 

and outdoor mobility tasks) and indicators of likely uptake of health services (health 

insurance status, use of community support services, country of birth, whether they include 

others when making decisions about their health). It then captured data relating to the 

participant’s falls history, perceived risk of future falls and harm from future falls, and self-

identified strategies that could reduce risk of falls. Finally, it captured data relating to 

participation in. and perceptions towards selected evidence based falls prevention strategies. 

These strategies were a group exercise (including Tai Chi) program, an individualised home 

exercise program, a home assessment and modification program, and assessment and 

multifactorial intervention strategy programs (eg multidisciplinary falls clinics). These 
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strategies were recommended by the Cochrane Collaboration review of strategies to prevent 

falls in the community setting (Gillespie et al., 2012) and were also the ones judged by the 

research team to be most broadly applicable to the community setting.  

 

Perceptions relating to participating in falls prevention strategies were examined 

through using 5-point Likert scaled responses (strongly agree to strongly disagree with 

undecided as a central point) and open-ended questions. Separate question sets were 

developed for each of the falls prevention strategies.  Each strategy examined had a detailed 

verbal description read by the interviewer including the likely location, travel time, time of 

day and out-of-pocket expenses (see appendix) along with presentation of several visual 

cues/pictures related to the strategies, which were earlier posted to the participant. One 

randomly selected strategy description was read  to the participant followed by a series of 

items to determine whether the participant had previously participated in, or received, the 

strategy in the past 5-years, or if they were still participating (for exercise strategies). Items 

relating to participant perception of that specific strategy were then asked before providing 

the participant with the next randomly selected strategy description and its associated 

questions.  This procedure was repeated for each of the strategy scenarios and associated 

items examining previous or current participation and perceptions about participation.  

 

For the domain of “general effectiveness of strategy”, the item wording was “I think if 

a man / woman (of same gender as respondent) about my age were to participate in a … (the 

falls prevention strategy) like this, it would decrease their risk of falling”. For the domain of 

“personal effectiveness of strategy”, the item wording used was “I think if I were to 

participate in a … (the falls prevention strategy) like this, it would decrease my risk of 

falling”.  These items were rephrased slightly depending on whether the participant was 
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currently participating in, or had previously received the falls prevention strategy. For 

example, those currently participating in group exercise had the item wording for the latter 

domain altered to “I will continue participating in an exercise program like this for the next 6 

months”.  

 

An open-ended question was asked only of participants who indicated a different 

response for the items in the domains of “general effectiveness of strategy” and “personal 

effectiveness of strategy if undertaken”.  The item wording was “In the last two questions, 

you indicated that a home exercise program would be more / less effective for reducing falls 

risk for yourself than for a person the same age and gender as you.  Can you tell me why it 

would be more/less helpful for you than for others?” This item was included to establish 

participants’ reasons for holding the “better for others than for me” perception if present.  

 

2.4 Statistical analysis 

 

The prevalence of the “better for others than for me” perception amongst community-

dwelling older adults in relation to the falls prevention strategies was calculated based on the 

proportion of baseline participants who indicated a higher response category for the item in 

the domain of “general effectiveness of strategy” compared to their response to the equivalent 

item in the domain of “personal effectiveness of strategy”.  Binomial 95% confidence 

intervals were constructed for each prevalence estimate.  Differences between the “general 

effectiveness of strategy” and “personal effectiveness of strategy” domain items were 

examined using the sign rank test for paired data within each strategy.  Pairwise comparisons 

of the proportion of participants with the “better for others than for me” were undertaken 

across each of the strategies using the sign rank test for paired data. We also calculated the 
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proportion of participants with a “better for me than for others” perception by identifying 

participants who indicated a higher response category for the item in the domain of “personal 

effectiveness of strategy” compared to the corresponding response to the item in the domain 

of “general effectiveness of strategy”. 

 

Reasons provided by participants for the presence of the “better for others than for 

me” perception were examined through thematic coding and qualitative description 

(Neergaard, Olesen, Andersen, & Sondergaard, 2009) of responses to the open ended-

questions identifying why participants held this perception separately for each strategy.  This 

was conducted independently by an investigator (TH) and research assistant (EP) who then 

met to finalise codes through discussion. 

 

Factors associated with the presence of this perception were examined in 

multivariable logistic regression models (one for each strategy).  Baseline factors considered 

for inclusion in the models included demographics (eg. age, gender), health status indicators, 

indicators of likely uptake of health services, self-perceived falls risk indicators, self-reported 

difficulty with mobility tasks, strategy exposure in the past five years, and friend or relative 

strategy participation. Forwards entry to the starting model was undertaken using an inclusion 

criteria of p<0.25. Bivariate correlations between variables in this model were checked and if 

r>0.4, the variable with the higher p-value was removed from the model.  Backwards 

elimination was then used to reduce the model until all variables retained had p<0.05. 

Interaction terms between age, gender, history of falls and diagnoses were examined and 

were included in the final model if p<0.05.  We did not use conclusions from the open-ended 

question responses to drive model development as participants may not be aware of, or be 

willing to volunteer, all factors related to having the “better for others than for me” 
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perception. Model fit was examined using the area under the receiver operated characteristic 

curve approach and the Hosmer and Lemeshow model fit statistic (using covariance patterns 

within the data as groups). 

 

All statistical analyses were undertaken using Stata I/C version 11.2. 

 

3. RESULTS 

 

Participant demographic characteristics are presented (table 1). It was uncommon 

(<20%) for participants to disagree or strongly disagree that each of the strategies examined 

would reduce the risk of falling amongst their age and gender matched peers (Table 2). 

However, participants were significantly less likely to think that those same strategies would 

reduce their personal risk of falling (sign rank test p<0.05 for each strategy).  The “better for 

others than for me” perception was present for 97 of 379 (26% [95%CI: 21%-30%]) 

participants for the group exercise strategy. Of these 97 participants, 10 agreed that group 

exercise would reduce their personal risk of falling, 26 were undecided, 59 disagreed, and 2 

strongly disagreed. Only 10 (3% [95%CI:1%-5% ]) participants felt that group exercise for 

preventing falls would be “better for me than for others”. For the home exercise strategy, the 

“better for others than for me” perception was present for 95 of 379 (25% [95%CI: 21%-

30%]) participants.  Of these 95, 11 agreed that home exercise would reduce their personal 

risk of falling, 22 were undecided, 60 disagreed and 2 strongly disagreed. Only 12 (3% 

[95%CI:2%-5% ]) participants felt that home exercise for preventing falls would be “better 

for me than for others”. For the home assessment and modification strategy, the “better for 

others than for me” perception was present for 125 of 373 participants (34% [95%CI: 29%-

39%]).  Of these 125, 20 agreed that it would reduce their risk of falling, 35 were undecided, 
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63 disagreed and 7 strongly disagreed.  Only 12 (3% [95%CI:2%-6% ]) participants felt that a 

home assessment and modification strategy would be “better for me than for others”. For the 

assessment and multifactorial intervention strategy, the “better for others than for me” 

perception was present for 119 of 368 participants (32% [95%CI: 28%-37%]).  Of these 119, 

12 agreed that it would reduce their risk of falling, 33 were undecided, 70 disagreed and 4 

strongly disagreed.  Only 9(2% [95%CI:1%-5% ]) participants felt that a home assessment 

and modification strategy would be “better for me than for others”. Pairwise comparisons 

indicated that there was a significantly (p<0.05) higher proportion of participants with this 

perception for the home assessment and modification, and assessment and multifactorial 

intervention strategy than for the two exercise strategies. Only 15 participants (4%) held the 

“better for others than for me” perception across all four strategies examined. 

 

The multiple logistic regression models identifying factors independently associated 

with having the “better for others than for me” perception for each strategy are presented in 

Table 3.  No interaction effects examined in the analysis were retained in the final models. 

Women were more likely to have the “better for others than for me” perception than men for 

the group and home exercise strategies. Previous exposure to that strategy during the past 5 

years was independently associated with lower likelihood of having the “better for others 

than for me” perception towards that strategy for all four strategies.  Exposure by a relative or 

friend to that or other strategies was commonly associated with the “better for others than for 

me” perception, however the direction of this association was inconsistent.  

 

Thematic coding of reasons why participants thought that these strategies might be 

more effective for others than for themselves identified three key themes of responses. The 

most common theme was “threat appraisal”; that participants felt they had sufficient physical 
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capacity or were not at risk of falls.  For example, one participant said: “I currently don't 

have any issues with balance and falling. Others it might help”. Twenty-eight (29%) out of 

97 participants provided responses coded into this theme for the group exercise strategy, 36 

(38%) out of 95 for the home exercise strategy, 64 (51%) out of 125 for the home assessment 

strategy, and 81 (68%) out of 119 for the assessment and multifactorial intervention strategy 

group. Some responses in this theme for the home assessment and modification strategy and 

the assessment and multifactorial intervention strategy group also indicated that patients 

perceived that these strategies were for older, frail people. For example, one person said 

“…not at this stage in life, I think that it would be more beneficial for people who are older, 

over eighty.” 

 

The next most common theme was “competing approach”; that participants felt the 

strategy was already in place or that the benefit they might receive from the strategy had 

already been gained from something else they were doing. For the exercise strategies, 

participants reported they were already doing other forms of exercise (eg. dancing, water 

aerobics) that would give them the same benefits.  For example, one participant said: “I don’t 

need it. I already do other forms of exercise including bowls up to 5 times a week.” (Lawn 

bowls is a common participation sport amongst older adults in Australia and other nations 

and is similar to the Winter Olympic sport of curling). Thirty-five (36%) out of 97 

participants with the “better for others than for me” perception towards the group exercise 

strategy provided responses coded into this theme, as did 45 (47%) out of 95 participants for 

the home exercise strategy. Similar responses were common for the assessment and 

multifactorial intervention strategy [30 (25%) out of 119] and the home assessment and 

modification strategy where 37 (30%) out of 125 participants felt that their home was already 

well set up and that a home assessment would not result in any changes.   
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The last key theme was “poor self-efficacy”; that participants felt they could not 

participate in the strategy.  Often this was due to physical limitations, for example, one 

participant said: “I have a very large hernia and this stops me from exercising”. Comments 

of this nature were provided by 13 (13%) out of 97 participants for the group exercise 

strategy and 8 out of 95 (8%) for the home exercise strategy. This theme only appeared once 

(1%) for the home assessment and modification strategy, and 5 times (4%) for the assessment 

and multifactorial intervention strategy however. 

 

4. DISCUSSION 

 

Our research has demonstrated that few older adults are not already convinced of the 

benefits of exercise and other falls strategies for people like them, that many are less 

convinced about the benefit they would personally experience, and that the amount of threat 

they perceived from falls and benefit they thought they were already receiving from other 

activities were key contributing factors to this.  The “better for others than for me” perception 

in relation to evidence-based falls prevention strategies was  common amongst our sample of 

older adults, ranging from 25%- 34% depending on the strategy.  The prevalence of this 

perception in relation to falls prevention strategies has not previously been documented. 

Recognition of this perception is important because it could be an impediment to health 

promotion strategies that seek to enhance the perception of efficacy of these strategies for the 

prevention of falls in order to enhance participation.  

That a low self-perceived risk of falls was commonly offered as an explanation for the 

“better for others than for me” perception  is not surprising.  The “it won’t happen to me” 

perception describes situations where people underestimate their personal probability of 
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encountering negative events (McKenna, 1993). This perception has been commonly found 

in instances where risks thought to be controllable (i.e., preventable by personal action) 

(Weinstein, 1984), which is a perception largely held by older adults about falls (A. M. Hill, 

Hoffmann, Beer, et al., 2011).  Thus our findings are concordant with this work. Our finding 

that women were more likely to have the “better for others than for me” perception also has 

parallels in other fields such as willingness to participate in trials in cardiovascular medicine 

(Martin et al., 2013), possibly because of a reduced perception that they are at risk of these 

health events. 

Current recommendations regarding effective communications with older adults about 

participating in falls prevention activities are that health practitioners should not focus on the 

issue of the older adult’s risk of falling (colloquially “Don’t mention the F word”) (Gormley, 

2011; L Yardley et al., 2007; L Yardley & Todd, 2005). This recommendation is largely 

based on the work of Yardley et al who found only weak links between “threat appraisal” 

(beliefs about the risks and harms of falls) and intention to participate in strength and balance 

training compared to strong associations between “coping appraisal” (beliefs about the 

benefits of strength and balance training and ability to perform it) and intention to participate 

(L. Yardley et al., 2007). That research specified an explanatory model that separated the 

concepts of threat appraisal and coping appraisal (perceived benefits from the strategy) as 

independent constructs.  However, qualitative data collected in our research has demonstrated 

that threat appraisal is a key reason offered by patients as to why they have the “better for 

others than for me” perception, which is consistent with several health behaviour theories 

such as the Health Belief Model (Janz & Becker, 1984) and Protection Motivation Theory 

(Maddux & Rogers, 1983). This association was particularly evident for the home assessment 

and modification and the assessment and multifactorial strategies, and less so for the exercise 

strategy. One could argue that this is consistent with the findings of Yardley et al (2007), as 
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they only focussed on strength and balance training. However, it does indicate that the 

application of those findings to all falls prevention strategies, rather than just strength and 

balance training, may need to be reconsidered.  

 

Our research indicates that health promotion efforts may be better focussed at helping 

older adults to see how falls prevention strategies may be personally beneficial to them, 

recognising that they may not think they are at risk of falling, that they may already be 

participating in activities that they think help them not to fall, and that women in particular 

may not see the personal benefits of participating in exercise strategies for the prevention of 

falls. This may require directly raising the issue of falls, in contrast to the recommendations 

to avoid mentioning the F-word (Gormley, 2011; L Yardley et al., 2007; L Yardley & Todd, 

2005). Both our recommendations and those of previous authors have been derived from 

observational studies (L. Yardley et al., 2007).  Randomised trials of these different 

approaches to enhance participation in falls prevention activities are needed before one can 

definitively say which approach is better.  Presently, there are only a small number of trials 

that have examined the benefits of educational/counselling strategies for the prevention of 

falls in isolation (Haines et al., 2011; A. E.-B. Hill, C & Haines, 2013; Robson, Edwards, 

Gallagher, & Baker, 2003; Ryan & Spellbring, 1996). Meta-analysis of community-based 

trials indicates a trend towards benefit(Gillespie et al., 2012),  while a large hospital based-

trial has shown that theoretically driven, face-to-face counselling is necessary in addition to 

provision of information through multi-media modalities to reduce falls amongst cognitively 

intact patients (Haines et al., 2011). All of these trials have directly addressed the risk of falls 

as a part of their educational approaches, though it is unknown if removing this aspect would 

reduce or enhance their efficacy.  
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Another area for future research could investigate the theme of “competing 

approach”, where many older adults felt they would not benefit from performing a specific 

falls and balance strategy because they felt they were already doing something that gave them 

the same anticipated benefit.  Many participants mentioned that they were already active and 

engaged in other activities such as walking, dancing and water aerobics as a reason they felt 

the exercise strategies would not be of benefit to them personally.  Previous research however 

indicates that brisk walking may increase the risk of falls in “at risk” older women (Ebrahim, 

Thompson, Baskaran, & Evans, 1997).  It is also possible that even if participation in other 

activities (eg. dancing, water aerobics) has a protective effect, it is unknown whether the level 

of protection is equivalent to participation in falls-prevention specific exercise programs.  

 

A potential limitation in applying the results of this study to the broader population is 

that our sample may not be representative of the broader population of community dwelling 

older adults.  Our sampling approach was stratified based on the presence or absence (50:50) 

of a list of chronic diseases associated with long length of hospital stay following a fall. 

Despite this, there were similarities between our sample and a nationally representative 

sample previously reported, particularly for chronic conditions with symptoms that persist 

(eg. Our prevalence vs National Health Survey 2007-2008 prevalence amongst 75+ for: 

diabetes=16% vs 13%, arthritis=57% vs 53%, osteoporosis=22% vs 21%, stroke=10% vs 

8%).(Australian Bureau of Statistics, 2010). Each of these rates were within +/- 1 relative 

standard error of prevalence estimates from the National Health Survey.  However, 

prevalence rates for some chronic conditions where symptoms may resolve fully with 

treatment were not similar (eg. our prevalence of ever being told the person has cancer was 

23%, whereas the 2007-2008 National Health Survey had a prevalence amongst 75+ persons 

of 6% of ever being told they have cancer and that it is current and that it had lasted or was 
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expected to last for 6 months). These differences can be also explained though by differences 

in how these questions were phrased which would have been less likely to affect conditions 

where symptoms persist.  Given these similarities and plausible methodological reasons for 

differences where they exist, we did not pursue weighting of our survey responses prior to 

analysis and consider them to be reasonable estimates from the broader population of older 

adults over 70 years.  

Caution should be applied if seeking to extrapolate our study findings internationally 

as the views of older Australians may not be consistent with those of older persons in other 

countries around the world. Caution should also be applied when interpreting the odds ratios 

presented from our analyses as they will be an overestimate of the relative risk that each 

factor has with the presence of the “better for others than for me” perspective given how 

common this outcome was. 

 

 

5. CONCLUSION 

 

In summary, the “better for others than for me” perspective is common amongst older 

adults and applies to a range of different evidence-based, falls prevention strategies. Simply 

convincing older adults that a strategy is effective for preventing falls may be insufficient to 

convince people that the strategy will be effective for them personally. Older adults may need 

to be first convinced that they are personally at risk of falls and that they have the capacity to 

participate in the strategy before they believe it will be effective for them. Clinicians may 

also need to discuss the likely benefit for falls prevention that other competing activities the 

older adult participates in are likely to have, so that the older adult can see the additional 

benefit that participating in the falls prevention strategy would be likely to have. 
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hospitals to Minter Ellison Law Firm. 

  

7. APPENDIX 

 

I am now going to describe to you an activity or intervention that has been demonstrated 

through research to reduce the risk that an older adult will fall.  I will then ask you some 

questions about the intervention I have described.  In answering these questions, I want you 

to think about what it is like or imagine what it would be like to participate in the activity or 

intervention.  These questions are hypothetical and we are not actually asking you to 

participate in these activities or interventions.  If you need me to repeat the description of the 

activity or intervention while I am asking you these questions, please ask and I will repeat the 

description. 

 

Group exercise 

This intervention is a group exercise program. 

In this kind of program, the group would be held at a community venue that would likely take 

you no more than 15 minutes to travel to by your usual means of transportation if you live in 

a metropolitan area and no more than 30 minutes if you live in a regional area.  The group 
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would be run by a qualified person during the day for approximately 1 hour, twice a week for 

25 weeks.  There would be between 6 and 12 people aged 65 plus in the group. 

The program would include a variety of exercises to increase strength and balance, most of 

these would be done while standing, and some equipment would be used, and for example 

some light weights.  Please have a look at the pictures to see some of exercises, positions and 

equipment that would typically be used (6 pictures of ankle weights, rocker board, Tai Chi 

position etc.).  Attending this group exercise program would usually cost $5 per session out 

of your own pocket, or $250 to attend twice a week for 25 weeks. 

 

Home exercise 

This intervention is an exercise program that you perform at home. 

In this kind of intervention, a health professional would come to your home and prescribe 

exercises to improve your strength and balance.  The health professional would visit 5 times 

over a 6 month period and would telephone each month for 12 months to see how you are 

going. Each exercise session would take approximately 30 minutes and you would be 

encouraged to do at least 3 sessions per week.   

You would do a variety of exercises, mostly while standing.   Please have a look at the 

pictures to see examples of some of the exercises.  (6 pictures of exercises – use Otago 

program pictures) 

Receiving this home-based service would cost $10 per visit from the health professional out 

of your own pocket, or $50 for the entire program.  

 

Home visit 

This intervention typically involves an occupational therapist coming to your home to assess 

your home and advice on modifications that could be made to decrease your risk of falling.  
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Examples of some recommendations that are commonly made in this kind of intervention 

include to remove floor rugs, to use a non-slip bath mat, and to change footwear.  The 

suggestions would be explained to you and written down for you.  The visit would take 

between 1 and 2 hours.  The modifications to the home would be paid for and installed by the 

health service. 

Receiving this home assessment would cost $10 out of your own pocket for the health 

professional visit.  There may be further costs associated with some recommendations that 

may be made (eg. buying new shoes) that would be additional to this.   

 

Assessment and multifactorial intervention 

In this kind of intervention, you would be given an appointment at a Falls and Balance Clinic 

at a Hospital that would likely take you no more than 45 minutes to travel to by your usual 

means of transportation if you live in a metropolitan area and no more than 2 hours if you live 

in a regional area.  A geriatrician, occupational therapist and physiotherapist who specialise 

in falls and balance problems would conduct an assessment with you, and you would then 

have a 6 week and 6 month re-assessment. They would make recommendations on how you 

can decrease your risk of falling and improve your balance.  Examples of some 

recommendations may be: for you to attend a weekly exercise program, have a home visit by 

an occupational therapist to advice on home modifications, recommend changes to your 

medications or footwear.  These suggestions would be explained to you and written down for 

you.  The initial appointment would take between 2 and 3 hours, and the follow up 

appointments approximately one hour. 

Attending each assessment would cost $10 out of your own pocket, which would be $30 to 

attend all three sessions. There may be further costs associated with some recommendations 

that may be made (eg. attending a group exercise program) that would be additional to this. 
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Table 1: Demographic data of study participants  

 

 Mean (sd) or n 

(%) 

n with 

data 

N 394  

Demographics   

Age (years)  77 (7) 393 

Gender (female) 232 (59%) 391 

Marital status 

   Married 

   Widowed 

   Divorced 

   Separated 

   Never married 

 

199 (51%) 

131 (34%) 

34 (9%) 

10 (3%) 

14 (4%) 

391 

Lives on their own 199 (51%) 393 

6-item Cognitive Impairment Test* 2 (3) 387 

Presence of specific comorbidities#   

Congestive heart failure 15 (4%) 389 

Another form of heart disease (includes coronary heart 

disease, cardiomyopathy, ischaemic heart disease, 

hypertensive heart disease, inflammatory heart disease, 

disease affecting one or more valves of the heart, heart 

murmur) 

112 (29%) 388 

Stroke (this includes mini-strokes, aneurisms, transient- 41 (10%) 392 
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ischemic attacks) 

Cancer 91 (23%) 391 

Osteoporosis (not osteoarthritis) or osteopenia. 87 (22%) 392 

Depression or anxiety 65 (17%) 392 

Arthritis 222 (57%) 392 

Diabetes 63 (16%) 390 

Lung disease (includes asthma, emphysema, chronic 

obstructive pulmonary disease, chronic obstructive airways 

disease) 

60 (15%) 391 

Parkinson’s disease 3 (1%) 391 

Inner ear dysfunction affecting balance (eg. dizziness) 48 (12%) 392 

Cataracts (not cataracts that have been surgically removed 

already) 

84 (21%) 392 

Other visual impairment 90 (23%) 391 

Joint replacement 69 (18%) 392 

Broken bone since turning 60 80 (20%) 391 

Medications   

Total number of prescription medications – mean (sd) 4 (3) 391 

Taking any psychoactive medication (sleeping tablets, 

medications for anxiety or nerves, tranquilisers, 

antidepressants, mood stabilisers, other medications for 

mental health) 

50 (13%) 384 

Health service use indicators   

Hospital admission for at least one night in the past 6 months 76 (20%) 386 

Health insurance (private insurance or Department of 250 (64%) 385 
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Veterans Affairs coverage) 

Country of birth 

   Australia 

   United Kingdom 

   Other countries 

 

290 (81%) 

37 (10%) 

33 (9%) 

360 

Falls history and perceptions   

Number of people who were fallers (one or more falls) in past 

12 months  

139 (36%) 391 

I think that I will fall over at some point in the next 12 months 

   Strongly agree 

   Agree 

   Undecided 

   Disagree 

   Strongly disagree 

 

 

15 (4%) 

67 (17%) 

95 (24%) 

135 (35%) 

77 (20%) 

389 

I think that if I were to fall over in the next 12 months, I 

would be likely to get a serious injury (for example, a broken 

bone) 

   Strongly agree 

   Agree 

   Undecided 

   Disagree 

   Strongly disagree 

 

 

 

4 (1%) 

86 (22%) 

105 (27%) 

165 (42%) 

30 (8%) 

390 

Self-reported difficulty with mobility tasks   

Can you use public transport such as buses, trams or trains  373 
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without assistance 

   Can do without difficulty 

   Can do with difficulty 

   Cannot do 

 

293 (79%) 

54 (14%) 

26 (7%) 

Can you walk up and down stairs without a handrail 

   Can do without difficulty 

   Can do with difficulty 

   Cannot do 

 

165 (43%) 

135 (35%) 

86 (22%) 

386 

Can you bend and pick up an object from the floor without 

any assistance 

   Can do without difficulty 

   Can do with difficulty 

   Cannot do 

 

 

309 (80%) 

69 (18%) 

10 (3%) 

388 

Can you move about your usual place of residence without 

any assistance 

   Can do without difficulty 

   Can do with difficulty 

   Cannot do 

 

 

363 (94%) 

22 (6%) 

2 (1%) 

387 

*Scores range from 0 – 28 with higher scores indicating more cognitive impairment. People 

with scores of 13 or above were excluded. 

# participants could report multiple comorbidities  
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Table 2. Responses to “general effectiveness of strategy” and “personal effectiveness of 

strategy” items. Data are n (%). 

 

 “I think if a man / 

woman (of same 

gender as respondent) 

about my age were to 

participate in a (the 

falls prevention 

strategy) like this, it 

would decrease their 

risk of falling” 

I think if I were to 

participate in a (the 

falls prevention 

strategy) like this, it 

would decrease my 

risk of falling 

n 

(comparison) 

Signrank 

test p-

value 

Group exercise 

   Strongly agree 

   Agree 

   Undecided 

   Disagree 

   Strongly disagree 

 

84 (22%) 

236 (61%) 

45 (12%) 

18 (5%) 

0 (0%) 

 

68 (18%) 

182 (48%) 

53 (14%) 

77 (20%) 

0 (0%) 

379 p<0.001 

Home exercise 

   Strongly agree 

   Agree 

   Undecided 

   Disagree 

   Strongly disagree 

 

71 (18%) 

236 (61%) 

52 (14%) 

24 (6%) 

1 (0%) 

 

59 (15%) 

187 (49%) 

54 (14%) 

80 (21%) 

2 (1%) 

379 p<0.001 

Home assessment 

   Strongly agree 

   Agree 

 

87 (22%) 

237 (61%) 

 

55 (15%) 

173 (46%) 

373 p<0.001 
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   Undecided 

   Disagree 

   Strongly disagree 

35 (9%) 

27 (7%) 

1 (0%) 

49 (13%) 

88 (24%) 

8 (2%) 

Assessment and 

multifactorial 

intervention strategy 

   Strongly agree 

   Agree 

   Undecided 

   Disagree 

   Strongly disagree 

 

 

 

69 (18%) 

239 (63%) 

55 (14%) 

19 (5%) 

0 (0%) 

 

 

 

50 (13%) 

163 (44%) 

66 (18%) 

90 (24%) 

4 (1%) 

368 p<0.001 
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Table 3. Odds ratios (95% CI) of factors independently associated with having the “better for others than for me” perception. 

 

 Group exercise Home exercise Home assessment 

and modification 

Assessment and 

multifactorial 

intervention 

strategy 

Gender (female) 1.85 (1.10, 3.08) 1.71 (1.00, 2.91)   

Arthritis    0.49 (0.31, 0.79) 

Broken bone since turning 60 2.11 (1.15, 3.86)    

Health insurance     1.88 (1.12, 3.13) 

Self-perceived risk of serious injury if they were to fall      1.34 (1.02, 1.75)  

Exposure to (strategy) in past 5 years 

   Group exercise 

   Home exercise  

   Home assessment 

   Assessment and multifactorial intervention strategy 

 

0.42 (0.23, 0.79) 

 

0.52 (0.28, 0.98) 

0.22 (0.07, 0.65) 

 

 

 

0.55 (0.31, 0.95) 

 

 

 

 

0.25 (0.07, 0.88) 

Exposure of friend or relative to (strategy)     
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   Group exercise 

   Home exercise  

   Home assessment 

   Assessment and multifactorial intervention strategy 

 

 

 

0.29 (0.10, 0.84) 

2.06 (1.19, 3.55) 

 

0.49 (0.28, 0.84) 

 

 

1.74 (1.07, 2.81) 

 

 

0.61 (0.38, 0.98) 

Difficulty using public transport   0.43 (0.24, 0.76)  

Difficulty bending down to pick up object   2.27 (1.31, 3.94)  

Model number of observations 345 340 339 338 

     

Area under the curve 0.67 0.71 0.68 0.66 

Hosmer-Lemeshow: Chi2 statistic (df), p-value 10.3 (10), p=0.38 16.4 (24), p=0.87 64.4 (74), p=0.68 15.5 (11), p=0.18 

Note: Variables only included in table if retained in one of the final models. 
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