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Researchers have now conclusively demonstrated that many falls in older adults can be prevented, and that
the interventions can produce cost-savings. Because most falls are multifactorial, falls prevention interven-
tions can involve several approaches delivered by numerous health care professions in multiple settings.
These complexities may make knowledge translation (KT) more challenging than with simpler interventions
for specific diseases. After describing these complexities and reviewing the evidence base for falls prevention,
this paper examines the few published demonstrations of KT in falls prevention. It continues with a descrip-
tion of the visibility and accessibility of falls prevention Clinical Practice Guidelines (CPGs) on the websites of
four key Canadian health professional associations: nurses, occupational therapists, physical therapists, and
physicians. The paper concludes with a review of published studies of KT in falls prevention in Canadian
health care settings, including research on care or treatment gaps in falls prevention and the uptake of CPGs.
Impact on Industry: Those in the long term care and hospital industries may use the findings when consider-
ing fall prevention programs. This paper does not cover occupational falls, and participants in the referenced
studies will be past conventional retirement age.

© 2011 National Safety Council and Elsevier Ltd. All rights reserved.
1. Background

The public health burden of unintentional falls in older adults is well-
known to falls researchers, but the sheer magnitude of the problemmay
still be underappreciated in other sectors. The 2006 Census of Canada
recorded 4,335,255 persons aged 65 and older (Statistics Canada,
2009). Estimates using data from 2001 placed about 287,500 of these
in residential institutions (Public Health Agency of Canada, 2005).
Applying prospective incidence data from well-designed cohort studies
(Campbell, Borrie, & Spears, 1989; O'Loughlin, Robitaille, Boivin, &
Suissa, 1993; Tinetti, Speechley, & Ginter, 1988), at least 1.3 million of
these older community-dwelling Canadians, and another ~160,000 in
residential care, will fall one or more times per year. About half of
these will fall repeatedly. These millions of annual falls will produce
about 433,000 serious injuries and result in 40,000 – 43,000 hospi-
talizations for the community dwellers and 6,000 to 9,000 hospitali-
zations for those in residential care (Public Health Agency of Canada,
2005). These hospital stays will range on average from 12 to 20 days,
depending on age group (Public Health Agency of Canada). At least
4,000 older Canadians will die annually, or about 11 each day, as a
direct result of a fall (Public Health Agency of Canada).

Comprehensive systematic reviews of falls prevention in older adults
in institutional settings (Cameron et al., 2010) and in the community
(Gillespie et al., 2009) provide strong evidence thatmany falls can be pre-
vented, using a variety of interventions. Economic evaluations indicate
that falls prevention interventions can result in cost-savings (Davis
66.

Council and Elsevier Ltd. All rights
et al., 2010). With these three key pieces of information in place (reliable
descriptive statistics of the ongoing public heath magnitude of the prob-
lem, robust experimental evidence that the incidence of falls can be
reduced, and economic evidence that interventions produce net cost
savings) the knowledge base exists to prevent several hundred
thousand falls among older Canadian adults each year. If the major
negative sequelae of falls were reduced proportionately, then tens of
thousands of hospital days, thousands of serious injuries, and hundreds
of deaths would be prevented as well.

The knowledge, skillsets, and funds clearly exist to immediately
and dramatically reduce the public health burden of unintentional
falls among older Canadians. Falls prevention can take many forms
and be delivered in many settings, and can involve members of sever-
al health professions. Improving the delivery of preventive health
care by changing attitudes and behaviors entails an understanding
of the system-level characteristics that influence those attitudes and
behaviors. Healthcare in Canada falls under provincial jurisdiction
and is delivered in a patchwork of systems that are primarily admin-
istered at the provincial/territorial level. Any strategies and priorities
set at a national level, such as a fall prevention strategy, are thus ulti-
mately mediated through provincial and territorial ministries of
health. And the success of any national or provincial initiative ulti-
mately will depend on the regional or local level where the frontline
delivery of care is coordinated (or, too often in the case of falls and in-
juries in older Canadians, uncoordinated; Przybysz, Dawson, & Leeb,
2009; Sander, Elliot-Gibson, Beaton, Bogoch, & Maetzel, 2008).

The first objective of this paper is to describe four fundamental
characteristics that differentiate falls prevention programs: residence,
general approach, setting, and eligibility. The second objective is to
reserved.
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present the evidence base for falls prevention in older adults. The
third objective is to review the knowledge translation (KT) literature
in falls prevention, with a focus on formal evaluations of KT interven-
tions. The fourth objective is to outline the current state of KT in falls
prevention across the relevant sectors that provide healthcare for
older Canadians. Four main indicators of KT will be examined: formal
evaluations of KT programs in falls prevention; the frequency of KT
initiatives by the Canadian Institutes of Health Research (CIHR); the
recency and visibility of fall prevention clinical practice guidelines
(CPGs) among key health professional groups: nurses, occupational
therapists, physical therapists and physicians; and evaluations of the
extent to which these CPGs are currently being applied in Canadian
health care settings.

2. Knowledge translation and the care gap

The Canadian Institutes of Health Research (CIHR) define knowl-
edge translation as “the exchange, synthesis and ethically-sound
application of knowledge - within a complex system of interactions
among researchers and users - to accelerate the capture of the bene-
fits of research for Canadians through improved health, more effec-
tive services and products, and a strengthened health care system”

(KT-GC Working Group, 2008). The embedded terms improved health
and more effective services through accelerated capture of research
benefits reflect an underlying problem that KT is intended to address,
known as the care gap or treatment gap. A simple definition of this
concept is the number of people with a condition or disease who
could benefit from treatment for it but who do not get it (Kale,
2002). The care gap has been studied formally for some specific dis-
eases related to falls prevention, such as osteoporosis treatment
(Bessette et al., 2008; Haaland et al., 2009). Because of the variety of
target populations, approaches, settings, and professions involved in
falls prevention, it is much more difficult to measure the care gap
for falls prevention, and it is probably impossible to express it as a
single percentage figure, as outlined further below.

3. Complexities of fall prevention: Residence, General Approach,
Setting, and Eligibility

Many primary and secondary prevention programs in clinical
medicine and, less so, public health, come from the traditional ‘dis-
eases and body parts’ paradigm that describes both the organization
of front-line health care (e.g., heart disease and cancer; nephrology
and orthopedics) and much of the funding for health research (e.g.,
government research institutes of circulatory and respiratory dis-
eases, cancer, musculoskeletal conditions, and their NGO counter-
parts). Falls in older adults represent a major geriatric syndrome
(Inouye, Studenski, Tinetti, & Kuchel, 2007; Nowak & Hubbard,
2009) that reflect the accumulated effects of several diseases and
injuries as well as the effects of normal aging on several systems
including musculoskeletal, neurologic, and sensory systems. As a
result, the division of labor in primary and secondary prevention
programs crosses numerous health professions. Unlike simpler in-
terventions for single conditions, interventions to prevent falls in
older adults are complex and elude simple typologies (Tinetti,
Bogardus, & Agostini, 2004). For example, a falls prevention program
can reduce fall risk per se, using a variety of approaches, or it can be a
general part of a specific focus on treatment for a related disease
such as osteoporosis (Ontario College of Family Physicians, 2007).

The operational details of any falls prevention program are heavily
influenced by four interrelated factors: (a) the baseline residential
setting of the participants (community vs. institutional); (b) the gen-
eral approach taken (‘high risk’ vs. population, and multiple vs. single
risk factors); (c) the eligibility criteria, or entry points, for program
participants, and (d) the settings within which the intervention is
delivered. These factors together determine the skill sets and
responsibilities of those actually delivering the intervention, which
in turn influence the costs, effectiveness, and cost-effectiveness of a
program. Fig. 1 is an attempt to map these interrelated factors.

A major contextual factor is the residence of the target population
– community or institutionalized – at an intervention's baseline. Dif-
ferences in risk factor prevalence and fall incidence have been known
since the earliest descriptive studies of falls in older adults, beginning
in the late 1940s (Droller, 1955; Sheldon, 1948). Community resi-
dents can be further subdivided into those who receive home care
(e.g., Markle-Reid et al., 2010) and those living independently. The
institutionalized group can be separated into hospital inpatients in
either acute or rehabilitation facilities, and those in long-term care
(e.g., Cameron et al., 2010).

Residence is fundamental to the operational details of a falls preven-
tion program for two reasons: (a) it is strongly correlated with the
baseline position of older adults on the fall risk spectrum - from healthy
and active to temporarily compromised to pre-frail to extremely frail
with multiple coexisting physical and cognitive limitations; and (b) it
has practical implications for the general approach and the settings
within which a fall prevention program can be delivered (e.g., commu-
nity centre, home care, primary care, nursing home). Recognition of the
fundamental importance of residence and care setting is reflected in the
recent decision by the Cochrane Collaboration to produce separate
systematic reviews for community (Gillespie et al., 2009) and institu-
tional (Cameron et al., 2010) residents.

A second interrelated factor is the basic approach taken by a fall
prevention initiative, specifically whether it targets ‘high risk’ indi-
viduals, or seeks to shift the population distribution of one or more
risk factors. The distinction between the two approaches is best un-
derstood using a specific risk factor such as leg weakness. An exam-
ple of the high risk approach in a primary care setting is routine
case-finding, whereby all older adults are asked if they have fallen
in the past year (American Geriatrics Society, British Geriatrics
Society, & American Academy of Orthopaedic Surgeons Panel on
Falls Prevention, 2001). Recent fallers who are found to have leg
weaknessmight then be prescribed exercise, referred to physical thera-
py, and re-assessed for progress. By contrast, a population-level ap-
proach (McClure, Hughes, et al., 2010) to the same risk factor would
attempt to shift the distribution of leg strength at the level of the tar-
get population, for example through supervised exercise classes at
community centers or by providing transportation to mall-walking
programs.

The operational definition of ‘high risk’ is relative and depends on
both the baseline residence and the prevalence of the risk factor in
the target population. For example, residents in long-term care face
a higher average annual risk of falling than those in the community,
and the prevalence of Vitamin D deficiency is higher as well (Lister,
2008). This helps us understand why Vitamin D supplementation
in unselected community residents (population approach) has no
effect on the rate of falling, but does if the recipients are selected
on the basis of deficiency (high risk approach; Gillespie et al.,
2009). As well, it explains why Vitamin D supplementation in the
general long term care population is associated with a significant
fall rate reduction (Cameron et al., 2010). In other words, because
of lower average Vitamin D levels, the ‘population’ approach to
Vitamin D deficiency in the nursing home is essentially the ‘high
risk’ approach when seen in the context of the larger community
population. Another example is the observation that environmental
safety modifications have a detectable effect when performed in
the homes of people with severe vision deficits, but no detectable
effect in unselected groups (Gillespie et al., 2009). Subsumed within
each major approach is whether an intervention focuses on single or
multiple risk factors (Campbell & Robertson, 2006).

The third interrelated factor is the entry point, or the means by
which people are determined to be eligible for a fall prevention pro-
gram. For example, one entry point under the high risk approach is



RESIDENCE (Baseline)
Community 
 Home care 
Institutional 

Acute 
Rehabilitation 
Long term care 

GENERAL APPROACH
“High risk”  -  Population 

                  and 

1 risk factor - multi-factor 

ENTRY/ELIGIBILITY
Everyone in target population  
ED visits for fall injuries 
Hospitalizations for fractures 
Recent fallers 
Recurrent fallers  

INTERVENTION SETTING & 
PROVIDER MIX
Community Center:Kinesiologist 
Home care: PT, OT, RN 
Primary Care: MD, RN, PT 
Long-term care: MD, RN, PSW 

Fig. 1. Four main interrelated factors that differentiate falls prevention programs.
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the emergency department (ED), where those eligible are all older
adults seen for a fall-related injury (Close et al., 1999). The hospital
or ED is one of two main entry points to the American Geriatrics
Society (AGS), British Geriatrics Society (BGS), and American Acade-
my of Orthopaedic Surgeons (AAOS) falls prevention algorithm, the
other being anyone seen in primary care who reports having fallen
in the past year (American Geriatrics Society, British Geriatrics
Society, & American Academy of Orthopaedic Surgeons Panel on
Falls Prevention, 2001).

The fourth interrelated factor is the setting within which a pro-
gram is delivered. This is often influenced by participants’ baseline
residence, general approach, and eligibility factors, and in turn influ-
ences the providermix and skill sets of those delivering the interven-
tion. Where, and by whom, falls prevention is attempted in turn
determine the specific intervention options available, the opportuni-
ties for team work, liason, referral, and continuity of care, and the
program's costs, effectiveness, and efficiency.

4. The evidence-base for fall prevention

The early descriptive epidemiology studies by Droller (1955) and
Sheldon (1948) were followed by prospective cohort studies
(Campbell et al., 1989; O'Loughlin et al., 1993; Tinetti et al., 1988),
which revealed the multifactorial nature of falling and the view
that most falls in older adults result from the gradual accumulation
of predisposing (intrinsic and extrinsic) risk factors interacting
with precipitating environmental factors (Campbell & Robertson,
2006; Tinetti, 2003). The multifactorial theory of falling in turn led
to interventions by Rubenstein, Robbins, Josephson, Schulman and
Osterweil (1990) in the long-term care environment, by Tinetti
et al. (1994) and others in the community setting, and by Close
et al. (1999) in patients presenting to a facility after a fall. Falls pre-
vention has now progressed to the point that systematic reviews of
hundreds of trials involving tens of thousands of participants permit
reasonably precise estimates of the effectiveness of several specific
interventions. Table 1 summarizes the results of three major Cochrane
reviews in fall prevention.

Cameron et al. (2010) and Gillespie et al. (2009) reviewed studies
in which falls and fall outcomes were measured on individuals, in
institutional and community settings, respectively. These studies
permit meta-analyses and the calculation of pooled rate ratios or
risk ratios if the appropriate data were reported in the original
publications. Risk ratios reflect the relative reduction between inter-
vention and control groups in the proportion of people who fell
(i.e., fallers). On the other hand, rate ratios express the relative reduc-
tion between groups in the number of falls per unit of person-time
(i.e., falls). The third review, by McClure, Turner, et al. (2005),
reviewed community-wide multi-strategy interventions in which
fall-related injuries were compared between areas or regions.

The accumulated evidence (Table 1) strongly suggests that falling
can be prevented in both community and institutional settings using
a variety of intervention types under both high-risk and general pop-
ulation approaches. The data further suggest that many interventions
are more effective at reducing the number of falls than the number of
fallers, as reflected by the smaller pooled rate ratios than pooled risk
ratios in the Cochrane reviews (Cameron et al., 2010; Gillespie et al.,
2009). Because many older adults fall once and experience no injury,
and because the risk of injury increases with fall frequency, interven-
tions that reduce the rate of falls have particular clinical and public
health significance.

Some published pooled estimates of the effectiveness of multifac-
torial falls prevention programs (Gates, Fisher, Cooke, Carter, &
Lamb, 2008) were less impressive than those reported in the initial
Cochrane review (Gillespie et al., 2003). One major explanation for
this apparent dwindling in effectiveness is the publication of several
evaluations of fall prevention interventions of insufficient intensity
to modify fall risk factors (Tinetti, 2008). Specifically, risk factor as-
sessment and referral is associatedwith a smaller effect than risk fac-
tor assessment coupled with active intervention (Gillespie et al.,
2009). These subtleties may pose a barrier for KT in falls prevention
if busy clinicians’ primary knowledge base depends on highly dis-
tilled one-page summaries whose titles misleadingly suggest a ‘lack
of evidence’ for multifactorial interventions (e.g., Fields, 2008).

5. Knowledge translation

One of the most visible examples of a published formal evaluation
of knowledge dissemination in falls prevention is the Connecticut
Collaboration for Fall Prevention (CCFP, 2009). The CCFP is a model
KT project in many respects: it was on a large scale, it comprised an
overall effectiveness evaluation as well as several supplementary
explanatory analyses, and it measured specific rather than generic
barriers and facilitators to KT (Titler, 2004). Principally, it was a
non-randomized evaluation of the impact of a multidisciplinary



Table 1
Summary of pooled effect estimates from three major Cochrane Collaboration reviews in falls prevention.

Setting, # of trials, n of participants, ref. Effect Measure and Confidence Interval

Rate Ratio (95% CI) Risk Ratio (95% CI)

Community: 111 trials, n=55,303 (Gillespie et al., 2009)
Intervention type
Tai Chi 0.63 (0.52 - 0.78) 0.65 (0.51 - 0.82)
Individually prescribed multiple-component home-based exercise 0.66 (0.53 - 0.82) 0.77 (0.61 - 0.97)
Multiple-component group exercise 0.78 (0.71 - 0.86) 0.83 (0.72 - 0.97)
Assessment and multifactorial intervention 0.75 (0.65 - 0.86) n.s.
Prescribing modification programme for primary care physicians Not reported 0.61 (0.41 - 0.91)
Gradual withdrawal of psychotropic medication 0.34 (0.16 - 0.73) n.s.
Pacemakers in people with carotid sinus hypersensitivity 0.42 (0.23 - 0.75) Not reported
First eye cataract surgery 0.66 (0.45 - 0.95) Not reported
Anti-slip shoe device, falls in icy conditions 0.42 (0.22 - 0.78) Not reported
Home safety interventions

• People with severe visual impairment 0.59 (0.42 – 0.82) Not reported
• Overall n.s. n.s.

Vitamin D supplements
• In those with deficiency 0.57 (0.37-0.89) Not reported
• Overall n.s. n.s.

Institutional (Cameron et al., 2010)
Long-term care; 7 trials n=2997
Multifactorial interventions
Overall n.s. n.s.
Multidisciplinary teams 0.60 (0.51-0.71) 0.85 (0.77-0.95)
Outcome: Hip Fracture 0.48 (0.24-0.98) Not reported
Multifactorial interventions w/comprehensive geriatric assessment: 0.59 (0.48 - 0.73) 0.88 (0.78 – 1.0)
Vitamin D supplementation 0.72 (0.55 - 0.95) n.s.
Medication review by pharmacist 0.62 (0.53-0.72) n.s.
Gait, balance coordination exercises using mechanical apparatus 0.45 (0.24-0.85) n.s.
Ineffective, possibly harmful interventions:

• Multifactorial interventions in residents with cognitive impairment
• Single exercise modalities
• Combination of exercise types

Hospitals
Multifactorial interventions 0.69 (0.49-0.96) 0.73 (0.56-0.96)
Supervised exercise interventions Not reported 0.44 (0.20 - 0.97)
Population-based 6 studies (R. J. McClure et al., 2005)
Coordinated community-wide multi-strategy interventions Meta-analysis not possible; significant decreases in fall-related injuries

ranging from 6% to 33%
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intervention to change practice for falls prevention and management
in numerous care settings (Tinetti et al., 2008). The program targeted
clinicians in primary care, outpatient rehabilitation, home care, EDs
in acute care hospitals, and senior centers, and was associated with
statistically significant decreases in serious fall related injuries and
fall-related health care utilization compared to a similar area of
Connecticut that received no intervention. Coordinated sub-studies
examined aspects of implementation of the CCFP, such as the propor-
tion of clinicians who reported using recommended practices for key
risk factors in 19 home care agencies (Fortinsky et al., 2008). Nota-
bly, substantial variations were seen for all recommended practices
across the 19 agencies, and the variation was greatest for fall risk
assessment practices. Other analyses addressed barriers and facilita-
tors specific to integrating falls prevention as seen by primary care
physicians (Chou, Tinetti, King, Irwin, & Fortinsky, 2006), ED physi-
cians, discharge planners and other providers (Fortinsky et al.,
2004), physical therapists (Brown, Gottschalk, Van Ness, Fortinsky,
& Tinetti, 2005), and the extent of penetration of the intervention
across the major practice settings at the facility level (Baker et al.,
2005).

PubMed reports only three citations of Tinetti's (2008) main
report on the CCFP. One is a commentary on the importance of indi-
vidualized interventions in falls prevention (Hill, 2009) and another
is on preventive surgery in cervical spondylosis (Murphy, Coulis, &
Gerrard, 2009). Only the third citation, by Ganz, Yano, Saliba and
Shekelle (2009) is explicitly KT-related as it describes the develop-
ment of a continuous quality improvement program in outpatient
Veterans Affairs (VA) facilities using telephone outreach by regis-
tered nurses. A recently published study similar to the CCFP
conducted in the long-term care setting in Germany did not yield
detectable reductions in the incidence of femoral fractures (Rapp
et al., 2010).

The CCFP is an example of a KT intervention intended primarily to
change practice behavior by having clinicians apply evidence-based
fall risk factor modification with their patients. An example of a suc-
cessful KT project in community-based senior service organizations
was published by Li and colleagues in 2008 (Li, Harmer, Glasgow,
et al., 2008; Li, Harmer, Mack, et al., 2008). The authors evaluated
the dissemination of Moving for Better Balance, a Tai Chi-based
exercise program, in six rural and urban centers in Oregon using an
established framework for public health based interventions. The
authors report a 100% adoption rate by facilities, and an 87% reach
into the eligible target population of older community-dwelling
adults. The program was successfully implemented by all six centers
and sessions had an average attendance rate of 80%. In a one-group
pre-test post-test design, the intervention was associated with
statistically significant increases in functional reach, up-and-go,
chair stands, and a 50-foot speed walk.

Other important authors publishing on KT in falls prevention in-
clude Judy Stevens, who has proposed levels of evidence for fall
prevention interventions and listed the challenges of KT in falls
prevention (Stevens, 2008). With David Sleet, she has published
the Centers for Disease Control and Prevention (CDC) research
portfolio in older adult fall prevention, which lists translation and
dissemination as one of four research priorities (Sleet, Moffett, &
Stevens, 2008). Recently, a paper outlining special issues in imple-
menting injury prevention programs appeared by McClure and
colleagues in Australia (McClure, Davis, et al., 2010).
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6. Indicators of KT for falls prevention in Canada

Evidence of the state of the science of KT for falls prevention in
Canada was examined in four main forms: (a) formal evaluations of
knowledge dissemination programs such as the CCFP, using citation
and institutional affiliation searches in two abstract and citation data-
bases (Scopus and Web of Science); (b) the prominence given to KT
by CIHR, Canada's major health research funding body, as indicated
by a website search; (c) CPGs published on the professional associa-
tion websites of Canadian nurses, occupational therapists, physical
therapists, and physicians; and (d) studies of the care gap in falls pre-
vention in the Canadian health care setting.

7. Published KT studies in Canada

A literature search including a citation search of the principal
publications from the CCFP using Scopus and Web of Science re-
vealed no relevant Canadian studies. It should be mentioned that
the research timelines required to obtain ethics approval and fund-
ing, to implement the study and have results in press, is probably
too short to expect a Canadian replication of a project as large and
complex as the CCFP.

8. Knowledge translation and the Canadian Institutes for Health
Research (CIHR)

A search of the CIHR website using the term ‘knowledge transla-
tion’ results in over 3,500 hits, indicating the high priority given to
KT by this agency. Perhaps the most prominent Canadian researcher
in KT for falls prevention is Vicki Scott, who received CIHR funding
to develop an evidence-based Canadian Falls Prevention Curriculum.
The CIHR also recognizes significant contributions to KT with a sub-
stantial prize, which Dr. Scott won in 2007. A search of funding
Table 2
Visibility and accessibility of Clinical Practice Guidelines for falls prevention on the website

Professional Association Results of searches for CPGs in Fall(s) Prevention

Canadian Medical Association 1 Menopause and osteoporosis update 2009: Chap
Vasomotor Symptoms. January 2009.(Reid et al., 2

2 Recommendation statement - Prevention of falls
long-term care facilities. 2005. (Norris, Walton, Pa
Feightner, & The Canadian Task Force on Preventi
Health Care, 2005)

Canadian Nursing Association Prevention of falls and fall injuries in the older ad
(Heslin et al., 2005)

Canadian Physiotherapy Association No results for ‘fall(s) prevention’ or ‘practice guid
Canadian Association of Occupational
Therapy

‘fall prevention’ and ‘practice guideline’ - 25 hits.
decisions data on the CIHR website using ‘knowledge translation’
and ‘falls prevention’ also identified a recently funded project by
Maureen Ashe aimed at improving post-discharge care for hip frac-
ture patients by including both bone health and falls risk (Ashe,
2009).

9. Clinical practice guidelines for falls prevention on professional
association websites

The websites of the Canadian Medical Association, Canadian
Nursing Association, Canadian Physical Therapy Association, and
Canadian Association of Occupational Therapy were searched for
key words ‘fall(s) prevention’ and ‘clinical practice guidelines.’ The
results are presented in Table 2. The results suggest that, in Canada,
it is the nurses who have given CPGs for falls prevention the highest
website visibility and accessibility.

10. Canadian studies on the care / treatment gap

Canadian researchers have been active in assessments of the ex-
tent to which existing CPGs are used in routine practice. Salter et al.
(2006), using chart reviews of 54 older adults with a fall-related
visit to a Vancouver teaching hospital ED, found that two (3.7%) re-
ceived care consistent with the 2001 AGS/BGS/AAOS guidelines
(American Geriatrics Society, British Geriatrics Society, & American
Academy of Orthopaedic Surgeons Panel on Falls Prevention, 2001)
and that there were six fall-related fractures among five patients in
the six months after the initial presentation. Donaldson et al. (2005)
reported that only 32% of women presenting at an ED with a fall-
related injury recalled receiving follow-up care or referral 18 months
after the initial visit. Miller et al. (2009) reported thatmost patients dis-
charged directly after a fall-related injury from a Toronto community-
based teaching hospital ED did not receive multidisciplinary care, and
s of four key health professional associations in Canada.

Comments

ter 2:
009)

“Flexibility training can improve balance and will thus help to prevent falls
and protect against fractures.” “Vitamin D in doses of 800 IU daily has been
shown to be effective in reducing the risk of falls by 49% over a 12-week
period of therapy.”

in
tterson,
ve

Summary: The Canadian Task Force on Preventive Health Care concludes
that there is fair evidence to recommend multifactor assessment and i
ntervention programs in long-term care facilities (LTC) to prevent falls and
reduce hip fractures. Specific intervention plans should be tailored to meet
the individual's needs. Residents should be assessed on admission to a
facility and re-assessed after a fall incident. (B Recommendation). The Task
Force concludes that there is insufficient evidence to recommend
prevention programs that are targeted exclusively to residents deemed at
higher risk, even if intervention is multifaceted (I Recommendation). The
Task Force concludes that there is insufficient evidence to recommend
selective interventions that address one domain of risk, such as exercise or
physiotherapy alone, to reduce falls in LTC residents. (I Recommendation).

ult. Primarily institutional focused:
Practice recommendations:
1 Assessment on admission and after fall
2 Tai Chi for residents with LOS>4 months and with no fracture history
3 Exercise
4 Multifactorial interventions
5 Medication review during stay
6 Hip protector for those at high risk of fall-related fracture
7 Vitamin D
8 Education
9 Environmental modification

(also includes recommendations for fall prevention in nursing curricula
and 5 organizational and policy recommendations)
A Request For Proposals to evaluate uptake of this CPG was announced
in March 2009.

eline’ CPGs may be in separate website for CPA members only.
CAOT Position statement on CPGs (2007)
No CPG on fall prevention located; may be in members only area.
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that 8.3% of patients returned to the same ED for a subsequent fall
within 6 months of the index fall. This theme – the missed opportuni-
ties for secondary prevention in ED patients, a group at known high
risk for subsequent injury – has been noted in other jurisdictions as
well (Paniagua, Malphurs, & Phelan, 2006).

Canadian researchers are also addressing complementary topics in
KT, such as the characteristics of physicians who deliver preventive
care as recommended (Thind, Feightner, Stewart, Thorpe, & Burt,
2008), the management of fracture risk in hospitalized patients
(Byszewski, Cranney, Man-Son-Hing, Azad, & Amos, 2006), and strat-
egies to improve the evidence base of rehabilitation care post-stroke
(Menon, Korner-Bitensky, Kastner, McKibbon, & Straus, 2009). As
well, Canadian authors are addressing a problem of special relevance
to KT for falls prevention, which is the requirement for interprofes-
sional collaboration (Zwarenstein, Goldman, & Reeves, 2009). This is
relevant to falls prevention because multi-disciplinary falls preven-
tion programs in long-term care facilities were associated with statis-
tically significant reductions in fall incidence, whereas unidisciplinary
approaches were not (Cameron et al., 2010).

In conclusion, the falls prevention community is poised to move
knowledge accumulated primarily in the past two decades into prac-
tice. In Canada, while there are numerous widely available falls pre-
vention resources on the Internet, there is an uneven presence of
CPGs on the websites of the key health provider communities, and
few published evaluations of care gaps in falls prevention and man-
agement. Those that have been conducted reveal very low uptake
of CPGs, and many missed opportunities for secondary prevention
in those at highest risk, even in teaching hospital EDs. There are
very few formal evaluations of falls prevention KT projects in the
worldwide peer-reviewed literature, and none could be identified
as having been conducted in the Canadian health care setting.

The CCFP and theMoving for Better Balance projects both showed
that it is possible to roll out evidence-based falls prevention over a
large geographic area. The former involved hundreds of providers
working in dozens of facilities, and the latter involved six community
service agencies in both rural and urban areas. The CCFP showed it is
possible to reduce the incidence of fall-related injuries and health
care utilization (Tinetti et al., 2008). As well, this project revealed
the substantial complexities in changing attitudes and behaviors to
prevent falls in older adults (Baker et al., 2005; Fortinsky et al.,
2004, 2008). The challenges of KT in falls prevention are likely to
be at least as great as they are for unitary heath problems such as
asthma (Olajos-Clow, Szpiro, Julien, Minard, & Lougheed, 2009) or
osteoporosis (Bessette et al., 2008), treated under the traditional
diseases-and-body parts paradigm (Tinetti et al., 2004). Falls are pro-
foundly multifactorial, and prevention requires multiple professionals
engaged in assessment and initial treatment, referral, and adherence
monitoring. Several key questions of interest to policymakers such as
the optimal timing, setting, provider mix, and remunerative mecha-
nisms of falls prevention remain largely unanswered. Nonetheless, re-
searchers can use evidence already in hand about the effectiveness
and efficiency of falls prevention noted in other health care systems to
provide a strong rationale for the urgent need for KT research in falls
prevention in Canadian community and health care settings.
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