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ABSTRACT

Objective: Unintentional falls in older adults (persons 65 years of age and older) impose a significant economic burden
on the health care system. Methods for calculating state-specific health care costs are limited. This study describes 2
methods to estimate state-level direct medical spending due to older adult falls and explains their differences, advantages,
and limitations.

Design: The first method, partial attributable fraction, applied a national attributable fraction to the total state health expen-
diture accounts in 2014 by payer type (Medicare, Medicaid, and private insurance). The second method, count applied to
cost, obtained 2014 state counts of older adults treated and released from an emergency department and hospitalized be-
cause of a fall injury. The counts in each state were multiplied by the national average lifetime medical costs for a fall-related
injury from the Web-based Injury Statistics Query and Reporting System. Costs are reported in 2014 US dollars.

Setting: United States.

Participants: Older adults.

Main Outcome Measure: Health expenditure on older adult falls by state.

Results: The estimate from the partial attributable fraction method was higher than the estimate from the count applied to
cost method for all states compared, except Utah. Based on the partial attributable fraction method, in 2014, total personal
health care spending for older adult falls ranged from $48 million in Alaska to $4.4 billion in California. Medicare spending
attributable to older adult falls ranged from $22 million in Alaska to $3.0 billion in Florida. For the count applied to cost
method, available for 17 states, the lifetime medical costs of 2014 fall-related injuries ranged from $68 million in Vermont
to $2.8 billion in Florida.

Conclusions: The 2 methods offer states options for estimating the economic burden attributable to older adult fall injuries.
These estimates can help states make informed decisions about how to allocate funding to reduce falls and promote healthy

aging.
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recent report by the US Centers for Dis-

ease Control and Prevention found that in

2014, approximately 29% of older adults,
persons 65 years of age and older, reported a fall.!
In 2015, there were more than 3 million emergency
department (ED) visits due to a fall and 28 000 fall-
related deaths.!? Overall, in 2015, falls accounted for
approximately 64% of injury-related ED visits and
54% of injury-related deaths among older adults.?
The injuries sustained after a fall can result in pro-
longed use of health care services incurring high
health care costs.*® Given the older adult popula-
tion in the United States is projected to increase by
55% between 2015 and 2030, projected fall rates
and health care spending are also likely to soar.®’

A number of studies has estimated what the United
States spends on fall-related medical costs.?*10-14
Each uses different methods and obtains only na-
tional estimates. For example, Florence et al®
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used the Medicare Current Beneficiary Survey data
to estimate the fraction of total health care ex-
penditures attributable to falls and then applied
that fraction to the total US expenditures for med-
ical care from the Centers for Medicare & Medi-
caid Services’ National Health Expenditure Accounts
(NHEA). The result was an estimated annual cost of
$49.5 billion."> Another study calculated a total cost
to treat falls by using direct medical cost estimates
in 2015 for both fatal and nonfatal fall injuries in
the hospital, ED, and outpatient settings.!" The au-
thors found that in 2015, there were 3.2 million non-
fatal falls that received medical treatment at an esti-
mated cost of $31.3 billion to Medicare.!" Dieleman
et al" estimated spending for 155 health conditions
including fall-related injuries using 183 data sources
(eg, government budgets, insurance claims, facility
surveys, and official records). They found that fall
injuries among older adults ranked fifth among the
155 health conditions in personal health care spend-
ing in 2013, with an estimated $36.8 billion spent.'®
These national estimates vary because of differences
in methods used to identify a fall, the databases used
to extract cost and count information, and in the
study designs. While each study uses the same tar-
get population, adults 65 years of age and older,
the population composition varies on the basis of
the data source used (eg, hospital discharge, Medi-
care data, Medical Expenditure Panel Survey). These
differences make it difficult to compare across es-
timates. In addition, these estimates provide no in-
formation on the economic burden within individual
states.

The economic burden of older adult falls impacts
government-funded programs heavily. Eight percent
of Medicaid expenses for older adults are spent on
falls."” Medicaid, jointly funded by states and the
federal government, is the largest single source of
health care coverage in the United States and has a
substantial impact on state budgets.'® As fall pre-
vention strategies for older adults are commonly
implemented at the state level or below,"” it is vital
for states to calculate how much of their Medicaid
spending is for specific health conditions. Currently,
states have limited data for estimating their fall-
related medical costs. The purpose of this study is to
provide guidance to states on how to estimate their
economic burden of older adult falls. Specifically,
we describe 2 methods states can use to estimate
state-level health care spending for older adult falls in
the absence of comprehensive state data and discuss
the strengths and weaknesses of each method. The
intended audiences for this study are state policy
makers, health care practitioners, and public health
practitioners addressing fall prevention in their states.

Cost of Older Adult Falls by State

They could benefit from the state-level estimates as
they prioritize expenditure and policy development
on proposed interventions and projects.

Methods

The 2 methods we used to estimate state-level health
care spending are the partial attributable fraction and
the count applied to cost. The incidence and cost of
falls were limited to older adults (65 years of age and
older) for both cost estimation methods.

Partial attributable fraction

The first method was to calculate state spending
on personal health care attributable to older adult
falls using the partial attributable fraction method
(Figure). First, we obtained each state’s estimate of the
personal health care spending by payer type (Medi-
care, Medicaid, private insurance) from the state
health expenditure account, a file within the NHEA."
These data included spending for all ages in 2014, the
most recent data available. The personal health care
spending estimate is reported by the 3 major payer
types and includes health care services cost estimates
such as inpatient and outpatient hospital services, pre-
scriptions, durable medical equipment, physician and
clinical services, other professional services, and ad-
justed estimates for freestanding home health care and
skilled nursing facilities expenditures for Medicare
and Medicaid.*® Detailed methodology and model
specifications can be found on the Centers for Medi-
care & Medicaid Services Web site.?’

Second, we obtained the proportion of the pop-
ulation aged 65 years and older by state using the
United States Census Bureau files."® We calculated an
older adult factor by comparing the state proportion
with the national proportion of older adults in the
population.

Third, we calculated the proportion of national per-
sonal health care spending attributable to older adults
by payer type. To do this, we used the national age
and gender files (not available by state) from the 2012
NHEA, the most recent data available, to obtain the
proportion of spending on older adults by type of
payer in each state multiplied by the states’ older adult
factor. In 2012, 80.1% of Medicare spending, 22.2%
of Medicaid spending, and 14.2% of private insur-
ance were on older adults nationally.”

Fourth, we used recently published data on the
national attributable fraction for health care spend-
ing due to falls by payer type."”” Florence et al® re-
ported that falls among older adults constitute 6.0%
of Medicare spending (95% confidence interval [CI],
1.9%-10.0%); 8.0% of Medicaid spending (95% CI,
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Method 1. Partial Atiributable Fraction I

State personal Older adult factor for
healthcare spending state
(for all ages) by payer [Census]?
type. X| (state % of adults 65

[SHEA] years and over /
national % of adults 65

years and older)

Proportion of personal
healthcare spending on
older adults spent on

Proportion of personal
healthcare spending
spent on older adults

by payer type. X | falls by payer type.
[Age gender files [Florence et al 2018?]
NHEA]
Medicare 80.1%; Medicare 6.0%;
Medicaid 22.2%; Medicaid 8.0%;
PI142% PI 5.0%

Method 2. Count Applied to Cost

Number of fall-related
hospitalizations among
older adults

Average lifetime
medical cost for an
older adult fall-related

by state.b X hospitalization.
[HCUP SID] [WISQARS)]
(841019

Number of fall-related Average lifetime

ED visits medical cost for an
among older adults X older adult fall-related

by state.b ED visit. [WISQARS]
[HCUP SEDD]

(83 249)

FIGURE Two Methods and the Data Sources Used to Calculate State Health Care Spending to Treat Older Adult (65+) Falls

Abbreviations: HCUP SEDD, Healthcare Cost and Utilization Project, State Emergency Department Database; HCUP SID, Healthcare Cost and Utiliza-
tion Project, State In-patient Database; NHEA, national health expenditure accounts; PI, private insurance; SHEA, state health expenditure accounts;
WISQARS, Web-based Injury Statistics Query and Reporting System—cost of injury reports.

aFrom Florence et al'® and United States Census Bureau.'®
®Remove readmissions if possible.

—2.0% to 18.0%); and 5.0% of private and out-of-
pocket health care spending (95% CI, 1.2%-8.8%).

Finally, the 4 data points were multiplied together
for each payer type. The results are state-specific esti-
mates of personal health care spending for older adult
falls by payer type adjusted for population estimates
of older adults in the states. The 95% Cls were esti-
mated using the range of estimated confidence limits
for the national attributable fraction."

Count applied to cost

To calculate the state spending on health care at-
tributable to older adult falls using the count applied
to cost method, we used counts of fall injuries from
the Healthcare Cost and Utilization Project (Figure).
Healthcare Cost and Utilization Project includes the
largest collection of longitudinal hospital care data in
the United States. The HCUP State Emergency De-
partment Databases (SEDD) and the State Inpatient
Databases (SID) contain data on hospital discharges,
ED visits, diagnosis on admission, and other informa-
tion that can be used to determine the number of fall-
related ED visits and hospitalizations.?!

First, we obtained the number of older adult fall
hospitalizations per state from the HCUP SID. The
number of participating states varies by year. In 2014,
we obtained data from 26 states including Arizona,
Arkansas, Colorado, District of Columbia, Florida,

Georgia, Hawaii, Iowa, Kentucky, Maryland, Michi-
gan, Minnesota, Nebraska, Nevada, New Jersey, New
Mexico, New York, North Carolina, Oregon, Rhode
Island, South Dakota, Utah, Vermont, Washington,
West Virginia, and Wisconsin. Fall hospitalizations
in SID were determined by a fall-related injury di-
agnosis (eg, fracture of skull, fracture of upper or
lower limb, intracranial injury, dislocation, sprains)
in any of the first 3 fields and a fall-related external
cause of injury E-code (E880.0-E886.9, E888; eg, ac-
cidental fall from a chair, accidental fall on or from
stairs, fall on same level from collision).?* Twelve
states (Arkansas, Florida, Georgia, Towa, Maryland,
Nebraska, New Mexico, New York, Utah, Vermont,
Washington, and Wisconsin) in the SID included 2 ad-
ditional variables: VisitLink and DaystoEvent. These
variables allowed us to identify and remove any read-
missions in the same year for fall injury. Readmission
rates ranged from 4% to 9%. Readmissions could not
be removed from the fall hospitalization counts for
the other states.

Second, we obtained the total number of ED visits
for older adult falls in each state. In 2014, we obtained
data from 17 participating states. These states were
Arizona, Arkansas, Florida, Georgia, Hawaii, lowa,
Kentucky, Maryland, Minnesota, Nebraska, Nevada,
New Jersey, North Carolina, Rhode Island, Utah, Ver-
mont, and Wisconsin. The SEDD captures discharge
information on all ED visits that do not result in a

Copyright © 2018 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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hospital admission. Similar to the first step, ED vis-
its for fall injuries were identified by the presence of
a fall-related injury diagnosis in any of the first 3 di-
agnosis fields and a fall-related external cause of in-
jury E-code.”? The 2 additional variables VisitLink
and DaystoEvent were available for 9 states and were
used to remove readmissions in the same year for fall-
related injury from Arkansas, Florida, Georgia, Iowa,
Maryland, Nebraska, Utah, Vermont, and Wisconsin.
Readmission rates ranged from 9% to 13%. For the
other states, the readmissions could not be removed
from the ED counts.

Third, we obtained the national lifetime average
medical cost for an older adult ED visit and hospital-
ization due to a fall injury. These data were obtained
from the Centers for Disease Control and Prevention’s
WISQARS Cost of Injury database,”® methods previ-
ously described.** The counts used for the 2014 cost
estimates were based on the 2010 base year. Those
costs reported for 2014 were for unintentional falls
treated in the ED and released visit ($3294) and un-
intentional fall hospitalizations ($41091).

Finally, we multiplied the state-specific number of
ED visits and hospitalizations by applicable average
costs obtained from WISQARS. The resulting ED and
hospitalization costs were summed for the 17 states
that had both cost estimates (Arizona, Arkansas,
Florida, Georgia, Hawaii, Iowa, Kentucky, Mary-
land, Minnesota, Nebraska, Nevada, New Jersey,
North Carolina, Rhode Island, Utah, Vermont, and
Wisconsin).

All analyses were performed using SAS (version 9.3,
SAS Institute Inc, Cary, North Carolina).

An institutional review board application was sub-
mitted for review and approval from the Emory Uni-
versity institutional review board. Because the data
used did not include research with human subjects,
the project received an exemption and informed con-
sent was waived.

Results
Partial attributable fraction

For 2014, the states with the highest estimated all
payer health care spending for older adult falls us-
ing the partial attributable fraction method were Cal-
ifornia ($4.4 billion), Florida ($3.9 billion), and New
York ($3.4 billion) (see Supplemental Digital Content
Table 1, available at http:/links.lww.com/JPHMP/
A466). The states with the lowest estimated personal
health care spending on older adult falls were Alaska
($48 million), Wyoming ($60 million), and North
Dakota ($91 million). Medicare spending for older
adult falls ranged from an estimated $22 million in

Cost of Older Adult Falls by State

Alaska to $3.0 billion in Florida. Medicaid spend-
ing for older adult falls ranged from an estimated
$9 million in Wyoming to $969 million in California.
Private insurance spending for older adult falls ranged
from an estimated $11 million in Alaska to $652
million in California.

Count applied to cost method

For the 26 states available, in 2014, the states with
the highest count of older adult fall hospitalizations
were Florida (56 363) and New York (38 867). The
states with lowest count of older adult fall hospital-
izations were District of Columbia (1210) and Ver-
mont (1281). For the 17 states available in 2014,
the count of older adult fall ED treated and released
cases ranged from Vermont at 4769 visits to Florida
at 138 581 visits (Table 1).

In 2014, the lifetime all payer medical costs of all
hospitalizations ranged from $50 million in District of
Columbia to $2.3 billion in Florida. The lifetime med-
ical costs of ED treated and released falls ranged from
$15 million in Vermont to $450 million in Florida
(Table 1).

Discussion

By the year 2050, the older adult population in the
United States will grow to an estimated 84 million.’
Given falls are the leading cause of fatal and nonfatal
injuries in older adults and fall rates are on the rise,
we can anticipate that falls will result in a significant
economic burden on the health care system if more
is not done to prevent them.®’ Previous studies have
estimated only the economic burden of falls on the
national level. This study provides states with 2 dif-
ferent ways to estimate fall-related health care costs
in older adults. States may benefit from estimating
their state-level spending on older adult falls because
a substantial proportion of state budgets are spent
on Medicaid and 8% of Medicaid spending on older
adults are for fall-related medical expenses. The
estimates provided in this study can help states make
informed decisions about how to allocate funding
to reduce falls and promote healthy aging. Effective
programs and interventions can be implemented at
the clinical, community, or local level.*?* The 2
health care cost estimation methods offer different
advantages, disadvantages, and limitations.

Partial attributable fraction

The partial attributable fraction method uses health
care spending data from all 50 states by payer type:
Medicare, Medicaid, and private insurance. Data on
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Lifetime Health Care Spending by State for Older Adult Fall Injuries, 2014, United States Count Applied to Cost Method

Older Adult Emergency Department Visits
for Falls

Older Adult Fall Hospitalizations

Lifetime Cost

Lifetime Cost Total Lifetime Cost

State Number? (US $41 091 Million) Number® (US $3249 million) (Million USD)
Arizona 14383 $591 43364 14 $732
Arkansas® 6594 $21 18996 $62 $333
Colorado 9649 $396 oool

Dis of Columbia 1210 $50
Florida® 56 363 $2316 138 581 $450 $2766
Georgia® 15070 $619 47739 $155 $774
Hawaii 2299 $94 8780 $29 $123
lowa® 6456 $265 21589 $70 $335
Kentucky 9479 $390 33688 $109 $499
Maryland® 10 257 $421 28897 $94 $515
Michigan 15244 $626
Minnesota 10918 $449 29523 $96 $545
Nebraska® 3912 $161 9956 $32 $193
Nevada 4755 $195 13434 $44 $239
New Jersey 19871 $817 55030 $179 $995
New Mexico® 2988 $123

New York® 38867 $1597
North Carolina 16754 $688 72672 $236 $925
Oregon JALY $293
Rhode Island 2406 $99 8826 $29 $128
South Dakota 1703 $70
Utah® 3863 $159 10781 $35 $194
Vermont® 1281 $53 4769 $15 $68
Washington® 10978 $451

West Virginia 3931 $162
Wisconsin® 11635 $478 32409 $105 $583

a0btained from Healthcare Cost and Utilization Project—State Inpatient Database for unintentional fall injury diagnosis and E-code, 2014.
bl ifetime cost from Web-based Injury Statistics Query and Reporting System (WISQARS) cost of injury report hospitalized, using 2014 counts, 2010 base year costs indexed

to 2014 USD.

Obtained from Healthcare Cost and Utilization Project—State Emergency Department Databases for unintentional fall injury diagnosis and E-code, 2014.
91 ifetime cost from WISQARS cost of injury report FD treated/released, using 2014 counts, 2010 base year costs indexed to 2014 USD.

€ Readmission of fall-related injury excluded.
*Ellipses show that data are not available for this state.

payer type are specifically important for state-based
planning related to the government-funded programs
Medicare and Medicaid, which finance the majority
of the costs of older adult falls.”” This method uses
publicly available health care expenditure data.
There are also disadvantages in using the partial
attributable fraction method. The state health expen-
diture account file of the NHEA used is available only
for a limited number of years and updated approxi-
mately every 5 years. The most recent data available
for this study were from 2014. In addition, the par-
tial attributable fraction spent on older adult falls

is based on nationally calculated costs to estimate
the state spending, which may provide an over- or
underestimate of the state’s actual costs. Notably, this
estimate is adjusted to account for state differences
in the proportion of the population that is 65 years
of age and older.

We acknowledge a considerable difference in the
proportion of older adults residing in each state. We
attempted to offset the variation by calculating an
older adult factor. This factor compares the state’s
proportion of older adults to the national propor-
tion of older adults and applying it to the overall
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proportion of spending on older adults per state. Al-
though we adjusted for state differences in the pro-
portion of older adults in the population, there are
limitations to this method in that it assumes that (1)
the proportion of health care spending on older adults
by payer type is constant across states and years, (2)
health care spending due to a fall by payer type is con-
stant across states and years, and (3) the prevalence
of falls is similar for all older adults (eg, community
dwelling, institutionalized) in all states. From a previ-
ous study, we know that the rate of falls reported by
older adults varied across states ranging from 20.8%
to 34.3%.' These assumptions may be invalidated if
the costs of health care services (for falls or other
heath conditions) or the prevalence of falls among
older adults vary substantially across states and years.

Count applied to cost method

The count applied to cost uses data from the HCUP
database, which is available for some but not all states
each year. States can also use their own count of older
adult fall injury hospitalizations and ED visits for the
entire state, smaller localities, or facilities. Use of the
state-specific counts allows states to monitor trends
in fall injuries and track changes in health care costs
across years. This is useful for evaluating effectiveness
of established prevention strategies in reducing fall in-
juries and lowering health care costs.

There are also disadvantages in using the count ap-
plied to cost method. Not all states participate in the
HCUP databases. Therefore, non-HCUP participating
states would have to use the partial attributable frac-
tion method or their own data from statewide ED and
hospitalization records if available. The count applied
to cost uses national average medical costs to estimate
lifetime spending associated with a fall injury and may
provide an over- or underestimate of the state’s actual
costs.

A limitation of this method is that the HCUP data
used in the count applied to cost method are subject
to coding errors. Depending on the circumstances of
the injury, the fall leading up to the injury may not be
properly coded. There may also be coding differences
across facilities, providers, and states. In addition, not
being able to remove readmissions from the HCUP
data in some states can also bias the count applied
to cost estimates. If data on readmissions cannot be
removed, the count applied to cost method may over-
estimate the health care spending for that state.

Method comparison and implications

The partial attributable fraction method was the
higher estimate between the 2 methods with the

Cost of Older Adult Falls by State

exception of Utah (Table 2). There are a number of
reasons why a difference is seen between the estimates
for the states with costs calculated from both methods
(see Supplemental Digital Content Table 2, available
at http://links.lww.com/JPHMP/A467). First, the par-
tial attributable fraction estimates the expenditures
associated with an older adult fall regardless of in-
jury or need for medical attention in ED or hospi-
talization. The count applied to cost method is lim-
ited to fall injuries in older adults that resulted in
an ED visit or hospitalization. Second, the partial at-
tributable fraction method captures added health care
expenditures not directly associated with facility costs
such as outpatient costs, prescriptions and other med-
ical services received that is paid for by Medicare,
Medicaid, or private insurance."” The count applied
to cost method is limited to lifetime costs associated
with fall injury hospitalizations and ED visits for falls
including hospital readmission charges, rehabilitation
costs, and follow-up visits beyond 18 months for se-
rious injuries.”** While the count applied to cost
method is a lifetime estimate, multiple studies have
indicated that falls resulting in injury requiring hospi-
talization resulted in higher costs for up to 12 months
after the fall, with approximately 90% of the costs in-
curred in the first 3 months after the fall.’** The costs
were mainly associated with hospitalization fees and

TABLE 2
Cost Comparison of Older Adult Falls by Partial

Attributable Fraction Versus Count Applied to Cost
Method

Partial Attributable Count Applied to

State Fraction Method Cost Method
Arizona $857 $732
Arkansas® $436 $333
Florida® $3935 $2766
Georgia® $904 $774
Hawaii $172 $123
lowa?® $432 $335
Kentucky $651 $499
Maryland?® $759 $515
Minnesota $713 $545
Nebraska? $221 $193
Nevada $295 $239
New Jersey $1349 $995
North Carolina $1229 $925
Rhode Island $183 $128
Utah? $165 $194
Vermont? $110 $68
Wisconsin? $781 $583

@Readmission of fall-related injury excluded in the count applied to cost method.
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post—acute care components immediately after a fall.?!
Therefore, it assumes that the majority of the lifetime
costs captured in the count applied to cost method are
also likely captured in the partial attributable faction
method. Third, the partial attributable fraction pro-
vides a cross-sectional estimate of older adult falls for
1 year, while the count applied to cost method pro-
vides a lifetime estimate of a fall injury associated with
a hospitalization or ED visit.

Economic analyses are dependent on the assump-
tions they make and may introduce inaccuracies in
cost estimation by either method. Specifically, for par-
tial atiributable fraction, we assumed that fall preva-
lence and proportion of spending by payer type on
older adult falls are similar for all states, after adjust-
ing for differences in the proportion of older adults
per state. For count applied to cost, we used the
WISQARS cost of injury reports, which assume that
the cost of treatment for any hospitalized or ED-
treated fall injury is similar in all states. While these
are notable limitations, we view both methods in-
troduced here as valuable resources for states and
local governments to evaluate the economic burden
of older adult falls in their communities. States and
local governments can use 1 of the 2 methods, de-
pending on data availability and needs, to estimate
spending on older adult falls (see Supplemental Digi-
tal Content Table 2, available at http://links.lww.com/
JPHMP/A467). Specifically, by using the partial at-
tributable fraction method, states can estimate spend-
ing on older adult falls by the publicly funded health
care programs Medicare and Medicaid. The count ap-
plied to cost method allows states to use their own
counts for residents hospitalized or admitted to EDs
to obtain an estimate of lifetime costs due to fall in-
juries. In addition, the count applied to cost method
is to track estimated economic burden across years to
assess the economic impact of implemented preven-
tion strategies on reducing the incidence of older adult
fall injuries requiring hospitalization or medical care
in an ED.

Summary

Previous studies have estimated the economic bur-
den of falls at the national level using various data
sources (eg, Medicare data, Medical Expenditure
Panel Survey, Medicare Current Beneficiaries Survey,
NHEA, and national files of the Healthcare Utiliza-
tion Project among others).>5:1%1* However, none
of the previously described methods provided states
with the capability of assessing their own economic
burden. While both methods described here rely on
nationally calculated costs, they are applied to actual
state-reported counts from HCUP SID and SEDD or
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Implications for Policy & Practice

W Nonfatal falls among older adults aged 65 years and older
can cause injuries associated with significant and pro-
longed economic costs to the patient and health care
system.5.11.13.32

W The economic burden is often underestimated at the national
level because of use of historic cost estimates,'! inconsis-
tencies in hospital discharge coding,® and inaccuracies of
charges reported instead of costs.'?

M There are no state-level cost estimates.

W As fall prevention strategies are often implemented at the
state, county, or local levels,'” it is important for states to be
able to estimate the economic impact of older adult falls.

W The methods highlighted in this study offer 2 ways of esti-
mating state-based cost estimates.

W The more comprehensive partial attributable fractionmethod
offers detail on spending on older adult falls by payer type:
Medicare, Medicaid, and private insurance.

W The count applied to cost method allows states to use their
own counts for residents hospitalized or admitted to emer-
gency departments to obtain an estimate of lifetime costs
due to fall injuries requiring medical treatment.

W The count applied to cost method may also be used to track
whether implemented prevention strategies are successful
in decreasing the economic burden across years.

state-specific total health expenditures from NHEA
to provide state estimates of spending on older adult
falls. In the absence of comprehensive state-level data,
states can use these 2 methods to estimate the medical
costs of older adult falls. However, the estimates
reported here should not be compared between states
as state demographics and health care coverage may
vary. Rather, these estimates can be used to quantify
the state-specific expenditure on a common public
health issue.

Conclusion

Given the growth in the older adult population and
surge in older adult falls that is occurring across the
United States, it benefits state decision makers and
public health professionals to be able to calculate
fall-related health care expenditures to inform efforts
to efficiently allocate resources and implement cost-
effective prevention strategies. This study describes
and provides information on the strengths and limi-
tations of 2 different cost-estimating methods. These
methods can help evaluate the success of state-driven
prevention efforts and track the economic impact
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of fall prevention strategies on government-funded
health care programs.
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