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RÉSUMÉ
Le nombre de personnes âgées ayant subi des chutes est en croissance au Canada. Les prestataires de soins de santé
accordent une grande attention à l’identification des risques de chute fondée sur des données probantes et aux plans de
prévention dans le continuum de soins. Un examen de la portée a été effectué pour synthétiser les lignes directrices
internationales des pratiques cliniques (LDPC) qui ont été publiées et les recommandations pour le dépistage et
l’évaluation des risques de chute chez les personnes âgées (65 ans et plus). Sur les vingt-deux LDPC, six concernaient
plusieurs milieux, neuf portaient uniquement sur les personnes âgées vivant dans la communauté, deux visaient les soins
aigus et deux autres les soins de longue durée, et trois ne précisaient pas lemilieu. Deux critères, les antécédents de chutes et
les anomalies de la marche et de l’équilibre ont été utilisés de manière indépendante ou séquentielle dans 19 algorithmes
issus des LDPCpour le dépistage des risques de chute. Les composantes de l’évaluation des risques de chute variaient selon
les LDPC. Elles comprenaient généralement l’historique détaillé des chutes, l’évaluation approfondie de la marche, de
l’équilibre ou de la mobilité, la révision de la médication, et l’évaluation de la vision et des risques environnementaux.
Malgré les similitudes entre ces études, des travaux supplémentaires sont nécessaires pour uniformiser les approches
d’évaluation chez les populations de personnes âgées hétérogènes et complexes dans le continuum des soins. La mise en
œuvre durable des LDPC devra être soutenue afin d’assurer l’amélioration des résultats en matière de santé.

ABSTRACT
Given the rising numbers of older adults in Canada experiencing falls, evidence-based identification of fall risks and plans
for prevention across the continuum of care is a significant priority for health care providers. A scoping review was
conducted to synthesize published international clinical practice guidelines (CPGs) and recommendations for fall risk
screening and assessment in older adults (defined as 65 years of age and older). Of the 22 CPGs, 6 pertained to multiple
settings, 9 pertained to community-dwelling older adults only, 2 each pertained to acute care and long-term care settings
only, and 3 did not specify setting. Two criteria, prior fall history and gait and balance abnormalities, were applied either
independently or sequentially in 19 CPG fall risk screening algorithms. Fall risk assessment components were more varied
across CPGs but commonly included: detailed fall history; detailed evaluation of gait, balance, and/or mobility;
medication review; vision; and environmental hazards assessment. Despite these similarities, more work is needed to
streamline assessment approaches for heterogeneous and complex older adult populations across the care continuum.
Support is also needed for sustainable implementation of CPGs in order to improve health outcomes.
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Introduction
Falls are a major contributor to morbidity and mortality
among older adults (Burns & Kakara, 2018; Peel, 2011).
Falls and their related injuries increase the risk of hospi-
talization, placement into long-termcare, and earlydeath
(Gill, Murphy, Gahbauer, &Allore, 2013; Ioannidis et al.,
2009; Katsoulis et al., 2017; Public Health Agency of
Canada, 2014; Thompson, McCormick, & Kagan, 2006).
Older adults who fall may also experience dependence,
pain, loss of function, fear of falling, and depression
(Scheffer, Schuurmans, van Dijk, van der Hooft, & de
Rooik, 2008). In addition to the negative physical and
psychological consequences of falls, there are significant
financial costs, estimated at $8.7 billion Canadian yearly
in total injury costs (Parachute, 2015). Timely identifica-
tion of risk, and subsequent delivery of fall and injury
reduction efforts among older adults present an oppor-
tunity to maintain independence and, reduce pain and
suffering, while lowering health care costs.

Increasing awareness of the public health impact of falls
and the need to support healthy aging has led to the
identification of fall and injury prevention as a global
priority (World Health Organization, 2007, 2015). Grow-
ing interest in coordinated action across health and social
care sectors has also galvanized support for research to
inform effective fall prevention and injury reduction
programs (Choi & Hector, 2012; Cusimano, Kwok, &
Spadafora, 2008; Lee & Kim, 2017). Over the last two
decades, efforts to translate fall research evidence into
clinical practice have increased; several clinical practice
guidelines (CPG) and recommendations have been pub-
lished for various settings across the continuum of care
(i.e. community, acute, and long-term care) (e.g., Ameri-
canGeriatrics Society andBritishGeriatrics Society, 2010;
National Institute for Health and Care Excellence, 2013;
Registered Nurses’ Association of Ontario, 2017; US
Preventive Services Task Force, 2018). CPGs are system-
atically developed and consist of evidence-based state-
ments to assist practitioner and patient decisions about
appropriate health care for specific individual circum-
stances (Field & Lohr, 1990). CPGs support the delivery
of high-quality care by reducing inappropriate variation
in practices and aid clinical decision making to achieve

optimal health outcomes (Murad, 2017; Scalzitti, 2001).
Despite the proliferation of fall-related CPGs, most pub-
lished CPGs have focused on community-dwelling older
adults, with sparse attention to other settings across the
care continuum (Welch, Ghogomu, & Shea, 2016). The
extent of variation in content and consistency of guid-
ance about the best approaches for fall screening and risk
assessment across settings remains unclear. Further-
more, there has not been a synthesis of published CPGs
for fall risk screening and assessment across the care
continuum.

We conducted a scoping review to identify and synthe-
size international clinical practice guidelines and best
practice recommendations related to fall risk screening
and assessment in older adults across the health care
continuum. Fall risk screening and assessment are sep-
arate but related processes; however, they have some-
times been used interchangeably in the literature. The
latter term has been used broadly to refer to fall risk
prediction as well as identification of contributing risk
factors to target interventions. More recently, the dis-
tinction has been clarified; screening aims to identify
individuals at risk of falling and determines the need for
further evaluation, and risk assessment identifies fall
risk factors (e.g., gait and balance problems, previous
falls) that will be targeted for intervention (Registered
Nurses’ Association of Ontario, 2017). This synthesis
describes fall risk screening and assessment approaches
across the care continuum and offers insights into iden-
tifying gaps and understanding areas where more
research is needed to strengthen clinical practice.

Methods
A scoping protocol was developed based on the meth-
odological framework described by Arksey and O’Mal-
ley (2005). The protocol included a systematic process
for developing research questions and conducting the
literature search including study selection, data chart-
ing, collating, summarizing, and reporting the results.
Consistent with typical scoping review methodology,
quality appraisal was not conducted, as our aim was to
provide an overview of published guidelines (Peterson,
Pearce, Ferguson, & Langford, 2017). This scoping
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review is a component of a larger program of work to
develop best practice recommendations in fall risk
screening and assessment in older adults across the care
continuum. The project team includes a wide range of
clinical experts, care providers, patient advisors, and
decision makers, who have been engaged in a partici-
patory process from conceptualization and design
through implementation.

Search Strategy

A comprehensive search strategy was developed by the
research team with assistance from a health sciences
librarian. We searched ten electronic databases includ-
ingMEDLINE®, Embase, Cumulative Index to Nursing
and Allied Health (CINAHL), Physiotherapy Evidence
Database (PEDro), Centre for International Rehabilita-
tion Research Information and Exchange (CIRRIE),
REHAB+, Epistemonikos, OTseeker, Infobase of Clin-
ical Practice Guidelines, and Turning Research Into
Practice (TRIP) database. In addition, grey literature
searches included a wide range of materials published
by organizations and professional societies that develop
practice guidelines (e.g., Canadian Patient Safety Insti-
tute, National Institute for Health and Care Excellence
[NICE], Registered Nurses’ Association of Ontario
[RNAO], American Geriatrics Society, College of Occu-
pational Therapy, Australian Clinical Practice Guide-
lines portal, Scottish Intercollegiate Guideline Network
[SIGN] and Guideline International Network [G-I-N]).

The development of the search strategy followed the
process recommended by the Joanna Briggs Institute
(Aromataris & Riitano, 2014; Peters et al., 2015). A pre-
liminary search was conducted in MEDLINE (via Ovid)
and text words and search terms found in key relevant
articles informed the search strategy. The search terms
focused on the central concepts of “accidental falls”, “risk
prediction or screen”, “risk assessment”, and “clinical
practice guidelines”. The final strategy was constructed
by combining Index/MeSH terms, keywords, and their
synonyms with Boolean logic operators. This was con-
sidered to be a more sensitive strategy than only relying
on specific terms that may vary for each database. The
search developed forMEDLINEwas optimized for other
databases. (Additional file) Once all search strategies
were finalized, they were executed. The reference lists
of all included publications were also searched for rele-
vant CPGs that may have been missed in the primary
search. The search results were exported to Endnote, a
reference management software.

Study Selection

Two independent reviewers applied the selection cri-
teria to screen titles and abstracts for eligibility. We
included CPGs or best practice guidelines (BPGs) or

recommendations that pertained to fall risk screening
and assessment in older adults. All publications that
met the following criteria were selected: (1) CPGs that
included older adults, defined as 65 years of age and
older; (2) pertained to care settings across the care
continuum (i.e., community, acute, and long-term care);
and (3) published in English over the period 2008
(January) to 2018 (October), to focus on the most recent
guidelines.

CPGs were excluded if the publication: (1) focused on
clinical or cost effectiveness of interventions to prevent
falls; (2) pertained to occupational falls, sport-related
falls, or intentional falls; (3) pertained to consequences
of falls (e.g., fall-related injuries); (4) focused on the
predictive accuracy of a screening or risk assessment
tool; and (5) was not accessible for full text review.

Reviewers agreedon92per cent of articles.Discrepancies
were resolved by discussion and consensus between the
two reviewers. Full texts of potentially eligible CPGs
were retrieved and reviewed for final inclusion by a
single reviewer. A charting table was created to sum-
marize key information relevant to the research question
that was extracted (i.e., author, year, country of origin,
intended clinical audience, care setting, and fall screen-
ing and risk assessment recommendations).

The synthesis described the recommendations within
CPGs related to fall risk screening and assessment for
each of the three health care settings examined in the
review. Any discipline-specific guidelines as well as
guidelines intended for specific sub-populations (e.g.,
those with chronic neurological conditions) that met
inclusion criteria were discussed separately. Processes
for identification of older adults at risk of falling were
compared within and across health care settings. Simi-
larities and differences in fall risk assessment compo-
nents of CPGs were described.

Results
As shown in Figure 1, 456 records were identified. After
duplicateswere removed, 330 recordswere screened for
eligibility by two reviewers based on titles and
abstracts. Fifty recordswere selected for full text review.
A total of 22 records were CPGs or best practice recom-
mendations that satisfied our criteria andwere included
in this review (American Geriatric Society and British
Geriatric Society, 2010; American Medical Directors’
Association, 2011; Australian Commission on Safety
and Quality in Health Care, 2009; Avin et al., 2015;
Beauchet et al., 2011a; College of Occupational Therap-
ists, 2015; Degelau et al., 2012; Gagnon & Lafrance, 2011
(referred to as Institut national de santé publique du
Québec); Goodwin & Briggs, for the AGILE Fall Work-
ing Group, 2012; Health Care Association of New
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Jersey, 2012; Kim et al., 2017; Kruschke & Butcher, 2017;
Leland, Elliott, & Johnson, 2012; Naqvi, Lee, & Fields,
2009 (Nurses Improving Health Care for Health System
Elders [NICHE] gave rise to the specific guidelines);
National Institute for Health and Care Excellence, 2013;
Registered Nurses’ Association of Ontario, 2017; Scott
et al., 2010; Shyamala et al., 2015 (the Health Promotion
Board, Singapore produced these guidelines); Thur-
man, Stevens, & Rao, 2008; US Preventive Services Task
Force, 2018; van der Marck et al., 2014; Winnipeg
Regional Health Authority, 2011).

All CPGs/BPGs pertained to older adults (defined as
65 years of age and older). However, three CPGs
applied to the broader group of all adults (18 years of
age and older) (College of Occupational Therapists,
2015; Degelau et al., 2012; Registered Nurses’ Associ-
ation of Ontario, 2017). Only one CPG (Australian
Commission on Safety and Quality in Health Care,

2009) referred to Indigenous older adults who were
defined as 50 years of age or older. In contrast to other
guidelines that covered both single and recurrent falls;
one CPG pertained exclusively to older adults who had
experienced recurrent falls (Beauchet et al., 2011a).

Although guidelines were often intended to inform a
wide range of health care professionals, CPGswere found
that targeted clinical practices of nurses, physical therap-
ists, occupational therapists, and physicians. All CPGs
originated in high income countries. There were four
CPGs fromCanada (Gagnon&Lafrance, 2011; Registered
Nurses’ Association of Ontario, 2017; Scott et al., 2010;
Winnipeg Regional HealthAuthority, 2011) and 10 devel-
oped in the United States (American Geriatrics Society
and British Geriatrics Society, 2010; American Medical
Directors’ Association, 2011; Avin et al., 2015; Degelau
et al., 2012; Health Care Association of New Jersey, 2012;
Kruschke & Butcher, 2017; Leland et al., 2012; Naqvi,
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Figure 1: Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) diagram showing the search and selection
process
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Table 1: Components of fall risk screening and assessment in CPGs for community settings

Components

Clinical Practice Guidelines

ACSQHC,
2009

AGS/BGS,
2010

Beauchet et al.,
2011a

Shyamala
et al.,
2015

Gagnon
&

Lafrance,
2011

Kim et al.,
2017

Kruschke &
Butcher,
2017 NICE, 2013

RNAO,
2017

Scott
et al.,
2010

USPSTF,
2018

WRHA,
2011

Country of origin Australia USA France Singapore Canada Korea USA UK Canada Canada USA Canada
Nationally endorsed X X X X X X X
Fall risk screening processes
Ask about fall history X X All older adults at

risk because of
multiple falls

X X X X X X X X X
Ask about walking or

balance difficulties
X X X X X X X X X X

Risk assessment components
Detailed fall history

and circumstances
X X X X X X X X X X Clinical

judgement
about

whether risk
assessment is
needed based
on prior med-
ical history

and
co-morbid
conditions

X

Medication review X X X X X X X X X X X
Detailed gait, balance,

and/or mobility
X X Fall severity Functional

mobility
assess-
ment

X X X X X X X

Cardiovascular
system

X X X X X X X X X X X

Cognition X X X X X X X X X X
Urinary continence X X X X X X X X X X
Feet/footwear X X X X X X X X
Vision X X X X X X X X X X X
Environmental

hazards
X X X X X X X X X X X

Other Muscle
strength

Muscle strength
Fear of falling
Activities of
daily living

Muscle strength,
Nutrition
Depression

Muscle
strength

Fracture risk

Fear of
falling

Depression
Nutrition
Risky
alcohol
use

Fear of falling
Osteopor-
osis risk

Fear of falling
Muscle strength

Depression Alcohol
consumption

Pain
Nutrition

Muscle
strength

Osteoporosis
risk
Functional
ability

Fear of falling

Fear of
falling

Injury risk

Functional
ability
Fear of
falling

Fluid intake

Nutrition
hydration

Note. AGS/BGS = American Geriatric Society/British Geriatric Society; ACSQHC = Australian Commission on Safety and Quality in Health Care; CPGs = clinical practice guidelines; NICE =
National Institute for Health and Care Excellence; RNAO = Registered Nurses’ Association of Ontario; USPSTF, US Preventive Services Task; WRHA = Winnipeg Regional Health Authority.
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Lee & Fields, 2009; Thurman et al., 2008; US Preventive
Services Task Force, 2018). Guidelineswere also identified
from Australia, France, Korea, Singapore, Netherlands,
and the United Kingdom. Six CPGs were endorsed
nationally andwerewidely implemented in their respect-
ive contexts (Australian Commission on Safety andQual-
ity in Health Care, 2009; American Geriatrics Society and
British Geriatrics Society, 2010; National Institute for
Health and Care, 2013; Registered Nurses’ Association
of Ontario, 2017; Shyamala et al., 2015; US Preventive
Services Task Force, 2018).

More than half (n = 12) of the CPGs or their most recent
version had been published prior to 2013. Among the
CPGs identified, six had been revised at least once and
three had been updated within the past 5 years
(National Institute for Health and Care Excellence,
2013; Registered Nurses’ Association of Ontario, 2017;
US Preventive Services Task Force, 2018).

Six CPGs (Australian Commission on Safety and Qual-
ity in Health Care, 2009; College of Occupational Ther-
apists, 2015; Kruschke & Butcher, 2017; National
Institute for Health and Care Excellence, 2013; Regis-
tered Nurses’ Association of Ontario, 2017; Winnipeg
Regional Health Authority, 2011) offered guidance for
multiple care settings; while nine CPGs (American
Geriatrics Society and British Geriatrics Society, 2010;
Avin et al., 2015; Beauchet et al., 2011a; Gagnon &
Lafrance, 2011; Kim et al., 2017; Leland et al., 2012; Scott
et al., 2010; Shyamala et al., 2015; USPreventive Services
Task Force, 2018) only provided fall risk screening and
assessment guidance for community-dwelling older
adults. Another two guidelines provided recommenda-
tions for acute care settings only (Degelau et al., 2012;
Navqi, Lee & Fields, 2009). Two CPGs offered recom-
mendations for long-term care settings only (American
Medical Directors’Association, 2011; Health Care Asso-
ciation of New Jersey, 2012). Three guidelines did not
indicate a particular setting (Goodwin & Briggs, 2012;
Thurman et al., 2008; van der Marck et al., 2014).

CPG Fall Risk Screening and Assessment
Recommendations

Community fall risk screening
Table 1 summarizes the CPG fall risk screening and
assessment recommendations for community care set-
tings. There were 12 general CPGs that pertained to
community care settings (Australian Commission on
Safety and Quality in Health Care, 2009; American
Geriatrics Society and British Geriatrics Society, 2010;
Beauchet et al., 2011a; Gagnon & Lafrance, 2011; Kim
et al., 2017; Kruschke&Butcher, 2017;National Institute
for Health and Care Excellence, 2013, Registered
Nurses’ Association of Ontario, 2017; Scott et al., 2010;
Shyamala et al., 2015; US Preventive Services Task

Force, 2018, Winnipeg Regional Health Authority,
2011). Guidelines support fall risk screening among
community-dwelling older adults (Australian Commis-
sion on Safety and Quality in Health Care, 2009; Ameri-
can Geriatrics Society and British Geriatrics Society,
2010; Gagnon & Lafrance, 2011; Kim et al., 2017;
Kruschke & Butcher, 2017; National Institute for Health
and Care Excellence, 2013; Registered Nurses’ Associ-
ation of Ontario, 2017; Scott et al., 2010; Shyamala et al.,
2015; US Preventive Services Task Force, 2018; Winni-
peg Regional Health Authority, 2011). Not all guide-
lines address best practice for timing and frequency of
screening; however, five CPGs endorse fall risk screen-
ing at least annually for community-dwelling older
adults (Australian Commission on Safety and Quality
in Health Care, 2009;, American Geriatrics Society and
British Geriatrics Society, 2010; National Institute for
Health and Care Excellence, 2013; Registered Nurses’
Association of Ontario, 2017; Winnipeg Regional
Health Authority, 2011).

Eleven screening algorithms identified an individual at
risk of a future fall based on history of falls in a defined
period (6 or 12 months) and gait, balance, and/or
mobility abnormalities (Australian Commission on
Safety and Quality in Health Care, 2009; American
Geriatrics Society and British Geriatrics Society, 2010;
Gagnon & Lafrance, 2011; Kim et al., 2017; Kruschke &
Butcher, 2017; National Institute for Health and Care
Excellence, 2013; Registered Nurses’ Association of
Ontario, 2017; Scott et al., 2010; Shyamala et al., 2015;
US Preventive Services Task Force, 2018; , 2011). Beau-
chet et al. (2011a) did not mention screening, because
this CPG focused on older adults who had already
experienced recurrent falls (defined as two or more falls
in the prior 12 months).

Community CPGs identified older adults with gait,
balance, and/ormobility abnormalities by asking about
difficulties with walking and balance (American Geri-
atrics Society and British Geriatrics Society, 2010; Gag-
non & Lafrance, 2011; Kim et al., 2017; Kruschke &
Butcher, 2017; Registered Nurses’ Association of
Ontario, 2017; Shyamala et al., 2015) and/or observa-
tion of ambulation (National Institute for Health and
Care Excellence, 2013; Registered Nurses’ Association
of Ontario, 2017; Scott et al., 2010). The Registered
Nurses’ Association of Ontario BPG (2017) advised
health care providers to use their clinical judgment by
looking for apparent disturbances (e.g. unsteady gait,
poor balance, impairedmobility). TheNational Institute
for Health and Care Excellence CPG (2013) recom-
mended that observation of the individual’s ability to
stand, turn, and sit, was adequate as a first level screen.

A history of a single fall in the prior 12 months, in the
absence of other positive criteria, triggered further
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screening for balance and/or gait problems in four
guidelines (Australian Commission on Safety andQual-
ity in Health Care, 2009; American Geriatrics Society
and British Geriatrics Society, 2010; Kruschke &
Butcher, 2017; Winnipeg Regional Health Authority,
2011). Examples of recommended gait or balance tests
for fall risk screening included Timed-Up-and-Go
(TUG), Berg Balance Scale, and Performance-Oriented
Mobility Assessment (POMA). The Australian Com-
mission on Safety and Quality in Health Care CPG
(2009) also referred to the Sit-To-Stand test and Alter-
native Step test as fall risk screening tests in community
settings.

Only one CPG (Australian Commission on Safety and
Quality in Health Care, 2009) mentioned use of multi-
item fall risk screening tools in community settings. The
Fall Risk for Older People Community version (FROP-
Com) was provided as an exemplar of a validated tool
that is appropriate for use. The tool considers history of
falls in the past 12 months; observations of steadiness
while standing up, walking, turning, returning to the
chair, and sitting down; and self-reporting the need for
assistance in performing activities of daily living.

Community fall risk assessment
Multiple terms (e.g., comprehensive assessment, multi-
factorial risk assessment) were used by CPGs/BPGs to
describe identification of fall risk factors signaling the
need for clarity among CPGs and researchers whose
work contributed to CPGs. CPGs/BPGs described a
similar process for risk assessment including focused
or detailed fall history and medical history, physical
examination, and assessment of environmental hazards
(American Geriatrics Society and British Geriatrics Soci-
ety, 2010; Beauchet et al., 2011a; Gagnon & Lafrance,
2011; Kim et al., 2017; Kruschke & Butcher, 2017; Regis-
tered Nurses’ Association of Ontario, 2017; Shyamala
et al., 2015;Winnipeg Regional Health Authority, 2011).
The use of validated assessment tools that are appro-
priate for the individual and setting was also supported
by three guidelines as part of this process (Australian
Commission on Safety and Quality in Health Care,
2009; Registered Nurses’ Association of Ontario, 2017;
Winnipeg Regional Health Authority, 2011). Addition-
ally, the Registered Nurses’Association of Ontario BPG
(2017) highlights the multifactorial assessment as one
component of comprehensive assessment.

Across CPGs, a fall risk assessment was recommended
for community-dwelling older adults at risk for falls.
Criteria that triggered an assessment included experien-
cing recurrent falls (≥ 2) in the previous year; abnormal-
ities of gait, balance, and/or mobility; or presenting to a
health care provider because of a fall. The Registered
Nurses’Association ofOntario BPG (2017) recommended

that older adults with multiple risk factors or complex
needs may require referral to an interprofessional team
for further assessment and intervention.

Seven components were commonly considered in
detailed assessment of fall risk factors across community
guidelines including: (1) focused history to identify cir-
cumstances surrounding the fall and consequences;
(2) medication review and history of chronic medical
conditions; (3) detailed evaluation of balance, gait,
and/or mobility; (4) vision; (5) cognitive evaluation;
(6) cardiovascular assessment including rate, rhythm,
and postural blood pressure; and (7) environmental
assessment (AustralianCommission on Safety andQual-
ity inHealthCare, 2009; AmericanGeriatrics Society and
British Geriatrics Society, 2010; Beauchet et al., 2011a;
Kim et al., 2017; Kruschke & Butcher, 2017; National
Institute for Health and Care Excellence, 2013; Regis-
tered Nurses’ Association of Ontario, 2017; Scott et al.,
2010; Shyamala et al., 2015; Winnipeg Regional Health
Authority, 2011). Additional components have been
included in some CPGs such as perceived functional
ability and fear of falling, footwear/foot problems, and
urinary continence assessment (Beauchet et al., 2011a;
Gagnon & Lafrance, 2011; Kim et al., 2017; Kruschke &
Butcher, 2017; National Institute for Health and Care
Excellence, 2013; Scott et al., 2010; Shyamala et al., 2015).
Some guidelines also included assessments for osteopor-
osis (Australian Commission on Safety and Quality in
Health Care, 2009; Kim et al., 2017; National Institute for
Health and Care Excellence, 2013; Registered Nurses’
Association of Ontario, 2017; Winnipeg Regional Health
Authority, 2011), depression (Beauchet et al., 2011a;
Gagnon & Lafrance, 2011; Kruschke & Butcher, 2017),
alcohol misuse (Gagnon & Lafrance, 2011; Kruschke &
Butcher, 2017), pain and nutrition (Beauchet et al., 2011a,
Kruschke & Butcher, 2017).

Acute care fall risk screening
Seven general CPGs addressed acute care settings
(Australian Commission on Safety and Quality in
Health Care, 2009; Degelau et al., 2012; Kruschke &
Butcher, 2017; National Institute for Health and Care
Excellence, 2013; Navqi, Lee & Fields, 2009; Registered
Nurses’ Association of Ontario, 2017; Winnipeg
Regional Health Authority, 2011). Five CPGs recom-
mended that health care providers perform fall risk
screening on admission (Australian Commission on
Safety and Quality in Health Care, 2009; Degelau
et al., 2012; Kruschke & Butcher, 2017; Registered
Nurses’ Association of Ontario, 2017; Winnipeg
Regional Health Authority, 2011). Additionally,
because the condition of older adults in acute care
settings can change rapidly, four guidelines made pro-
visions for reassessment of older adults post-fall, and
when changes occurred in health or functional status
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(Australian Commission on Safety and Quality in
Health Care, 2009; Registered Nurses’ Association of
Ontario, 2017; Navqi, Lee & Fields, 2009; Winnipeg
Regional Health Authority, 2011).

Six of the seven CPGs recommended fall risk screening
for older adults in acute care settings (Australian Com-
mission on Safety and Quality in Health Care, 2009;
Degelau et al., 2012; Kruschke & Butcher, 2017; Navqi,
Lee & Fields, 2009; Registered Nurses’ Association of
Ontario, 2017; Winnipeg Regional Health Authority,
2011) (Table 2). Similar to in community care settings,
fall risk screening was based on a fall history and gait,
balance, and/or mobility abnormalities (Australian
Commission on Safety and Quality in Health Care,
2009; Degelau et al., 2009; Kruschke & Butcher, 2017;
Registered Nurses’ Association of Ontario, 2017; Win-
nipeg Regional Health Authority, 2011). Additionally,
Naqvi, Lee & Fields (2009) screened by asking about fall
history or fear of falling. Although four guidelines
recommended validated screening or risk prediction
tests (e.g. Morse Fall Scale, Heinrich II Fall Risk Model),
two CPGs cautioned against their use as a stand-alone
approach for screening in acute care settings (Australian
Commission on Safety and Quality in Health Care,

2009; Degelau et al., 2012; Registered Nurses’ Associ-
ation of Ontario, 2017; Winnipeg Regional Health
Authority, 2011). Further, Degelau et al. (2012) also
suggested that any fall risk screening tests should be
checked for their sensitivity, specificity, and ability to
predict falls at the facility periodically to optimize per-
formance.

It was also recommended that a second stage assess-
ment for risk of injury should consider the following
factors: age (85 years and older), bone conditions (e.g.,
osteoporosis, metastases) and coagulation (receiving
anticoagulants or bleeding disorder) (Degelau et al.,
2012). Major surgery was also included as a possible
injury risk factor, as wounds could dehisce with a fall
(Degelau et al., 2012).

Acute care fall risk assessment
One CPG considered all older adults at increased risk of
falls by virtue of the health concern that resulted in their
hospital admission; consequently, assessment of fall
risk factors was recommended for all admitted older
adults (National Institute for Health and Care Excel-
lence, 2013). This approach was also consistent with

Table 2: Components of fall risk screening and assessment in CPGs for acute care settings

Components

Clinical Practice Guidelines

ACSQHC,
2009

Degelau
et al.,
2012

Kruschke &
Butcher, 2017 NICE, 2013

Naqvi, Lee &
Fields, 2009 RNAO, 2017

WRHA,
2011

Country of origin Australia USA USA UK USA Canada Canada
Nationally endorsed X X X
Fall risk screening
Ask about fall history X X X All older adults

considered at
risk of falls

X X X
Ask about walking or
balance difficulties

X X X X X

Risk assessment
Detailed fall history and
circumstances

X X X X X X X

Medication review X X X X X X X
Detailed gait, balance,
and mobility

X X X X X X X

Cardiovascular system X X X X X X X
Cognitive status X X X X X X X
Urinary continence X X X X X X
Feet/footwear X X X X X
Vision X X X X X X
Environmental hazards X X X X X X X
Other Muscle

strength
Injury risk Fear of falling,

Muscle strength
Depression
Alcohol

consumption
Pain, Nutrition

Osteoporosis risk
Perceived func-
tional ability
Fear of falling

Osteoporosis
risk

Fear of falling
Injury risk

Nutrition
hydration

Note. ACSQHC = Australian Commission on Safety and Quality in Health Care; CPGs = clinical practice guidelines; NICE = National
Institute for Health and Care Excellence; RNAO = Registered Nurses’ Association of Ontario; WRHA = Winnipeg Regional Health
Authority.
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National Institute for Health and Care Excellence (2013)
recommendations against the use of risk prediction tests
for assigning inpatient fall risk. For other acute care
CPGs (Australian Commission on Safety and Quality in
Health Care, 2009; Degelau et al., 2012; Kruschke &
Butcher, 2017; Navqi, Lee & Fields, 2009; Registered
Nurses’ Association of Ontario, 2017; Winnipeg
Regional Health Authority, 2011), a positive screen for
fall risk triggered a comprehensive assessment to iden-
tify contributory fall risk factors.

Across CPGs in acute care, the most common domains
incorporated in fall risk assessment included: history of
circumstances of the fall; gait, balance, and/ormobility;
medication review, cognition, and environmental
safety assessment (Australian Commission on Safety
and Quality in Health Care, 2009; Degelau et al., 2012;
Kruschke & Butcher, 2017; National Institute for Health
and Care Excellence, 2013; Navqi, Lee & Fields, 2009;
Registered Nurses’ Association of Ontario, 2017; Win-
nipeg Regional Health Authority, 2011). These CPGs
shared some similarities with community care settings.
Other factors were sometimes considered, such as pos-
tural hypotension, vision, urinary continence assess-
ment, and feet/footwear (Kruschke & Butcher, 2017;
National Institute for Health and Care Excellence, 2013;
Navqi, Lee & Fields, 2009; Winnipeg Regional Health
Authority 2011). Kruschke and Butcher (2017) also
recommended assessing for fear of falling, osteoporosis
risk assessment, muscle strength, depression, alcohol
misuse/abuse, pain, hearing, hydration, and nutrition.

Long-term care fall risk screening
Seven general CPGs provided recommendations for
long-term care settings (Australian Commission on
Safety and Quality in Health Care, 2009; American
Medical Directors’Association, 2011; Health Care Asso-
ciation of New Jersey, 2012; Kruschke & Butcher, 2017;
National Institute for Health and Care Excellence, 2013;
Registered Nurses’ Association of Ontario, 2017; Win-
nipeg Regional Health Authority, 2011). Similarly to in
acute care settings, fall risk screening was recom-
mended upon moving into long-term care, and if there
were significant changes in health or functional status
(Australian Commission on Safety and Quality in
Health Care, 2009; Health Care Association of New
Jersey, 2012; Registered Nurses’Association of Ontario,
2017) and post-fall. Guidelines also recommended
screening routinely such as quarterly (Winnipeg
Regional Health Authority, 2011), semi-annually
(Australia Commission on Safety and Quality in Health
Care, 2009; Health Care Association of New Jersey,
2012) or at least annually (National Institute for Health
and Care Excellence, 2013; Registered Nurses’ Associ-
ation of Ontario, 2017; Winnipeg Regional Health
Authority, 2011).

Fall risk screening approaches in long-term care settings
were similar to those in other care settings (Table 3). A
prior history of falls and reported and/or demonstrated
impairment of gait, balance, and/or mobility were
recommended for fall risk screening in four CPGs’
algorithms (Australian Commission on Safety and
Quality in Health Care, 2009; Kruschke & Butcher,
2017; National Institute for Health and Care Excellence,
2013; Registered Nurses’ Association of Ontario, 2017).
An alternative approach considered the majority of
older adults to be at increased risk of falling, and
recommended a more detailed assessment of fall risk
factors for all older adults (Australian Commission on
Safety and Quality in Health Care, 2009; Health Care
Association of New Jersey, 2012).

Long-term care fall risk assessment
Risk factors for falling were identified using multi-item
risk prediction tools in three CPGs (Australian Com-
mission on Safety and Quality in Health Care, 2009;
Health Care Association of New Jersey, 2012;Winnipeg
Regional Health Authority, 2011). Some CPGs also
integrated assessment with care planning as part of an
established single assessment process geared towards a
holistic approach to management across multiple
domains (American Medical Directors’ Association,
2011; Health Care Association of New Jersey, 2012;
Winnipeg Regional Health Authority, 2011). An
example is the use of the minimum dataset (MDS) that
captures comprehensive information about functional
and mobility status, cognition, mood and behavioral
symptoms, geriatric syndromes, chronic conditions,
and medications. A fall care area assessment (CAA)
can be triggered during completion of the MDS that
prompts further investigation of fall risk factors. The
care plan reflects interventions to address any areas of
concern.

Seven components of fall risk assessmentwere common
to all long-term care CPGs: focused fall history; medi-
cation review; gait, balance, and/or mobility assess-
ment; cognition; vision; urinary continence
assessment; and environmental safety (Australian
Commission on Safety and Quality in Health Care,
2009; American Medical Directors’ Association, 2011;
Health Care Association of New Jersey, 2012; National
Institute for Health and Care Excellence, 2013;
Kruschke & Butcher, 2017; Registered Nurses’ Associ-
ation of Ontario, 2017; Winnipeg Regional Health
Authority, 2011). Other areas that were considered
included fear of falling, footwear/foot problems, and
muscle strength (American Medical Directors’ Associ-
ation, 2011; Kruschke & Butcher, 2017; National Insti-
tute for Health and Care Excellence, 2013; Registered
Nurses’ Association of Ontario, 2017) osteoporosis,
postural hypotension, pain assessment, and nutrition
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(Health Care Association of New Jersey, 2012;
Kruschke & Butcher, 2017; Winnipeg Regional Health
Authority, 2011).

Common Screening and Risk Assessment Criteria across
General CPGs
Identification of older adults at risk of falls was based on
fall history and reported and/or demonstrated abnormal-
ities of gait, balance, and/or mobility in 12 general CPGs
(Australian Commission on Safety and Quality in Health
Care, 2009; American Geriatrics Society and British Geri-
atrics Society, 2010; American Medical Directors’ Associ-
ation, 2011;Degelau et al., 2012;Gagnon&Lafrance, 2011;
Kim et al., 2017; Kruschke & Butcher, 2017; National
Institute for Health and Care Excellence, 2013; Registered
Nurses’ Association of Ontario, 2017; Scott et al., 2010;
Shyamala et al., 2015; US Preventive Services Task Force,
2018; Winnipeg Regional Health Authority, 2011). The
other three general CPGs focused on identification of risk
factors for all older adults whowere considered at risk for
falls (Beauchet et al., 2011a; Health Care Association of
New Jersey, 2012; Navqi, Lee & Fields, 2009).

In acute care settings, three CPGs cautioned about the
use of screening or risk prediction tools to assign
inpatient risk (Degelau et al., 2012; National Institute
for Health andCare Excellence, 2013; RegisteredNurses’
Association of Ontario, 2017). Two of the three guide-
lines advised that screening tests should not be used as a
stand-alone approach (Degelau et al., 2012; Registered
Nurses’ Association of Ontario, 2017) but should occur
as part of a more comprehensive assessment.

Among CPGs that identified tests of balance and/or
gait as part of fall risk screening process, the Timed-
Up-and-Go test was mentioned by nine guidelines
(Australian Commission on Safety and Quality in
Health Care, 2009; American Geriatrics Society and
British Geriatrics Society, 2010; Degelau et al., 2012;
Kim et al., 2017; Kruschke & Butcher, 2017; Registered
Nurses’Association of Ontario, 2017; Scott et al., 2010;
Shyamala et al., 2015; Winnipeg Regional Health
Authority, 2011). Because screening is intended to be
a brief process, time, cost, and practicality are import-
ant considerations, in addition to test performance
(Table 4).

Table 3: Components of fall risk screening and assessment in CPGs for long-term care settings

Components

Clinical Practice Guidelines

ACSQHC, 2009 AMDA, 2011
HCANJ,
2012

Kruschke &
Butcher, 2017

NICE,
2013

RNAO,
2017

WRHA,
2011

Country of origin Australia USA USA USA UK Canada Canada
Nationally endorsed X X X
Fall risk screening processes and algorithms
Ask about fall history X X All older adults

assessed with
Fall Risk Pre-
dictive Factor

Tool

X X X X
Ask about walking or
balance difficulties

X X X X

Fall risk assessment
Detailed fall history and
circumstances

X X X X X X X

Medication review X X X X X X X
Detailed gait, balance,
and mobility

X X X X X X X

Cardiovascular system X X X X X X X
Cognition X X X X X X X
Urinary continence X X X X X X X
Feet/footwear X X X
Vision X X X X X X X
Environmental hazards X X X X X X X
Other Muscle strength

Fear of falling
Fear of falling
Muscle strength

Injury risk

Pain assessment Fear of falling
Muscle strength

Depression Alcohol
consumption

Pain
Nutrition

Osteoporosis
risk

Perceived func-
tional ability

Fear of falling

Fear of
falling
Injury
risk

Nutrition
Hydration

Note. ACSQHC = Australian Commission on Safety and Quality in Health Care; AMDA = American Medical Directors’ Association;
CPGs = clinical practice guidelines; HCANJ = Health Care Association of New Jersey; NICE = National Institute for Health and Care
Excellence; RNAO = Registered Nurses’ Association of Ontario; WRHA = Winnipeg Regional Health Authority.
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Table 4: Fall risk screening and assessment tools referred to by clinical practice guidelines

Name of Tool(s)

Care Settings

Community Care Acute Care Long-Term Care

Fall risk screening
Berg Balance Scale AGS/BGS, 2010

Kim et al., 2017
Kruschke & Butcher, 2017

Kruschke & Butcher, 2017 HCANJ, 2012
Kruschke & Butcher, 2017

Tinetti Performance Oriented Mobility Assessment
(POMA)

AGS/BGS, 2010
Kim et al., 2017
Kruschke & Butcher, 2017

Degelau et al., 2012
Kruschke & Butcher, 2017

Kruschke & Butcher, 2017

Timed Up and Go Test (TUG) ACSQHC, 2009
AGS/BGS, 2010
Beauchet et al., 2011a
Kim et al., 2017
Kruschke & Butcher, 2017
RNAO, 2017
Scott et al., 2010
Shyamala et al., 2015

Degelau et al., 2012
Kruschke & Butcher, 2017

Kruschke & Butcher, 2017

Validated Balance test (not specified) WRHA, 2011

Multi-item screening tools

Fall Risk Predictive Factors Assessment: Fall history,
Mental status, Ambulatory Elimination, Gait/Balance,
Vision, Orthostatic hypotension, Medications, Predis-
posing conditions

HCANJ, 2012

FROP-Com: Fall history, Function, Balance ACSQHC, 2009

Heinrich Fall Risk II Model: Confusion, symptomatic
depression, Altered elimination, Dizziness, Male sex,
Administration of epileptics or benzodiazepines, Get
Up & Go Test

Degelau et al., 2012
RNAO, 2017

John Hopkins Fall Risk Assessment Tool: Age, Fall history,
Elimination (bowel and urine), Medications, Patient
care equipment, Mobility, Cognition

Degelau et al., 2012

Morse Fall Scale: Fall history, Secondary diagnosis,
Ambulatory aids, IV therapy, Gait, Mental status

ACSQHC, 2009
Degelau et al., 2012

St Thomas Risk Assessment Tool in Falling Elderly
In-patients (STRATIFY): Fall history, Agitation, Visual
impairment, Frequent toileting, Transfer and mobility

ACSQHC, 2009
RNAO, 2017

Fall risk assessment

Cognitive status

Mini-Cog Degelau et al., 2012

Mini Mental Status (MMSE) ACSQHC, 2009
Beauchet et al., 2011a

ACSQHC, 2009
Degelau et al., 2012

ACSQHC, 2009
HCANJ, 2012

Codex Test Beauchet et al., 2011a

Confusion Assessment Method (CAM) WRHA, 2011
Degelau et al., 2012

ACSQHC, 2009
WRHA, 2011

WRHA, 2011

Rowland Universal Dementia Scale (RUDAS): Memory,
Judgment, Praxis, Language, Drawing, Body orien-
tation

Beauchet et al., 2011a ACSQHC, 2009

Continued
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Table 4: Continued

Name of Tool(s)

Care Settings

Community Care Acute Care Long-Term Care

Short Portable Mental Status Questionnaire Degelau et al., 2012

Gait, Balance, Mobility

Alternate Step Test ACSQHC, 2009 ACSQHC, 2009

Berg Balance Scale NICE, 2013
Shyamala et al., 2015

Degelau et al., 2012 HCANJ, 2012

Dual or single task testing RNAO, 2017

Functional reach NICE, 2013
RNAO, 2017
Shyamala et al., 2015

ACSQHC, 2009

Functional Gait Assessment RNAO, 2017
Shyamala et al., 2015

Single Leg Stand Shyamala et al., 2015

Sit to Stand Test ACSQHC, 2009 ACSQHC, 2009

Standardized balance assessment (not specified) AMDA, 2011

Tinetti Test NICE, 2013
RNAO, 2017

ACSQHC, 2009
Degelau et al., 2012
RNAO, 2017

HCANJ, 2012
RNAO, 2017

Feet and footwear

Shoe safety checklist ACSQHC, 2009
WRHA, 2011

ACSQHC, 2009
WRHA, 2011

ACSQHC, 2009
WRHA, 2011

Vision

Melbourne Edge test
Confrontation Visual Field Test
Snellen Chart
Melbourne Edge Test
Confrontation Visual Field Test

ACSQHC, 2009 ACSQHC, 2009 ACSQHC, 2009

Misericordia Health Centre Focus on Falls Vision
Screening Tool

WRHA, 2011 WRHA, 2011 WRHA, 2011

Monnoyer Test
Parinaud test chart

Beauchet et al., 2011a

Other tools

Fall Risk for Hospitalized Older People (FRHOP): Fall
history, Medications, Medical conditions, Sensory loss,
Cognition, Continence, Nutrition, Feet and footwear,
Balance, Transfers, Mobility

ACSQHC, 2009

Fall Efficacy Scale NICE, 2013
RNAO, 2017

Peninsula Health Fall Risk Assessment Tool (FRAT): Fall
history, Medications, Psychological status, Cognitive
status

ACSQHC, 2009 ACSQHC, 2009
WRHA, 2011

Continued
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Few multi-item screening tools mentioned the follow-
ing factors: fall history, cognitive status, medications
and balance, and gait and/or mobility (Table 4). It is
noteworthy that CPGs often did not explicitly recom-
mend a test/tool but provided information about its
performance characteristics in appendices and left deci-
sions about test selection to the care provider.

There was variation across CPGs with regard to com-
ponents included in fall risk assessments. However, a
focused fall history to determine the circumstances of
the fall; detailed gait, balance, and/or mobility evalu-
ation; medication review; vision; and environmental
safety assessment were common to all CPGs. Fourteen
of the 16 guidelines also included cardiovascular
assessment and cognitive evaluation (Australian Com-
mission on Safety and Quality in Health Care, 2009;
American Geriatrics Society and British Geriatrics
Society, 2010; American Medical Directors’ Associ-
ation, 2011; Beauchet et al., 2011a; Degelau et al.,
2012; Health Care Association of New Jersey,, 2012;
Gagnon & Lafrance, 2011; Kim et al., 2017; Kruschke &
Butcher, 2017; National Institute for Health and Care
Excellence, 2013; Naqvi, Lee & Fields, 2009; Registered
Nurses’ Association of Ontario, 2017; Shyamala et al.,
2015; Winnipeg Regional Health Authority, 2011). In
acute and long-term care settings, most CPGs included
urinary continence assessment. Only three CPGs
included pain and/or nutrition assessment (Beauchet
et al., 2011a; Kruschke & Butcher, 2017; Winnipeg
Regional Health Authority, 2011).

Guidelines for Specific Sub-populations with Chronic Neuro-
logical Conditions
Twoguidelineswere identified that covered specific sub-
populations (Thurman et al., 2008; van der Marck et al.,
2014). Thurman et al. (2008) provided guidance for
neurologists and other staff who manage persons with
chronic neurological conditions. They recommended
that all persons with the following medical conditions –
stroke, dementia, disorders of gait and balance, Parkin-
son’s disease, peripheral neuropathy – and or risk factors
– lower extremity weakness or sensory loss, substantial
loss of vision, and using assistive devices – are at
increased risk for falls and should be asked about fall

history in the previous year. Other risk factors con-
sidered include advanced age, arthritis, impairment in
activities of daily living, depression, and use of psycho-
active medications. It was also recommended that after
the standard comprehensive neurological examination
that includes evaluation of cognition and vision, if fur-
ther assessment is required, the following screening
measures should be considered: Timed Up-and-Go
(TUG) Test or Get Up and Go test, assessment of ability
to stand unassisted from a sitting position, and Tinetti
Mobility Scale (Thurman et al., 2008).

van der Marck et al. (2014) developed recommenda-
tions for assessment and fall reduction in persons living
with Parkinson’s disease. They identified 16 generic risk
factors and 15 risk factors specific to persons living with
Parkinson’s disease. All risk factors with the exception
of visual impairment were recommended to be man-
aged by a multidisciplinary team. Two possible
approaches to implementation of the recommendations
were proposed (1) one size fits all, and (2) fall type
approach (i.e., identification of a specific pattern of falls
such as falls preceded by freezing gait or syncope). The
former proposes that all clients should be reviewed for
all risk factors and managed accordingly, whereas the
fall approach tries to identify the fall type for each
person. Once a consistent fall pattern can be identified,
the approach focusses on the specific risk factors that are
implicated. The members of the task force preferred the
latter approach. The authors (van derMarck et al., 2014)
underscored that further research is needed to test the
conceptual recommendation in the target population.

Discipline-Specific Guidelines

Physical therapy
Two CPGs were developed specifically for physical
therapists (Avin et al., 2015; Goodwin & Briggs, 2012).
Similar to non-specialized CPGs, fall risk screening
recommendations included asking about a history of
falls in the previous year, and gait or balance difficulties
(Avin et al., 2015; Goodwin & Briggs, 2012). For indi-
viduals who reported a fall or difficulties with gait or
balance, screening also included observation for gait or
balance impairment (Avin et al., 2015; Goodwin &
Briggs, 2012). The AGILE CPG (Goodwin & Briggs,

Table 4: Continued

Name of Tool(s)

Care Settings

Community Care Acute Care Long-Term Care

QuickScreen Test: Previous falls, Medication use, Vision,
Peripheral sensation, Lower limb strength, Balance
and coordination

ACSQHC, 2009

Note. AGS/BGS = American Geriatric Society/British Geriatric Society; ACSQHC = Australian Commission on Safety and Quality in
Health Care; NICE: National Institute for Health and Care Excellence; RNAO: Registered Nurses’ Association of Ontario; WRHA:
Winnipeg Regional Health Authority
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2012) described several tests that may be used (e.g.,
TUG Test, Berg Balance Scale, and Performance
Oriented Mobility Assessment) for evaluation.

Avin et al. (2015) supported the recommendation of
several other CPGs that a fall risk assessment is indicated
for community-dwelling older adults who screen posi-
tive for fall risk. Although the AGILE CPG (Goodwin &
Briggs, 2012) did not comment on this issue, they focused
on assessment of other novel components, where they
recommended that older adults should be asked about
their ability to get up after a fall and that they should be
observed doing so if they reported that theywere able to
get up. Similar to other guidelines, this CPG also recom-
mended assessing for fall-related psychological factors
(e.g., fear of falling) that impact on confidence, activity
restriction, and participation. The Fall Efficacy Scale
(FES) and its variants were suggested as appropriate,
valid, reliable, and responsive to change following inter-
ventions (Goodwin & Briggs, 2012).

Occupational therapy
Two CPGs were intended for occupational therapists
and focused on the occupational therapist’s contribution
to components of the fall risk assessment within their
scope of practice (College of Occupational Therapists,
2015; Leland et al., 2012). Both guidelines emphasized
the occupational therapist’s role in home assessment and
safety intervention. According to the College of Occupa-
tional Therapists (2015), a home hazard assessment and
safety intervention should be offered to persons who
have fallen or are at high risk of falling (e.g., history of
falling, hospitalization for a fall, severe visual impair-
ment, or functional decline). It was also recommended
that occupational therapists assess fear of falling because
of its link with activity restriction.

Leland et al. (2012) supported the use of standardized
screening tools (e.g. TUG Test, Functional Reach, Full-
ertonAdvancedBalance Scale) to identify an individual’s
limitations that are amenable to occupational therapy
intervention. These assessments allow the occupational
therapist to observe and analyze occupational perform-
ance skills. Both guidelines recommended that occupa-
tional therapists provide information in an appropriate
format to empower self-management and support older
adults to remain safe and independent (College of Occu-
pational Therapists, 2015; Leland et al., 2012).

Discussion
The purpose of this scoping review was to describe fall
risk screening and assessment approaches across the
care continuum and identify gaps where more research
is needed to strengthen clinical practice. Our review
found similarities across guidelines related to screening
and assessment content and process for identifying fall
risk among older adults across all care settings. A prior

history of falls and gait and balance abnormalities have
been associatedwith increased risk of falling across care
settings (Ambrose, Paul, & Hausdorff, 2013; Ganz, Bao,
Shekelle, & Rubenstein, 2007; Tinetti & Kumar, 2010).
These two criteria were commonly applied either inde-
pendently or sequentially in 19 fall risk screening algo-
rithms. This finding provides reassurance to health care
providers and policy makers about implementing
screening and assessment recommendations in clinical
practice guidelines to identify older adults at risk across
care settings. This consistency should also enhance the
ability to communicate fall risk across the continuum
of care.

Given the heterogeneity in health as well as functional
and mobility status of older adults across care settings,
it is understandable that there are also differences in
approaches recommended across care settings. For
example, two guidelines (National Institute for Health
and Care Excellence, 2013; US Preventive Services Task
Force, 2018) propose alternate strategies for managing
fall risk. NICE guidelines for acute care settings caution
against the use of risk prediction tests, and regard all
older adults at risk of falls, which varies from the
approach proposed in most CPGs for community-
dwelling older adults. Alternatively, the US Preventive
Services Task Force (2018) does not specifically state
that community-dwelling older adults should be
screened for fall risk; however, they require the phys-
ician’s clinical judgement to determine if an older adult
appears to be at risk and would benefit from screening
followed by an in-depth assessment. These variations
highlight the complex and multifactorial nature of falls
that compounds identification of persons at risk. It is
unlikely that a single test can predict fall risk with
complete accuracy; hence a combination of approaches
may be useful for determining individual risk (Lusardi
et al., 2017). The ideal configuration of these approaches
for each care setting remains unknown; however, from
this review, the authors have observed consistency in
the evaluation of fall history and either questioning
and/or observation of balance and/or gait. It is unlikely
that a “one-size fits all” approach will match the varied
capacities and circumstances of older adults across
settings; but these three factors (asking about fall history
and or balance/gait difficulties and observation of bal-
ance/gait) appear to be crucial across all settings.

Despite common criteria used in fall risk screening algo-
rithms, recommendations for how to screen for gait,
balance, and/or mobility problems varied across guide-
lines. Some guidelines recommended asking about diffi-
culty with balance, gait, or mobility and/or observation
of ambulation (American Geriatrics Society and British
Geriatrics Society, 2010, Avin et al., 2015; Kruschke &
Butcher, 2017; RegisteredNurses’AssociationofOntario,
2017). However, it remains unclear whether one
approach (self-report or observation) is superior to the
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other in fall prediction. This is an area for further research
that also has implications for simplification of algo-
rithms, task shifting, and time saving in care settings.

The TUG test was used for quick screening of physical
and functional mobility status because of its practical
utility and relative ease of administration (Australian
Commission on Safety and Quality in Health Care,
2009; American Geriatrics Society and British Geriatrics
Society, 2010; Kruschke & Butcher, 2017; Scott et al.,
2010; Thurman et al., 2008). Despite its value as a
pragmatic approach to screening, a wide range of cut-
off values have been found to discriminate between
those who do and those who do not fall across studies
(Barry, Galvin, Keogh, Horgan, & Fahey, 2014; Beau-
chet et al., 2011b). The clinical utility of this test for
routine screening versus other approaches such as self-
report and/or observation requires further scrutiny.
More research is needed to explore the feasibility and
value in settings such as long-term care with more
complex needs populations.

There is a paucity of literature to guide ideal timing and
frequency of screening for fall risk. However, CPGs
recommended fall risk screening on admission/initial
contact and routinely thereafter. In acute and long-term
care settings, CPGs also pointed to the need for reassess-
ment of fall risk with significant changes in health or
functional status (Australian Commission on Safety and
Quality in Health Care, 2009; Registered Nurses’ Asso-
ciation of Ontario, 2017; Scott et al., 2010; Winnipeg
Regional Health Authority, 2011). Some studies also
document that an increased risk for falls occurs during
transfers and move to a new environment (Johnson,
George, & Tran, 2011; Rice, Ousley, & Sosnoff, 2015).
These observations emphasize the importance of recog-
nizing critical points of vulnerability during the care
journey that warrant vigilance and intervention to pre-
vent falls.

The timing and frequency of fall risk screening and
assessment was also influenced by practical consider-
ations such as the need to integrate fall risk screening
with other admission and care processes in order to
enhance compliance and reduce staff burden of admin-
istration. Further work to understand how best to
integrate fall risk screening and assessment into
person-centered standardized assessments and care
processes such as Minimum Dataset-Resident Assess-
ment Instrument (MDS-RAI) and Transferring Lifting
Repositioning (TLR) would be beneficial.

There is heterogeneity across guidelines about the
components that should be assessed as part of the fall
risk assessment in older adults across the care con-
tinuum. Guidelines supported inclusion of the follow-
ing factors: detailed fall history; medication review;
balance, gait, and/or mobility; vision; cognitive status;

postural hypotension; and environmental assessment
for hazards. The multifactorial nature of fall risk
requires a comprehensive assessment to identify risk
factors tailored to the individual’s specific circum-
stances and integrated within an interprofessional
and holistic approach to care. The integration of fall
risk identification into intake/admission assessment
including routine history and physical examination
would potentially streamline the process of data gather-
ing and improve identification and documentation of fall
risks. Although the model for assessment may vary by
setting and the health status of the individual, the over-
lap in components across guidelines suggests potential
core domains (i.e., detailed fall history; medication
review balance, gait, and/or mobility; vision; cognitive
status; postural hypotension; and environmental assess-
ment for hazards) for evaluation across settings.We note
that there are similar core domains for both screening
and assessment: fall history and balance and gait. Add-
itional components may still need to be considered in
particular care settings depending on the population. It is
encouraging that current guidelines across disciplines,
conditions, and care settings do report a similar set of
screening and assessment components. This supports
that processes can be the same across the continuum
despite variation in tools/tests specific to the needs of the
population.Morework is needed to further delineate the
primary components of the comprehensive assessment
and link guidelines to implementation for better
outcomes.

The availability of clinical practice guidelines for spe-
cific disciplines and conditions is an emerging and
encouraging trend. It facilitates shared responsibility
and supports enhanced capacity for fall risk screening
and assessment across health care providers. More
work is needed to expand this nascent body of research,
engage more disciplines, and cover more sub-
populations with increased risk for falls. Work could
be advancedwith a unified approach to development of
core guidelines thatwere broadly applicable; individual
disciplines and condition-specific considerations could
be added as needed.

This review had several strengths including the develop-
ment of a comprehensive search strategy that covered
diverse information sources that were likely to capture
clinical practice guidelines and best practice recom-
mendations relevant to multiple disciplines. More recent
publications were targeted in order to identify the best
current evidence to inform our local work. However,
therewere some limitations that constrainedour findings.
Only articles published in the English language were
considered for inclusion. There may have been relevant
guidelines published in other languages that were
missed. Additionally, although the review identified a
few guidelines intended for specific subpopulations such
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as people living with Parkinson’s diseases, the potential
exists that others may not been captured without a
specific search strategy designed to identify those groups.
It was also noted that only three of the guidelines had
been revised within the past 5 years. This suggests that
limited current evidence might be available to inform
practice. Guidelines were developed in high-income
countries; hence applicability for low-income and
resource-limited settings should be questioned. The over-
whelming emphasis of existing guidelines on implemen-
tation of interventions offered limited information on the
topic of the scoping review. There was also considerable
uncertainty because of limited evidence in some areas
such as ideal frequency of screening.

Conclusions
There were 22 CPGs and best practice recommenda-
tions that inform care providers across the continuum
of care; although most pertained to community-
dwelling older adults. Approaches to screening for fall
risk consistently included history of falls and reported
and/or demonstrated gait, balance, and/or mobility
impairment. Although components included in the fall
risk assessment varied, guidelines emphasized the
need for an individualized approach to risk reduction
with identification of risk factors and implementation
of appropriate interventions. More research is needed
to identify the ideal frequency for ongoing screening
and assessment across settings. Work is also needed to
support implementation and sustainability of guide-
lines and identify the factors influencing health care
providers’ ability to incorporate best practices in their
care settings.

References
Ambrose, A., Paul, G., & Hausdorff, J. (2013). Risk factors for

falls among older adults: A review of the literature.
Maturitas, 75(1), 51–61. https://doi.10.1016/
j.maturitas.2013.02.009.

American Geriatrics Society, British Geriatrics Society (2010).
2010 AGS/BGS Clinical Practice Guideline: Prevention of
falls in older persons. Retrieved 24 October 2019 from
https://www.archcare.org/sites/default/files/pdf/
2010-prevention-of-falls-in-older-persons-ags-and-bgs-
clinical-practice-guideline.pdf

American Medical Directors’ Association. (2011). Falls and fall
risk clinical practice guideline. Columbia, MD: Author.

Arksey, H., & O’Malley, L. (2005). Scoping studies towards a
methodological framework. International Journal of Social
Research Methodolology, 8(1), 19–32. https://doi.org/10/
1080/1364667032000119616.

Aromataris, E., & Riitano, O. (2014). Constructing a search
strategy and searching for evidence: A guide to the
literature search for systematic review. American Journal
of Nursing, 114(5), 49–56. https://doi:10.1097/
01.NAJ.0000446779.99522.f6

Australian Commission on Safety andQuality in Health Care.
(2009) Preventing falls and harm from falls in older
people: Best practice guidelines for Australian
community care. Retrieved 14 October 2019 from
https://www.safetyandquality.gov.au/sites/default/
files/migrated/Guidelines-COMM.pdf

Avin, K. G., Hanke, T. A., Kirk-Sanchez, N., McDonough, C.
M., Shubert, T. F., Hardage, J., et al. (2015). Management
of falls in community-dwelling older adults: Clinical
guidance statement from the Academy of Geriatric
Physical Therapy of the American Physical Therapy
Association. Physical Therapy, 95(6), 815–834. https://
doi.org/10.2522/ptj.20140415.

Barry, E., Galvin, R., Keogh, C., Horgan, F., & Fahey, T. (2014).
Is the Timed Up and Go test a useful predictor of risk of
falls in community dwelling older adults: A systematic
review and meta-analysis. BMC Geriatrics, 14(1), 14.
https://doi:10.1186/1471-2318-14-14.

Beauchet, O., Dubost, V., Revel Delhom, C., Berrut, G., &
Belmin, J. (2011a). How to manage recurrent falls in
clinical practice: Guidelines of the French Society of
Geriatrics and Gerontology. Journal of Nutrition Health
and Aging, 15(1), 79–84. https://link.springer.com/
article/10.1007/s12603-011-0016-6.

Beauchet,O., Fantino, B.,Allali, G.,Muir, S.W.,Montero-Odasso,
M., &Annweiler, C. (2011b). TimedUp andGo test and risk
of falls in older adults: A systematic review. Journal of
Nutrition Health and Aging, 15(10), 933–938. https://
link.springer.com/article/10.1007/s12603-011-0062-0.

Burns, E. R., & Kakara, R. (2018). Falls and fall injuries among
adults aged≥65years –United States, 2007–2016.Morbidity
Mortality Weekly Report, 67(18), 509–514. https://
www.cdc.gov/mmwr/volumes/67/wr/mm6718a1.htm.

Choi, M., & Hector, M. (2012). Effectiveness of intervention
programs in preventing falls: A systematic review of
recent 10 years and meta-analysis. Journal of the
American Medical Directors Association, 13(2), 188.
e13–188.e21. https://doi.10.1016/jamda.2011.04.022.

College of Occupational Therapists. (2015). Occupational
therapy in the prevention and management of falls.
Practice guideline. Retrieved 24 October 2019 from
http://www.rcot.co.uk/practice-resources/rcot-
practice-guidelines/falls

Cusimano, M. D., Kwok, J., & Spadafora, K. (2008).
Effectiveness of multifaceted fall-prevention programs
for the elderly in residential care. Injury Prevention, 14
(2), 113–122. https://doi.10.1136/ip.2007.017533.

Degelau, J., Belz, M., Bungum, L., Flavin, P.L., Harper, C.,
Leys K, et al. (2012). Institute for clinical systems

Review of Fall Risk Screening and Assessment Guidelines La Revue canadienne du vieillissement 40 (2) 221

https://doi.org/10.1017/S0714980820000112 Published online by Cambridge University Press

https://doi.10.1016/j.maturitas.2013.02.009
https://doi.10.1016/j.maturitas.2013.02.009
https://www.archcare.org/sites/default/files/pdf/2010-prevention-of-falls-in-older-persons-ags-and-bgs-clinical-practice-guideline.pdf
https://www.archcare.org/sites/default/files/pdf/2010-prevention-of-falls-in-older-persons-ags-and-bgs-clinical-practice-guideline.pdf
https://www.archcare.org/sites/default/files/pdf/2010-prevention-of-falls-in-older-persons-ags-and-bgs-clinical-practice-guideline.pdf
https://doi.org/10/1080/1364667032000119616
https://doi.org/10/1080/1364667032000119616
https://doi
https://doi
https://www.safetyandquality.gov.au/sites/default/files/migrated/Guidelines-COMM.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/Guidelines-COMM.pdf
https://doi.org/10.2522/ptj.20140415
https://doi.org/10.2522/ptj.20140415
https://doi:10.1186/1471-2318-14-14
https://link.springer.com/article/10.1007/s12603-011-0016-6
https://link.springer.com/article/10.1007/s12603-011-0016-6
https://link.springer.com/article/10.1007/s12603-011-0062-0
https://link.springer.com/article/10.1007/s12603-011-0062-0
https://www.cdc.gov/mmwr/volumes/67/wr/mm6718a1.htm
https://www.cdc.gov/mmwr/volumes/67/wr/mm6718a1.htm
https://doi.10.1016/jamda.2011.04.022
http://www.rcot.co.uk/practice-resources/rcot-practice-guidelines/falls
http://www.rcot.co.uk/practice-resources/rcot-practice-guidelines/falls
https://doi.10.1136/ip.2007.017533
https://doi.org/10.1017/S0714980820000112


improvement. Prevention of falls (acute care). Retrieved
19 October 2019 from https://iu.instructure.com/
courses/1491754/files/56997226/download?wrap=1

Field, M. J., & Lohr, K. N. (1990). Clinical practice guidelines:
Directions for a new program. Washington, DC: National
Academies Press.

Gagnon, C., & Lafrance,M. (2011). In Institut national de santé
publique du Québec (Ed.), Falls prevention among seniors
living at home: Preliminary recommendations for clinical
practice guidelines. Québec, ON.

Ganz, D. A., Bao, Y., Shekelle, P. G., &Rubenstein, L. Z. (2007).
Will my patient fall? JAMA, 297(1), 77–86. https://doi:
10.1001/jama.297.1.77.

Gill, T. M., Murphy, T. E., Gahbauer, E. A., & Allore, H. G.
(2013). Association of injurious falls with disability
outcomes and nursing home admissions in
community-living older persons. American Journal of
Epidemiology, 178(3), 418–425. https://doi:10.1093/aje/
kws554.

Goodwin, V., & Briggs, L., for the AGILE Falls Guidelines
Working Group. (2012). Guidelines for the physical therapy
management of older people at risk of falling. AGILE: Chartered
Physiotherapists Working with Older People. Retrieved
14 October 2019 from https://www.csp.org.uk/system/
files/agile_falls_guidelines_update_2012_1.pdf

Health Care Association of New Jersey. (2012). Fall
management guideline. Retrieved 24 October 2019,
from http://www.hcanj.org/files/2013/09/hcanjbp_
fallmgmt13_050113_2.pdf

Ioannidis, G., Papaioannou, A., Hopman, W. M., Akhtar-
Danesh, N., Anastassiades, T., Pickard, L., et al. (2009).
Relation between fractures and mortality: Results from
the Canadian Multicentre Osteoporosis Study. Canadian
Medical Association Journal, 181(5), 265–271. https://doi:
10.1503/cmaj.081720.

Johnson, M., George, A., & Tran, D. T. (2011). Analysis of fall
incidents: Nurse and patient preventive behaviors.
International Journal of Nursing Practice, 17(1), 60–66.
https://doi:10.1111/j.1440-172X.2010.01907.x.

Katsoulis, M., Benetou, V., Karapetyan, T., Feskanich, O.,
Grodstein, F., Petterson-Kymmer, U., et al. (2017).
Excess mortality after hip fracture in elderly persons
from Europe and the USA: The CHANCES Project.
Journal of Internal Medicine, 281(3), 300–310. https://
doi:10.1111/joim.12586.

Kim, K.-I., Jung, H.-K., Kim, C. O., Kim, S.-K., Cho, H.-H.,
Kim, D. Y., et al. (2017). Evidence-based guidelines for
fall prevention in Korea. Korea Journal of Internal
Medicine, 32(1), 199–210. https://doi.org/10.3904/
kjim.2016.218.

Kruschke, C., & Butcher, H. (2017). Evidence-based practice
guideline. Fall prevention for older adults. Journal of
Gerontological Nursing, 43(11), 15–21. https://doi:
10.3928/00989134-20171016-01.

Lee, S., &Kim,H. (2017). Exercise interventions for preventing
falls among older people in care facilities: A meta-
analysis. Worldviews on Evidence Based Nursing, 14(1),
74–80. https://doi:10.1111/wvn.12193.

Leland,N., Elliott, S. J., & Johnson, K. J. (2012).Productive aging
for community-dwelling older adults. Bethesda, MD:
American Occupational Therapy Association Inc.

Lusardi, M., Fritz, S., Middleton, A., Allison, L., Wingood, M.,
Phillips, E., et al. (2017). Determining risk of falls in
community dwelling older adults: A systematic review
and meta-analysis using posttest probability. Journal of
Geriatric Physical Therapy, 40(1), 1–36. https://doi:
10.1519/JPT.0000000000000099.

Murad, M. H. (2017). Clinical practice guidelines: A primer
on development and dissemination. Mayo Clinic
Proceedings, 92(3), 423–433. https://doi:10.1016/
j.mayocp.2017.01.001.

Naqvi, F., Lee, S., & Fields, S. D. (2009). An evidence-based
review of the NICHE guideline for preventing falls in
older adults in an acute care setting. Geriatrics, 64(3),
10–26.

National Institute for Health and Care Excellence. (2013). Falls
assessment andpreventionof falls in olderpeople. Retrieved
24 October 2019 from https://www.ncbi.nlm.nih.gov/
books/NBK327880/

Parachute. (2015). The cost of injury in Canada. Retrieved
14 October 2019 from https://parachute.ca/wp-
content/uploads/2019/06/Cost_of_Injury-2015.pdf

Peel, N.M. (2011). Epidemiology of falls in older age.Canadian
Journal of Aging, 30(1), 7–19. https://doi:10.1017/
S071498081000070X.

Peters, M. D., Godfrey, C. M., Khalil, H., McInerney, P.,
Parker, D., & Soares, C. B. (2015). Guidance for
conducting systematic scoping reviews. International
Journal of Evidence-Based Healthcare, 13(3), 141–146.
https://doi:10.1097/XEB.0000000000000050.

Peterson, J., Pearce, P. F., Ferguson, L. A., & Langford, C. A.
(2017). Understanding scoping reviews: Definition,
purpose and process. Journal of the American Association
of Nurse Practitioners, 29(1), 12–16. https://doi:10.1002/
2327-6924.12380.

Public Health Agency of Canada. (2014). Seniors’ falls in
Canada: Second report. Retrieved 24 October 2019 from
http://www.phac-aspc.gc.ca/seniors-aines/
publications/public/injury-blessure/seniors_falls-chutes_
aines/assets/pdf/seniors_falls-chutes_aines-eng.pdf

Registered Nurses’ Association of Ontario (2017). Preventing
falls and reducing injury from falls (4th edition).
Retrieved 24 October 2019 from https://rnao.ca/sites/
rnao-ca/files/bpg/FALL_PREVENTION_WEB_1207-
17.pdf

Rice, L. A., Ousley, C., & Sosnoff, J. J. (2015). A systematic
review of risk factors associated with accidental falls,

222 Canadian Journal on Aging 40 (2) Hazel Williams-Roberts et al.

https://doi.org/10.1017/S0714980820000112 Published online by Cambridge University Press

https://iu.instructure.com/courses/1491754/files/56997226/download?wrap=1
https://iu.instructure.com/courses/1491754/files/56997226/download?wrap=1
https://doi.org/10.1001/jama.297.1.77
https://doi.org/10.1001/jama.297.1.77
https://doi:10.1093/aje/kws554
https://doi:10.1093/aje/kws554
https://www.csp.org.uk/system/files/agile_falls_guidelines_update_2012_1.pdf
https://www.csp.org.uk/system/files/agile_falls_guidelines_update_2012_1.pdf
http://www.hcanj.org/files/2013/09/hcanjbp_fallmgmt13_050113_2.pdf
http://www.hcanj.org/files/2013/09/hcanjbp_fallmgmt13_050113_2.pdf
https://doi:10.1503/cmaj.081720
https://doi:10.1503/cmaj.081720
https://doi.org/10.1111/j.1440-172X.2010.01907.x
https://doi:10.1111/joim.12586
https://doi:10.1111/joim.12586
https://doi.org/10.3904/kjim.2016.218
https://doi.org/10.3904/kjim.2016.218
https://doi:10.3928/00989134-20171016-01
https://doi:10.3928/00989134-20171016-01
https://doi:10.1111/wvn.12193
https://doi:10.1519/JPT.0000000000000099
https://doi:10.1519/JPT.0000000000000099
https://doi:10.1016/j.mayocp.2017.01.001
https://doi:10.1016/j.mayocp.2017.01.001
https://www.ncbi.nlm.nih.gov/books/NBK327880/
https://www.ncbi.nlm.nih.gov/books/NBK327880/
https://parachute.ca/wp-content/uploads/2019/06/Cost_of_Injury-2015.pdf
https://parachute.ca/wp-content/uploads/2019/06/Cost_of_Injury-2015.pdf
https://doi:10.1017/S071498081000070X
https://doi:10.1017/S071498081000070X
https://doi:10.1097/XEB.0000000000000050
https://doi:10.1002/2327-6924.12380
https://doi:10.1002/2327-6924.12380
http://www.phac-aspc.gc.ca/seniors-aines/publications/public/injury-blessure/seniors_falls-chutes_aines/assets/pdf/seniors_falls-chutes_aines-eng.pdf
http://www.phac-aspc.gc.ca/seniors-aines/publications/public/injury-blessure/seniors_falls-chutes_aines/assets/pdf/seniors_falls-chutes_aines-eng.pdf
http://www.phac-aspc.gc.ca/seniors-aines/publications/public/injury-blessure/seniors_falls-chutes_aines/assets/pdf/seniors_falls-chutes_aines-eng.pdf
https://rnao.ca/sites/rnao-ca/files/bpg/FALL_PREVENTION_WEB_1207-17.pdf
https://rnao.ca/sites/rnao-ca/files/bpg/FALL_PREVENTION_WEB_1207-17.pdf
https://rnao.ca/sites/rnao-ca/files/bpg/FALL_PREVENTION_WEB_1207-17.pdf
https://doi.org/10.1017/S0714980820000112


outcome measures and interventions to manage fall
risk in non-ambulatory adults. Disability and
Rehabilitation, 37(19), 1697–1705. https://doi.org/
10.3109/09638288.2014.976718.

Scalzitti, D. (2001). Evidence-based guidelines: Application to
clinical practice. Physical Therapy, 81(10), 1622–1628.
https://doi.org/10.1093/ptj/81.10.1622.

Scheffer, A., Schuurmans, M., van Dijk, N., van der Hooft,
T., & de Rooij, S. (2008). Fear of falling: Measurement
strategy, prevalence, risk factors and consequences
among older persons. Age and Ageing, 37(1), 19–24.
https://doi.org/10.1093/ageing/afm169

Scott, V., Bawa, H., Feldman, F., Sims-Gould, K., Leung,M., &
Tan, N. (2010). Promoting active living (PAL): Best practice
guidelines for fall prevention in assisted living. Victoria, BC:
Ministry of Healthy Living and Sport.

Shyamala,T.,Wong,S.,Andiappan,A., Eong,K.,Bakshi,A.,Boey,
D., et al. (2015). Health Promotion Board-Ministry of Health
Clinical Practice Guidelines: Falls prevention among older
adults living in the community. Singapore Medical Journal, 56
(5), 298–301. https://doi.org/10.11622/smedj.2015073

Thompson, H. J., McCormick, W. C., & Kagan, S. H. (2006).
Traumatic brain injury in older adults: Epidemiology,
outcomes and future implications. Journal of the
American Geriatrics Society, 54(10), 1590–1595. https://
doi:10.1111/j.1532-5415.2006.00894.x.

Thurman, D. J., Stevens, J. A., & Rao, J. K. (2008). Practice
parameter: Assessing patients in a neurology practice for
risk of falls (an evidence-based review). Report of the
Quality Standards Subcommittee of the American

Academy of Neurology. Neurology, 70(6), 473–479.
https://doi:10.1212/01.wnl.0000299085.18976.20.

Tinetti, M. E., & Kumar, C. (2010). The patient who falls: “It’s
always a trade-off”. JAMA, 303(3), 258–266. https://
doi.org/10.1001/jama.2009.2024.

US Preventive Services Task Force. (2018). Interventions to
prevent falls in community dwelling older adults. US
Preventive Services Task Force Recommendation
Statement. Journal of American Medical Association, 319
(16), 1696–1704. https://doi:10.1001/jama.2018.3097.

van der Marck, M. A., Klok, M. P., Okun, M. S., Giladi, N.,
Munneke, M., & Bloem, B. R. (2014). Consensus-based
clinical practice recommendations for the examination
and management of falls in patients with Parkinson’s
disease. Parkinsonism & Related Disorders, 20(4), 360–369.
https://doi:10.1016/j.parkreldis.2013.10.030.

Welch, V., Ghogomu, E., & Shea, B. (2016). Fall prevention in
continuing care: A Bruyère Rapid Review. Retrieved
11 October 2019 from https://www.bruyere.org/
uploads/fallsprevention.pdf

Winnipeg Regional Health Authority. (2011). Fall prevention
and management. Regional Clinical Practice Guidelines:
Acute care facilities, Personal care homes/Long term care
facilities, community services & programs. Retrieved
24 October 2019 from http://www.wrha.mb.ca/
extranet/eipt/files/EIPT-007-001.pdf

World Health Organization. (2007).WHO Global Report on fall
prevention in older age. Geneva, Switzerland: Author.

World Health Organization. (2015).World report on ageing and
health. Geneva, Switzerland: Author.

Review of Fall Risk Screening and Assessment Guidelines La Revue canadienne du vieillissement 40 (2) 223

https://doi.org/10.1017/S0714980820000112 Published online by Cambridge University Press

https://doi.org/10.3109/09638288.2014.976718
https://doi.org/10.3109/09638288.2014.976718
https://doi.org/10.1093/ptj/81.10.1622
https://doi.org/10.1093/ageing/afm169
https://doi.org/10.11622/smedj.2015073
https://doi:10.1111/j.1532-5415.2006.00894.x
https://doi:10.1111/j.1532-5415.2006.00894.x
https://doi:10.1212/01.wnl.0000299085.18976.20
https://doi.org/10.1001/jama.2009.2024
https://doi.org/10.1001/jama.2009.2024
https://doi:10.1001/jama.2018.3097
https://doi:10.1016/j.parkreldis.2013.10.030
https://www.bruyere.org/uploads/fallsprevention.pdf
https://www.bruyere.org/uploads/fallsprevention.pdf
http://www.wrha.mb.ca/extranet/eipt/files/EIPT-007-001.pdf
http://www.wrha.mb.ca/extranet/eipt/files/EIPT-007-001.pdf
https://doi.org/10.1017/S0714980820000112

	Scoping Review of Clinical Practice Guidelines for Fall Risk Screening and Assessment in Older Adults across the Care Continuum
	Introduction
	Methods
	Search Strategy
	Study Selection

	Results
	CPG Fall Risk Screening and Assessment Recommendations
	Community fall risk screening
	Community fall risk assessment
	Acute care fall risk screening
	Acute care fall risk assessment
	Long-term care fall risk screening
	Long-term care fall risk assessment
	Common Screening and Risk Assessment Criteria across General CPGs
	Guidelines for Specific Sub-populations with Chronic Neurological Conditions

	Discipline-Specific Guidelines
	Physical therapy
	Occupational therapy


	Discussion
	Conclusions
	References


