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June 26, 2019 
 
The Honorable Susan M. Collins 
Chairman, Senate Special Committee on 
Aging 
G31 Dirksen Senate Office Building 
Washington, DC 20510 
 

 
 
 
The Honorable Robert P. Casey Jr. 
Ranking Member, Senate Special 
Committee on Aging 
628 Hart Senate Office Building 
Washington, D.C. 20510

 
Chairman Collins and Ranking Member Casey, 
 
Thank you for the opportunity to provide comments on reducing the risk of falls and falls-
related injuries. We the undersigned represent organizations involved in the Fragility Fracture 
Alliance (FFxA); a coalition focused on the prevention, care and treatment of osteoporotic 
fragility fractures. Falls-related injuries are intimately related with fragility fractures. More than 
95% of hip fractures are caused by a fall1 and every year over 300,000 older adults (65 and 
older) are hospitalized for a hip fracture.2 These issues are not isolated to hip fractures. The 
number of patients who present with vertebral, proximal humerus, and distal radius fragility 
fractures increases as the population ages. Addressing the risk of falls and falls-related injuries 
has direct benefits for patients and society. Unfortunately, this issue remains unabated. From 
2007 to 2016 the rate of older adult deaths from falls has increased by 31%.3 For this reason, 
we appreciate the timeliness of your request for information to address this issue. 
 
Reporting and Follow-Up 
 
Reporting on the actual rate of falls among the elderly is severely under-reported. More than 
25 percent of older adults (those over 65 years of age) report a fall within the last year, but 
many of them – roughly half – do not inform their doctor.4 A study by the University of 
California, Los Angeles (UCLA) Center for Health Policy and Research looked at older adults in 
California and found that only around 60 percent sought medical evaluation for their falls5 and 
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of that group, “less than 58 percent reported talking with a health professional about how to 
avoid falls”.6 Greater patient engagement to improve reporting is critical.  
One reason why some individuals may not report a fall is that they do not sustain an injury. The 
barriers to reporting a fall without injuries can be multifactorial. Older adults may not be aware 
of the risk associated with a fall and afraid of the stigma associated with aging. They may not 
know how to report a fall, who to report a fall to, why they should report their fall, and may 
minimize the incident attributing it to the aging process. Embarrassment, shame, denial, fear of 
losing independence, being seen or considered a burden to others, and cultural influences are 
all behavioral factors that can contribute to why older adults may not report a fall. 
 
Patients that are brought to the emergency room and do not sustain a fracture or traumatic 
injury that requires follow-up after a fall or trauma, are usually returned to their primary care 
provider. However, many of these patients may not have a primary care doctor, they may have 
limited access to timely appointments, or they may lack available transportation to get to a 
clinic visit. These issues can compound the incidence of additional falls and other health-related 
issues. Unfortunately, many of these same patients are later hospitalized in a rehabilitation or 
nursing facility where costs can be very high. An additional concern is the lack of specialized 
providers that can adequately care for these patients.  
 
Medicare 
 
The “Welcome to Medicare” preventive visit and the Annual Wellness Visit (AWV) incorporate 
important elements for fall prevention, such as the fall risk screening and standard home safety 
evaluation. However, there are still seniors who do not understand the importance of these 
practices and consider it an intrusion of privacy. Home health or community agency supports 
should be utilized to evaluate risks for older adults and to make recommendations in the home 
environment. Modifications and follow-up can be provided through a community case 
management approach, so that a trusted relationship is be established, and an individualized 
care plan is developed. 
 
Medicare Advantage (MA) plans should continue to highlight special programs that have 
demonstrated quality and value for Medicare beneficiaries, while proactively identifying 
additional programs for consideration. The Centers for Disease Control and Prevention (CDC) 
Compendium of Effective Fall Interventions has a comprehensive list of community-based falls 
prevention programs that could be used to draw additional evidence-based programs from.  
 
We strongly believe that development of an osteoporosis condition-based bundle, or hip 
fracture bundle would be an important step forward for the Centers for Medicare and Medicaid 
Services (CMS) and could reduce variation in fragility fracture care. This could be developed as 
criteria for the Patient-Centered Medical Home (PCMH) framework, and as a new innovative 
payment model under the Center for Medicare and Medicaid Innovation (CMMI) statutory 
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authority. Existing and effective Fracture Liaison Services (FLS) across the country could serve as 
a model for assessing appropriate pathways of care, to include long-term care coordination. We 
would welcome the opportunity to further discuss this matter. 
 
Tools and Resources 
 
Enhanced development of home-based non-wearable fall sensor technologies to detect fall risk 
and impending falls are a new tool that is being looked at for older adults in the community. 
The technologies can sense when an individual has fallen, instead of relying on them to push a 
button or call into a call station. This can save critical time and facilitate earlier treatment and 
recovery after a fall-induced injury. While these may be useful, current costs for these 
technologies at this time can be prohibitive.  
 
Primary care providers should utilize a standardized screening tool during a prevention 
assessment at every routine wellness visit, where clinically appropriate. Patient and family 
education should include, but not limit; the effect of medical conditions, medications, mobility 
limitations, unrecognized dementia or cognitive decline, weakness, vision problems, and 
hazards in the home.   
 
Public service announcements (PSAs) are also effective tools for spreading education on fall and 
falls prevention. In 2018, the American Academy of Orthopaedic Surgeons (AAOS), along with 
the Orthopaedic Trauma Association (OTA) launched a national radio PSA on “Preventing Falls 
Among the Elderly”7 that included several tools, such as a Falls Prevention Awareness Guide, 
poster, infographic, and statistics, risks and proactive measures to prevent falls. 
 
An additional way to empower patients to change their home environment or modify fall risk 
factors is to connect them with social workers and care managers who can work with them at 
home, before they are admitted or need to be admitted to the hospital.  
 
Evidence-Based Practices 
 
We were pleased to see that the Administration for Community Living (ACL) within the 
Department of Health and Human Services (HHS) launched a grant program titled “2019 
Evidence-Based Falls Prevention Program”. The grants are designed to “develop capacity, bring 
to scale, and sustain evidence-based falls prevention programs that will help to reduce the 
number of falls, fear of falling, and/or fall-related injuries in older adults.”8 This type of funding 
is important to meaningfully address falls and falls-related injuries. 
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Below are a couple of additional resources that seek to promote evidence-based practices: 
 

• The AAOS issued an evidence-based clinical practice guideline in 2014 on “Management 
of Hip Fractures in the Elderly”, along with appropriate use criteria’s (AUCs) in 2015 on 
“Hip Fractures in Elderly Patients: Acute Treatment” and “Hip Fractures in Elderly 
Patients: Postoperative/Rehabilitation”9. These touch on important treatment 
considerations for older adults who have a hip fracture. 
 

• The American Orthopaedic Association (AOA) created and runs the “Own the Bone” 
program, which “is a national post-fracture, systems-based, multidisciplinary fragility 
fracture prevention initiative.”10 Their registry collects ten measures to include: 
Nutrition Counseling; Physical Activity Counseling; Lifestyle Counseling; 
Pharmacotherapy; Testing; and Communication.11 The goal of the program is to change 
patient and physician behavior, reduce the incidence of future fractures, and improve 
the treatment of osteoporosis. 

 

• The American Geriatric Society (AGS) recently launched the AGS: CoCare Ortho program 
that is focused on reducing risks for a host of issues including falls, delirium, infections 
and hip fractures. The site includes over thirty self-directed training modules and 
“access to a portfolio of tools, resources, expert mentoring and guidance opportunities, 
and a strong networking platform.”12 

 

• The International Geriatric Fracture Society (IGFS) developed a certification program for 
Geriatric Fracture Care Programs to promote an interdisciplinary approach to a growing 
health problem world-wide. The certification process, and ongoing performance 
measurement helps organizations to decrease variability of care, increase quality, 
improve patient outcomes, and strengthen the team dynamics within an organization. 
Since the IGFS certification process started in 2014, there are now 19 certified programs 
in the USA and 2 internationally.13, 14  
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14 Mears SC, Suk M, Cobbe F, Kates SL. International Geriatric Fracture Society CORE Certification: Turning 

Knowledge into Action.  Geriatr Orthop Surg Rehabil. 2014 Sep;5(3):91-2. doi: 10.1177/2151458514546982.  

PMID:  25360337. 



5 
 

Other areas for improvement in patient safety include greater collaboration and engagement 
between electronic health record (EHR) systems and pharmacies. When a geriatric patient is 
admitted to a hospital, they often are unable to explain the medications and/or the pharmacy 
they use. Developing initiatives for EHR systems to connect with pharmacies and automatically 
upload patient prescription information would help providers take care of these patients and 
avoid any polypharmacy errors.  
 
Transitions of Care 
 
Several variables exist that increase the risk of a fall during transitions from a skilled nursing 
facility (SNF) to the home. During these transitions it is critical to have an appropriate 
assessment and provide education to older adults and their caregivers. Conversations should 
focus on any changes in medication, new use of assisted devices (such as a walker or cane), and 
any modifications that will need to be made to the home environment. Additionally, patients 
should have a physical therapy evaluation, along with a home safety assessment as a 
requirement for the transition from a SNF to the home. Opportunities exist for Congress to 
reward programs that offer educational program for home-based nursing and physical therapy 
(PT) providers on fall prevention strategies. 
 
Post-Fracture Care 
 
The post-fracture care pathway has many elements, including a fracture risk assessment, bone 
density testing, education on modifiable risk factors and nutrition, administration of bone 
building medications, and bone health follow-up. Unfortunately, the standardization of these 
practices is not in place and varies from community to community and provider to provider. 
Establishing programs and initiatives that facilitate coordination across relevant medical 
specialties and health professionals, with the assistance of a fracture care coordinator would be 
very beneficial for patients. Likewise, the Own the Bone program which focuses on secondary 
fracture prevention has had some success in improving collaboration between orthopaedic and 
primary care providers.  
 
That said, many patients still do not receive osteoporosis treatment following a fracture.15 This 
underscores the need for greater standardization across the care continuum. Value-based care 
initiatives, if constructed appropriately, can accomplish this goal. The Bundled Payments for 
Care Improvement (BPCI) Initiative has shown some positive signs and could be adapted to the 
osteoporosis fracture population and for a future osteoporosis condition-based bundle.  
 
Thank you for taking these comments and thoughts into consideration as you work to reduce 
the risk of falls and falls-related injuries. We appreciate your interest in addressing this 
important issue. 
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Sincerely, 
 
 
American Association of Orthopaedic Surgeons (AAOS) 

American Geriatrics Society (AGS) 

American Orthopaedic Association (AOA) 

International Geriatric Fracture Society (IGFS) 

National Association of Orthopaedic Nurses (NAON) 

Orthopaedic Trauma Association (OTA) 

United States Bone and Joint Initiative (USBJI) 

 


