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Abstract: Identifying frail older people at risk of falling is a priority in order to apply preventive
strategies. This cross-sectional study included community-dwelling pre-frail and frail people (Fried’s
criteria) aged 70 years and older to assess the prevalence of falls and identify screening strategies
based on comprehensive geriatric assessments to detect an increased risk of falling and recurrent
falling in community-dwelling frail and pre-frail old people. Of the 229 participants, 121 (54.9%) had
fallen in the previous 12 months, and 20 of these (16.5%) were recurrent fallers (≥2 falls). A score
of 20 points or more on the Falls Efficacy Scale International was predictive of falling (area under
the receiver-operating characteristics curve 0.67, 95% confidence interval: 0.61–0.74, p < 0.001) with a
sensitivity of 51.7% and a specificity of 73.9%. Polypharmacy, Short Physical Performance Battery
score of 8 points or less, and Falls Efficacy Scale International score of 20 points or more show an area
under the curve of 0.78 (95% confidence interval: 0.67–0.89, p < 0.001) for recurrent falling.
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1. Introduction

The growing population of older people worldwide, along with the numerous health
problems associated with advanced age [1], has increased the urgency of establishing
preventive strategies to minimize the prevalence of social and health impacts. Frailty is a
syndrome characterized by increased vulnerability, stemming from a decline in the reserve
and function of several physiological systems [2,3]; its estimated prevalence ranges any-
where from 5.8% to 35% in different studies [4,5]. As a topic of research and target of clinical
practice, frailty has seen a dramatic surge in interest in recent years, and although there is
currently no consensus criteria for defining it [6–8], Fried’s physical criteria, including grip
strength and gait speed, among others [9], are usually used in older people.

One of the main geriatric syndromes related to frailty is falling, the etiology of which is
multifactorial [10,11]. Chronic diseases such as cancer, diabetes, or depression, along with
sociodemographic, physical, biological, and lifestyle-related factors, significantly increase
the risk of falling in community-dwelling older people [6–8], representing the second cause
of death in this population, together with accidental injuries [12].

A recent systematic review of prospective studies revealed that the risk of falls, bone
fractures, disability, dementia, hospitalization, and death were much higher among frail
people [13]. This population has a higher prevalence of falls than pre-frail and robust older
people, but they are also the ones who benefit most from fall prevention programs, so
identifying them and implementing preventive strategies as early as possible is crucial for
health promotion [14].
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The comprehensive geriatric assessment (CGA) is a key tool for preventing falls [4],
since its performance contributes to reducing admissions to nursing homes, the risk of
falls, pressure ulcers, delirium, and risk of frailty in community-dwelling older people [15].
Often performed by nurses, the CGA consists of an evaluation of the physical, functional,
psychological, and social domains of the older person [16]. The physical or clinical domain
covers the presence of comorbidity, daily drug use, the perception of pain, analytical and
anthropometric data; the functional domain covers the ability to perform basic, instrumen-
tal, and advanced activities of daily living together with gait and balance; the psychological
domain covers cognition or the possible presence of fears, anxiety, or depression; and
the social domain covers a person’s resources, social support, and feelings of loneliness.
Knowing how each of these spheres is affected allows us to identify geriatric syndromes
early on and to act on them. The CGA is described as the best method for assessing the
health state and treatment needs of older persons in a new chapter of Harrison’s Principles
of Internal Medicine [17].

In this context, assessing the risk of falls is complex. Considerations must include both
intrinsic risk factors related to the person, such as age, female sex, comorbidity, visual or
hearing deficits, gait and balance disorders, loss of functionality, polypharmacy or use of
drugs that increase the risk of falls (e.g., hypotensives or central nervous system depres-
sants), and fear of falling (FoF), as well as extrinsic risks, including environmental factors
such as architectural barriers, lighting in the home or on the streets, and footwear [18].

A well-designed CGA will obtain all this information. The use of validated assessment
scales is very common in the CGA, since it allows the use of standardized instruments
to obtain valid information to identify a syndrome or problem and, thanks to the score
obtained, to be able to screen quickly. In the case of a CGA, there are assessment instruments
for most geriatric syndromes. The final design of the CGA will depend on the time available,
the type of environment in which the assessment is carried out (community, hospital, long-
term care), the presence of cognitive impairment, and the help of relatives or caregivers
who can provide information, among other aspects [19].

Because the main barrier to implementing a CGA is the time needed to perform it,
abbreviated CGAs have been designed in different settings [19]. Moreover, some assessment
instruments can be used to identify more than one impairment, depending on the cutoff
point or the specific population. For example, the score obtained in the Time up and Go
helps to identify the risk of falls and is also useful as a frailty criterion. Therefore, assessment
instruments that provide valid information for several geriatric syndromes, including, for
instance, the risk of falls, reduces the time required for the CGA [20]. Moreover, frail older
people in community settings benefit the most from a CGA [21]. Assessments in settings
such as hospital emergency departments or intensive care units are more challenging [22].

This study aims to assess the prevalence of falling and identify screening strategies
based on comprehensive geriatric assessments to detect an increased risk of falling and
recurrent falling in community-dwelling frail and pre-frail old people.

2. Materials and Methods
2.1. Study Design and Participants

This cross-sectional study took place in primary care centers and social centers for the
elderly in the health department of La Ribera (Valencia, Spain). Recruitment and assessment
were performed from August to December 2016. The catchment population was 20,613
during the study period, of which 15% were aged 70 or older. Considering a prevalence of
30% for falls and of 10.7% for frailty in older people [23], for an error of 3% (α = 5), a sample
size of 226 participants was calculated. We initially recruited 432 community-dwelling
older people, of whom 115 did not meet frailty criteria, 56 refused to participate, and 32 did
not sign the informed consent. The final sample size was 229 participants.

The research team consisted of three nurses and one physiotherapist, all experienced
in studies in older people, who carried out the CGAs. We first contacted the directors
of eligible centers, then held meetings with the nursing staff to explain the inclusion
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criteria and resolve any concerns they had, as staff in regular contact with the study
population. Following recruitment, each participant was informed of the study aims and
signed informed consent. They were then assigned an identification number for the study,
consisting of the first three letters of their municipality and a number.

Inclusion criteria were people aged 70 years or older who met criteria for frailty or
pre-frailty, were able to walk independently (with or without walking aid), and regularly
received care in the primary care centers of La Ribera health department. Exclusion criteria
were life expectancy of less than 6 months, hearing loss that prevented the assessment, or
diagnosis of severe psychiatric disorders or moderate to severe cognitive impairment.

Frailty was defined using Fried’s criteria [24]. Participants were classified as frail if
they met three out of the following five criteria: unintentional weight loss, exhaustion,
weakness, slow walking speed, and limited physical activity. Prefrailty was described as
meeting one or both of the aforementioned criteria [25]. In terms of how these criteria
were defined, unintentional weight loss was defined as losing 4.5 kg, or 5% of body
weight, in the last year (as assessed by direct weight measurement). Exhaustion was
defined according to self-report: “I felt that everything I did was an effort” or “I could
not get going.” Standardized protocols were used to measure the dominant hand’s
strength using a 100 kg dynamometer (Smedley S, TTM, Tokyo, Japan) while the patient
was seated. Weakness was determined by using grip strength cutoffs in the lowest 20%
stratified for gender and body mass index (BMI). Gait speed was assessed in a 4.5 m
corridor as a dichotomous variable, with low speed defined as < 0.8 m/s. Finally, indi-
viduals were classified as having low physical activity according to the weighted amount
of kilocalories expended per week (men, 383 kcal/week and women, 270 kcal/week.
The assessment of physical activity was based on modified Minnesota Leisure Time
Activities Questionnaire, asking about walking (w = 3.5), strenuous household chores
(w = 4.5), strenuous outdoor chores (w = 4.5), dancing (w = 5.5), bowling (w = 3.0), and
exercise (w = 4.5). To compute kcals expended per week, we used the following formula:
Kcals (Kilocalories/week) = w × Frequency (sessions per week) × Duration per session
(minutes) × Body Weight (kg)/60, where w is the task-specific MET intensity score.

The research ethics committee of the Hospital Universitario La Ribera approved the
study (date October 2015), which complied with the principles set out in the Declaration of
Helsinki. All the participants signed informed consent before inclusion in the study and
the statistical processing of the data.

2.2. Data Collection

All participants underwent a CGA. Sociodemographic variables (age, sex, cohabitation)
were included. Age was considered a continuous variable, but an age category for those
over 80 years old was created, as this group was considered at potentially higher risk
of falls.

2.3. Clinical Assessment

Patients’ electronic medical records were reviewed to collect data on comorbidities:
osteoporosis, hypertension, hyperlipidemia, diabetes mellitus, heart failure, mixed anxiety–
depressive disorder, and orthostatic hypotension. We also recorded the main classes of
prescription drugs related to the risk of falls, such as antiplatelets, beta-blockers, alpha-
blockers, angiotensin-converting enzyme (ACE) inhibitors/angiotensin II receptor antag-
onists (ARAII), diuretics, benzodiazepines, and antidepressants. The number of drugs
prescribed per day was also analyzed, with polypharmacy defined as the prescription of 5
or more drugs per day [26].
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2.4. Functional Assessment

The functional assessment included the following instruments:
Barthel Index (BI) [27]. The BI is an ordinal scale assessing independence in performing

10 basic activities of daily living. It is scored from 0 points (total dependency in activities of
daily living) to 100 points (total independence).

Lawton Instrumental Activities of Daily Living (IADL) [28,29]. The Lawton IADL
scale measures eight functional areas. Patients are scored according to their highest level of
functioning in that category. The summary score ranges from 0 to 8, with a higher score
being synonymous with greater independence.

Short Physical Performance Battery (SPPB) [30]. This instrument consists of three tests:
balance, gait speed, and repeated chair stands (×5). Each of the three tests is scored from
0 (worst) to 4 (best), for a total score ranging from 0 to 12. A score of 8 or less is associated
with frailty and falls [31].

2.5. Emotional Assessment

The Yesavage Geriatric Depression Scale (GDS) [32] was used for the emotional assess-
ment. It consists of 15 items. Depending on age, education, and complaints, a score of 0 to
4 points is regarded as normal, while a score of 5 or more indicates depressive symptoms.

2.6. Fall Risk Assessment

A fall was considered as an incident that causes a person to unintentionally rest on
the ground, a floor, or another lower level. Participants verbally indicated how many
falls they had experienced in the previous 12 months, and health professionals retrieved
any additional data that was recorded from visits to the hospital’s emergency department
following a fall.

The prevalence of falls was calculated as the number of falls in the sample in the
previous 12 months out of the total sample. The number of fallers was the number of
people having at least one fall in the previous 12 months out of the total sample. The
number of recurrent fallers was the number of people suffering two or more falls in the
previous 12 months out of the total sample.

The number of risk factors for falls [33] was collected, as was the fear of falls, using
the Falls Efficacy Scale International (FES-I) [34]. The 16-item questionnaire assesses self-
efficacy and confidence in carrying out activities of daily living, on a scale of 16 (no concern
about falling) to 64 (severe concern about falling).

2.7. Statistical Analysis

All data entered into the database were verified by an independent second person.
Descriptive statistics were expressed as mean and standard deviation (SD) for normally
distributed continuous variables and relative frequencies for categorical variables. Two-
tailed p-values of less than 0.05 were considered statistically significant.

The odds ratio (OR) was used to depict the relationship between falls and the various
risk factors taken into consideration. A receiver operating characteristics (ROC) curve was
used to determine the area under the curve (AUC) for the recurrent fallers model along
with the cutoff value, sensitivity, and specificity of the FES-I.

To investigate the significance of the risk factors, defined in accordance with the
falls observed during the preceding 12 months, two binary logistic regression models,
adjusted for age and gender, were fitted for fallers and recurrent fallers. The first complete
model, with all the variables in the bivariable analysis, was significantly associated with
the presence of falls over the previous year. In a subsequent phase, all the variables that
failed to create a substantial change when excluded (defined as the lack of an adjusted
effect of >10%), as well as those that did not improve the standard error, were removed
from the model. When two or more subsets of variables with the same goodness of fit were
found, the authors aimed to reach a consensus. Age, gender, cohabitation, polypharmacy,
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number of fall risk factors, SPPB ≤ 8 points, and FES-I ≥ 20 points were the variables that
were included in the backwards Wald model.

The variable in the second model compared recurrent fallers (2 or more falls) with
non-fallers and isolated fallers (1 fall) from the preceding 12-month period, as opposed to
the first model’s dichotomous variable (1 or 0), which compared fallers with non-fallers.
Age, gender, polypharmacy, SPPB ≤ 8 points, and FES-I ≥ 20 points were the variables
included in the backwards Wald model.

Analyses were undertaken with SPSS version 26.0 for Windows (IBM Corp., Armonk,
NY, USA) and Jamovi 2.2.5 statistical packages.

3. Results

The final sample consisted of 229 participants; 41% (n = 94) were pre-frail and 59%
(n = 135) frail.

The prevalence of falls in the previous 12 months was 54.9% (n = 121); 38.8% (n = 89)
of participants were fallers (≥1 fall), and 16.5% of these (n = 20) were recurrent fallers
(≥2 falls), while the remaining 61.2% (n = 140) were non-fallers. The mean number of falls
over the previous year in fallers was 1.31 (SD 0.86).

There was a predominance of women in the sample, and the mean age was over
77 years in both fallers and non-fallers. Women were also at higher risk of falls. No
differences were found according to cohabitation, comorbidity, polypharmacy, or drug
classes (Table 1).

The frail older people included in the sample showed high functionality for basic and
instrumental activities of daily living, with no differences between groups. No differences
were found in SPPB scores. The mean score on the Yesavage scale was below the cutoff
for depressive symptoms. Significant differences were found in the FES-I scale for FoF
(Table 1).

Table 1. Characteristics of the sample according to the falls group.

Fallers (n = 89)
n (%)

Non-Fallers (n = 140)
n (%) OR (95% CI) * p-Value

Age, years, mean (SD) 77.54 (4.53) 77.88 (5.07) MD * 0.34 (−0.96, 1.64) 0.61
Age ≥ 80 years 29 (32.6) 49 (35.0) 1.11 (0.63, 1.95) 0.71

Sex
Male 20 (22.5) 48 (34.3) — —

Female 69 (77.5) 92 (65.7) 1.8 (0.98, 3.3) 0.049

Cohabitation
With partner, adult child, or caregiver 59 (66.3) 98 (70.0) — —

Alone 30 (33.7) 42 (30.0) 1.19 (0.67, 2.09) 0.56

Comorbidities
Hypertension 63 (70.8) 98 (70.0) 1.03 (0.58, 1.86) 0.90

Diabetes mellitus 23 (25.8) 42 (30.0) 0.80 (0.44, 1.47) 0.49
Dyslipidemia 38 (42.7) 59 (42.1) 1.01 (0.59, 1.74) 0.95

Mixed anxiety–depressive disorder 42 (47.2) 57 (40.7) 1.27 (0.74, 2.17) 0.38
Orthostatic hypotension 8 (9.0) 21 (15.0) 0.56 (0.23, 1.32) 0.17

Hearth failure 13.5 (12) 13 (9.2) 1.53 (0.66, 3.54) 0.32
Osteoporosis 28.1 (25) 41 (29.3) 0.93 (0.52, 1.69) 0.83
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Table 1. Cont.

Fallers (n = 89)
n (%)

Non-Fallers (n = 140)
n (%) OR (95% CI) * p-Value

Drug treatments
Polypharmacy 47 (52.8) 70 (50.0) 1.12 (0.66, 1.9) 0.68
Antiplatelets 26 (29.2) 46 (32.9) 0.84 (0.47, 0.15) 0.56
Beta-blockers 16 (18.0) 20 (14.3) 1.31 (0.64, 2.69) 0.46

Alpha-blockers 9 (10.1) 12 (8.6) 1.20 (0.48, 2.97) 0.70
ACE inhibitors/ARAII 52 (58.4) 86 (61.4) 0.91 (0.53, 1.56) 0.75

Diuretics 27 (30.3) 51 (36.4) 0.76 (0.43, 1.34) 0.34
Benzodiazepines 23 (25.8) 47 (33.6) 0.69 (0.38, 1.24) 0.21
Antidepressants 19 (21.4) 19 (13.6) 1.72 (0.86, 3.48) 0.13

Comprehensive Geriatric
Assessment

Fallers (n = 89)
Mean (SD)

Non-Fallers (n = 140)
Mean (SD) MD (95% CI) * p-Value

Barthel Index, points 91.29 (13.64) 92.96 (11.04) −1.67 (−4.90, 1.56) 0.31
Lawton Index, points 7.15 (1.55) 6.91 (1.73) 0.23 (−0.21, 0.67) 0.31

SPPB, points 8.37 (2.97) 8.95 (3.07) −0.45 (−1.28, 0.38) 0.29

SPPB ≤ 8 points, n (%) 40 (44.9) 43 (30.7) OR * 1.84
(1.06–3.19) 0.029

Yesavage, points 3.17 (3.08) 2.61 (2.82) 0.55 (−0.23, 1.34) 0.16
FES-I, points 23.16 (8.1) 20.59 (8.9) 2.56 (0.25, 4.88) 0.030

FES-I ≥ 20 points, n (%) 60 (67.4) 53 (37.9) OR * 3.39
(1.94–5.94) <0.001

Risk factors for falls, number 5.61 (2.64) 4.56 (3.09) 1.04 (0.20, 1.74) 0.13

* Unless otherwise noted, ACE: angiotensin-converting-enzyme; ARAII: angiotensin II receptor antagonists;
CI: confidence interval; FES-I: Falls Efficacy Scale International; MD: mean difference; SD: standard deviation;
SPPB: Short Physical Performance Battery; Bold: statistically significant items.

After analyzing the participant characteristics and finding differences in the FES-I
score, a score analysis was performed to identify the best cutoff for detecting falls in frail
and pre-frail older people. A score of 20 points or more showed the best performance,
with an AUC of 0.67 (95% CI 0.61–0.74, p < 0.001), sensitivity of 51.7%, and specificity
of 73.9% (Figure 1). Those with 20 points or more showed an increased risk of falls
(OR 3.39; 95% CI 1.94, 5.94; p < 0.001). There was a higher percentage of women with
FES-I ≥ 20 points than men (85.8 [n = 97] vs. 14.2 [n = 16]. In addition, a higher risk of FoF
was observed in women compared to men, OR 1.56; 95% CI 1.30–1.86, p < 0.001.
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After performing a binary logistic regression for the group of recurrent fallers, the fol-
lowing variables were included in the model: polypharmacy (≥5 daily active ingredients),
SPPB score of 8 points or less, and FES-I score of 20 points or more. The model classified
91.3% of the cases well, with an R2 = 0.197 (p < 0.001; Table 2). For the variables included in
the model, the AUC was 0.78 (95% CI 0.67–0.89, p < 0.001; Figure 2).

Table 2. Predictive model for frail, recurrent fallers.

Variable * OR (95%CI) p-Value

Polypharmacy 4.21 (1.49–11.9) 0.007
SPPB ≤ 8 points 3.30 (1.11–9.79) 0.032

FES-I ≥ 20 points 3.25 (1.01–10.44) 0.048
CI: Confidence Interval; FES-I: Falls Efficacy Scale International; SPPB: Short Physical Performance Battery;
* Backwards Wald model, adjusted for age and gender.
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4. Discussion

Frail people are at higher risk of falls due to the multisystem deterioration derived
from the frailty process. The coexistence of both geriatric syndromes, frailty and falling,
increases the risk of dependency and loss of quality of life [35]. Detecting and preventing
these geriatric syndromes to maintain functionality during the aging process is a real
challenge [36]. This study assessed the prevalence of falls, their risk factors, and the possible
existence of CGA instruments that aid in the detection of falls in community-dwelling frail
and pre-frail old people. Altogether, the prevalence of falls was 54.9%. Being a woman and
having a score of 20 points or more on the FES-I fear of falls scale were predictors of falls in
this population. For recurrent fallers (≥2 falls in the previous 12 months), predictors were
polypharmacy (≥5 or more daily drugs), an SPPB score of 8 points or less, and an FES-I
score of 20 or more.

Our cohort has similar sociodemographic characteristics to other studies in community-
dwelling older people, with a predominance of women, who present the highest risk of
falls [37]. No difference in fall risk was observed in relation to age or cohabitation, probably
due to the high functionality of the study participants [38]. Likewise, the prevalence
of comorbidities was similar to other community samples, with a greater presence of
hypertension and osteoporosis [39]. Despite evidence that certain diseases increase the risk
of falls, we did not observe any association in our results. Again, this is likely because of
our cohort’s high functional state and/or the good control of their chronic conditions, with
no significant relationship between fallers and comorbidities.
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An increasing number of drug prescriptions are observed in parallel with the aging of
the population [40]. Polypharmacy is a risk factor for frailty and falls, so it is not surprising
that in frail older people the increased risk is so high [41].

Although polypharmacy is not synonymous with inappropriate prescription, the two
concepts are strongly associated. However, the incorporation of incentives for prescriptions
and a greater awareness about the potential harms of polypharmacy among prescribers
could improve this situation [42].

Our sample showed high functionality for independence in basic and instrumental
activities of daily living. However, physical performance outcomes according to the
SPPB scale were not as positive, with a mean score of 8 out of 12 points. We did not
observe differences between fallers and non-fallers in the SPPB score, although the literature
indicates that the SPPB score is related to falls in older people [30]. This aspect may be
influenced by functional independence and other factors such as level of education, female
sex, or quality of life, which could minimize this risk [43].

Scientific evidence highlights the need to screen for frailty [44], especially in the context
of those with a higher risk of falling. However, comprehensive assessments are not feasible
in daily clinical practice due to lack of time or limited knowledge of the instruments [45]. A
well-designed CGA with adequate instruments can generate health benefits in older people,
helping to reduce falls and frailty, improving mental health outcomes, and increasing
quality of life [46]. Knowing whether existing tools included in the CGA could serve to
screen frail people for risk of falls would enable more complete subsequent assessments in
vulnerable people [47].

In community-dwelling older adults, prevalence rates for FoF vary from 21.0% to
85.0% among fallers and 33.0% to 46.0% among those with no history of falls. FoF can be
viewed as a protective reaction because it encourages an individual to be more aware of
their surroundings. On the other hand, it can affect a person’s physical and psychosocial
well-being when it is unreasonable and overstated because it causes them to restrict or avoid
activities. FoF has been associated with a number of adverse outcomes, including a decrease
in functionality and social interactions, increased risk of depression, poor health-related
quality of life, and all-cause death [48].

Our results indicate that FoF is associated with a higher risk of falling in community-
dwelling frail and pre-frail older people. A score of 20 points or more on the FES-I scale is
indicative of a three-fold risk of falling in this population, signaling the need for specific
prevention strategies [49].

A recent systematic review of longitudinal and cross-sectional studies concluded
that FoF and frailty are related in older persons who live in their communities. The
understanding of this link is crucial for clinical practice because it helps health professionals
create early frailty screening methods and strategies for treatment, prevention, and health
promotion. Additionally, it can support health education and prevention initiatives targeted
at lowering FoF and, as a result, the onset of frailty and its detrimental effects [37].

The literature differentiates between risk factors for falls and for recurrent falls; we
analyzed the possible factors associated with recurrent falls [37,49,50]. In our cohort,
polypharmacy, SPPB score of 8 points or less, and FES-I of 20 points or more indicate
increased risk. Other authors have reported that people with an SPPB score under 8 points
have a higher risk of developing FoF in the following two years [43]. This could explain
the relationship between the SPPB and the FES-I in recurrent fallers. The SPPB is a quick
and easy-to-use tool in the primary care setting [51], so it could be used together with the
self-reported FES-I scale to identify frail people at risk of falls in this setting. The risk for a
new fall in recurrent fallers is therefore increased [52], and the risks detected are similar
to those found in the frail older population [18]. The presence of polypharmacy makes
sense in frail patients with recurrent falls, who also show worse physical performance, as
assessed with SPPB. A CGA would be the most appropriate screening tool in this situation,
given the concurrence of physical maladies (as indicated by polypharmacy), functional
performance (SPPB), and psychological well-being (fear of falls, assessed with FES-I).
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Despite the evidence on the positive health outcomes resulting from CGAs in frail,
community-dwelling [53], and hospital populations [54], there is a great need to carry
out longitudinal studies on the effects of performing a CGA in the general population of
community-dwelling older people [55]. However, the heterogeneity of the included assess-
ment tools makes it difficult to compare and analyze the effectiveness of the interventions
carried out in the community, regardless of the population to which they are applied [55].

Limitations

The study’s cross-sectional design precludes any causal analysis of risk factors. It was
not possible to analyze the influence of some of individual risk factors due to the lack of
disaggregated data. Moreover, the descriptions of falling were based on self-report, so it
was not possible to contrast these with an objective observation in order to determine the
cause of the fall.

5. Conclusions

The prevalence of falls in community-dwelling frail and pre-frail old people was 54.9%.
A cutoff of 20 points on the FES-I scale, assessing fear of falling, was predictive of increased
risk of falling in this population. In addition, polypharmacy, an SPPB score of 8 points or
less, and an FES-I score of 20 points or more were predictive of recurrent falling. Screening
frail and pre-frail people for fall risk is possible using the assessment instruments included
in the CGA.
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