Canadian Task Force on Preventive Health Care
RECOMMENDATION STATEMENT: Prevention of Falls in Long -Term Care Facilities
Mireille A. Norris, Ruth E. Walton, Christopher J. S. Patterson, John W. Feightner and the Canadian Task Force
on Preventive Health Care

RECOMMENDATIONS
•

The CTFPHC concludes that there is fair evidence to recommend programs that target the broad range of
both environmental and resident-specific risk factors to prevent falls and hip fractures for all persons
admitted to long-term care (LTC) facilities. (B Recommendation). While there is no research to date
investigating the optimal schedule for ongoing monitoring of fall risk, post-fall assessments, as a
component of a comprehensive program, may detect previously unrecognized health concerns. Adequate
staff support and safety measures should be incorporated when increased activity and exercise are
encouraged.

•

The CTFPHC concludes that there is insufficient evidence to recommend for or against prevention
programs targeted exclusively to high-risk LTC residents, e.g., those who already have a history of falling
(I Recommendation).

•

The CTFPHC concludes that there is insufficient evidence to recommend selective interventions that
address one domain of risk, e.g., exercise or physiotherapy alo ne to improve muscle weakness. (I
Recommendation)

BACKGROUND
Residents in long-term care facilities (LTC), i.e., facilities that provide communal dwelling, 24 hour supervision,
health care and have a minimum of 4 beds, are predisposed to falls and fractures by factors directly attributable to
their age, progressive disabilities and frailty. One estimate suggests that approximately half of nursing home
residents fall in any one-year period. 1 Ninety percent of hip fractures are caused by falls 2 and even non-injurious
falls can result in post-fall anxieties that inhibit day-to-day activities. 3-4
LTC residents’ risk profiles can be a complicated array of intrinsic patient-related factors such as chronic or acute
illnesses, muscle weakness, medication effects and cognitive decline, and extrinsic environmental hazards created
by unexpected obstacles, slippery floors, and ill-fitting footwear. It is the accumulation of these various factors
that determines the risk at any one time. The predicted 1-year risk of falling ranges from 12% in LTC residents
having none of the three strongly associated risk factors (hip weakness, poor balance, and number of prescribed
medications) to 100% for those having all three. 5
This review examined the effectiveness of fall prevention programs for LTC facilities; it did not evaluate the
financial costs of implementing prevention programs or trials that addressed very limited interventions, e.g. as
vitamin or dietary supplementation alone.
MANEUVERS
• Comprehensive and individualized assessment of the broad range of extrinsic and extrinsic risk factors for all
persons admitted to LTC
• Multi-factorial intervention program, tailored to reduce extrinsic and intrinsic risk factors optimally for each
resident.

POTENTIAL BENEFITS & HARM S
Benefits
• Reduce falls, injuries, fear of falling, and maintain physical and social function.
Potential Harms
• Labelling and restrictions of an individual’s activities and autonomy

• Increased activity, physiotherapy or exercise may increase physical discomfort, risk-taking behaviour and falls
EVIDENCE & CLINICAL SUMMARY
•
•
•
•

•
•

•

All residents of LTC are at risk for falls; the factors that lead to admission to LTC parallel those that
predispose older adults to falls. 6 It is the accumulation of risks across a broad range of intrinsic and extrinsic
factors that determines an individual’s risk at any one time. 5
In-depth assessment of medical history, cognition, strength and balance, nutrition, medications, and
environmental hazards requires a multi-disciplinary approach. Quick screening procedures or risk scales are
not sufficient for LTC settings. 7
Unless adequate staffing and resources are provided, the implementation of programs to encourage mobility
and activity may actually increase the risk of falls. 8
Wearing hip protectors, a form of harm reduction designed to protect those at highest risk for hip fractures,
was a component of the most comprehensive programs.6, 9 However, the absolute reduction in fracture risk
due to their use could not be determined from these multi-component trials. A Cochrane systematic review
concluded that hip protectors can be effective in selected populations but that usability and compliance are
problematic and adequate staff support is needed for their use in LTC. 9, 10 The Canadian Task Force is
conducting a separate systematic review of the effectiveness of hip protectors in both community and
institutional settings.
A post-fall consultation service failed to reduce the incidence of falls but did lead to subsequent detection of
acute and chronic health conditions and reduced hospitalization rate. 11
Prevention programs, directed to LTC residents considered to be at highest risk for falling showed only
modest or inconclusive effectiveness in reducing injuries or the number of patients suffering more falls. In
one such study there was a reduction in recurrent falls, i.e., >2 falls / year, but no reduction in injuries. 8, 1, 11
A comprehensive, multi-factorial intervention for cognitively impaired elderly who came to the emergency
room because of a fall failed to reduce subsequent falls and injuries. 12
Combinations of physiotherapy and/or exercise alone have not proven effective in reducing falls although
improvement in physical functions may ocurr.13-16

CONCLUSIONS
The body of RCT evidence portrays some consistent messages. All residents of LTC are at risk for falls and
injuries. To be effective, prevention programs must assess the wide array of environmental and individual-specific
risk factors and tailor interventions plans for each resident. There must be adequate staff and resources to
implement a program safely and effectively. Trials that targeted preventive manoeuvres to selected high-risk
groups only were less successful in reducing fall and injuries. Further research to investigate optimal strategies for
frail elderly most at risk for hip fractures, e.g., hip protectors, is required. Similarly, more research is needed to
develop and evaluate strategies for those with specific conditions such as cognitive impairment. Few adverse
effects of intervention were reported in the literature, however, the potential for labelling and unnecessary
restrictions or restraint must be acknowledged; autonomy and personal choice must be preserved.

RECOMMENDATIONS OF OTHERS
Prior to the newer paradigm studies of 2002-3 that investigated comprehensive facility-wide programs to prevent
falls, research evidence was limited to the effectiveness of actions directed to the highest risk elderly in
institutions, or to attempted remediation of muscle weakness or balance problems. This guideline therefore
represents the most current and comprehensive synthesis of the research literature on fall prevention in LTC.
Recommendations from other groups, made prior to 2003, can be viewed on the National Guidelines
Clearinghouse website at http://www.guidline.gov/index.asp. 17
Authorship Contributions:
Mireille Norris initiated the original systematic review and developed the analytic framework. She and Ruth
Walton, conducted the literature searches, reviewed and evaluated the quality of included studies and co-authored
the technical report and this statement. Christopher Patterson and John Feightner evaluated the quality of
included studies, reviewed, revised and edited draft manuscripts of both documents.
The Canadian Task Force on Preventive Health Care critically reviewed the evidence and developed the
recommendations according to its methodology and consensus development process.
The Canadian Task Force on Preventive Health Care is an independent panel funded by Health Canada.
This statement is based on the technical report: Norris, M. A., Walton, R. E., Patterson, C. J. S., Feightner, J.W., with the
Canadian Task Force on Preventive Health Care. Prevention of falls in long-tern care facilities. CTFPHC Technical Report, June
2003. London, ON: Canadian Task Force. The full technical report is available by contacting the CTFPHC at ctf@ctfphc.org

Address for correspondence:
The Canadian Task Force on Preventive Health Care
Department of Family Medicine
Clinical Skills Building, 2nd Floor
Schulich School of Medicine and Dentistry
University of Western Ontario, London , Ontario, N6A 5C1
Tel: 519 850-2511, http://www.ctfphc.org
Members of the Canadian Task Force on Preventive Health Care
Chair: Dr. John W. Feightner, Professor, Department of Family Medicine, The University of Western Ontario, London, Ont.
Vice-Chair: Dr. Harriet MacMillan, Professor, Departments of Psychiatry & Behavioural Neurosciences, and Pediatrics,
Offord Centre for Child Studies, McMaster University, Hamilton, Ont. Members: R. Wayne Elford, Professor Emeritus,
Department of Family Medicine, University of Calgary, Calgary, Alta.; Denice Feig, Associate Professor, Departments of
Medicine, Obstetrics & Gynecology, and Health Policy Management and Evaluation, University of Toronto, Toronto, Ont.;
Joanne Langley, Associate Professor, Departments of Pediatrics, and Community Health and Epidemiology, Dalhousie
University, Halifax, N.S.; Valerie A. Palda, Assistant Professor, Departments of Medicine, and Health Policy Management
and Evaluation, University of Toronto, Toronto, Ont.; Christopher Patterson, Professor, Division of Geriatric Medicine,
Department of Medicine, McMaster University, Hamilton, Ont.; Bruce A. Reeder, Professor, Department of Community
Health & Epidemiology, University of Saskatchewan, Saskatoon, Sask. Resource people: Ruth Walton, Research Associate,
Canadian Task Force on Preventive Health Care, Department of Family Medicine, The University of Western Ontario,
London, Ont.

References:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

13.
14.

15.
16.
17.

Ray WA, Taylor JA, Meador KG, Thapa PB, Brown AK, Kajihara HK et al. A randomized trial of a consultation service
to reduce falls in nursing homes. JAMA 1997; 278(7):557-62.
Wilkins K. Health care consequences of falls for seniors. Statistics Canada Cat. 82-003, 1999(10 (4): 47-55.
Tinetti ME, Baker DI, McAvay G, Claus EB, Garrett P, Gottschalk M et al. A multifactorial intervention to reduce the
risk of falling among elderly people living in the community. N Engl J Med 1994; 331(13):821-7.
Petrella RJ, Wight D. An office based instrument for exercise counseling and prescription in primary care: the Step Test
Exercise Prescription (STEP). Arch Fam Med. 2000;9:339-44.
Robbins AS, Rubenstein LZ, Josephson KR, Schulman BL, Osterweil D, Fine G. Predictors of falls among elderly
people. Results of two population-based studies. Arch Intern Med 1989; 149(7):1628-33.
Jensen J, Lundin-Olsson L, Nyberg L, Gustafson Y. Fall and injury prevention in older people living in residential care
facilities. A cluster randomized trial. Ann Intern Med 2002; 136(10):733-41.
Perell KL, Nelson A, Goldman RL, Luther SL, Prieto-Lewis N, Rubenstein LZ. Fall risk assessment measures: an
analytic review. J Gerontol A Biol Sci Med Sci 2001; 56(12):M761-M766.
Kerse, N, Butler M, Robinson E, Todd M. Fall prevention in residential care; a cluster, randomized, controlled trial. J
Am Geriatr Soc 2004; 52: 524-31.
Becker C, Kron M, Lindemann U, Sturm E, Eichner B, Walter-Jung B, , Nikolaus T. Effectiveness of a multi-faceted
intervention on falls in nursing home residents. JAGS 2003;51:306-13.
Gillespie LD, Gillespie WJ, Robertson MC, Lamb SE, Cumming RG, Rowe BH. Interventions for preventing falls in
elderly people. Cochrane Database Syst Rev 2001;(3):CD000340.
Rubenstein LZ, Robbins AS, Josephson KR, Schulman BL, Osterweil D. The value of assessing falls in an elderly
population. A randomized clinical trial. Ann Intern Med 1990; 113(4):308-16.
Shaw FE, Bond J, Richardson DA, Dawson P, Steen NI, McKeith IG, Kenny RA. Multifactorial intervention after a fall
in older people with cognitive impairment and dementia presenting to the accident and emergency department:
randomised controlled trial. BMJ. 2003; 326(7380):73.
Fiatarone MA, O'Neill EF, Ryan ND, Clements KM, Solares GR, Nelson ME et al. Exercise training and nutritional
supplementation for physical frailty in very elderly people. N Engl J Med 1994; 330(25):1769-75.
Province MA, Hadley EC, Hornbrook MC, Lipsitz LA, Miller JP, Mulrow CD et al. The effects of exercise on falls in
elderly patients. A preplanned meta-analysis of the FICSIT Trials. Frailty and Injuries: Cooperative Studies of
Intervention Techniques. JAMA 1995; 273(17):1341-7.
Mulrow CD, Gerety MB, Kanten D, Cornell JE, DeNino LA, Chiodo L et al. A randomized trial of physical
rehabilitation for very frail nursing home residents. JAMA 1994; 271(7):519-24.
Nowalk MP, Prendergast JM, Bayles CM, D'Amico FJ, Colvin GC. A randomized trial of exercise programs among
older individuals living in two long-term care facilities: the FallsFREE program. J Am Geriatr Soc 2001; 49(7):859-865.
National Guideline Clearinghouse. http://www.guideline.gov/index.asp

