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robert-wallace@uiowa.edu 

Walston, Jeremy CTS Jwalston@jhmi.edu 
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APPENDIX 1.2 LIST OF COMMITTEES AND MEMBERS 
 

Ancillary Study Committee Email/Admin 

Agrawal, Yuri yagrawa1@jhmi.edu 

Azhar, Gohar azhargohar@uams.edu 

Bean, Jonathan JFBEAN@mgh.harvard.edu 

Bhasin, Shalender sbhasin@bwh.harvard.edu /mlukas@bwh.harvard.edu 

Boockvar, Ken kenneth.boockvar@mssm.edu 

Brach, Jen jbrach@pitt.edu 

Colon- Emeric, Cathleen cathleen.colonemeric@duke.edu 

Goldberg, Andrew agoldber@medicine.umaryland.edu 

Goodwin, James jsgoodwi@UTMB.EDU / kaprevou@utmb.edu 

Gurwitz, Jerry Jerry.gurwitz@umassmed.edu / julie.schutz@meyersprimary.org 

Karlamangla, Arun akarlamangla@mednet.ucla.edu 

Latham, Nancy nklatham@bwh.harvard.edu 

Manini, Todd tmanini@ufl.edu 

Marsh, Tony marshap@wfu.edu 

Miller, Mike mmiller@wakehealth.edu 

Murphy, Terrence terrence.murphy@yale.edu 

Pahor, Marco mpahor@ufl.edu 

Peduzzi, Peter peter.peduzzi@yale.edu / alicia.lakomski@yale.edu 

Rich, Jeremy jrich@healthcarepartners.com /ERodas@healthcarepartners.com 

Rogers, Mark mrogers@som.umaryland.edu 

Sheffield-Moore, Melinda melmoore@UTMB.EDU 

Steinman, Mike Mike.Steinman@ucsf.edu 

Wallace, Bob robert-wallace@uiowa.edu 

Waring, Steve Stephen.Waring@EssentiaHealth.org 
 Yaffe, Kristine Kristine.Yaffe@ucsf.edu 
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Clauser, Steve sclauser@pcori.org / hkampmeyer@pcori.org 
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Assessment and Study Outcomes 

Committee 

Emails/Admin 

Araujo, Katy 

Charpentier, Peter  

Ganz, David 

Geda, Mary  

Gill, Thomas 

Goehring, Lori 

Hanson, Catherine  

Lu, Charles 

Magaziner, Jay Co-Chair 

Manini, Todd  

Min, Lillian 

Latham, Nancy 

Ottenbacher, Kenneth  

Salazar, Alejandra 

Siu, Albert Co-Chair 

Teresi, Jeanne 

Travison, Tom 

Katy.araujo@yale.edu 

peter.charpentier@yale.edu 

dganz@mednet.ucla.edu /David.Ganz@va.gov 

mary.geda@yale.edu 

Thomas.gill@yale.edu  

lagoehring@bwh.harvard.edu 

clphanson@sbcglobal.net 

charles.lu@yale.edu 

  jmagazin@epi.umaryland.edu / handrews@epi.umaryland.edu  

tmanini@ufl.edu 

  lmin@med.umich.edu  

nlatham@bwh.harvard.edu  

kottenba@utmb.edu   

ASALAZAR3@BWH.HARVARD.EDU 

  Albert.siu@mssm.edu / ashleigh.troccoli@mssm.edu  

  teresimeas@aol.com 

  TGT@hsl.harvard.edu 

NIA/PCORI 

  Correa-De-Araujo, Rosaly 

 

 

 

 

  rosaly.correa-de-araujo@nih.gov 

   
 
 

  

Biostatistics Committee Emails/Admin 

Allore, Heather heather.allore@yale.edu 

Araujo, Katy katy.araujo@yale.edu 

Charpentier, Peter peter.charpentier@yale.edu 

Dziura, James james.dziura@yale.edu 

Esserman, Denise denise.esserman@yale.edu 

Latham, Nancy nklatham@bwh.harvard.edu 

Miller, Mike mmiller@wakehealth.edu 

Peduzzi, Peter Chair peter.peduzzi@yale.edu / alicia.lakomski@yale.edu 

Travison, Tom TGT@hsl.harvard.edu 

Erich Greene Erich.Greene@Yale.edu 

Tom Gill Thomas.gill@yale.edu 

Lisa Calvocoressi Lisa.Calvocoressi@yale.edu 
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Romashkan, Sergei 
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Clinical Trial Sites Email/Admin 

Adams, Dorothy dja21@pitt.edu 
Agrawal, Yuri yagrawa1@jhmi.edu 

Alexander, Neil nalexand@med.umich.edu 

Amroze, Azraa azraa.amroze@meyersprimary.org 
 Araujo, Katy katy.araujo@yale.edu 

Baker, Dorothy dorothy.baker@yale.edu 

Baril, Joann Joann.Baril@meyersprimary.org 

Basaria, Shezhad sbasaria@bwh.harvard.edu 

Bhasin, Shalender sbhasin@bwh.harvard.edu /mlukas@bwh.harvard.edu 

Burek, Karen kburek@med.umich.edu 

Campbell, Tiffany tcampb13@jhmi.edu 
 Carnie, Martie mcarnie@bwh.harvard.edu 

Casteel, Carri carri-casteel@uiowa.edu 

Chapman, Summer srchapma@UTMB.EDU 

Charpentier, Peter peter.charpentier@yale.edu 

Chavez, Vivian VChavez@healthcarepartners.com 

Duncan, Pamela pduncan@wakehealth.edu 

Dziura, James james.dziura@yale.edu 

Dykes, Patricia pdykes@bwh.harvard.edu 

Ephraim, Patti pephraim@jhu.edu 

Espino, Christian christian.espino@mssm.edu 

Fagan, Maureen Mbernadettefagan@gmail.com  

Ferchak, Mary Anne maf126@pitt.edu 

Gallagher, Nancy A. nagalla@med.umich.edu 

Ganz, David dganz@mednet.ucla.edu /David.Ganz@va.gov 

Gill, Thomas 

G 

 

Thomas.Gill@yale.edu 
 Goehring, Lori lagoehring@bwh.harvard.edu 
 Goodwin, James jsgoodwi@UTMB.EDU / kaprevou@utmb.edu 

Greenspan, Susan greenspn@pitt.edu 

Gurwitz, Jerry Chair jerry.gurwitz@umassmed.edu 

Hanson, Catherine clphanson@sbcglobal.net 

Hill, Tina tinaholl@med.umich.edu 

Hirst, Roxanna rmhirst@utmb.edu 

Hoberg, Margaret Margaret.Hoberg@essentiahealth.org 

Howe, Janelle jhowe@healthcarepartners.com 

Jones, Martha MJones@healthcarepartners.com 

Ko, Fred fred.ko@mssm.edu 

Larsen, Heather heather.larsen@essentiahealth.org 
 

Latham, Nancy nklatham@bwh.harvard.edu 

Leipzig, Roseanne rosanne.leipzig@mssm.edu 
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Madia, Joseph joseph.v.madia@pitt.edu 

Magaziner, Jay jmagazin@epi.umaryland.edu 

Matza, Deborah Deborah.matza@mssm.edu 

Mcdonald, Anne Anne.Mcdonald@reliantmedicalgroup.org 

Miller, Mike mmiller@wakehealth.edu 

McMahon, Siobhan Siobhan.McMahon@EssentiaHealth.org 

Moore, Christine Cmoore@healthcarepartners.com 

Nunez, Jocelyn JoNunez@healthcarepartners.com 

Nyquist, Linda lnyquist@med.umich.edu 

Pahor, Marco mpahor@ufl.edu 

Peduzzi, Peter peter.peduzzi@yale.edu 

Preusse, Peggy Peggy.Preusse@reliantmedicalgroup.org 

Quintiliani, Lisa lisa.quintiliani@bmc.org 

Resnick, Neil resnickn@pitt.edu 

Reuben, David dreuben@mednet.ucla.edu 

Rich, Jeremy jrich@healthcarepartners.com 

Salazar, Alejandro asalazar3@bwh.harvard.edu 

Salive, Marcel marcel.salive@nih.gov 

Shanahan, Angela Ashanahan@mercydesmoines.org 

Sharma, Gulshan gusharma@UTMB.EDU 

Shepard, Betty bshephard@healthcarepartners.com 

Siu, Albert albert.siu@mssm.edu 

Storer, Tom tstorer@bwh.harvard.edu 

Taran, Allise Allise.Taran@EIRH.org 

Volpi, Elena evolpi@UTMB.EDU 

Wallace, Robert robert-wallace@uiowa.edu 

Walston, Jeremy Jwalston@jhmi.edu 

Waring, Steve Stephen.Waring@EssentiaHealth.org 
 Weldon, Julie JWeldon@mercydesmoines.org 

Wells, Yvette YWELLS1@PARTNERS.ORG 
 West, Deborah deborah.west@mountsinai.org 

Wiggins, Jo wiggi@med.umich.edu 

Wu, Albert awu@jhsph.edu 

NIA/PCORI  

Clauser, Steve sclauser@pcori.org / hkampmeyer@pcori.org 

Correa-De-Araujo, Rosaly 
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Lesch, Julie jlesch@pcori.org 
 Romashkan, Sergei romashks@nia.nih.gov 

Schrandt, Suzanne   sschrandt@pcori.org 
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Training/Self-Management Committee Email 

Gazarian, Priscilla - Chair pgazarian@partners.org 

Alexander, Neil nalexand@umich.edu 

Baker, Dorothy dorothy.baker@yale.edu 

Chavez, Vivian VChavez@healthcarepartners.com 

Correa-De-Araujo, Rosaly rosaly.correa-de-araujo@nih.gov 

Hanson, Catherine clphanson@sbcglobal.net 

Latham, Nancy nklatham@bwh.harvard.edu 

McMahon, Siobhan skmcmaho@umn.edu 

Quintiliani, Lisa lisa.quintiliani@bmc.org 

Reuben, David dreuben@mednet.ucla.edu     /lsbautista@mednet.ucla.edu 

Schneider, Ellen ecschnei@email.unc.edu 

Storer, Thomas Tstorer@bwh.harvard.edu 

Wells, Yvette Ywells1@partners.org 

 
 

Data Management & IT Platforms Emails/Admin 

Araujo, Katy 
 
 
 
 
 
 
Burek, Karen 

Katy.araujo@yale.edu 

Brandt, Cynthia Cynthia.brandt@yale.edu 

Charpentier, Peter Chair peter.charpentier@yale.edu 

Dykes, Patricia pdykes@bwh.harvard.edu 

Dziura, James james.dziura@yale.edu 

Ganz, David dganz@mednet.ucla.edu /David.Ganz@va.gov 

Geda, Mary mary.geda@yale.edu 

Gill, Thomas thomas.gill@yale.edu 

Latham, Nancy nklatham@bwh.harvard.

edu 

 

Lu, Charles charles.lu@yale.edu 

 Peduzzi, Peter peter.peduzzi@yale.edu /alicia.lakomski@yale.edu 

Rickman, Amy Deborah arickman@pitt.edu 

Rushing, Scott srushing@wakehealth.edu  

 Tsang, Sui sui.tsang@yale.edu 
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Ferchak, Mary Anne maf126@pitt.edu 
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Hill, Tina tinaholl@med.umich.edu 

Goehring, Lori lagoehring@bwh.harvard.edu 
 Larsen, Heather heather.larsen@essentiahealth.org 
 Latham, Nancy nklatham@bwh.harvard.edu 

Matza, Deborah Deborah.matza@mssm.edu 

Mcdonald, Anne Anne.Mcdonald@reliantmedicalgroup.org 

McMahon, Siobhan, Chair skmcmaho@umn.edu 

Preusse, Peggy Peggy.Preusse@reliantmedicalgroup.org 

Reuben, David DReuben@mednet.ucla.edu / LSBautista@mednet.ucla.edu 

Shanahan, Angela AShanahan@mercydesmoines.org 

Storer, Thomas tstorer@bwh.harvard.edu 

Wells, Yvette Ywells1@partners.org 

West, Deborah Deborah.west@mtsinai.org 

Patient Rep.  

Martie Carnie mcarnie@bwh.harvard.edu 
 Cathy Hanson clphanson@sbcglobal.net 
  

 

Intervention Committee Emails/Admin 

Alexander, Neil nalexand@umich.edu 
Baker, Dorothy dorothy.baker@yale.edu 

Bean, Jonathan JFBEAN@mgh.harvard.edu 

Burek, Karen kburek@med.umich.edu 

Campbell, Tiffany tcampb13@jhmi.edu 
 Carnie, Martie mcarnie@bwh.harvard.edu 
 Chapman, Summer srchapma@utmb.edu 

Chavez, Vivian vchavez@healthcarepartners.com 
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Hoberg, Margaret Margaret.Hoberg@essentiahealth.org 
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mailto:clphanson@sbcglobal.net
mailto:nalexand@umich.edu
mailto:dorothy.baker@yale.edu
mailto:JFBEAN@mgh.harvard.edu
mailto:kburek@med.umich.edu
mailto:tcampb13@jhmi.edu
mailto:mcarnie@bwh.harvard.edu
mailto:srchapma@utmb.edu
mailto:vchavez@healthcarepartners.com
mailto:pduncan@wakehealth.edu
mailto:ehines@wakehealth.edu
mailto:maf126@pitt.edu
mailto:nagalla@med.umich.edu
mailto:dganz@mednet.ucla.edu
mailto:David.Ganz@va.gov
mailto:Thomas.gill@yale.edu
mailto:lagoehring@bwh.harvard.edu
mailto:clphanson@sbcglobal.net
mailto:tinaholl@med.umich.edu
mailto:Margaret.Hoberg@essentiahealth.org
mailto:heather.larsen@essentiahealth.org
mailto:nklatham@partners.org
mailto:Rosanne.leipzig@mssm.edu
mailto:sharon.forbes@mssm.edu
mailto:Deborah.matza@mssm.edu
mailto:Anne.Mcdonald@reliantmedicalgroup.org
mailto:skmcmaho@umn.edu
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mailto:ejprotas@utmb.edu
mailto:dreuben@mednet.ucla.edu
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Shanahan, Angela AShanahan@mercydesmoines.org 

Storer, Thomas Tstorer@bwh.harvard.edu 

Ver Steeg, Sherri SVerSteeg@mercydesmoines.org 

Wells, Yvette ywells1@partners.org 

West, Deborah Deborah.west@mtsinai.org 

Patient Rep.  

Galloway, Rebecca regallow@utmb.edu 

NIA/PCORI  

Correa-De-Araujo, Rosaly rosaly.correa-de-araujo@nih.gov 

Joseph, Lyndon josephlj@mail.nih.gov 
Romashkan, Sergei romashks@nia.nih.gov 

 
 

National Patient Stakeholder Council Members Email 

Appelberg, Helen hwappelb@utmb.edu 
 Barton, Sheila Sheila.barton@mountsinai.org 
 

Bhasin, Shalender sbhasin@bwh.harvard.edu 
 
 

Blaess, Andy ablaess@mercydesmoines.org 
 

Carnie, Martie mcarnie@bwh.harvard.edu 
 

Carter, Edna ednacarter7580@gmail.com 

Ephraim, Patti 

 
pephraim@jhu.edu 

 Fagan, Maureen Chair   
Galloway, Rebecca  
 
 

Mbernadettefagan@gmail.com 

 Galloway, Rebecca  
 

regallow@utmb.edu 
 Goehring, Lori lagoehring@bwh.harvard.edu 

 Hanson, Catherine 

 
clphanson@sbcglobal.net 

 

 
Latham, Nancy 

 
  nklatham@bwh.harvard.edu 

 McMahon, Siobhan 
eusse, ggy 
 

skmcmaho@umn.edu 

 

 

 

Preusse, Peggy 
 

Peggy.Preusse@reliantmedicalgroup.org 

Schneider, Ellen ecschnei@email.unc.edu 

 Scull, Betty  
aran, se  
                  

deltabj@sbcglobal.net 

 Taran, Allise Allise.Taran@EssentiaHealth.org 

 NIA/PCORI   

Correa de Araujo,  rosaly.correa-de-araujo@nih.gov 

Lesch, Julie   jlesch@pcori.or 

g  
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Outcomes and Assessment Adjudication Email 

Magaziner, Jay Co-Chair jmagazin@epi.umaryland.edu 

Siu, Albert Co-Chair albert.siu@mssm.edu 

Ganz, David dganz@mednet.ucla.edu /David.Ganz@va.gov 

Gill, Tom Thomas.gill@yale.edu 

Latham, Nancy nklatham@bwh.harvard.edu 

Travison, Thomas ttravison@research.bwh.harvard.edu 

 

 

Physical Components and Rehabilitation Email/Admin 

Allore, Heather heather.allore@yale.edu 

Alexander, Neil nalexand@med.umich.edu 

Baker, Dorothy dorothy.baker@yale.edu 

Duncan, Pamela Co-Chair pduncan@wakehealth.edu / ehines@wakehealth.edu 

Gallagher, Nancy nagalla@med.umich.edu 

Galloway, Rebecca (NPSC) regallow@utmb.edu 

Latham, Nancy nklatham@bwh.harvard.edu 

Reuben, David dreuben@mednet.ucla.edu     /lsbautista@mednet.ucla.edu 

Storer, Thomas Co-Chair Tstorer@bwh.harvard.edu 

Stevens, Judy jas2@cdc.gov 

NIA/PCORI  

Correa-De-Araujo,  Rosaly rosaly.correa-de-araujo@nih.gov 
Joseph, Lyndon josephlj@mail.nih.gov 

 

 

Protocol Committee Email/Admin 

Araujo, Katy  

Alexander, Neil  

Bhasin, Shalender 

Charpentier, Peter  

Eder, Rich  

Gill, Thomas Chair 

High, Kevin  

Latham, Nancy  

McMahon, Siobhan  

Peduzzi, Peter  

Reuben, David  

Waring, Steve 

katy.araujo@yale.edu  

nalexand@med.umich.edu 

sbhasin@bwh.harvard.edu mlukas@bwh.harvard.edu 

peter.charpentier@yale.edu 

reder@partners.org   

thomas.gill@yale.edu 

khigh@wakehealth.edu / breid@wakehealth.edu 

nklatham@bwh.harvard.edu 

skmcmaho@umn.edu 

peter.peduzzi@yale.edu / alicia.lakomski@yale.edu 

dreuben@mednet.ucla.edu / lsbautista@mednet.ucla.edu 

Stephen.Waring@EssentiaHealth.org 
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Patient Rep.  

Carnie, Martie  

Scull, Betty 

 
mcarnie@bwh.harvard.edu  

deltabj@sbcglobal.net 

NIA/PCORI  

Clauser, Steve 

Correa-de-Araujo, Rosaly  

Romashkan, Sergei 

 
sclauser@pcori.org / hkampmeyer@pcori.org 

rosaly.correa-de-araujo@nih.gov  

romashks@nia.nih.gov 

 
 

Recruitment Screening and Risk Assessment Emails/Admin 

Araujo, Katy katy.araujo@yale.edu 

Charpentier, Peter peter.charpentier@yale.edu 

Covinsky, Ken ken.covinsky@ucsf.edu 

Dykes, Patricia pdykes@bwh.harvard.edu / ASALAZAR3@BWH.HARVARD.EDU 

Esserman, Denise denise.esserman@yale.edu 
Ganz, David DGanz@mednet.ucla.edu / David.Ganz@va.gov 
Gill, Thomas Co-Chair thomas.gill@yale.edu                                       
Goehring, Lori lagoehring@bwh.harvard.edu 

 

 

Latham, Nancy nklatham@bwh.harvard.edu 

 McGloin, Joanne Co-Chair joanne.mcgloin@yale.edu 
Nyquist, Linda lnyquist@med.umich.edu   
Wallace, Robert robert-wallace@uiowa.edu 
Patient Rep.  
Martie Carnie mcarnie@bwh.harvard.edu 

 Cathy Hanson clphanson@sbcglobal.net 

 NIA/PCORI  
 
 
 

 
Correa-De-Araujo, Rosaly rosaly.correa-de-araujo@nih.gov 
Romashkan, Sergei romashks@nia.nih.gov 

  
 

Site Coordinator Email/Admin 

Amroze, Azraa azraa.amroze@meyersprimary.org 
 Araujo, Katy 

 
Katy.araujo@yale.edu 

Charpentier, Peter Peter.charpentier@yale.edu 

Ephraim, Patti pephraim@jhu.edu 

Espino, Christian christian.espino@mssm.edu 

Goehring, Lori lagoehring@bwh.harvard.edu 
 Hirst, Roxanna rmhirst@utmb.edu 

Latham, Nancy Chair nkatham@bwh.harvard.edu 

Leveke, Anita ALeveke@mercydesmoines.org 
 Madia, Joseph joseph.v.madia@pitt.edu 

McGloin, Joanne joanne.mcgloin@yale.edu 

Moore, Christine CMoore@healthcarepartners.com 

Nunez, Jocelyn JoNunez@healthcarepartners.com 
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mailto:rmhirst@utmb.edu
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Nyquist, Linda lnyquist@umich.edu 

Madeline Rigatti mjr159@pitt.edu 
 Stenvig, Hilary hstenvig@bwh.harvard.edu 
 Taran, Allise Allise.Taran@EIRH.org 

Weldon, Julie JWeldon@mercydesmoines.org 

Patient Rep.  

Martie Carnie mcarnie@bwh.harvard.edu 
 Cathy Hanson clphanson@sbcglobal.net 
 NIA/PCORI   

Correa-De-Araujo, Rosaly rosaly.correa-de-araujo@nih.gov 

 
 

Steering Committee (Voting) Email/admin 

Bhasin, Shalender (PI) sbhasin@bwh.harvard.edu / mmacdonald17@bwh.harvard.edu 

Basaria, Shezhad (Safety) sbasaria@bwh.harvard.edu 

Carnie, Martie (Pt. & Stkhldr. Rep.) mcarnie@bwh.harvard.edu 

Charpentier, Peter (IT & Data Mgt) peter.charpentier@yale.edu 

Clauser, Steve (PCORI Rep.) sclauser@pcori.org / hkampmeyer@pcori.org 

Correa-De-Araujo (NIA Rep.) rosaly.correa-de-araujo@nih.gov 

Dykes, Patricia (Site PI Rep.) pdykes@bwh.harvard.edu /Pdempsey1@partners.org 

Gill, Thomas (PI) Thomas.Gill@yale.edu 

Goehring, Lori (Project Mgr.) lgoehring@bwh.harvard.edu 

 Gurwitz, Jerry (Site PI Rep.) jerry.gurwitz@umassmed.edu /julie.schutz@meyersprimary.org 

Hadley, Evan (NIA) HadleyE@nia.nih.gov 

Latham, Nancy (Project Dir.) nklatham@bwh.harvard.edu 

McMahon, Siobhan (Nursing Dir.) skmcmaho@umn.edu 

 Peduzzi, Peter (DCC Director) peter.peduzzi@yale.edu /alicia.lakomski@yale.edu 

Reuben, David (PI) dreuben@mednet.ucla.edu     /lsbautista@mednet.ucla.edu 

Romashkan, Sergei (NIA) romashks@nia.nih.gov 

Siu, Albert (Content Expert) albert.siu@mssm.edu / ashleigh.troccoli@mssm.edu 
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APPENDICES CHAPTER 3 – SCREENING AND RECRUITMENT 

 
3.1 STRIDE/DCC WORKFLOW CHART 

 

3.2 CENTRAL SCREENING - FIRST CLINIC LETTER 
 

3.3 SCREENING --FALL SCREENER POSTCARD 
 

3.3.1 STORY CARDS 
 
3.3.2 BOOKMARK 

 

3.4 RECRUITMENT--OPT OUT POSTCARD 
 

3.4.1 MARTHA STEWART CARD 
 

3.5 RECRUITMENT--CENTRAL SCREENING – SECOND CLINIC LETTER 
 

3.6 RECRUITMENT--CLINIC LETTER FOR CLINIC SCREENING- 
 

3.7 RECRUITMENT--STRIDE LETTER 

3.7.1 WELCOME LETTER – RANDOMIZATION GROUP 
 

3.8 RECRUITMENT-- PATIENT BROCHURE 
 

3.9 PRIVACY AND CONSENT SUMMARY 

3.9.1 MAGNETIC CLIP 

3.9.2 NIA FLYER-WHAT TO DO IN CASE OF A FALL  
 

3.10 REDCAP PLUG IN TO SUPPORT INTERVIEWS WORKFLOW 
 

3.11 STRIDE INFORMED CONSENT TELEPHONE SCRIPT 
 

3.12 SURROGATE CONSENT – PATIENT ANSWERS PHONE 
 

3.13 SURROGATE CONSENT – SURROGATE ANSWERS PHONE 
 

3.14 COGNITIVE SCREENING – CALLAHAN 6-ITEM SCREENER 
 

3.15 STRIDE INTERVIEWER TRAINING AND CERTIFICATION CURRICULUM 
 

3.16 STRIDE CERTIFICATION/RECERTIFICATION 
 

3.16.1 STRIDE CERTIFICATION  
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APPENDIX 3.1 STRIDE DCC WORK FLOW 
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APPENDIX 3.2 CENTRAL SCREENING – FIRST CLINIC LETTER 
 

 
[LETTER TO BE ON “LETTERHEAD FROM LOCAL HEALTH CARE 

SYSTEM/CLINIC"] 

«Address» 
 

«City», «State» «Zip» 
 

«Date» 
 

Dear «Salutation» «LastName», 
 

[NAME OF LOCAL HEALTHCARE SYSTEM/CLINIC] is a health care 
organization committed to excellent patient care. As part of our commitment to improving 
patient care, we are working with researchers at [NAME OF LOCAL HEALTHCARE 
SYSTEM/CLINIC] and at Yale University. 

 
The first step is to find out how many of our patients at [Name of local clinic] are at risk of 
falling. Enclosed is a postcard that asks 3 questions about your fall risk. Please consider 
helping us by answering these 3 questions. Return the postcard by dropping it in the mail. No 
postage is required. 

 
To thank you for taking the time to complete this postcard, we have enclosed a bookmark as 
a small token of our appreciation. 

 
Thank you for reading this letter and for helping us to understand how to improve the health 
of people at (Name of healthcare system) and other older Americans. 

 
Sincerely, 

 

  , MD  

[TITLE]  

[PRACTICE]  
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APPENDIX 3.3 SCREENING—FALL SCREENING POSTCARD 
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APPENDIX 3.3.1 STORY CARD 
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Mount Sinai is participating in the STRIDE Study. 

 

This is a nationwide study to keep older adults active 

and independent by decreasing their risk of 

injuries due to falls. 

 

  

Healthcare system logo/name 
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APPENDIX 3.3.2 BOOKMARK 
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APPENDIX 3.4 RECRUITMENT - OPT OUT POSTCARD 
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APPENDIX 3.4.1 MARTHA STEWART CARD 
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APPENDIX 3.5 RECRUITMENT - CENTRAL SCREENING – SECOND CLINIC LETTER 

 

 
[LETTER TO BE ON “LETTERHEAD FROM LOCAL HEALTH CARE 

SYSTEM/CLINIC”] 

«StreetAddress» 
 

«City», «State» «zipcode» 
 

«Date» 
 

Dear «Salutation» «LastName», 
 

As part of [NAME OF LOCAL HEALTHCARE SYSTEM/CLINIC]’s commitment to improving 

patient care, we are working with providers here and around the country on a major new 

research study.  The purpose of this study is to learn better ways for healthcare systems to 

prevent falls and injuries from falls. This study is called STRIDE (STrategies to Reduce 

Injuries and Develop confidence in Elders). 

Enclosed is a letter from the STRIDE Assessment Center, asking you to consider taking part 

in this important research study. You are being invited to participate in this study based on 

your answers to questions on the recent fall risk postcard that you returned. 

Participation in the study is voluntary. If you choose to participate, you are free to stop taking 

part in the study at any time. Your decision to take part or not will have no effect on the care 

that you receive from any provider at [name of health system]. 

Please read the enclosed STRIDE study letter from the research team. Feel free to contact the 

STRIDE study staff at Yale University with any questions at toll- free number 1-844-978-

7433 (STRIDE) or by email at STRIDE@yale.edu.  

Sincerely, 

  , MD  

[TITLE] 

[PRACTICE NAME]  

mailto:STRIDE@yale.edu


MOP Version 7.0    6.30.2020 
 
  

31 

APPENDIX 3.6 RECRUITMENT - CLINIC LETTER FOR CLINIC SCREENING 

 
 

[LETTER TO BE ON “LETTERHEAD FROM LOCAL HEALTH CARE 

SYSTEM/CLINIC”] 

«StreetAddress» 
 

«City», «State» «zipcode» 
 

«Date» 
 

Dear «Salutation» «LastName», 
 

As you know, [NAME OF LOCAL HEALTHCARE SYSTEM/CLINIC] is 
committed to excellent patient care. As part of our commitment to improving patient care, we 
are working with physicians and other clinicians here at [NAME OF LOCAL HEALTHCARE 
SYSTEM/CLINIC] and around the country on a major new research study. 

 
The purpose of this study is to learn better ways for healthcare systems to prevent falls and 
injuries from falls. This study is called STRIDE (STrategies to Reduce Injuries and Develop 
confidence in Elders). 

 
Enclosed is a letter from the STRIDE Assessment Center, asking you to consider taking part in 
this important research study. You are being invited to participate because you may be at 
increased risk of falling based on a questionnaire that you were asked during a prior office visit. 

 
Participation in the study is voluntary. If you choose to participate, you are free to stop taking 
part in the study at any time. Your decision to take part or not will have no effect on the care 
that you receive from any provider at [NAME OF LOCAL HEALTHCARE SYSTEM/CLINIC]. 

 
Please read the enclosed STRIDE study letter from the research team.  Feel free to contact the 

STRIDE study staff at Yale University with any questions at toll- free number 1-844-978-7433 

(STRIDE) or by email at STRIDE@yale.edu. Thank you for considering participation in this 

important study. 

Sincerely, 
 

  , MD  

[TITLE] 

[PRACTICE NAME]  

mailto:STRIDE@yale.edu
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APPENDIX 3.7 RECRUITMENT - STRIDE LETTER 

                                                                                                     SITE LOGO 

«StreetAddress» 

«City», «State» «zipcode» 
 

«Date» 
 

Dear «Salutation» «LastName», 
 

You are invited to take part in a research study called STRIDE. 
 

STRIDE stands for (STrategies to Reduce Injuries and Develop confidence in Elders). The purpose 

of this study is to learn better ways for healthcare systems to prevent falls and injuries from falls. 

We are inviting you to join because you are a patient in [NAME OF HEALTH SYSTEM OR CLINIC] 

age 70 or older and returned the fall risk postcard. 

• Patients at some practices will receive a brochure with information about falls and how to avoid 
them. 

• Patients at other practices will be called to schedule a visit with a specially trained nurse (Falls Care 
Manager) at no cost to you. During the visit a fall risk evaluation will be done and a treatment plan to 
reduce fall risk will be created. 

You will receive a telephone call in about two weeks from the STRIDE Assessment Center. The 

study staff will tell you more about the STRIDE study and answer any questions you might have. 

The caller will discuss your interest in participating. 

If you decide to join the STRIDE study, you will be asked some information about yourself and your 

health history. You will also be asked about any falls and falls-related injuries that you have had. 

• Please keep the enclosed calendar. We will explain how to fill it out during telephone call. 

• If you do not wish to participate in this study, please return the enclosed yellow postcard by dropping it 
in the mail – no postage required. 

If you have a question about the study or would like to contact study staff, please call us at 1-844-

978-7433 (STRIDE) or by email at STRIDE@yale.edu. 

Sincerely, 
 

mailto:STRIDE@yale.edu
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Thomas Gill, M.D. 
 

STRIDE Assessment Center on behalf of the STRIDE research team  
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APPENDIX 3.7.1 WELCOME LETTER – RANDOMIZATION GROUP 

 
 

 
 
 

Congratulations! Your doctor’s practice is part of Group A. 
 
□ Your doctor will be told about your risk of falling and getting hurt from a fall. 
 
□ Enclosed is a brochure with information on falls and how to avoid them.    
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Congratulations! Your doctor’s practice is part of Group B. 
 
□ Your doctor will be told about your risk of falling and getting hurt from a fall. 

□ You will be called to schedule a visit with a specially trained nurse (Falls Care 

Manager) at no cost to you. During the visit a fall risk evaluation will be done.  
□ The nurse Falls Care Manager will work with you and your doctor to make a treatment 
plan to reduce your risk of falling and getting hurt. 
□ You will receive a call to schedule a visit with the Falls Care Manager within the next 
month.  
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APPENDIX 3.8 PATIENT BROCHURE (FULL BROCHURE ON WEBSITE) 
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APPENDIX 3.9 PRIVACY AND CONSENT SUMMARY 
 
 
 

 

 
STRIDE RESEARCH STUDY INFORMATION SHEET 

 
 

Why you are being contacted? 

We are inviting you to join the STRIDE study based on your answers on the fall risk postcard you 

returned or that you were provided during a clinic visit. 

 
Why is STRIDE important? 

The purpose of the study is to learn better ways for healthcare systems to prevent falls and injuries 

from falls. This study will include 6,000 people from 10 different healthcare systems around the 

country. The study is expected to last up to 3 years. 

 
What does the study involve? 

1) Your doctor’s practice has been randomly assigned to one of two groups (Group A or Group B), 

much like the flip of a coin. 

• In half of the practices, (Group A) your doctor will be told about your answers on a fall risk postcard 

and you will receive a brochure with information on falls and how to avoid them. 

• In the other practices (Group B) your doctor will be told about your answers on a fall risk postcard. You 

will be called to schedule a visit with a specially trained nurse (Falls Care Manager) at no cost to you. 

During this visit, a fall risk evaluation will be done. The Falls Care Manager will work with you and your 

doctor to make a treatment plan to reduce your risk of falling and getting hurt. 

 
2) The STRIDE research component involves: 

• Phone Interview: If you agree to participate, you’ll be asked to complete a phone interview. You will 

be asked some questions about your health and ability to care for yourself and accomplish daily 

tasks. You will also be asked about any recent falls, and concerns that you may have about falling. 

• Calendar: After the interview, we will ask you to keep track of any falls and injuries on a monthly calendar 

that we will send to you. The calendars will be reviewed during follow- up telephone calls. 

• Follow-up Telephone calls: You will also receive a call every 4 months to ask about any falls or other 

changes to your health. 

• Permission to view your health records: If you agree to participate, we will need your permission to 

look at your medical records. 
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• Voluntary participation: Whether or not you choose to participate in this study, you will continue to 

receive care from your regular doctor or nurse and his/her team. This means you can decide to say yes 

or no to participation in the study. Either way, your decision will not affect your present or future 

medical care. You may also change your mind and stop your participation in the study at any time. 

 

 
What about Privacy? 

The information you share with us is private. We are required by law to protect the privacy of health 

information obtained for research. During this study, information about you and your health will be 

collected and shared with researchers conducting the study. We share your health information only 

when we must, for example for quality control and public health purposes. We require anyone who 

receives it from us to protect your privacy. 

 
If you would like more information about our privacy policy: 

*Partners HealthCare Notice for Use and Sharing of Protected Health Information 

http://www.partners.org/Assets/Documents/Notices/Partners_Privacy_Policy_Englis h.pdf.] 

 
The STRIDE Research Study is approved by The Institutional Review Board (IRB). IRB is a group of 

people who review research to protect your rights. They have approved this study and the procedures 

for collecting information. If you would like to speak with someone not involved in this research 

about your rights as a research subject, or complaints you may have about the research, contact the 

Partners Human Research committee (or IRB) at (617) 424-4100.  

http://www.partners.org/Assets/Documents/Notices/Partners_Privacy_Policy_English.pdf
http://www.partners.org/Assets/Documents/Notices/Partners_Privacy_Policy_English.pdf
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APPENDIX 3.9.1 MAGNETIC CLIP 
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APPENDIX 3.9.2 NIA FLYER – WHAT TO DO IN CASE OF A FALL 
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APPENDIX 3.10 REDCAP PLUG IN TO SUPPORT INTERVIEWS WORKFLOW 
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APPENDIX 3.11 STRIDE INFORMED CONSENT TELEPHONE SCRIPT 
 

 
STRIDE VERBAL INFORMED CONSENT – 10-18-2016 

 
Project Title: Randomized Trial of a Multifactorial Fall Injury Prevention Strategy 

Communicating Primary Investigator: Shalender Bhasin, MD 

Joint Primary Investigators: Thomas Gill, MD; David B. Reuben, MD 

Site: Yale Recruitment and Assessment Center 

 
Script for Obtaining Verbal Consent to Participate in STRIDE Study via Phone: 
 
Hello Ms./Mr. [PATIENT’S NAME], 
 
My name is NAME. I am calling from the STRIDE study that is taking place at [PRACTICE NAME] 
 
CENTRAL SCREEN: you recently returned the falls risk post card sent out by [PRACTICE NAME]. Then we sent 
you some information about the STRIDE study. Did you get this information? 
 
OR 
 
CLINIC SCREEN: after your recent clinic visit at [PRACTICE NAME] we mailed you a packet of information about 
the STRIDE study. Did you get this information? 
 
IF THEY DO NOT RECALL GETTING INFORMATION, OFFER TO RE-SEND AND MAKE CERTAIN TO CALL 
THEM WITHIN A FEW DAYS OF RECEIVING 
 
If you have a few minutes, I’d like to go over what’s involved in the STRIDE study and see if you have any 
questions and are interested in participating. 
 
If “YES”, continue. 
 
If NO:  “Is there a better time for me to call?”   
 
[IF PARTICIPANT CONCERNED ABOUT CALL AND ASKS THAT YOU SPEAK WITH SURROGATE, PROCEED 
TO PERMISSION TO CONTACT SURROGATE SECTION]. 
 
I would like to ask you two other questions. 
 
Do you currently live in a nursing home?  Yes No 
 
Are you currently enrolled in hospice? Yes    No 
 
[IF YES TO EITHER QUESTION ABOVE]:  You are not eligible to participate in the study.  Thank you for your 
interest.  
 
[IF NO, CONTINUE WITH INTERVIEW.] 
 
The name STRIDE stands for STrategies to Reduce Injuries and Develop confidence in Elders. We are inviting 
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you to join based on your answers [on the post card you returned / during your recent clinic visit at [PRACTICE])].  
You said that {FILL IN BASED ON “YES” RESPONSE(S) – E.G., YOU INDICATED THAT YOU HAVE FALLEN 
AT LEAST TWICE IN THE PAST YEAR}.  
 
The STRIDE study will include 6,000 people from 10 different healthcare systems around the country. The study is 
expected to last up to 3 years.  
 
Why are we doing this research study? 
 
We are doing this study to learn better ways for individuals to prevent falls – before they happen.  
 
What does the study involve? 
 

• The study is voluntary.   

• Whether or not you decide to take part in this study, you will continue to receive care from your regular 

doctor and his/her team.  

• If you don’t want to join or if you later drop out of the study, it will not harm your relationship with your own 

doctors.   

• If you want to join the study, you will receive information about things you can do to prevent falls and 

related injuries. 

I have several more questions to ask you, but before continuing, I would like to ask you a few questions to test 
your memory.   This is necessary to make sure you are able to fully participate in this study.   May I ask you the 
questions now?  [IF YES, CONTINUE; IF NO, THANK THE PARTICIPANT AND END THE CONVERSATION] 
 
{INSERT CALLAHAN 6-ITEM COGNITIVE ASSESSMENT QUESTIONS} – 
 
I would like to ask you some questions that use your memory. I am going to name 3 objects. Please wait until I 
say all 3 words, then you repeat them. Remember what the 3 objects are because I am going to ask you to name 
them again later.  
 
1. APPLE Recall: Yes No  
2. TABLE Recall: Yes No  
3. PENNY Recall: Yes No  
 
Now I’m going to ask you a few basic questions.  
What is the year? Correct: Yes No  
What is the month? Correct: Yes No  
What is the day of the week? Correct: Yes No  
 
* Use an additional set of questions, such as verifying name, address and phone number a distractor.  
 
What were the 3 objects I asked you to remember?  
4. APPLE Recall: Yes No  
5. TABLE Recall: Yes No  
6. PENNY Recall: Yes No  
 

6 Item Recall Summary: Number of objects missed (only choose one).  
0.1. 2. 3. 4. 5. 6.  
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Scoring: A score of 4-6 missed indicates a need for surrogate. 
 
{IF ABLE, CONTINUE WITH CONSENT, IF QUESTIONABLE OR UNABLE, ASK IF THERE IS ANOTHER 
PERSON IN THE HOME WHOM YOU COULD TALK TO; SEE SCRIPT FOR SURROGATE CONSENT} 
 
[DOES NOT PASS COGNITIVE SCREEN] 
 

PERMISSION TO CONTACT A SURROGATE 
Based on your answers, with your permission, I would like to talk about the study with someone you trust.  Is there 
someone I can contact?  This can be your spouse, a child or someone else who knows you best.  
  
[IF NO: I am sorry, but you are not eligible to participate in the study.  Thank you for your interest.] 
 
[IF YES:] 
 
What is his/her name? ________________________________________ 
 
May I contact [SURROGATE NAME] to answer questions on your behalf?  
 
Yes                No 
 
What is SURROGATE’S relationship to you?   

 Spouse  

 Son or Daughter 

 Niece or Nephew 

 Grandchild 

 Brother or Sister  

 Friend/Neighbor 

 OTHER RELATIVE (please specify): ____________________ 
 
 
Can you please give me a phone number so that I can contact [SURROGATE NAME]: 
____________________________________ 
 
 [IF YES: Thank you, I will speak with SURROGATE”S NAME and, if s/he agrees, get back to you.   SEE SCRIPT 
FOR SURROGATE CONSENT; END INTERVIEW] 

 
 [PASSES COGNITIVE SCREEN] 
  
Based on your answers, I would like to tell you more about the study. During this call, if I use words that are not 
clear, please stop me and ask me to explain.  Your doctor’s practice has been assigned, at random, much like the 
flip of a coin to offer one of two different fall prevention programs. 
 
In half of the practices (Group A): 
 

• Your doctor will be told about your risk of falling.  

• We will send you a brochure with information about falls and how to avoid them.   

• You are encouraged to talk with your doctor about ways to reduce your risk of falling and getting hurt.  

In the other practices (Group B):  
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• Your doctor will be told about your risk of falling.   

• You will be contacted to schedule a visit at your doctor’s office with a nurse Falls Care Manager.  

• Before the office visit, you will receive a questionnaire to fill out.  

• The Falls Care Manager will give you a call to discuss your upcoming visit.   

• During the visit, the Falls Care Manager will check your risk of getting hurt because of falling.  The Falls 

Care Manager will work with you and your doctor to make a treatment plan.  The plan will include a list of 

suggestions to reduce your risk of falling. This visit will last about 1 hour. 

I do not know which of the two programs your doctor’s practice is offering, but we will provide you with this 
information in the next few weeks. 
 
Before I tell you more about the study, I would like to know whether you would be willing to participate in either of 
the two fall prevention programs?  
 
Yes                     No 
 
[If “YES”, CONTINUE.] 
[IF “NO”]: Thank you for your time. Have a good day. 
[IF NO]: NOTES REGARDING REASON: ___________________________________________ 
 
If you agree to participate, I will describe for you the next steps: 
 

• We’ll ask you to complete a phone interview today. The interview will take about 30 minutes.  We will ask 

you some questions about your health, how you take care of for yourself and how you do daily tasks. We 

will ask you about any recent falls, and about worries you may have about falling. We will also ask you to 

provide contact information. 

• After today, we will ask you to keep track of any falls and injuries on a monthly calendar. We will send you 

a special calendar for this. The calendar will help you answer questions when we call you every 4 months.    

• We will look at your medical records and be able to link your records to information from Medicare.  This is 

to confirm when you have had an injury from a fall or another event that results in your need for healthcare.   

Privacy: 
 

• The information you share with us is private. The law requires us to protect the privacy of health 

information obtained for research. During this study, we will collect information about you and your health.  

We will share this information with researchers conducting the study. We share your health information 

only when we must, for example for quality control and public health purposes. We require anyone who 

receives your health information from us to protect your privacy. 

• If you would like more information about our privacy policy, I can provide you with more in writing or online. 

• [IF PARTICIPANT WANTS MORE INFORMATION: *Partners HealthCare Notice for Use and Sharing of 

Protected Health Information 

http://www.partners.org/Assets/Documents/Notices/Partners_Privacy_Policy_English.pdf.] 

Contact Information: 
 

• Please feel free to contact us with any questions or concerns.  

• If you do not wish to participate and do not want us to contact you in the future, please let us know.   

http://www.partners.org/Assets/Documents/Notices/Partners_Privacy_Policy_English.pdf
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• You can contact us  

o toll-free by phone (1-844-9-STRIDE) (1-844-978-7433),  

o email (STRIDE@yale.edu) or  

o postal mail (Attn: Dr. Thomas Gill, STRIDE Study, 300 George St, Suite 775, New Haven, CT 

06511).  

• The Partners Institutional Review Board (IRB) is a group of people who review research to protect your 

rights. They have approved the STRIDE Research study and the way we will collect information.  

• If you would like to speak with someone not involved in this research about your rights as a research 

subject, or have complaints about the research, contact the Partners Human Research committee (or IRB) 

at (617) 424-4100. 

We will mail you a copy of the information I have just discussed with you. Please keep it for your files. 
 
Regardless of what you decide to do, you should feel free to talk with your doctor if you have any concerns about 
falls or if you have a fall or an injury from a fall. 
 
Questions 
Do you have any questions about the study or what you’ll need to do?  
 
Have all your questions been answered? Would you like to take part in the study? 
 
Do I have your consent to enroll you in the STRIDE Study? 
 
Yes                     No 
 
INTERVIEWER: CONFIRM THAT THE SUBJECT HAS CONSENTED TO PARTICIPATE IN STRIDE: 
 
Yes                     No 
 
 
Name of Participant: 
 
Name and signature of person obtaining consent: 
  
Date   
 
By signing this form, the person obtaining consent verifies that the form was read aloud in its entirety, the subject 
passed the cognitive screen, and all questions were answered.  
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APPENDIX 3.12 SURROGATE CONSENT – PATIENT ANSWERS PHONE 

 

 
STRIDE SURROGATE CONSENT 

 
7/05/2016 

 
Project Title: Randomized Trial of a Multifactorial Fall Injury Prevention Strategy 

Communicating Primary Investigator: Shalender Bhasin, MD 

Joint Primary Investigators: Thomas Gill, MD; David B. Reuben, MD 

Site: Yale Recruitment and Assessment Center 

 
Script for Obtaining Surrogate Consent to Participate in STRIDE Study via Phone (after subject has failed 
cognitive screen and given permission for surrogate to answer on his/her behalf): 
 
 
(WHEN THE SURROGATE RESPONDENT IS CONTACTED PROCEED WITH THE FOLLOWING INTERVIEW 
SCRIPT): 
 
Hello Ms./Mr. [INSERT NAME OF SURROGATE], 
 
My name is [NAME]. I am calling from the STRIDE research study. [PATIENT’S NAME’s] name was given to us 
by [PRACTICE]. We are inviting (PATIENT’S NAME) to participate based on information (he/she) provided. The 
STRIDE study is testing better ways to care for people at risk for fall-related injuries. 
 
CENTRAL SCREEN: A few weeks ago [PATIENT’S NAME], or someone on his/her behalf, returned a post card 
questionnaire about falls. Then we sent [PATIENT’S NAME] some information about the STRIDE study. Do you 
recall [PATIENT’S NAME] getting that information? 
OR 
CLINIC SCREEN: A few weeks ago, after [PATIENT’S NAME’s recent clinic visit at [PRACTICE], we mailed 
[PATIENT’S NAME] a packet of information about the STRIDE study. Do you recall [PATIENT’S NAME] getting 
that information? 
 
While speaking with [PATIENT’S NAME] about the STRIDE study we sensed (he/she) may not fully understand 
what we were saying.  (He/she) has given us your name as someone who can answer questions on his/her 
behalf. That is why we are calling you.  In order for a (TYPE OF RELATIVE/RELATIONSHIP/PATIENT NAME) to 
participate in the study, we would like to ask you to provide some information about him/her. 
 
Is now a good time to tell you more about this study? 
 
IF YES: PROCEED  
 
IF NO: TRY TO ARRANGE FOR A TIME TO FOLLOW UP  
 
 
 
 
 
Can I confirm what your relationship is to [PATIENT’S NAME]? 
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 Spouse  

 Son or Daughter 

 Niece or Nephew 

 Grandchild 

 Brother or Sister  

 Friend/Neighbor 

 OTHER RELATIVE (please specify): ____________________ 
 

PITTSBURGH SURROGATE REQUIREMENT: BLOOD RELATIVE OR PERSON THAT HAS MADE 
HEALTHCARE DECISIONS FOR THE PATIENT.IF REQUIREMENT NOT MET, THANK PERSON FOR THEIR 
TIME AND INTEREST, END INTERVIEW. 
 
INTERVIEWER: IF NON-BLOOD RELATIVE (FRIEND/NEIGHBOR/OTHER), CONFIRM THAT 
FRIEND/NEIGHBOR/OTHER HAS MADE HEALTHCARE DECISIONS:   Yes   No 

 
I would like to begin with two questions about [PATIENT’s NAME], 
 
Does he/she currently live in a nursing home?  Yes   No 
 
Is he/she currently enrolled in hospice? Yes    No 
 
[IF YES TO EITHER QUESTION ABOVE]:  
[PATIENT’s NAME] is not eligible to participate in the study.  Thank you for your interest.  
 
[IF NO TO BOTH QUESTIONS, CONTINUE INTERVIEW] 
 
 
Thank you. The name STRIDE stands for STrategies to Reduce Injuries and Develop confidence in Elders. 
 
Why are we doing this research study? 
We are doing this study is to learn better ways for individuals to prevent falls – before they happen. 
 
The STRIDE study will include 6,000 people from 10 different healthcare systems around the country. The study is 
expected to last up to 3 years.  
 
What does the study involve? 

• The study is voluntary.   

• Whether or not PATIENT’S NAME decides to take part in this study, S/HE will continue to receive care 
from HIS/HER regular doctor and his/her team.  

• If PATIENT’S NAME doesn’t want to join or later drops out of the study, it will not harm his/her relationship 
with his/her own doctors.  

• If PATIENT’S NAME wants to join the study, s/he will receive information about things s/he can do to 
prevent falls and related injuries. 

 
  

During this call, if I use words that are not clear, please stop me and ask me to explain.  
 
PATIENT’S NAME’s doctor’s practice has been assigned, at random to one of two fall prevention programs much 
like the flip of a coin. 
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In half of the practices (Group A): 

• PATIENT’S NAME doctor will be told about PATIENT’S NAME’S risk of falling.  

• We will send PATIENT’S NAME a booklet with information about falls and how to avoid them.   

• You are encouraged to talk with PATIENT’S NAME’S doctor about ways to reduce PATIENT’S NAME’s 
risk of falling and getting hurt.  

 
In the other practices (Group B):  

• PATIENT’S NAME’S doctor will be told about PATIENT’S NAME’S risk of falling.   

• You will be contacted to schedule a visit for PATIENT’S NAME at his/her doctor’s office with a nurse Falls 
Care Manager.  

• Before the office visit, you will receive a questionnaire to fill out for PATIENT’S NAME. 

• The Falls Care Manager will give you a call to discuss PATIENT’S NAME’S upcoming visit.   

• During the visit, the Falls Care Manager will check PATIENT’S NAME’S risk of getting hurt because of 
falling.  The Falls Care Manager will work with you and PATIENT’S NAME’S doctor to make a treatment 
plan.  The plan will include a list of suggestions to reduce PATIENT’S NAME’S risk of. This visit will last 
about 1 hour. 

 
I do not know which of the two programs PATIENT’S NAME’S doctor’s practice is offering but we will provide you 
with this information in the next few weeks. 
 
Regardless of what you decide to do, you should feel free to talk with your doctor if you have any concerns about 
PATIENT’S NAME’s falls or if PATIENT’S NAME has a fall or an injury from a fall. 
 
Are you willing to provide consent for PATIENT’S NAME to participate in of the two fall prevention programs? 
 
Yes                     No 
 
[If “YES”, CONTINUE.] 
[IF “NO”]: Thank you for your time. Have a good day. 
[IF NO]: NOTES REGARDING REASON: ___________________________________________ 
 
If you agree that PATIENT”’S NAME can take part in this study: 

• We’ll ask you to complete a phone interview for PATIENT’S NAME today. The interview will take about 30 
minutes.  We will ask you some questions about his/her health, how he/she takes care for him/herself and 
how PATIENT’S NAME does daily tasks. We will ask you about any recent falls PATIENT’S NAME may 
have had, and about worries PATIENT’S NAME may have about falling. We will also ask you to provide 
contact information. 

• After today, we will ask you to help PATIENT’S NAME keep track of any falls and injuries on a monthly 
calendar. We will send a special calendar for this. This calendar will help you to answer questions when 
we call you every 4 months.   

• We will look at PATIENT’S NAME’s medical records and be able to link his/her records to information from 
Medicare.  This is to confirm when PATIENT’S NAME has had an injury from a fall or another event that 
results in his/her need for healthcare.   

 
Privacy: 

• The information you share with us is private. The law requires us to protect the privacy of health 
information obtained for research. During this study, we will collect information about PATIENT’S NAME 
and his/her health.  We will share this information with researchers conducting the study. We share private 
health information only when we must, for example for quality control and public health purposes. We 
require anyone who receives your health information from us to protect your privacy. 
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• If you would like more information about our privacy policy, I can provide you with more in writing or online. 

• [IF PARTICIPANT WANTS MORE INFORMATION: *Partners HealthCare Notice for Use and Sharing of 
Protected Health Information 
http://www.partners.org/Assets/Documents/Notices/Partners_Privacy_Policy_English.pdf.] 

Contact Information: 

• Please feel free to contact us with any questions or concerns.  

• If you or PATIENT’S NAME does not wish to participate and does not want us to contact you in the future, 
please let us know.   

• You can contact us  
▪ toll-free by phone (1-844-9-STRIDE) (1-844-978-7433),  
▪ email (STRIDE@yale.edu) or  
▪ postal mail (Attn: Dr. Thomas Gill, STRIDE Study, 300 George St, Suite 775, New Haven, 

CT 06511).  

• The Partners Institutional Review Board (IRB) is a group of people who review research to protect the 
rights of human subjects. They have approved the STRIDE Research study and the way we will collect 
information.  

• If you would like to speak with someone not involved in this research about PATIENT’S NAME’s rights as a 
research subject, or have complaints about the research, contact the Partners Human Research 
committee (or IRB) at (617) 424-4100. 

 
We will mail you a copy of the information I have just discussed with you. Please keep it for your files. 
 
Surrogate information 
I want to be sure I have your name correctly.  What is your name? _________________________ (If necessary) 
 
How long have you known (NAME OF PATIENT)? ______________months/years 
 
How many days per week (0-7) do you see and/or talk with the (NAME OF PATIENT)?  
a) Face-to-Face contacts _________ b) Telephone contacts _________ 
 
Questions 
Do you have any questions about the study or what the study will involve or  (NAME OF PATIENT)’s involvement?  
 
Have all your questions been answered?  
Yes……………………No 
 
Do you agree to answer questions for (NAME OF PATIENT) for the STRIDE study? 
Yes……………………No 
 
Do I have your consent to enroll (NAME OF PATIENT) in the STRIDE Study? 
 
Yes                     No 
 
INTERVIEWER CONFIRM THAT SURROGATE HAS GIVEN CONSENT 
 
Yes    No 
 
 
Name of Participant: 
 
Name of Surrogate: _______________________ 

http://www.partners.org/Assets/Documents/Notices/Partners_Privacy_Policy_English.pdf
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Name and signature of person obtaining consent: 
  
Date   
 
By signing this form, the person obtaining consent verifies that: 

• the form was read aloud in its entirety, 

• the surrogate provided consent for the patient,  

• all questions were answered. 
 
 

ASSENT 
I will also need to confirm with PATIENT’S NAME, his/her willingness to participate in the study.  Can I speak 
with/recontact PATIENT’S Name? Yes No 
 
ASK THE PARTICANT: Is this [PATIENT’S NAME]? Yes    No 
 
I am calling about a research study about falls and your health.  
 
We want to learn better ways to prevent falls. 
 
The study will last for up to 3 years. 
 
Would you be willing to take part in this study? 
 
YES   NO 
 
Can (SURROGATE NAME) answer questions on your behalf for this study?  
 
YES    NO 
 
Would you allow us to look at your medical records? 
 
YES       NO 
 
Patient provided assent? Yes to all 3 questions  No           Unable to answer 
 
INTERVIEWER: CONFIRM THAT THE SUBJECT HAS PROVIDED ASSENT 
 
Yes                No                       Unable to answer 
 
Name and Signature of person obtaining assent 
 
Date of assent _________________ 
 
 [IF THE SUBJECT ASSENTS, CONDUCT BASELINE INTERVIEW WITH SURROGATE.] 
 
[IF THE SUBJECTS REFUSES ASSENT OR IS UNABLE TO PROVIDE ASSENT]:  
I am sorry, but PATIENT’S NAME is not eligible to participate in the study.  Thank you for your interest.] 
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APPENDIX 3.13 SURROGATE CONSENT – SURROGATE ANSWERS PHONE 
 

STRIDE SURROGATE CONSENT 
 

7/05/2016 
 

Project Title: Randomized Trial of a Multifactorial Fall Injury Prevention Strategy 

Communicating Primary Investigator: Shalender Bhasin, MD 

Joint Primary Investigators: Thomas Gill, MD; David B. Reuben, MD 

Site: Yale Recruitment and Assessment Center 

 
Script for Obtaining Surrogate Consent to Participate in STRIDE Study via Phone: 
 
 
(WHEN THE SURROGATE RESPONDENT IS CONTACTED PROCEED WITH THE FOLLOWING INTERVIEW 
SCRIPT): 
 
Hello Ms./Mr. [INSERT NAME OF SURROGATE], 
 
My name is [NAME]. I am calling from the STRIDE research study. [PATIENT’S NAME’s] name was given to us 
by [PRACTICE]. We are inviting (PATIENT’S NAME) to participate based on information (he/she) provided. The 
STRIDE study is testing better ways to care for people at risk for fall-related injuries. 
 
CENTRAL SCREEN: A few weeks ago [PATIENT’S NAME], or someone on his/her behalf, returned a post card 
questionnaire about falls. Then we sent [PATIENT’S NAME] some information about the STRIDE study. Do you 
recall [PATIENT’S NAME] getting that information? 
OR 
CLINIC SCREEN: A few weeks ago, after [PATIENT’S NAME’s] recent clinic visit at [PRACTICE], we mailed 
[PATIENT’S NAME] a packet of information about the STRIDE study. Do you recall [PATIENT’S NAME] getting 
that information? 
 
Is now a good time to tell you more about this study? 
 
IF YES: PROCEED  
 
IF NO: TRY TO ARRANGE FOR A TIME TO FOLLOW UP  
 
 
Can I confirm what your relationship is to [PATIENT’S NAME]? 

 Spouse  

 Son or Daughter 

 Niece or Nephew 

 Grandchild 

 Brother or Sister  

 Friend/Neighbor 

 OTHER RELATIVE (please specify): ____________________ 
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PITTSBURGH SURROGATE REQUIREMENT: BLOOD RELATIVE OR PERSON THAT HAS MADE 
HEALTHCARE DECISIONS FOR THE PATIENT.IF REQUIREMENT NOT MET, THANK PERSON FOR THEIR 
TIME AND INTEREST, END INTERVIEW. 
 
INTERVIEWER: IF NON-BLOOD RELATIVE (FRIEND/NEIGHBOR/OTHER), CONFIRM THAT 
FRIEND/NEIGHBOR/OTHER HAS MADE HEALTHCARE DECISIONS:   Yes   No 

 
 
I would like to begin with two questions about [PATIENT’s NAME], 
 
Does he/she currently live in a nursing home?  Yes   No 
 
Is he/she currently enrolled in hospice? Yes    No 
 
[IF YES TO EITHER QUESTION ABOVE]:  
[PATIENT’s NAME] is not eligible to participate in the study.  Thank you for your interest.  
 
[IF NO TO BOTH QUESTIONS, CONTINUE INTERVIEW] 
 
 
Thank you. The name STRIDE stands for STrategies to Reduce Injuries and Develop confidence in Elders. 
 
Why are we doing this research study? 
We are doing this study is to learn better ways for individuals to prevent falls – before they happen. 
 
The STRIDE study will include 6,000 people from 10 different healthcare systems around the country. The study is 
expected to last up to 3 years.  
 
What does the study involve? 

• The study is voluntary.   

• Whether or not PATIENT’S NAME decides to take part in this study, S/HE will continue to receive care 
from HIS/HER regular doctor and his/her team.  

• If PATIENT’S NAME doesn’t want to join or later drops out of the study, it will not harm his/her relationship 
with his/her own doctors.  

• If PATIENT’S NAME wants to join the study, s/he will receive information about things s/he can do to 
prevent falls and related injuries. 

  
 
 
After I tell you more about the study, would PATIENT’S NAME be able to come to the phone?  
 
[IF NO, May I ask why not? 
 

• IF THE REASON IS A PERMANENT DISABILITY – COGNITVE FUNCTION, SEVERE HEARING 

IMPAIRMENT, OTHER REASON THE PATIENT IS NEVER ABLE TO USE THE PHONE: I am sorry, but 

PATIENT’S NAME is not eligible to participate in the study.  Thank you for your interest.] 

[INTERVIEWER: CODE REASON FOR PERMANENT DISABILITY] 
 Cognitive Function   
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Severe hearing impairment  

 Other reason the patient is never able to use the telephone  

NOTES REGARDING REASON: 
 

___________________________________________________________________  

___________________________________________________________________  

___________________________________________________________________ 

 

 

• IF THE REASON IS A TEMPORARY DISABILITY OR OTHER SITUATION THAT MIGHT CHANGE– 

CURRENTY IN THE HOSPITAL, AWAY AT REHAB, OTHER REASON THE PATIENT MAY BE ABLE TO 

USE THE PHONE AT ANOTHER TIME: Is there a good time for me to call back and speak with 

PATIENT’S NAME? 

 
[INTERVIEWER: CODE REASON FOR TEMPORARY DISABILITY OR OTHER] 
 

 Currently in a hospital or rehab facility  

Illnesses/Not a good time (cancer treatments, scheduled for surgery, not feeling well today, etc.)  

 Death in family  

Other  

NOTES REGARDING REASON: 
 

___________________________________________________________________  

__________________________________________________________________  

___________________________________________________________________ 

 

 

Call back date: __ __ / __ __ / __ __ __ __  

During this call, if I use words that are not clear, please stop me and ask me to explain. 
 
PATIENT’S NAME’s doctor’s practice has been assigned, at random, to one of two fall prevention groups, much 
like the flip of a coin. 
 
In half of the practices (Group A): 

• PATIENT’S NAME doctor will be told about PATIENT’S NAME’S risk of falling.  

• We will send PATIENT’S NAME a booklet with information about falls and how to avoid them.   

• You are encouraged to talk with PATIENT’S NAME’S doctor about ways to reduce PATIENT’S NAME’s 
risk of falling and getting hurt.  

 
In the other practices (Group B):  

• PATIENT’S NAME’S doctor will be told about PATIENT’S NAME’S risk of falling.   

• You will be contacted to schedule a visit for PATIENT’S NAME at his/her doctor’s office with a nurse Falls 
Care Manager.  

• Before the office visit, you will receive a questionnaire to fill out for PATIENT’S NAME. 
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• The Falls Care Manager will give you a call to discuss PATIENT’S NAME’S upcoming visit.   

• During the visit, the Falls Care Manager will check PATIENT’S NAME’S risk of getting hurt because of 
falling.  The Falls Care Manager will work with you and PATIENT’S NAME’S doctor to make a treatment 
plan.  The plan will include a list of suggestions to reduce PATIENT’S NAME’S risk of falling. This visit will 
last about 1 hour. 

 
I do not know which of the two programs PATIENT’S NAME’S doctor’s practice is offering but we will provide you 
with this information. in the next few weeks.  
 
Regardless of what you decide to do, you should feel free to talk with your doctor if you have any concerns about 
PATIENT’S NAME’s falls or if PATIENT’S NAME has a fall or an injury from a fall. 
 
Are you willing to provide consent for PATIENT’S NAME to participate in either of the two fall prevention 
programs? 
 
Yes                     No 
 
[If “YES”, CONTINUE.] 
[IF “NO”]: Thank you for your time. Have a good day. 
[IF NO]: NOTES REGARDING REASON: ___________________________________________ 
 
If you agree that PATIENT’S NAME can take part in this study: 

• We’ll ask you to complete a phone interview for PATIENT’S NAME today. The interview will take about 30 
minutes.  We will ask you some questions about his/her health, how he/she takes care for him/herself and 
how PATIENT’S NAME does daily tasks. We will ask you about any recent falls PATIENT’S NAME may 
have had, and about worries PATIENT’S NAME may have about falling. We will also ask you to provide 
contact information. 

• After today, we will ask you to help PATIENT’S NAME keep track of any falls and injuries on a monthly 
calendar. We will send a special calendar for this. This calendar will help you to answer questions when 
we call you every 4 months.   

• We will look at PATIENT’S NAME’s medical records and be able to link his/her records to information from 
Medicare.  This is to confirm when PATIENT’S NAME has had an injury from a fall or another event that 
results in his/her need for healthcare.   

 
Privacy: 

• The information you share with us is private. The law requires us to protect the privacy of health 
information obtained for research. During this study, we will collect information about PATIENT’S NAME 
and his/her health.  We will share this information with researchers conducting the study. We share private 
health information only when we must, for example for quality control and public health purposes. We 
require anyone who receives your health information from us to protect your privacy. 

• If you would like more information about our privacy policy, I can provide you with more in writing or online. 

• [IF PARTICIPANT WANTS MORE INFORMATION: *Partners HealthCare Notice for Use and Sharing of 
Protected Health Information 
http://www.partners.org/Assets/Documents/Notices/Partners_Privacy_Policy_English.pdf.] 

Contact Information: 

• Please feel free to contact us with any questions or concerns.  

• If you or PATIENT’S NAME does not wish to participate and does not want us to contact you in the future, 
please let us know.   

• You can contact us  
▪ toll-free by phone (1-844-9-STRIDE) (1-844-978-7433),  

http://www.partners.org/Assets/Documents/Notices/Partners_Privacy_Policy_English.pdf
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▪ email (STRIDE@yale.edu) or  
▪ postal mail (Attn: Dr. Thomas Gill, STRIDE Study, 300 George St, Suite 775, New Haven, 

CT 06511).  

• The Partners Institutional Review Board (IRB) is a group of people who review research to protect the 
rights of human subjects. They have approved the STRIDE Research study and the way we will collect 
information.  

• If you would like to speak with someone not involved in this research about PATIENT’S NAME’s rights as a 
research subject, or have complaints about the research, contact the Partners Human Research 
committee (or IRB) at (617) 424-4100. 

 
We will mail you a copy of the information I have just discussed with you. Please keep it for your files. 
 
Surrogate information 
I want to be sure I have your name correctly.  What is your name? _________________________ (If necessary) 
 
How long have you known (NAME OF PATIENT)? ______________months/years 
 
How many days per week (0-7) do you see and/or talk with the (NAME OF PATIENT)?  
a) Face-to-Face contacts _________ b) Telephone contacts _________ 
 
Questions 
Do you have any questions about the study or what the study will involve or  (NAME OF PATIENT)’s involvement? 
 
Have all your questions been answered?  
Yes……………………No 
 
Do you agree to answer questions for (NAME OF PATIENT) for the STRIDE study? 
Yes……………………No 
 
Do I have your consent to enroll (NAME OF PATIENT) in the STRIDE Study? 
 
Yes                     No 
 
INTERVIEWER CONFIRM THAT SURROGATE HAS GIVEN CONSENT 
 
Yes    No 
 
 
Name of Participant: 
 
Name of Surrogate:  
 
Name and signature of person obtaining consent: 
  
Date   
 
By signing this form, the person obtaining consent verifies that: 

• the form was read aloud in its entirety, 

• the surrogate provided consent for the patient,  

• all questions were answered. 
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ASSENT 
I will also need to confirm with PATIENT’S NAME, his/her willingness to participate in the study.  Can I speak 
with/contact PATIENT’S Name? Yes No 
 
 
ASK THE PARTICANT: Is this [PATIENT’S NAME]? Yes    No 
 
I am calling about a research study about falls and your health. 
  
We want to learn better ways to prevent falls. 
 
The study will last for up to 3 years. 
 
Would you be willing to take part in this study? 
 
YES   NO 
 
Can (SURROGATE NAME) answer questions on your behalf for this study?  
 
YES    NO 
 
Would you allow us to look at your medical records? 
 
YES       NO 
 
Patient provided assent? Yes  to all 3 questions  No           Unable to answer 
 
INTERVIEWER: CONFIRM THAT THE SUBJECT HAS PROVIDED ASSENT 
 
Yes                No                       Unable to answer 
 
Name and Signature of person obtaining assent 
 
Date of assent  _________________ 
 
 [IF THE SUBJECT ASSENTS, CONDUCT BASELINE INTERVIEW WITH SURROGATE.] 
 
[IF THE SUBJECTS REFUSES ASSENT OR IS UNABLE TO PROVIDE ASSENT]:  
I am sorry, but PATIENT’S NAME is not eligible to participate in the study.  Thank you for your interest.] 
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APPENDIX 3.14 COGNITIVE SCREENING – CALLAHAN 6-ITEM SCREENER 

 
Script: 

I would like to ask you some questions that use your memory. I am going to name 3 objects. Please wait 
until I say all 3 words, then you repeat them. Remember what the 3 objects are because I am going to 
ask you to name them again later. 

Interviewer may repeat names 3 times if necessary but repletion is not scored. 
 
 
 

* APPLE Recall: Yes  No DO NOT 

* TABLE Recall: Yes 

 

 

 
No INCLUDE IN 

 

* PENNY Recall: Yes  No SCORE 

 

  _ 
 

Now I’m going to ask you a few basic questions 

1. What is the year?                       Correct:           Yes   No 

2. What is the month?             Correct: Yes No 

3. What is the day of the week? Correct: Yes   No  
 

 
* Use an additional set of questions, such as verifying name, address and phone number as a 
distractor. 

 

 
What were the 3 objects I asked you to remember? 

 
 
 

4. APPLE Recall: Yes No 

5. TABLE Recall: Yes No 

6. PENNY Recall: Yes No 
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APPENDIX 3.15 STRIDE INTERVIEWER TRAINING AND CERTIFICATION CURRICULUM 

 
 

Overview 
1. Introduction to Stride Study – History, methodology, goals, timeline 

2. Interviewer expectations 

3. Human Subjects training 

4. Informed consent/ Ethical overview 

5. HIPAA : Protecting subjects confidentiality and privacy 

 
Technology for STRIDE Interviewers 

1. Yale ITS, netIDS, e-mail, voice mail, cell phones 

2. REDCAP introduction, training/practice 

3. LLFDI software 

 
Interview Skills 

1. Customer Service 

2. Verbal Consent Process 

3. Probing 

4. Importance of maintaining blinding 

5. How to handle and document 

A. Surrogate interviews – 

B. Partial Interviews 

C. Refusals, 

D. Complaints 

6. Other Documentation 

 
Tools and Practice: 

1. Recruitment materials – what’s already been sent to potential participants (brochure, 

letters, etc) 

2. Cognitive Screening 

3. Calendar training 

4. Interview 

A. short 

B. extended 

 
Testing 

1. MOP quiz 

2. Practice with observation. 

3. Sample interviews and reviews 

4. Role play 

 

Challenging situations 
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1. “I never fall” 

2. “How did you get my name?” 

3. Concerned family member 

4. Moves to SNF after enrollment 

5. Death 
 

Certifications 
1. Interview 

2. LLFDI 

3. REDCap 

4. MOP  
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APPENDIX 3.16 STRIDE CERTIFICATION/ RECERTIFICATION 

Telephone Screening 

_______________________________             _ _ _ _ _ _ _ 
        Name                                                                                       Staff id 
 
 

1. Attendance at STRIDE training Session  /  /   
 

2. REDCap training/review  /  /   
 
 

Description of REDCAP training 
 

 

 

 

 

 

 

 

 
 

3. Required Reading 
MOP: Chapters xxxxxx 

 
4. Conduct 3 interviews with older adults via the telephone in the presence of a supervisor. 

 
5. Date of Certification      

 

 
 
 

 

Signature of Program Coordinator and Date signature of supervisor and Date 
 
 

_ _ _ _ _ _ _    
Interviewers Name Staff ID  
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APPENDIX 3.16.1 STRIDE CERTIFICATION 

 
 

Observes the Following Procedural Steps: 

 

1. □ Properly greets participant 

 
2. □ Reads slowly in a natural conversational rhythm and in a normal tone of voice 

 
3. □ Always reads the entire question before getting the participant’s response 

 
4. □ Asks every question 

 
5. □ Repeats questions if it is answered inappropriately, but repeats it exactly as written. 

 
6. □ Offers to reread a question if participant does not understand the question 

 
7. □Asks questionnaire items in order and exactly as worded. 

 
8. □ Correctly codes participant’s responses on the data collection forms 

 
 
 

Comments:  _ 
  _ 

 

  _ 
  _ 

 

  _ 
  _ 
  _ 

 
  _ 

 
  _ 

 
 
 

Observer:  _ Date Observed_______    



MOP Version 7.0    6.30.2020 
 
  

63 

APPENDICES CHAPTER 5 - INTERVENTION 

 
5.1 PRE-VISIT QUESTIONNAIRE (PVQ)* 

 

5.2 HOW TO GET UP FROM A FALL (PHILLIPS) 
 

5.3 PVQ COVER LETTER 
 

5.4 CDC HOME FALL PREVENTION CHECKLIST 
 

5.5 FALLS AND FRACTURES AGE PAGE 
 

5.6 CARE PLAN 
 

5.6.1 CARE PLAN LONG VERSION 
 

5.6.2 CARE PLAN SHORT VERSION 
 

5.7 INITIAL ASSESMENT VISIT NOTE* 
 

5.8 FOLLOW-UP CALL STRUCTURE 
 

5.9 FOLLOW-UP PVQ* 
 

5.10 MODIFIED SPPB SCRIPT AND SCORE SHEET 
 

5.11 SUMMARY SPPB ADMINISTRATION AND SCORING 
 

5.12 STRENGTH GAIT AND BALANCE PROCEDURE 
 

5.13 MINICOG 
 

5.14 TEMPLATE FOR HOME HEALTH REFERRAL 
 

5.15 TEMPLATE FOR REFERRALS TO OUT PATIENT PT 
 

5.16 CBE COMMUNICATIONS 
 

5.17 HOME EXERCISE HAND-OUTS* 
 

5.17.1 LINK TO STRIDE HOME EXERCISE VIDEO 
5.17.2 NAVIGATION GUIDE TO STRIDE HOME EXERCISE VIDEO 
5.17.3 STRIDE HOME EXERCISE MANUAL 

 

5.18 ESSENTIAL ELEMENTS OF EXERCISE 
 

5.19 EXAMPLES OF APPROVED CBE PROGRAMS 
 

5.20 TOPICAL OUTLINE OF IN-PERSON TRAINING 
 

5.21 MEDICATIONS TO AVOID 
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5.22 MEDICATION RISK REDUCTION PROCEDURE 
 

5.23 MEDICATION SYMPTOMS-ADHERENCE TRIGGERS FOR REFERRAL TO PHARMD OR SCD 

5.24 AVOIDING THE BAD EFFECTS OF MEDICATION 
 

5.25 SLEEP HYGIENE 
 

5.26 MEDICATION RISK REFERRALS TO PHARMACIST AND SCD 
 

5.27 TRAVEL SAFETY CHECKLIST 
 

5.28 ALL ABOUT CALCIUM 
 

5.29 DAIRY FORMS OF CALCIUM 
 

5.30 NON DAIRY FORMS OF CALCIUM 
 

5.31 NOCTURIA HANDOUT 
 

5.32 ELDERCARE LOCATOR 
 

5.33 COMMUNITY SAFETY ADVICE 
 

5.34 MY EXERCISE PLAN FOR STRENGTH AND BALANCE 
 

5.35 IMPLEMENTATION OF BEST PRACTICES FOR CBE 
 

5.36 PHARMACIST OR SCD RECS TO PCP 
 

5.37 YOU MAY BE AT RISK—ANTIHISTAMINES 
 

5.38 YOU MAY BE AT RISK—ANTIPSYCHOTICS 
 

5.39 YOU MAY BE AT RISK—SEDATIVE HYPNOTICS 
 

5.40 YOU MAY BE AT RISK—SULFONYLUREAS 
 

5.41 POSTURAL HYPOTENSION PROCEDURE 
 

5.42 PATIENTS WHO LEAVE HEALTH SYSTEM 
 

5.43 MANAGING POSTURAL HYPOTENSION 
 

5.44 FEET AND FOOTWEAR PROCEDURE 
 

5.45 FRIDS SYMPTOMS LIST 
 

5.46 TEMPLATE FOR REFERRAL TO ORTHOTISTS 
 

5.47 TEMPLATE FOR REFERRAL TO PODIATRISTS 
 

5.48 PROPER SHOES—STRIDE 
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5.49 HOME SAFETY PROCEDURE 
 

5.50 FALLS TRIGGERS AND PREDISPOSING 
 

5.51 HOME SAFETY RECOMMENDATIONS 

5.52 OSTEOPOROSIS PROCEDURE 
 

5.53 OSTEOPOROSIS AGE PAGE* 
 

5.54 VITAMIN D PROCEDURE 
 

5.55 VITAMIN D FACT SHEET 
 

5.56 VISION PROCEDURE 
 

5.57 TEMPLATE FOR REFERRALS TO OPHTHALMOLOGISTS 
 

5.58 TEMPLATE FOR REFERRALS TO OPTOMETRISTS 
 

5.59 TEMPLATE FOR REFERRALS TO OTS FOR VISION PROBLEMS 
 

5.60 CRACKED SIDEWALK PICTURES 
 

5.61 CATARACT SURGERY INFORMATION 
 

5.62 CATARACTS—NEI 
 

5.63 TABLE OF CONTENTS: FCM WEBSITE MOP DOCUMENTS 
 

5.64. NIA: WHAT TO DO IN CASE OF A FALL 
 

5.65 ANTIDEPRESSANTS DE-ESCALATION 
 

5.66 ANTIHYPERTENSIVE DE-ESCALATION 
 

5.67 ANTIPSYCHOTICS DE-ESCALATION 
 

5.68 BENZODIAZEPINES OR BENZODIZSEPINE RECEPTOR AGONISTS DE-ESCALATION 
 

5.69 CHOLINESTERASE INHIBITORS DE-ESCALATION 
 

5.70 FIRST GENERATION ANITHISTAMINES DE-ESCALATION 
 

5.71 HYPOGLYCEMIC AGENTS DE-ESCALATION 
 

5.72 OPIODS DE-ESCALATION 
 

5.73 SKELETAL MUSCLE RELAXANTS AND ANTISPASMODICS DE-ESCALATION 
 
  



MOP Version 7.0    6.30.2020 
 
  

66 

APPENDIX 5.1 PRE-VISIT QUESTIONNAIRE (PVQ) 
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APPENDIX 5.2 HOW TO GET UP FROM A FALL (PHILIPS) 
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APPENDIX 5.3 PVQ COVER LETTER 
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APPENDIX 5.4 CDC HOME FALL PREVENTION CHECKLIST (FULL BROCHURE ON WEBSITE) 
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APPENDIX 5.5 FALLS AND FRACTURES AGE PAGE 
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APPENDIX 5.6 CARE PLAN: MY FALL RISK ASSESSMENT 
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APPENDIX 5.6.1 CARE PLAN: MY PRIORITIES LONG VERSION 

 

Priority: Changes in leg strength, balance and/or walking 
  
 My Goal for the next month is:   
 
 
 Why it matters to me (e.g., increased balance will…..) 
 
 
How will I do this?   

 
 

When will I do this?  
 
 
The things that could make it difficult to do this are:  
 
 
My plan for overcoming these difficulties includes:   
 
 
Support/Resources my Falls Care Manager will assist me with in order to achieve these 
goals include:   
 
 
How will I monitor progress? 
 
 

Priority: Medications 
 My Goal for the next month is:   
 
 
 Why it matters to me (e.g., increased balance will…..) 
 
 
How will I do this?   
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Priority: Postural Hypotension 
 

My Goal for the next month is:   
 
 
Why it matters to me (e.g., increased balance will…..) 
 
 
How will I do this?   

 
 

When will I do this?  
 
 
The things that could make it difficult to do this are:  
 
 
My plan for overcoming these difficulties includes:   
 
 
Support/Resources my Falls Care Manager will assist me with in order to achieve these 
goals include:   
 
 

How will I monitor progress? 

When will I do this?  
 
 
The things that could make it difficult to do this are:  
 
 
My plan for overcoming these difficulties includes:   
 
 
Support/Resources my Falls Care Manager will assist me with in order to achieve these 
goals include:   
 

  
 How will I monitor progress? 
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Priority: Feet, Footwear or Walking Aid 
 

 My Goal for the next month is:   
 
 
 Why it matters to me (e.g., increased balance will…..) 
 
 
How will I do this?   

 
 

When will I do this?  
 
 
The things that could make it difficult to do this are:  
 
 
My plan for overcoming these difficulties includes:   
 
 
Support/Resources my Falls Care Manager will assist me with in order to achieve these 
goals include:   
 
 

 How will I monitor progress? 
 

 

Priority: Home/ Environmental hazards  
 

 My Goal for the next month is:   
 
 
 Why it matters to me (e.g., increased balance will…..) 
 
 
How will I do this?   

 
 

When will I do this?  
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The things that could make it difficult to do this are:  
 
 
My plan for overcoming these difficulties includes:   
 
 
Support/Resources my Falls Care Manager will assist me with in order to achieve these 
goals include:   
 
 

 How will I monitor progress? 
 

 

Priority: Not Enough Vitamin D 
 My Goal for the next month is:   
 
 
 Why it matters to me (e.g., increased balance will…..) 
 
 
How will I do this?   

 
 

When will I do this?  
 
 
The things that could make it difficult to do this are:  
 
 
My plan for overcoming these difficulties includes:   
 
 
Support/Resources my Falls Care Manager will assist me with in order to achieve these 
goals include:   
 
 

 How will I monitor progress? 
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Priority: Risk of Osteoporosis and related Fracture 
 My Goal for the next month is:   
 
 
 Why it matters to me (e.g., increased balance will…..) 
 
 
How will I do this?   

 
 

When will I do this?  
 
 
The things that could make it difficult to do this are:  
 
 
My plan for overcoming these difficulties includes:   
 
 
Support/Resources my Falls Care Manager will assist me with in order to achieve these 
goals include:   
 
 

 How will I monitor progress? 

 

Priority: Vision Problem 
 My Goal for the next month is:   
 
 
 Why it matters to me (e.g., increased balance will…..) 
 
 
How will I do this?   

 
 

When will I do this?  
 
 
The things that could make it difficult to do this are:  
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My plan for overcoming these difficulties includes:   
 
 
Support/Resources my Falls Care Manager will assist me with in order to achieve these 
goals include:   
 
 
How will I monitor progress? 
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APPENDIX 5.6.2 CARE PLAN: MY PRIORITIES SHORT VERSION 
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APPENDIX 5.7 COMPREHENSIVE VISIT NOTE 

 
Falls Care Program 
Initial Assessment & Care Plan 

Date: @TODAY@ 

Name: @NAME@ MRN: @MRN@ 
DOB: @DOB@ Sex: @SEX@ 

 
Phone Number: @PH@ 
Mailing address: @ADD@ 

 

Caregiver/Decision maker:  
Name/Relationship:   @EC1NM@ 
Involvement in care: {Is/is not:9024} involved in personal care; 

{Is/is not:9024} involved in decision making 
Mailing Address: @EMCNTADDR@ 
Phone Number:@EC1HPH@ 
Email: @EMAIL@ 

 
Primary Care Physician: @PCP@. 

@PCPPH@ 
@PCPADD@ 

 
Rheumatologist: 
Orthopedist: 
Neurologist: 
Other: 

 

Chief Complaint: 
@NAME@ is referred to the Falls Care Program for co-management of falls and coordination of falls prevention 
care. 

 

History of Present Illness: @NAME@ is an @AGE@ year old @SEX@ with FALLS RISK FACTOR BASED ON SCREEN. There 
have been *** falls in the last year. The most recent fall was WHEN and was WHERE. HE/SHE DID/DID NOT trip over 
something. It was ASSOCIATED/UNASSOCIATED with lightheadedness, palpitations, loss of consciousness, incontinence. 
HE/SHE was ABLE/UNABLE to get up unassisted.  HE/SHE was evaluated by a doctor for the fall and there was 
INJURY/NO INJURY.  HE/SHE has not fallen but has excessive fear of falling. 

 
@NAME@ is INDEPENDENT/DEPENDENT with ADLs, and is INDEPENDENT/DEPENDENT with IADLs. HE/SHE uses a cane, 
walker, wheelchair,. Motorized scooter, S/HE uses the walking aid all the time / only 

 
 

During the past year @NAME@ has received PT in the office, PT in the home, OT in the office, OT in the home. HIS/HER 
last eye examination was WHEN. 

 

Past Medical History: 
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@PMH@ 

Prior use of community services for falls prevention: 
 

Fall-related symptoms and known conditions include Postural HYPOTENSION, 
, DISTANT VISION LOSS, NEAR VISION LOSS, CATARACTS, MACULAR DEGENERATION, GLAUCOMA, DIABETIC VISION 
LOSS, MULTIFOCAL GLASSES XXX, 
, OSTEOPOROSIS, PRIOR FRACTURE, RHEUMATOID ARTHRITIS, PARENT FRACTURED HIP, VERTIGO OR SPINNING 
SENSATION or VERTIGO OR SPINNING SENSATION, LIGHTHEADEDNESS, SYNCOPE, PERIPHERAL NEUROPATHY, 
PARKINSONS DISEASE, LEG WEAKNESS, URINARY INCONTINENCE, NOCTURIA AT LEAST 3 TIMES PER NIGHT, 
ALZHEIMER’S DISEASE OR DEMENTIA, SEVERE HEARING LOSS EVEN WHEN USING AIDS *** from PVQ 

 
Pain : Location, severity, limits function 

 
Medication List: 
@CMED@ 
Calcium Supplement: @Calcium@ 
Vitamin D 

 
Medication-related symptoms: UNSTEADY or LIGHTHEADED; DROWSY, FOGGY, or TOO SLEEPY; URINARY OR BOWEL 

FREQUENCY. Which medication 
 

Medication-related adherence problems: FORGETS TO TAKE MEDICATIONS, STOPS TAKING MEDICATIONS WHENT 
FEELS BETTER, STOPS TAKING MEDICATIONS BECAUSE THEY ARE TOO EXPENSIVE 

 

Social History: 
Primary Language: @LANGUAGE@ 
@SOC@ 
Activity/Exercise: *** 
Currently smoking 
Alcohol use: (3 or more units/d) 

 
Living Situation: 

Housing (stairs/levels): 

Length at Residence: 

Lives with: 

Caregivers (non-paid and paid): 

Safety Concerns: 

Wandering: 

Transportation available for fall prevention programs: 
 

DAILY ACTIVITIES: 
 
Activity No Help Needed Help Needed Who Helps?  Comments 
Feeding    
Getting from bed to chair    
Getting to the toilet    
Getting dressed    
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Bathing or showering    
Walking across the room 
(includes using cane or walker) 

  
 

Using the telephone    
Taking your medicines    
Preparing meals    
Managing money (like keeping 
track of expenses or paying 
bills) 

  
 

Moderately strenuous 
housework such as doing the 
laundry 

  
 

Shopping for personal items 
like toiletries or medicines 

  
 

Shopping for groceries    
Driving    
Climbing a flight of stairs    
Walking ¼ mile (3-4 blocks)    
Getting to places beyond 
walking distance (e.g. by bus, 
taxi, or car) 

  
 

 

 

PHYSICAL EXAMINATION: 

Vital Signs: @LASTENCSP@ 
Supine BP  ***/***  Pulse *** 
Standing (1 minute) BP *** /*** Pulse *** 
Standing (3 minute) BP ***/*** Pulse *** 
Symptoms: unsteady.  lightheaded. vertigo. None 

Height:  

Weight:  

General Appearance: No acute distress. 

Visual acuity: OS: 20/***   OD: 20/***    OU: 20/*** (date of exam***) [recorded 
from eye exam conducted within last year] 

Foot: ulcers, bunions, hammertoes, calluses, corns, nail abnormalities 
Right, Left, Both 

Causing pain, gait abnormality 

SPPB: Walking speed: 
Chair stand: 
Standing balance: 

Gait abnormality asymmetry or unilateral weakness, tripping: 
SPPB Total Score: 

Mini-Cog: 3-item recall: 
Clock drawing test: 
Mini-Cog Total Score: 
MOCA Score: 
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Falls-injury-related tests 
BMD Method: T score: 

FRAX risk of hip fracture cumulatively in the next 10 years is ***% and of any major osteoporotic 
fracture is ***%. 

 
ASSESSMENT: 
@NAME@ is an @AGE@ year old @SEX@ with the following risk modifiable factors for falls-related injuries: 

 

# Medication risk factors 

The patient’s medication list has been referred the PHARMACIST; SITE CLINICAL DIRECTOR for medications 
review and suggestions for modification. 

# Postural hypotension 
A. The patient does not meet the criteria for postural hypotension and has no symptoms. 
B. The patient does not meet the criteria for postural hypotension but has symptoms. We will continue to 

monitor for the development of postural hypotension and have provided CDC recommendations to the 
patient. 

C. The patient meets criteria for postural hypotension but is asymptomatic. 
D. The patient meets the BP criteria for postural hypotension, is symptomatic, and is at high risk 

for falling. 
# Visual impairment 

A. The patient has fallen or is at risk of falling and has not seen an eye doctor in at least one year. 

*The patient has fallen or is at risk of falling and is active outdoors and has multifocal lenses, which 

increase the risk of falling when used outdoors. The patient does not have single-lens distance glasses, 

which are preferred for use outdoors. 

B. Although the patient has age-related macular degeneration, diabetic retinopathy, glaucoma, cataracts, 

or near or far vision loss, which increase the risk of falling, the patient has vision better than 20/40 and 

does not need further evaluation at this time. 

C. The patient has cataracts which increase the risk of falling. 

D. The patient has vision < 20/70 and a home evaluation by an occupational therapist has been 

demonstrated to be beneficial. The patient has age-related macular degeneration, diabetic retinopathy, 

glaucoma, cataracts, or near or far vision loss which increase the risk of falling. 

E. Patient has seen an eye doctor within a year and has no other vision risk factors. The patient does not 

need further evaluation at this time. 

# Feet and footwear 
A. The patient has distal leg (ankle or foot) problem that requires further evaluation and therapy. 

B. The patient has symptoms peripheral neuropathy and may require further evaluation. 
C. The patient has foot ulcers, bunions, hammertoes, calluses, corns, nail abnormalities, exam, skin 

and/or nail problems, and, particularly if he/she is diabetic, needs to be evaluated and treated by a 
podiatrist. 

D. The patient is wearing shoes that are inappropriate and likely to be unsafe. 
E. The patient has no feet or footwear problems. 

 
# Vitamin D deficiency 

A. The patient is not taking Vitamin D at this time and has been reluctant to take vitamin D. 

B. The patient is not taking Vitamin D at this time and is agreeable to taking Vitamin D. 

C. The patient is taking Vitamin D at an appropriate dosage or is taking a vitamin D analog. 
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# Osteoporosis 
A. The patient has received at least five years of treatment with a bisphosphonate. Because of the 

association of atypical femoral fractures with prolonged treatment, we recommend considering 

stopping treatment temporarily (drug holiday). How long to wait before restarting drug therapy is 

unclear. 

B. The patient is currently receiving osteoporosis treatment for less than five years. 

C. National Osteoporosis Foundation guidelines recommend treatment if bone mineral density < 2.5 SD or 

10-year hip fracture risk >3% or major osteoporotic fracture risk > 20%. The patient meets one of these 

criteria. 

D. National Osteoporosis Foundation guidelines recommend treatment if bone mineral density < 2.5 SD 

or 10-year hip fracture risk >3% or major osteoporotic fracture risk > 20%. The patient does not meet 

either of these criteria. 

# Strength, gait, or balance problems/ changes 
A. Patient has severe mobility disorder and would benefit from home physical therapy. 

* Patient has severe mobility disorder and would benefit from home physical therapy. Patient’s cognitive 

status may influence therapy program and subsequent need for supervision. 

B. The patient has moderate to severe mobility disorder and is appropriate for physical therapy but does 

not meet criteria for being homebound. 

* The patient has moderate mobility and balance disorder and is appropriate for physical therapy but 

does not meet criteria for being homebound. Patient’s cognitive status may influence therapy 

program and subsequent need for supervision. 

C. Based upon the observed limitations, we would recommend community based exercise for this patient. 
D. Patient has minimal mobility limitation but the following condition[s] justifies the need for PT: 

asymmetry, leg weakness, or abnormal gait found on Short Physical Performance Battery; 

vestibular symptoms; excessive fear of falling; need for device or brace modification; Parkinsonian 

symptoms. 

* Patient has minimal mobility limitation and outpatient PT is recommended because of clinically 

significant pain. 

**Patient has minimal mobility limitation and outpatient PT recommended because of cognitive 

impairment. Patient’s cognitive status may influence therapy program and subsequent need for 

supervision. 

*** Patient has minimal mobility limitation and outpatient PT recommended because of clinically 

significant pain and cognitive impairment. Patient’s cognitive status may influence therapy program and 

subsequent need for supervision. 

# Home safety 
A. Hazards in the home and a history of recent falls there suggest that the patient is at risk for 

future falls in the home. This risk could be reduced by a home assessment, followed by home 

safety equipment and/or modification. Patient is eligible for Medicare coverage of a home safety 

assessment by an outpatient OT because the patient is “functionally impaired” on the basis of *** 

B. Hazards in the home and a history of recent falls there suggest that the patient is at risk for future 

falls in the home. This risk could be reduced by a home assessment, followed by home safety 

equipment and/or modification. Patient is NOT eligible for Medicare coverage of a home safety 

assessment by a home care agency or an outpatient OT because the Medicare criteria for 
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coverage are not met. However, the patient is willing to pay for a home safety evaluation and 

recommendations. 

C. There were no home safety concerns identified on the checklist. 
 

In addition, the falls assessment identified the following concerns that may be relevant to falls prevention. 
 

A. Vertigo 
B. Nocturia at least 3 times per night 
C. Severe hearing loss even when using aids 

 
Patient Engagement: 

CARE PLAN: The patient has selected the following risk factors to work on initially. 

Medications 
The PHARMACIST; SITE CLINICAL DIRECTOR will communicate specific recommendations to the primary care 
physician. 

Postural hypotension 

A. No recommendations 
B. I have provided education about causes of postural hypotension and CDC recommendations about patient 

behaviors to reduce postural hypotension.  We will recheck the patient’s blood pressure in two weeks. 
C. Please see the patient to decide whether to provide medical management for postural 

hypotension, as shown in the attached Postural Hypotension algorithm. I have provided education 

about causes of postural hypotension and CDC recommendations about patient behaviors to reduce 

postural hypotension. 

D. As we discussed by phone, the patient needs to be evaluated ASAP to providing medical 

management for postural hypotension, as shown in the attached Postural Hypotension algorithm. I 
have provided education about causes of postural hypotension and CDC recommendations about patient 
behaviors to reduce postural hypotension. 

E. The patient has not chosen to work on modifying this risk factor at this time. 
Visual impairment 

A. Refer to an eye doctor for further evaluation. 
B. Refer to an eye doctor for further evaluation for the need for an additional pair of single-lens 

distance glasses for use outdoors. 
C. Refer to ophthalmology for consideration of cataract surgery. We have provided information about 

cataract surgery. 

D. Home health OT referral for home safety inspection and recommendations. 
E. [No recommendation] 

F. The patient has not chosen to work on modifying this risk factor at this time. 
 

o Education provided about: 
o Walking using reading or wearing bifocal/multifocal glasses 
o Minimizing changes in lighting intensity 
o Nightlights 

Feet and footwear 
A. Consider evaluation for distal leg (ankle or foot) weakness or asymmetry, if not 

previously diagnosed, and consider physical therapy referral for treatment. 
B. Consider evaluation for symptoms and signs of peripheral neuropathy that has not been previously 
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diagnosed. 
C. Consider referral to a podiatrist for more comprehensive foot and nail care. 

D. Consider referral to orthotic or shoe expert for customized foot wear or fabrication of an orthosis 

for better foot support. 

E. The patient has not chosen to work on modifying this risk factor at this time. 
 

o Education provided about: 
o Safer footwear 
o Circulation and nerve function for balance 
o Visual cues regarding appropriate foot placement 

Vitamin D deficiency 
A. It would be helpful to encourage the patient to take at least 800-1000 IU/day. 

B. I have told the patient to take Vitamin D3 800-1000 IU per day 

C. The patient has not chosen to work on modifying this risk factor at this time. 
Osteoporosis 

A. Consider stopping treatment temporarily (drug holiday). The patient should continue to receive 
vitamin D 800 IU and calcium carbonate 1200 mg per day (Calcium citrate if receiving proton pump 
inhibitor or achlorhydria) unless otherwise contraindicated. 

B. Continue bisphosphonate treatment for five years and then consider stopping treatment temporarily 

(drug holiday).  The patient should continue to receive vitamin D 800 IU and calcium carbonate 

1200 mg per day (Calcium citrate if receiving proton pump inhibitor or achlorhydria) unless 

otherwise contraindicated. 

C. Consider treatment for osteoporosis. Usually the initial treatment is with a bisphosphonate 

(alendronate, ibandronate, risedronate, or zoledronic acid). In addition, the patient should receive 

vitamin D 800 IU and calcium carbonate 1200 mg per day (Calcium citrate if receiving proton pump 

inhibitor or achlorhydria) unless otherwise contraindicated. 

D. The patient should receive vitamin D 800 IU and calcium carbonate 1200 mg per day (Calcium 

citrate if receiving proton pump inhibitor or achlorhydria) unless otherwise contraindicated. Based 

on the patient’s risk, no additional treatment is recommended at this time. 

E. The patient has not chosen to work on modifying this risk factor at this time. 
Strength, gait, or balance 

A. Refer to HH (use STRIDE order sheet) 
or 

Refer to outpatient PT per patient preference. Patient is capable of attending appointments (use 

STRIDE order sheet) 

B. Refer to Outpatient PT (use STRIDE order sheet) 

or 

Patient has been referred to community-based exercise program, per patient preference 

C. Patient has been referred to community-based exercise program 

D. Refer to outpatient PT (use STRIDE order sheet). 

E. The patient has not chosen to work on modifying this risk factor at this time. 
 

Home safety 
A. Consider signing the attached referral to *** Home Care Agency for a home safety evaluation and 

recommendations for risk reduction. Falls Care Manager will arrange the referral and coordinate and 
communicate with the home care agency to facilitate any home modifications and/or equipment 
purchases. 
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B. Consider signing the attached referral to ***, OT, for a home safety evaluation and recommendations 
for risk reduction. Falls Care Manager will arrange the referral and coordinate and communicate with 
the OT to facilitate any home modifications and/or equipment purchases. 

C. Consider recommending a patient-paid referral to a home care agency or an outpatient occupational 
therapist for a home safety evaluation and recommendations for risk reduction. Falls Care Manager will 
arrange the evaluation and communicate and coordinate with the home care agency or outpatient OT 
to facilitate any home modifications and/or equipment purchases. 

D. The patient has not chosen to work on modifying this risk factor at this time. 
 

Other recommendations: 
A. Consider referral to vestibular specialist* for vestibular evaluation and intervention. The patient reports 

vertigo but does not have lightheadedness or postural hypotension. 
B. Consider evaluation and/or treatment of nocturia. The patient reports urinating at least 3 times per 

night. 
C. Consider further evaluation and treatment of hearing loss (e.g., removal of cerumen, telephone 

amplification, or reevaluation of hearing aids 
D. 

Education about what to do in the case of fall, including how to get up after falling was provided. The patient was 
instructed to notify both their PCP and their FCM after a fall. 
FOLLOW-UP: Phone call in *** to discuss care plan and response from Dr. *** 

@MECRED@ 
Falls Care Manager 
@TD@ 
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APPENDIX 5.8 FOLLOW-UP CALL STRUCTURE 
 

 

Follow-up Phone Call 
 

Preparation: 
 

• Review patient’s Independence Plan 

• Have EHR and Independence Plan in view throughout phone call 

 

 
Introduction: 

Hello, this is nurse   , calling from Dr.  ’s office (or clinic).  I’m your Falls Care Manager. 

We last spoke on when [you came to the office/ we talked on the phone].  Today, I’m calling to see how 

you are doing – and how your Independence Plan is going. Do you have a few minutes to talk now? 

 
1. Changes in health and medications: 

• Great! First, I’m interested in how you are doing - Have you had any changes in your health 
since we last spoke on [date]? 

• Have you had any changes in your medications since we last spoke? 

If yes, note drug, dose, administration details   

 

2. Specific symptoms that can contribute to falls: Have any new or worsening problems come up that 

might cause you to fall? For example: 

Weakness or balance problems? 

Vision problems? 

Dizziness or faintness? 

Anything else that might cause a fall? 

3. Falls since last visit: 

• Have you had a fall since we talked last spoke on [date]? 

  If no, skip to item 5 

  If yes, and this is the first conversation with the FCM about the fall start with an open ended 

question 

Can you take a few minutes to tell me about the fall(s)? 

What do you think caused the fall?     

Has this happened before?                                                

Where did the fall occur?   

Did you report your fall to your healthcare provider?      
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4.  Review My Independence Plan: 

• Ok, next, I would like to spend a few minutes discussing your Independence Plan with you, 
is that okay?   Do you have it nearby? 

 

• If yes, Would you like to get it now – or have me call you back in a few minutes? 

• If no, That’s OK, I have a copy which we can use to talk through your plans. 

• I am looking at your plan and seeing the front page (the page with the pictures). During our 

most recent visit in the clinic, we identified factors that increase your risk of falling. Those were 

xxx, xxx, xxx. Do you have any questions about those risk factors or why they matter for your 

independence? 

• Also, at that time, you identified priorities and some actions that you wanted to take to prevent 

falls and preserve your independence. The risk factors you wanted to work on at that time were 

xxx, xxx, xxx. Does that sound right?   Are these still your priorities? 

• If yes, May I ask you about how your plan has been going? 

For each risk which the patient planned to address, use your motivational interviewing skills to assess and 

promote the patient’s progress in completing his/her planned actions: 

Priority (if physical component is identified by patient as a priority) on My Independence Plan: 
 

Have you been able to participate regularly in the physical activities, such as leg-strengthening and 

balance exercises, that you planned? 

If “yes,” affirmation, praise and ask “ I am interested in learning about when and how you are 

practicing these? 

 
 

If “no,” empathize and explore barriers 
 

What difficulty did you run into? 
 

You know what works best for you. Can you think of a way to overcome this? 

How can I help you overcome this difficulty? 

May I make a suggestion that might help you overcome this difficulty? 

Shall we modify the action to make it more manageable? 

Priority 2 on My Independence Plan  : 
 

Have you been able to complete [the actions] which you planned to complete? 
 

If “yes,” affirmation, praise 
 

If “no,” empathize and explore barriers 
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What difficulty did you run into? 

Can you think of a way to overcome this? 

How can I help you overcome this difficulty? 

May I make a suggestion that might help you overcome this difficulty? 

Shall we modify the action to make it more manageable? 

Priority 3 on My Independence Plan  : 
 

Have you been able to complete [the actions] which you planned to complete? 
 

If “yes,” affirmation, praise 
 

If “no,” empathize and explore barriers 

 
 

What difficulty did you run into? 
 

Can you think of a way to overcome this? 

How can I help you overcome this difficulty? 

May I make a suggestion that might help you overcome this difficulty? 

Shall we modify the action to make it more manageable? 

5. Modification of Independence Plan: If patient has one or more fall risks for which remedial actions have 

not been planned yet, elicit current interest: 

• Have you had a chance to think more about xxx (risk factor identified but not prioritized)? 

• [Listen for “change talk”.] 

• Overall, are you ready to make changes to reduce this risk of falling? 

• Are you interested in reducing this risk of falling?  [Explore barriers.] 

• If patient desires to take action on a new risk, move the risk into a priority status, add it to the 

“reducing risks” part of the Independence plan, and establish who will do what / when / how 

progress will be evaluated. (You do not have to make a complete plan at this time; the initial action 

may be limited to consulting with the PCP or investigating a CBE. You can simply note the first steps 

and when you will follow up on the newly prioritized risk. 

• If patient still does not wish to take action on the risk, invite him/her to ask any questions at any time. If 

appropriate, you could also ask “OK. Could I ask you, imagine you made this change, how do you think 

your life would be different?” The goal is to get the patient to imagine a hypothetical situation in which 
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they do make the change, which may help them reflect on the situation and perhaps increase their 

readiness next time. 

6. Potential FCM Actions: Content in Section 7 is to guide FCM in preparation for section 8. FCM can mark 

actions here that are relevant to information assessed during this call, and then refer to this content when 

summarizing the call with patient. 

•   FCM will continue to evaluate the patient’s independence plan with the patient, conduct regular 

reassessment of fall risk factors and provide ongoing support on education related to fall prevention. 

•   Based on the evaluation of the patient’s independence plan the FCM will implement changes 

according to the intervention protocols 

•   There are no specific referrals or re-assessments FCM should/ can recommend 

•   FCM should discuss/ recommend referring patient to primary care provider --if there is an acute 

condition predisposing to falls, or precipitating falls, that should be referred back to a medical 

provider? 

•   FCM should discuss / recommend re-assessing specific fall risk factors based on phone 

interview. Mark relevant risks to be re-assessed below 

 
 

 
Triggers and precipitating factors identified in 

phone interview 

Protocol to follow 

Changes in balance, gait or strength, or pain, or 

Safety, including assistive device issues (proper 

fitting and use) 

1. Strength, Gait and Balance 

Risky medications or total drug burden 2. Medications 

Dizziness, lightheadedness 3. Postural hypotension, medications (if 

vertigo: referral to vestibular specialist) 

New visual complaints 4. Visual impairment 

New fracture 5. Osteoporosis, Strength, Gait and Balance 

Lack of footwear, or improper footwear 6. Feet and footwear 

Environmental factors in the home 7. Home safety 

 8.  

 
 

7. Summarizing the conversation, plan and follow up: 

• Thank you for spending time on the phone today, before we end our call, I’d like to spend a 

few minutes summarizing our discussion. 

• Is it okay if I summarize my understanding of the conversation? 

• If so, summarize 

a. Patient’s overall health/ fall risk, as described by them 

b. The circumstances around a fall (if they had one) 

c. The status of their Independence Plan 

d. Changes to the Independence Plan --- that you made together 
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• I also have a few ideas that might help to strengthen your Independence Plan based on 

our conversation today, can I share those now? 

a. Your recommendations based on interview (refer to section 7) 

i. Do you recommend referral to PCP or other provider and why. 

ii. Do you recommend a re-assessment of a fall risk factor, which 

one(s) and why, how might that happen? (by phone or in-person 

visit), 

b. If patient is agreeable to recommendations you make, include those 

in documentation (see below). 

8. Closing the call: 

• Thank you. Can we set up a time to touch base again? (Base timing of follow-up on patient’s 

health, recent falls, and progress (and need for support) in implementing the Independence Plan). 

Documentation: 
 

• FCM software scheduling, data / risk factor / Care plan update as needed 
 

• Complete Independence Plan tracking form (on paper or in software) 

• List the specific actions that the patient/caregiver and the FCM agreed to take (such as schedule 

appointment w/PCP, buy single-lens glasses, call podiatrist) 

• EHR telephone note 

• Communicate to other professionals on patient’s team as needed 
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APPENDIX 5.9 FOLLOW-UP PVQ 

 

Falls Care Program Pre-Visit Questionnaire 

To prepare for your visit, please update the following information to help us identify 
any current risks for falls-related injuries. 

Name: Date:  / / 
Month Day Year 

Are you afraid of falling? □ Yes  □ No 

Have you had a fall since your last Fall Care visit? □ Yes   □ No 

If yes, how many times have you fallen since your last visit?     

Please explain:  ______________________________________ 

Have you had any new vision problems since your last Fall Care visit? 

   □ Yes □ No 

Have you been examined by an eye doctor in the past year? □ Yes □ No 

Do you wear multifocal glasses?    □ Yes   □  No 

Do you have any foot problems?    □  Yes □ No 

Have there been any changes in the medicines you take since your last 

visit?  □ Yes □ No If yes, which one(s)?     

Do you think any of the medicines you are taking are causing the 

following symptoms? □ Yes □ No If yes, please indicate: 

Symptom Name of Medicine(s) 

□ Unsteadiness or dizziness    

□ Frequent trips to the bathroom    

□ Drowsy, Foggy, or sleepy    

Do you sometimes take medications differently than prescribed (e.g, skip 

or reduce doses?)  □ Yes □ No   If yes, which one(s)?     



MOP Version 7.0    6.30.2020 
 
  

105 

Do you ever forget to take any of your medications?  □ Yes     □ No 

    If yes, which one(s)?   _______________________________________ 

 

When you feel better, do you sometimes stop taking any of your 

medications?  □ Yes □ No If yes, which one(s)? _______ 
 

Sometimes if you feel worse when you take one of your medications, 

do you stop taking it? □ Yes  □ No If yes, which one(s)?     
 

Do you ever stop taking your medications because they are too 

expensive? □ Yes □ No If yes, which one(s)?     

Do you drink alcohol, including beer and wine, or other alcohol (such as 
vodka, whiskey, gin)? 

□ Daily □ A few days a week (specify number of days:  ) 

□ Less than once a week   □ Never 

How much do you drink at a time? (One drink = 12 oz of beer or 8-9 oz of 
malt liquor or 5 oz of table wine or 1.5 oz of hard alcohol) 

□ 1 drink □ 2 drinks □ 3 drinks □ 4 drinks   □ 5+ (how many  ) 

Has anyone ever been concerned about your drinking? □ Yes □ No 

Do you have pain? □ Yes  □ No If yes, where is your pain located?     

Does your pain limit your ability to participate in daily activities or do the 

things that are important to you? □ Yes □ No 

Are you currently participating in any regular activity to improve 

or maintain your physical activity? □ Yes □ No 

If yes, please specify:    

In order to best serve you, please list any specific health concerns that you would 
like the falls care manager to know about before your visit. 
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Include any information NOT already reported in this form: 
 

 

 

Thank you for taking the time to complete this form. 
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APPENDIX 5.10 MODIFIED SPPPB SCRIPT AND SCORE SHEET 
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APPENDIX 5.11 SUMMARY SPPB ADMINISTRATION AND SCORING 
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APPENDIX 5.12 STRENGTH, GAIT AND BALANCE PROTOCOL 
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APPENDIX 5.13 MINI COG 
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APPENDIX 5.14 TEMPLATE FOR HOME HEALTH REFERRAL 
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APPENDIX 5.15 TEMPLATE FOR REFERRALS TO OUTPATIENT PT 
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APPENDIX 5.16 CBE COMMUNICATIONS 
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APPENDIX 5.17 HOME EXERCISE HANDOUTS 
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APPENDIX 5.17.1 LINK TO STRIDE HOME EXERCISE VIDEO 
 
 
 

 

 

 

 

 

 

 

 

 
 
 
 
 
 

Link to STRIDE Exercise Video: 
 
 

http://healthcare.partners.org/streaming/STRIDE/index.html 
 

 

 

 

 

 

 

 

 

  

http://healthcare.partners.org/streaming/STRIDE/index.html
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APPENDIX 5.17.2 NAVIGATION GUIDE TO STRIDE HOME EXERCISE GUIDE 
 

 
   



MOP Version 7.0    6.30.2020 
 
  

129 



MOP Version 7.0    6.30.2020 
 
  

130 



MOP Version 7.0    6.30.2020 
 
  

131 



MOP Version 7.0    6.30.2020 
 
  

132 



MOP Version 7.0    6.30.2020 
 
  

133 



MOP Version 7.0    6.30.2020 
 
  

134 

 



MOP Version 7.0    6.30.2020 
 
  

135 

APPENDIX 5.17.3 STRIDE HOME EXERCISE MANUAL (FULL MANUAL ON WEBSITE) 
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APPENDIX 5.18 ESSENTIALS OF EXERCISE 
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APPENDIX 5.19 EXAMPLES OF APPROVED CBE PROGRAMS 
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APPENDIX 5.20 TOPICAL OUTLINE OF IN-PERSON TRAINING 
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APPENDIX 5.21 MEDICATIONS TO AVOID 
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APPENDIX 5.22 MEDICATION RISK REDUCTION PROCEDURE 
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APPENDIX 5.23 MEDICATION SYMPTOM ADHERENCE TRIGGERS FOR REFERRAL TO PHARMD OR SCD 
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APPENDIX 5.24 AVOIDING BAD EFFECTS OF MEDICATION 
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APPENDIX 5.25 SLEEP HYGIENE 
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APPENDIX 5.26 MEDICATION RISK REFERRALS TO PHARMD OR SCD 
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APPENDIX 5.27 TRAVEL SAFETY CHECKLIST 
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APPENDIX 5.28 ALL ABOUT CALCIUM 

 

All About Calcium 
 
 

 
What is Calcium and What Does it Do? 

 
Calcium is a mineral that is necessary for life. Calcium builds bones and keeps 
them strong. It is also necessary for nerves and muscles to function normally, 
and we need it for our skin, nails, and hair.  Calcium is stored in our bones and 
teeth, but we can’t produce new calcium. So if we don’t eat enough, the body 
takes it from the bones, leaving them more fragile. That’s why it’s important to 
replace calcium from the food we eat. 

 
How Much Calcium Do You Need? 

 

Men and women over age 51 need 1,200 mg of calcium daily. 

 

 
How Do I Know How Much Calcium I’m Getting? 

 

To find out how much calcium is in packaged food, check the nutrition facts 

label. It will list a percentage based on a daily value of 1000 mg. Calcium 

listed as 30% means the food has 300 mg of calcium per serving. 

 
Calcium-Rich Food Sources 

 
Food is the best source of calcium. Dairy products, such milk, yogurt and 

cheese are high in calcium. Green vegetables such as broccoli and kale also 

contain calcium. Juice, soymilk, and cereals often have added calcium. 
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Calcium Supplements 
 

Calcium pills can be used to supplement the diet. If you eat enough calcium 

in your diet you don’t need calcium pills. If needed, calcium pills can be 

bought without a prescription. Ask your doctor or pharmacist about 

any possible interactions between calcium pills and your other 

medications. 

 
Calcium carbonate and calcium citrate are the best forms to buy. Look for 
labels that say, “purified” or have the USP symbol. The label will also tell you 
how many doses or pills to take.  Many types are available: 

 
Calcium carbonate supplements 

• Viactiv Soft Calcium Chews with Vitamins D & K 

• Tums 500 

• Caltrate 600 

• GNC Calcium Complete (400 mg) 

• Os-Cal 500 

 
Calcium citrate supplements 

• Citracal 
• TwinLab Calcium Citrate Caps (300 mg) 

• GNC Calcimate Plus 800 (Calcium Citrate Malate) 

• Solgar Calcium Citrate (250 mg) 

• Citrical Ultradense Calcium Citrate (200 mg) 

 
When to Have Calcium 

 
Take calcium-rich foods or pills spaced throughout the day. 
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If you find that the Calcium causes gas or constipation, try 

increasing fluids or try another type of calcium. 
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APPENDIX 5.29 DAIRY FORMS OF CALCIUM 
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APPENDIX 5.30 NON DAIRY FORMS OF CALCIUM 
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APPENDIX 5.31 NOCTURIA HANDOUT 

 
Nocturia 

 

GETTING UP AT NIGHT TO EMPTY YOUR BLADDER 
WHAT IS NOCTURIA? 

Nocturia is frequently waking up at night to pass urine. It often increases 

with age. 

If you need to make several trips to the toilet at night (more than two) you 

may find this distressing or your sleep may be disturbed. This may also 

indicate that you have a bladder health problem. Nighttime trips to the 

bathroom can also increase the chances of slipping, tripping or falling. 

 
WHAT CAUSES NOCTURIA? 
 

 Hormonal Changes. As you age, you produce less anti-diuretic 

hormone. Anti-diuretic hormone is a chemical your body makes to help 

hold onto fluid at night, so you make less urine. Lower levels of this 

hormone mean that more urine is produced at night. 

• Prostate Problems. Men’s prostate glands often grow with age. An 

enlarged prostate can prevent your bladder from emptying properly, so you 

need to pass urine more often. 

 Urge Incontinence (also known as overactive bladder). If you have a 

sudden need to pass urine, you may leak urine before you are able to  reach 

a toilet. 

 Bladder Infections. Bacteria entering your bladder can cause symptoms 

such as dark, cloudy and smelly urine; a burning feeling or  pain when 

passing urine; confusion; and not being able to empty your bladder 

completely. 
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 Diabetes. High blood sugar may cause frequent urination. 

 

• Heart problems. Your heart and circulation may become less efficient 

with age. You may find fluid collects in your body’s tissues, especially 

around your ankles. Your body can absorb this extra fluid more easily when 

you are lying down, for example while you are asleep. It is absorbed into 

your blood stream and removed by your kidneys as extra urine. 

 Sleep Related Problems. You are more likely to feel the urge to go to 

the toilet while you are awake. Therefore, if you keep waking up in the night 

or have problems sleeping, you are more likely to need to pass urine. 

 Drinking too much fluid. The number of times you need to urinate can 

increase if you drink too much fluid especially close to bed time. 

IS THERE ANYTHING I CAN DO? 
 

If you have nocturia, consider the following: 

 
1. Reduce the amount you drink before you go to bed. For example, 

have your last drink at 8pm instead of 10pm. However, make sure you are 

still drinking the recommended daily amount. This is six to eight cups of 

fluid a day – about three to four pints or two litres. Reducing the amount 

you drink does not help. 

2. Have fewer drinks that contain caffeine, such as tea, coffee, 

chocolate and cola. These can irritate your bladder and change your sleep 

patterns, as can alcohol. 

3. If you regularly have swollen ankles, sit or lie down for about an 

hour during the day (even 10 minutes can help). Raise your legs and feet 

so they are at or above the level of your heart. It may also help to wear 

support stockings. 
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4. Some medicines make your body produce more urine, or promote 

its flow. In many cases this is how the medicine works to treat the condition 

(for example, water tablets for high blood pressure). If you are unsure if 

your medicines could be causing nocturia, ask your doctor. Do not stop 

taking your medicines without the advice of your doctor. 

5. Think about whether anything is disturbing your sleep, such as 

light or temperature. If you have painful conditions that disturbed your 

sleep, consult with your doctor. Avoid naps during the day to see if this 

helps you sleep better at night. Also, avoid stimulants like drinks 

containing caffeine before bed. 

 
ADDITIONAL TREATMENT FOR NOCTURIA 

If nocturia continues, you may have a bladder problem that requires medical 

treatment. Speak to you doctor about other treatments that may be helpful. 
  



MOP Version 7.0    6.30.2020 
 
  

173 

APPENDIX 5.32 ELDERCARE LOCATOR 
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APPENDIX 5.33 COMMUNITY SAFETY ADVICE 
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APPENDIX 5.34 MY EXERCISE PLAN FOR STRENGTH AND BALANCE 

My Exercise Plan for Strength and Balance 

 
We are excited about your interest in improving your balance and strength with 

exercise! 

Exercise is good for you. When your muscles are strong your balance will be better. 

When your balance is good, you can do more things you want to do and do them more 

easily. 

We have put together an exercise program that is just for you. There are several levels 

of challenge for each exercise but you will start at the level you are able to do now. As 

your strength and balance improve, you can challenge yourself with the next highest 

level. 

Exercise works best when you do it regularly, ideally every day. If every day is too 

much, then try 3-4 times a week. 

Here are a few important things to remember when you exercise. 

Goals for each exercise level 

1. Be safe, and ask yourself every day if you can progress to greater challenges. 

2. Try to do the recommended exercises once a day every day. If you can’t do the 

exercise every day, then try for 3-4 times a week. 

3. Repeat each exercise 10 times. Repeating an exercise 10 times is called a 

“set.” 

4. Take breaks between the exercises as needed. 

5. Exercises may be spaced throughout your day if you wish. 

Ways to challenge and progress 

1. Add one more set of 10 repetitions to some or all exercises. 
2. Progress to next highest level. Try to do this when you feel confident in your 

ability to do the exercise. When you can complete a set (repeating the exercise 10 
times) five days in a row, you may be ready to move up a level. 

a. Think about how you might be more active during your day: When sitting down 
or standing up, do so 2-5 times. 
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b. Try to walk at least 10 minutes daily at an easy to moderate pace. Avoid 
brisk walking 

 

 

Safety 

Never exercise holding on to an object that may move, such as a chair that is not 
against a sturdy object. Always use the side of a stable object like a counter or solid 
table, unless otherwise instructed. 

Exercise should not cause more pain. 

If you experience any of the following while exercising, stop and contact your 
health care provider. 

• Dizziness, 
• Chest pain, or 
• Shortness of breath (you are unable to speak because you are short of 

breath). 
 

If you have any questions about the exercise program, do not hesitate to call 

_[FCM]  , RN. Telephone:    
 

Exercise Journal 

We made an exercise journal for you. You can use your journal to write down what 
you think and how you feel about exercising. Write down how your body feels before 
and after your exercise. You can share this information when you talk with your Falls 
Care Manager. An example journal entry is shown below. 

 
Exercise Calendar 

We made an exercise calendar for you. You can write down the days when you do your 
balance and strengthening exercises or when you walk. Just check off the days or time 
you spent exercising each day. You can share how things are going with your Falls Care 
Manager. An example of a completed exercise calendar is also included. 

Here are some ways that keeping an exercise calendar can be helpful: 

 Helps you keep track of your progress 
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 Helps to remind you to exercise 

 Helps you keep your goals in sight 
 Provides information to review with your FCM 

Best wishes to you for a very successful exercise program.  
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Date: May 2, 2016  

Notes: (EXAMPLE) 

 

The exercises are getting easier. Still hard to do the sit-to- 

stands because of my sore hip but I’ve noticed some 

improvement.  I will try to add some walking next week. 

 

 

 

 

Date: 

My Notes: 
 
 
 

 
 

 

 

 

 
 

Date: 

My Notes: 
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SAMPLE Exercise Calendar 

Sunday Monday Tuesday Wednesday Thursday Friday Saturday 

Date: 

4/3/16 

Date: 

4/4/16 

Date: 

4/5/16 

Date: Date: 

4/7/16 

Date: 

4/8/16 

Date: 

4/9/16 

Walk 15 

minutes 

Exercises 

1,2,3,5 

Exercises 

1,2,3,5 

 
Exercises 

1,2,3,5 

Exercises 

1,2,3,5 

Walk 15 

minutes 

Date:   Date:   Date:   Date:   Date:   Date:   Date:   

       

Date:   Date:   Date:   Date:   Date:   Date:   Date:   
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My Exercise Calendar 

Sunday Monday Tuesday Wednesday Thursday Friday Saturday 

Date:  _ Date:   Date:   

 
Date:   Date:   

 

Date:   

 

Date:   

 

       

Date:  _ Date:   Date:   

 
Date:   Date:   

 

Date:   

 

Date:   

   

       

Date:  _ Date:   Date:   

 
Date:   Date:   

 

Date:   

 

Date:   
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APPENDIX 5.35 IMPLEMENTATION OF BEST PRACTICES FOR CBE 

 
 

Implementation of Best Practices for Exercise to Prevent Falls 
 
 

OBJECTIVE: To help ensure the fidelity of Community Based Exercise (CBE) program delivery in a pragmatic, sustainable 

manner. 

 
 

1. Patient is provisioned to CBE 
2. FCM provides patient with an “exercise prescription.”  See page 2. 
3. FCM requests the patient use a checklist when attending CBE to ensure that the important components of 

exercise for fall prevention are included: 
a. Exercises that improve balance 
b. Exercises that strengthen legs 
c. Exercises that can be done easily at the start 
d. Exercises that become more challenging as the patient progresses 
e. Exercise sessions are enjoyable 
f. Exercise sessions are beneficial 

 
 
 
 

See patient handout on page 2  
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SAMPLE EXERCISE PRESCRIPTION 

Patient Name: Sam Smith Date: 5/2/2016 

 
Exercise Program:  Brookline Tai Chi (20% Senior Discount) 

 
Location:  131 Cypress St, Brookline, MA 02445 Phone:(617) 277-2975 

 
Times and Days: 10:00 AM. May attend any or all classes offered on Tuesday, 

Wednesday, Thursday, Saturday 

Length of exercise session: 60 minutes each 

 
Days per week: 1 to 4 
 
Follow Up with Nurse Falls Care Manager:   
 

  



MOP Version 7.0    6.30.2020 
 
  

188 

APPENDIX 5.36 PHARMACIST OR SCD RECS TO PCP 
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APPENDIX 5.37 YOU MAY BE AT RISK FIRST GENERATION ANTIHISTAMINES (FULL BROCHURE ON 
WEBSITE) 
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APPENDIX 5.38 YOU MAY BE AT RISK ANTIPSYCHOTICS (FULL BROCHURE ON WEBSITE) 

 
 
 

\ 
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APPENDIX 5.39 YOU MAY BE AT RISK SEDATIVE HYPNOTICS (FULL BROCHURE ON WEBSITE) 
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APPENDIX 5.40 YOU MAY BE AT RISK SULFONYLUREAS (FULL BROCHURE ON WEBSITE) 
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APPENDIX 5.41 POSTURAL HYPOTENSION PROCEDURE 

 
 

 
 
Triggers for Communications with PCP 

A. The patient’s SBP does not drop more than 20 mmHg, and the SBP remains > 90 mmHG and is asymptomatic.  No 

templated communication but will be recorded in Falls Care Manager’s note. 

B. The patient’s SBP does not drop more than 20mmHg, and the SBP > 90 mmHg but is symptomatic triggers 

communication template B. 

C. The patient has a drop of ≥ 20 mmHg or SBP < 90 when standing but is asymptomatic triggers communication 

template C. 

D. The patient has a drop of ≥ 20 mmHg or SBP < 90 when standing and is symptomatic triggers communication 

template D. 

Education 
FCM discusses with patient: 
What causes postural hypotension? 

o Dehydration 

o Medications for depression, sleep, heart problems and blood pressure (e.g. “water pills”) 

o Taking a larger number of medications 

• How does postural hypotension cause falls? 

• What symptoms have you experienced? 

Standing SBP at 
Initial Visit

Standing SBP at 
Initial Visit

< 20 mmHG drop in 
SBP and SBP ≥ 90 

mmHg

< 20 mmHG drop in 
SBP and SBP ≥ 90 

mmHg

Symptoms of PH?Symptoms of PH?

NoNo

[A] No Intervention[A] No Intervention

YesYes

[B] Education and 
Behavior changes.   

Re-check in 2 weeks.

[B] Education and 
Behavior changes.   

Re-check in 2 weeks.

≥20 mmHG drop in 
SBP or SBP < 90 

mmHg 

≥20 mmHG drop in 
SBP or SBP < 90 

mmHg 

Symptoms of PH?Symptoms of PH?

NoNo

[C] Education and 
Behavior changes.  
Prompt email/EHR 

note to PCP.

[C] Education and 
Behavior changes.  
Prompt email/EHR 

note to PCP.

Co-manage with PCPCo-manage with PCP

YesYes

[D] Education and 
Behavior changes.  

Notify PCP 
immediately.

[D] Education and 
Behavior changes.  

Notify PCP 
immediately.
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APPENDIX 5.42 PATIENTS WHO LEAVE THE HEALTHSYSTEM 

 

 

All Participants currently receive: 

 From RAC: What to do in case of a fall 

 With PVQ letter: CDC home fall prevention checklist 

 At Initial Visit: Falls and fractures 

 At Initial Visit: How to get up from a fall 

 At Initial Visit: Elder care locator 

 At Initial Visit: Community safety advice 

 
Recommendations for patients who move out of the health system: 

 Letter from FCM encouraging participant to discuss fall risk factors 
with PCP 

 Checklist of risk factors to bring to PCP. 
 Copies of the handouts listed above 
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STRIDE Logo Site Logo 

«StreetAddress» 

«City», «State» «zipcode» 

«Date» 

 

Dear «Salutation» «LastName», 

 

 
I understand that you are no longer receiving health care from (INSERT 

PCP NAME and HEALTH SYSTEM). This means I will not be able to 

continue as your Falls Care Manager. I am still committed to helping you 

prevent falls. 

 

I am sending you some information about preventing falls. I am also 

sending you a fall checklist. This list includes risks that the STRIDE study 

thinks may prevent falls. I encourage you to review this list with your new 

Doctor. I also encourage you to make sure you share your medical record 

with your new Doctor. I have made a note in your medical record about your 

falls risk. There are several ways that you can prevent falls and stay 

independent. Continuing the work you have already begun by talking with 

your Doctor about falls is a great next step. 

 

I wish you all the best as you take steps to maintain your independence. 

Sincerely, 

STRIDE Nurse Falls Care Manager
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Many people don’t realize how common falls are. In fact, 1 in 3 adults over 65 
will fall. Not all falls are caused by accidents and falls can be prevented. Talk 
to your doctor about how you can prevent falls. Bring this checklist to your 
next visit to your doctor and find out what you can do to reduce your risk of 
falling. 

 

Are there medicines that I am taking that might increase my risk 

of falling? 

 

Medicines help prevent and treat illness. Sometimes they can cause health 

problems as well. Review your medicines with your doctor. Ask if any can be 

reduced or stopped. Let your doctor know if you think a medicine is causing 

symptoms such as dizziness or fatigue. Don't reduce or stop a medicine on 

your own, ask your doctor first. 

 
 
Should I see a physical therapist to find out about how exercise 

can prevent falls? 

 

Staying active is a very good way to prevent falls. There are many programs 

that can help you stay active. A physical therapist can design an exercise 

program that is right for you. 

 
 
Should I be taking calcium supplements? 

 

Calcium builds bones and keeps them healthy. When we don’t get enough 

calcium for our body’s needs, it is taken from our bones. Getting enough 

calcium will help keep your bones strong so that if you do fall, you might 

prevent a fracture. 
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Should I be taking vitamin D supplements? 
 

Vitamin D helps your body absorb calcium. Taking Vitamin D supplements 

will help keep your bones strong so that if you do fall, you might prevent a 

fracture. 

Do I have any foot problems that I should see a podiatrist about? 
 

A podiatrist (foot doctor) can help: 

• If you have painful or swollen feet 

• If you feel tingling or “pins and needles” in your feet 

• If you have changes in the shape of your feet, such as bunions 

• If you aren’t sure where to buy shoes that can prevent falls. 

Does my blood pressure drop when I stand up? 
 

If your blood pressure drops when you go from a lying down to sitting, or 

sitting to standing up this could increase your risk for falling. Ask your 

doctor to check. 

Have I been to an eye doctor in the last year? 
 

Your eye doctor can make sure you are wearing the best type of eye glasses 

for your lifestyle and check for cataracts. Improving your vision can reduce 

your risk of falls. 

After reviewing the CDC home fall prevention checklist, I would 

like to find out about how to get a home safety evaluation. 

Getting rid of risks in your home can help you prevent falls. Many local 

agencies have education and/or home modification programs to help older 

people prevent falls. Check with your local health department, senior affairs 

office, or area agency on aging to see if there is a program near you  
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APPENDIX 5.43 MANAGING POSTURAL HYPOTENSION 
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APPENDIX 5.44 FEET AND FOOTWEAR PROTOCOL 
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APPENDIX 5.45 FRIDS SYMPTOM LIST 
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APPENDIX 5.46 TEMPLATE FOR REFERRALS TO ORTHOTISTS 
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APPENDIX 5.47 TEMPLATE FOR REFERRALS TO PODIATRISTS 
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APPENDIX 5.48 PROPER SHOES STRIDE 
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APPENDIX 5.49 HOME SAFETY PROCEDURE 
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APPENDIX 5.50 FALLS TRIGGERS AND PREDISPOSING FACTORS 

 
Box 1: Fall triggers 

 

Was the fall triggered by any of the following? Probes 

Tripping? What did the patient trip on? 

Slipping? What did the patient slip on? 

Dizziness when standing up? Ask the patient to describe the dizzy sensation. 

Blacking out or losing consciousness?  

Legs giving out? Why? 

Losing balance? What was the patient doing? 
 

…Reaching? 
 

…Turning? 
 

…Leaning over? 
 

…Walking fast? 

 

Box 2: Predisposing factors 
 

What else was going on right before the fall? Probes 

Was the patient distracted? 
 

…in a hurry? 
 

…tired? 
 

…sleepy? 

 

Was the patient trying to do two things at once? What were the two things? 

Was the patient using her/his (cane, walker, 

wheelchair) when the fall happened? 

Was the fall related to the (cane, walker, 

wheelchair)? How so? 

Was the patient using glasses when the fall 

happened? 

If glasses were in use: what type of glasses 

(Distance? Reading glasses? Bifocals?) Was 

fall related to the glasses? How so? 
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 If glasses were not in use: Was fall related to 

not wearing glasses? How so? 

Did the patient just eat a full meal?  

Was the patient trying to do something physically 

demanding? 

…potentially unsafe? 

What was the patient trying to do? 

Where there any physical symptoms before the 

fall? 

…urge to urinate? 
 

…vision changes? 
 

…weakness in a specific part of the body? 
 

…heart racing? 

 

 

 

 
 

Which part of the body? 

What was the lighting like when the fall happened?  

Were there any obstacles where the patient fell? 

….uneven surfaces? 

 

Was the patient barefoot, wearing socks, or 

wearing shoes when the fall happened? 

What type of shoes was the patient wearing? 
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APPENDIX 5.51 HOME SAFETY RECOMMENDATIONS 
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APPENDIX 5.52 OSTEOPOROSIS PROCEDURE 
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APPENDIX 5.53 OSTEOPOROSIS AGE PAGE 

Osteoporosis 
Adapted from NIA’s “Osteoporosis: The Bone Thief” 

 
Osteoporosis is a disease that weakens bones to the point where they break easily—
most often bones in the hip, backbone (spine), and wrist. 
Osteoporosis is called the “silent disease”—because you may not notice any changes 
until a bone breaks. All the while, though, your bones have been losing strength for 
many years. 

Bone is living tissue. To keep bones strong, your body breaks down old bone and 
replaces it with new bone tissue. As people enter their 40s and 50s, more bone may be 
broken down than is replaced. A close look at the inside of bone shows something like 
a honeycomb. When you have osteoporosis, the spaces in this honeycomb grow 
larger. And the bone that forms the honeycomb gets smaller. The outer shell of your 
bones also gets thinner. All of this makes your bones weaker. 

 

Who Has Osteoporosis? 

Ten million Americans have osteoporosis. They are mostly women, but men also have 
this disease. In general, the risk of osteoporosis grows as you get older. You may be at 
greater risk for osteoporosis if you: 

• Have a family history of broken bones or osteoporosis 

• Have broken a bone as an adult 

• Do not get enough calcium or vitamin D 

• Get too little exercise 
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• Had extended bed rest 

• Used certain medicines for a long time 

• Have a small body frame 

Osteoporosis in Women 

At the time of menopause, women may lose bone quickly for several years. After that, 
the loss slows down but continues. Other women at great risk include those who are of 
European or Asian ancestry, had surgery to remove their ovaries before their periods 
stopped, or had early menopause. 

Osteoporosis in Men 

In men, the loss of bone mass is slower. But, by age 65 or 70, men and women are 
losing bone at the same rate. Experts don’t know as much about this disease in men as 
they do in women. However, many of the things that put men at risk are the same as 
those for women.  Men with low testosterone levels are also at higher risk. 

Older men who break a bone easily or are at risk for osteoporosis should talk with 
their doctors about testing and treatment. 

What is Osteopenia? 

Around 34 million Americans have osteopenia. Whether your doctor calls it osteopenia 
or just says you have low bone mass, consider it a warning. Bone loss has started, but 
you can still take action to keep your bones strong and maybe prevent osteoporosis 
later in life. That way you will be less likely to break a wrist, hip, or vertebrae (bone in 
your spine) when you are older. 

Can My Bones Be Tested? 

For some people the first sign of osteoporosis is to realize they are getting shorter or to 
break a bone easily. If you are a woman age 65 or older and are not already known to 
have osteoporosis, a bone density test called a DXA test (dual-energy x-ray 
absorptiometry) is recommended to assess your risk of fractures. If you are a man, 
your doctor may recommend a DXA based on your specific health conditions. The DXA 
test gives you important information to help you understand your risk for a fracture or 
broken bone. It could show that you have normal bone density. Or, it could show that 
you have low bone mass or even osteoporosis. 

 

How Can I Keep My Bones Strong? 
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There are things you should do at any age to prevent weakened bones. Eating foods 
that are rich in calcium and vitamin D is important. So is including regular weight-
bearing exercise in your lifestyle. Those are the best ways to keep your bones strong 
and healthy. 

Calcium. Getting enough calcium all through your life helps to build and keep strong 
bones. Women over age 50 need 1,200 milligrams (mg) of calcium every day. Men over 
age 70 need 1,200 mg. Foods that are high in calcium are the best source. For example, 
eat low-fat dairy foods, canned fish with soft bones such as salmon, and some dark-
green leafy vegetables. Check the labels on foods like orange juice, breads, and cereals 
to find those with calcium added. If you think you aren’t getting enough calcium in your 
diet, check with your doctor first. He or she may tell you to try a calcium supplement. 
Calcium carbonate and calcium citrate are two common forms. Too much calcium can 
cause problems for some people so be careful. On most days, you should not get more 
than 2,000 mg of total calcium. That includes calcium from all sources—foods, drinks, 
and supplements. 

Vitamin D. Your body uses vitamin D to absorb calcium. Most people’s bodies are able 
to make enough vitamin D if they are out in the sun without sunscreen for 10 to 15 
minutes at least twice a week. You can also get vitamin D from eggs, fatty fish, and 
cereal and milk fortified with vitamin 
D. If you think you are not getting enough vitamin D, check with your doctor. Each 
day you should have 800 International Units (IU) if you are over age 70. As with 
calcium, be careful. More than 4,000 IU of vitamin D each day may cause side 
effects. 

Exercise. Your bones and muscles will be stronger if you are physically active. Weight-
bearing exercises, done three to four times a week, are best for preventing 
osteoporosis. Walking, jogging, playing tennis, and dancing are examples of weight-
bearing exercises. Try some strengthening and balance exercises too. They may help 
you avoid falls, which could cause a broken bone. 

Medicines. Some common medicines can make bones weaker. These include a type of 
steroid drug called glucocorticoids used for arthritis and asthma, some antiseizure 
drugs, certain sleeping pills, and some cancer drugs. An overactive thyroid gland or 
using too much thyroid hormone for an underactive thyroid can also be a problem. If 
you are taking these 

 

medicines, talk to your doctor about what you can do to help protect your bones. 

Lifestyle. People who smoke have an increased chance of breaking a bone. For this 
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and many other health reasons, stop smoking. Limit how much alcohol you drink. 
Too much alcohol can put you at risk for falling and breaking a bone. 

What Can I Do For My Osteoporosis? 

Treating osteoporosis means stopping the bone loss and rebuilding bone to prevent 
breaks. Diet and exercise can help make your bones stronger. But, they may not be 
enough if you have lost a lot of bone density. There are also several medicines to think 
about. Some will slow your bone loss, and others can help rebuild bone. Talk with your 
doctor to see if one of these might work for you: 

Bisphosphonates. These medicines stop the breakdown of bone and increase bone 
density. They can make it less likely that you will break a bone, most of all in your 
spine, hip, or wrist. Side effects may include nausea, heartburn, and stomach pain. A 
few people have muscle, bone, or joint pain while using these medicines. These pills 
must be taken in a certain way—when you first get up, before you have eaten, and with 
a full glass of water. You should not lie down, eat, or drink for at least one-half hour 
after taking the drug. Even if you follow the directions closely, these drugs can cause 
serious digestive problems, so be aware of any side effects. These pills are available in 
once-daily, once-a week, and once-a-month versions. Some bisphosphonates are given 
by injection once every 3 months or once a year. 

Parathyroid Hormone (PTH). Also called teriparatide, this shot is given daily for up 
to 2 years to postmenopausal women and to men who are at high risk for broken 
bones. It improves bone density in the spine and hip. Common side effects include 
nausea, dizziness, and leg cramps. 

Denosumab. A shot given twice a year, this treatment is for postmenopausal women 
and men who are at high risk for broken bones. It lessens the risk of fractures in the 
spine, wrist, and hip. Common side effects include pain in the back, arms, legs, and 
muscles; high cholesterol; and bladder infections. 

 

Raloxifene. This drug is used to prevent and treat osteoporosis in women. It is a SERM 
(selective estrogen receptor modulator). It prevents bone loss and spine fractures but 
may cause hot flashes or increase the risk of blood clots in some women. 

Estrogen. Doctors sometimes prescribe this female hormone to women around the time 
of menopause to treat symptoms like hot flashes or vaginal dryness. Because estrogen 
also slows bone loss and increases bone mass in your spine and hip, it can be used to 
prevent osteoporosis. But, estrogen use is thought to be risky for some women. Talk to 
your doctor. Ask about the benefits, risks, and side effects, as well as other possible 
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treatments for you. 

Can I Avoid Falling? 

When your bones are weak, a simple fall can cause a broken bone. This can mean a 
trip to the hospital and maybe surgery. It might also mean being laid up for a long 
time, especially in the case of a hip fracture. So, it is important to prevent falls. Some 
things you can do: 

• Make sure you can see and hear well. Use your glasses or a hearing aid if 
needed. 

• Ask your doctor if any of the drugs you are taking can make you dizzy or 
unsteady on your feet. 

• Use a cane or walker if your walking is unsteady. 

• Wear rubber-soled and low-heeled shoes. 

• Make sure all the rugs and carpeting in your house are firmly attached 
to the floor, or don’t use them. 

• Keep your rooms well lit and the floor free of clutter. 

• Use nightlights. 

You can find more suggestions in the National Institute on Aging’s Falls and 
Fractures Age Page, available from the National Institute on Aging Information 
Center listed in For More Information. 

Here are some helpful resources: 

 
Food and Drug Administration 1-888-
463-6332 (toll-free) www.fda.gov 

 

National Osteoporosis Foundation 1-800-
231-4222 (toll-free) www.nof.org 

 

National Institutes of Health Osteoporosis and Related Bone Diseases— National 
Resource Center 
1-800-624-2663 (toll-free) 1-202-466-4315 (TTY) www.bones.nih.gov 

 

National Library of Medicine MedlinePlus 
www.medlineplus.gov 
For more information on health and aging, contact: 

http://www.fda.gov/
http://www.nof.org/
http://www.bones.nih.gov/
http://www.medlineplus.gov/
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National Institute on Aging Information Center 1-800-
222-2225 (toll-free) 
1-800-222-4225 (TTY/toll-free) 
www.nia.nih.gov www.nia.nih.gov/espanol 

 

To sign up for regular email alerts about new publications and other 
information from the NIA, go to www.nia.nih.gov/health. 

 
Visit www.nihseniorhealth.gov, a senior friendly website from the National Institute 
on Aging and the National Library of Medicine. This website has health and wellness 
information for older adults. Special features make it simple to use. For example, you 
can click on a button to make the type larger. 

For tips on exercise and physical activity, visit Go4Life® at 
www.nia.nih.gov/Go4Life.  

http://www.nia.nih.gov/
http://www.nia.nih.gov/espanol
http://www.nia.nih.gov/health
http://www.nihseniorhealth.gov/
http://www.nia.nih.gov/Go4Life
http://www.nia.nih.gov/Go4Life
http://www.nia.nih.gov/Go4Life
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APPENDIX 5.54 VITAMIN D PROCEDURE 
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APPENDIX 5.55 VITAMIN D FACT SHEET 
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APPENDIX 5.56 VISUAL IMPAIRMENT PROCEDURE 
 



MOP Version 7.0    6.30.2020 
 
  

233 

  



MOP Version 7.0    6.30.2020 
 
  

234 

APPENDIX 5.57 TEMPLATE FOR REFERRALS TO OPHTHALMOLOGIST 
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APPENDIX 5.58 TEMPLATE FOR REFERRALS TO OPTOMETRISTS 
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APPENDIX 5.59 TEMPLATE FOR REFERRALS TO OTS FOR VISION PROBLEMS 
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APPENDIX 5.60 CRACKED SIDEWALK PICTURES 
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APPENDIX 5.61 CATARACT SURGERY INFORMATION 
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APPENDIX 5.62 CATARACTS NEI (FULL BROCHURE ON WEBSITE) 
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APPENDIX 5.63 TABLE OF CONTENTS: FCM WEBSITE MOP DOCUMENTS 

You may find the below documents referred to in this chapter on the internal stride- study.org portal 

website under the Falls Care Manager tab. The letter and number indicate their location, and the 

corresponding appendix number is in parentheses. 

 

FOLDER A: Intervention Procedures and Forms 

FOLDER A.1: Pre Visit 

A.1.1 PVQ COVER LETTER (Appendix 5.3) 
 

A.1.2 PVQ (Appendix 5.1) 
 

A.1.3 CDC HOME FALL PREVENTION CHECKLIST (Appendix 5.4)  

FOLDER A.2: During Visit 

A.2.1 STRENGTH GAIT AND BALANCE PROCEDURE (Appendix 5.12) 
 

A.2.2 SUMMARY SPPB ADMINISTRATION AND SCORING (Appendix 5.11) 
 

A.2.3 MODIFIED SPPB SCRIPT AND SCORE SHEET (Appendix 5.10) 
 

A.2.4 MINICOG (Appendix 5.13) 
 

A.2.5 MEDICATION RISK REDUCTION PROCEDURE (Appendix 5.22) 
 

A.2.6 MEDICATION SYMPTOMS-ADHERENCE TRIGGERS FOR REFERRAL TO PHARMD  

OR SCD (Appendix 5.23) 

A.2.7 MEDICATIONS TO AVOID (Appendix 5.21) 
 

A.2.8 OSTEOPOROSIS PROCEDURE (Appendix 5.52) 
 

A.2.9 POSTURAL HYPOTENSION PROCEDURE (Appendix 5.41) 
 

A.2.10 VISION PROCEDURE (Appendix 5.56) 
 

A.2.11 FEET AND FOOTWEAR PROCEDURE (Appendix 5.44) 
 

A.2.12 HOME SAFETY PROCEDURE (Appendix 5.49) 
 

A.2.13 VITAMIN D PROCEDURE (Appendix 5.54) 
 

A.2.14 INITIAL ASSESSMENT VISIT NOTE (Appendix 5.7) 
 

A.2.15 CARE PLAN – MY FALLS RISK ASSESSMENT (Appendix 5.6) 
 

A.2.16 CARE PLAN – MY PRIORITIES (LONG) (Appendix 5.6.1) 
 

A.2.17 CARE PLAN – MY PRIORITIES (SHORT) (Appendix 5.6.2) 
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FOLDER B: STRIDE Approved Patient Handouts 

FOLDER B.1: Handouts for All Patients 
 

B.1.1 FALLS AND FRACTURES AGE PAGE (Appendix 5.5) 
 

B.1.2 HOW TO GET UP FROM A FALL - PHILIPS (Appendix 5.2) 
 

B.1.3 ELDERCARE LOCATOR (Appendix 5.32) 
 

B.1.4 COMMUNITY SAFETY ADVICE (Appendix 5.33)  

FOLDER B.2: Handouts Based on Risk Factors 

B.2.1 CATARACT SURGERY INFORMATION (Appendix 5.61) 
 

B.2.2 CATARACTS—NEI (Appendix 5.62) 
 

B.2.3 CRACKED SIDEWALK PICTURES (Appendix 5.60) 
 

B.2.4 PROPER SHOES—STRIDE (Appendix 5.48) 
 

B.2.5 OSTEOPOROSIS AGE PAGE (Appendix 5.53) 
 

B.2.6 VITAMIN D FACT SHEET (Appendix 5.55) 
 

B.2.7 MANAGING POSTURAL HYPOTENSION (Appendix 5.43) 
 

B.2.8 AVOIDING THE BAD EFFECTS OF MEDICATION (Appendix 5.24) 
 

B.2.9 SLEEP HYGIENE (Appendix 5.25) 
 

B.2.10 HOME SAFETY RECOMMENDATIONS (Appendix 5.51) 
 

B.2.11 TRAVEL SAFETY CHECKLIST (Appendix 5.27) 
 

                          B.2.13  ALL ABOUT CALCIUM (Appendix 5.28) 
 

B.2.14  NON DAIRY FORMS OF CALCIUM (Appendix 5.30) 
 

B.2.15  NOCTURIA HANDOUT (Appendix 5.31) 
 

B.2.16  DAIRY FORMS OF CALCIUM (Appendix 5.29) 
 

B.2.17  MY EXERCISE PLAN FOR STRENGTH AND BALANCE (Appendix 5.34) 

B.2.18  EXERCISE HANDOUTS (Appendix 5.17) 

B.2.19  LINK TO STRIDE HOME EXERCISE VIDE (Appendix 5.17.1) 

B.2.20  NAVIGATION GUIDE TO STRIDE HOME EXERCISE VIDEO (Appendix 5.17.2) 

B.2.21  STRIDE HOME EXERCISE MANUAL (Appendix 5.17.3) 
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 FOLDER B.3: Handouts Based on Recommendations from PCP 

B.3.1 YOU MAY BE AT RISK—ANTIPSYCHOTICS (Appendix 5.38) 
 

B.3.2 YOU MAY BE AT RISK—ANTIHISTAMINES (Appendix 5.37) 
 

B.3.3 YOU MAY BE AT RISK—SEDATIVE HYPNOTICS (Appendix 5.39) 
 

B.3.4 YOU MAY BE AT RISK—SULFONYLUREAS (Appendix 5.40)  

FOLDER C: Post Visit Forms 

FOLDER C.1: Communication Templates 
 

C.1.01 CBE COMMUNICATIONS (Appendix 5.16) 
 

C.1.05 MEDICATION RISK REFERRALS TO PHARMACIST AND SCD (Appendix 

5.26) 

C.1.08 PHARMACIST OR SCD RECS TO PCP (Appendix 5.36)  

FOLDER C.1.13: Medication Appendices 

FRIDS SYMPTOMS LIST (Appendix 5.50)  

FOLDER: MEDICATION DE-ESCALATION 

ANTIDPRESSANTS DE-ESCALATION (Appendix 5.65) 

ANTIHYPERTENSIVES DE-ESCALATION(Appendix 5.66) 

ANTIPSYCHOTICS DE-ESCALATION (Appendix 5.67) 

BENZODIAZEPINES OR BENZODIAZEPINE RECEPTOR AGONISTS DE-ESCALATION 

(Appendix 5.68) 

CHOLINESTERASE INHIBITORS DE-ESCALATION (Appendix 5.69) 
 

FIRST GENERATION ANTIHISTAMINES DE- ESCALATION (Appendix 5.70) 

HYPOGLYCEMIC AGENTS DE-ESCALATION (Appendix 5.71) 

OPIOIDS DE-ESCALATION (Appendix 5.72) 
 

SKELETAL MUSCLE RELAXANTS AND ANTISPASMODICS DE-ESCALATION (Appendix 

5.73) 

FOLDER C.2: Referral Templates 
 

C.2.1 TEMPLATE FOR HOME HEALTH REFERRAL (Appendix 5.14) 
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C.2.2 TEMPLATE FOR REFERRALS OUTPATIENT PT (Appendix 5.15) 
 

C.2.3 TEMPLATE FOR REFERRALS TO OPTHALMOLOGISTS (Appendix 

5.57) 

C.2.4 TEMPLATE FOR REFERRALS TO OPTOMETRISTS (Appendix 5.58) 
 

C.2.5 TEMPLATE FOR REFERRALS TO ORTHOTISTS (Appendix 5.46) 
 

C.2.6 TEMPLATE FOR REFERRALS TO OTS FOR VISION PROBLEMS (Appendix 

5.59) 

C.2.7 TEMPLATE FOR REFERRALS TO PODIATRISTS (Appendix 5.47)  

FOLDER D: Follow Up Procedures and Forms 

D.1 FOLLOW UP CALL STRUCTURE (Appendix 5.8) 
 

D.2 FOLLOW UP PVQ (Appendix 5.9) 
 

D.3 FALLS TRIGGERS AND PREDISPOSING (Appendix 5.45) 
 

D.4 PTS WHO LEAVE HEALTH SYSTEM (Appendix 5.42)  

FOLDER E: Community Resources 

E.1 ESSENTIAL ELEMENTS OF EXERCISE (Appendix 5.18) 
 

E.2 EXAMPLES OF APPROVED CBE PROGRAMS (Appendix 5.19) 
 

E.3 TOPICAL OUTLINE OF IN-PERSON TRAINING (Appendix 5.20)  
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APPENDIX 5.64 NIA: WHAT TO DO IN CASE OF A FALL 
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APPENDIX 5.65 ANTIDEPRESSANTS DE-ESCALATION 

Antidepressants 
 

All antidepressants are likely associated with increased falls (not enough data on some) 
 

Tertiary TCAs should be avoided in older adults if possible, very anticholinergic. (imipramine, amitriptyline, 

clomipramine, doxepin) 

1. Alternative Treatments 
 

 
Nonpharmacological: 

 

Depression: therapy (interpersonal, Cognitive Behavioral), bright light therapy Anxiety: 

therapy (CBT), relaxation techniques, support groups Pharmacological: 

 Anxiety: buspirone 

 Neuropathy: 

o topicals (lidocaine,[ Lidoderm], capsaicin) 
o substitute nortriptyline, desipramine for tertiary amines; 
o low dose gabapentin or pregabilin 

 Preferred drugs if patient has specific adverse events but requires antidepressants 

o Drowsiness, unsteadiness, confusion:  SSRIs, SNRIs, bupropion 
o Insomnia:  trazodone, nefazodone, mirtazapine 

o Weakness/Fatigue:  Bupropion, Nefazodone, trazodone, mirtazapine 

 

2. Drug Tapering 
 

• All antidepressants should be tapered except perhaps fluoxetine (Prozac), which has a long half- life. Taper 

over at least four weeks if taken for at least eight weeks. 

• Consider more prudent approach (e.g., for paroxetine, venlafaxine) of reducing dose by 25% every four to six 

weeks. 

• Tapering may not completely eliminate symptoms.  Educate patients symptoms are usually 

transient and mild. If symptoms are problematic, return to previous dose or switch to fluoxetine. 3. Withdrawal 

symptoms and risk factors 

Withdrawal symptoms (FINISH syndrome): 

• Flu-like symptoms, Insomnia, Imbalance, Sensory disturbances, Hyperarousal. 

• Symptoms usually begin & peak within one week, last one day to three weeks, & are usually mild. 

• Most common with paroxetine (Paxil) & venlafaxine (Effexor)  
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APPENDIX 5.66 ANTIHYPERTENSIVE DE-ESCALATION 

 
Antihypertensives 

 

(diuretics, alpha blockers, beta blockers, centrally acting antihypertensives, calcium channel blockers, ACE 

inhibitors, ARBs) 

Treatment Goal for older adults: 
 

JNC 8: treat hypertensive persons aged 60 years or older to a BP goal of less than 150/90 mm Hg. The same 

thresholds and goals are recommended for hypertensive adults with diabetes or nondiabetic chronic kidney 

disease (CKD). 

Drug Tapering and Withdrawal 
 

Diuretics: often can be tapered down after HF exacerbation. Beta blockers: 

• Taper over one to two weeks. 

• Withdrawal symptoms: Tachycardia, ventricular arrhythmia, anxiety, myocardial ischemia, angina, heart 
attack, rebound hypertension. 

• Risk factors for withdrawal: hypertension, coronary artery disease (diagnosed or undiagnosed) 

 
Clonidine: 

 

• Taper oral over two to four days. Beta-blockers increase risk of rebound hypertension during 
withdrawal (noncardioselective most problematic [e.g., propranolol]). If patient is taking a beta-
blocker, consider taper of beta-blocker first. Monitor BP closely after clonidine taper. 

• Transdermal clonidine: Risk of withdrawal lower than with oral, but consider tapering patches over 
two to four days or switching to oral clonidine taper. 

• Withdrawal symptoms: Rebound hypertension, headache, restlessness, anxiety, insomnia, 
sweating, tachycardia, tremor, muscle cramps, hiccups, nausea, salivation; rarely encephalopathy, 
stroke, death. 

• Risk factors for withdrawal: use for over one month, concomitant beta-blocker use, daily dose 
>1.2mg daily, hypertension, cardiovascular disease.  
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APPENDIX 5.67 ANTIPSYCHOTICS DE-ESCALATION 

 
Antipsychotics 

 

1. Alternative Treatments 
 

Agitated Delirium; Behavioral Complications of Dementia 
 

Nonpharmacological:  see handout 
 

Pharm: short term use of low dose haloperidol, quetiapine, resperidone. Begin taper once behavior stabilizes. 

 Preferred drugs if patient has specific adverse events but requires antipsychotic 

o Parkinsonism:   low dose quetiapine 
o Seizures:   resperidone or haloperidol 
o Confusion:  haloperidol, risperidone 
o Drowsiness: Risperidone 
o Postural Hypotension:  haloperidol, aripiprazole 

o Weight Gain:   haloperidol, aripiprazole, ziprasidone 

 

2. Drug Tapering See McGill 

handout 

3. Withdrawal symptoms and risk factors 
 

Withdrawal symptoms: 
 

• Sweating, salivation, runny nose, flu-like symptoms, paresthesia, bronchoconstriction, urination, gastrointestinal 

symptoms, anorexia, vertigo, insomnia, agitation, anxiety, restlessness, movement disorders, psychosis. 

4. Handouts 
 

--Canadian antipsychotic deprescribing  
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APPENDIX 5.68 BENZODIAZEPINES OR BENZODIZSEPINE RECEPTOR AGONISTS DE-ESCALATION 

 
Benzodiazepines or Benzodiazepine Receptor Agonists 

 

1. Alternative Treatments 
 

Insomnia: 
 

Nonpharmacological: Sleep hygiene, Sleep restriction, Cognitive Behavioral Therapy for Insomnia, Bright light 

therapy 

Pharm: ramelteon has not been associated with falls. Low dose trazadone and mirtazapine are also used,  however 

there are no data about falls with these doses 

Anxiety: 
 

Nonpharm: therapy (CBT), relaxation techniques, support groups 
 

Pharm: buspirone, SSRI or SNRI. SSRI and SNRI can also cause falls, but are less likely to cause sedation and cognitive 

impairment. 

 

 
2. Drug Tapering: See McGill 

handout 

 

3. Withdrawal symptoms and risk factors 
 

Withdrawal symptoms: 
 

• Sweating, tachycardia, tremor, insomnia, anxiety, agitation, nausea, vomiting, hallucinations, 

seizures. 
 

Risk factors: use over one year, high dose, short or intermediate half-life (e.g., triazolam [Halcion], alprazolam 

[Xanax] (especially if daily dose >4 mg for >12 weeks), lorazepam [Ativan]). 

4. Handouts 
 

--McGill sedative-hypnotic packet (with withdrawal plan, sleep hygiene and anxiety alternatives) 
 

--For FCM: Insomnia GAYF handout- sleep hygiene, meds that interfere with sleep; bright light 
 

--For patients:  sleep hygiene handouts  
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APPENDIX 5.69 CHOLINESTERASE INHIBITORS DE-ESCALATION 
 

Cholinesterase inhibitors All can cause 

syncope Alternative Treatments 

Vitamin E 2000 IU/d  (JAMA. 2014 Jan 1;311(1):33-44) 
 

For moderate to severe AD, consider memantine 
 

 Discontinue memantine if loss of speech or locomotion.  



MOP Version 7.0    6.30.2020 
 
  

250 

APPENDIX 5.70 FIRST GENERATION ANITHISTAMINES DE-ESCALATION 

 
First Generation Antihistamines 

 

Prescribing caveat: antihistamines should not be prescribed for insomnia in older adults Alternative 

Treatments 

Insomnia: 
 

Nonpharmacological: Sleep hygiene, Sleep restriction, Cognitive Behavioral Therapy for Insomnia, Bright light 

therapy 

Pharm: ramelteon has not been associated with falls. Low dose trazadone and mirtazapine are also used,  however 

there are no data about falls with these doses. 

Pruritis: 

NonPharmacological: 

 Skin moisturization, 

 Cool environment (Light-weight clothing, air-conditioned environments, and the use of lukewarm (rather 
than hot) water during showers or baths, lotions that provide a cooling sensation on the skin, such as 
calamine lotion or lotions with up to a 4% concentration of menthol (eg, Sarna or Men-Phor). 

 Avoidance of skin irritants 

 Stress reduction 

• Physical interventions – Scratching may increase symptoms of pruritus, resulting in a perpetual itch-
scratch cycle. Occlusion of localized areas of pruritus with Unna boots or other occlusive dressings 
(eg, DuoDerm) may help to break this cycle [8]. Keeping fingernails trimmed to a short length may 

also help to minimize skin damage induced from scratching. 
Pharmacological: 2nd generation antihistamines ( fexofenadine [Allegra], 

certirizine[Zyrtec],Claritin [loratadine ]) 

 
Allergies: 

 

Pharmacological: 
 

• 2nd generation antihistamines ( fexofenadine [Allegra], certirizine[Zyrtec],Claritin [loratadine ]) 

• Nasal steroids or antihistamines 

• Ophthalmological antihistamines 
 

Handouts 
 

--McGill first generation antihistamine de-escalation packet 
 

--McGill sedative-hypnotic packet (with withdrawal plan, sleep hygiene and anxiety alternatives) 
 

--For FCM: Insomnia GAYF handout- sleep hygiene, meds that interfere with sleep; bright light 
 

--For patients:  sleep hygiene handouts  

http://www.uptodate.com/contents/calamine-lotion-drug-information?source=see_link
http://www.uptodate.com/contents/pruritus-overview-of-management/abstract/8
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APPENDIX 5.71 HYPOGLYCEMIC AGENTS DE-ESCALATION 

 
Hypoglycemic Agents 

 

 
Treatment HbA1c for Older Adults 

 

7-7.5%   Healthy older adults 
 

7.5-8.0% Complex/Intermediate (3+ coexisting chronic illnesses, or 2+ IADL impairments, or mild-to - mod 

cognitive impairment) 

8.5-9.0% Very complex/poor health LTC or end-stage chronic illness or mod-to-severe cog imp or 2+ADL 

dependencies 

Ref: Kirkman MS et al Diabetes Care. 2012 Dec;35(12):2650-64. 

 
 

Prescribing caveat: glyburide and chlorpropramide should be avoided in older adults because of possibility of 

prolonged hypoglycemia 

 

 
Handout 

 

McGill Sulfonyurea handout (also warning signs of hypoglycemia and alternative treatments for DM- diet and 

exercise)  
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APPENDIX 5.72 OPIOIDS DE-ESCALATION 

 

Opioids 

 

 
Prescribing caveats: 

 

• Avoid Codeine- more injuries than other opioids 

• Avoid Meperidine- more delirium 

• In patients with renal failure, consider opioid other than morphine 

• Watch acetaminophen dose when using combination products 

 

1. Alternative treatments: 
 

Non-pharmacological: ice/heat; PT,TENS, acupuncture, relaxation techniques 

Pharmacological:  acetaminophen, topical products; 

 if Neuropathy: 

o topicals (lidocaine,[ Lidoderm], capsaicin) 
o low dose gabapentin or pregabilin 

 Preferred drugs if patient has specific adverse events but requires opioid 

o Constipation: Fentanyl 

 

2. Drug Tapering 
 

• Acute pain use: decrease by 20% daily. 
 

• Chronic use: 10% every three to five days; clonidine may be useful adjunct. 

 

 
3. Withdrawal symptoms and risk factors 

 

• Runny nose, tearing, chills, myalgia, vomiting, diarrhea, cramps, anxiety, agitation, hostility, 

insomnia.  
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APPENDIX 5.73 SKELETAL MUSCLE RELAXANTS AND ANTISPASMODICS DE-ESCALATION 

 
 

Skeletal Muscle Relaxants and Antispasmodics 
 

Prescribing Caveats: 
 

 Should be avoided in older adults (Beers Criteria) 

 Use for over one month is risk factor for delirium. 

 

Baclofen: 
 

• Taper over one to two weeks. 
 

Withdrawal symptoms : 
 

Hallucinations, delusions, confusion, agitation, anxiety, insomnia, altered consciousness, hyperthermia, 

spasticity, tachycardia, seizures 

 

 
Carisoprodol (Soma): 

 

"Taper recommendations: 
 

• Long taper (for patients with renal or liver impairment, age >65 years, or total daily dose >1400 mg): 350 mg 

three times daily for three days, then twice daily for three days, then once daily for three days. 

• Short taper: 350 mg three times daily for one day, then twice daily for two days, then once daily 

for one day. 

 

 
Withdrawal symptoms : 

 

Body aches, sweating, palpitations, sadness, anxiety, restlessness, insomnia.  
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APPENDICES CHAPTER 6 - THE CONTROL INTERVENTION 
 

6.1 CDC STEADI STAY INDEPENDENT BROCHURE 
 
6.2 COMMUNICATION TEMPLATES FOR PCPS RE: CONTROL  
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APPENDIX 6.1 CDC STEADI STAY INDEPENDENT BROCHURE 
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APPENDIX 6.2 COMMUNICATION TEMPLATES FOR PCPS RE: CONTROL GROUP 

 
 

1. Statement to communicate with Control PCPs about STEADI webinar 
 

On behalf of the STRIDE study, we want to make you aware of a new webinar that the CDC has produced 

about fall prevention for health care providers. The webinar is available to view at 

http://www.cdc.gov/steadi/webinar.html 

2. Templated message to PCPs about patient’s enrollment in STRIDE control group 
 

Your patient has recently enrolled in the STRIDE fall-injury prevention trial. During the study screening, your 

patient reported that they have one or more risk factors for falls. Your practice is a control practice in this 

study. Your patient has been mailed an information booklet about fall prevention and they will be tracking their 

falls and injuries using a calendar. If you have any questions, please feel free to contact (site coordinator, site 

clinical director and/or site PI) at XXX-XXX-XXXX or by email at XX@XXX.XXX. 

We also wanted to make you aware of a new webinar that the CDC has produced about fall prevention.  

The webinar is available to view at http://www.cdc.gov/steadi/webinar.html  

http://www.cdc.gov/steadi/webinar.html
mailto:XX@XXX.XXX
http://www.cdc.gov/steadi/webinar.html
http://www.cdc.gov/steadi/webinar.html
http://www.cdc.gov/steadi/webinar.html


MOP Version 7.0    6.30.2020 
 
  

257 

APPENDICES CHAPTER 7 – STUDY OUTCOMES 
 
  7.1  GUIDELINES FOR ASKING OPEN-ENDED INTERVIEW QUESTIONS 
 
  7.2  FALLS CALENDAR 
 
  7.3  INSTRUCTIONS FOR CALENDAR 
 
  7.4  BASELINE INTERVIEW 
 
  7.5  SURROGATE QUESTIONNAIRE 
 
  7.6  THANK YOU NOTE 
 
  7.7  SCRIPT FOR TRAINING SUBJECTS IN USE OF FALL CALENDARS 
 
  7.8  4-MONTHLY FOLLOW-UP INTERVIEW 
 
  7.9  LIST OF QUALIFYING CLAIMS/ENCOUNTER CODES   
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APPENDIX 7.1 GUIDELINES FOR ASKING OPEN-ENDED INTERVIEW QUESTIONS 
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APPENDIX 7.2 FALLS CALENDAR 
 

 
 

 

JUNE 2015 

Please mark the calendar: “N” on each day you did not fall 

“F” on each day you had a fall 

SUN MON TUES WED THURS FRI SAT 

 

1 2 3 4 5 6 

7 8 9 10 11 12 13 

14 15 16 17 18 19 20 

21 22 23 24 25 26 27 
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28 29 30 
    

 

  
 

 

JUNE 2015 

For each question, please consider all of the falls you marked on the 

calendar this month. 

1. Were you injured in any fall this month? 
YES NO 

1a. What were your injuries? 

Mark all that apply 

STOP 

Broke or fractured a bone:  

Dislocated a joint:  

Injured my head:  

Cut with bleeding:  

Sprain or a strain:  

Bruising or swelling:  

Other injury:  

On the last day of the month, please 

complete the questions on the back. 
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Please describe your injury or injuries: 
 

1b. What was the date of the injury? 

 

 
_ _  / _ _  / _ _ _ _ 

If more than 1 injury, please provide additional 

dates 

 

_ _  / _ _  / _ _ _ _             _ _  / _ _  / _ _ _ _ 

 

 

1c. Did you see a doctor or other health care professional for the 

injury? 

 
YES 

 
NO 

1d. Where did you go for care? 

Mark all that apply and write the name and the location of the facility in the space 

provided 

STOP 

 Name Location  

Emergency room    

Stayed overnight in the 

hospital 

   

Doctor’s office or other facility    
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APPENDIX 7.3 INSTRUCTIONS FOR CALENDAR 
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APPENDIX 7.4 BASELINE INTERVIEW 
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          I felt tense                                                         
 



MOP Version 7.0    6.30.2020 
 
  

275 

Late Life FDI 
 

BE SURE TO CLICK SAVE AND CONTINUE BEFORE LOADING LLFDI SOFTWARE 
 

Load software for administration of LLFDI. 

NOTES: 
 

TIMEFRAME: NO SPECIFIC TIME FRAME. THE BACKGROUND TO THE INSTRUMENT SAYS THAT THEY WOULD 

LIKE 

PEOPLE TO THINK ABOUT "A TYPICAL DAY". 
 

"WHEN ANSWERING QUESTIONS ABOUT LIMITATIONS IN ACTIVITIES, YOU (HE/SHE) MIGHT FEEL LIMITED 

BECAUSE OF (HIS/HER) YOUR HEALTH OR BECAUSE IT TAKES A LOT OF PHYSICAL OR MENTAL ENERGY. YOU 

(HE/SHE) MAY ALSO FEEL LIMITED BY FACTORS OUTSIDE OF YOURSELF (HIS/HERSELF). YOUR ENVIRONMENT 

COULD RESTRICT YOU FROM DOING THINGS, FOR INSTANCE YOU 

MIGHT FEEL LIMITED DUE TO OF TRANSPORTATION ISSUES OR PHYSICAL ACCESSIBILITY. THINK OF ALL THESE 

FACTORS WHEN YOU ANSWER THE QUESTIONS." 

PERSON DOESN'T DO SOMETHING (WORK AS A VOLUNTEER, TAKE THE BUS): 
 

IF POSSIBLE, YOU SHOULD TRY TO PROBE FOR THEM TO THINK ABOUT HOW MUCH DIFFICULTY THEY WOULD 

HAVE IF 

THEY DID IT. 
 

PLEASE NOTE:  The Late Life Disability and Late Life Function Instrument questions will be asked using a 

computer adaptive program. Only 10 of the items listed for each of the measures will be asked. The 10 items each 

person are asked will depend on the individual person’s responses to each previous item. The full set of potential 

items are listed here. 

Late-Life FDI: Disability Component (10 items will be asked) 

To what extent do you feel (do you think he/she feels) limited in…? 

D1. Keeping in touch with others through letters, phone, or email. 

D2. Visiting friends and family in their homes. 

D3. Providing care or assistance to others. 

D4. Taking care of the inside of your home. 

D5. Working at a volunteer job outside your home. 

D6. Taking part in active recreation. 

D7. Taking care of household business and finances. 
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D8. Taking care of your own health. 

D9. Traveling out of town for at least an overnight stay. 

D10.Taking part in a regular fitness program. T 

D11. Inviting people into your home for a meal or entertainment. 
 

D12. Going out with others to public places such as restaurants or movies. 

D13. Taking care of your own personal care needs. 

D14. Taking part in organized social activities. 

D15. Taking care of local errands. 

D16. Preparing meals for yourself. 

Response options: 

• Not at All 
 

• A Little 
 

• Somewhat 
 

• A Lot 
 

• Completely 
 

Late-Life FDI: Function Component (10 items will be asked) 
 

How much difficulty do you have…? 
 

F1. Unscrewing the lid off a previously unopened jar without using any devices 

F2. Going up and down a flight of stairs inside, using a handrail 

F3. Putting on and taking off long pants (including managing fasteners) 

F4. Running 1/2 mile or more 

F5. Using common utensils for preparing meals (e.g., can opener, potato peeler, or sharp knife) 

F6. Holding a full glass of water in one hand 

F7. Walking a mile, taking rests as necessary 
 

F8. Going up & down a flight of stairs outside, without using a handrail 
 

F9. Running a short distance, such as to catch a bus 
 

F10. Reaching overhead while standing, as if to pull a light cord 
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F11. Sitting down in and standing up from a low, soft couch 

F12. Putting on and taking off a coat or jacket 

F13. Reaching behind your back as if to put a belt through a belt loop 

F14. Stepping up and down from a curb 

F15. Opening a heavy, outside door 
 

F16. Rip open a package of snack food (e.g. cellophane wrapping on crackers) using only your hands 

F17. Pouring from a large pitcher 
 

F18. Getting into and out of a car/taxi (sedan) 
 

F19. Hiking a couple of miles on uneven surfaces, including hills 

F20. Going up and down 3 flights of stairs inside, using a handrail 

F21. Picking up a kitchen chair and moving it, in order to clean 

F22. Using a step stool to reach into a high cabinet 

F23. Making a bed, including spreading and tucking in bed sheets 
 

F24. Carrying something in both arms while climbing a flight of stairs (e.g. laundry basket) 

F25. Bending over from a standing position to pick up a piece of clothing from the floor 

F26. Walking around one floor of your home, taking into consideration thresholds, doors, furniture, and a variety of 

floor coverings 

F27. Getting up from the floor (as if you were laying on the ground) 

F28. Washing dishes, pots, and utensils by hand while standing at sink 

F29. Walking several blocks 

F30. Taking a 1 mile, brisk walk without stopping to rest 

F31. Stepping on and off a bus 

F32. Walking on a slippery surface outdoors 

Response options: 

• None 
 

• A Little 
 

• Some 
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• Quite a Lot 
 

• Cannot do 
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APPENDIX 7.5 SURROGATE QUESTIONNAIRE 
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APPENDIX 7.6 THANK YOU NOTE 
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APPENDIX 7.7 SCRIPT FOR TRAINING SUBJECTS IN USE OF FALL CALENDARS 
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APPENDIX 7.8 4-MONTHLY FOLLOW-UP INTERVIEW 
 
 

STRIDE 4-Month FOLLOW-UP TELEPHONE QUESTIONNAIRE 
 
 

STUDY ID:                                  

 

INTERVIEWER ID:              

DATE OF INTERVIEW: 
M

    

M

       
D

    

D

       
Y

  2 

Y

  0 

Y

    

Y

     

 
 

TYPE OF INTERVIEW:      Participant 

     Surrogate 

  
 
 

INTERVIEW DISPOSITION:        Complete 

           Partial Interview: Participant refusal  

        end at question number      

           Partial Interview: Surrogate refusal 

        end at question number      

           Interview not completed: Participant refusal  

           Interview not completed: Surrogate refusal 

           Interview not completed: Requests dropout 

           Interview not completed: Too ill  

           Interview not completed: Died  

           Interview not completed:  Unable to contact 

           Interview not completed:  Other (specify) 

        ______________________________ 
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SURROGATE SCRIPTS IF NEEDED: 
 
1. Established SURROGATE 

 
Hello, may I please speak with ____________. 
 
Hello, my name is _____. I am with the STRIDE Study. You may recall that you assisted ________ [PATIENT’s 
NAME when s/he enrolled in the study about 4months ago.  At this time, we are calling to see how _________ 
[PATIENT’s NAME] has been. 
 
I have a few questions to ask you over the phone. Is this a good time for you? 
 
2. New surrogate (complete a surrogate information sheet) 

 
Hello, may I please speak with ____________. 
 
Hello, my name is _____. I am with the STRIDE Study, working with ____ [PRACTICE NAME] .   Mr/s. 
____    is a participant in the study and s/he had given us your name as a person to call if we were not able to 
reach him/her (or if s/he were not able to answer for him/herself). 
 
At this time, we are calling to see how _________ [PATIENT’s NAME] has been. 
 
I have a few questions to ask you over the phone. Is this a good time for you? 
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Hello, my name is [INTERVIEWER NAME] from the STRIDE Study.  How are you today?   
 

I am calling to ask you some questions about your(his/her) activities during the past 4 months (since enrollment 
date or last contact). 

 
I would like you to refer to your (his/her) responses on the fall calendars from the past four months.  Can you 

please try to locate these calendars? 

 

Do you have fall calendars to review?     Yes 

 
     No 

 
  
If YES, have you (he/she) been recording information about falls (daily yes/no 
and end of the month questions)? 

    Yes 

 
     No 

 
 
IF PARTICIPANT DOES NOT HAVE CALENDARS OR HAS NOT BEEN 
USING THEM, ASK WHY AND RECORD THEIR RESPONSES 
VERBATIM: 
 
 
 
 
 
 
 
 
 
 

 

 
IF PARTICIPANT HAS THE CALENDARS AND HAS BEEN USING THEM, 
ASK HOW THEY HAVE BEEN USING THEM AND RECORD THEIR 
RESPONSES VERBATIM: 
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 Have you (he/she) fallen in the past 4 months (or since last contact)? 
 Yes  No 

 1a. How many times have you (he/she) fallen? GO TO 
PAGE 10 

 
     

 

 1 2 3 4 5 or more  

 1b. Were you (he/she) injured in any fall in the past 4 months (or since last 
contact)?  Yes  No 

 1c. IF YES, How many falls did you (he/she) have that led to an injury: 

  

GO TO 
PAGE 10 

 
 
[IF ONLY ONE FALL INJURY EPISODE:] 
 
I am going to ask you some questions about your (his/her) fall injury.  [GO TO PAGE 5, QUESTION 1.] 
 
[IF MORE THAN ONE FALL INJURY EPISODE:] 
 
I am going to ask you a series of questions about each fall injury that you (he/she) reported. First, I would like to 
ask you some questions about your (his/her) most recent injury.  [GO TO PAGE 5, QUESTION 1.] 
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QUESTIONS 1 THROUGH 10 WILL BE REPEATED FOR EACH REPORTED INJURY 

 
FALL INJURY #: ____ 

 
1. What was the date of this fall injury?   
 

M

    

M

       
D

    

D

       
Y

  2 

Y

  0 

Y

    

Y

     

Could you please describe to me what happened when you (he/she) fell on  
[DATE OF INJURY]  [RECORD R’S RESPONSE VERBATIM.]  
 
 

 
 
 

 
 
 

 
 
 

Next, I’d like to ask you a few more specific questions about your (his/her) fall and injury.  You may 
already have told me some of this, but I need to make sure that I have everything.  

 
2. Did you (he/she) land on the floor, ground or other lower level when you 
(he/she) fell? 

    Yes 

Participant landed on 
the ground, floor or 
other lower level 

     No 

Participant did not 
land on the ground, 
floor or other lower 
level 

     Refused 

 
     DK 

 

3. Did you (he/she) faint, pass out, blackout or lose consciousness?     Yes 

 
     No 

 
     Refused 

 
     DK 
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4. Were you (he/she) knocked down by someone or something?     Yes 

 
     No 

 
     Refused 

 
     DK 

 

5. When you (he/she) fell, did you break or fracture a bone?       Yes 

 
[IF NOT SURE, PROBE: “WERE YOU TOLD BY A DOCTOR, OR 
OTHER HEALTH PROFESSIONAL, THAT YOU FRACTURED A 
BONE?] 

    No 

[GO TO Q6 OTHER 
INJURY] 

     Refused 

[GO TO Q6 OTHER 
INJURY] 

     DK 

[GO TO Q6 OTHER 
INJURY] 

5a. [IF YES] What bone(s) did you (he/she) break or fracture?   

[DO NOT READ LIST, BUT CHECK ALL THAT PARTICIPANT 
MENTIONS THAT DOCTOR SAID FRACTURED] 

 

    Head/skull 

 

    Shoulder/Upper arm 

 

    Hip 

 

 

    Face 

 

    Shoulder blade  

 

    Upper leg/femur 

 

    Neck  

 

    Elbow 

 

    Knee 

 

    Collar bone 

 

    Lower arm 

 

    Lower leg 

 

    Ribs 

 

    Wrist 

 

    Foot/toes 

    Tailbone  

 

    Hand/fingers 

 

    Ankle 

    Back/Spine Vertebrae 

(non-neck and non-tailbone)   
 

    Pelvis 

 

 

    Other (specify): 
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6. Now I am going to read a list of some injuries you (he/she) may have had from 
your (his/her) fall.  Can you tell me, yes or no, if you (he/she) had a….? 

 

[READ ALL RESPONSES AND CHECK ANY THAT R RESPONDS YES]  
Dislocated joint? 

 
    Yes     No     Refused     DK 

 
Injury to your head? 

 
    Yes     No     Refused     DK 

 
Cut with bleeding? 

 
    Yes     No     Refused     DK 

 
 If yes, were stitches, staples or some type of 

glue used to close the cut? 
     Yes  

     No 

     Refused 

     DK 

     NA 

Sprain or a strain?  
Includes a pulled or torn 

muscle, tendon or ligament 
 

    Yes     No     Refused     DK 

 

Bruising or swelling? 
 

    Yes     No     Refused     DK 

 
Other injury [SPECIFY 

BELOW]? 
 

    Yes     No     Refused     DK 

 

 
6a. Can you describe the injury (circumstances of fall/injury and location of injury)?  
[RECORD VERBATIM] 
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7. Did you (he/she) see a doctor or other health care professional for the injury?       Yes 

 
     No 

[GO TO Q9) 
     Refused 

[GO TO Q9) 
     DK 

[GO TO Q9) 

7a. [IF YES, PROBE:] Did you (he/she) go to the emergency room, doctor’s 
office or other facility?  [IF YES, ASK: What was the name and location of the 
(emergency room / doctor’s office / other facility) you (he/she) went to? What was 
the date you (he/she) went there?] 

 

    Yes, Emergency Room 

 

M

    

M

       
D

    

D

       
Y

  2 

Y

  0 

Y

    

Y

     
Name and location of facility: 

    Yes, Doctor’s Office 

 

M

    

M

       
D

    

D

       
Y

  2 

Y

  0 

Y

    

Y

     
Name and location of doctor: 

    Yes, Other facility 

 

M

    

M

       
D

    

D

       
Y

  2 

Y

  0 

Y

    

Y

     
Name and location of facility: 

    Refused 

 

  

    DK 

 

  

8. Were you (he/she)  admitted for an overnight stay, or longer, in the hospital 
following your injury?  [IF YES, ASK: What was the name and location of the 
hospital where you (he/she)  stayed overnight? What was the date you (he/she) 
were admitted to the hospital?] 

    Yes 

 

[IF YES]: 
 

M

    

M

       
D

    

D

       
Y

  2 

Y

  0 

Y

    

Y

     
    No 

 
   

Name and location of facility: 
    Refused 

 
     DK 
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9. Did the injury from your (his/her) fall cause you (him/her) to stay in bed for a 
least half a day or to cut down on your (his/her) usual activities? 

    Yes 

 
     No 

 
     Refused 

 
     DK 

 
10. Did the injury from your (his/her) fall lead to pain that lasted for more than a 
day?  

    Yes 

 
     No 

 
     Refused 

 
     DK 

 
 
 
 
 
 
 
 
 
 
 
 
  

[IF MULTIPLE FALL INJURY EPISODES REPORTED,  
REPEAT QUESTIONS 1 THROUGH 10 FOR EACH EPISODE] 

 
We are now finished with the questions for this most recent fall injury…   
You indicated that you (he/she) had more than one fall that led to an injury …. 

[IF ONLY 1 FALL INJURY REPORTED OR LAST FALL INJURY] 
 

We are now finished with the questions related to your (his/her) fall 
injury(ies).   
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 Health Care Utilization and Administrative Questions   

  
Before we end, I have a few additional questions that I would like to ask you. 

  

1. 
  
IF PARTICIPANT WAS HOSPITALIZED FOR A FALL INJURY, ASK: 
 
Other than for a fall injury, were you (he/she) admitted for an overnight 
stay, or longer, in the hospital any other reason in the past 4 months (since 
enrollment date or last contact)? 
 
IF PARTICIPANT WAS NOT HOSPITALIZED FOR A FALL INJURY, ASK: 
 
Were you (he/she) admitted for an overnight stay, or longer, in the hospital 
for any reason in the past 4 months (since enrollment date or last contact)? 
 

 Yes  No 

 If Yes, number of times:   

 

GO TO 
PAGE 12 

 Hospitalization #1:  

 If Yes, where were you (he/she)  hospitalized:  

Name of hospital: _______________________________________ 

Location of hospital: _____________________________________ 

 

 If Yes, what dates were you (he/she):  

Admitted:      ___ ___ / ___ ___ / ___ ___ ___ ___ 

Discharged:  ___ ___ / ___ ___ / ___ ___ ___ ___  

 

 If Yes, what was the major reason you (he/she)  were hospitalized?  
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 Hospitalization #2 (IF APPLICABLE):   

 If Yes, where were you (he/she)  hospitalized:  

Name of hospital: _______________________________________ 

Location of hospital: _____________________________________ 

 

 If Yes, what dates were you (he/she):  

Admitted:      ___ ___ / ___ ___ / ___ ___ ___ ___ 

Discharged:  ___ ___ / ___ ___ / ___ ___ ___ ___  

 

 If Yes, what was the major reason you (he/she) were hospitalized?  
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2. Have you (he/she) stayed overnight in a nursing home, convalescent home or 
rehab facility in the past 4 months (since enrollment date or last contact)?  Yes  No 

   

 If Yes, number of times:   

 

GO TO 
PAGE 13 

Facility #1: 

If Yes, specify facility name, location, and dates:  

Name of facility: _______________________________________ 

Location of facility:  _____________________________________ 

If Yes, what dates were you (he/she) in the facility:  

Admitted:      ___ ___ / ___ ___ / ___ ___ ___ ___ 

Discharged:  ___ ___ / ___ ___ / ___ ___ ___ ___  

If Yes, what was the major reason for being in the facility?  

___________________________________________________ 

Facility #2: 

If Yes, specify facility name, location, and dates:  

Name of facility: _______________________________________ 

Location of facility: _____________________________________ 

If Yes, what dates were you (he/she)  in the facility:  

Admitted:      ___ ___ / ___ ___ / ___ ___ ___ ___ 

Discharged:  ___ ___ / ___ ___ / ___ ___ ___ ___  

If Yes, what was the major reason for being in the facility?  



MOP Version 7.0    6.30.2020 
 
  

304 

 

 

3.  I would like to confirm that we have your correct contact information. Is this 
correct? 

[Display both patient and surrogate current address and phone 
number] 

 Yes  No 

 If No, specify the changes:  

 

 

 

 

 

 

4. In the next 4 months, do you or [PATIENT NAME] plan to change your (his/her) 
address and/or phone number?   Yes  No 

 If Yes, specify the changes:  
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 Who provided the answers for this questionnaire? (please select the best option) 

 

  

 
 

Participant  

 
 

Surrogate (provided consent for STRIDE participation)  

 
 

Other (complete next page before ending interview):  

   

 

 

    

 

 
That was our last question. Thank you for answering these important 
questions for the STRIDE study.   

 
Do you have any questions before we hang-up?   
Great, be well, and thank you for participating in this important study. 

 

 

 INTERVIEWER ONLY: 

Do you feel you were unblinded? 

 

Yes         No     
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OTHER SURROGATE INFORMATION  

1. What is your name (prefix, first name, last name)? 
         ________________________________________________________ 
 

  

2. What is your the address (address, city, state, zipcode)? 
            ________________________________________________________ 
 

  

3. What is your primary telephone number? 
 
           (__ __ __) __ __ __ - __ __ __ __  

  

 

4. What is your cell phone number? 
 
           (__ __ __) __ __ __ - __ __ __ __  

  

5. What is your relationship to the participant?   

 Spouse  
 Son or Daughter  
 Niece or Nephew  
 Grandchild  
 Brother or Sister  
 Friend/Neighbor  
 Brother or Sister  

________________________ Other relative (please specify):   
   

6. How long have you known the participant? Months ___  

   

7. How many days per week (0-7) do you see and/or talk with 

[PATIENT’S NAME]? 

  

   

            Face-to-Face contacts: ____             Telephone contacts: ____   

   

8. Gender Male  

 Female  
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9 . Race of Surrogate 

 

 
  

Do you consider yourself to be: White 
 

 
Black/ African American 

 

 American Indian/Alaskan Native 
 

 Asian 
 

 Native Hawaiian/ Other Pacific Islander 
 

 More than 1 race 
 

 ________________________Other 
 

 Refused 
 

 DK 
 

   

10. Ethnicity of Surrogate   

Do you consider yourself to be: Hispanic/Latino 
 

 
Non-Hispanic/Latino 

 

 Refused 
 

 DK 
 

  
 

 

IF HEALTH CARE PROVIDER – END HERE 

  

   

9. How old are you? Years  __ 

   

10. What was the last grade you completed in school? Grade __ 

            No formal education  = 00                                     High School = 09-12 

            Elementary school     = 01-08                                College        = 13-17 
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APPENDIX 7.9 LIST OF QUALIFYING CLAIMS/ENCOUNTER CODES 
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APPENDICES CHAPTER 8 – SAFETY MONITORING AND PROCEDURES FOR ADVERSE EVENTS AND 
SERIOUS ADVERSE EVENTS  
 

8.1 UNANTICIPATED PROBLEM EVENT REPORT  
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APPENDIX 8.1 UNANTICIPATED PROBLEM EVENT REPORT 
 

I. PROTOCOL INFORMATION: 

IRB Protocol Number:  
 
Protocol Name:   
  

 
II. SITE PRINCIPAL INVESTIGATOR INFORMATION: 

Name (first, middle, last, degree(s):         
 

Dept/service:           Division/unit:  

Address:  

Phone:  Beeper: 

Fax:   Email:  

 
III. RESEARCH SUBJECT IDENTIFICATION: 

Subject’s Initials:  DOB:   

Study ID:   Gender:   

 
IV. UNANTICIPATED PROBLEM INFORMATION: 

Date of event:   Time of event:   

Location of event:   

Description of event: 
 

 
 
 
 
V. REPORT PREPARATION INFORMATION: 

Person Preparing Report (if different from Principal Investigator):  . 
Title:  
Phone:   
Email:  

Signature of Principal Investigator: 
 

Date of this report: (mm/dd/yyyy)   
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APPENDICES CHAPTER 9 - DATA MANAGEMENT 

 
9.1 STRIDE DCC FIELD OPERATIONS SUPPORT 

 

9.2 OVERVIEW DCC STRIDE WORK FLOW 
 

9.3 OVERVIEW REDCAP SUPPORT STRIDE WORKFLOW 
 

9.4 FALL EVENTS PLUG-IN 
 

9.5 THE STRIDE SC WEBSITE 
 

9.6 SERIOUS ADVERSE EVENT MONITORING 
 

9.7 THE STRIDE FCM WORKFLOW SUPPORT APPLICATION 
 

9.8 IT INFRASTRUCTURE 
 

9.9 DOWNLOADING FCM USER DOCUMENTS 
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APPENDIX 9.1 STRIDE DCC FIELD OPERATIONS SUPPORT 
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APPENDIX 9.2 OVERVIEW DCC STRIDE WORK FLOW 
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APPENDIX 9.3 OVERVIEW REDCAP SUPPORT STRIDE WORKFLOW 
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APPENDIX 9.4 FALL EVENTS PLUG-IN 
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APPENDIX 9.5 THE STRIDE SC WEBSITE 

 

 
https://stride.med.yale.edu/STRIDE/ 

 
 
 

 
 
 
 
 

 
 
 
 
 

 
  

https://stride.med.yale.edu/STRIDE/
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APPENDIX 9.6 STRIDE SERIOUS ADVERSE EVENTS 

 
 

LOGIN TO YALE REDCAP USING YALE NETID: HTTPS://POA-REDCAP.MED.YALE.EDU 
 

SELECT STRIDE SAE PROJECT. 
 

SELECT ADD/EDIT RECORDS UNDER DATA COLLECTION TAB 

SELECT ADD NEW RECORD 

 
 

Completing SAE Form: 
 

• Select Site and enter participant information (ID, participant initials, age, and gender). For screenid field a 

list of enrolled participants at the site are displayed. 

• Enter Adverse Event Information 

o Date of event, time of event (if available), location of event (e.g., home), type of SAE 

(hospitalization or death) 

▪ For hospitalization enter date of admission and discharge, description of SAE. 

▪ For deaths enter date of death and description of SAE, confirmation of death 

information (staff member confirming report, source of death information such as family 

member, date death information was confirmed by site staff) 

• Enter Report preparation information 

o Site staff preparing the report (enter NetID) 

o Date of report 

• Enter Form Status 

o Enter complete (all information complete and verified) or incomplete (pending/in-process) 

https://poa-redcap.med.yale.edu/
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APPENDIX 9.7 THE STRIDE FCM WORKFLOW SUPPORT APPLICATION 
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APPENDIX 9.8 IT INFRASTRUCTURE 
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APPENDIX 9.9 DOWNLOADING FCM USER DOCUMENTS 

DCC has prepared two software guides for FCMs. They are both available for download on the Portal Website. The 

documents are: 

• fcm_assessments_manager.pdf – A User Guide for the Assessments Manager 

• fcm_software_tutorial.pdf – A training document that covers the basic steps of creating an Initial Visit, 

managing tasks and performing data entry. 

To download these files, navigate to the portal website ( https://strideportal.med.yale.internal ), log in using your 

Yale netid and password, and open the FCM tab. You will find the documents in the “document tree” as shown 

below on the right, in H. FCM Tools Software Documentation. 

  

https://strideportal.med.yale.internal/
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APPENDICES CHAPTER 10 - PROCEDURES FOR HANDLING EARLY WITHDRAWAL, EARLY 
TERMINATION, OR PROTOCOL DEVIATIONS 

 
10.1 RESEARCH FOLLOW-UP STATUS CHANGE FORM 
 
10.2 INTERVENTION PARTICIPATION STATUS CHANGE FORM 
  
10.3 PRACTICE OR HEALTH SYSTEM PARTICIPATION STATUS CHANGE FORM   
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APPENDIX 10.1 RESEARCH FOLLOW UP STATUS CHANGE FORM 
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APPENDIX 10.2 INTERVENTION PARTICIPATION STATUS CHANGE FORM 
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MOP Version 7.0    6.30.2020 
 
  

341 

APPENDIX 10.3 PRACTICE OR HEALTH SYSTEM PARTICIPATION STATUS CHANGE FORM 
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 APPENDICES CLINICAL TRIAL SITE CLOSE-OUT DOCUMENTS 
 
PART A – INTERVENTION CLOSE-OUT 
 
PART B – FINAL SITE CLOSE-OUT 
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PART A – INTERVENTION CLOSE-OUT 

 
STRIDE Clinical Trial Site (CTS) Close-out Checklist 

 

PART A – INTERVENTION CLOSE OUT – Please return to Central Project Management (CPM) by July 1, 
2019 

Clinical Trial Site: ____________________________________________ 

Site Principal Investigator:  _______________________________________ 

Please list below all study documents or electronic files relating to the STRIDE intervention that have been 
retained that have participant names or ID numbers. Examples could include pre-visit questionnaires (PVQs), care 
plans, notes in the electronic medical records (EMR) etc. If documents are no longer retained because data were 
entered into the FCM software, this can be noted under “Where it is stored.” 

Name of Document or 
Electronic File 

Where it is Stored Name of person who 
can access file 

Email address for 
person with 

access 

PVQ    

Care plans    

Other:    

    

    

    

 
Study records are considered medical records and should be stored under the applicable guidelines of federal, 
state and local regulations. CTSs should consult their institutional records retention policy. Taking into account 
NIA, HIPAA, cIRB, and site-specific records retention requirements applicable for a given study, the policy with the 
longest period of required record retention should be followed. The minimum storage period for study records is 7 
years from the time of study closure. 
 
Equipment and Consumables: 

Any hardware and consumables related to the study intervention are considered property of the clinical trial site. 

Name of staff member completing form: 
 
Name: __________________ Email Address: _________ Telephone Number:_________ 
 
Principal Investigator Signature: ________________________ Date: ____________ 

 
Email a PDF of this completed and signed form to CPM at lagoehring@bwh.harvard.edu 

 
 

For CPM Use Only: 
 

 All required items submitted to CPM 
 
_________________________________          _____________________ 
CPM Personnel Signature    Date 
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PART B – FINAL SITE CLOSE-OUT 

 
STRIDE Clinical Trial Site (CTS) - Final Close-out Checklist 

 
PART B – FINAL SITE CLOSE OUT. Please complete and send to Central Project Management (CPM) by 
Jan 15 2020. 

Clinical Trial Site: _____________________________________________________________ 

Site Principal Investigator: ______________________________________________________ 

 
In order to execute phase-out of STRIDE involvement, please consider/complete all actions below. Please 
put an “X” beside completed tasks. 
 
Participant Records 
__ Review and ensure all essential/regulatory documents are current, complete, accurate, and     filed 

appropriately in a regulatory binder. 
__ Review and ensure all research records are complete, accurate, and filed appropriately. 
__ Ensure notes-to-file exist for any violations/exceptions that require additional explanation. 
 
 
Document Collation and Storage 
Email PDF of items marked * below to CPM:  
__ Final delegation log/signature pages*  
 
__ Create and file written inventory of all items to be stored. The inventory should include: 
 __ STRIDE Registry binder 

__ All study documents bearing participant names 
__ All study documents bearing participant ID numbers 

 
Indicate long-term storage information, location and contact information 
 
Study records are considered medical records and should be stored under the applicable guidelines of federal, 
state and local regulations. CTSs should consult their institutional records retention policy. Taking into account 
NIA, HIPAA and cIRB guidelines, study records must be retained for a minimum of 7 years from the time the 
project ends. If the retention requirements of the clinical trial site or local IRB are greater than 7 years, the policy 
with the longest period of required record retention should be followed. Project end is defined as after final 
reporting to the sponsor OR final publication of research results, whichever is later. 
 
Should local storage limitations require original paper-format source documents to be converted to electronic 
format (i.e. compact disc or PDF) before the relevant federal regulatory retention periods above have expired, the 
CTS must first send its Standard Operating Procedure (SOP) for creating certified electronic copies to the Data 
Coordinating Center (DCC) Principal Investigator for review and approval. 
 
 Check to confirm that Intervention Close-out Document (Part A) which includes information about the storage 

of all intervention materials with patient information was sent to CPM. 
 
Please complete this section only if your site is storing any non-intervention documents or files with patient 
information that were not previously listed in the Intervention Close-out Document: 
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Describe the type of record: ____________________________________________________ 
 
Record storage location: _______________________________________________________ 
 
Contact information re: record storage: 
___________________________________________________________________________ 

___________________________________________________________________________ 

 
 

Equipment and Consumables 

Any hardware and consumables are considered to be property of the clinical trial site. 

 

Data Management and Query Resolution 

Please identify at least one individual who will maintain access to the site data for query resolution (include name, 
phone number and email address). 

 

Name: _____________________________________________________________________ 

Role: ______________________________________________________________________  

Phone Number: ______________________________________________________________ 

Email Address: ______________________________________________________________  

 

Other Comments: ____________________________________________________________  

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

 

Signature indicating this form has been considered and/or completed as directed, and 

documentation with asterisk (*) above have been emailed to Central Project Management. 

       

___________________________  _________________________    
Principal Investigator Signature   Date 
 
 
___________________________     _________________________   
Email Address         Telephone Number 
 

 
Email a PDF of this completed and signed form to CPM at lagoehring@bwh.harvard.edu 

 
 
 

For CPM Use Only: 
 

 All required items submitted to CPM 
 
_________________________________          _____________________ 
CPM Personnel Signature    Date 


	DisclaimerBox0: Persons using assistive technology may not be able to fully access information in this file. For assistance, e-mail agingresearchbiobank@imsweb.com.  Include the Web site and filename in your message.


