Anna Bondy
Medicare Policy on Fall Prevention
Define the problem. 
To: Patrick Conway, MD, MSc, Deputy Administrator for Innovation and Quality, CMS Chief Medical Officer.
Preventable falls are a widespread problem in the United States, community-dwelling, elderly population that leads to injury and premature death, and costs the US healthcare system billions of dollars. In fact, according to the Medicare Current Beneficiary Survey in 2010, 22% of Medicare beneficiaries have had a fall in the past year.1
Assemble some evidence. 
Falls are a major cause of death in the US. In 2010, 21,700 elderly Americans died, and 2.3 million people were injured as a result of falls. In total, medical services related to falls in the elderly cost the US $30 billion.2 According to Thorsten:
About one-third of community-dwelling older persons aged 65 and older and 50% of those 80 and older fall each year. At least half of the fallers experience multiple episodes per year, and one-third suffer moderate to severe injuries.3

Not only has the current Medicare infrastructure been unable to prevent falls in elderly, at-risk individuals, it has been unable to prevent repeated episodes of falling. If Medicare does not change the way it handles these cases, and the proportion of elderly people in the population continues to rise, Medicare may face serious financial consequences.
When an elderly person falls, it can create a vicious cycle of injury and decreased mobility. During a fall, there is the potential for bone fractures, traumatic brain injury, and increased fear of falling - all of which can result in further increased risk. Falls have the potential to decrease quality of life and mobility, as well as the ability to perform activities of daily living.2 However, falls are just one of many medical outcomes that can be treated and prevented. People at risk for falls need to be monitored by physicians and provided the appropriate services. 
There is already an increased focus on preventing falls in the healthcare setting because of penalties for hospital acquired conditions. Since 2008, Medicare changed its reimbursement rates for secondary hospital-acquired conditions, such as falls, so they no longer result in increased reimbursement for hospitals. This was intended as a financial incentive for hospitals to reduce fall rates through innovation and use of best practices.4
	The Hospital Elder Life Program, or HELP, was effective in reducing hospital-associated falls by providing adaptations for visual impairment, offering physical therapy, avoiding certain prescription drugs, and lowering patients’ beds to be closer to the floor. Already, we have seen short-term benefit to these therapies within an institutionalized setting, but the hospital is not the best place to actually treat the underlying causes of falls. According to Inouye, “falls are often the result not of medical errors but of diseases, impairments, and appropriate uses of medications and other treatments.”4 For this reason, Medicare policy needs to extend outside the hospital setting and provide the long-term interventions that are required to effectively decrease the incidence of falls.
	Multiple factors have been studied in relation to falls, including visual impairment, depression, slippery shoes, malnutrition, physical activity, medication use and vitamin supplementation. In the areas of  depression and visual impairment more research still needs to be done - it is unclear if policies intended to correct the problem actually result in decreased falls.2,5,6,7,8,9 Research on malnutrition and falls has shown inconsistent findings, and many of the studies that have shown associations have been conducted in developing countries.8,9 For this reason, further research is required to determine if malnutrition causes falls in elderly Americans or other groups more representative of the American population.
Construct the alternatives. 
According to the literature, there are several therapies that have been tested in elderly adults in order to decrease risk of falls. Programs that provide vision services work on obtaining glasses for community members who do not have them, updating their glasses prescription or providing glasses specifically to improve long distance sight for activities such as walking. In some cases, the benefit of expediting cataract surgeries was also studied. 5,6,7 
Home hazard modification (HHM) targets multiple different causes of falls within the home. A HHM program may remove tripping hazards from the home, or add supportive equipment, such as grab bars in the bathroom or railings on the stairs, to help the individual perform activities of daily living in a safe manner. Home lighting is also addressed to make sure any hazards that remain are visible.2,6,9
There is some evidence to support the use of vitamin D supplementation to prevent falls, especially in those who are vitamin D deficient, or those with poor vision. Low vitamin D levels are associated with poor balance, decreased function and muscle weakness, all of which can increase risk of falls.10 However, there is still debate about the vitamin D dosage that is adequate to defer this risk. 
The use of psychotropic, anticholinergic, and other specific types of medications, has been shown to increase risk of falls. In particular, drugs that have side effects such as dizziness, weakness, or confusion should be carefully considered in the elderly population when there is a concern for falls. Often decreasing the medication dosage is enough to decrease the risk of falling significantly, but in some cases, the patient may have to switch medications.5,6,8,11
Exercise & physical therapy have been shown to consistently decrease risk of falls. In cases where patients have decreased mobility, intensive physical therapy is especially effective in improving gait, balance and functional ability.2,5,6,8,9 Individuals in physical therapy often benefit from increased ability to perform activities of daily living, and provide people with greater independence. Elderly individuals who pursued physical activity on their own or through group classes, such as tai chi, also were shown to have a decreased risk of falls.5,6
The previously mentioned alternatives were chosen based on the availability of research after conducting a literature review. Alternatives were excluded that did not have strong evidence to support causality for falls, such as malnutrition, or were not appropriate for policy interventions, such as slippery shoes. Depression and visual impairment were not targeted because other policy interventions have been better studied and have more consensus.
Alternatively, the status quo could continue. Medicare could continue to offer physical therapy services reactively instead of proactively, and allow doctors to intervene with their patients on issues of home hazard modification, vitamin D and medication use on an individual basis. However, the rate of falls would not improve, and the costs could increase as the population ages, if the status quo remains.
Select the criteria. 
Three criterion were selected in the outcomes analysis - effectiveness, cost and ease of implementation. The heaviest weight (40%) is given to effectiveness. If the program is effective, and the intervention decreases falls, there is potential for decreased healthcare costs and increased QALYs in the elderly. 
However, the initial cost is also an important factor, so it was given the second highest weight (35%). Even if long-term savings are expected, the funding has to be available now to make these changes.  A program without funding is unlikely to accomplish its goals.  
Ease of implementation was also taken into consideration, but was given less weight (25%). Implementation includes infrastructure building or education requirements within the healthcare system, and building awareness and social programs in the community. This received the lowest weight because, although it will require effort to implement, there is already a model of care within Medicare to provide a lot of these services, and most of what needs to be changed is the retroactive criteria for providing services. 
Project the outcomes.
	
	Status Quo
	Exercise & PT Programs
	Regulate medication use
	Vitamin D

	Cost (35%)
	0
	- -
	-
	-

	Effectiveness (40%)
	0
	++
	++
	-

	Implementation (25%)
	+
	+
	-
	++

	Totals
	0+0+.25 = 
+.25
	- .7+.8+.25 = +.35
	- .35+.8-.25 = +.2
	-.35-.4+.5 = -.25



Increasing exercise and physical therapy programs in the elderly has a proven benefit in decreasing fall risk, and there are already systems in place to provide physical therapy and other adult programs. Doctors would have to increase their referrals to physical therapists (PTs) and the cost of training and hiring more PTs and recreational therapists to meet the needs of the ageing population could be quite substantial. However, it may be a more efficient use of the doctor’s time, and Medicare’s money, to ask allied health professionals to teach fall prevention techniques. 
Programs that decrease the use of psychotropic and anticholinergic drugs that cause falls have also been shown to be effective, and there are several pilot programs that have had success. The concern with this approach is it may be difficult to make consistent changes in medication use for all patients when elderly adults have so many chronic conditions they are managing that also require their doctors’ time.
Vitamin D supplementation is a simple intervention that has been shown to be effective in subsets of the population. However, there is disagreement in the academic community about its effectiveness in the general elderly population, and there may be issues with patient compliance. Additionally, Vitamin D supplements are an extra expense to elderly patients on fixed incomes. 
Confront the trade-offs. 
Although exercise programs may be a more effective strategy for decreasing risk of falls, there is a greater cost associated with it than the other two alternatives. It is also unclear how Medicare would pay for increased physical activity programming for elderly Americans, such as tai chi classes. By contrast, the training and implementation for a medication program would mostly involve educating physicians through physician groups and awareness campaigns - a more targeted, small-scale, and less costly approach. An intervention to add Vitamin D supplements would also cost money, but the cost of the supplements alone is much less significant than the other two alternatives.
One advantage to physical therapy is that the effectiveness of the program is not dependent upon compliance with at-home therapies. Use of medications and vitamin D supplements ultimately is done in the home, where there are opportunities for mistakes and forgetfulness, leading to decreased effectiveness of these programs.  
The implementation of physical therapy services should be relatively streamlined since most Medicare beneficiaries are at-risk and have insurance to pay for recommended services within the existing infrastructure. The challenge is how to scale up physical therapy and exercise programs to reach a larger group of people. By comparison, implementation of programs that change medication dosages may require more face-to-face time between the doctor and the patient that is not always available. 
Decide. 
A combination of physical activity and physical therapy appears to be the best option because, although there is a high cost, there is also a good return on investment according to the research. If Medicare pays for physical therapy, it is likely to see a reduction in costs for those patients who receive medical services, helping their bottom line. Group exercise classes targeting the elderly are also a good return on investment because they help prevent the loss of functionality and balance that leads to falls in the first place.
Tell your story.
[bookmark: _GoBack]One in five community-dwelling Medicare beneficiaries fall each year, and with the growing proportion of elderly in the population, Medicare needs to control this problem by aggressively providing proactive physical activity and physical therapy programs to its participants before the costs of falls become unmanageable.1
The audience is Dr. Conway at the Center for Medicare and Medicaid Services. In order to convey this message, it would be necessary to obtain a ten to twenty minute meeting with him at his office in Baltimore to present the facts about falls in the elderly.
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