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	Study (RefID)
Country
Study/Cohort name, study design
ROB
	N
Mean age; % female, % fx history
Equity concerns
	Health states
	Utility elicitation method (incl EQ-5D tariffs)
Comparator for disutility (Pre-event or different group)

	Abimanyi-Ochom 2015
Australia
AusICUROS, Longitudinal
Moderate
	224
78y; 76%; 17%
64% low-income
	Hip fx, ≤3 mos
Hip fx, 12 mos
	EQ-5D-3L; tariffs from general Australian population
Immediately pre-fracture

	Adib Hajbaghery 2013
Iran
Cross-sectional
Moderate
	140
73y; 56%; 50% (hip)
	Hip fx, ≤3 mos
	EQ-5D; tariffs not specified
Participants without fracture

	Amarilla-Donoso 2020
Spain
Longitudinal
Low
	224
85y; 76%; 8% (hip)
96% primary education or less
	Hip fx, ≤3 mos
	EQ-5D-3L; Spanish population tariffs
2-weeks pre-fracture

	Balzer-Geldsetzer 2020
Germany
RePrOF, Longitudinal
Serious
	402
81 y; 73%, NR
	Hip fx, 12 mos
	EQ-5D; tariffs not specified
Pre-fracture

	Barenius 2018
Sweden
Longitudinal
Serious
	141
81y; 73%; NR
	Hip fx, 12 mos
	EQ-5D; tariffs not specified
1 week pre-fracture

	Borgstrom 2013
Australia, Austria, Estonia, France, Italy, Lithuania, Mexico, Spain, UK, US
ICURIOS
Longitudinal
Serious
	1241
77y; 77%; 17%
	Hip fx, ≤3 mos
Hip fx, 12 mos
Non-hip fx, ≤3 mos
Non-hip fx, 12 mos
	EQ-5D; UK population tariff
Pre-fracture

	Borgstrom 2006
Sweden
KOFOR, Longitudinal
Serious
	359
77y; 79%; 22%
	Hip fx, ≤3 mos
Hip fx, 12 mos
Non-hip fx, ≤3 mos
Non-hip fx, 12 mos
	EQ-5D; Swedish population norms
Pre-fracture

	Cranney 2005
Canada
Cross-sectional
Serious
	80
80y; 100%; 50%
	Hip fx, 12 mos
	HUI Mark II; SF-6D; Standard gamble; Feelings thermometer
Age-matched community population without history of hip fracture

	Ekstrom 2009a
Sweden
Longitudinal
Serious
	87
83 y; 75, NR
	Hip fx, 12 mos
	EQ-5D; UK index tariff
1 week pre-fracture

	Ekstrom 2009b
Sweden
Longitudinal
Serious
	148
83; 74%; NR
	Hip fx, 12 mos
	EQ-5D; UK index tariff
1 week pre-fracture

	Franco 2015
Australia
Cross-sectional
Low
	138
All ≥ 66y; NR; NR
	Falls
Functional status
	Best-Worst scaling experiment
20% change of falling in a year vs 40% chance of falling in a year
50% improvement in functional status vs. No improvement in functional status.

	Griffin 2021
UK
Longitudinal
Moderate
	1125 
Median 86y; 73%; NR
	Hip fx, ≤3 mos
Hip fx, 12 mos

	EQ-5D-3L; UK tariff
Pre-fracture

	Griffin 2015
UK
Longitudinal
Moderate
	741
83y; 68%; NR
	Hip fx, 12 mos

	EQ-5D-3L; UK index tariff
Pre-fracture

	Guirant 2018
Mexico
MexICUROS, Longitudinal
Moderate
	193
77y; 80%; 16%
	Hip fx, ≤3 mos
Hip fx, 12 mos

	EQ-5D-3L (Spanish language); UK value set of preference weights
Pre-fracture

	Hiligsmann 2020
Belgium, France, Germany, Italy, Spain, Switzerland
Cross-sectional

	216
78y; 68%; NR
	Falls
Functional status
	Discrete choice experiment
No comparator

	Jobory 2019
Sweden
Longitudinal
Serious
	394
85y; 66%; NR
	Hip fx, ≤3 mos
Hip fx, 12 mos

	EQ-5D; tariff not specified
Pre-fracture

	Jurisson 2016
Estonia
ICUROS, Longitudinal
Serious
	205
78y; 72%; 22%
80% low income
	Hip fx, ≤3 mos
Hip fx, 12 mos

	EQ-5D-3L; UK tariff
Pre-fracture

	Kanters 2020
Netherlands
BIOS, Longitudinal
Moderate
	625
80y; 70%; NR
	Hip fx, ≤3 mos
Hip fx, 12 mos
	EQ-5D-3L; Dutch tariff
Pre-fracture

	Lutomski 2017
Netherlands
TOPICS-MDS, Cross-sectional
Moderate
	6548
78y; 60%; NR
	Fall
	EQ-5D; Dutch tariff
Participants without a fall in past 12 mos

	Marques 2015
Portugal
Longitudinal
Low
	186
81y; 79%; NR
	Hip fx, ≤3 mos
Hip fx, 12 mos
	EQ-5D (Portuguese); Portuguese tariff
Pre-fracture

	Miedel 2005
Sweden
Longitudinal
Serious
	217
84y; 81%; NR
	Hip fx, 12 mos
	EQ-5D; UK tariff
1 week pre-fracture

	Miltte 2013
Australia
Cross-sectional
Low
	87
Range 71-80y; 70%; NR
	Non-hip fracture
	Discrete choice experiment
25% chance of falling and breaking another bone vs. 50% chance of falling and breaking another bone

	Perez-Ros 2019
Spain
Cross-sectional
Moderate
	572
76y; 63%; NR
	Fall
	EQ-5D-3L; Spanish tariff
Participants without a fall in past 12 mos

	Prieto-Alhambra 2019
Spain
SPARE-HIP, Longitudinal
Moderate
	997
84y; 77%; NR
	Hip fx, ≤3 mos
Hip fx, 12 mos
	EQ-5D-3L; Spanish tariff
Pre-fracture

	Raymond 2018
Canada
Cross-sectional
Serious
	226
84% 60-79 y,16% ≥80 y; 79%; NR
	Falls 
	Discrete choice experiment
“Has never fallen”

	Renerts 2019
Germany
Longitudinal
Moderate
	173
84y; 79%; NR
	Hip fx, ≤3 mos
Hip fx, 12 mos
	EQ-5D-3L; German tariff
6 mos pre-fracture

	Robinson 2015
Ireland
Cross-sectional
Serious
	97
80y; 59%; 30%
	Falls
LTC admission
	Conjoint analysis (importance score)
1 fall per year vs. 3 falls per year vs. 1 fall per month
Discharge home vs. discharge LTC

	Salkeld 2000
Australia
Cross-sectional
Low
	160
83y; 100%; 25% (hip)
	Hip fx, 12 mo
Fall
LTC admission
	Time trade-off
“Full health”

	Strom 2008
Sweden
KOFOR, Longitudinal
Moderate
	359
77y; 80%; 22%
	Hip fx, ≤3 mos
Hip fx, 12 mos
Non-hip fx, ≤3 mos
Non-hip fx, 12 mos
	EQ-5D; Swedish age-differentiated population norms
Pre-fracture

	Talevski 2021a
Estonia, Italy, Spain
ICUROS, Longitudinal
Serious
	923
76y; 88%; 17%
	Non-hip fx, ≤3 mos
Non-hip fx, 12 mos
	EQ-5D-3L; weights most relevant to each individual country; UK value set of preference weights applied for countries where no specific weights have been developed.

	Talevski 2021b
Australia, Austria, Estonia, France, Italy, Lithuania, Mexico, Russia, Spain, UK ICUROS, Longitudinal
Serious
	1657
77y; 80%; 18%
	Hip fx, ≤3 mos
Hip fx, 12 mos
	EQ-5D-3L; weights most relevant to each individual country; UK value set of preference weights applied for countries where no specific weights have been developed.
Pre-fracture

	Thiem 2014
Germany
Cross-sectional
Moderate
	1792
78y; 53%; 3%
59% low education
	Fall
	EQ-5D; tariff not specified
Participants without a fall in past 12 mos

	Tidermark 2003a
Sweden
Longitudinal
Moderate
	110
80y; 73%; NR
	Hip fx, 12 mos
	EQ-5D; UK tariff
1 week pre-fracture

	Tidermark 2003b
Sweden
Longitudinal
Serious
	90
80y; 73%; NR
	Hip fx, 12 mos
	EQ-5D; UK tariff
1 week pre-fracture

	Tidermark 2004
Sweden
Longitudinal
Serious
	59
83y; 100%; NR
	Hip fx, 12 mos
	EQ-5D-3L; UK tariff
1 week pre-fracture

	Tosteson 2001
US
Cross-sectional
Moderate
	382
72y; 100%; NR
	Hip fx, 12 mos
	Time-tradeoff
Participants without fracture in past 36 mos

	Zhang 2006
Canada
Longitudinal
Moderate
	140
83y; 67%; NR
	Functional status (dependence in one or more ADLs)
	HUI Mark II
Participants without ADL impairment

	Saiz Llamosas 2015
Spain
Cross-sectional
Moderate
	198
69y; 49%; NR
	Fall
	EQ-5D VAS
Participants without a fall in past 12 mos

	Hedbeck 2011
Sweden
Longitudinal
Moderate
	120
81y; 84%; NR
	Hip fx, 12 mos
	EQ-5D; tariff not specified
1 week pre-fracture

	Hellstrom 2013
Sweden
Cross-sectional
Moderate
	378
82y; 55%; NR
	Fall
	EQ-5D; tariff not specified
Participants without a fall in past 6 mos

	Catikkas 2023
Türkiye
Cross-sectional
Serious
	203
75y; 54%; NR
	Fall
	EQ-5D; tariff not specified
Participants without a fall in past 12 mos

	Deutschbein 2023
Germany
EMAAge, Longitudinal
Moderate
	326
76y; 67%; NR
	Hip fx, 12 mos
	EQ-5D-3L; German tariff
Pre-fracture

	Miedel 2022 (Study III)
Sweden
Longitudinal
Serious
	117
84y; 74%; NR
	Hip fx, 12 mos
	EQ-5D-3L; UK tariff
1 week pre-fracture

	Miedel 2022 (Study IV)
Sweden
Longitudinal
Serious
	53
82y; 77%; NR
	Hip fx, 12 mos
	EQ-5D-3L; UK tariff
1 week pre-fracture
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	Outcome
	N studies; 
n participants
	Disutility (95% CI)
0 (no decrease in HRQoL) to 1 (HRQoL equal to death)
	I2
	Between-groups p-value

	1.0 Fracture, non-hip (overall: 0.57 [0.71, 0.43])
	
	
	
	

	1.1 Between study subgroups: mean age
	

	<80 years 
	4; 1792
	0.57 (0.71, 0.43)
	98%
	NA

	≥80 years 
	0; 0
	NA
	NA
	

	1.2 Between study subgroups: % female
	

	<80% female 
	1; 81
	0.55 (0.61, 0.49)
	NA
	0.76

	≥80% female 
	3; 1711
	0.58 (0.75, 0.40)
	98%
	

	1.3 Between study subgroups: measurement timing 
	

	≤1 week after event 
	3; 1605
	0.61 (0.73, 0.49)
	96%
	0.02

	>1 week after event 
	1; 187
	0.46 (0.50, 0.42)
	NA
	

	1.4 Between study subgroups: % with previous fracture
	

	<30% 
	3; 1605
	0.61 (0.73, 0.49)
	96%
	0.02

	≥30 to 99% 
	1; 187
	0.46 (0.50, 0.42)
	NA
	

	Unknown
	0; 0
	NA
	NA
	

	1.5 Between study subgroups: injury attributed to a fall
	

	Yes 
	3; 344
	0.52 (0.59, 0.45)
	81%
	<0.00001

	No 
	1; 1448
	0.71 (0.73, 0.69)
	NA
	

	2.0 Fracture, hip (overall 0.53 [0.62, 44])
	
	
	
	

	2.1 Between study subgroups: mean age
	

	<80 years 
	8; 4032
	0.60 (0.68, 0.52)
	98%
	0.17

	≥80 years 
	8; 3377
	0.46 (0.64, 0.28)
	99%
	

	2.2 Between study subgroups: % female
	

	<80% female 
	12; 4223
	0.47 (0.60, 0.35)
	99%
	0.008

	≥80% female 
	4; 3186
	0.69 (0.78, 0.59)
	98%
	

	2.3 Between study subgroups: measurement timing
	

	≤1 week after event 
	8; 4460
	0.63 (0.73, 0.52)
	99%
	0.06

	>1 week after event 
	8; 2949
	0.43 (0.60, 0.26)
	99%
	

	2.4 Between study subgroups: % with previous fracture
	

	<30% 
	7; 3011
	0.57 (0.71, 0.44)
	99%
	0.31

	≥30 to 99% 
	3; 2275
	0.62 (0.75, 0.49)
	98%
	

	Unknown
	6; 2123
	0.43 (0.64, 0.21)
	99%
	

	2.5 Between study subgroups: injury attributed to a fall
	

	Yes 
	7; 4312
	0.61 (0.66, 0.56)
	94%
	0.11

	No 
	9; 3097
	0.47 (0.64, 0.30)
	99%
	





[bookmark: _Table_S3.3._Subgroup]Table S3.3. Subgroup analysis for outcomes measured closest to 12 months after event
	Outcome
	N studies; 
n participants
	Disutility (95% CI)
0 (no decrease in HRQoL) to 1 (HRQoL equal to death)
	I2
	Between-groups p-value

	1.0 Fracture, any (overall 0.19 [0.28, 0.10])
	
	
	
	

	1.1 Between study subgroups: mean age
	

	<80 years 
	4; 1792
	0.19 (0.28, 0.10)
	95%
	NA

	≥80 years 
	0; 0
	NA
	NA
	

	1.2 Between study subgroups: % female
	

	<80% female 
	1; 81
	0.24 (-0.30, 0.18)
	NA
	0.29

	≥80% female 
	3; 1711
	0.18 (0.28, 0.08)
	95%
	

	1.3 Between study subgroups: % with previous fracture
	

	<30% 
	3; 1605
	0.19 (0.31, 0.07)
	95%
	0.90

	≥30 to 99% 
	1; 187
	0.20 (0.24, 0.16)
	NA
	

	Unknown
	0; 0
	NA
	NA
	

	1.4 Between study subgroups: injury attributed to a fall
	

	Yes 
	3; 344
	0.22 (0.25, 0.19)
	3%
	<0.00001

	No 
	1; 1448
	0.09 (0.11, 0.08)
	NA
	

	2.0 Fracture, hip (overall 0.16 [0.20,0.12])
	
	
	
	

	2.1 Between study subgroups: mean age
	

	<80 years 
	8; 4218
	0.12 (0.16, 0.08)
	89%
	0.08

	≥80 years 
	19; 5181
	0.18 (0.24, 0.12)
	96%
	

	2.2 Between study subgroups: % female
	

	<80% female 
	20; 5872
	0.17 (0.23, 0.12)
	96%
	0.34

	≥80% female 
	7; 3527
	0.14 (0.18, 0.10)
	81%
	

	2.3 Between study subgroups: % with previous fracture
	

	<30% 
	7; 3011
	0.12 (0.14, 0.10)
	58%
	0.03

	≥30 to 99% 
	2; 2051
	0.18 (0.22, 0.14)
	70%
	

	Unknown
	18; 4337
	0.18 (0.25, 0.12)
	96%
	

	2.4 Between study subgroups: injury attributed to a fall 
	p=

	Yes 
	12; 5698
	0.15 (0.18, 0.13)
	77%
	0.72

	No 
	15; 3701
	0.17 (0.24, 0.10)
	97%
	

	3.0 Falls
	
	
	
	

	3.1 Between study subgroup: mean age
	

	<80 years 
	5; 4363
	0.09 (0.24, -0.06)
	99%
	0.90

	≥80 years 
	1; 290
	0.08 (0.12, 0.04)
	NA
	

	3.2 Between study subgroups: % female
	

	<80% female 
	6; 4653
	0.09 (0.22, -0.04)
	99%
	NA

	≥80% female 
	0; 0
	NA
	NA
	

	3.3 Between study subgroups: % with previous fracture
	

	<30% 
	0; 0
	NA
	NA
	NA

	≥30 to 99% 
	0; 0
	NA
	NA
	

	Unknown
	6; 4653
	0.09 (0.22, -0.04)
	99%
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[bookmark: _Table_S3.4._Characteristics]Table S3.4. Characteristics of studies included in KQ3, quantitative 
	Variable(s) studied

	Author, year;
Study period;
Country;
Industry funding
Risk of bias
	Eligible population;
Demographics; Subgroups
	Method;
Experienced or hypothetical;
Measurement details
	No. of respondents;
Findings
* combined groups

	1) Exercise (NR)
i) group
ii) individual
iii) group/fee/external vs. individual/free/home
iv) cost 
	Barmentloo 2020

Jun 2017 - Dec 2018

Netherlands

N

Moderate
	Adults ≥65 years old interested in a fall prevention programme

77% female
Mean 81 y
Previous falls NR
0% cognitive impairment
Clinical comorbidity N
Equity concerns N
Subgroups: None 
	Questionnaire

Hypothetical

Survey questions with two answer options and a no preference option:
Do you prefer a programme:
1) Individually or in a group?
2) Requiring payment of do you only want to participate if it is for free?
	N=134

44% group
46% individual

51% willing to pay a reasonable cost
41% not wiling to pay

Adjusted comparisons:
None




*Revealed preferences reported

	1) Exercise (balance/resistance; 30 min x 3 times/week)
i) group 
ii) individual
iii) group + individual 
	Dedeyne 2018

Study period NR

Belgium

N

Moderate
	Adults ≥65 years old living at home or in a service residence 

57% female
Median 78 y
Previous falls NR
Cognitive impairment NR
Clinical comorbidities N
Equity concerns N


	Questionnaire

Hypothetical

Statements assessed participants’ preferred intervention format of a hypothetical physical exercise program using a 5-pt Likert scale (strongly disagree| disagree| neutral| agree| strongly agree): 

Please indicate the option that describes your opinion the best in your current situation: strongly agree, disagree, neutral, agree or strongly agree. The questions assess your motivation, you are not expected to participate in the program.
· I prefer to exercise in group
· I prefer to exercise at home independently
· I prefer a combination of exercises at group and at home (e.g., twice a week at home and once a week in group)

	N=113

Participants who preferred an exercise program in the following format, mean (SD): 
2.2 (1.2) group vs. 2.2 (1.2) individual vs. 2.1 (1.2) combined (group + individual) 

Adjusted analyses:
None



	1) Programme for managing concerns about falls (8 sessions, supervised)
i) group
ii) home visits (individual) 
iii) telephone
iv) television 
iv) internet 
vi) home visits + telephone (individual)
	Dorresteijn, 2012 

Mar – Dec 2009

Netherlands

N

High
	Adults ≥70 years old in the general population

57% female
Mean 77 y
28% ≥1 fall in past 6 mos
Cognitive impairment NR
Clinical comorbidities N
Equity concerns N

Subgroups:
1) age 
2) sex
3) previous falls

	Questionnaire

Hypothetical

Statements assessed participants’ willingness to participate in specified formats of a programme for managing concerns about falls using a 4-pt Likert scale (definitely yes| maybe yes| maybe no| definitely no):

In which of the following
programme formats would you be willing to participate: (1) in a group (programme with 8–10 persons located in your neighbourhood); 
(2) at home (8 home visits); 
(3) by telephone; 
(4) at home (8 home visits) and by telephone (a combination of format 2 and 3); 
(5) via television or 
(6) via Internet?
	N=2,498

Participants willing to participate in the following intervention format:
In a group = 429/2,498 (17%)
At home = 536/2,498 (22%)
By telephone = 441/2,498 (18%)
At home and by telephone = 468/2,498 (19%)
Via television = 438/2,498 (18%)
Via Internet = 234/2,498 (9%)

Participants not/likely not willing to participate in any of the intervention formats = 1,567/2,498 (63%)

Adjusted analyses:
None

	1) Exercise (balance/resistance; supervised or unsupervised)

2) Medication review 

3) Home hazard assessment

4) Environment/ Assistive Technology (visual assessment)

	Greenberg 2020 

Study period NR

US

N

High
	Adults >65 years old discharged home from the emergency department, and randomized to receive a personalized fall risk review using a bedside decision aid (intervention arm) or a falls prevention brochure (control arm)

59% female
Median 73 y
68% ≥1 fall in past 12 mos
Cognitive impairment NR
Clinical comorbidities N
Equity concerns N

Subgroups:
1) sex

	Decision aid vs. brochure

Hypothetical

Fall-prevention management options presented with advantages and disadvantages of each; follow-up by phone call at 6 weeks, then at 3, 6, 9, and 12 months on completion of chosen option(s).

Please circle the selection(s) that you would prefer to participate in to decrease your fall risk.  
Please read all the options first, and then make your choice(s).
a. Medication Review and Consultation. I would prefer this review be done by:
i. By my doctor
ii. By the Hospital Pharmacist
b. Get an eye check-up and update your eyeglasses
i. I would like to make my own appointment
ii. I would like you to give me a referral for an eye exam
c. I would like to make my home safer by:
i. Using the checklist provided by the ER, I will look for hazards in my home and try to fix them
ii. Having the hospital refer me for a home safety evaluation by an occupational therapist
d. I would like to begin an exercise program to improve my strength and balance
i. I will begin my own exercise program to help me feel stronger 
ii. I would like the hospital to refer me to a physical therapist to help improve my strength and balance
e. I would prefer not to participate in any of these choices
f. I would like the Emergency Department doctor to make these choices for me
	N=184 (93 decision aid vs. 91 brochure)

103/184 (56%) self-reported choosing at least one intervention, decision aid vs. brochure:
Medication review = 19/93 (14%) vs. 7/91 (8%)
Eye examination = 20/93 (22%) vs. 5/91 (6%)
Home safety check = 71/93 (76%) vs. 11/91 (12%)
Exercise program = 36/93 (39%) vs. 6/91 (7%)

Participants self-reported choosing not to participate in any of the interventions = 81/184 (44%)

Adjusted analyses: 
None

Revealed preferences at 6 weeks, 3, 6, 9, 12 months (including subgroup data for sex) reported – completed chosen intervention

	1) Exercise (balance/resistance;  50-55 mins x 2 sessions x 12 weeks; supervised 6 of 24 sessions)

2) Exercise (aerobic;  50-55 mins x 2 sessions x 12 weeks; supervised 6 of 24 sessions)

	Lauze 2018

Study period NR

Canada

Y

High
	Adults ≥65 years old independent in all ADLs discharged home from the emergency department after being treated for a minor injury, and randomized to a home-based exercise program (intervention arm) 

92% female
Mean 75 y
Previous falls NR
0% cognitive impairment
Clinical comorbidities N
Equity concerns N
	Questionnaire

Experienced

Acceptability was evaluated using a four level analog scale for perceived level of difficulty and personal level of enjoyment for each session participants completed. 
	N=6, completed 123 out of 144 sessions

Perceived level of difficulty across all evaluations, resistance and balance vs. aerobic:
Easy = 94/123 (76%) vs. 100/123 (81%)
Moderate = 17/123 (14%) vs. 14/123 (11%)
Difficult = 6/123 (5%) vs. 4/123 (3%)
Very difficult = 6/123 (5%) vs. 6/123 (5%)

Perceived level of enjoyment across all evaluations, resistance and balance vs. aerobic: 
Most enjoyable = 87/123 (71%) vs. 81/123 (66%)
Well enjoyed = 26/123 (21%) vs. 31/123 (25%)
Enjoyed a little = 7/123 (6%) vs. 6/123 (5%)
Did not enjoy = 2/123 (2%) vs. 4/123 (3%)

Adjusted analyses:
None

Revealed preferences reported: Adherence (proportion of sessions completed out of total prescribed sessions) and compliance (quantity of movements and quality of movements) reported

	1) Exercise (balance/resistance)
i) home (individual)
ii) group 

	Yardley 2007

Study period NR

UK

N

High

	Adults ≥65 years presented with tailored advice on strength and balance training (intervention group)

63% female
Mean 78 y
Previous falls NR
Cognitive impairment NR
Clinical comorbidities N
Equity concerns N
	Questionnaire

Hypothetical

six items taken scored from 1 (disagree strongly) to 6 (agree strongly), assessing: intention to carry out the recommended activities; self-efficacy (confidence in ability to do the activities); outcome expectancy (belief that the activities will improve balance); interest; suitability of the activities and personal relevance.

Questions used to tailor the advice included self-rated balance and preferences for where the activity was carried out (at home, outside the home and/or in a group or class) were used to select a menu of advice about suitable activities and how these could contribute to improving balance. Participants then selected their preferred activities from a list of suggested activities.

	N=144

Preferences from tailored advice group for balance training
activities:

104/144 (72%) home vs. 17/144 (12%) group 

Adjusted analyses:
None

	1) Home hazard assessment + Medication review + Nutritional counselling (Program I) (MC HHA + Other)

2) medication review + vitamin D (Program II) (MC Other)

3) Home hazard assessment + medication review + nutritional counselling + vitamin D (Program III) (MC HHA + Other) 
	Larsen, 2001

Jan – June 1995

Denmark

NR

Moderate
	Adults ≥66 years old offered one of three free-of-charge fall and fracture prevention programs

60% female
Mean 75 y
Previous falls NR
Cognitive impairment NR
Clinical comorbidities N
Equity concerns N


	Questionnaire

Hypothetical

Acceptance to receive a home visit of a community-based fall and fracture prevention program:
(I) Home safety inspection, evaluation of prescribed medicine, and identification of possible health and dietary problems
(II) vitamin D3 (400 IU, 10 µg) and calcium (1,000 mg), and medication review as described in Program I.
(III) program (I) and (II)

	N=7,543


Acceptance of a home visit among the programs:
(I) 1,275/2,550 (50%)
(II) 1,369/2,445 (56%)
(III) 1,172/2,548 (46%)

MC HHA + Other (Program I or III)*: 48%
MC Other (Program 1): 56%

Adjusted analyses:
None

	Multicomponent intervention:

1) Exercise (balance/ resistance 3 times/week x 8 weeks; individual; supervised)

2) Exercise (walking; individual; unsupervised, 2 times/ week x 8 weeks)

3) Home hazard assessment (1 visit)

4) CBT (8 weeks)

5) Medication review

i) individual
ii) group
iii) dose 

	Wetherell, 2018

Aug 2010 – Aug 2013

US

N

High
	Adults ≥65 years old from the general population with high levels of fear of falling, low fall risk, and randomized to a multifactorial falls-prevention intervention.

67% female
Mean 77 y
72% ≥1 fall in past 12 mos
0% Cognitive impairment
Clinical comorbidities N
Equity concerns N
	Survey

Experienced and hypothetical

Participants’ rating of each component of the intervention on a 4-pt scale (less helpful to most helpful), as well as opportunity to provide open-ended comments and suggestions:
· Intervention components (e.g., Otago exercise, home safety evaluation)
· Duration of program
· Whether holding the sessions in a group would influence their willingness to participate 
	N=21

Participants’ evaluations of helpfulness of the following program parts, less helpful vs. helpful vs. very helpful vs. most helpful:
Doctor office visit (including medication review) = 0 vs. 7/17 (41%) vs 8/17 (48%) vs 2/17 (12%) = 58.8% Very or most helpful
Exercise= 0 vs. 3/17 (18%) vs. 5/17 (29%) vs. 9/17 (53%) = 82.4% very or most helpful
Walking = 0 vs. 1/17 (6%) vs. 11/17 (65%) vs. 5/17 (29%) = 94.1% very or most helpful
Home safety evaluation = 1/17 (6%) vs. 6/17 (35%) vs. 5/17 (29%) vs. 5/17 (29%) = 58.8% very or most helpful
CBT* = 0 vs. 3.7/17 (21.6%) vs 8.7/17 (51.0%) vs. 4.7/17 (27.5%)
Learning about concerns and avoidance = 0 vs. 5/17 (29%) vs. 9/17 (53%) vs. 3/17 (18%)
Exposure practice =                                     0 vs. 1/17 (6%) vs. 8/17 (47%) vs. 8/17 (47%)
Learning about unhelpful/helpful thoughts = 0 vs. 5/17 (29%) vs. 9/17 (53%) vs. 3/17 (18%)

Participants felt that the number of sessions were about right = 13/17 (77%)
Participants felt that the number of exercises were about right = 16/17 (94%)

Participants’ willingness to participate (compared one-on-one) if, much less vs. a little less vs. no difference:
Exercise sessions were held in a group = 8/17 (47%) vs. 8/17 (47%) vs. 1/17 (6%)

Adjusted analyses:
None

Revealed preference reported - Intervention completion rates

	1) Exercise (balance/resistance)
i) home
ii) group
iii) dose
iii) cost

2) Exercise (Yoga)
i) group

3) Exercise (Tai Chi)
i) group


	Franco, 2015

Feb – Oct 2013

Australia

N

Moderate
	Adults >66 years old in the general population with a previous fall or mobility-related disability

% female NR
100% >66 y
Previous falls NR
0% cognitive impairment
Clinical comorbidities N
Equity concerns N

	Questionnaire

Experienced or hypothetical

Participants selected exercise attributes considered best (1 = most likely to participate in) and worst (-1 = least likely to participate in), with all remaining levels = 0. These were used to calculate utility levels/values for different choices, estimated on a single scale (reference level=attribute level with lowest utility), where larger utility coefficients indicate higher utility (more attractive to participants)

Attributes (5 levels):
1) improvement in ability to leave house for tasks or socialize
2) exercise type
3) time spent on exercise per day
4) frequency (times per week)
5) out-of-pocket costs per exercise session

	N=183

Utility coefficients (95% CI) of participants’ preferences for exercise program attributes, all were statistically significant:

Exercise type:
At home = 3.13 (2.71 to 3.54)
In a group = 2.02 (1.57 to 2.47)
Group yoga = 1.60 (1.15 to 2.05)
Group Tai Chi = 1.76 (1.31 to 2.21)

Frequency of exercise (times/week):
1 = 1.93 (1.49 to 2.38)
2 = 2.42 (1.97 to 2.88)
3 = 2.26 (1.80 to 2.72)
4 = 2.06 (1.57 to 2.55)
5 = 2.04 (1.55 to 2.53)


	1) Exercise (strength/balance)
i) individual
II) group


	Forkan, 2006 

Jan-Mar 2004

US

NR

High
	Adults ≥65 years old who completed a hospital-based outpatient balance training program 

70% female
Mean 81 y
Previous falls NR
Cognitive impairment NR
Clinical comorbidity N
Equity concern N


	Questionnaire

Experienced 

A closed-ended multiple choice question regarding mode of exercise was included. Mode, frequency, and duration of participation in the prescribed HEP was described, and the most frequently reported combinations of exercises were determined. For non-prescribed physical activity, percentages were calculated to determine the frequency of participation in strengthening, flexibility, and aerobic activity

	N=170

Preferences (endorsing motivators)
I prefer to exercise with others*: 83/170 (49%)

Adjusted analysis: None

*Revealed preferences reported - adherence/compliance

	1) Fall preventions services
a) Education
b) Exercise program 
c) Eye exam
d) Nutrition advice
e) Social programs 
f) Location of the program
	Snodgrass, 2005 

Study period NR

Australia

N

Moderate
	Adults aged ≥60 years from the general population

Female % NR
Mean 75 y
28% ≥1 fall in past 6 mos
Cognitive impairment NR
Clinical comorbidity N
Equity concern N


	Survey

Hypothetical

Questions with multiple-choice responses. Respondents were asked about the types of the programs they would like to see in a falls prevention service, types of the program were selected from a broad list of options. Respondents were also asked whether there were certain health services related to falls prevention that they wished were more readily accessible in the community
	N=75

Services needed
Education about healthy ageing and strategies to prevent falls: 20/75 (27%)
Exercise program: 16/75 (21%)

Desired activities in a falls prevention service
Group exercise program: 41/67 (61%)
Educational talks about health issues: 38/67 (57%)
Nutrition advice 29/67 (43%)
Vision and eye glasses checkups: 35/67 (52%)

Willingness to participate in exercise groups
Would consider attending: 44/70 (63%)
Unsure if they would consider attending: 21/70 (30%)
Would not consider attending: 5/70 (7%)

Adjusted analysis: None

*Revealed preferences reported – current participation in falls-prevention activities

	1) Exercise group 
2) Home modification 
3) Medication (modification)
	Whitehead, 2006 

Study period NR

Australia

NR
  
Moderate



	Adults who presented to the ED after a fall 

73% female
Mean 78 y
100% ≥1 fall in past 12 mos
0% cognitive impairment
Clinical comorbidity N
Equity concern N 

Subgroup: self-rated health state
	In-person interview at participants’ home 

Hypothetical

Participants were asked to consider the strategy as if their local doctor had recommended it and then they were asked if they would be reluctant to do the activity. Participants self-rated their health state (adapted from a time trade-off study in people at risk of hip fracture) and were asked whether they would undertake a particular falls prevention strategy to prevent their health declining from their current health state to a poorer health state
	N=60 

Willingness to participate:
Exercise: 17/60 (28%)
Stop psychotropic medication: 7/17 people taking psychotropic medication (41%)
Home safety assessment: 26/60 (43%)

Most favorable strategy
Home safety assessment: 26/60 (43%)

Willing to undertake a falls prevention strategy to avoid a worsening of their current health
Participants self-rated as full health (n=30) vs. less than full health (n=26)
Exercise: 19/30 (63%) vs 17/26 (65%)
Home assessment: 17/30 (57%) vs 22/26 (85%)
Psychotropic medication withdrawal: 4/30 (13%) vs 5/26 (19%)

Adjusted analysis: None

	1) Group exercise (strength/balance, supervised, group)
2) Individual at-home exercise (strength/balance, unsupervised, individual)
3) Home safety assessment 
	Yardley, 2008 

2006

UK

N

Moderate
	Adults >54 years old recruited from ten general practices in the Southampton, Bristol and Manchester areas

52% female
Age group: 45% 55-64 y, 28% 65-74 y, 24% ≥75 y 
40% ≥1 fall in the past 12 mos
Dementia NR
Clinical comorbidity N
Equity concern Y (Primarily low-income)

Subgroups:
· Sex
· ≥75 vs. 65-74 y
· Fall history 


	Mailed questionnaire

Hypothetical 

Participants were asked whether they would: a) attend a programme of professionally supervised strength and balance training sessions in a group; b) follow general instructions on how to do strength and balance training at home; c) accept advice and support to make their home safe (e.g. fit grab-rails, improve lighting, ensure carpets and rugs cannot slip). Items were scored on a scale from 1 (definitely yes) to 4 (definitely no)
	N=5,328

Willing to attend supervised SBT group sessions
Yes* = 1775/4418 (40.2%)
Definitely yes: 998/4418 (23%)
Maybe yes: 777/4418 (18%)
Maybe no: 831/4418 (19%)
Definitely no: 1817/4418 (41%)

Willing to undertake at-home SBT
Yes* = 2836/4594 (61.1%)
Definitely yes: 1670/4594 (36%)
Maybe yes: 1166/4594 (25%)
Maybe no: 814/4594 (18%)
Definitely no: 943/4594 (21%)

Willing to accept home modification
Yes* = 2599/4510 (57.6%)
Definitely yes: 1702/4510 (38%)
Maybe yes: 897/4510 (20%)
Maybe no: 711/4510 (16%)
Definitely no: 1201/4510 (27%)

Adjusted analysis: None

	1) Falls prevention exercise
a) Group-based
b) Home-based
	Haines, 2016 

Dec 2010 – Feb 2011

Australia

N

High
	Adults ≥70 years old with no significant cognitive impairment

59% female
Mean 77 y
36% ≥1 fall in the past 12 mos 
0% cognitive impairment 
Clinical comorbidity N
Equity concern N

Subgroups:
Experienced (participated in a falls prevention exercise during the past 5 years) vs. hypothetical 
	Survey questionnaire 

Mixed

Intentions to participate in home- and group-based falls prevention exercises. Intention to undertake home-based falls prevention exercise was examined with an item worded “I will start participating in a falls prevention exercise like this within the next 6 months”. The item was rephrased slightly depending on whether the respondent was currently participating in, or had previously undertaken, falls prevention exercise. Responses were on a 5-point Likert-style approach (strongly agree to strongly disagree with undecided as a central point). Those who agreed or strongly agreed that they would commence/recommence/continue participating in these exercise options were classified as being “inclined”, while those who were undecided, disagreed or strongly disagreed were classified as “disinclined”
	N=245 at 12 month follow-up

“Inclined” (i.e. intended to participate)*
Home-based: 67/234 (29%)
Group-based: 83/240 (35%)

Adjusted analysis
Subgroups
Standardized regression coefficient for effect of exposure to exercise program on intention to participate in:
Home-based exercise: 0.32 (adjusted for personal effectiveness, self-perceived risk of harm from falls)
Group-based exercise: 0.40 (adjusted for personal effectiveness, broken bone since turning 65y, other heart condition)

*Revealed preferences reported – actors vs. abstainers 

	1) Falls prevention programs
i) Vision examination
ii) Group exercise 
iii) individual exercise
iv) cost
	Kiami, 2019 

Oct – Nov 2016

US

N

High
	Adults ≥60 years old from the general population. 
75% female
93% ≥65 years old
19% with ≥1 fall in past 3 months 
Cognitive impairment NR
Clinical comorbidity N
Equity concern Y (Primarily rural)
	Questionnaire 

Hypothetical

Participants were asked: 
1) “What might make you more likely to participate in a falls prevention program?” Relevant responses included “no cost – free”, “low cost”,  “free vision screening”, “group exercise class”; 
2) “What might make you less likely to participate in a falls prevention program?” Relevant responses included “don’t like exercising in groups”
	N=369

Likelihood to register for a falls prevention program due to-
No cost – free: 167/306 (55%)
Low cost: 57/306 (19%)
Free vision screening: 38/306 (12%)
Group exercise: 80/306 (26%)

Adjusted analysis: None



	1) Exercise 
(any; walking)
i) group
ii) individual
iii) dose/ intensity
iv) cost
	Cohen-Mansfield, 2004

Study period NR

US

N

Moderate
	Adults 74 to 85 years old 

58% female
74-85 years old
Previous falls NR
Cognitive impairment NR
Clinical comorbidities N
Equity concerns N

Subgroups:
1) sex
	Questionnaire

Hypothetical

Participants’ preferences of exercise attributes (13-items, rated on a 4-point scale, 0=not important to 3=very important): authority involvement, social opportunities, cost, and setting

Participants’ preference for location of exercise (at home or in a convenient exercise class) and walking were assessed first via a yes/no question and then via a 5-point frequency scale with which participants rated how often they would be willing to participate in each type of exercise. The scale ranged from 0 (never) to 4 (more than three times a week)
	N=324

Mean importance rating (0=not important to 3=very important):
Exercise with other participants your age: 1.43
Program is free or low cost: 1.67

Social preferences for walking:
By yourself = 56/310 (18%)
In a group = 41/310 (13%)
Any (no preference) = 110/310 (36%)

Frequency at which participants would consider exercising in the future, by location/type of exercise:
Attend exercise class:
>3 times/week = 21/322 (7%)
3 times/week = 87/322 (27%)
2 times/week = 121/322 (38%)
Once/week = 39/322 (12%)
Never = 54/322 (17%)

Exercise at home:
>3 times/week = 96/317 (30%)
3 times/week = 108/317 (34%)
2 times/week = 34/317 (11%)
Once/week = 8/317 (3%)
Never = 71/317 (22%)

Walk for 30 mins:
>3 times/week = 77/315 (24%)
3 times/week = 96/315 (31%)
2 times/week = 79/315 (25%)
Once/week = 21/315 (7%)
Never = 42/315 (13%)


Adjusted analyses:
None


	1) Exercise (balance/resistance)
i) individual 
ii) group
iii) supervised

2) Home hazard assessment

3) Environment/ Assistive Technology (mobility aid/device)
	Roddick, 2016

Jun – Dec 2015

Canada

NR

Moderate
	Adults ≥65 years old in the general population

80% female
Mean 75 y
17% ≥1 fall in past 12 mos
Cognitive impairment NR
Clinical comorbidities N
50% rural vs. urban 

Subgroups:
1) age
2) sex
3) fall history

	Survey (modified from Yardley et al, 2008)

Hypothetical

Participants’ attitudes toward benefits of strength and balance exercises for falls prevention:
‘Strength and balance activities’ means doing physical activities most days to build up the strength in your body and also activities that improve your balance. These kinds of activities include lifting and stretching your legs, standing on your toes, playing a sport, fitness classes, dancing, T’ai Chi, yoga, water fitness, regular walking or and other activities. 

The survey also assessed intention to utilize group-based instructor-led programs, performing exercises at home, and acceptance of advice on home and outdoors safety (1=very likely to 4=not likely)
	N=225

Participants’ intention to implement falls prevention behaviours, mean (SE); proportion:

Attend a group-based strength and balance program led by an instructor = 3.04 (0.077); 108/225 (48%) strongly agree vs. 62/225 (27%) very unlikely

Follow general instructions on how to do strength and balance activities at home = 3.28 (0.066); 108/225 (48%) strongly agree vs. 36/225 (16%) very unlikely

Accept advice and support to make home safe (e.g. fit grab-rails, improve lighting, ensure carpets and rugs) = 3.44 (0.060); 140/225 (62%) would follow vs. 14/225 (6%) very unlikely 

Follow advice on how to improve safety when going out (e.g. proper footwear, wearing glasses, using a cane or walker) = 3.48 (0.058); 136/225 (60%) would follow vs. 9/225 (4%) very unlikely 

Adjusted analyses:
None


	1) Exercise (balance/resistance)
i) individual
ii) group
iii) individual + group

2) Exercise (Tai Chi)

3) Exercise (yoga)
	Yardley, 2009

Study period NR

UK

N

Moderate
	Adults ≥60 years old in the general population

63% female 
Mean 71 y
Previous falls NR
Cognitive impairment NR
Clinical comorbidities N
Equity concerns N
	Mixed method
Questionnaire (web page), followed by semi-structured interview

Hypothetical

Along with self-rated balance, preference for where the activity was carried out (at home, outside, and/or in a group or class) was used to select a menu of advice about suitable activities and how these could contribute to improving balance. 
	N=16

Proportion of participants selecting preference for where strength and balance training was carried out:
At home = 7/16 (44%)
Group or class = 4/16 (25%)
Combination of at home, outside, or group/class = 2/16 (12%)

Most participants selected activities that they enjoyed or activities that they were interested in (e.g. Tai Chi), and appeared to plan to introduce these activities by careful consideration of their current routine.
When viewing the advice on Tai Chi and Yoga, some participants were wary of meditation.

Adjusted analyses:
None

	1) Education
2) Exercise 
i) group
	Hanlin, 2013

Study period NR

US

NR

Moderate
	Older adults attending a fall-prevention program at a Latino community center

63% female
Mean 73 y
54% ≥1 fall in past 12 mos
Cognitive impairment NR
Clinical comorbidities N
100% Latino (81% Spanish-speaking)
	Survey

Hypothetical

Participants’ attitudes toward falls and preferred methods for health information delivery
	N=103

Interest in methods for receiving fall prevention information:
Talking with their health care provider = 80/103 (78%)
Participating in an exercise class = 67/103 (65%)

Adjusted analyses:
None

	1) Exercise (bal/resistance)
i) Group
ii) Individual
	Nerz 2022 

2018

Germany

N

High

	German-speaking, community-dwelling older adults (≥70 years) able to walk ≥200m with or without walking aid recruited to participate in the LiFE program.

76% female
Mean 79y
40% ≥1 fall in past 6 mos
Cognitive impairment NR
Clinical comorbidities N
Equity concerns N

	Survey

Experienced

Participants’ acceptance of the LiFE program solicited by the question: “Overall, what grade would you give to the group/individual LiFE program?” Acceptable answers range from: “very good” (1) to “insufficient” (6).
	N=252

Acceptance of program - mean (SD)
Group (n=126): 1.62 (0.73)
Individual (n=126): 1.56 (0.54)
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	Author year (refID);
Study period;
Country;
Industry funding
Risk of bias
	Variable(s) studied

	Eligible population;
Demographics; Subgroups
	Method and sample size;
Experienced or hypothetical;
Measurement details

	Dickinson, 2011 

Study period NR

UK

N

Moderate
	1) Education (NS; group or individual)

2) Exercise (Tai chi)
	Older people who had attended, withdrawn from, or refused a fall prevention intervention.

73% female
Mean 75 y
66% ≥1 in past 2 yrs
Cognitive impairment NR
Clinical comorbidity N
Equity concern Y (Purposeful sampling of Chinese [16%] and South Asian [17%] individuals)
	Focus groups, n=187

Mixed (65% experienced)

Focus groups were undertaken with those who were attending/had previously attended a fall prevention intervention (n=122), semi-structured interviews were undertaken with those who were unable to attend focus groups or who had not attended/withdrawn from an intervention (n=65), to explore their preferences and experiences with an intervention.

	Jagnoor 2014

Dec 2010 – Mar 2011

India

N

Low 
	1) Education

2) Exercise (yoga)
i) individual
ii) group
iii) supervised

3) Exercise (walking)
i) group

3) Home hazard assessment

4) Mobility aid/device
	Adults >60 years old in the general population

Female NR
Mean age NR
Previous falls NR
Cognitive impairment NR
Clinical comorbidities N
Equity concerns Y (Urban slums subgroup)

Subgroups:
1) sex
	Focus groups, n=108

Mixed (Experienced NR)

Focus groups (6 single-sex groups of 12-18 people) to explore fall prevention as a health priority, understand perceptions of risk and concepts of fall prevention, and explore acceptability of yoga as an intervention:

1) Are falls preventable? If yes, how? If no, why?
2) What preventive measures can be taken?
3) Do you think that any form of exercise or yoga could be of help in falls prevention?)

	Khong 2017 

During 2014 and 2015

Australia

N

Moderate

	1) Mobility aid/device
 
2) Home hazard assessment

3) Exercise (Tai chi or balance/resistance)

4) Medication review

5) Vision assessment
	Adults ≥60 years old attending a peer-led falls prevention presentation 

62% female
Mean 79 y
41% ≥1 fall in past 12 mos
Cognitive impairment NR
Clinical comorbidity N
Equity concerns N

	Open-ended questionnaire, n=232

Hypothetical

The intervention group participants received a 1 hour falls prevention presentation by peer educators who were trained with a new package of training. The control group participants received an existing 1-hour falls prevention presentation by peer educators without the new training.

Open-ended question asked each participant to list up to three measures that they could take in the next month which would help them avoid falling or reduce their risk of falling. Participants’ responses about their falls prevention measures were coded by theme and assigned according to the predetermined categories within the matrix.

	Loganathan, 2016 

Aug 2012 - Jan 2013

Malaysia

N

Low
	1) Home hazard assessment 

2) Exercise (Tai Chi, aerobic, walking or dancing)

3) Mobility aid/device 
	Adults ≥60 years old with at least one fall in the preceding 12 months, recruited from primary care clinics

75% female
Age range: 62-71 y
100% ≥1 fall in past 12 mos
0% cognitive impairment 
Clinical comorbidity N
Equity concern N

	Focus groups, semi-structured interviews, n=16

Hypothetical

Semi-structured individual interviews (n=2) and focus groups (n=14) to explore perceptions of interventions which may reduce falls. Relevant questions:
1) Would you allow a home visit to identify potential hazards that might lead to falls? (Probe: remove loose rugs and carpets, reorganise furniture)?
2) What do you think about exercise pertaining to fall prevention? (Probe: Tai Chi, aerobic, walking or dancing)
3) What do you think about using an assistive device? (Probe: walking stick, walking frame).



	Renehan 2019

Study period NR

Australia

NR

Moderate
	1) Exercise (balance/resistance)
i) individual
ii) group

2) Education 

3) Medication review


	Adults >65 years old recently discharged home after hospitalization for a fall and randomized to a multifactorial falls-prevention program

57% female
Mean 84 y
Previous falls NR 
Cognitive impairment NR
Clinical comorbidities N
Equity concerns N

	Semi-structured interviews, n=13

Experienced

Semi-structured interviews to explore perceptions of the 6-month period since hospital discharge and of the feasibility and acceptability of the intervention.

	Sales 2018 

Study period NR

Australia

N

High
	Exercise (balance/resistance)
Longer duration
Shorter duration
	Adults 60 to 90 years old who are generally active and in the general population.

71% female
Mean 71 y
63% ≥1 fall in past 12 mos
Cognitive impairment NR
Clinical comorbidities N
Equity concerns N

	Qualitative, n=62

Experienced

Participants allocated to the exercise intervention group were interviewed by an experienced independent qualitative researcher post-intervention. An interview guide (see Appendix) explored participants’ experiences with the project, including the training program (e.g., supervision, frequency, duration, progression of exercises, level of difficulty of exercises, changes to their life in general, and general level of satisfaction).

	Tuevmo 2018 

May – Jul 2010

Sweden

N

Moderate
	Fall prevention actions

1) Exercise
i) Balance or strength training
ii) Walking
iii) Other (Gymnastics, dance)

2) Home hazard assessment

3) Cognitive behavioral therapy

4) Mobility aid/device
	Adults ≥75 years old in the general population requiring walking aids or home support

58% female
Mean 81 y
22% ≥1 fall in past 6 mos
Cognitive impairment NR
Clinical comorbidities N
Equity concerns N
	Open-ended questionnaire, n=259

Hypothetical

Open-ended questions to solicit opinions on items about important actions for preventing falls in relation to physical activity level:

1) What do you consider to be important actions for preventing falls?


	Vivrette 2011

US

N

Moderate
	1) Education
i) individual
ii) group

	Adults ≥65 years old from senior and community centers

84% female
Mean 74 y
Previous falls NR
Cognitive impairment NR
Clinical comorbidities N
Equity concerns N
	Semi-structured focus groups, n=19

Hypothetical

Semi-structured, open-ended focus-group interviews on participants’ knowledge and believes around fall risk and prevention (Phase I) and perceptions of acceptability and usability of a self-assessment brochure (Phase II). Opinions on how and where to deliver information about fall-risk reduction were solicited (Phase I). Phase II not relevant to this review.

	Yardley 2006

Denmark, Germany, Greece, Netherlands, Switzerland, UK

Low

	1) Exercise (balance/resistance)
i) group
ii) individual
iii) supervised

2) Home hazard assessment 

3) Cognitive behavioral therapy
	Older adults with different experiences of participation or nonparticipation in falls prevention interventions 

72% female
Mean 79 y
43% ≥1 fall in past 12 mos
Cognitive impairment NR
Clinical comorbidities N
Equity concerns N
	Semi-structured interviews

Mixed (50% experienced)

Semi-structured interviews to solicit participants’ attitudes (perceived advantages and barriers) toward falls-related interventions. People who had previously been offered interventions were asked about their attitudes toward those interventions. People who had not previously been offered falls-related interventions were asked what their attitudes would be if they were offered a multifactorial intervention.
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	ComparisonRefs
	Studies; participants

Measurement instrument(s)
	Conclusion;

Findings
	Risk of bias

% High
	Inconsistency
	Indirectness
	Imprecision
	Other considerations
	Certainty

	CBT
	
	
	
	
	
	
	
	

	CBT (group) vs. 
CBT (individual) 
	1; 2,498

4-pt Likert scale (Willingness to participate: definitely yes to definitely no)
	Variable preferences 

No clear preference between CBT (group) and CBT (individual) in 1 study (n=2,498) 
	Serious concerns

100%
	Serious concerns
	No serious concerns
	No serious concerns
	No other concerns
	⊕⊕⊝⊝
Low ab

	CBT (NS) vs. Education (NS) 
	1 (qualitative); 69

Reporting frequency of facilitators for uptake of fall prevention interventions
	Slight preference for education 
Preference for education over CBT found in 1 study (n=69) with qualitative data 
	No serious concerns

0%
	Serious concerns
	No serious concerns
	Serious concerns
	No other concerns
	⊕⊕⊝⊝
Low bc

	CBT (NS) vs. 
Exercise (B&R, individual) 
	1; 17

4-pt Likert scale (less helpful to most helpful)
	Strong preference for exercise (B&R) 

Strong preference for exercise (B&R) over CBT found in 1 study (n=17)
	Serious concerns

100%
	Serious concerns
	No serious concerns
	Serious concerns
	No other concerns
	⊕⊝⊝⊝
Very Low abc


	Education
	
	
	
	
	
	
	
	

	Education (group) vs.
Education (individual) 
	1 (qualitative); 19

Inference from qualitative statements
	Slight preference for education (group)

Preference for education (group) over education (individual) in 1 study (n=19) with qualitative data.
	No serious concerns

0%
	Serious concerns
	No serious concerns
	Serious concerns
	No other concerns
	⊕⊕⊝⊝
Low bc

	Education (group) vs. 
Exercise (NS, group) 
	1; 75

Types of programs respondents would like in a falls prevention service, selected from a list of options.
	Variable preferences 

No clear preference between education (group) and exercise (group) in 1 study (n=75)
	No serious concerns

0%
	Serious concerns
	Serious concerns
	Serious concerns
	No other concerns
	⊕⊝⊝⊝
Very Low bcd

	Education (individual) vs. 
Exercise (B&R, group) 
	1; 103

Interest in receiving fall prevention program
	Slight preference for education (individual) 

Slight preference for education (individual) over Exercise (B&R, group) in 1 study (n=103)
	No serious concerns

0%
	Serious concerns
	Serious concerns (100% Latino US population)
	Serious concerns
	No other concerns
	⊕⊝⊝⊝
Very Low bcd

	Education (NS) vs. 
Exercise (B&R, NS) 
	2 (qualitative); 82

Reporting frequency
	Clear preference for Exercise (B&R)

Clear preference for exercise (B&R) over education (NS) in 2 studies (n=82) with qualitative data.
	No serious concerns

0%
	No serious concerns
	Serious concerns
	Serious concerns
	No other concerns
	⊕⊕⊝⊝
Low cd

	Education (NS) vs. 
Exercise (Other, NS) 
	1 (qualitative); 108

Inference from qualitative statements
	Slight preference for education (NS)

Slight preference for education (NS) over exercise (Other, NS) in 1 study (n=108) with qualitative data.
	No serious concerns

0%
	Serious concerns
	Serious concerns
	Serious concerns
	No other concerns
	⊕⊝⊝⊝
Very Low bcd

	Education (NS) vs. 
Exercise (Tai chi, group) 
	1 (qualitative); 187

Inference from qualitative statements
	Variable preferences

No clear preference between education (NS) and Exercise (Tai Chi, group) in 1 study (n=187) with qualitative data.
	No serious concerns

0%
	Serious concerns
	Serious concerns
	Serious concerns
	No other concerns
	⊕⊝⊝⊝
Very Low bcd

	Exercise (B&R, group)
	
	
	
	
	
	
	
	

	Exercise (B&R, group) vs
Exercise (B&R, individual) 
	9; 6,523

4-pt Likert scale (3 studies; n=5570); 5-pt Likert scale (2 studies; n=358); 
6-pt Likert scale (1 study; n=252) best-worst scaling experiment (1 study; n=183); selection of preferred option from list (2 studies; n=160)
	Clear preference for exercise (B&R, individual) 

2 studies (n=161) found strong preference for individual exercise
3 studies (n=5527) found clear preference for individual exercise
1 study (n=245) found slight preference for group exercise
3 studies (n=590) found no clear preference
	No serious concerns

10%
	No serious concerns
	No serious concerns
	No serious concerns
	No other concerns
	⊕⊕⊕⊕
High

	Exercise (B&R, group) vs.
Exercise (other, group) 
	1; 183

Best-worst scaling experiment 
	Clear preference for exercise (B&R, group)

Clear preference for exercise (B&R, group) over exercise (other, group) in 1 study (n=183)
	No serious concerns

0%
	Serious concerns
	No serious concerns
	Serious concerns
	No other concerns
	⊕⊕⊝⊝
Low bc

	Exercise (B&R, group) vs.
Exercise (Tai chi, group) 
	1; 183

Best-worst scaling experiment 
	Slight preference for exercise (B&R, group)

Slight preference for exercise (B&R, group) over exercise (Tai chi, group) in 1 study (n=183)
	No serious concerns

0%
	Serious concerns
	No serious concerns
	Serious concerns
	No other concerns
	⊕⊕⊝⊝
Low bc

	Exercise (B&R, group) 
Longer duration vs. shorter duration
	2 (qualitative); 249
	Clear preference for longer duration

Clear preference for longer duration exercise (B&R, group) programs over shorter duration in 2 studies (n=249) with qualitative data.
	No serious concerns

33%
	No serious concerns
	No serious concerns
	Serious concerns
	No other concerns
	⊕⊕⊕⊝
Moderate c

	Exercise (B&R, individual)
	
	
	
	
	
	
	
	

	Exercise (B&R, individual) vs.
Exercise (Other, group) 
	1; 183

Best-worst scaling experiment 
	Strong preference for exercise (B&R, individual)

Strong preference for exercise (B&R, individual) over exercise (other, group) in 1 study (n=183)
	No serious concerns

0%
	Serious concerns
	No serious concerns
	Serious concerns
	No other concerns
	⊕⊕⊝⊝
Low bc

	Exercise (B&R, individual) vs.
Exercise (Tai Chi, group) 
	1; 183

Best-worst scaling experiment 
	Clear preference for exercise (B&R, individual)

Clear preference for exercise (B&R, individual) over exercise (Tai chi, group) in 1 study (n=183)
	No serious concerns

0%
	Serious concerns
	No serious concerns
	Serious concerns
	No other concerns
	⊕⊕⊝⊝
Low bc

	Exercise (B&R, individual) longer duration vs. shorter duration7
	1 (qualitative); 13

Inference from qualitative statements
	Slight preference for longer duration

Slight preference for longer duration exercise (B&R, individual) program in 1 study (n=13) with qualitative data.
	No serious concerns

0%
	Serious concerns
	No serious concerns
	Serious concerns
	No other concerns
	⊕⊕⊝⊝
Low bc

	Exercise (B&R, format not specified)
	
	
	
	
	
	
	
	

	Exercise (B&R, NS) vs.
Exercise (Other, NS) 
	1 (qualitative); 259

Reporting frequency of important actions to prevent falls
	Strong preference for exercise (B&R)

Strong preference for exercise (B&R) over exercise (other) in 1 study (n=259) with qualitative data.
	No serious concerns

0%
	Serious concerns
	Serious concerns
	Serious concerns
	No other concerns
	⊕⊝⊝⊝
Very Low  bcd

	Exercise (other, group)
	
	
	
	
	
	
	
	

	Exercise (other, group) vs.
Exercise (Tai chi, group) 
	1; 183

Best-worst scaling experiment
	Variable preferences

No clear preference in 1 study (n=183) between exercise (other, group) and exercise (Tai chi, group)
	No serious concerns

0%
	Serious concerns
	No serious concerns
	Serious concerns
	No other concerns
	⊕⊕⊝⊝
Low bc

	Exercise (NS) – attributes
	
	
	
	
	
	
	
	

	Cost vs. no cost
	2; 503

Survey question with two mutually exclusive answer options (1 study, n=134)
Survey question with 13 possible answer options (1 study; n=369)
	Preference for no cost

Slight preference for reasonable cost over no cost in 1 study (n=134).
Strong preference for no cost program over low cost program in 1 study (n=369).
	Serious concerns

70%
	Serious concerns
	Serious concerns

Study with preference for no cost in primarily rural area; mean age >80y
	No serious concerns
	No other concerns
	⊕⊝⊝⊝
Very Low abd

	Group vs. Individual
	3; 628
	Variable preferences

No clear preference between exercise (group) and exercise (individual) in all 3 studies.
	No serious concerns

27%
	Serious concerns

Findings inconsistent with group vs. individual for exercise (B&R)
	Serious concerns

Non-specific intervention; mean age >80y
	No serious concerns
	No other concerns
	⊕⊕⊝⊝
Low bd


Explanation of GRADE ratings: Lowercase superscript indicates rating down once and an uppercase superscript indicates rating down twice for that reason/domain.
A = >50% of sample size is from studies rated at high risk of bias.
B = Concerns due to inconsistency in direction of preference across studies or because of a single study.
C = Concerns of imprecision due to sample size <300
D = indirectness due to lack of specificity of proposed intervention (e.g., not specified whether exercise program is group or individual) or indirect population 
*Within-intervention comparison not shown in preferences matrix
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Heterogeneity: Tau®= 0.02; Chi*= 143.98, df= 3 (P < 0.00001); F= 98%
Test for overall effect Z= 8.10 (P < 0.00001)
1.1.4 Non-hip fracture, time closest to 12 months
Borgstrom 2006 -0.24 0032553 23.9% -0.24[-0.30,-0.18] -
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Heterogeneity: Tau®= 0.01; Chi*= 55.86, df= 3 (P < 0.00001); = 95%
Testfor overall effect: Z= 4.19 (P < 0.0001)
1.1.5Falls
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Heterogeneity: Tau®= 0.03; Chi*= 673.91, df = 5 (P < 0.00001); F= 99%
Test for overall effect: 134 (P=018)
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