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As we head 
into 2011, there 
are a number of 
important transi-
tions in leader-
ship for the Sec-
tion on Geriat-
rics (SOG) that 
I want to call to 
your attention.

When our membership began to grow 
dramatically in the early 1990s, it became 
obvious that we needed a staffing model 
to provide support services to both Sec-
tion leaders and members. Thus, we hired 
our first executive in 1992, and there has 
been no turning back.  Even as member-
ship numbers declined after the Balance 
Budget Act of 1997, we found that the 
comprehensive services of an executive 
were essential in helping to coordinate 
the many activities of our Section. How-
ever, since 1992 we have had 10 execu-
tives aligned with Component Meeting 
Services at the APTA, 3 in 2010 alone.  
Based in part on this high level of turn-
over, and certainly due to economic fac-
tors, the Section’s Board of Directors has 
taken bold action in contracting with the 
Wisconsin Physical Therapy Association 
(WPTA) for executive services beginning 
on January 1, 2011.  I am pleased to an-
nounce that our new Section Executive 
is Karen Oshman, CAE.  A graduate of 
Western Connecticut State University 
with a BS in Education, Karen has been 
Executive Director of the WPTA since 
1997.  With the help of a range of SOG 
leaders, Karen began her orientation to 
Section operations, issues, and person-
nel early in the fall of 2010. She is very 
well-regarded in the world of associa-
tion management and she worked with 
some of our current contractors.  Karen 
can be most directly reached at karen.
oshman@geriatricspt.org; other contact 
information can be found in the SOG 
Directory on the inside back cover of 
this issue of GeriNotes.

PRESIDENT’S PERSPECTIVE:  
LEADERSHIP TRANSITIONS IN 2011

John O. Barr, PT, PhD
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On November 11th, the Board of Di-
rectors approved the appointment of the 
following individuals to key positions 
within the Section:

Melanie Sponholz, PT, MSPT, 
GCS, will assume the position of Editor 
for our award-winning magazine, Geri-
Notes in 2011, succeeding Carol Schunk, 
PT, PsyD. Melanie holds a BA degree in 
English Literature. Prior to becoming a 
physical therapist, she was an Editorial 
Assistant and Publishing Administrator 
with Random House, and later served 
as a Managing Editor for The Princeton 
Review. Presently, she is the Director of 
Quality Assurance and Professional De-
velopment for Fox Rehabilitation, Cher-
ry Hill, New Jersey.

Cheryl Anderson, PT, PhD, MBA, 
GCS, will first serve as the Co-editor of 
our Home Study Course (HSC) series in 
2011 with Jason Hardage, PT, DScPT, 
NCS, before assuming the position of Ed-
itor in 2012. A past SOG Secretary and 
HSC author, Cheryl has been involved in 
on-line course development and imple-
mentation that will be important to us as 
we transition from paper-based to on-line 
distance education courses. Home-office 
based, Cheryl currently holds a number 
of adjunct faculty positions.

Susan Wenker, PT, MS, GCS, has 
already jumped into her role as Co-chair 
of the Program Committee, under the 
mentorship of Jill Heitzman, PT, DPT, 
GCS. She has extensive experience in 
planning and coordinating educational 
opportunities. Sue is the Academic Co-
ordinator for Clinical Education at the 
University of Wisconsin - Madison.

Our fall elections, conducted primar-
ily by electronic voting, resulted in the 
following individuals elected to Section 
office, effective after their installation 
at the CSM 2011 members meeting on 
February 11th: 
• Greg Hartley, PT, DPT, GCS, will 

become our Secretary, replacing 
Rubye Kendrick, PT, MS, GCS.  

• Danielle Parker, PT, MPT, DPT, 
GCS, CEEAA, will join the Board 
of Directors for her 1st term, replac-
ing Greg Hartley.

• Missy Criss, PT, was elected to the 
Nominating Committee replacing 
Carol Schunk, PT, PsyD.

• Cathy Ciolek, PT, DPT, GCS, was 
elected to a second term as Section 
Delegate.

Two of our 3 Special Interest Groups 
(SIGs) also conducted elections, with the 
following outcomes:

Balance and Falls SIG
• Mike Studer, PT, MHS, NCS, was 

re-elected as Vice Chair.
• Brady Whetten, PT, DPT, was 

elected Secretary, replacing Mary 
Bessette, PT, MPT, GCS.

Bone Health SIG
• Sheri Betz, PT, GCS, was elected as 

Chair, replacing Nancy Abodeely, 
PT, MA, OCS.  

• Kathy Brewer, PT, MEd, GCS, 
CEEAA, was elected to the Nomi-
nating Committee.

At a time when engagement in leader-
ship positions within professional organi-
zations seems to be lagging, it is wonder-
ful to have such talented and committed 
individuals stepping forward to serve the 
Section on Geriatrics. At the CSM 2011 
in New Orleans, or perhaps via a quick 
email, make a point to show your appre-
ciation to both these newly appointed or 
elected individuals and to the outgoing 
leaders who have served our Section so 
ably during their recent terms.

Dr. Barr is a Professor in the Physical 
Therapy Department at St. Ambrose 
University, Davenport, IA.  He also 
serves on the Editorial Board for the 
Journal of Geriatric Physical Therapy.
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C o m b i n e d 
Section Meet-
ing (CSM) is 
always a special 
event for the Sec-
tion on Geriatrics 
(SOG). This is 
the opportunity 
for SOG members 
to attend multiple 

education presentations oriented toward 
therapists who work with older adults. 
But the unique part about CSM is the 
events scheduled for Section members. 
There is a new comer breakfast and the 
booth and member meeting and the 
awards celebration. These are the occa-
sions especially geared toward meeting 
other Section members and finding out 
how you might become more active in 
the Section. I know I have written on 
this topic before, but each year at CSM 
time I realize how rewarding it is to be 
involved. Having been a physical thera-
pist for a hundred years or more, I have 
so many friends that I met through being 
involved with the SOG. Our profession 
is definitely unique in the environment 
of sharing and bonding that occurs be-
tween therapists. We are open and very 
welcome to the concept of sharing expe-
riences and information. This is not true 
in all professions where often the com-
petitiveness over rides collaboration and 
therefore eliminates building relation-
ships. 

I just returned from teaching a con-
tinuing education program in Kentucky 
on Home Health. Several times during 
the 2-day course, the participants break 
into small groups. One reason is the san-
ity of the participants since they need a 
respite from listening to me as the sole 
speaker. But the value of the small groups 
is the chance for interaction between the 
PT, OT, PTA, and COTAs. Value is mea-
sured as Quality divided by Cost. Cost in 
this scenario is the exposure, when you 
are in a group of 4 or 5 peers, those who 
tend to be more quiet or introspective 
may find it uncomfortable. Sometimes 
it is easier to just sit there and listen. 
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EDITOR’S MESSAGE: NETWORKING & COLLABORATION
Carol Schunk, PT, PsyD

But the quality factor is immense. The 
exchange of information and sharing 
experiences definitely overrides the cost, 
making it a great value and personal con-
tribution to professional development. I 
get such satisfaction from wandering the 
room during the break out sessions and 
listening to the discussions. My hope is 
that this peer-to-peer interaction is go-
ing to have an impact on not only the 
quality of patient care but also the col-
laborative nature of rehabilitation and 
encourage networking. There is also the 
bonding among therapists who practice 
in a similar clinical setting. In this case it 
is home health that has a unique practice 
environment that facilitates a sharing of 
stories from the front.  It could be inter-
actions with families or caregivers or en-
counters with animals or strange home 
settings, all build a commonality among 
peers. Physical therapy is so unique in 
the variety of practice settings so the 
above scenario plays out among those 
in clinics or acute care or skilled nursing 
and all the other places we see clients or 
patients. The Combined Sections Meet-
ing promotes this ability to network and 

interact so be sure to review the schedule 
on page 26 as well as Program Chair, Jill 
Heitzman’s description on page 22.

Not only do therapists have multiple 
practice environments for working with 
the older adult but we have different 
roles as described in the Guide to Physical 
Therapist Practice. In this issue the role 
of advocacy is explored in two articles. 
Jennifer Bottomley writes about the Un-
derserved Older Adults: The Homeless.  
Home modification and construction 
for the elderly who are intending to stay 
in their homes is the focus in the article 
by Patrice Antony. Both Patrice and Jen-
nifer practice what they preach and are 
wonderful role models for the responsi-
bility of therapists as advocates for the 
older adult.  The lead article is on Docu-
mentation by Ellen Strunk. I usually do 
not have a policy topic as the first article 
in GeriNotes but as Ellen states, even 
though documentation is probably not 
anyone’s favorite subject, it is what keeps 
us all alive and functioning and allows us 
to continue to do what we really love—
working with our patients/clients. SO 
READ ON and SEE YOU AT CSM.
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WHY DO YOU DOCUMENT?
Ellen R. Strunk, PT, GCS, CEEAA
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Have you ever stopped to think about 
it?  Why do you document every day on 
every patient?  Is it because you have to?  
Is it because your employer requires it?  
If all the “rules” were taken away, would 
you still document?

The most common answer given to 
the question, “Why do you document?” 
is “Because I want to get paid.”  And that 
is probably a very true response for most 
therapists practicing today.  Documenta-
tion has become such an onerous part of 
what we do every day that many thera-
pists cringe and try to go the other way 
when the subject is even brought up. 
(So please keep reading!)  Most physical 
therapists prefer to focus on the “clinical” 
aspects of their job:  marketing services 
to physicians and potential patients, set-
ting up successful clinical programs, and 
providing therapy services.  Coding and 
documentation tasks are normally given 
less attention by most therapists.  How-
ever, these tasks are critical to both the 
success of a business and the ultimate 
success of our profession.  If our docu-
mentation does not support what we 
are doing or the skill it takes to do it, 
then no one is going to pay for physical 
therapy services.

The truth is that physical therapists 
did not go to school to learn how to write 
prolifically.  We went to school to be 
hands-on clinicians and experts in func-
tional movement disorders.  However, the 
skills of a therapist today must include 
skills in comprehensive documentation 
and appropriate coding.  A practitioner 
with this type of knowledge is much more 
marketable in any service area.

The reasons why a clinician should 
be competent in both documentation 
and billing fall into 3 primary reasons: 
clinical, legal, and reimbursement.  
1. From a clinical perspective, docu-

mentation is the basis for establish-
ing medical necessity and a patient’s 
plan of care.  Without these two 
elements, the clinical course may 
vary, the treatment may only address 
acute complaints, and the patient’s 
outcome may not be optimal.  Using 

thorough documentation principles, 
however, will provide a clear road-
map for the practitioner to address 
all the problems in an organized and 
comprehensive manner.

2. Documentation and proper billing 
is also essential for legal reasons.  
Consistent compliance with cod-
ing standards and guidelines will 
protect a practice from potential 
fraud or abuse charges.  Consistent 
compliance with documentation 
standards will protect a practice in 
the unfortunate event of a lawsuit.  
Without clear, comprehensive, con-
cise and legible notes, a practitioner 
will have difficulty defending deci-
sions about the care provided. 

3. The final reason for understanding 
documentation and reimbursement 
principles is to receive payment for 
services provided.  Documentation 
and reimbursement are not separate 
parts of practice, but are inherently 
connected.  

In the September issue of GeriNotes, 
the Policy Talk column discussed some 
of the initiatives the Centers of Medi-
care and Medicaid Services are using to 
safeguard against fraud and abuse in the 
system.1  Health Care Spending is grow-
ing year over year and is expected to be 
16.2% of Gross Domestic Profit (GDP) 
this year.  In calendar year 2008 (the last 
year of known data), Medicare spent ap-
proximately $4.76 billion on all Part B 
therapy services; 76% of that was spent 
on outpatient physical therapy services.  
The average spending on each Medicare 
beneficiary was $884/year.  The prob-
lem is that therapy utilization is growing 
faster than general health utilization – 
in fact two times as fast.  And as more 
data is analyzed, we know there are two 

settings where most of these outpatient 
physical therapy services are provided:  
skilled nursing facilities and physical 
therapy private practices.

Within Medicare Fee-for-Service, 
CMS contractors are responsible for 
processing and paying approximately 4.5 
million claims per day.  Therefore, these 
contractors have a very important role 
in preventing improper payments from 
happening.  We as physical therapists 
and physical therapist assistants need to 
take seriously our role and responsibil-
ity in insuring the services we submit on 
claims are paid.

Physical therapy practitioners should 
follow good documentation principles 
regardless of the payer source.  The docu-
mentation should support that physical 
therapy services are reasonable, necessary 
& medically necessary.  What do these 
terms mean? Over the last several years, 
Medicare has gone to a lot of trouble 
to outline in its various online manu-
als exactly what this concept means (see 
Table 1). For outpatient services, Medi-
care outlines its expectations in the Ben-
efit Policy Manual Pub. 100-2, Chapter 
15, Section 220 and 230.2  For Skilled 
Nursing Facility services, its expecta-
tions are in the Benefit Policy Manual 
Pub. 100-2, Chapter 8, Section 30.23 as 
well as the Resident Assessment Instru-
ment Manual, Chapter 3, Section O.  
Medicare has just recently published ex-
tensive documentation requirements for 
home health therapy services in its 2011 
PPS Final Rule.4  This information will 
be incorporated into the Benefit Policy 
Manual Pub. 100-2, Chapter 7 by the 
first of 2011.  Experience also tells us 
that because Medicare and Medicaid are 
the largest health programs in the United 
States, other insurance providers often 
use the same or similar documentation 
and coverage criteria in their policies. 

Many therapists still struggle with 
this concept, however, since we may as-
sume that if ‘we’ are doing it, then ‘it is 
skilled.’  Or we falsely think that only 
‘we’  can provide the service rather than 
using clinical reasoning skills to justify 

"If our documentation does 
not support what we are do-
ing or the skill it takes to do 
it, then no one is going to pay 
for physical therapy services."
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When instead, using functional as-
sessment scores that are validated in 
the scientific literature and additional 
documentation can explain the value of 
physical therapy in much clearer terms.

Writing goals is the most important 
part of the plan of care.  They should relate 
to each patient’s problems and his everyday 
life; ie, what do they want to return to do-
ing and why is that important?  Although 
Medicare only requires long term goals to 
be included in the plan of care, short term 
goals are helpful to direct the day-to-day 
care of the patient and lay out the steps 
necessary to achieve the long term goals.  
Goals should address 4 major points:  (1) 
who needs to achieve it? (2) what do they 
need to achieve? (3) by how much? and 
(4) why do they need to achieve the goal? 
For example, a goal might be written as:  
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service.  With every single treatment 
visit, we should ask ourselves:  “What 
service am in providing that only “I” – 
a physical therapist or physical therapist 
assistant - can provide?”  That is the es-
sence of what our documentation must 
prove.  With all the medical review enti-
ties out there scrutinizing more medical 
records, our documentation must leave 
no doubt that what we are doing is medi-
cally necessary.  If the answer to our ques-
tion is “yes!”, these services can only be 
provided by “me”, then it becomes easy 
to document skilled services – you docu-
ment what you did during that visit that 
no other person (eg, a caregiver, a CNA, a 
home health aide, an ATC, a nurse) could 
have done.

The next step is sometimes the hard-
est one.  Ask yourself “Why am I still do-
ing these services?”  It is harder because it 
gets at the fundamental question of “Are 
we having a positive functional outcome?  
Are these services giving us the result of 
reaching the patient’s goals?”  This is an-
other aspect of good documentation since 
it emphasizes the point that our services 
must be based in evidence.  Just provid-
ing ‘skilled’ services over and over regard-
less of the outcome won’t pass the test for 
meeting medical necessity.  

A SOLID PLAN OF CARE IS 
NECESSARY

This is where a solid plan of care can 
make your documentation easier to ac-
complish or make it much harder.  The 
treatment plan should describe the condi-
tion being treated, include specific thera-

peutic interventions with short and long 
term goals and indicate the amount, fre-
quency, and duration of therapy services.  
The Medicare Benefit Manual emphasizes 
the need for using objective measurement 
instruments that can be used throughout 
the plan of care to establish that the pa-
tient is making progress.  The CMS rec-
ommends the use of the Patient Inquiry 
by Focus on Therapeutic Outcomes, Inc 
(FOTO), the Activity Measure – Post 
Acute Care (AM-PAC) or OPTIMAL by 
Cedaron through the American Physical 
Therapy Association.  In lieu of these, 
CMS encourages the use of instruments 
that support illness severity or complexity, 
beneficiary health related to quality of life, 
and/or objective, measurable beneficiary 
physical function.  Regardless of what 
is chosen, the tests and measures should 
yield information that is sufficiently accu-
rate and precise so the medical necessity 
of the intervention is clear.  The results of 
each test should be clearly documented, 
since they will help justify the need for 
physical therapy and support the medical 
necessity of skilled physical therapy inter-
ventions (see Table 2).  

Which functional assessment tools 
are you using in your practice?  Do you 
use at least one on every patient?  While 
range-of-motion, manual muscle testing, 

mobility task scores are helpful to describe 
the impairments a patient has, they don’t 
always paint a clear picture of what the 
patient’s “functional impairments” are.  
Many times physical therapists make the 
mistake of assuming that if they docu-
ment something like this everyone will 
understand why the patient needs physi-
cal therapy services.

Table 1.  In order for a service to be considered ‘reasonable & necessary’ and ‘medically necessary’ in each of these settings:
Outpatient Services Skilled Nursing Facility Home Health Services

The services shall be of such a level of complexity and 
sophistication or the condition of the patient shall 
be such that the services required can be safely and 
effectively performed only by a therapist, or in the 
case of physical therapy and occupational therapy 
by or under the supervision of a therapist. Services 
that do not require the performance or supervision 
of a therapist are not skilled and are not considered 
reasonable or necessary therapy services, even if 
they are performed or supervised by a qualified 
professional. 220.2.B2

If the inherent complexity of a service prescribed for 
a patient is such that it can be performed safely and/
or effectively only by or under the general supervision 
of…skilled rehabilitation personnel, the service is a 
skilled service; 30.2.2
The services must be of a level of complexity and 
sophistication, or the condition of the patient must be 
of a nature that requires the judgment, knowledge and 
skills of a qualified physical therapist. 30.4.1.13

The therapy services must be of such a level of com-
plexity and
sophistication or the condition of the beneficiary must 
be such that the services required can safely and effec-
tively be performed only by a qualified therapist or a 
qualified therapy assistant under the supervision of a 
qualified therapist. Services which do not require the 
performance or supervision of a qualified therapist 
are not reasonable and necessary services, even if they 
are performed by a qualified therapist.  CMS 1510-
F, pg 1164

The services shall be considered under accepted 
standards of medical practice to be a specific and 
effective treatment for the patient’s condition. 
220.2.B2

The services must be considered under accepted 
standards of medical practice to be specific and 
effective treatment for the patient’s condition.  
30.4.1.13

Additionally our coverage regulations at 409.44(c)
(2)(i) already mandate that for therapy services to be 
covered in the HH setting, the services must be con-
sidered under accepted practice to be a specific, safe, 
and effective treatment for the beneficiary’s condition. 
CMS 1510-F, pg 4534



7GeriNotes, Vol. 18, No. 1  2011

W
H

Y
 D

O
 Y

O
U

 D
O

C
U

M
E

N
T

?

Patient (who) will achieve increased hip 
extensor strength (what) by ½ muscle grade 
(how much) so that immediate standing 
balance is improved to 2/2 as measured on 
the Tinetti Balance test and risk of falls is 
reduced (why). 

Although this goal appears lengthy, it 
is objective, measurable, and functional.  
It includes the functional level the pa-
tient is expected to achieve on discharge.  
It supports the medical necessity of the 
intervention since the patient’s risk for 
falling is at stake.  It directs the physical 
therapist or the physical therapist assis-
tant in specific interventions that need to 
occur in order to reach the goal.  

Documenting and collecting out-
comes is a crucial part of the documenta-
tion and reimbursement process.  Physi-
cal therapists often take for granted the 
service we provide everyday, including the 
difference that can be made in patients' 
lives.  It is easy to ‘water down’ the ben-
efits obtained through physical therapy 
in an effort to explain it to a lay person.  
However it is important to find ways to 
illustrate and explain to others in simple 
terms what it is that we can achieve to-
wards our patient’s goals.  Practitioners 
should ask the same types of questions a 
payer might ask.  “Did the final outcome 
meet the expectation?  Was the result 
worth the investment of time and mon-
ey for the payer and the patient?” Out-
come measures indicate to the payer that 
services provided are successful and the 
provider of the services is demonstrating 
the willingness to constantly improve the 
services for which payment is requested. 

Standardized tools provide thera-
pists with a different king of ‘language’ 
through which we can communicate 
with others.  Standardized outcome tools 

provide a benchmark by which to mea-
sure function and with which to exam-
ine and treat deviations.  It is easy to in-
corporate outcomes into documentation 
by using tools with established reliability 
and validity (See Table 3).  Choose one 
or two outcome measures for those 
diagnoses seen most frequently in your 
clinic (ie, high volume) or the diagnoses 
that are the most challenging to treat (ie, 
high risk).  Use a tool that has already 
been established for reliability and valid-
ity.  Set a benchmark for achievement 
based on national standards; for instance 
improve ABC scores to 80% after physi-
cal therapy intervention.  

It is important to recognize that the 
Patient Protection & Affordable Care 
Act (PPACA) and the Health Care and 
Education Reconciliation Act of 2010 
(HCERA) both have provisions in them 
that increase the types and number of 
strategies that CMS can take to reduce 
improper payments.  So ask yourself 
again: “Why do I document?” If your 
answer is “to get paid,” then make sure it 
is comprehensive and descriptive enough 
so that you and/or your employer do get 
paid and get to keep the money!

REFERENCES
1. “Caution:  Rough Roads Ahead”  

Table 2.  In order for a service to be considered ‘reasonable & necessary’ and ‘medically necessary’ in each of these settings:
Outpatient Services Skilled Nursing Facility Home Health Services

*Documentation required to indicate objective, measurable 
beneficiary physical function including, e.g., 
o Functional assessment individual item and summary 
scores (and comparisons to prior assessment scores) from 
commercially available therapy outcomes instruments other 
than those listed above; or 
o Functional assessment scores (and comparisons to prior 
assessment scores) from tests and measurements validated 
in the professional literature that are appropriate for the 
condition/function being measured; or 
o Other measurable progress towards identified goals for 
functioning in the home environment at the conclusion of this 
therapy episode of care. 
220.3.C2

Skilled rehabilitation services concurrent with the 
management of a patient’s care plan include tests and 
measurements of range of motion, strength, balance, 
coordination, endurance, and functional ability 
30.4.1.2.A3

Our clarifications include requirements to: document
necessity for a course of therapy (§409.44(c)(1)); include 
clinic notes which reflect progress toward goals, which in-
corporate the functional assessment and reassessments, which 
justify medical necessity, which describe the content of progress 
notes, and which include objective evidence of the expectation 
that the patient’s condition will improve (§409.44(c)(2)(i)); 
document any variable factors that influence the patient’s 
condition or affect the patient’s response to treatment, and 
include objective measurements of progress toward goals in 
the clinical record (409.44(c)(2)(iv)).
CMS-1510-F; pg 4524

Table 3. Sample List of Functional Tests & Measures
Activities Balance Confidence Bal-
ance Scale (ABC)

Functional Ambulation Profile Romberg Test

Berg Balance Test Functional Reach Test Six Minute Walk Test

Borg’s Rating of Perceived Exertion Gait Abnormality Rating Scale 
(GARS)

Timed Sit to Stand Test

Disability of Arm, Shoulder, Hand 
(DASH)

One Legged Stance Test Timed Up & Go Test 
(TUG)

Four Square Step Test Physical Performance Test Two-Minute Step Test

GeriNotes. September 2010.
2. Medicare Benefits Manual.  Publi-

cation 100-2, Chapter 15, Section 
220. Accessed December 2, 2010.

3. Medicare Benefits Manual.  Pub-
lication 100-2, Chapter 8, Section 
30.2 – 30.4. Accessed December 2, 
2010.

4. Home Health Prospective Payment 
System Final Rule 2011; CMS 
1510-F; http://www.cms.gov/cen-
ter/hha.asp Accessed December 2, 
2010. 
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ENERGY CONSERVATION GUIDE FOR OLDER ADULTS

Z Altug, PT, MS

Energy conservation is an organized way for finding ways to reduce the amount of effort and energy needed to accomplish a given 
task.  Using energy conservation techniques can help reduce unnecessary effort by allowing a patient make the most of each day with 
less fatigue and pain.  The following table outlining energy conservation guidelines may be issued to help patients reduce fatigue and 
pain due to an illness, patients recovering from surgery, or a medical condition such as fibromyalgia or cancer.1-5 

PATIENT EDUCATION:  ENERGY CONSERVATION  GUIDE
•	 Do	the	most	strenuous	daily	tasks	when	you	have	the	most	energy.
•	 Alternate	hard	tasks	with	easy	tasks	to	prevent	overloading	the	muscles	and	joints.
•	 Break	up	difficult	and	prolonged	tasks	into	smaller	steps	to	allow	for	adequate	recovery.
•	 Plan	to	take	frequent	rest	periods	during	your	daily	chores	or	activities	by	stopping	an	activity,	sitting	or	lying	down	for	brief	

periods of time.
•	 Plan	ahead	of	time	to	figure	what	is	the	easiest	and	safest	way	to	perform	a	task.		For	example,	is	there	an	easier	way	to	clean	

your bathroom by using long handled tools?
•	 Determine	which	activities	cause	excess	fatigues	or	pain	and	plan	how	to	modify	them.
•	 To	prevent	unnecessary	reaching	and	bending,	change	the	location	of	household	equipment	and	supplies	for	easier	access.
•	 Minimize	excess	stair	use,	frequent	bending,	and	squatting	as	well	as	heavy	lifting	and	carrying	tasks.
•	 Minimize	prolonged	overhead	activities	(such	as	painting).
•	 Avoid	prolonged	static	positions	by	changing	positions	and	postures	frequently.		For	example,	alternate	between	sitting	and	

standing when preparing foods, washing dishes, and ironing.
•	 Take	advantage	of	labor-saving	devices	(such	as	a	dishwasher)	and	tools	(such	as	a	power	screwdriver	and	electrical	tooth-

brush).
•	 Use	assistive	devices	(such	as	a	cane	or	walker)	and	splints	as	needed.
•	 Get	help	or	delegate	tasks	and	chores	when	needed.
•	 Get	adequate	sleep	every	night	to	allow	for	mental	and	physical	restoration.
•	 Learn	to	control	stress	to	avoid	tapping	into	energy	reserves.		Consider	activities	such	as	yoga,	tai	chi,	meditation,	and	hob-

bies.
•	 Eat	a	balanced	diet	in	order	to	obtain	proper	levels	of	nutrients	for	repair	and	recovery.
•	 Participate	in	an	aerobic	exercise	program	at	least	3	to	5	times	a	week	to	build	and	maintain	endurance.		Consider	walking,	

biking, hiking, or swimming.
•	 Participate	in	strength,	flexibility,	and	balance	exercises	several	times	a	week	to	improve	and	maintain	strength	and	mobility,	

and also help to prevent falls. 
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PROVIDING CARE FOR UNDERSERVED OLDER ADULTS: 
 THE HOMELESS

Jennifer M. Bottomley, PT, MS, PhD

This article is focused on Elder 
Homelessness, models for providing 
care for underserved populations, and 
volunteerism.  I’m certain that many of 
you have worked with an older adult 
for whom basic needs--food, cloth-
ing, shelter--were sparse or unavailable. 
For the past 30 years, this author has 
worked with the Committee to End 
Elder Homelessness (CEEH), recently 
renamed HEARTH (Helping Elders 
At Risk Through Homes) in Boston. 
HEARTH is a nonprofit organization 
dedicated to the elimination of home-
lessness among elderly. We have accom-
plished this mission through a blend 
of prevention, placement, and housing 
programs all designed to help elders find 
and succeed in homes of their own. To 
this end, HEARTH provides an array of 
supportive services that assist residents 
to age with dignity, regardless of their 
unique medical, mental, or social needs. 
It is the intent of this article to provide 
the GeriNote’s readers with a proven, 
cost-effective model for service-enriched 
housing, including physical therapy ser-
vices that addresses the special needs of 
homeless elders in our country.

INTRODUCTION
The fact that anyone is homeless is a 

reflection of the disparities of class in so-
ciety.  The fact that elders are homeless 
is an absolute transgression from societal 
values.  The circumstances of home-
lessness echo the yawning gap of social 
policy that should be in place to prevent 
the loss of shelter, a basic need, from oc-
curring. Is it not the right of every elder 
American to have a safe and affordable 
home, adequate health care, and suffi-
cient income to buy food and clothing?  
Is it not the right of every senior citizen, 
who has ‘paid their dues’ over a lifetime, 
to at least enter old age with a roof over 
their head?  We should be outraged.

It is up to all of us who are benefit-
ing from a prosperous economy to turn 

our energies and resources towards help-
ing others.  As a society, how we treat 
the least, the last, and the lost reflects 
our values.  How can public and private 
organizations work together to assure a 
more compassionate society?  How can 
we as Physical Therapists help to bridge 
the widening gap between the “haves 
and the have nots?”

EXTENT OF ELDER 
HOMELESSNESS

What is the extent of homelessness 
among the elderly? Estimating the num-
ber of homeless elderly is a great chal-
lenge. In most studies in the US, seniors 
are underrepresented among the home-
less, compared with the general popula-
tion. This is felt to be due, in part, to 
higher mortality rates once elders are on 
the street. None-the-less their absolute 
numbers are increasing. 

Estimates by the National Alliance 
to End Homelessness (NAEH) in April 
2010 show an overall increase in elder 
homelessness nationally.1 This increase 
reflects both demographic shifts in our 
country’s population and the rate of deep 
poverty experienced by many older citi-
zens. Using shelter reports from 8 major 
cities, it is estimated that between 14.5% 
and 28% of the homeless are aged 50 
years or over and 3% to 9% are over 60 
years.  Those over age 65 years comprised 
approximately 3% of all shelter users na-
tionwide. These numbers have been crit-
icized as underestimates, because many 
elderly stay away from public shelters 
for fear of muggings or insensitive treat-
ment. Street surveys and outreach pro-
grams in the US have reported a higher 
percentage of older people among the 
homeless—ranging as high as 30%.

The NAEH projects that homeless-
ness among the elderly in the US will in-
crease by 33% between 2010 and 2020, 
and will more than double between 2010 
and 2050.1 In the NAEH’s report, they 
stated, “In the coming years, the United 

States will experience a monumental so-
cietal shift as baby boomers become se-
nior citizens. Meeting the needs of this 
population, particularly the economi-
cally vulnerable portion of the popula-
tion will be one of the greatest domestic 
policy challenges in our lifetime.”

There is very limited recognition of 
the problem. HEARTH remains the 
only organization in the country with a 
sole focus and comprehensive approach 
to ending elder homelessness. HEARTH 
has built a strong foundation of advocacy 
to end elder homelessness that is nation-
ally recognized. In Massachusetts, we 
have observed the growth in elder home-
lessness first hand through the increased 
demand in our housing and placement 
services, as well as through growing 
numbers of requests for assistance from 
organizations across the country who are 
seeing an increase in numbers of home-
less elders, and who are looking for prov-
en strategies and solutions.

RISK FOR ELDER 
HOMELESSNESS2

How is it that elders become home-
less? Homelessness arises from both the 
destruction of dwellings through natural 
disasters and catastrophic events, such as 
floods, wars, and earthquakes, and the 
separation of people from their homes 
through one or more of a combination 
of socioeconomic, political, and legal 
conditions and personal behavior.

Increased homelessness among elder-
ly persons is largely the result of the de-
clining availability of affordable housing 
and increased poverty among the elderly.  
Yet, homelessness is an issue that cannot 
be simply explained by these economic 
and structural factors.  Personal relation-
ships and behaviors, as well as biographi-
cal factors play important roles. Cata-
strophic illnesses and the out-of-pocket 
expenses for medical interventions can 
force an elder individual to have to make 
a choice between paying for health care, 
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buying food, or paying the rent. Lifelong 
emotional or psychological factors may 
also play a part in elder homelessness.  A 
great number of elderly individuals be-
come homeless in later life after having 
held down long-term jobs with retire-
ment benefits.  More and more older 
people are actually losing pensions that 
they counted on. Many have lived all 
their lives in houses that they owned 
and cared for and can no longer main-
tain. Property taxes can wipe out an 
entire year of social security income in 
some states. Many elders have become 
estranged from family and friends and 
lose social support. Many once had sig-
nificant personal relationships that have 
somehow dissolved.

Worst case housing needs are those in-
dividuals at greatest risk for homeless-
ness. They are just on the edge of losing 
their home. These elders are in need of 
housing assistance.  Of the 12.5 million 
persons in households identified by the 
US Department of Housing and Ur-
ban Development as having “worst case 
housing needs,” 1.5 million are elderly 
people.3 Households with an elderly 
head of household have almost a one-in-
three chance of having worst case needs. 
Housing assistance has been heavily di-
rected toward elderly people; however, 
only 37% of very-low-income elderly 
people receive housing assistance.  Why 
is it that the other 63% have not accessed 
their eligibility to this help?

Elderly individuals are more likely 
than the non-elderly to have incomes 
just over the poverty threshold (10.5%). 
According to the US Bureau of the Cen-
sus, 17% of elderly people had family 
incomes below 125% of poverty.  Over 
65% of older renters spend more than 
30% of their income on housing. With 
less income for other necessities such as 
food, medicine, and health care, these 
populations are particularly vulnerable 
to homelessness.4 

Isolation also contributes to home-
lessness among older persons; older per-
sons are almost twice as likely as younger 
homeless persons to have been living 
alone prior to losing their home. They 
also tend to spend more time alone once 
they are homeless, typically out of em-
barrassment for being homeless or out of 
fear and distrust of others on the street.

The pathways into homelessness for 
the elderly are multifactorial.  Risk fac-

tors or triggering events in this group 
include evictions; the death of a spouse, 
relative, or significant other; and loss of 
income. Family dysfunction and gradual 
loss of social supports may be precipi-
tants to homelessness in older individu-
als. Older homelessness is also associated 
with dementia, living alone, an unstable 
residential history, or to abuse and vio-
lence in their homes. Mental illness is of-
ten cited as a precipitating factor in elder 
homelessness.

CONSEQUENCES OF ELDER 
HOMELESSNESS

Once on the street, elderly homeless 
persons often find getting around diffi-
cult, and distrusting the crowds at shel-
ters and clinics, they are more likely to 
sleep on the street. Some studies show 
that homeless elders are prone to victim-
ization and more likely to be ignored by 
law enforcement. Older homeless per-
sons are also more likely to suffer from 
a variety of health problems including 
chronic disease, functional disabilities, 
and uncontrolled diabetes and high 
blood pressure.  Add to that poor nutri-
tion and hydration that exacerbate many 
health problems. Hygiene also becomes 
a problem.5

Being homeless is associated with 
greater incidence of morbidity and mor-
tality and a lifestyle that negates the pur-
suit of disease-prevention practices and 
interferes with attempts to treat health 
problems. The homeless elderly face the 
conditions associated with aging, magni-
fied by their living conditions.  Home-
less elders have many chronic health 
conditions.  In addition, they face prob-
lems stemming directly from homeless-
ness, such as the consequences of falls, 
trauma or criminal assault, infestations 
with scabies or lice, peripheral vascular 
disease, cellulitis and leg ulcers, frost-
bite, and communicable diseases such 
as tuberculosis and HIV, malnutrition, 
and dehydration.  They are more likely 
to report active medical problems or a 
chronic illness or functional disability 
and their overall fitness and health status 
is worse than elderly people in the gen-
eral population.5 

Better knowledge of risk factors, ante-
cedents, and triggering events in this age 
group may help define a pre-homeless 
state and inform preventive measures. In 
the interim, more responsive hospital-

discharge planning and the establish-
ment of different levels of care (such as 
infirmaries and longer-term beds) after 
hospital discharge are important consid-
erations in the provision of services.

SHELTERS AND THE HOMELESS 
The elderly homeless people have 

multiple needs extending beyond the 
lack of housing: they face physical and 
mental health problems. This raises con-
cerns about age-specific unmet physical 
and mental health needs among home-
less seniors, particularly among those 
with mobility and memory problems.1 
Seniors often have difficulty accessing 
shelters as a result of mobility needs and 
physical limitations that compromise 
their ability to climb stairs or sleep on 
the floor.  Most of the shelters close dur-
ing the day, leaving older individuals on 
the street for the better part of the day. 
Given the growing numbers of homeless 
elderly people, there may be a role for 
day programs to engage the homeless el-
derly and those at risk. It becomes para-
mount to adapt and improve shelters to 
suit elderly client needs. 

Traditional community-based health 
service programs for the elderly are not 
designed to serve the elderly homeless 
population. Several barriers impede ac-
cess.  A Homeless lifestyle interferes with 
preventive measures and treatment of 
acute or chronic conditions, language 
and cultural barriers; lack of identifica-
tion, and dissatisfaction with and per-
ceived discrimination in existing ser-
vices. In response to these barriers, the 
service providers and government need 
to provide homeless health services in 
targeted community health centers, as 
well as interdisciplinary teams that pro-
vide health services within the shelters 
and on the streets. 

Outreach programs are essential. 
It is important to identify elders that 
are the “hidden Homeless.”  Many el-
ders are quite adept at masquerading as 
an older person “just out for a walk.”  
There is also a lack of staff training re-
garding age-specific needs. Very rarely 
are rehabilitation needs addressed in 
homeless health clinics. Health centers 
and shelters designed specifically for 
older homeless individuals have been 
established in New York and in Bos-
ton.  These focus on the special needs 
of the elderly, attention to functional 
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limitations rehabilitation needs, and 
comprehensive assessment. Geriatric 
physical therapists may have a unique 
advantage in helping other provid-
ers assess the homeless elderly.  We are 
skilled in community care, outreach, 
and comprehensive health assessments.  
Through direct assessments and indirect 
consultation, we could assist multidisci-
plinary teams to assess and treat elderly 
homeless people in a more comprehen-
sive and holistic way.5 

PROGRAM AND POLICY ISSUES
There is a great need for public hous-

ing assistance.  Older homeless persons 
are often entitled to Social Security ben-
efits; however, these benefits are often in-
adequate to cover the cost of housing. A 
person receiving Social Security Income 
benefits spends at least 69% of their 
monthly income to rent a one-bedroom 
apartment.  Sometimes the cost of a one-
bedroom apartment at Fair Market Rent 
is more than a person’s total monthly 
Social Security income. Nonetheless, So-
cial Security is a safety net and should be 
preserved.  The total number of elderly 
with very low incomes actually dropped 
in the late 2000s by about 300,000. This 
drop reflects a growing portion of the 
elderly population protected from severe 
poverty by Social Security.1 

A recent analysis of Census data 
found that without Social Security, 
nearly half (47.6%) of Americans age 
65 or over would have been poor. In 
fact, Social Security reduced the poverty 
rate among elderly people in mid to late 
2000-2010s by 11.9%, and lifted 11.4 
million elderly people out of poverty.3 

Despite this, if this is the only income 
source, these elders are at risk for home-
lessness. Even if the Social Security does 
cover the rent, only a few dollars remain 
for other expenses. Moreover, some 
homeless persons are unaware of their 
own eligibility for public assistance and 
face difficulties applying for and receiv-
ing benefits.  Elderly homeless persons 
often need help navigating the complex 
application process.  Rather than cut-
ting through the red tape, they take the 
path of least resistance, they become 
homeless.

There have been some legislative 
initiatives that have sought to address 
these issues:

The Stewart B McKinney Homeless 
Assistance Act

The first national response to the 
homelessness crisis was the passage of 
the Stewart B. McKinney Homeless As-
sistance Act of 1987.6 Recognizing that 
homeless people lacked access to health 
care, Congress funded a health program 
specifically for them. National demon-
stration projects showed that health pro-
grams specifically targeted to homeless 
people could dramatically improve the 
health of this vulnerable population.

Health Care for the Homeless (HCH) 
Program

This is a federally funded program 
designed to specifically provide health 
care to homeless persons. HCH proj-
ects provide primary health care. These 
programs are successful because they 
are designed and administered by lo-
cal communities to fill significant gaps 
in existing health care delivery systems. 
Health and social service workers pro-
vide screening and comprehensive 
care in accessible clinics. In addition 
to providing basic health, diagnostic, 
preventive, emergency medical and 
pharmaceutical services, HCH proj-
ects conduct intensive outreach, case 
management, and housing, links to 
income assistance, and transportation. 
No other indigent care system provides 
this service.  Currently, HCH programs 
provide grant funding to 123 commu-
nity-based organizations in turn, have 
service networks with over 300 ser-
vice contractors.  Last year more than 
490,000 clients in 48 states, the Dis-
trict of Columbia, and Puerto Rico were 
served by these programs.  In fiscal year 
2009, Congress appropriation was $74 
million for the HCH programs.  Every 
year since 2000, these funds have been 
significantly reduced.  As a result, this 
wonderful care network has diminished 
since its inception despite the increase in 
homelessness in all ages.6 What are the 
current program limitations? With the 
crumbling indigent care network, the 
development of managed care, stagnant 
program funding, and the increase in 
homelessness have made it impossible 
for HCH programs to reach the majority 
of homeless people in America. We have 
been forced to reduce program staffing, 
waiting lists have grown, and many are 
turned away.  

The growth in Medicare and Medicaid 
Managed Care systems is a central factor 
in this decline. Limited access to health 
services for homeless individuals occurs 
because enrollment processes neglect the 
special circumstances of those who have 
no mailing addresses or telephones.
• Managed Care Organizations are 

not mandated to provide an appro-
priate range of services, including 
outreach and case management, for 
homeless persons.

• There is inadequate payments by 
Managed Care Organizations to 
homeless health care providers.

• Clinics are often at inaccessible ser-
vice locations that ignore the ex-
traordinary transportation barriers 
of our often penniless clients.

• There is a lack of basic services 
such as food, clothing, assistance in 
securing emergency shelter and as-
sistance in securing public benefits.

• There is no requirement that Man-
aged Care Organizations reimburse 
homeless health care providers for 
the services rendered at shelters, 
soup kitchens, and on the streets.

Lack of affordable housing also im-
pacts efforts to provide health care to 
homeless people:  housing is the first 
form of treatment for homeless people 
with medical problems.4 A roof over 
ones head prevents many illnesses and 
makes it possible for those who are ill 
to recover.  

Health care reform needs to provide 
greater access to affordable services es-
sential to end homelessness.  Establish-
ing health care based on (1) universal 
coverage, (2) guaranteed access to the 
health delivery system, and (3) compre-
hensive benefits are a fundamental step 
in correcting this grave social problem. 
Concerned health care and social service 
providers have bonded to facilitate access 
and improve the quality of care homeless 
individuals receive.

The Association of Clinicians for the 
Underserved

The Association of Clinicians for the 
Underserved (ACU) is a grassroots orga-
nization created by an interdisciplinary 
team of health care professionals.7  This 
organization is dedicated to improving 
access to and the quality of health care 
for the poor and underserved by assist-
ing those who dedicate all or part of their 
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professional efforts to these populations.  
The membership reflects all professionals 
who play a role in improving the health 
status of underserved populations, 
whether through health care practice, 
teaching, research, administration, com-
munity involvement, or participation in 
local, state, or national programs.

National Health Care for the Home-
less Council is a HCH Clinicians net-
work with representative from almost all 
states in the US. The council supports 
and promotes a universal health care sys-
tem to replace the inequities and ineffi-
ciencies of current health care financing. 
Homeless people are concentrated in the 
nation’s urban centers AND also scat-
tered throughout rural America. They 
are often not close to the health care fa-
cilities. They don’t have transportation or 
real control over their daily lives, since 
they depend on the routines of shelters, 
and soup kitchens to meet their most 
basic survival needs: food, water, shel-
ter, and safety. In other words, finding 
health care is tough or impossible for 
many homeless people. If we look at the 
outcomes of this problem we would find 
that unacceptable costs result from poor 
access to health care.5 A relatively minor 
health problem develops into a medical 
emergency, and treatment then falls in 
the realm of the most expensive: emer-
gency rooms and acute care wards. We 
all pay the high costs of care deferred.

Undetected and untreated communi-
cable diseases threaten the health of other 
homeless people in particular and of the 
public generally, and the bill increases as 
disease spreads. In the long run, perhaps 
the greatest costs are the moral and social 
results of neglecting the needs of dispos-
sessed, seriously ill people in our midst.

Model interdisciplinary screening 
and intervention programs have sprout-
ed in many cities throughout the Unit-
ed States over the past 15 to 30 years. 
This is a sensible and effective response 
to the health needs of homeless people. 
In locations where homeless people con-
gregate, health and social service work-
ers have established clinics designed to 
overcome the access problems faced by 
homeless people. The interdisciplinary 
projects provide comprehensive care 
that improves people’s health and helps 
them to escape the trap of homelessness.  
These clinics are in shelters, soup kitch-
ens, skid-row store fronts and medical 

vans that visit parks, underpasses, and 
encampments.8 Contact with the home-
less population is extended by outreach 
workers (primarily pro bono) who ag-
gressively seek out and patiently engage 
the most isolated of homeless people. 
Here are some examples of current work-
ing programs:

The Boston Shelter Project
A program designed to assist the 

homeless population in Boston was initi-
ated in 1986 by a volunteer multidisci-
plinary group comprised of nurses, phy-
sicians, physical therapists, podiatrists, 
nutritionists, social workers, dentists, 
psychiatrists, and theologians. This pro-
gram involves screening and interven-
tion at many of the 33 homeless shelters 
in the city. Originally this program was 
under the umbrella of Boston City Hos-
pital, which provided medical care for 
the homeless in the emergency room and 
now continues to run a daily medical 
clinic at the Long Island Shelter (this is a 
state hospital facility on an island in the 
Boston Harbor where the movie – Shut-
ter Island – was filmed). Some funding 
has been allocated state and city provi-
sions, and HCH grants, yet, it is the vol-
unteer health care professionals whose 
donated time and expertise comprise 
the biggest proportion of the services 
rendered. There is a small full-time staff 
augmented by more than 200 health care 
volunteers from the various disciplines. 
The clinic provides health care to more 
than 7,000 homeless individuals a year.

Going beyond traditional care, the 
members of this interdisciplinary team 
work to remedy a variety of problems 
that affect their homeless clients’ health.  
Issues such as safe shelter and perma-
nent housing, income, family relation-
ships, and substance abuse are addressed. 
Individuals are screened for medical 
problems and providing treatment as 
warranted. The medical team has a well-
established relationship with providers 
of shelters and other resources within the 
community to facilitate comprehensive 
care and ultimately to get the homeless 
a home.

Physical therapists primarily screen 
for biomechanical disability, musculosk-
eletal, cardiopulmonary, neurologic, and 
vascular problems. In addition, func-
tional assessment and the provision of 
shoes and orthotics is done on our first 

encounter. Treatment is provided at the 
time of the screening for identified defi-
cits and includes an emphasis on educat-
ing the homeless individual in exercises 
and prevention of further problems. One 
difficulty in treating the homeless popu-
lation is the inconsistency with which 
they come to the clinics.  Often, the first 
encounter is the only shot the therapist 
has at addressing the homeless clients’ 
functional problems, so education is cru-
cial. One area of concentration has been 
to assure that the homeless person has 
protective shoe gear and orthotics. Foot 
ulcerations and skin and vascular prob-
lems related to constant exposure to the 
environment often result in the loss of 
limbs and very costly medical care. Shoes 
are donated to the clinics by a variety of 
shoe stores and manufacturers, and the 
materials for the fabrication of orthotics 
are donated by AliMed. Equipment has 
been obtained through Title IIIB federal 
service grants. Equipment is moved from 
clinic to clinic and the physical therapists 
are often seen grinding orthotics off of 
the back of a van. Staffing is entirely vol-
unteer at each of the sites. Physical Ther-
apy students looking for a real life, direct 
access, clinical-decision-making-on-the-
fly learning experience have become an 
invaluable resource to these clinics in the 
Boston area.

Community Foot Care Project
The Community Foot Care Project 

services low-income and homeless el-
ders in 14 central Massachusetts com-
munities. The purpose of the foot care 
program is to screen low-income and 
homeless elders for foot and medical 
problems, provide education on foot 
care, and fabricate foot orthotics and 
free shoes and socks. The ultimate goal 
is to keep these older folks ambulatory 
and independent.  We also screen for 
risks of homelessness.

The foot care project is staffed by 
an interdisciplinary team. Together we 
hold 24 community-based clinics in 14 
different communities each year. The 
foot care project is funded by a Title 
IIIB grant dispensed by the Massachu-
setts Baypath Area Agency on Aging on 
a yearly basis.  

HEARTH
The CEEH was established by a 

group of professional women in 1990. 
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In 2005, this dynamic committee be-
came the well-orchestrated organization 
of HEARTH. The ring-leader, Anna 
Bissonnette (whom I fondly refer to as 
The Mother Teresa of Boston) and our 
committee of 6, set out to find ‘emp-
ty’ houses and buildings that could be 
rehabilitated and provide housing for 
the homeless elderly of Boston. With 
generous corporate assistance, dona-
tions of materials and labor, private do-
nations, and several golf tournaments, 
many permanent housing units have 
been established.  Currently, HEARTH 
has 149 units of permanent support-
ive housing located in 8 different resi-
dences throughout the Greater Boston 
area.9 All residences are supported by 
multidisciplinary teams comprised of 
site directors, licensed social workers, 
registered nurses, resident coordinators, 
resident assistants, overnight managers, 
activity directors, personal care home-
makers, and committed volunteers in-
cluding physical therapists.

Physical Therapy is involved in each 
of these facilities. We address functional 
limitations, environmental modifica-
tions, and necessary assistive devices to 
facilitate the maximal level of indepen-
dence for each of those elders placed in 
these housing projects. As these formerly 
homeless elders now have an address, 
follow-up intervention to promote func-
tion and enhance health is much easier 
than it was when we were trying to treat 
them on the street.  Physical Therapy 
provides full screening and interventions 
as needed. Referral to other services is 
often made as PT is frequently a point 
of entry into the health care system for 
many of these elders.  

HEARTH has accomplished much 
in 20 years, but there’s an avalanche here.  
We’re having trouble staying ahead of 
the cascading snows of elder homeless-
ness. Despite our efforts, homelessness 
among elders in the Boston area has 
increased by 27% since 2002.  As the 
number of elderly grows and affordable 
housing decreases, HEARTH expects 
the problem will only worsen over the 
next decade. Massachusetts mirrors the 
larger scale national prevalence of elder 
homelessness. HEARTH has been con-
sulted by the current Obama administra-
tion to provide guidance in addressing 
elder homelessness throughout the US.

VOLUNTEERISM/ADCOVACY
Volunteerism is important to pub-

lic policy and can have an impact on 
government action. It brings significant 
benefits to individuals and communi-
ties and helps to nurture and sustain a 
richer social texture and a stronger sense 
of mutual trust and cohesion. Volun-
tary action is deeply embedded in most 
cultures. It is a long-established practice 
in ancient traditions of sharing and so-
cial structures.  Voluntary action is an 
expression of people’s willingness and 
capacity to freely help others and im-
prove society. Volunteering constitutes 
an enormous reservoir of skills, energy, 
and local knowledge. 

Although listening to, being con-
cerned with, and responding to the 
needs of others are evidence of our high-
est human motivations, volunteering is 
not simply something we do for oth-
ers. Voluntary action is predicated on 
reciprocity. In fact, often much is gained 
personally from voluntary efforts.  As 
Grandma always said, “what goes around 
comes around--if what is going around is 
positive, it will come back positive and 
ten-fold.” The benefits of volunteering 
are realized in many invisible ways. It is 
one expression of social relationships by 
which people solve problems. Volunteer-
ing generates new networks and norms, 
extending society’s existing capital reser-
voirs by building new relationships and 
widening its webs of social interaction. 
The common thread is the fact that in 
a world characterized by many uncer-
tainties, volunteering provides a strong 
platform for reconnecting people who 
have been divided by chasms created 
by wealth, religion, class, ethnicity, age, 
and gender. Nothing is new here. Caring 
and sharing are essential characteristics 
of human behavior, indicative of com-
munities’ attempts to look after their 
weakest and most vulnerable members.  
Volunteerism constitutes the most basic 
safety net protecting the powerless from 
despair, destitution, abuse, and fear. Vol-
unteerism is not a nostalgic relic of the 
past. It is our first line of defense against 
social atomization in a globalizing world.

Individuals who trust and support 
each other tend to be more sensitive to 
the needs of the underprivileged, more 
tolerant of ethnic and religious diversity, 
and more concerned with the well-being 
of unknown and distant peoples. As 

former president Jimmy Carter states, 
“I believe that almost every human be-
ing has a desire to know and perhaps to 
serve other people, including those in a 
completely different social and economic 
realm of life.”  

Governments are well positioned to 
lead the way in devising innovative ways 
of harnessing voluntary action in sup-
port of social programs. The challenge is 
not to replace the provisions of services 
by the government, but to enhance and 
integrate them in a mutually reinforcing 
way. Government and volunteer organi-
zations need to cooperate and comple-
ment each other. An excellent example 
of a working model of this relationship 
is HEARTH. HEARTH is supported in 
part by city partnership with a volun-
tary agency that facilitates the offering 
of services to the homeless and formerly 
homeless elders of Boston.  Because this 
relationship is founded on trust, the city 
partnership with voluntary stakeholders 
has never been a rationale for govern-
ment downsizing or an excuse to exploit 
volunteers’ unpaid work. In welcoming 
and expanding its network of partners, 
a government does not curtail its legiti-
mate role and responsibility.  Partnership 
in this case is aimed at full collaboration 
and mutual support. HEARTH has in-
creased the efficiency and outreach of 
government programs while strengthen-
ing people’s and community’s trust in 
them and in their government.

Physical Therapists, as a whole, are a 
“giving” breed of professionals.  Frequent 
examples of volunteer and pro bono ser-
vices are often found in our professional 
publications. As the rate of homelessness 
increases in the United States on an an-
nual basis, more pro bono services will 
be required. If each of us volunteered 
just one hour of our time a month for 
one year, there is much we could ac-
complish. Many we could serve. We as 
a profession need to serve as advocates 
for all underserved individuals regard-
less of age or circumstance. We need to 
spread the word about social responsibil-
ity. Ultimately, homelessness needs to 
be eliminated for all age groups in the 
United States. Similar to many other 
areas of geriatrics and gerontology, the 
understanding of the causes and possible 
interventions for homelessness in the 

(continued on page 16)
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MEDICATION USE AND THE RISK OF  
FALLS IN OLDER ADULTS

Michelle Ziegler, SPT  
William E. Healey, PT, EdD, GCS

INTRODUCTION
Falling is a major health concern that 

faces the older adult population, but 
this issue seems to be under recognized 
despite the fact that falls and fall-related 
complications are the fifth leading cause 
of death in the developed world.1  Most 
health care providers are aware of the typ-
ical risk factors for falls, such as decreased 
balance or strength, environmental con-
ditions, or problems with vision.  How-
ever, prescribed medications are also an 
important contributor to falls and the risk 
of falling in older adults, despite the fact 
that medications are not always recog-
nized as such.1  As a health care provider, 
it is crucial to recognize which classes of 
medications can increase the risk of falls 
in older individuals so that proper pre-
cautions or preventative measures can be 
taken to avoid the devastating effects that 
may result due to falls.

RISK OF FALLS AND SPECIFIC 
MEDICATIONS

When evaluating the effects of certain 
medications on the problem of falling in 
older adults, most researchers organize 
their investigation by grouping classes of 
medications.  In 2009, a meta-analysis of 
9 different medication classes was con-
ducted to determine the impact of pre-
scription drugs on falls in the elderly.1  
The classes included antihypertensives, 
diuretics, beta-blockers, sedatives/hyp-
notics, neuroleptics/antipsychotics, an-
tidepressants, benzodiazepines, narcotic 
analgesics, and NSAIDs, all medications 
that are commonly prescribed for older 
adults.  While the study did not elabo-
rate on the actual mechanisms that in-
crease fall risk for each medication class, 
antihypertensives, sedatives/hypnotics, 
antidepressants, and benzodiazepine 
classes of medication substantially in-
creased falls.  In contrast to previous 
studies, beta-blockers were not found to 
increase fall risk.1

In addition to understanding which 
medications may predispose an indi-
vidual to greater risk of falls, it is crucial 
to understand why certain medications 
increase the risk of falling in older per-
sons.  With this knowledge, adjustments 
can be made to accommodate the side 
effects that may lead to falls, or, if nec-
essary, the health care team may decide 
to withdraw a certain medication from 
a patient’s regimen if the risk of taking 
the medication outweighs the benefit.  
Benzodiazepines have been the focus of 
many medication studies since they are 
frequently prescribed in the older adult 
population and known to cause side ef-
fects that may increase falls and risk of 
falls.1,2  Evidence of a correlation between 
benzodiazepine use and falls has been in-
consistent, with some studies finding a 
significantly increased risk of falls with 
use and others finding no significant 

greater postural stability.3  While the 
functional implications of these results 
are not clear, it can be hypothesized that 
benzodiazepines increase the risk of falls 
by decreasing standing postural stability.

For the other medication classes that 
have been shown to increase falls, ex-
plicit research similar to that in the Tsu-
noda study has not been conducted, but 
theories based on physiological processes 
and pharmacology suggest why the other 
classes may lead to falls.  Sedatives/hyp-
notics may cause cognitive deficits, con-
fusion, motor incoordination, and gait ir-
regularities, all of which could predispose 
an individual to falls.4  Antihypertensives 
can cause drug-induced orthostatic reac-
tions, estimated to occur in 5% to 33% of 
geriatric patients, which contribute to the 
risk of syncope and falls.4  The antimusca-
rinic effects of certain antidepressants and 
neuroleptics, which are more pronounced 
in the elderly, may cause confusion and 
delirium,4 subsequently increasing falls 
and the risk of falls.

In determining the effect of medica-
tion on falls in the elderly, it is crucial to 
consider not only what type of medication 
an individual is taking, but the combina-
tion of medications that have been pre-
scribed.  Polypharmacy refers to the use of 
more than 3 or 4 medications, and is often 
regarded as a risk factor for falls.5  How-
ever, some have argued that it is not the 
polypharmacy per se that increases fall risk, 
but the use of a medication that is known 
to increase risk of falls.5,6  The risk of fall-
ing increases significantly with the num-
ber of drugs taken per day, and the prob-
ability of taking a drug that has a higher 
risk of falls also increases proportionally 
with the total number of medications.5  
Overall, studies have found that even af-
ter adjusting for comorbid conditions and 
disability, polypharmacy remains a signifi-
cant risk factor for falls, but only when at 
least one fall risk-increasing medication is 
part of the therapeutic regimen.5,6
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"Prescribed medications are 
also an important contributor 
to falls and the risk of falling 
in older adults, despite the fact 
that medications are not always 
recognized as such."

correlation.2  However, a recent study 
by Tsunoda et al3 elucidated a possible 
mechanism for benzodiazepine-induced 
falls.  Postural stability in standing was 
assessed using the Clinical Stabilometric 
Platform that measures the range and 
total length of trunk motion by vary-
ing resistance applied to the platform.  
Measures were taken at baseline and af-
ter gradual discontinuation of subjects’ 
benzodiazepine prescriptions.  A shorter 
range and length of trunk motion is in-
dicative of greater stability.  After discon-
tinuation of the benzodiazepine, subjects 
had significantly reduced range and to-
tal length of trunk motion, indicating 
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The timing of medication adjust-
ments is a third consideration that must 
be recognized when evaluating the ef-
fects of medication on falls.  Sorock et 
al7 specifically looked at the effects of 
beginning a new medication, changing 
a dose, or discontinuing a medication 
on the occurrence of falls.  Six classes 
of medications were investigated, but 
only changes in central nervous sys-
tem (CNS) medications were found to 
significantly affect risk of falls.7  Spe-
cifically, the risk of falling increased 3.4 
times within 1 to 3 days of changing a 
CNS medication, which is speculated to 
be due to their side effects of increased 
dizziness, orthostatic hypotension, se-
dation, or confusion.7  Another similar 
study found an 11-fold increase in falls 
among nursing home residents within 1 
to 2 days of starting or changing the dose 
of a benzodiazepine or antipsychotic.8  
While both of these studies are based 
on a relatively small number of falls, it 
is vital to acknowledge the drastic effects 
that a medication change may have on 
an individual’s risk of falling, especially 
within the first couple of days.

STRATEGIES TO REDUCE FALLS
The statistics on falls related to med-

ication are disturbing, but the health 
care team can take simple steps towards 
reducing falls and their devastating ef-
fects through increased awareness and 
an emphasis on prevention.  First, when 
providing physical therapy, it is crucial 
to know what medications a patient is 
taking.  This is even more important in 
the older adult population as they are 
often taking a greater number of medi-
cations and are already at a greater risk 
of falling due to age-related changes.  
When beginning treatment with a new 
patient, an accurate list of medications 
should be obtained, either through 
the patient’s medical record in an in-
patient setting, or through a thorough 
interview in an outpatient setting.  The 
physical therapist (PT) should be aware 
of which classes of medication can cause 
side effects that may contribute to falls.  
If the PT is unfamiliar with a certain 
medication, information on that medi-
cation should be obtained before start-
ing any activity that may challenge bal-
ance.  Additionally, the therapist should 
maintain an updated medication list 
throughout the treatment period, either 

by asking the patient or referencing the 
chart if available.

If a patient is taking one of the high 
fall risk categories of medications, such 
as antihypertensives, sedatives/hypnotics, 
antidepressants, or benzodiazepines, more 
detailed questions should be asked during 
the interview to obtain information about 
what side effects the patient experiences, 
when the side effects occur, and if the pa-
tient has ever fallen or come close to fall-
ing.  When performing the examination, 
the PT should be cautious when challeng-
ing balance and should perform addition-
al tests to assess the effect the medication 
may have on the patient.  It would also 
be wise to assess the patient’s safety during 
his or her daily activities.  If a medication 
seems to affect postural stability, develop-
ing a treatment plan to improve general 
strength, range of motion, and balance 
responses would be beneficial, especially 
if discontinuing the medication is not an 
option.  In more severe cases, an assistive 
device may be considered.  

In addition to considering which 
medications a patient is taking, health 
care providers must also be vigilant 
about the timing of medication changes.  
As previously discussed, the risk of fall-
ing increases within the first couple of 
days after beginning a new medication 
or changing a dose.  The PT or physi-
cal therapist assistant (PTA) must be 
cognizant of these changes, especially if 
treatment is occurring during the first 
few days after a medication change.  If 
the older adult has recently changed 
medications, the therapist should ask the 
patient about side effects and changes 
in functional ability.  The PT/PTA can 
educate the patient about expected side 
effects and advise the patient to be espe-
cially cautious immediately following a 
medication change.  This may include 
temporary modifications to activities 
that may excessively challenge balance.  
The patient should also be advised to 
consult with his or her physician if the 
side effects remain intolerable.  

AREAS TO EXPLORE
More research into the effect of medi-

cation on falls and the risk of falling is 
needed to continue addressing this major 
public health concern.  One direction 
that future research should take is to in-
vestigate the effects of falls using much 
larger sample sizes.  With smaller sample 

sizes, conclusions cannot be made regard-
ing specific medications or dosages.  For 
instance, Sorock et al7 found significant 
increases in fall risk with CNS medica-
tions, but this large class of medications 
included 92 individual drugs, so a cor-
relation could not be made between this 
increase and specific medications or dos-
ages.  Even with 158 fallers in the sample, 
there were enough individual medications 
that there may have only been one or two 
individuals on a specific medication, 
which does not allow for conclusions to 
be made regarding those specific drugs.

Future research should also include 
more randomized-controlled trials that 
look at the effect of withdrawing medi-
cations from a population and the sub-
sequent impact on falls.  So far, only 
two randomized-controlled trials have 
investigated this, but studies are needed 
to evaluate the feasibility of discontinu-
ing medications and the likelihood that 
discontinuing medications will actu-
ally decrease falls and the risk of falls.3,9  
Likewise, more studies similar to that of 
Tsunoda et al3 are needed to determine 
the actual side effects of these medica-
tions that are leading to falls so that 
more effective interventions to prevent 
falls can be implemented.  Studies of 
this nature should be conducted on the 
other high fall risk medications, such as 
antihypertensives, sedatives/hypnotics, 
and antidepressants.

Lastly, future research should investi-
gate the effectiveness of physical therapy 
interventions on increasing safety when 
a high fall-risk medication is an unavoid-
able part of a patient’s medical treatment.  
It is important to know if certain lifestyle 
changes or training programs can signifi-
cantly affect a patient’s outcome when 
taking high fall risk medications.  If so, 
it would be helpful to develop and test 
specific interventions for their effective-
ness in training an individual who expe-
riences side effects from medication. 

Based on the literature, it is clear that 
medications play a huge role in the prob-
lem of falling in the older adult popula-
tion.  The devastating effects of falls are 
largely avoidable and can be drastically 
decreased through relatively simple pre-
ventative measures.  Physical therapists 
and physical therapist assistants need 
to take an active role in the prevention 
of falls, not only by advocating for their 
patients when medications seem to be a 
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major safety risk, but also by addressing 
the aspects of a patient’s function that 
can be improved to decrease the risk of 
falls, regardless of the medications that a 
patient must take.
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elderly needs to be expanded.  Perhaps 
this article will inspire you to take action 
towards eradicating homelessness among 
our countries and the world’s elderly.  
Together we can build a strong collab-
orative network across the country pro-
viding PT to underserved populations 
and assisting in the efforts of providing 
permanent housing solutions for the 
most vulnerable homeless population--
the elderly. There’s No Place Like Home…
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Friendship is 
always a sweet 
responsibility, 
never an 
opportunity.

-Kahlil Gibran
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MALNUTRITION IN THE ELDERLY

Christine Newsome, DPT  
Alice Salzman, PT, EdD

Imagine you are a physical therapist 
in the acute care setting at a suburban 
hospital, and one of your initial evalu-
ations today is for a 76-year-old female 
who fractured her femur two days ago.  
Upon chart review, you notice she has 
hyperkalemia and hypernatremia.  Dur-
ing your interview, you notice the wom-
an appears confused about where she is 
and what has happened over the past 
couple days, has difficulty speaking, re-
ports she is constipated, and presents 
with overall upper extremity weakness.  
What are your thoughts regarding your 
patient?  Dehydration and malnutrition 
are a strong hypothesis to explain the 
signs/symptoms you are seeing in your 
patient and could have led to the pa-
tient’s fall in the first place.  Of the hospi-
talized elderly, 30% to 60% are malnour-
ished. The consequences of malnutrition 
are mortality rates of 12.4% vs. 4.7% in 
the well-nourished, hospital stays lasting 
approximately 16.7 days vs. 10.1 days in 
the well-nourished, and hospital costs up 
to 308% higher compared to those who 
are well-nourished.1

CONTRIBUTING PHYSIOLOGI-
CAL CHANGES

Dehydration and malnutrition are 
common in the elderly due to the physi-
ological changes a person goes through 
as they age. Specifically regarding dehy-
dration, the elderly have decreased kid-
ney functioning due to decreased blood 
flow to the kidneys, decreased glomeru-
lar filtration rate, and decreased urinary 
creatinine excretion.  As a result of these 
changes in the kidneys, a person has diffi-
culty excreting salt/urea and reabsorbing 
water that could lead to dehydration.2 
In addition, the elderly person might 
consume less than the recommended 6 
to 8 glasses of water a day due to a fear 
of incontinence, inconvenience of con-
stantly having to go or find a bathroom, 
or fear of choking if dysphagic.  Also, 
elderly people experience a decrease in 
thirst drive as they age, so they are not 
always consciously aware that they are 

thirsty and need to consume water.  Fi-
nally, an elder adult might be taking a 
diuretic medication for a cardiovascular 
condition, which encourages the body 
to remove water from its system.  As a 
result of all these possible causes of de-
hydration, a person might appear con-
fused, complain of constipation, present 
with hyperkalemia and hypernatremia, 
have dry mucous membranes around the 
mouth, general upper extremity weak-
ness, and skin breakdown.3 Regarding 
malnutrition, as a person ages they experi-
ence a decrease in appetite and feel satiat-
ed more quickly.  This leads to eating both 
fewer and smaller meals.  Also, the elderly 
have a change in their body composition, 
where they have an increase in adipose 
tissue and a decrease in muscle mass.2 As 
a result of these changes, a person has an 
increased risk for protein-malnutrition 
and vitamin B, C, D, and E malnourish-
ment that makes it difficult for a person 
to appropriately recover from physiologi-
cally insults.2 In addition, people who are 
malnourished have higher complication/
death rates and increased rates of hospi-
talization readmission.2 

INTEGUMENTARY 
COMPLICATIONS

One of the major integumentary 
complications due to dehydration is 
the development of pressure sores due 
to thinning of the dermis and skin.  In 
order to heal a pressure sore, micronu-
trients and macronutrients are needed 
for the wound healing cascade of inflam-
mation, proliferation, and remodeling.4  
“Pressure sores increase the metabolic 
demands of the individual and initiate a 
cascade of catabolic events that includes 
an increase in the release of catabolic hor-
mones (eg, cortisol and catecholamines) 
and a simultaneous down-regulation of 
anabolic hormones. This stress response 
results in the breakdown of the body’s 
tissues, including stored fat and protein, 
for gluconeogenesis, which is a process 
that produces glucose to meet the in-
creased energy needs associated with 

the metabolic stress of having a pressure 
ulcer.”4(p 10) If a person is malnourished, 
they will not be consuming enough of 
the 50 essential nutrients, including wa-
ter, that are required for improving skin 
integrity and the healing process of the 
pressure sore.  As a result, an individual 
may experience pain, delayed healing 
of the pressure sore, or increased risk of 
complications, such as infection. 

PREVENTION 
Research suggests that malnutri-

tion and dehydration are manageable 
conditions and are preventable.5,6 Man-
agement of these conditions requires a 
multidisciplinary approach where all key 
members are educated on the risk factors 
and signs/symptoms of dehydration and 
malnutrition, especially in the elderly.  
In addition, strategies to maintain a 
healthy nutritional intake and hydration 
consummation should consist of practi-
cal approaches.  Some key strategies re-
garding hydration that were suggested 
by Ferry include “frequent encourage-
ment to drink, offering a wide variety of 
beverages, advising to drink often rather 
than large amounts, and by adaptation 
of the environment and medications as 
necessary.”5(p 24) Regarding strategies to 
prevent malnutrition, Dwyer states that 
“there needs to be increased awareness 
among health care professionals regard-
ing nutrition, assess older individuals at 
risk, identify nutritional problems and 
correct them, since malnutrition can be 
corrected by early detection.”7(p 18)

PHYSICAL THERAPY INTERVEN-
TIONS

In order to help prevent a person 
from becoming dehydrated or malnour-
ished and the unfortunate complications 
associated with the conditions, there 
are strategies physical therapists can in-
corporate into the daily plan of care for 
our patients. One of these strategies is 
screening our patients, specifically the el-
derly, about their overall nutritional and 
hydration status during our initial evalu-
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ations.  Specifically, we should be asking 
about how many glasses of water they 
drink a day and their overall caffeine 
intake, and we can administer a tool, 
such as “Determine Your Nutritional 
Health,” to get a better understanding 
of their nutrition.7,8  In addition, we 
should make a concise effort to obtain 
information from our patients regard-
ing the medications they are on and 
their possible side effects.  Polypharma-
cy is common in the elderly and can af-
fect a person’s overall appetite and how 
much food they consume.  When we 
recognize that polypharmacy might be 
occurring, we should make an effort to 
contact their primary care provider to 
discuss our concerns with them.  Final-
ly, when we do identify a patient who is 
at risk for malnutrition or dehydration, 
we should refer them to a dietician who 
can recommend appropriate amounts 
and types of food or provide strategies 
in increasing water consumption. 

FUTURE RESEARCH
Regarding the evidence on the topic 

of malnutrition and dehydration, there 
are multiple resources available.  How-
ever, there are some recommendations 
that I would suggest for future research.  
A lot of the research I viewed indicated 
that malnutrition and dehydration in-
creased the risk of pressure sore develop-
ment in the elderly.  However, the evi-
dence lacked descriptions of nutritional 
interventions to be used as a treatment 
for pressure sores.  So, one recommenda-
tion is investigating various nutritional 
interventions in comparison to a con-
trol plus standardized positioning for all 
groups and their effect on length of time 
for healing a pressure sore.  Also, research 
suggested there were clinical indicators 
for dehydration in the elderly, but it is 
difficult to find any research that speci-
fied clinical indicators for malnutrition.  
Another recommendation for future 
research is performing a standardized 
objective exam on elderly individuals en-
tering the emergency department to de-
termine if there is a correlation between 
certain signs/symptoms and the individ-
uals that are determined to be malnour-
ished.  Finally, another recommendation 
would be to explore the effectiveness of 
a nutritional intervention for the elderly 
that are at risk for falls.  The research I 
explored stated that there was an asso-

ciation between being malnourished and 
falling, but did not investigate the causal 
link between the two factors or examine 
what a nutritional intervention would 
look like.    

SUMMARY
Dehydration and malnutrition are 

serious conditions that affect the elderly 
and can have serious consequences, such 
as the development of pressure sores or 
increased incidence of falls.  The elderly 
are susceptible to both dehydration and 
malnutrition due to the physiological 
changes that occurs as a person ages.  As 
a result, it is our job as physical thera-
pists to relentlessly screen our patient’s 
nutrition and hydration status and im-
plement an appropriate plan of care to 
improve our patient’s overall health and 
quality of life.
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EDUCATION FOR STROKE SURVIVORS  

AND THEIR SPOUSE/CAREGIVER:  
THE ROLE OF THE INPATIENT REHABILITATION TEAM

Jennifer Wickerham, SPT

Stroke is the major cause of long-
term disability among older adults in 
the United States.1  There are approxi-
mately 5.7 million stroke survivors 
living in the United States today and 
most of them live at home with family.1  
These patients are being sent home ear-
lier from inpatient rehabilitation (IPR) 
secondary to the change of focus to-
ward community-based rehabilitation.2  
Therefore, since the length of stay in 
IPR is shorter, there is decreased time 
for patients and families to absorb all 
of the educational information recom-
mended for post-hospital care.  As part 
of the IPR team, health care profession-
als, such as physical therapists, need to 
provide the appropriate educational in-
formation before discharge.

The education received in IPR plays 
a very important role in preparing both 
the survivor and the caregiver for what 
to expect in the next weeks, months, 
and years.  Stroke survivors who are 
better informed about their stroke 
and prognosis have less depression and 
make better functional recoveries than 
poorly informed patients.3  Education 
information provided while patients 

are in IPR should address the topics 
of stroke recovery, stress, promotion 
of a healthy lifestyle, special problems 
specific to the patient, therapeutic skill 
training, coping, and community net-
works.  These follow the educational 
guidelines set by CAReS, Committed 
to Assisting with Recovery after Stroke.4  
Refer to Figure 1.  Each of these themes 
outlines specific topics such as manage-
ment and medical follow-up, depres-
sion, pain, positioning, physical fitness, 
relaxation exercises, and financial assis-
tance.4  For example, within therapeutic 
skill training there are activities of daily 
living, home safety, mobility, range of 
motion, and use of special equipment.4  
Some of these thematic categories of 
education are appropriate within weeks 
after the stroke (stroke recovery, thera-
peutic skill training, special problems, 
and community networks) while some 
are more appropriate after a few months 
(stress of stroke, coping strategies, and 
promotion of a healthy lifestyle).  As 
part of the IPR team, it is important to 
introduce all of these topics as areas to 
educate the patient and their spouse/
caregiver.4  

INPATIENT REHAB TEAM
The IPR team includes, but is not 

limited to physicians, nurses, physical 
therapists, occupational therapists, speech 
therapists, social workers, and psycholo-
gists.  Within this team of professions, 
all of the thematic categories can be ad-
dressed while the stroke survivor is in 
IPR.  For example, physical therapists can 
address fatigue related to stroke recovery, 
stress related to the stroke, physical fitness 
related to promotion of a healthy life-
style, activities of daily living, position-
ing, range of motion, and home safety 
related to therapeutic skill training, and 
relaxation exercises related to coping.  On 
the other hand, a psychologist or social 
worker can address topics such as anger 
management, depression, grief and loss, 
support systems, and financial assistance.  
While each professional has their area of 
specialty of educating the stroke survivor 
and caregiver, it is through the interdisci-
plinary approach that prepares the survi-
vor and caregiver best for the stress that 
may follow.

Once at home, both the survivor and 
their caregiver experience many chal-
lenges and much stress for years after 

Figure 1. Educational guidelines from Committed to Assisting with Recovery after Stroke.

Stroke Recovery Stress
Promotion of a 

Healthy Lifestyle Special Problems
Therapeutic Skill 

Training Coping
Community Net-

works

• Types of stroke
• Prevention of 
stroke
• Management and 
medical follow-up
• Fatigue
• Intimacy

• Anger manage-
ment
• Behavioral issues
• Depression
• Grief and loss
• Death and dying
• Stress of stroke

• Adaptive activities
• Leisure activities
• Physical fitness
• Nutrition
• Sleeping patterns

• Aphasia
• Bladder/bowel 
function
• Complex disease 
management
• Dysphagia
• Emotional lability
• Facial paralysis
• Pain
• Right-brain issues
• Spasticity

• Activities of daily 
living
• Home safety
• Mobility
• Positioning and 
range of motion
• Use of special 
equipment

• Problem solving
• Relaxation ex-
ercises
• Support system
• Thought stopping
• Time management
• Coping strategies

• Financial assis-
tance
• Agencies, support 
groups, and resource 
people

Reprinted with permission from Ostwald SK, Davis S, Hersch G, Kelley C, Godwin KM: Evidence-based educational guidelines for stroke survivors after dis-
charge home. J Neurosci Nurs. 2008;40(3):173–191.
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the stroke, but especially within the first 
year.  Strokes not only affect the motor 
and cognitive function of the survivor, 
but it affects the physical and psycho-
logical demands of the spouse/caregiv-
er.4,5  It is important for the IPR team 
to educate the caregiver to take care of 
their own well-being because when their 
well-being declines, so does their ability 
to provide care.6

After discharge from IPR, education-
al interventions such as home visits and 
group support can be very beneficial to 
the caregiver.  Both interventions have 
their strengths and weaknesses with char-
acterizations of preference.7  People who 
prefer group support are characterized by 
being burdened, living with a more psy-
chologically handicapped relative, using 
active coping strategies more frequent-
ly, or living in a more sociable region.7  
Overall, group support is preferred by 
caregivers secondary to the informa-
tional and emotional support.7  Home 
visits, on the other hand, are beneficial 
to those people that have transportation 
difficulties or would like individualized 
education.7  The IPR team should be able 
to help caregivers identify which type of 
interventions would be most beneficial 
based on their characterization.

STRESS EDUCATION
The IPR team should also educate the 

stroke survivor and caregiver about how 
their stress levels are positively correlated 
and how mean stress levels decrease over 
the course of the year after discharge.8  
Higher self-reported stroke recovery and 
higher functional independence mea-
surement scores at baseline are predic-
tors of lower stress scores at 12 months 
postdischarge.8  Lower stress is also re-
lated to the perception of strong positive 
relationships between the survivor and 
the caregiver; higher survivor function; 
increased caregiver age; and increased 
emotional, informational, and peer sup-
port.8  Higher stress is related to lower 
self-rated health status at discharge, fe-
male caregivers, and lower caregiver self-
rated health status at discharge.8

Preparation for care giving responsi-
bilities is the strongest predictor of stress 
in spousal caregivers, which is why it is 
so important for IPR staff to educate the 
caregiver on their responsibilities.8  In-
cluded in the preparedness is being able 
to take care of physical and emotional 

needs of the stroke survivor, respond to 
emergency situations, get information 
and help from the health care system, 
and find resources and set-up services.9  
In order for caregivers to reduce stress 
and avoid burn-out, home-care services, 
stroke support groups, and family social 
support are necessary.6  The IPR team 
should educate the caregivers about these 
resources in order to help reduce and 
manage stress related to their responsi-
bilities.  Stress management skills and 
anticipatory guidance should be used by 
the caregiver to assist in managing physi-
cal, cognitive, and behavior changes in 
the stroke survivor, as well as changes in 
the relationship, and loss of their own 
life rhythm.8  Lower stress levels in spou-
sal caregivers during the first year after 
discharge from IPR are related to avail-
ability of emotional and informational 
social support, the number of available 
family and friends, and the use of strate-
gies to face and solve problems.8  During 
a stroke survivor’s stay in IPR, the care-
giver can be educated on all of these fac-
tors in order to reduce and manage stress 
in the future as well provide a resource 
for the future.

Both the caregiver’s stress and the 
survivor’s stress can alter the outcomes 
in which the survivor experiences.  Out-
comes of stroke survivors can be affected 
by internal and external buffers.  Some 
internal buffers that affect outcomes in-
clude outlook on life, attitudes regard-
ing the stroke, ability to cope, depres-
sion, irritability, and loss of autonomy.8  
External buffers include social support, 
family dynamics, survivor-caregiver rela-
tionship, and physical function.10  Both 
internal and external buffers affect the 
ability of one to cope.

LIFE SATISFACTION
Coping is one of the themes of edu-

cational considerations for stroke survi-
vors and caregivers.  Stroke survivors and 
caregivers generally have lower life satis-
faction compared to the general popula-
tion.  Survivors’ satisfaction is found to 
be related to their motor impairments, 
limitations in activities of daily living 
(ADLs), persistent aphasia, and post-
stroke depression.11,12  At 4 to 6 years 
post-stroke, 61% of stroke survivors are 
still dissatisfied with their lives while 
50% of caregivers report being satisfied 
with their lives one year post-stroke.13,14  

Poor life satisfaction of the survivor is re-
lated to depression and increased in care-
giver burden.15  Decreased spousal life 
satisfaction is associated with the survi-
vor’s physical and cognitive impairments 
and the couple’s lack of reintegration 
into normal patterns of living.16,17  The 
health care team can assist in these areas 
by helping improve functional mobility, 
communication, and depression to allow 
for more independence with ADLs and 
better coping strategies.  

Depression of stroke survivors at 12 
months is a strong predictor of decreased 
life satisfaction, while being older and 
perceiving emotional recovery are pre-
dictors of higher life satisfaction.18  Care-
givers who have a good relationship with 
their spouses and feel prepared for their 
role reported higher life satisfaction.18  
Decreased spousal life satisfaction at 24 
months is associated with perception 
of poorer health and greater stress at 12 
months.18  The only variable that serves 
as a significant predictor of life satisfac-
tion for both the stroke survivors and 
the spousal caregivers is their mutuality 
of their relationship.18  Therefore, this 
is an area that IPR staff should educate 
the couple by providing coping strate-
gies, resources available, and improving 
independence of the stroke survivor to 
decrease the burden on the caregiver.

One factor that can affect education-
al needs, stress, predictors of outcomes, 
and life satisfaction is positive emotion.  
Positive emotions are considered opti-
mistic subjective feelings or attitudes 
that can affect change in functional sta-
tus following a stroke.19  An example 
of positive emotions includes viewing 
the stroke as a challenge where a favor-
able outcome is possible.19  This influ-
ences positive coping allowing for better 
management of stress and maintaining a 
positive outlook.19  Positive coping pro-
vides comfort to the individual and gives 
a sense of meaning and purpose to life by 
setting new and valued goals.19  This is in 
contrast to those with negative emotions 
who tend to have the opposite responses 
such as viewing the stroke as a burden and 
a limitation that can lead to depression, 
decreased coping ability, increased stress, 
and decreased functional independence.

CORRELATION TO FIM
Several studies have correlated Func-

tional Independence Measure (FIM) 
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scores with minutes per day of help re-
quired by the stroke survivor for ADLs.19  
Each increase of one FIM point of the 
survivor corresponds to approximately 
2.2 minutes of less assistance required 
for ADLs.20  When looking at positive 
emotions, there was a 22 point differ-
ence in total FIM ratings between those 
with low and high positive emotions at 
discharge from IPR.19  This equates to 
a change of 48 minutes per day of care-
giver assistance.19  Positive emotions in 
general are correlated with less stress, 
increased ability to handle stress, and 
therefore, decreased depression.19

There is a significant association be-
tween higher positive emotion and higher 
functional independence.19  Positive emo-
tion score at discharge and total motor 
and cognitive FIM rating 3 months later 
are significantly associated.19  Predictors 
of both motor and cognition FIM scores 
at follow-up include ethnicity, depressive 
symptoms, and number of comorbidi-
ties.19  Covariates significantly associated 
with only motor FIM include length of 
stay, type of stroke, and total FIM ratings 
at discharge.19  Positive emotions reported 
at discharge do not significantly differ 
by sociodemographic characteristics.19  
Higher discharge positive emotion is sig-
nificantly associated with higher FIM with 
and without adjustment for sociodemo-
graphic characteristics and health-related 
measures known to affect functional sta-
tus.19  This association is also maintained 
after adjustment for depressive symptoms 
in order to reduce the reflection between 
depression and functional ability.19  

It appears that the FIM is a helpful 
tool to determine outcomes of patients 
in preparation for discharge.  It is impor-
tant to be aware of the high association 
between improving functional mobility 
and positive emotions and the predict-
ability that positive emotions have on 
FIM score at 3 months postdischarge.  
With this in mind, it is important for 
physical therapists to maximize func-
tional mobility and work with other 
interdisciplinary team members to im-
prove overall quality of life.

SUMMARY
Overall, IPR staff needs to maximize 

the survivor’s function before discharge 
as well as educate survivors and care-
givers about the stress that is inevitably 
associated with strokes after discharge 

home.  Some predictors of stress include 
the survivor’s impairment, knowledge 
of the disease, social support, and cop-
ing strategies.  Physical therapists can 
educate patients on the importance of 
addressing predictors of life satisfaction 
such as patient’s depression, caregiver’s 
health, caregiver’s confidence in his or 
her ability, mutuality in the couple’s rela-
tionship, and stress.  

Physical therapists can also educate 
stroke survivors that positive emotions 
may help the recovery process as well as 
assist in preventing negative emotions 
such as depression or anxiety.  It may also 
be useful to encourage patients to reflect 
positively on their health challenge by 
creating new goals for their life or areas 
for potential growth.  Health care profes-
sionals working with stroke survivors in 
IPR play a crucial role in their recovery.  
Knowledge of the predictors of stress 
and function will assist in focusing the 
education provided to each patient and 
caregiver based upon their specific needs 
within CAReS.
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CSM 2011—BE THERE!
Jill Heitzman, PT, DPT, GCS, CWS, CEEAA, FACCWS

Program Chair, Section on Geriatrics

CSM 2011 is shaping up to be another fantastic event. We head back to New 
Orleans for the first time since Hurricane Katrina. New Orleans is an exciting city 
that allows the physical therapy profession to experience the warmth of the South.

A new addition to the Exhibit Hall is the Technopalooza. This exciting ad-
dition has been a multi organization event that will enable attendees to actually 
try many of the new technologies available for use in the clinic and classroom. 
There will be scheduled demonstrations as well as expanded open times so that 
more people can do hands on learning. Don’t miss this exciting new event. 

The Section on Geriatrics has joined the Orthopaedic, Sports, and Research 
Sections to develop an educational tract on osteoarthritis of the knee. The 4 ses-
sions will build on issues related to development of knee OA from the sports inju-
ry to the aging and biomechanical changes with a look at the interventions along 
the way and ending with the total knee arthroplasty. This is only one of many 
education sessions that we have joined with other sections for a more collabora-
tive effort in bringing the best evidence-based education programs we can find. 

Join the Section on Geriatrics for many exciting education and social events, 
and check out our booth form more information. As you go through the ex-
hibit hall, look for signs that identify our Section corporate sponsors. Thank 
them for their support as without them, we would not be able to offer the wide 
variety of programs at CSM. 

Check out the Section’s schedule (we also have joined many other Sections 
in planning their education program, so check those out too) and plan to attend 
CSM2011. Don’t forget, our preconferences are planned to help you develop 
clinical residencies and learn how working with residents and new employees is 
different than with students on affiliations.

The APTA Web site will again have the program planning and abstract in-
formation on posters, platforms, and education sessions so you can develop 
your own personal schedule. 

Anyone interested in joining the Section on Geriatrics Program Committee, 
come to the Section suite (this will be posted at our booth) on Friday, February 
10 from 11:00-1:00. We are always looking for new ideas. 

Look forward to seeing everyone in New Orleans! Any questions can be sent 
to me at jheitzpt@aol.com.

SECTION ACTIVITES AT CSM
Wednesday, 7:30pm   
Opening Ceremonies/Clinical Specialist Recognition

Thursday, 6:45am 
Geriatric Clinical Specialist and Newcomer Breakfast

Thursday, 7:00pm
Balance and Falls SIG

Friday, 7:00am 
Bone Health SIG Meeting

Friday, 5:30pm
Section member meeting and Awards Celebration

Saturday, 7:00am
Health and Wellness SIG 
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UPCOMING MEETINGS

2011
Combined Sections Meeting 2011

February 9-12, 2011
New Orleans, LA

Annual Conference: PT 2011
June 8-11, 2011

National Harbor, MD

National Student Conclave
October 21-23, 2011

Minneapolis, MN
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HOME FOR LIFE

THERAPISTS ROLE IN THE BUILDING INDUSTRY
Patrice Antony, PT, GCS, CMC, CAPS

If you ask anyone over the age of 45 
where they want to grow old, they will 
invariably say that they want to remain 
in their homes. Despite this, very few re-
tirees have prepared their homes to meet 
their aging needs.  Aging in Place is a 
philosophy that promotes independency 
and livability of all types of living envi-
ronments no matter the age of the occu-
pant or their level of abilities.  There is a 
growing movement to educate the public 
on how to build or modify homes to en-
able people to continue to enjoy life in 
their living space as their physical needs 
and abilities change.

As we face the “Silver Tsunami” wave 
of aging baby boomers, we are also fac-
ing a reality of where and how all of these 
seniors are going to be cared for as they 
grow old. It is estimated that the popu-
lation over 65 will increase by 36% by 
2020.  That means that there will be 72.1 
million people over the age of 65 by 2030.  
Of that number, 6.6 million people will 
be over the age of 85.  The number that 
is NOT growing is that only 4.4% of the 
population over 65 lives in institutional 
settings such as nursing homes.1 This 
number has not really changed over the 
past decade which means that the growing 
number of seniors are choosing alternative 
means to providing for their aging needs.

PARADIGM SHIFT
Physical therapists can play a vital role 

in this paradigm shift.  We have always 
been involved in assisting with home 
safety evaluations to provide function to 
people with physical impairments.  We 
just aren’t accustomed to being proactive 
in our thinking.  How many times have 
you sent a 3 in 1 commode or elevated 
toilet seat home with a hip fracture pa-
tient only to find it in the closet or yard 
sale 2 months later? 

The problem may be that we are a vain 
society.  Nobody wants to be reminded 
of their limitations or physical frailty.  
These “appliances” that we prescribe are 
an embarrassment to the patient.  They 
don’t want their friends to see such things 

when they come to visit.  The patient 
readily acknowledges how useful the de-
vice is, but still hauls it out to the garage 
at the first opportunity. To combat this 
situation, an alternative is that the way to 
provide functional safety in the home is 
to build it into the structure itself.  A tall-
er toilet with decorative bars strategically 
placed is more likely to remain in place 
and get used daily providing the safety 
that it is designed for without making 
obvious statements about the home oc-
cupants.  This can be extrapolated to the 
entire house for maximum function.

They don’t really care ‘why’ you might 
want it a certain way, they just want to 
get the job done and move to the next 
job.  This leaves the home buyer try-
ing to design the home on their own.  
Architects and engineers can certainly 
help, but even these professionals lack 
the knowledge of what the aging body 
might require in the future.  However 
when you consider who has the ex-
pertise and should therefore have an 
expanded role, it is the medical com-
munity.  Physical and Occupational 
Therapists, as team players with build-
ers, are the perfect choice for helping to 
tie these entities together.  It is almost 
embarrassing that the National Associa-
tion of Home Builders came up with the 
concept without us.  

CERTIFIED AGING IN PLACE 
SPECIALIST

The Certified Aging in Place Special-
ist is a certification process that was de-
veloped by the National Association of 
Home Builders (NAHB) Remodelers in 
conjunction with the AARP, NAHB Re-
search Center, and NAHB Senior Hous-
ing Council. This program was devel-
oped to provide professionals training 
that would enable them to accommo-
date the needs of people over the age of 
50, as well as the knowledge they would 
need to modify their homes for aging in 
place. The training is a 3-day course fol-
lowed by exams to become certified.  To 
maintain the certification, the special-
ist has to have 12 hours of continuing 
education in building industry educa-
tion per year.  The training is relatively 
simple.  It involves a section on design 
techniques, marketing, customer service 
and business training, and universal/
accessible design training.  Contractors 
and remodelers tend to be the biggest 
attendee population, although there 
are a handful of PTs and OTs starting 
to take interest.  There is an assumption 
that the attendees have a basic knowl-
edge of building and construction tech-
nique prior to the training.  It is also not 

"The building industry 
has not traditionally built 
homes that were designed 
to 'fit' the occupants."

The reality is that this new wave of se-
niors is going to be very different.  This is 
a savvy, educated group coming forward.  
Boomers are very much into doing their 
own research and demanding what they 
want.  The days of ‘spec’ home building 
could well be over.  My elderly parents 
would never have dreamed of asking a 
builder to do anything different from 
what they saw in the model they toured.  
They would have obediently picked from 
the color chart given, and patiently wait-
ed until the home was finished and ready 
to move into.  The thought of moving 
walls, demanding more flooring options, 
planning for optimal natural lighting, 
and pushing for creative financing was 
simply unheard of.  You could only do 
that with custom built home--and then 
only if you had a lot of money.

The building industry has not tradi-
tionally built homes that were designed 
to ‘fit’ the occupants.  Building contrac-
tors are very money driven.  They are 
willing to do whatever the buyers want 
to make them happy, but generally don’t 
get vested in the decision making.  Most 
developers and contractors are seeking to 
find the most efficient and cost effective 
way to build as many homes as possible.  
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a cheap process.  Expect to spend about 
$1000 or so before it is all over.

I found the training to be fascinat-
ing.  The courses really focused on the 
particulars of installing grab bars, and 
designing kitchens and bathrooms.  The 
attendees in my training were all builders 
and interior designers who had no clue 
as to ‘why’ these appliances were needed 
or used, but more interested in the ‘how 
to’ of installation.  That was not to say 
that they weren’t appreciative of the per-
spective that my OT colleague and I had 
to offer.  We were welcomed with open 
arms and bombarded with questions.  
The whole experience really opened my 
eyes to a whole new niche practice where 
my expertise and skills are badly needed.  

TEAM HOUSING BUILDING
Since the housing market crashed a 

couple of years ago, builders are suddenly 
more open to new lines of business.  Many 
are opening up to the concept of ‘team 
building’ as a way to meet the demands 
of the savvy, senior wave coming.  This is 
a huge paradigm shift for them, but be-
cause many of the contractors are deal-
ing with aging parents or starting to age 
themselves, they are really starting to ‘get 
it.’  Finding willing and qualified medi-

cal professionals isn’t easy. To be able to 
work in the trenches with builders, I have 
had to learn to speak a completely foreign 
language.  I have had to learn a lot about 
products I never knew existed, what they 
cost, and where to get them. I have had 
to learn about creative financing, and lots 
about compromise to get to the goal.  It 
is no longer useful or practical to simply 
hand over a list of recommendations.  We 
need to be prepared to do feasibility and 
cost reports that go with that. We need 
to stay with the client until the project is 
completed to ensure that the desired func-
tional outcome is achieved.  I think that 
we are talking about a whole new specialty 
of physical therapy practice here.

This is the first in a series of articles in 
GeriNotes on the skills and the process for 
becoming a valued member of the home 
building team for the senior population. 
The first article will speak to the different 
types of design and their uses. Subsequent 
articles will speak to implementation and 
decision making for the design, product 
availability and uses, and marketing of 
services. This is an exciting area of oppor-
tunity for therapists so stay tuned! 

To get more information on the Cer-
tified Aging In Place Specialist process, 
go to www.nahb.org.

CALL FOR VOLUNTEERS: SECTION ON GERIATRICS LIAISON TO THE INTERNATIONAL 

ASSOCIATION OF PHYSICAL THERAPISTS WORKING WITH OLDER PEOPLE (IPTOP)

The IPTOP is one of 7 subgroups of the World Confederation for Physical Therapy (WCPT), the sole international voice for 
physical therapy, representing more than 300,000 physical therapists worldwide through its 101 member organizations.  The primary 
purpose of IPTOP is to maintain and/or restore function, activity, and independence. This requires a client/patient-centered, collab-
orative, interprofessional approach to a wide range of conditions affecting older people.  Since its inception in 2002, IPTOP member-
ship has grown rapidly and now includes groups from 16 WCPT member organizations representing over 8,000 physical therapists.  
Further information can be found at www.wcpt.org/iptop/about.

The IPTOP liaison works to share resources and information between the international community and the Section on Geriatrics, 
in order to advance physical therapy for aging adults.  This individual will have the opportunity to make lasting contacts and friend-
ships with outstanding PTs and PTAs from all over the US, and internationally, with an interest in geriatrics.  Liaison duties include, 
but are not limited to:
1. Representing the SOG at IPTOP meetings and at WCPT.  Partial reimbursement for travel to IPTOP’s annual meeting and to 

the WCPT meeting (which is held in place of the IPTOP meeting every 4 years) will be based on the SOG annual budget.
2. Assuring that links to each IPTOP newsletter are posted on the Section Web page.  
3. Working creatively to fulfill the objectives of IPTOP, by completing at least one special project per year related to their objec-

tives.  
4. Regularly sharing international PT news with SOG members via the listserve, Web site, and GeriNotes. 
5. Developing strategies to advertise Section resources to international PTs & PTAs.
6. Providing timely responses to member and SOG officer inquiries.

The IPTOP liaison must be a member of the SOG throughout their 4-year term of appointment, beginning in March 2011.  
Interested individuals should send a cover letter that describes their related qualifications and basis for interest in this position, and a 
current resume, to John O. Barr, PT, PhD, SOG Pesident at BarrJohnO@sau.edu no later than February 1, 2011.
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AEGIS THERAPIES RECOGNIzED AS 2010 ICAA INNOVATOR FOR 
“WALK! WITH AEGIS THERAPIES”

Martha Schram
Mark Besch

The International Council on Active 
Aging® (ICAA) has selected Aegis Therapies 
to receive a 2010 ICAA Innovators Award 
for WALK! with Aegis Therapies, a 5-day 
celebration of health and wellness that was 
conducted at nearly 600 locations around 
the country during the week of Sept. 20-24. 

Recognizing creativity and excellence in 
active aging, ICAA’s annual awards program 
honors innovations that are leading the way, 
setting new standards, and making a differ-
ence in the lives of older adults. These ef-
forts support healthier, more vital living by 
targeting any or all of the 7 dimensions of 
wellness, including social, emotional, occu-
pational, spiritual, intellectual, physical, and 
environmental.

Using ICAA’s Active Aging Week as a 
springboard, Aegis created an exciting na-
tionwide event that involved thousands of 
participants. Launched as a one-day event 
during Active Aging Week in 2009, WALK! 
with Aegis Therapies in 2010 expanded into 
a 5-day celebration of health and wellness.

WALK! with Aegis Therapies events 
were hosted at Aegis’ skilled nursing facility 
client locations. In addition to walking, the 
5-day series of events featured other activi-
ties designed to encourage active aging and 
wellness. Each day, one of 6 dimensions of 
wellness were highlighted including: physi-
cal, intellectual, emotional, spiritual, oc-
cupational, and social. The events were 
structured to remind participants of the im-
portance of nourishing their emotional and 
intellectual health, in addition to maintain-
ing their physical well-being.

Everyone participating in WALK! with 
Aegis Therapies received an activity card for 
the week. Attendees walked 15 to 30 min-
utes on each of the 5 days. They listened to 
upbeat songs on a CD narrated by national 
fitness expert Chris Freytag that was custom-
made for these activities. 

Each participant’s activity card was 
stamped to mark days they completed both 
the daily walking exercise and the wellness 
activity planned for the day. Participating 

sites calculated the number of miles walked 
at their location daily and reported this in-
formation on a special Web site Aegis cre-
ated for the celebration. Collectively, par-
ticipants at sites across the nation walked 
100,000 miles by the end of the week!

As an additional element of excitement, 
national fitness expert, Chris Freytag, made 
personal appearances at 10 WALK! with 
Aegis Therapies locations (in Napa, CA; the 
Minneapolis, Boston and Miami regions; 
Washington, DC; and Charlottesville, VA) 
during the week. Chris personally led the 
walking program for that day at each loca-
tion she visited.

During last year’s event, more than 
50,000 employees and patients used the 
opportunity to celebrate wellness together 
by counting their steps and doing other ex-
ercises to keep fit. This year’s program was 
even more well-attended and successful. In 
many locations—including those visited by 
Chris Freytag—members of the commu-
nity, families, and friends joined in the fun.

WALK! with Aegis Therapies served not 
only as a highly worthwhile educational tool 
at each location, but also as a terrific morale 
booster for residents and staff alike. The ex-
citement was palpable for weeks leading up 
to the event as participants planned for and 
looked forward to the various activities.

The program garnered attention from 
local media in many communities includ-
ing television news coverage in Greenville, 
NC, and an article in the South Florida Sun-
Sentinel. In this regard, not only did direct 
participants benefit from increased knowl-
edge about healthy living at any age, so did 
readers and viewers of the broadcasts and 
articles. 

Aegis is committed to our community 
service and to spreading the knowledge that 
remaining active as people age is vital to 
health and quality of life. We look forward 
to motivating our patients and communi-
ties with future Active Aging Week activities 
and anticipate continued growth in partici-
pation next year.

Five Days of Fun
In addition to the daily walking exercise, 
each day of WALK! with Aegis Therapies 
incorporated another dimension of well-
ness as follows:

Monday (9/20) - Intellectual Wellness — 
Participants engaged in creative and stim-
ulating mental activities including trivia 
questions about America and brain teasers.

Tuesday (9/21) - Emotional Wellness — 
Participants engaged in activities that 
encourage them to stay positive, con-
nect with others, and remain physically 
active. Attendees wrote thank you or 
caring notes to friends, loved ones, or 
caregivers. Alternatively, they might have 
engaged in another activity that pro-
motes positive thinking.

Wednesday (9/22) - Spiritual Well-
ness — Participants were encouraged 
to merge the physical realm of wellness 
with the spiritual as they complete a 
15-minute guided meditation segment.

Thursday (9/23) - Occupational Well-
ness — Occupational wellness involves 
the skills that enable us to complete 
the activities of daily living — such as 
grooming — to more complex activities 
such as maintaining finances and driv-
ing, among other skills. During this day’s 
events, participants engaged each other 
in a game that involved going through 
the alphabet and listing as many occupa-
tions as they can for each letter.

Friday (9/24) - Social Wellness — On 
this day, activities promoted social well-
ness and the importance of socializing 
with others. Socializing involves using 
good communications skills, having 
meaningful relationships, respecting 
yourself and others, and creating a sup-
port system that includes family, friends,  
and caregivers.

2010 IC
A

A
 IN

N
O

V
A

T
O

R
 AW

A
R

D

(continued on page 30)



26 GeriNotes, Vol. 18, No. 1 2011

F
IV

E
 D

A
Y

S 
O

F
 F

U
N

SECTION ON GERIATRICS CSM SCHEDULE 
New Orleans, LA * February 9-12, 2011

PLAN TO ATTEND



27GeriNotes, Vol. 18, No. 1  2011

PHYSICAL THERAPISTS AS THE PHARMACISTS OF EXERCISE:
DETERMINING THE APPROPRIATE DOSAGE (INTENSITY) FOR 

YOUR PATIENT
Brady K. Whetten, DPT

Mike T. Studer, MSPT, NCS, CEEAA

INTRODUCTION
For 2010, the Medicare therapy cap is 

$1860. Are your services worth it? Can you 
prove the value of your visits? Did the ther-
apy that you provided make a lasting and 
meaningful functional change for this indi-
vidual? As a profession, physical therapy is 
in a difficult position, advocating for more – 
when we have often ineffectively used what 
we have been given in the past. We have a 
unique opportunity to make positive chang-
es in functional safety and quality of life for 
the elderly individual. Given the astronomi-
cal cost of falls and secondary complications 
from deconditioning on our health care 
system, we can and NEED TO make a dif-
ference. We have the ability and training to 
reduce the risk/frequency of falls, improve 
strength and endurance, and guide the ever-
increasing geriatric population to a better 
quality of life. Are we justified in advocating 
for more? Absolutely. First, we must do more 
with what we already have.  As a profession, 
we have been too careful and too conserva-
tive with our geriatric patients, attempting 
to strengthen frail elderly patients by putting 
them on an exercise machine for 3 minutes. 
We have committed the inexcusable sin of 
under-dosing our therapeutic intervention. 
There is an abundance of evidence to sup-
port the use of high intensity training for 
improving strength, endurance, gait speed, 
and dynamic balance. Yet we are unwilling 
to apply this to our elderly patients. What 
is the result? Our patients miss the oppor-
tunity of capitalizing on their rehabilitation 
potential to improve their overall well-being 
and quality of life. They remain at high risk 
for falls and other secondary conditions re-
lated to weakness and deconditioning. Pay-
ers are unsatisfied with the care and are less 
likely to increase the amount of visits allot-
ted. This leads to a vicious cycle that does 
not support our efficacy. We must do a bet-
ter job of maximizing our time with our 
patients by applying an appropriate level of 
intensity during our therapeutic interven-
tions. In this paper, we will suggest mecha-
nisms for appropriately loading or ‘dosing’ 
our patients in a comprehensive fashion. 
This mechanism is as yet imperfect, but may 

be an effective catalyst driving one of you 
to future research.  We begin with a clear 
review of the recommendations in strength, 
endurance, gait speed, balance, and dual 
tasking to understand the evidence and 
will consistently suggest a mechanism that 
allows objective testing to guide our treat-
ment and subsequent reassessment.

STRENGTH
Our understanding of the therapeutic 

stimulus for strength has been well under-
stood for many decades. However, we have 
been largely unwilling to apply this level 
of intensity to our geriatric patients. For-
tunately, strength training in the elderly is 
becoming more accepted and published1-3 
leaving a growing minority of therapists 
that are willing to truly load patients at 
the recommended levels.  There are many 
applications that have proven efficacy for 
building strength.  High intensity eccentric 
training has been found to effectively im-
prove strength and muscle mass.1,2 Power 
training, with focus on high velocity train-
ing, can help to improve strength and func-
tional performance in elderly individuals.4 
We must do more to advocate and educate 
about the capacity to improve strength and 
balance in the elderly. Many seniors do not 
engage in wellness or rehabilitative efforts 
because of the misconception that they 
cannot get stronger. Yardley et al5 write, 
“…older people view themselves as …
too old or frail to be able to carry them 
(strengthening and balance programs) out 
or to benefit from them.” We can and need 
to do a better job at dispelling this myth 
and giving them hope for increased func-
tional independence. They also need prop-
er guidance to ensure optimal training. 
The most commonly cited parameters for 
strengthening from the ACSM6 (American 
College of Sports Medicine) include:
•	 2-3	times	per	week
•	 2-3	sets	(building	with	training)
•	 10-12	repetitions	of	a	load	that	can	be	

rated 60%-80% perceived exertion
Normative values for upper and lower 

extremity (UE, LE) strength are cited else-
where7 and are not the scope of this paper. 

However, for a complete understanding 
of dosage and setting an attainable goal, 
we direct the reader to these resources. 
Progressive resistance exercises are a proven 
means to build strength for individuals of 
all ages.8 Another viable option for improv-
ing strength is through the use of repetitive 
functional strengthening exercises. This 
will allow for improved carryover into real 
life for the elderly individual. Sit-to-stands 
are a very functional task that is repeated 
throughout the day, and requires adequate 
strength in multiple key muscle groups.  
Lord et al9 found a correlation between 
improved performance on sit to stand test-
ing and strength of key lower extremity 
musculature. Testing with a 30 or 60 sec sit 
to stand effort is a good way to determine 
strength and endurance of lower extrem-
ity muscles.  This can then be given as an 
exercise to perform at home several times 
a week, with the goal of improving on the 
score with each session. Given the element 
of speed required for this exercise, this is 
also an effective way to build power in the 
legs. There are countless other functional 
activities that allow for resistance training 
in a functional manner. All we need is a 
little creativity and the willingness to let 
our patients truly experience a strength 
stimulus. Delivering the appropriate dos-
age at times may seem as though we are 
allowing patients to struggle. 

Regardless of the mode of the interven-
tion, the individual should feel physically 
challenged at the end of each set. In order 
to effectively build muscle strength, there 
needs to be sufficient stress applied to the 
muscle. This level of exertion is difficult to 
measure, and will vary depending on the 
type of intervention. The simplest way to 
measure this would be using a 1-10 Rat-
ing of Perceived Exertion (RPE) scale. As 
previously mentioned, resistance training 
should induce an RPE of 6-8/10. Educa-
tion is paramount for the patient to under-
stand this level of dosage for progressing 
exercises in the home and clinic.

ENDURANCE
To be functional in community mobil-
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ity, a person must be able to ambulate over 
1968 ft.10 Rikli and Jones7 cite the average 
6 minute walk test distance for persons 
75-80 is cited as 555 yards (1725’) with 
a standard deviation of 126 yards. This is 
to say that most of your patients that have 
goals of returning to community mobility 
should be able to walk 6 minutes.  Given 
this standard, we must ask ourselves, “Are 
we doing enough to train our patients for 
functional endurance?” As with the discus-
sion of strength, it is more likely that we 
are routinely under-dosing patients. The 
American College of Sports Medicine6 
recommends 3 to 7 endurance training ses-
sions per week for 30 to 60 minutes in ses-
sions no smaller than 10 minutes at a time, 
with an intensity of 55% to 75% of HRM 
(heart rate maximum) or RPE of 6-7/10. 
There must be sufficient intensity with the 
training to allow for appropriate physi-
ologic changes to occur. With appropriate 
monitoring and education, this is an easy 
means to increase the individuals’ func-
tional independence and quality of life. 

Endurance testing and training pro-
vide a perfect functional intervention for 
PTs to show objective improvement. How-
ever, most of the therapists that we have 
engaged during continuing educational of-
ferings provided are not aware of any of the 
following standardized endurance tests: 6 
min walk test, 2 min walk test, 400 m walk 
test, 2 minute step test.11  Endurance test-
ing is an excellent means to establish base-
line for the individual and to demonstrate 
objective improvement. It can also be an 
excellent catalyst for endurance training 
interventions. For example, if the indi-
vidual was able to walk for 4 min during 
the 6 min walk test before taking a break, 
you could have them perform 2 to 3 sets 
of 4 min walking on the treadmill, with 
adequate rest breaks in between. As they 
tolerate it, the goal would be to increase 
the duration of each set, using the above 
guidelines as the basis for progression. A 
meaningful task that is sufficiently chal-
lenging is essential to train endurance.

GAIT SPEED
There is a clear correlation in the litera-

ture between gait speed and risk of falls.12 
In fact, this is the basis for the Timed Up 
and Go test as a fall screening tool. Gait 
speed has also been used to define levels 
of functional mobility, between household 
ambulators (< 0.4 m/s), limited commu-
nity ambulation (0.4-0.8 m/s), and full 
community ambulation (> 0.8 m/s).13 
Moffat, in the CEEAA course series, cites 
frail, functional and “fun” levels of geriatric 
fitness. Within each, she offers a gait speed 
range that is commensurate – being 1.4 

m/s-2 in the functional category while the 
“frail” and “fun” categories fall on either 
side of this range respectively (Table 1). It 
is clear that gait speed is highly indicative 
of current functional status. In addition, a 
strong correlation has been found between 
the onset of dementia and reduction of gait 
speed.14,15 In fact, it has been found that 
certain gait variables can actually predict 
future cognitive decline.14,16 Research has 
proven the benefit of training gait speed 
and its relation to fall risk,17,18 yet the im-
portance is more than statistical. Patients 
that have the capacity to move and react 
at higher speeds are more likely to have 
timely and accurate balance responses. Ad-
ditionally, they may possess the capacity to 
change direction or hurry as the environ-
ment may demand. 

(speed, directionality, perturbation or 
feet forward error, posture, environ-
mental conditions, etc) for optimal 
carryover.

3. Balance improvements are greater as 
the intensity of practice increases.

It is important to reiterate that the con-
cept of task specificity is ultimately depen-
dent on accurately assessing or imitating 
the learner’s real world. That is to say that 
a task is only as beneficial and reality based 
as it approximates the learner’s reality. This 
allows for optimal learning to occur with 
the balance challenge.  Rehabilitating bal-
ance requires that the task provide a strong 
stimulus, challenging enough to allow for 
neuroplastic changes to occur in the brain. 
There needs to be a “threat of failure” with 

Table 1. Moffat M, Kemmis K. Certified Exercise Expert in the Aging Adult series. 
Parameter Frail Functional Fun

Gait speed < 1.4 m/sec 1.4-2.0 m/sec >2.0 m/sec

6 min walk < 1200’ 1200-1750’ 1750’

5 times stand < 8 repetitions 8-12 repetitions >12 repetitions

Berg Balance <45/56 45-49/56 >49/56

Given that improving gait speed is a 
common goal for most individuals, ap-
propriate use of objective tests is essential 
to establish baseline and monitor progress. 
Common tests for gait speed include Timed 
Up & Go (TUG), 10 m walk test, and 3 
m walk test.  These tests can also be helpful 
with establishing dosage for interventions. 
Gait speed can easily be calculated from the 
above tests. By converting the gait speed to 
miles per hour, treadmill speed can be ap-
propriately “dosed” and progressed to allow 
for optimal training effects. 

Training gait speed is most easily ac-
complished using a treadmill, at progres-
sively increasing speeds from the baseline 
maximum gait velocity. However, gait 
speed can additionally be trained in the 
home or other clinical setting, asking pa-
tients to compete against their own “per-
sonal best” performances on the TUG test 
or even a 10 m walk test.  The key is that 
gait speed be challenged above their cur-
rent abilities in a safe manner.

BALANCE 
Balance and fall prevention research ar-

ticles are no longer hard to find. Evidence-
based practice continues to be more suc-
cessfully translated into the clinic as well. 
We have learned several things over the last 
decade about balance, through research:
1. Balance should be practiced in a dy-

namic fashion.
2. Balance is a task-specific function, 

dependent on similarity of conditions 

the practice, causing a patient the need to 
react in a new manner or faster than their 
current level of capabilities. 

As with strength and endurance train-
ing, objective balance measures are es-
sential to monitor progress and establish 
dosage for effective balance training inter-
ventions.  The Berg Balance Scale is a com-
monly used balance measure. This scale 
looks at a variety of static and dynamic bal-
ance tasks to identify specific impairments. 
Shumway-Cook et al19 has shown a cor-
relation between increasing scores on the 
Berg Balance Scale and decreasing fall risk. 

Given the results of the balance out-
come measures, interventions can be ap-
propriately dosed based on particular items 
that were challenging. While it can be 
more difficult to establish dosage for bal-
ance training because of the more subjec-
tive nature of the training, there can be 
some helpful guidelines to ensure that our 
patients are receiving sufficient stimulus. 
At the IIISTEP conference, it was sug-
gested that a patient should be successful 
at a task approximately 75% of the time.20 
If they are always successful and don’t feel 
sufficiently challenged, there is inadequate 
stimulus to make the necessary changes. 
On the other hand, if the task is too chal-
lenging, the body will not learn the correct 
motor pattern and positive changes will be 
more challenging to obtain. 

The ACSM6 recommendations for bal-
ance training include 1-7 days per week, 
with emphasis on reducing the base of 
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support, a focus on postural muscles, and 
dynamic training. Single limb stance is a 
static balance task that has been shown to 
be effective at improving balance. Train-
ing on compliant surfaces is a functional 
means to train balance that has carryover 
into daily life. An effective exercise for el-
derly individuals to do at home is perform-
ing a sit to with their feet on a pillow. A 
chair or walker can be placed in front of 
them to ensure safety. As they are able, they 
can progress to performing this task with 
their eyes closed. Individual differences oc-
cur, yet for many on an outpatient level, 
this is a safe way to challenge balance in a 
functional manner. 

DUAL TASKING
Literature on dual task screening, test-

ing and training appears to have hit an 
all-time high. In 2007, 178 articles in the 
Cumulative Index to Nursing and Allied 
Health Literature (CINAHL) used the key 
words dual task in their article. This num-
ber increased to 208 by 2008 and up to 
290 by 2009. 

The connection between dual task ca-
pacity and balance/ fall risk is now clearly 
linked.21-24  In addition, there is mounting 
evidence that improvements in dual task 
performance can be made with training.25 
Unfortunately, training dual tasking is as 
yet not common in a clinical setting.  For 
therapists to perform dual task training, it 
is important to follow 3 main theorems:
1. Dual task training is modality specific 

to the type of distraction.
2. Training should be reality-based and 

task specific. (As noted above in bal-
ance – to the learner and their envi-
ronment.)

3. Motor performance (accuracy, speed, 
force) is expected to decline under 
dual task conditions. Patients should 
be made aware of this expectation.

As with strength, endurance and bal-
ance, it is important that we advocate 
testing to measure the objective change 
and to prescribe dosage for our patients. 
Dual task testing can be carried out in 
many ways. As yet, there is no true gold 
standard. The literature offers solid advice 
on this topic, from the Walking and Talk-
ing test, to the Walking and Remember-
ing Test (WART) to the Cognitive Timed 
Up and Go (CTUG), as well as the TUG 
manual (TUG-m). Additionally, the au-
thors routinely use the BERG balance test 
or DGI, with a full scoring of the test to be 
followed by the same test, run with audi-
tory or visual distractions. Another alterna-
tive includes a very simple but challenging 
derivation of the TUG. Patients are asked 
to perform the TUG as quickly as they are 

capable (a change from standard instruc-
tions) while they are carrying a cordless 
phone, dialing their home phone number. 
This test provides a great deal of insight on 
those patients with dual task impairment. 

When selecting interventions for dual-
task training, it is important to find tasks 
that are sufficiently challenging. Similar 
to balance training, there needs to be a 
‘threat of failure’ with the tasks. Table 2 be-
low lists several possible ideas for training. 
These tasks are only as good as the applica-
tion, however. If the task is not meaningful 
(present in) the patient’s routine or is not 
challenging enough to offer a stimulus…
then it is a waste of time. Interventions 
should be progress in the level of complex-
ity and challenge as the patient tolerates. 
With timed tests, the expectation is that 
performance will decline with a dual task 
when compared to a single task. This can 
be helpful when establishing dosage for 
dual task interventions. Following skilled 
intervention on dual-task training, it is ex-
pected that performance will improve and 
the difference between single and dual task 
conditions will decrease, which is an effec-
tive way of measuring progress. 

1. low efficacy for the profession out-
comes that do not support the care 
and expense;

2. missing the opportunity for patients 
to see their potential, for example, a 
patient that has sustained a CVA sees 
no gains and gives up; and

3. future referrals + word of mouth. 
With the goal of improving safety and 

quality of life in elderly individuals, we 
must find interventions that will make 
meaningful changes. Strength, endurance, 
gait speed, balance, and dual tasking are all 
areas that have relevance to the above men-
tioned goals. Appropriate levels of dosage 
in these areas have the potential to make 
positive changes in their lives. The uses of 
appropriate outcome measures in these ar-
eas are a necessary catalyst for appropriate 
dosage and measuring progress. 

Future research is needed to further 
define appropriate levels of dosage in all 
of the above areas. This is currently not 
well-defined, especially in relation to geri-
atric individuals. Research is also needed to 
show correlation between appropriate lev-
els of dosage and improvements in quality 
of life and fall risk reduction. 
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CONCLUSION 
As physical therapists’ working with 

elderly adults, we must do a better job of 
selecting interventions and outcome mea-
sures to validate our care. Outcome mea-
sures that are evidenced-based provide a 
great opportunity for establishing baseline 
and measuring progress to justify our care. 
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ICAA Innovator for WALK! continued 
from page 25)
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