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Abstract 
Background: This paper reports findings from a literature review undertaken to assess the cur-
rent evidence base for clinical medication review and falls in older people. This forms part of a 
larger, organisational supported project design work-stream, where the objectives are to define 
the operational details for clinical medication review as part of multi-factorial assessment for 
elderly fallers in the community. Patients will be identified and targeted through an integrated 
care pathway mapping and elderly patient care screening service. Objective: A review of national 
and best practice guidance to help our understanding of how clinical medication review could be 
optimised. Methods: A PubMed database search was undertaken with search terms including 
“elderly” and “falls” and “medicines” followed by study of relevant publications in English and in-
cluding cited referenced publications within selected papers. Results: Our findings were that both 
medication over-use and under-use in the elderly occur frequently and can be harmful. Many 
drugs commonly used by older persons have not been systematically studied as risk factors for 
falls. The screening tool of older people’s prescriptions (STOPP) and screening tool to alert to right 
treatment (START), validated for assessment of potentially inappropriate prescribing in the eld-
erly, offer the possibility of provision of a structured clinical medication review to patients, with a 
need for more research on the impact of the STOPP START interventions on both the rates of falls 
and risk of falls in the elderly. 

 
Keywords 
Clinical Medication Review, Falls, Elderly, Medicines, Multi-Factorial Interventions 

 
 

1. Introduction 
Falls are a common, costly and preventable consequence of ageing [1] [2]. Older people are susceptible to fal-
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ling due to an age-related decline in the sensory and neuromuscular systems that contribute to postural stability. 
A fall occurs when the physical ability of the individual is unable to match the immediate demands of the envi-
ronment and/or of the activity being undertaken and is defined as an event which results in a person coming to 
rest inadvertently on the ground or floor or other lower levels [2]. Around 30% of people aged 65 and over liv-
ing in the community and more than 50% of those living in residential care facilities or nursing homes fall every 
year, and about half of those who fall do so repeatedly [2]-[6].  

Factors increasing an older person’s risk of falling include advanced age, reduced leg strength, balance defi-
cits, history of falling, culprit medication use, and visual and cognitive impairment [5]. Lin and Ferrucci [7] 
have also noted that people with hearing loss and balance problems experience problems with walking and mo-
bility. Sensory impairment and age related hearing loss (presbyacusis) may add to the number of falls sustained 
[8] [9]. In addition, symptoms of hearing loss and dementia maybe confused, with a combination likely to in-
crease the number and severity of symptoms experienced by patients [10].    

In 2012 the World Health Organisation reported “falls” as the second leading cause of accidental or uninten-
tional injury deaths worldwide [2]. Injuries received from unintentional falls result in death, disability, nursing- 
home admission and direct medical costs [4]. Although certain interventions can reduce falls (e.g., exercising 
regularly or having medicines reviewed to reduce side effects and interactions), implementation at the commu-
nity level remains limited and additional measures are needed to promote widespread adoption [4] [11] [12]. 
Recent guidance to support the care of older people living with frailty in the community or outpatient settings 
[13] stated that “falls” and “susceptibility to side effects of medicines” are two presentations that should raise 
suspicion that an individual has frailty that may mask more serious underlying disease.    

2. Objectives 
The objectives for this paper are to assess what the current evidence base is to support a clinical medication re-
view service to reduce falls risk and falls related injuries in older people in the community setting. The evidence 
base will be utilised in the next phase of this work-stream to help define the operational details for providing a 
clinical medication review service to elderly fallers as part of an integrated care pathway mapping and multi- 
disciplinary elderly patient care screening service. The pathway will also include assessment for early cognitive 
impairment, hearing loss, vision and balance as part of a Falls Care Bundle implementation approach [14] to 
ensure a high standard of quality health care delivery.       

Background: Optimising Clinical Medication Review  
Care facilities and hospitals setting: A recent Cochrane Database review [6] assessed the effectiveness of inter-
ventions designed to reduce falls by older people in care facilities and hospitals. 43 randomised controlled trials 
with 30,373 participants in care facilities were included in this systematic review with the authors noting that 
despite the large number of trials there was limited evidence to support any one intervention. Rate of falls were 
calculated as falls per person year with risk of falling classified as the number of people falling (fallers) in each 
group.  

Results from 13 trials testing exercise interventions in care facilities were inconsistent; exercise programmes 
seem to increase falls in frail residents in nursing homes, but reduce falls in people in intermediate care facilities. 
For multi-factorial interventions in care facilities, both the rate of falls and risk of falls showed a trend towards 
possible benefit. Multi-factorial interventions [15] usually include medication review, but current published lit-
erature does not define a process for a structured clinical medication review. The British Geriatric Society in 
their recent guidance [13] recommend that evidence based medication reviews should be conducted for older 
people with frailty, and cite the use of STOPP START criteria [6] [17] as an example. 

Considering trials for specific medicines, Cameron et al. [6] noted that Vitamin D supplementation was effec-
tive in reducing the rate of falls, but not the risk of falling. Bjelakovic et al. [18] have reported findings from 
their updated Cochrane Database review where the objective was to assess the beneficial and harmful effects of 
Vitamin D supplementation for prevention of mortality in healthy adults and adults in a stable phase of disease. 
Including 56 trials with 95,286 participants providing usable data on mortality, the authors noted that Vitamin 
D3 may decrease mortality in elderly people living independently or in institutionalised care, but there was a 
need for further evidence from placebo controlled randomised trials in this area.       

Community setting: Community dwelling older individuals are a large group identified as at high risk of fu-
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ture falls and injuries [1]. Many are subsequently admitted into intermediate care facilities.  
Gillespie et al. [19] reviewed the interventions for preventing falls in older people living in the community, 

with this review including 159 trials with 79,193 participants. The most common interventions tested were exer-
cise as a single intervention (59 trials) and multi-factorial programmes (40 trials). Kannus et al. [3] suggest that 
a multi-factorial intervention for elderly people is more effective than its single intervention counterpart since 
“causes and risk factors of falling are usually multiple with striking intra-individual (fall to fall) and inter-   
individual variation”. The Cochrane review [19] found that multi-factorial interventions which included indi-
vidualised risk assessment reduced rate of falls but not risk of falling. Trials looking at medication review did 
not demonstrate benefit but a prescribing modification programme also involving primary care physicians and 
their patients significantly reduced risk of falling. The Cochrane review [19] also found that gradual withdrawal 
of psychotropic medication reduced rate of falls but not risk of falling.   

3. Methods 
A PubMed database literature review was undertaken. Search strategy terms used were “elderly” and “falls” and 
“medicines”, with the search undertaken in and to July 2014, with selection criteria including review of all ab-
stracts (NT), followed by review of selected publications in English and any relevant cited references within se-
lected publications, critiqued by three members of the research group (TT, JP and CB). Including the search 
term “older” in the search strategy did not elicit any further publications of relevance.    

4. Results with Discussion 
An observational study in older men living in the community [20] found that a self-reported history of falls in 
the previous 12 months was independently associated with number of medicines taken (odds ratio [OR] = 1.06, 
95% confidence interval [CI] 1.02, 1.09) and use of one or more potentially inappropriate medicines (PIMs) (OR = 
1.23, 95% CI 1.04, 1.45). Use of one or more PIMs had a correlation with hospital admission (hazard ration 
[HR] = 1.16, 95% CI 1.08, 1.24), whilst potential under-utilization was associated with cardiovascular events 
(HR = 1.20, 95% CI 1.03, 1.40), with the authors concluding that both medication over-use and under-use occur 
frequently among older men and may be harmful. 

Gnjidic et al. [21] studied the optimal discriminating number of concomitant medications that were associated 
with geriatric syndromes, functional outcomes, and mortality in their study population of community-dwelling 
older men. They validated this as the use of five or more medications, accepted as the current definition of poly- 
pharmacy, and found this to be helpful in estimating the medication-related adverse effects for frailty, disability, 
mortality, and falls. 

The aims for a 2007 critical systematic review [22] were to include all original articles examining medication 
use as a risk factor for falls or fall-related fractures in people aged 60 years or older with findings reported after 
the research group had assessed 28 observational studies and one randomized controlled trial. The number of 
participants in the trials ranged from 70 to 132,873. The outcome measure was a fall in 22 studies and a fracture 
in 7 studies. The authors found that the main group of drugs associated with an increased risk of falling were 
psychotropics, including benzodiazepines, antidepressants, and antipsychotics (Table 1). Antiepileptics and 
drugs that lower blood pressure were weakly associated with falls. However limitations included a need for im-
provement in the quality of observational studies, as many did not have a clear definition of a fall or target 
medicines, or prospective follow-up. The researchers concluded that many drugs commonly used by older per-
sons are not systematically studied as risk factors for falls. 

A recent Australian study [23] undertook a retrospective analysis of the management of pain control and re-
ported that over 90% of residents in aged care facilities (ACF) were prescribed analgesics. Of those, 2057 resi-
dents were taking regular opioids (28.1%). Only 50% of those taking regular opioids received regular paraceta-
mol at doses of 3 - 4 g/day. The concurrent use of sedatives was high, with 48.4% of those taking regular 
opioids also taking an anxiolytic/hypnotic. With the risk of falls and fractures increased by concurrent use of 
opioids and sedatives, the widespread use of these drugs in a population already at high risk was concerning. 
The researchers commented on the need to optimise the prescribing and administration of regular paracetamol as 
a first line and continuing therapy for pain management in ACF residents, to potentially improve pain manage-
ment and reduce opioid requirements.  

Nishtala et al. [24] reported findings from a large multi-database study that assessed the impact of polypharmacy  
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Table 1. Medicines optimisation.                                                                                       

• Psychotropics and cardiovascular drugs associated with increased risk of falling. 
o Risk of falls and fractures increases with concurrent use of opioids and sedatives. 
o Poly-pharmacy and cumulative exposure to anticholinergic and sedative medicines associated with fall related hospitalizations.  

• Need to optimise prescribing and administration of regular Paracetamol as first line and continuing therapy for pain management.  
• Recent changes in psychotropic and cardiovascular medications associated with substantial increase in risk of hospital admission for 

falls and fractures. 
• Use of psychotropic medication in females associated with increased risk of falls and fractures, and body mass index (BMI) is a 

confounding variable.    

 
and exposure to Drug Burden Index (DBI) medicines, with exposure defined by the researchers as quantification 
of each individual's cumulative exposure to anticholinergic and sedative medicines. Both criteria were inde-
pendently associated with fall-related hospitalisations, frequency of GP visits, and risk of mortality. DBI drugs 
were associated with fall-related hospitalisations with an incidence rate ratio (IRR) of 1.56 (95% CI  =  1.47 - 
1.65) and greater number of GP visits (IRR 1.13, 95% CI  =  1.12 - 1.13). 

Another study [25] evaluated the prevalence of adverse drug events in an acute geriatric setting over a 6 
month period and reported a rate of 12.7% (n = 313; mean age 84.8). Cardiovascular (39%), psychotropic 
(36.6%) and opiate (7.3%) medicines were the most frequently involved. The adverse events that occurred most 
frequently were bleeding (28.6%), falls (14.3%), and sleepiness (9.5%), with the authors noting that these could 
have been “prevented” in 31% of cases. Preventability by the research group was determined by assessment of 
inadequacy with standards of care, medication-related factors (excluding contra-indication) and use of standard 
lists of harmful medication in the elderly.  

A French retrospective case control study [26] reported that 50% of falls occurred in patients in their first 
week after hospital admission, with these classified as severe in 16% cases. The characteristics of the two groups 
under study (patients who fell and those who did not) were similar: there were no significant differences in 
variables such as age, sex, number of medicines or prevalence of hypertension or Parkinson’s disease. Probabil-
ity of falls increased when the patients used zolpidem (adjusted odds ratio [AOR] 2.59; 95% CI 1.16, 5.81; p = 
0.02), meprobamate (AOR 3.01; 95% CI 1.36, 6.64; p = 0.01) or calcium channel antagonists (AOR 2.45; 95% 
CI 1.16, 4.74; p = 0.02). 

Payne et al. reported data from a larger Scottish retrospective case-cohort study [27] which included over 
39,000 patients aged over 65 years. They found that the period with recent changes in psychotropic and cardio-
vascular medications was associated with a substantial increase in risk of hospital admission for falls and frac-
tures; with an odds ratio of 1.54 (95% CI 1.17 - 2.03) and 1.68 (95% CI 1.28 - 2.22) respectively (Table 1). 
These findings are in line with work reported by Beer et al. [20] with correlation both for falls risk and hospital 
admission with use of potentially inappropriate medicines. Notably Payne et al. (27) found evidence (p = 0.003) 
for variation in the association between change in different psychotropic medications and admission, with the 
strongest associations for changes with selective serotonin reuptake inhibitor (SSRI) antidepressants (OR 1.99 
[95% CI 1.29 - 3.08]), non-SSRI/tricyclic antidepressants (OR 4.39 [95% CI 2.21 - 8.71]) and combination 
psychotropic medication (OR 3.05 [95% CI 1.66 - 5.63]). 

The Australian Longitudinal Study of Ageing [28] specifically looked at the risk of falls with use of psycho-
tropic medicines. Interestingly, use was associated with increased risk of falls in females (IRR = 1.47, 95% CI = 
1.31 - 1.64) but not in males (IRR = 1.03, 95% CI = 0.85 - 1.26). Use of psychotropic medications was also as-
sociated with an increased risk of a fracture in females (relative risk [RR] 2.54; CI 1.57 - 4.11; p < 0.0001) but 
not in males (RR = 0.66; p = 0.584; CI 0.15 - 2.86). In both analyses, body mass index (BMI) was found to be 
the only confounding variable. After adjusting for BMI, the IRR in females decreased to 1.22 (95% CI 1.02 - 
1.45; p < 0.015) for falls and the RR decreased to 1.92 (p < 0.015, CI 1.13 - 3.24) for fractures. 

Gallagher et al. [16] have validated a comprehensive screening tool that enables the prescribing physician to 
assess an older patient’s prescription drugs in the context of his/her concurrent diagnoses. Inter-rater reliability 
is favourable [17] with a kappa-coefficient of 0.75 for STOPP and 0.68 for START (Table 2).  

STOPP (Screening Tool of Older Person’s Prescriptions) encompasses 65 clinically significant criteria for 
potentially inappropriate prescribing in older people. Each criterion is linked with a concise explanation as to 
why the prescribing practice is potentially inappropriate. START (Screening Tool to Alert doctors to Right  
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Table 2. STOPP START tool criteria.                                                                                                                 

• The Screening Tool of Older Persons’ potentially inappropriate prescriptions (STOPP) classifies 65 common drug issues that  
contribute to inappropriate prescribing in the elderly. 

• International studies using STOPP criteria indicate high potentially inappropriate medication prevalence rates. 
• START (Screening Tool to Alert doctors to Right Treatment) consists of 22 evidence-based prescribing indicators for commonly 

encountered diseases in older people. 

 
Treatment) consists of 22 evidence-based prescribing indicators for commonly encountered diseases in older 
people.  

International studies using STOPP criteria worryingly indicate high potentially inappropriate medication (PIM) 
prevalence rates. A PIM index is calculated by dividing the total number of PIMs by the total number of medi-
cations. A UK study [29] carried out within an acute hospital setting found that the admission PIM prevalence 
was 26.7% (95% CI 20.5 - 32.9; 52 patients, 74 PIMs). The most common PIM categories on admission were 
central nervous system and psychotropic drugs, drugs adversely affecting patients at risk of falls and drugs act-
ing on the urogenital system. The likelihood of having a PIM on admission was doubled in patients receiving 
more than ten medications compared with those taking fewer (odds ratio 2.3 [95% CI 1.2 - 4.4]; p = 0.01). The 
study reported a discharge PIM prevalence of 22.6% (95% CI 16.7 - 28.5; 44 patients, 51 PIMs), with a signifi-
cant reduction of PIMs on discharge (p = 0.005).  

Wahab et al. [30] assessed the prevalence and nature of pre-admission inappropriate prescribing by using the 
STOPP criteria amongst a sample of hospitalised elderly inpatients in South Australia. The total number of 
pre-admission medications screened during the study period was 949 and the median number of medicines per 
patient was nine (range 2 - 28). Overall the STOPP criteria identified 138 PIMs in 60% patients. The most fre-
quent PIM was for opiates prescribed in patients with recurrent falls (12.3%). The other two culprit medicines 
were benzodiazepines in fallers (10.1%) and proton pump inhibitors prescribed for peptic ulcer disease for 
long-term at maximum doses (9.4%). The number of medications being taken had a positive correlation with 
pre-admission PIM use (r(s) = 0.49, p < 0.01).  

Medication review for patients may be undertaken by various health professionals. A randomised control trial 
[31] assessed the effect of clinical medication review undertaken by a pharmacist for elderly people living in 
care homes. This included 661 residents aged 65 years and over, on one or more medicines. The study found 
that general practitioners did not review most care home patients’ medication. Medication changes initiated and 
proposed by the pharmacist were usually accepted, with a reduction in number of falls, but without any changes 
to overall drug costs. In addition, there were no significant changes in consultations, hospitalisations, mortality, 
standardised mini mental state examination or Barthel scores (Barthel Index consists of 10 items that measure a 
person’s daily functioning, specifically the activities of daily living).  

Wilcock et al. [32] utilised community pharmacists to collate data for their cross sectional survey which in-
cluded a study population of 581 residents recruited from eighteen UK residential homes. They found that the 
use of psychotropic drugs was common, and observed a trend for increase in prescribing rates as compared to 
data from a previous survey in 2001. There was limited use of Calcium and Vitamin D supplements, which have 
the potential for reducing morbidity associated with falls. Although use of both calcium and vitamin D had in-
creased significantly (8.3% in 2005 vs. 2.1% in 2001), overall this was relatively low with an eight percentage 
usage level in this at risk population (Table 3).  

In their paper on prevention of falls and consequent injuries in elderly people, Kannus et al. [3] discuss the 
traditional approach often used for prevention of bone fracture injury with focus on prevention and treatment of 
osteoporosis. The aims are to maximise peak bone mass and prevent ongoing bone loss with regular exercise, 
calcium and vitamin D and treatment of osteoporosis with pharmacological medicines [15]. Service develop-
ment in the UK NHS has included pharmacist-led, multidisciplinary team-supported, medication management 
clinics that focus on osteoporosis, falls and fracture prevention [33]. The pharmaceutical care approach [34] [35] 
utilised in these clinics within the secondary care setting, provide a structured framework to help identify poly- 
pharmacy issues and ensure safe and efficacious medication usage by patients. Assessment of compliance and 
adherence with medication taking [36] is undertaken by the pharmacist, with patients encouraged to raise their 
medication and health related concerns, and where the aims are to agree to an ongoing management plan [37] 
[38].  
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Table 3. Medication review.                                                                                            

• Medication review for patients may be undertaken by various health professionals.  
• Clinical medication review by a pharmacist for older people in care home settings is associated with reduced falls risk. 
• A traditional approach often used for falls and bone fracture injury prevention is management of osteoporosis risk. 

 
Limitations for the findings reported from this review include study of publications identified via a search 

utilising only the PubMed database. Our work was undertaken as a quick, time-limited, preliminary fact finding 
exercise to understand what the current evidence base is for clinical medication review and falls in older people. 
Readers may find that the findings reported in this paper provides useful knowledge, and that our work helps 
inform wider database searches and helps inform more research activity in this area.  

Tables 1-3 highlight the main knowledge generated from this review. These data will help inform our work as 
we move forward with the designing of a pharmacist delivered clinical medication review service for elderly 
fallers. This service would be part of the larger multi-disciplinary team supported integrated care pathway. In 
clinical practice elderly fallers often have numerous co-morbidities and are on multiple medicines. We aim to 
develop a research and evaluation strategy incorporating improvement science methodology [39], that generates 
more knowledge for medication related falls risk, with use of the STOPP/START tools as a starting point. It will 
be important also to remember that for delivery of effective pharmaceutical care, elderly people with age related 
deficits may benefit more from discontinuation and de-prescribing of some of their medications. This decision 
needs to be made considering all the medicines taken, and where the elderly patient reports side effects, and not 
only for medicines that are already defined as causing adverse events and therefore on the STOPP list.  

5. Conclusion 
This paper reports the current knowledge from the evidence base for clinical medication review and falls in the 
elderly. Both medication over-use and under-use occur frequently and may be harmful; many drugs commonly 
used by older persons have not been systematically studied as risk factors for falls. The STOPP START tools, 
validated for assessment of potentially inappropriate prescribing in the elderly, offer the possibility of provision 
of a structured clinical medication review to patients. There is a need for more research on the impact of these 
interventions on both the rates of falls and risk of falls in the elderly. 
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