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Key summary points

Aim To explore education and knowledge, current practices, barriers, and facilitators for the implementation of falls preven-
tion services among healthcare professionals in Europe.

Findings The top five barriers to implementation of falls prevention included staffing issues, time constraints, non-adherence
among older adults, workload pressures related to falls prevention, and competing priorities; and the top five facilitators
included more time, user-friendly guidelines, adequate resources, enhanced education and training opportunities for profes-
sionals, and strengthened inter-professional collaborative practices. There was variation between regions and countries in
the ranking of top barriers and facilitators.

Message It is necessary to tailor the falls prevention implementation strategy to the local context and actively involve all
stakeholders.

Abstract

Purpose To explore the challenges and opportunities for the implementation of falls preventive services across Europe.
Methods An online cross-sectional survey among healthcare professionals was initiated by the European Geriatric Medicine
Society (EuGMS) Special Interest Group on Falls and Fractures containing a Likert scale and multiple-choice questions on
education and knowledge, current practices, barriers, and facilitators for falls prevention. Survey participation for health-
care professionals was encouraged by the EuGMS through an email invitation, website banner, and social media. National
representatives from 24 countries further promoted it via societies, local networks, and hospital channels.

Results A total of 1669 multidisciplinary healthcare professionals participated from 34 European countries (median 47 years;
75% female; 40.6% physicians (73.3% geriatricians/trainees), 36% physiotherapists, 23.4% other healthcare professionals).
Only 26.9% believed their undergraduate education adequately prepared them for clinical practice in this area. A total of
75.8% of respondents reported opportunistically screening older adults for fall risk often or always during consultations.
Gait and balance assessment was considered the most important and was the most frequently performed component of the
multifactorial fall risk assessment. The top-five barriers were staffing issues, lack of time, older adults' non-adherence to
recommended strategies, workload related to falls prevention, and prioritizing other tasks. The top-five facilitators were
more time, easy-to-use guidelines, sufficient resources, increased education and training on falls prevention, and increased
collaboration. We observed regional and country-level variation in these top barriers and facilitators.

Conclusion This survey highlights the need for improved undergraduate education in falls prevention across Europe. It is
essential to educate and engage governmental bodies and insurers to secure their support and prioritization of falls prevention
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initiatives. Furthermore, enhancing education, addressing older adults' nonadherence, interdisciplinary collaboration and
providing easy-to-use guidelines seem crucial for effective implementation. The falls prevention strategy should be tailored

to the local context.

Keywords Falls prevention - Implementation - Injury - Geriatric medicine - Survey

Introduction

Falls are a significant public health concern both globally
and in Europe [1]. According to the World Health Organiza-
tion, falls result in approximately 684,000 fatal injuries each
year, making them the second leading cause of accidental
or unintentional injury deaths worldwide [1]. In addition,
172 million people who have experienced a fall are left with
short- or long-term disability globally each year [1]. This
burden is particularly pronounced among older adults, for
whom falls are the primary cause of injury-related mortality
and have negative effects on functional independence and
quality of life [2—4]. Furthermore, falls are one of the main
modifiable causes of emergency department, hospital, and
nursing home admissions [5]. Aside from the human toll,
the economic impact of falls is substantial. It is estimated
that up to 1.5% of total healthcare expenditure is attributed
to fall-related medical care costs [6].

The first World Guidelines for Falls Prevention and Man-
agement for Older Adults (2022) (WFG) aimed to enhance
the effective delivery of falls prevention [7]. They provide
globally agreed-upon and evidence-based recommendations
for the person-centered approach to falls prevention while
facilitating knowledge dissemination. The WFG state that
multidomain interventions (i.e., a combination of inter-
ventions tailored to address different risk factors) when
delivered, can prevent future falls. However, the delivery
of effective and accessible falls prevention itself remains
challenging within current healthcare systems in Europe and
worldwide. Recent large, pragmatic trials on multidomain
falls prevention interventions have demonstrated no signifi-
cant effect on falls outcomes [8, 9]. Challenges in adoption,
fidelity, and adherence to the interventions are likely a key
factor in explaining why no effect was observed in these
pragmatic trials, stressing the importance of ensuring real-
world falls prevention implementation.

The aim of this study was to explore the challenges and
opportunities for implementation of falls preventive services
across Europe among health care professionals, to help the
implementation of the WFG recommendations on a Euro-
pean level and to inform the European Geriatric Medicine
Societies’ (EuGMS) special interest group (SIG) on Falls
and Fractures to formulate appropriate recommendations.

@ Springer

Methods
Design

The EuGMS SIG on Falls and Fractures initiated a European
survey on the status and prospects of effective implementa-
tion of falls prevention in Europe. The cross-sectional online
survey among health care professionals was facilitated by
LimeSurvey. The data collection period was from December
2022 to March 2023.

Procedure

First, a steering committee was established including experts
in the field of falls prevention and communication science
(LS, CB, HB, JF, R-A K, AL, JR, DS, and NvdV). The
steering committee decided on the original questionnaire
domains) based on expert knowledge and a preliminary
review. These included: (1) participants’ characteristics,
(2) knowledge and education on falls prevention, (3) falls
prevention approaches and practices, and (4) barriers and
facilitators for the implementation of falls prevention. Sub-
sequently, the literature on these domains e.g., determinants
of the implementation of falls prevention, was summarized,
and the survey questions were drafted. The drafted survey
questions in English were checked by native English speak-
ers from the steering committee.

The original questionnaire was piloted by the steering
committee members and three independent healthcare pro-
fessionals to evaluate its clarity, feasibility, and the time
required for completion. Based on the suggestions from the
piloting panel, the questionnaire was adjusted.

The questionnaire was translated into Albanian, Czech,
Finnish, French, German, Hebrew, Italian, Norwegian, Pol-
ish, Spanish, and Turkish by the national representatives
whereas the English survey was used in the remainder of
the countries.

Survey participation was encouraged by the EuGMS
through an invitational email sent to all its members, a ban-
ner on its official website, and via social media channels.
In addition, national representatives (SIG falls & fractures
members) from Albania, Austria, Belgium, Czech Repub-
lic, Denmark, Finland, France, Germany, Greece, Iceland,
Ireland, Israel, Italy, Malta, Netherlands, North Macedonia,
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Norway, Poland, Slovenia, Spain, Sweden, Tiirkiye, United
Kingdom, who were collaborating on the project, promoted
participation among their national colleagues by distributing
the survey in their country through national societies, stake-
holders lists, personal networks, social media, newsletters,
and/or at the hospital of employment.

Study population

Any European healthcare professional could participate in
the survey. We particularly encouraged the national rep-
resentatives to connect with geriatrics and physiotherapy
societies, given their significant role in falls prevention.
We aimed to include participants from as many European
countries as possible, with a target of approximately 1000
participants based on a prior EuGMS survey project [10].

Data Collection and questionnaire

The complete survey questionnaire is provided as Supple-
mentary Data 1. The participants’ characteristics domain
contained questions on gender, age, residing country,
profession, work experience, and the setting in which the
respondent is working. The knowledge and education
domain included knowledge on falls prevention (Likert
scale), whether undergraduate education adequately pre-
pared for clinical practice (Likert scale), if the respondent
received education and training (yes/no) and type (multiple
choice), and how many hours. The falls prevention domain
contained questions on screening of fall risk (Likert scale),
rating the importance and frequency of carrying out fall risk
assessments and interventions (Likert scale), involvement of
different healthcare professionals (Likert scale), frequency
of shared decision-making (Likert scale), and strategies to
increase adherence to planned interventions (Likert scale).
Assessment of barriers and facilitators for falls prevention
included questions on barriers (Likert scale) and facilitators
for the implementation of falls prevention (multiple choice).

European regions

European regions were categorized according to the geo-
graphical definition of the United Nations (based on homo-
geneity in economic or social factors; https://unstats.un.org/
unsd/methodology/m49/) to Western, Southern, Northern,
and Eastern Europe. Turkiye and Israel were categorized as
Eastern Europe based on their geographical location and in
line with previous surveys [10].

Statistical analysis

Participants’ characteristics (age, gender, residing coun-
try, profession, work experience, and setting in which the

respondent is working) were analyzed for individuals who
responded to at least one question in the second question-
naire domain, knowledge and education on falls prevention.
We calculated frequencies and percentages for categorical
variables and medians and interquartile ranges for continu-
ous variables. For the remaining survey items, we calculated
distributions of Likert scales and frequencies. Furthermore,
the findings were reported per European region, and addi-
tionally, the results for countries with a minimum of 50
participants were presented individually. Additionally, the
results are reported separately for physicians, physiothera-
pists, and other healthcare professionals grouped into one
category. Furthermore, the results for current practice are
reported separately across various work settings.

All statistical analyses were performed with IBM SPSS
Statistics for Windows, Version 28 (IBM Corp, NY).

Ethics

The Medical Ethics Research Committee of Amsterdam
UMC declared that the Medical Research Involving Human
Subjects Act did not apply to this study. In the UK, the study
was approved by Newcastle University’s Faculty of Medi-
cal Sciences’ Ethics Committee (26860/2022). The study
adhered to the Icelandic Act no. 90/2018 on Data Protec-
tion and the Processing of Personal Data, as outlined by
the Icelandic Data Protection Authority. The Icelandic
National Institutional Review Board waived the need for
study approval, as the collected information was not consid-
ered personal, and all surveys were completed anonymously.
Additional ethical approval was not deemed necessary for
the other countries involved, given the nature of the study
and in accordance with local regulations.

Prior to entering the survey questions, all participants
gave digital informed consent. The participants answered
the questions anonymously. Participation was voluntary
and participants could withdraw at any time without any
consequences.

Results
Participant characteristics

A total of 1669 healthcare professionals participated
(Table 1). Median age of the participants was 47 years (IQR
37-56) and 75% were female (Table 1). Among participants,
40.6% were physicians, 36% physiotherapists, and 23.4%
other healthcare professionals. Most physician respondents
were practicing geriatricians or specialists in the care of
older adults (59.9%), 10.6% were trainee geriatricians and
2.8% were non-practicing geriatricians. General practition-
ers accounted for 16.5% of the physicians, 1.2% were GPs in
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Table 1 Characteristics of
participants
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Total (n=1669)

Age (median, IQR) (n=1645)
Gender (female) (n=1662)
Profession (n=1665)
Physician
Physiotherapist
Nursing professionals across all levels
Occupational therapist
Other
Type of physician (n=671)
Practicing Geriatrician or specialist in care of older adults
Trainee Geriatrician or specialist in care of older adults
Non-practicing Geriatrician or specialist in care of older adults
GP
GP in training
Other
Healthcare working experience years (median, IQR) (n=1624)
Current work environment (n=1645)
General practice or community setting
Hospital, mostly clinical ward
Long-term care facility or rehabilitation setting
Hospital, mostly outpatient clinic
Other
Country
Israel
United Kingdom
Austria
Slovenia
Spain
Malta
Sweden
North Macedonia
Finland
Netherlands
Ireland
Iceland
Denmark
Tiirkiye
France
Czech Republic
Estonia
Greece
Germany
Poland
Italy
Portugal
Albania
Belgium
Romania
Norway
Russia

Switzerland

47 (37-56)
75.0% (n=1246)

40.6% (n=676)
36.0% (n=599)
11.5% (n=191)
6.3% (n=105)
5.6% (n=94)

59.9% (n=402)
10.6% (n=171)
2.8% (n=19)
16.5% (n=111)
1.2% (n=38)
8.9% (n=060)
20 (10-30)

29.1% (n=478)
27.4% (n=451)
21.8% (n=359)
11.0% (n=181)
10.7% (n=176)

n=448
n=224
n=120
n=103
n="76
n=72
n=61
n=47
n=43
n=43
n=42
n=40
n=39
n=37
n=36
n=35
n=23
n=23
n=21
n=21
n=19
n=19
n=16
n=15
n=10
n=9
n=7

n=17
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Table 1 (continued)

Total (n=1669)
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training, and 8.9% worked in other roles. The median work-
ing years’ experience as a professional healthcare worker
was 20 (IQR 10-30). The survey participants were distrib-
uted across various work settings, with 29.1% working in
general practice or community settings, 27.4% in hospital
clinical wards, 21.8% in long-term care facilities or reha-
bilitation settings, 11.0% in hospital outpatient clinics, and
10.7% in other settings. Respondents worked in 34 countries.

The participant characteristics throughout the different
European regions and countries are reported in the appendix
(Supplementary Table 1 and Supplementary Table 2). In the
western region (n=242), the most represented professionals
among the respondents were physicians (45%), followed by
physiotherapists (22.3%), occupational therapist (17.8%),
other healthcare professionals (11.9%), and nursing profes-
sionals (2.9%). In this region, the most common working
environment was a long-term care facility or rehabilitation
setting (40.5%). In the northern region (n=487), physi-
otherapists (48.5%) were the most common professionals
among respondents, followed by physicians (33.7%), nurs-
ing professionals (8.2%), occupational therapists (6.0%),
and other healthcare professionals (3.7%). The predominant
setting was hospital, mostly clinical ward (40.9%). For the
eastern region (n=>563), physiotherapists (44.5%) repre-
sented the largest professional group, followed by physi-
cians (37.7%), nursing professionals (10.0%), occupational
therapists (5.2%), and other healthcare professionals (2.5%).
Respondents most frequently worked in a general practice or
community setting (44.3%). In the southern region (n=377),
physicians (50.9%) had the highest representation, followed
by nursing professionals (23.3%), physiotherapists (15.9%),
other healthcare professionals (8.8%), and occupational
therapists (1.1%). The most common work setting was the
hospital, mostly clinical wards (29.7%).

Knowledge and education on falls prevention
When asked to rate their level of knowledge about falls

prevention in older adults (n=1663 respondents i.e.
who answered this question), 55.0% reported "Very

Knowledgeable," 40.5% "Some Knowledge," 4.3% "Lit-
tle Knowledge," and 0.3% reported "No Knowledge." In
response to the statement (n = 1654 respondents), "Education
during my undergraduate studies prepared me adequately for
falls prevention in clinical practice," 26.9% of participants
agreed or strongly agreed. Data on knowledge and education
in different regions and countries of Europe are reported
in Appendix (Supplementary Table 3 and Supplementary
Table 4). Both self-reported knowledge and satisfaction
with undergraduate education varied between regions and
countries. The percentage of participants who ranked them-
selves as very knowledgeable in falls prevention ranged from
38.2% (southern region) to 65.9% (northern region). The
percentage of participants who agreed or strongly agreed
that their undergraduate education adequately prepared them
for clinical practice in fall prevention ranged from 17.5%
(northern region) to 34.2% (eastern region). Data on knowl-
edge and education among different health care profession-
als are reported in Appendix (Supplementary Table 5). The
percentage of participants who agreed or strongly agreed
that their undergraduate education adequately prepared them
for clinical practice in fall prevention varied from 17.2%
(physicians) to 35.4% (physiotherapists). A total of 30.8%
of the other healthcare professionals agreed or strongly
agreed. From the geriatricians/specialists in care of older
adults 19.1% agreed or strongly agreed and from the trainee
geriatricians 18.5% agreed or strongly agreed.

Regarding education or training on falls prevention
(n=1654 respondents), 81.9% of respondents indicated
they had received it. Among those who received education
or training on falls prevention, the cited sources, ranked
based on how often they were selected, was professional
development (71.0%), conferences, workshops, and other
scientific meetings (69.6%), self-learning or online resources
(62.3%), postgraduate studies (40.8%), undergraduate stud-
ies (25.2%), and other sources (7.3%). Participants estimated
the number of hours of education or training on falls preven-
tion they received in the last 5 years (n = 1568 respondents),
with 36.6% reporting less than 5 h, 33.2% reporting 5 to 15
h, and 30.2% reporting more than 15 h.
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Falls prevention approaches and practices

A total of 75.8% of respondents (948/1251 respondents)
reported opportunistic screening of older adults for fall risk
often or always during consultations. The following compo-
nents were taken into account often or always: 87.9% con-
sidered the history of falls in the past year, 87.8% assessed
whether the patient felt unsteady when standing or walking,
and 81.9% evaluated whether the patient expressed worry
about falling. Data on falls prevention approaches and prac-
tices in different regions and countries of Europe, among
different health care professionals, and across various work
environments are reported in Appendix (Supplementary
Tables 6, Supplementary Table 7, Supplementary Table 8
and Supplementary Table 9). Opportunistic screening, with
percentages representing those who reported often/always
conducting case finding, ranged from 66.8% (southern
region) to 88.3% (northern region), among different health
care professionals from 68.0% (other health care profession-
als) to 80.5% (physiotherapists) and across various work

gait and balance

medication use

walking aids and their proper use
functional ability

vision, hearing and proprioception
musculoskeletal domain
dizziness/vestibular disorders
presence of delirium
underlying medical causes
environment factors

fracture risk

cognition

concerns about falling
cardiovascular assesment
foot health and foot wear
possible Parkinson's disease
nutrional status

behavioral symptoms

urinary incontinence

Vitamin D deficiency
depressive disorders

other
0% 10% 20% 30%

M Extremely important B Important

40% 50% 60% 70% 80% 90%

M Fairly important

environments from 70.1% (other work environment) to
82.3% (hospital, mostly outpatient clinic).

When patients reported falls in the past year, 90.1%
assessed often/always whether the patient was injured,
92.3% evaluated often/always if the patient had multiple
falls, 82.0% checked often/always if the patient was unable
to get up after falling, 82.9% assessed often/always if the
fall was accompanied by suspected loss of consciousness,
and 78.0% considered frailty often/always.

Figure 1 shows the perceived importance of different
components in a multifactorial falls risk assessment and
Fig. 2 shows how often the different components are per-
formed. Gait and balance assessment was considered the
most important and also the most frequently performed.

The most frequent (always/often) professionals to be
involved in fall risk assessment or delivery of the interven-
tion (81.5%, 966/1185 respondents) were physiotherapists.
A total of 59.8% of respondents reported involvement of
geriatricians often/always, 42.0% of general practitioners
often/always, 64.8% of nurses often/always, and 55.3% of

100%

B Not important

Fig. 1 Perceived importance of assessing relevant components in a multifactorial falls risk assessment. N=897 to N=871 respondents for the

different items except for other n=_885
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Fig.2 Frequency of assessing relevant components in multifactorial falls risk assessment. N=1138 to N=1122 respondents for the different

items except for other n =861

occupational therapists often/always in fall risk assessment
or intervention. Dieticians (21.1% often/always), pharma-
cists (21.2% often/always), and other professionals (13.6%
often/always) were less commonly involved.

A total of 73.6% of respondents reported often/always
inquiring about older adults' perceptions of falls, their
causes, future risk, and how they can be prevented, as
a part of comprehensive falls assessment (867/1177
respondents). A total of 66.8% reported often/always
helping the patient to explore and compare treatment
options, and 82.4% considered often/always the patient’s
or caregiver’s preferences and goals when developing care
plans. A total of 80.1% reported often/always reaching
collective decisions with patients.

A total of 58.5% of respondents (685/1171 respond-
ents) reported using motivational interview techniques

often/always to increase adherence to planned interven-
tions, 39.9% shared patient materials often/always, 49.0%
organized follow-up visits often/always, and 14.0% used
other techniques often/always to increase adherence.

Barriers and facilitators for falls prevention

Figure 3 shows the barriers experienced in implementing
fall prevention measures over the past month, based on how
challenging they were considered. The top five barriers were
staffing issues, a lack of time, older adults' nonadherence,
workload related to falls prevention, and prioritizing other
tasks.

Data on barriers in different regions and countries
of Europe and among different health care profession-
als are reported in Appendix (Supplementary Table 10,
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Staffing issues
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Prioritazing other tasks
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Leadership lacking in quality improvement structures
A limited facility equipment

A lack of quality improvement structures

Conflict with older adults/family or their expectations
Falls prevention not seen as priority by other clinicians
Poor communication and information sharing

A lack of personal involvement in the development process of local falls prevention...

A lack of reimbursement for falls prevention

Feeling helpless, frustrated, or concerned about ability to control falls management
Guidelines/Protocols are not user friendly

Feeling overwhelmed by excess protocols and required training
Guidelines/Protocols not developed in view of context
Guidelines/Protocols too long

Unawaraness of guidelines about falls prevention
Guidelines/Protocols are too difficult to adopt

Limited knowledge/skills about falls prevention

Negative experiences about falls prevention

Other

Not believing that falls prevention is effective

0%

M Extremely Challenging M Challenging

10% 20% 30% 40% 50% 60% 70% 80% 90%

M A little challenging

100%

B Not challenging/not applicable for my clinical practice

Fig.3 Experienced barriers for falls prevention during the past month. N=897 to N=871 respondents for the different items except for other

n=698

Supplementary Table 11 and Supplementary Table 12).
Staffing issues, a lack of time, and older adults’ nonadher-
ence were among the top five barriers identified in each
region. Conflict with older adults or their families regard-
ing expectations ranked among the top five barriers in the
eastern region. In the southern region, a lack of personal
involvement in local falls prevention efforts was identified
as one of the top-five barriers. Additionally, greater varia-
tion in the top barriers was observed at the country level.

Figure 4 illustrates the factors that support falls pre-
vention activities, ranked by the number of participants
selecting each factor. The top five most frequently selected
factors were more time, easy-to-use guidelines, sufficient
resources, increased education and training, and increased
collaboration.

Data on facilitators in different regions and countries
of Europe and among different health care profession-
als are reported in Appendix (Supplementary Table 13,
Supplementary Table 14 and Supplementary Table 15).
More time and increased collaboration were among the
top five facilitators identified in each region. Improved
information sharing between professionals ranked among
the top five facilitators in the northern region. Programs
raising awareness and interest were identified as a top five

@ Springer

facilitator in the eastern region. Implementation guides
of falls prevention were among the top five facilitators in
eastern and southern regions. As in the case of barriers,
greater variation in the top facilitators was observed at the
country level.

Discussion

This European survey by the EuGMS SIG on Falls and
Fractures investigated education and knowledge on falls
prevention, current practices, barriers, and facilitators for
implementing falls prevention among 1669 health care pro-
fessionals across 34 countries. Most of the respondents were
individuals who are regularly involved in falls prevention,
primarily physiotherapists and geriatricians (or geriatrician
trainees). The survey revealed that while most participants
felt knowledgeable about falls prevention in older adults,
only one quarter felt that their undergraduate education
adequately prepared them for clinical practice in this area.
Around two-third of the respondents reported opportunis-
tically screening older adults for fall risk regularly during
consultations across various work settings. Gait and balance
assessment emerged as the most important and frequently
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More time
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Increased collaboration

Improved information sharing between professionals
Implementation guides of falls prevention

Programs raising awareness and interest

A staff member focusing on implemenetation of falls prevention
Motivated colleagues

Patients empowerement to falls prevention
Programs involving and empowering staff

financial reimbursement

Better acces to expert advice

Quality improvement structures

A computarized clinical decision support
Presence of clinical leaders

Corporate/state mandates

other

o
%
o

100

150

N
o
o

250

w
o
o
w
«
o
N
o
o

450

Fig.4 Factors facilitating further falls prevention activities. The X-axis indicates the number of participants selecting each factor

performed component of multifactorial fall risk assessment.
Physiotherapists were most involved in fall risk assessments
and interventions. Furthermore, our results suggest that
there is potentially room for improvement in strategies to
increase adherence to planned interventions, with around
60% of respondents using techniques such as motivational
interviewing, approximately 40% sharing patient materials,
and about 50% organizing follow-up visits. The top barri-
ers included staffing issues, time constraints, nonadherence
among older adults, workload pressures related to falls pre-
vention, and competing priorities. Conversely, facilitating
factors included more time, user-friendly guidelines, ade-
quate resources, enhanced education and training opportu-
nities, and strengthened interdisciplinary collaboration. We
observed regional and, even more so, country-level variation
in these top barriers and facilitators.

The most frequently indicated determinants of falls pre-
vention were resource-related health care professionals.
These barriers not only limit the availability of the falls pre-
vention services but may also impact the fidelity of inter-
vention delivery, making it difficult for healthcare provid-
ers to consistently follow established guidelines/protocols.
Our results are in line with a recent systematic review by
Vandervelde et al., in which the availability of necessary
resources was the most reported determinant [11]. Suffi-
cient time, manpower, and support from relevant medical
disciplines, healthcare insurers, and governmental bodies

are essential for the successful implementation of falls
prevention services. It is essential to educate and engage
governmental bodies and insurers to secure their support
and prioritization of falls prevention initiatives. However,
securing additional funding and resources can be challeng-
ing, and clinicians themselves may not have direct influence
over resource allocation. Therefore, it is extremely important
to focus on addressing non-resource-related barriers. Many
non-resource related determinants were frequently reported
in our survey, including enhanced education and training
opportunities, addressing older adult’s non-adherence for
falls prevention strategies, user-friendly guidelines, and
strengthened interdisciplinary collaboration. However, the
top five barriers and facilitators differed between the coun-
tries and regions, highlighting the necessity to understand
the local determinants influencing the implementation and
tailoring the strategy to the local context. Recently, another
systematic review by Vandervelde et al., explored imple-
mentation strategies for multifactorial falls prevention inter-
ventions in community-dwelling older persons. This review
revealed that most studies concentrated on implementation
strategies targeting older individuals and healthcare profes-
sionals, highlighting the significance of "tailoring," "
ing awareness," and "encouraging participation”. In con-
trast, studies focusing on strategies at the organizational,
community, and policy levels emphasized the importance

rais-
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of "providing technical support,
and "building coalitions” [12].

Approximately a quarter of the participants felt their
undergraduate education adequately prepared them for
clinical practice in falls prevention. Furthermore, a quar-
ter of those who had received education on falls prevention
identified undergraduate studies as their source. Physicians,
especially, were dissatisfied with their undergraduate educa-
tion in falls prevention, with no clear differences observed
between geriatricians and geriatrician trainees. In some
European countries and professions, education on falls pre-
vention may be more prominently included in postgraduate
education, and, furthermore, some professions, such as phys-
iotherapy, are also taught at the postgraduate level in some
European countries. However, only 40% of participants
who received education on falls prevention identified post-
graduate studies as their source, indicating that self-reported
receipt of education during both undergraduate and post-
graduate levels remains low. Our findings are in line with
the recent European survey on deprescribing, where satis-
faction with undergraduate training is similarly tempered
[10]. These results suggest a broader pattern of dissatisfac-
tion in undergraduate education across different geriatric
domains. Falls prevention is integrated into the European
undergraduate curriculum in geriatric medicine, established
through a 2014 Delphi process outlining essential training
requirements [13]. Both self-reported knowledge, satisfac-
tion with undergraduate education and current practice var-
ied between regions and countries. However, these findings
should be interpreted with caution as the samples differed
between countries e.g., in terms of the professions repre-
sented, experience, expertise, and the working environments
and the reporting was based on participants’ self-reports of
their knowledge, agreement, and actions, rather than objec-
tive measures of what is truly occurring. Further research
is essential to comprehensively assess the current status of
entry-level education of health care professionals as well
as post-professional education in Europe. This investigation
would provide valuable insights into the consistency, depth,
and effectiveness of falls prevention training. Mapping the
educational approaches and resources allocated to falls pre-
vention at different institutions can highlight disparities and
best practices, facilitating the development of standardized
and enhanced educational frameworks for falls prevention,
also on an interprofessional educational level. Furthermore,
the PROGRAMMING (PROmoting GeRiAtric Medicine
in countries where it is still eMergING) COST Action is
actively working to identify professionals' educational needs,
including those related to falls prevention, to target them
more effectively and efficiently [14].

Based on the survey results and guidelines, falls preven-
tion is inherently multidisciplinary, with various health-
care professionals playing key roles in assessing risk and

engaging stakeholders,"
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implementing interventions. Most commonly involved (often
or always) were physiotherapists (81.5% often/always), fol-
lowed by nurses (64.8%), geriatricians (59.8%), occupational
therapists (55.3%), general practitioners (42.0%), pharma-
cists (21.2%), and dieticians (21.1%). An interdisciplinary
approach ensures a comprehensive strategy, addressing the
multifaceted nature of falls prevention and leveraging the
unique expertise of each discipline to optimize patient out-
comes. However, the strategy of this approach can vary sig-
nificantly depending on local contexts, influenced by factors
such as healthcare infrastructure and available resources.
These variations should be taken into account when devel-
oping local falls prevention care pathways to ensure that
strategies are tailored to the specific needs of the population
served.

Adherence, the extent to which a person’s behavior corre-
sponds with agreed recommendations, is often suboptimal in
falls prevention. This was demonstrated, for example, by the
two recent large trials STRIDE and PreFIT, for which poor
adherence to the interventions, in addition to fidelity, was
listed as one of the explaining factors for the negative find-
ings [8, 9]. According to our survey results, there is probably
room for improvement in the efforts to enhance adherence to
interventions Europe-wide. A total of 58.5% of the respond-
ents reported that they use motivational interviewing tech-
niques often/always, 39.9% shared patient materials often/
always, and 49.0% organized follow-up visits often/always.
Adherence among older adults to falls prevention interven-
tions is influenced by intrinsic factors (e.g., demographics,
individual factors, health factors) and extrinsic factors (e.g.,
caregiver support, medication factors, healthcare system, and
environment) according to a recent systematic review [15].
Higher adherence was linked to factors such as higher socio-
economic status, health literacy, marriage, lower healthcare
costs, effective communication, and useful policy interven-
tions [15]. The WFG introduced a new fall risk stratification
algorithm for community-dwelling older adults, which helps
to distinguish high-risk individuals from those at low and
intermediate risk [7]. Older adults categorized as low risk
for falls should be provided with education on fall preven-
tion and general health exercises [7]. Information should be
delivered in a way that effectively influences behavior. Incor-
porating behavior change techniques into physical activity
(PA) interventions can help reinforce shifts in attitudes and
behaviors. A recent review identified seven key components
of interventions that significantly improve PA levels, includ-
ing goal setting, personalized feedback, and both on-site and
post-intervention support [16]. For individuals at intermedi-
ate risk for falls, the same educational resources should be
provided, along with targeted exercise recommendations or
a referral to a physiotherapist, trained exercise instructor, or
clinical exercise physiologist to improve balance, increase
muscle strength, and ultimately reduce the risk of falling.
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Hughes et al. discussed that, in terms of exercise therapy for
falls prevention, program factors such as location, duration
of exercise sessions, type, frequency, intensity, and the level
of supervision or contact appear to be important for adher-
ence behavior [17]. It is desirable that multiple fall-preven-
tion exercise interventions are made available at the local
level, ensuring that older adults have access to interventions
that align with their individual preferences and needs. The
WEFG recommends a multifactorial fall risk assessment for
community-dwelling older adults at high risk to implement
individualized interventions. Improving adherence to multi-
factorial fall prevention interventions requires a comprehen-
sive approach that combines personalized care and tailoring
interventions to individuals preferences, mentioned behav-
ior change techniques, patient education, follow-up visits,
and collaboration between healthcare professionals and the
patient's support network [15].

Approximately two-thirds of respondents reported regu-
larly screening older adults for fall risk opportunistically
during consultations across various healthcare settings. Spe-
cifically, 71.0% of respondents in general practice or com-
munity settings, 81.3% in hospital clinical wards, 73.6% in
long-term care facilities or rehabilitation settings, 82.3%
in hospital outpatient clinics, and 70.1% in other settings
reported conducting such screenings. However, according to
the WFG, all older adults residing in care homes or hospital
settings should be considered at high risk of falling and,
therefore, should receive a multifactorial risk assessment
without the need for prior screening or selection. There is
considerable variation in the implementation of these guide-
lines across Europe, and the findings may suggest that the
WFG recommendations have not yet been fully adopted.
There is a clear need for greater awareness of this recom-
mendation to omit screening of older adults and to initiate
the multifactorial assessment in these settings. Opportunistic
screening in these settings may, however, still occur due to
limited time and staffing resources for comprehensive falls
prevention activities, serving as a pragmatic approach to
prioritize patients for intervention. Further research is war-
ranted to better understand these practical constraints and to
identify potential support measures that could facilitate the
implementation of guideline-concordant approaches.

A key strength of this study is its pan-European scope,
featuring over 1600 health care professionals from various
disciplines and healthcare services. However, several limi-
tations should be considered when interpreting the findings
of this study. Firstly, the self-reported nature of responses
may introduce a bias, as health care professionals may
overestimate their adherence to falls prevention practices
compared to their actual clinical behavior. Moreover, the
survey respondents represent a sample that is inherently

more interested or engaged in falls prevention and primar-
ily physiotherapists or geriatricians. This skews the results
towards more positive attitudes and practices than those
observed in the broader healthcare community. Additionally,
the distribution of participants across Europe was uneven,
with certain regions potentially overrepresented, limiting
the generalizability of findings. The questionnaire's length
and complexity may have contributed to respondent fatigue,
leading to dropout, impacting the comprehensiveness of
the data collected. Lastly, we did not ascertain information
regarding access to or availability of dedicated facilities for
falls prevention.

Conclusion

This European survey by the EuGMS SIG on Falls and Frac-
tures revealed key insights regarding current falls prevention
activities and implementation determinants. These findings
can help inform and support the implementation of state-of-
the-art falls prevention practices across Europe, as recom-
mended by the WFG. The survey showed a significant gap
between perceived knowledge and educational needs and
preparedness from undergraduate education. Falls preven-
tion should adopt a multidisciplinary approach to ensure
comprehensive multifactorial risk assessments and effective
multidomain intervention delivery, as these are central com-
ponents of the WFG. Addressing resource-related barriers
were prioritized as crucial for effective and falls prevention
services implementation and maintenance. It is essential to
educate and engage governmental bodies and insurers to
secure their support and prioritization of falls prevention
initiatives. This can be achieved by presenting compelling,
evidence-based data, such as insights from implementation
studies and big data. There is a critical need for a coor-
dinated effort to collect and analyze data across Europe.
Additionally, enhancing education, addressing older adults’
nonadherence, strengthening interdisciplinary collaboration,
and providing user-friendly guidelines were found to be vital
components for implementation. We identified variations
between countries and regions, indicating that customizing
strategies to fit local contexts will optimize the implementa-
tion of WFG-based falls prevention services.
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