
Our study is limited by lack of generalisability—
there was relative under-recruitment of participants
from the community, and recruitment was from a spe-
cific population in a single centre. A further limitation
is that effective single blinding was feasible for only the
primary outcome measure (number of participants
who fell) and the secondary outcome measures of
number of falls and time to first fall.

Practical implications and conclusion
The recommendations for fall prevention within the
national service framework for older people are
broadly similar to a guideline issued in 2001 by a joint
panel of the American Geriatrics Society, British Geri-
atrics Society, and American Academy of Orthopaedic
Surgeons.11 Implementation of these recommenda-
tions will have considerable resource implications for
the NHS in the United Kingdom. It seems appropriate,
particularly in areas where effective services for falls do
not yet exist, to target scarce resources where benefit is
proved. Research data support multifactorial interven-
tion in cognitively normal older people living in the
community with risk factors for falls and those who
present to the accident and emergency department
after a fall.7 8 Several studies also support the use of
exercise as a single intervention in cognitively normal
older people living in the community.12 13 Although
one randomised controlled trial of multifactorial inter-
vention showed a reduction in recurrent falls in
residents of nursing homes, most studies in this setting
have been unable to prevent falls.5 10 14

Our study suggests that multifactorial intervention
after a fall is less effective in patients with cognitive
impairment and dementia than in cognitively normal
older people. Limited resources may be used more
effectively if targeted towards cognitively normal older
people who fall. However, as older people with cogni-
tive impairment and dementia are at particularly high
risk of falls and their associated morbidity, it is impor-
tant that prevention of falls remains a research priority
in this patient group. Further work is required in
patients with cognitive impairment and dementia who
fall to determine optimal delivery of interventions and
to identify the most important modifiable risk factors.
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What is already known on this topic

Multifactorial intervention prevents falls in
cognitively normal older people living in the
community and in those who present to the
accident and emergency department after a fall

Fall prevention strategies have not been tested by
controlled trials in patients with cognitive
impairment and dementia who fall

What this study adds

No benefit was shown from multifactorial
assessment and intervention after a fall in patients
with cognitive impairment and dementia
presenting to the accident and emergency
department

The intervention was less effective in these patients
than in cognitively normal older people

Corrections and clarifications

Minerva
“Stibogluconate, which is used to treat cutaneous
leishmaniasis of the new world, is not an arsenic
based compound, as stated in the text
accompanying the Minerva picture on p 1122 in
the issue of 9 November; it is an antimony based
compound.”

Making progress with competing interests
We published an incorrect URL in this editorial by
Richard Smith (14 December, pp 1375-6). The
correct URL for the statement of competing
interests of BMJ editors, editorial board, and group
executive is http://bmj.com/aboutsite/
competing_interests.shtml.

Faltering steps towards partnerships
In this article by Gavin Yamey (23 November,
pp 1236-40) the initial of the author cited in
reference 15 is J [not R].
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