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Abstract.tThe maj or health concer n frecentlcepremntedbyy tegurredtfat | | er s 6
events.Normal aging processinevitably included sensory, musculoskédd, neurological, and metabolic

changesthat sufficient to bringohysical, cognitive and affectiv®nsequencesustainto the risk of fallsLong

term effects of faliselated factors predisposed to economic burden, complex injuries, lengthy hosipitaliza

and rehabilitation, immobility complications, psychological effects as fear of falling experience, and lacked
support and soci al contacts which significantly i mp
Although the medical and biologicaisk factors are important, lessearched behavioral and psychological

factorsmu s tba@ignbred due to the dual relation they played witierrisk factors In addition, the perceived

ability to manage and control over falling in highly risk eldeatyd its relation to other factoreemains unclear.

It worth mentioned thaprevious researches confirmed that falls sefforted can be decreased by between

30%to 40% by performing a mulfiactorial fall risk screening especially thobehavioraland psycblogical
contributing factors, whi ch -snoderatingl situatons eahddneastey 6 abil
controlling over unexpected fdibading events.So, this study conducted to describe behavioral and
psychological factorgoncerning therisk of recurrent falls among community dwelling older adults and the
correlates to eldersdé percept i onTheostudytfohowwedra desdriptivei t y t o
correlational research design armtocesded in the outpatient clinics followethree main districts of medical

healthfor older adultsin Alexandria, Egypt selected generally using multistage sam@tymale and female

elderly community residentgged 60 years and older, at a mediuim hightrisk of falling on the elderly falls

saeening test wre enrolled in the studyNine tools used to collect data namely} Mini- Mental State

Examination Scale, (llElderly Falls Screening Tedlll) General Characteristics and Clinical Data Structured

Interview Schedulg(lV) The Falls Behaioral Scale,(V) Modified Version of the Survey of Activities and Fear

of Falling in the Elderly (VI) Consequences of Falling Scal@/Il) Center for Epidemiological Studies

Depression ScalgVIll) Perceived Control Over Falling Scale, and (IX) Perceivkbility to Manage Falls

Scale.The main findings ahe study implied thathe most contributing fallprotected behavioral and habitual

patterns score was observed among those behaviors concerning displacing activitie$2@QJ)1 While,

being obserant for particular hazards (39.3@9.50 wasthe most riskelated behavioral factordDepressive
symptomatologymean %score= 62.43%) stated as the mostfluencepsychological risk factors of recurrent

falls. Unfortunately, perceived lacking ability teither manage or control faleading situations was the

configuring picture among a significant percefithe research provided a valuable conclusion through the

proved inverse relationship fountbetweenbehavioral protecting and psychological predisposfiagtors of

recurrent falls among thelderly dwelled in communitgnd their perceived ability to both control and manage

falls incidents.So, we recommended thb¢havioural and psychological fatelated factorsshould be an

integral part in the compremmsive assessment of &lderly community dwellers igeneral and those with

advanced age, frail, chronic comorbiditia8literate, mobility problems, sensory deprived, on polypharmacy,

and recurrent fall sufferers. Great attention should be paid to ticeeaised incidence of depression among

elders with a history of falls, and their behavioral and environmental modifications to essentially provided
adequate interventions and implement educational programs for the purpose of elevated their level of
percepion regarding fall management.
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.  Introduction

On annual basis, appximately 37.3 million of falleventsamongelderly dwelled inthe community
occur worldwidewhich are nonfatal but severe enouglguiring medical inteventiors . Frequency of falls
documented tde ratedhigh in Egypt(60.3% @, in comparison wittChina (18%)®, Sweden (19.1% and
Nigeria (23%)®. The disparitiesbetween the studies migresultfrom thereality that falls are associated thi
multiple factors including biological, behavioral awitcumferentialfactors as environment®. About one
quarter of theelderly dwelled inthe communites and more than half ofhose confined to assisted living
facilities fall at least once every yeand nearly half those fallers experienced recurrent 14159,

Falls are hidden problestamong a large proportion efderly settled in communitwhich triggers a
serious of other problems and responsible for considerable immobility, morbiditgunsequent mortalitif
not adequately managetihe frequency of falaccidentincreasesteadilyas ageand frailty level heightened
Falls threateed the maintenance ahdependencehe lastis the fundamental goals for elderly care. Elders who
frequently fall, are susceptible to prolonged hospital stay due terfkted unintentional injuriesuch as soft
tissue bruising or superficial wounds, traumatic brain injuries, sustain fractures and pressuradsitiesal
treatmerzg) expenses; decreasedltih linked quality of life and involuntary relocation to the assisted living
facilities.

Identifying the highrisk group of older adultprone to fall,to improve or maintairprosperity is a
crucial step in late life. Older adults are especiallynprto fall as many physiological processes show a decline
in functional capacity as age increaségie-induced sensory deficits (visual and hearing impairment) are
especially likely to producenbalance ana disequilibrium syndrome. Central and peripheealous systerm
conjunction withmusculoskeletal changes can predispose older persons to fall due to slower reaction time and
gait speed:; antbrfeit of muscle mass arstrengtH©.

The fact that falls occur ithe oldaged individualss aresult ofcomplex interacted risk factors, must
be clear to thoselosely or not directly care of this segment of the population. The mezazardoudactors
assortednto four dimensions: biological, behavioural/ psychological, environmental and socioeconomie. factor
Unfortunately,mostliteratures and health capersonnepay greatlertness and conceta the physiological or
environmental fallspecificrisk assessment as a focused faktevaluation or systematic risk factor screening
among risky older adultsather than the other muftictorial behavioural and psychological causes which could
prone elders to fatal falls as so biological do. All of these determinants can interplay with each other to
determine how low or high is the risk of falling, or its&aining serious resulfs?

The psychological effects associated with falling often result in a fear of falling which itself is a
hazardouselatedfactor for future falls. Feamg from fall occurs inthe olderagedpeople whofell as well as
thosewhad i dn o6t e x hefareans feads to & \aclous sycle in which tlderwho has fallen begins to
avoid previously performed activities. The restriction of mobility following a fall has been called the post fall
syndrome which characterized by pdanctional prognosis, dependence, acute confusion, loss of autonomy,
depression, immobilization and an abnormal hesitant gait developed to compensate for fear of falling and then
leads to losses in the strength and flexibility of joint mobility and funtestriction in daily activities resulting
in recurrent falling. In addition to a fear of physical harm, functional incapacity and loss of independence, there
are other fedul consequences of falls that can motivate activity avoidance (e.qg., fear dfesob@rassment,
fear of pain and suffering, fear that a fall is an indicator of terminal physical deéfine).

Behaviour al ri sk factors of falls include those
Those behaviours include sedentargdi/le, climbing ladders, standing on unsteady chairs or bending while
performing activities of daily living, rushing with little attention to the environment or not using mobility
devices prescribed such as a cane or walker, wearing poor fitting shdidagviearefoot or in socks without
shoes or in slippers without a sole, high heels, thin and hard soles, or slippers of unsuitable size and that do not
stick closely to the feet, all are riskaking behaviour§?

The impact of fall on the perceived htyi of the elderlyto control the fall episodes or to manadapes
profound. Falls affect negatively el dersd perception
and control di fferent f acet sonsaffecttorthe targe extént tlee.perdefitioni s t r
of falls and managing it. Most societies perceive falls in old age awwitable part of growing old, accidents
that are largely unavoidabler maintainsafety for older adults is not a matter of priorithese perceptions can
force older adults to adopt sedentary lifestyle, isokaté, relinquistsocial participation with a resulting of falls
ri sk and i mpaired perception of ab.i dttiudeyon How they copa r o | or
with fall influencesthe methods of fallavoidance behaviour8?

A number of interventions prove its effectiveness in protect elders from hidden fall hazards in daily
activities.. They are altentredin expression of valuing older adults by allocatiohadequate community
resources helping them to age in dignity and establish medsuneighten the quality of their lives whielne
the ke for successful and productive aging. For instances, avoid smoking, planning balance and strength
training, envionmental modifications, well balanced nutrition, maintaining recommended weight, optimum
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level of physical activity, social engagement, and careful alerthess to medication prescription especially
polypharmacy, interactions and side effét¥s.

Crucial to the success of such polices is changing the attitudes and beliefs of the older adults
themselves which is a key ingredient to avoid falls. This could be achieved by promotitngakif behaviours
within their ability and perceive their benefits. Mamagibehavioural and psychological risk factors are
crucially important aswell as theother related biological and environmental risk factdrs order to
counterbalance the disturbed factors that can precipitate the onset of falls. Protective facttascah fae
achieved through behavioural changebealthierifestyle.

Changing the idea of acceptance of fall as normal as one ages is more important than the interventions
taken to prevent it. Reduct i onaptadtionto hveidattiaity destrictisnh o ul d n 6 |
environmental safety or use wiobility aids Emphasis should extend much broac
choices,and health seeking behaviours, fear of falling and perceived capabilities in fall management b
exploring of the most contributing behavioural and psychological facttine. gerontological nursgday a key
role in assisting and supportintpe elderly persons to achieve and maintain optimum health and safety by
identification of the high risk grqufor falls in older populatioft” So, this study aimed tdescribe behavioral
and psychological factors lead to risk of recurrent fallsong community dwelling older adulend the
correlates tgerceived ability to control and manage falls

1.1 Resarch Questions

1. What are thebehavioural and psychological factors concerning recurrent falls risk among community
dwelling older adults?

2. What isthe relation betweetehavioural and psychologic&ctors concerning recurrent falls ris&nd
community - dweling elder® perceived ability of fall management (perceived ability to control and
intervene fall)?

Il. Materials And Method
2.1 Design The study folloved a desdptive correlational researatesign

2.2 Setting: The study conducted at the outpatienhick followed three main districts of medical health in
Alexandria for older adultdJniversity HospitalsOutpatientClinics, Clinics affiliated toHealthInsurance, and
Health Affairs Directorate Clinics of Health Ministry. The outpatient clinics of eachpartment selected
generally using multistage sampling in which simple randomization of all clinics following the three districts
was done to select only two districts of each. Within the districts chosen with multiple outpatient clinics that
s e r v e healthcheedss ably two outpatient clinigsrechosen according to two criterien:

1. the highest number of elder attendanoe

2. which are mostly pertaining to the study purpose.

Table (1) Name of affiliated places within the districts of outpatient clinis for elders in Alexandria

Districts of Outpatient clinics for

eldersin Alexandria Name of affiliated places
1> General Organization o] 1. The outpatient clinics of Alexandridealth InsuranceClinic (GamalAbd EF
Health Insurance Nasser Hospital) namelyedical clinicand surgical clinic
2. El MontazaHealth Insurance khic
2> University Hospitals 1. The outpatient clinics of the Main University Hospital namely; gerig

clinic andphysiotherapy clinic

2. The outpatient clinics of El Hadara University Hospitaimely: orthopedig
clinic and neuropsychiatric clinic.

3> Health Affairs Directorate|1l. The outpatient clinics of Shark El Madina Hospital namely: renal clinic,
Clinics of Health Ministry. medical clinic

2. The outpatient clinics of Farouk Hospital (ophthalogy)

2.3 Subjects:
The study subjectshosen followed a convenience sampling tygagended to the previously selected

settings and fulfilling the followingnclusion criteria, selected and participated in the study

1. Male and femalelderly personaged 60 years and older.

2. Communitydwelling subjects who had history of at least one incidee of fall during the previous 12
months.

3. Atamediumr i sk ( Evi denc e -rieki(EviBence bf RiSk ir3>)3 factars; éspegidiliy V) of
falling on the elderly falls screening test (EFST).

4. Scoring 24i 30 on the MiniMental State Examination Scale indicating absence of cognitive rimeai in
order to follow instructions anefffectively respond

5. Agree to participate in the study.
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Their number amounted to 235 community dwelling older adults basddeoprogramEpi info 7
which was used to estimate the sample size based otatistigl parameters using 5possible allowable error
andthe confidence cefficient 94%.

2.4Tools of data collection
Pre- inclusion assessment usingpols| and Il

Tool (1): Mini - Mental State Examination (MMSE) Scale!*®*?

Developed by Flostein (1975% to assess the elderly cognitive function. It consists of 10 items that
investigate the memory, orientation to time and place, attention, calculation, naming, repetition, registration,
language, praxis and copying of a design. It was translatediatic language, being valid and reliable by El
Okl (2002. *9 The scoring system of MMSEwas The maximum score is 3024 30) No cognitive
impairment (18- 23) Mild cognitive impairmentand(0-17) Severe cognitive impairment

Tool (I1): Elderly Fa lls ScreeningTest”

EFST is a validated outcome measure to assess risk factors for falls in the geriatric population. It
includes ten factorsufpredictable fall events due to sudden syncae®sory problems, medication risk,
significant medical prdiems, cognitive problems, mobility problems, environmental hazamdd, balance
endurance and joints problemslders is consideredt @ mediumr i sk ( Evi dence oisk Ri sk C
(Evidence of Risk in > 3 factors; especially V) of falling on the elderly falls screening test.

Tool (Il 1): General Characteristics and Clinical Fall-related Data Structured Interview Schedule

This ool was developed by the researcher based on relevant literature. It included information about:

1 Generalcharacteristics of thelderly community residentsuch as age, sex, marital status, level of
education,andpre-retirement occupation

1 Medical healthhistory predispose elders to recurrent fall$t included questions about presence of chronic
diseases and syndromes mostly leading te,fatledications taken predispasders to falling, and use of
assistive devices.

1 Falls historys Number of falls vithin the previous year, presence of injury following falls, modification of
el dersé wusual activities f ol | owicongibufechbeHawors toffedld, | i ng r
and common methods followed by older adults to prevent reddak

Behavioral factors corcerning recurrent falls were measuredusing the following tool

Tool (IV): The Falls Behavioral (FaB) Scale [Clemson and colleges (2005}

An assessment tool designed t o iradteendf behayiorsttiee o1l der
potentially protect against falling. The FaB includes the kinds oftalalay behaviors and actions, both habitual
and intentional, that if not done safely can plweelderlyat undue risk of falling. The FaB Scale is a lisBOf
statements that describtébe thingselderly donen everyday lives. Ten behavioral dimensions identified as the
following:- (1) Cognitive Adaptations descriliehaviors associated with thinking and planning, (2) Protective
Mobility are strategies usedhen negotiating the environment in a protective or supportive manner, (3)
Awareness includes behaviors associated with noticing things such as traffic way hazards, (4) Avoidance
involves keeping away from risky situations, (5) Pace identifies the awmdahdoing things quickly,6)
Practical Strategies presethie anticipation or planning, (7) Displacing Activitiase avoiding activities that
cause displacement, in particular, going out on windy days, (8) Being Observant summarizes behaviors
associaté with being observant or vigilant in looking out for particular hazards, (9) Changes in level denotes
behaviors about coping with changes in levels especially higher activity levels), (10) Getting to the phone clarify
the careful practice in getting to meaching for things such as the phone. The elderly community residents are
encouraged to provide a rating (Never, Sometimes, Often, or always) for each statement and to avoid the
ADoesndét applyd category unl &9 8019 brsl aBwerdrevérsedriordc e ssar y.
data analysis to ensueecuracy. igh scores equal the safest behaviatsle low ones reflectedhe riskiest
behaviors.

Psyclological factors concerningrecurrent falls wasmeasured using tooldrom (V) to (VII)

Tool (V): Modified Version of the Survey of Activities and Fear of Falling in the Elderly (nNSAFFE)

Developed byrardley and Smith (2002)® from the original version of the instrument developed by
Lachman and colleges (1998)f%2. It used to assess the eadf fear of falling in activity restriction. Using a 3
point Likert response format (range3), the mSAFFE requiresderly participants to view a list of 17 activities
(i.e., 5 ADL /IADL; e.g., taking a bath or shower), 9 mobility (e.g., going out whisrslippery), 3 social (e.g.,
visiting friends and relatives) and determine whether they would never avoid, sometimes avoid, or always avoid
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the activity because theyere afraid they might fall over. The total mMSAFFE score, which rdrfgem 17 to
51, was calculated by summing the responses across the 17 items in the scale. Higher mSAFFE sca@s reflect
higher levels of activity restriction.

Tool (VI): Consequences of Falling Scale (CoFYardley and Smith, 2002)%V
A 12-item, selfreport questionaireusingg oi nt Li kert response scale (i
= Adisagreeo, 3 = fagreeo, 4 = fistrongly agreeod); u
communitydwelling elderly. It includes Loss of Functional Independence~Id~I) and Damage to Identity
(CoRDI) subscales. The CeBl subscale consists of items regarding difficulty getting up, causing a nuisance,
losing confidence, embarrassment, pain, and feeling foolish (items No, 1, 2, &n6l9j; while the CoFLFI
slbscale assesses beilegsactive, losing independence, becoming disabled, being severely injured, helpless,
and unable to cope (items No 4, 5, 8, 10, d4dd 12). Scores for each of the subscalese calculated by
summing the scores (rary&om 1 to 4)for the six items in each scale, and a total CoF swasxalculated by
summing the scores on all 12 questions. Higher scores ezflgtaterperceive of the negative consequences
of falls..

Tool (VII): Center for epidemiological studiesdepression sale (CESD; Radloff, 1977 *®

It is a 20item selfreport likerttype scale that askedlderly participants to indicate the weekly
frequency/ duration of depressive symptoms. The items in theBCE&le helpd patients begin to discuss
previously nebuus symptoms, especially those patients who predevith physical symptoms of depression
such as hatache or insomnia. CE® coveredaffective, psychological and somatsymptoms. The scale
emphasizediffective components, such as mood, guilt, wortlnless, helplessness, loss of appetite, and sleep
disorders. It was translated into Arabic language, being valid and reliable by Mag@1d. ®* (alpha=
0.766). Responses randdrom (0) (rarely or none of the time/ less than 1 day) to (3) (most of #ie time/57
days). Items 4, 8, 12, Were phrased positively and thus scored in the oppositeror@eerall scores range
from O to 60, with higher scores representing higher levels of depressive symptoms. Participants were
dichotomized into depress€ CESD of mean scores of 30 and greater on 60) and depressed participants
(CESD of mean scores of less than 30 on 60).

El dersé perceived abi |l ivwaymeasoredasing toalsglll )aadh(X) manage f al l s

Tool (VIII): Perceived Contr ol over Falling Scale

PCOF [Lawrence and colleges 1998 ® was developed to gain a better understanding of different
fall-related dimensions of efficacy among commuuityelling older adultsit assessed n ol der adul t 6s
to control their mobilly while preventing falls and reducing fear of falling in their own ervinent. The PCOF
scale consistedf four items that are rated on ap50 i n't Likert response scale (1
Adi sagreedo, 3 = Aunsur eede 0)4 =T hilea gtroehsaalculafda IyFRvdisggngrroen g | y
the scores from all four items andoses range from one to five, with higher scores reflecting higher levels of
control over falling.

Tool (IX): Perceived Ability to Manage Falls Scale
PAMF [Lawrenceand colleges 1999§® assesstan ol der adul tds beliefs rec
and ability to avoid falls and manage falls if thegcur. It consistedf five items thatwvererated using a-point
Likert scalefroml =t Ao al |l @ a&r e ) Jhetombsebrevascafculated by averaging the
scores from all five itemand itrangel from one to four, with higher scores reflecting higher ability to manage
falls.

2.5 Methodology

1. Official letterswereissued from the Faculty of NurginAlexandria University to the administrators of the
study settings to obtain their permission to carry out the study afterimingléghe purpose of the study.
Then,awritten approval to carry out the study was obtained from the hospital responshinetaasg at the
previous mentioned settingsastly, the head of the outpatient cliniassinformed about the purpose of the
study,andthe date and the time of starting data collection.

2. Tool Il (General characteristicand clinical data structured intéew schedule)was developed by the
researcher based on a thorough literature review.

3. The Arabic version offool | andtool VIl wasused for data collection

4. The otheraols of the studyveretranslated by the researcher into Arabic amdetested for cotent validity
by seven 7) experts in the related fields of Gerontological Nursing, Medical Surgical Nursing, Geriatric
Medicine and Orthopedic Surgery.
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5. Thereliability of the bolswasteded by using Alph&Cr onbachodés st ati stdteocgbf test f
tool items AlphaCr onbachdés reliability of tools was (0.859 f
0.741 for tool VIII, and 0.865 for tool 1X).

6. A pilot studywascarried out orthirty-two (32) older adults selected from a setting mzluded in the study
(El-Wafaa elderly club) to assess the applicability, clarity and feasibility of the study tools, and necessary
modificationsweredone accordingly.

7. Assessment of elders usitapls | and Il was performed initially before the actyalrticipation of the elders
to determine those fulfilled the study criteria.

8. Each elderly who fulfills the inclusion criteri@asinterviewed individually in the outpatient clisin order
to collect the necessary data.

9. Data were collected over the duoat of 14 months from the beginning of November 2015 till the last of
January 2017.

2.6 Ethical considerations:

An informed written consentwas obtained from each study subject included in this study after
appropriate explanation of the study purpose.uSdy subjectsd privacy and confid
weremaintained.

2.7 Statistical analysisof the data -

Data were fed to the computer and analyzed using IBM SPSS software package vergijamaine,
NY: IBM Corp). Qualitative data werdescribed using number and percent. Quantitative data were described
using range (minimum and maximum), meand standardleviation. Significance of the obtained results was
judged at the 5% levelhe used tests were:1) Student t-test for normally digributed quantitative variables,
to compare between two studied grau@ F-test (ANOVA) for normally distributed quantitative variables, to
compare between more than two grqupad (3) Pearson coefficientto correlate between two normally
distributed gantitative variables

[ll. Results
Results entailfour partitions/sections;
Section I. General Characteristics, clinical data, fall history, daily behaviors contributing to falls, and its
related preventive methods amonghe elderly community dwellers.
NB:Table (1) was discussed previously in AMaterials al

Regarding the general characteristics of the elderly communitgwellers, table (2) illustrates that the total
number of elderly communitgwellersincluded in this study wa®35. Less than two thirds (62.6%) were within
the 601 70 age ranges. According to the percent distribution of participation intublg om the elderly
housed in the communitythe mostly representative studied variables were male gender (63%aalita just

read and/or write (48.9%), manual working (crafting) (28.9%), being married (64.7%), and living with family
(76.2%).

Table (2). General characteristics of the elderly communitydwellers (n=235).

General characteristics of the elderly
! Frequency Percent
community dwellers
Age (years)
6071 70 147 62.6
oro 88 37.4
Min. T Max. 60.0i 85.0
Mean + SD. 68.424.64
Gender
Male 148 63.0
Female 87 37.0
Level of education
llliterate, read and write 115 48.9
Primary education 65 27.7
Secondary education 38 16.2
University and Higher education 17 7.2
Occupation before retirement:
Manualworker 68 28.9
House wife 51 21.7
Employee 55 23.4
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Freebusiness 61 26.0
Marital status

Married 152 64.7
Widow 66 28.1
Divorced 9 3.8
Single 8 34
Living condition:

With family 179 76.2
Alone 56 23.8

SD - Standard Deviation

In accordance to the healthrelated data contributing to falls amongthe elderly resided in the
community, table (3) reflects the prevalence of varied health problems among all studied seniors, where
osteoarthritis (43.0%), followed by ophthalmological problems (39.1%) ranked as the most encountered health
problems associated with falls among the studied group. Movementiglisan the form of gait disturbance
(35.7%), osteoporosis (31.9%), and foot problems (30.6%) were also from the reported causes. Less frequently
identifiable problems included diabetes mellitus (27.2%), urinary incontinence (25.1%) and coronary artery
diseases (21.7%) as reflected by the involved residents respectively. Less than a third (31.5% and 29.8%
respectively) followed a prescription of either two or one medication (s). Analgesics aitflantimatory were
the most falleading drugs consumed ket participants40.4%), followed by diuretics (30.6%), anticoagulants
(21.3%), and hypnotics (18/4&), whereagntidepressants amduscle relaxants reported lastly at the ranking list
of cause §.8% and3.4%respectively. More than fifty percent (54.5%)sad assisted living aids in which eye
glasses were the most commonly manipulated aids among the involved participants (71.9%).

Table (3): Medical history and fall-related data of the elderly communitydwellers (n=235).

Medical history and fall-related data of the elderly
community dwellers Frequency Percent

1 gﬁsence of health problems that can lead to 235 100.0
1  Type of documented falt related health

problems:#

Osteoarthritis

Ophthalmological diseases/ visual problems

Gait disturbance

Osteoporosis

Foot problems

Diabetes mellitus (DM)

Urinary incontinence (Ul)

Coronary artery diseases (CAD)

Nutritional problems

Previous cerebrwascular accident

Hypotension/ vertigo

Tremors

Hearing problems

Number of medication consumed

One

Two

Three

OFour

Type of medications consumed lead to fati
Analgesics and anthflammatory

Diuretics

Anticoagulants

Hypnotics and anxiolytics

Antihistaminic

Antidepressants & psychoactive drugs

Muscle relaxants

Others (antihypertensive, oral hypoglycemic, thyroxin,
bronchodilator, cardiac drugs and antispasmodics)
Use ofassisted aids

Types of usedassistedaids: #

Eye glasses

Cane

Walker

Hearing aids

# More than one response was reported
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