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TRAINING  & CERTIFICATION

Fall Prevention & Balance Training: Self-Study Guide
Assessment and intervention protocols for community-dwelling older adults, expanded from

the CDC STEADI framework into a self-study resource.

📖 12 min read 🗓️ Updated August 2026 👥 PTs, OTs, personal trainers

ℹ️ This self-study guide is educational and does not constitute professional certification, continuing education credit, or a

substitute for supervised clinical training. It companions the Fall Prevention Protocols guide on our Professional Protocols

page.

How This Relates to the Fall Prevention Protocols Guide

This self-study guide builds on the Fall Prevention Protocols resource on our Professional Protocols page. That guide

covers the core STEADI framework and assessment tools; this one goes further into interpretation nuance, progression

design, and applied scenarios for professionals actively building a specialty around this population.

Going Deeper: Assessment Interpretation

The Timed Up and Go, 30-Second Chair Stand, and 4-Stage Balance Test each measure a different dimension of fall

risk — but a client can pass one and fail another, and the combination tells you more than any single score. A client with

a fast TUG time but poor tandem balance, for example, likely has adequate gait speed but a specific static balance

deficit — meaning your programming should weight balance work more heavily than gait drills for that individual.

Balance Training Progressions

LEVEL  1 — STATIC, SUPPORTED

Building base tolerance

Feet-together stance holding a stable surface, progressing to fingertip support only, then no support — each for

10–30 seconds.

LEVEL  2 — STATIC, UNSUPPORTED

Removing external support

Semi-tandem and full tandem stance without support, eyes open progressing to eyes closed (with spotting) as

tolerance improves.
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LEVEL  3 — DYNAMIC

Balance during movement

Weight shifts, single-leg stance with reaching tasks, walking on varied surfaces (foam pad, grass, uneven terrain

when safe).

LEVEL  4 — REACTIVE

Recovering from perturbation

Gentle, controlled perturbation training — light nudges the client must catch balance from — builds the automatic

stepping response that prevents falls in real-world stumbles. This level requires hands-on spotting and should

only be introduced once Levels 1–3 are solid.

Three Case Scenarios

Scenario A: 78-year-old client, TUG = 14 seconds, tandem stance failed at 4 seconds, chair stand = 8 reps

(below average). Programming focus: Foundational strength first (chair stands, sit-to-stands), Level 1–2 balance

progressions, gait training with a rollator if currently using one, reassess in 4 weeks before advancing to Level 3.

Scenario B: 71-year-old client, TUG = 9 seconds, tandem stance held 10 seconds, chair stand = 14 reps

(average). No fall history but reports fear of falling. Programming focus: This client's objective measures are

solid — the intervention here is confidence-building through graded exposure to Level 2–3 balance challenges,

alongside education to correct excessive fear that could otherwise lead to deconditioning through avoidance.

Scenario C: 84-year-old client with Parkinson's disease, two falls in the past year, freezing episodes reported.

Programming focus: This client's needs exceed general fall-prevention programming — refer to or co-treat with a

physical therapist experienced in Parkinson's-specific gait training (cueing strategies for freezing, amplitude-

focused work) before or alongside your general fitness programming.

Common Mistakes in Fall-Risk Programming

Progressing balance difficulty too fast without re-testing, risking a fall during the session itself.

Programming balance work in isolation without adequate strength — a client needs the strength to execute a

corrective step, not just the balance sense to know one is needed.

Ignoring fear of falling as a real variable — psychological avoidance of movement is itself a fall-risk factor through

resulting deconditioning.

Not re-testing. Reassess your three core measures every 4–6 weeks to confirm the program is working, not just

assuming progress from subjective impression.

Building a Fall-Prevention Specialty
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Trainers who develop real depth in fall-risk assessment and programming occupy a differentiated niche — referring

physicians and physical therapists actively look for fitness professionals they can trust with this population post-

discharge. Documenting your assessment results and progress systematically (dated TUG/chair stand/balance scores)

also gives you credible language for referral conversations with a client's medical team.
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