PRISMA 2009 Checklist
	Section/topic 
	#
	Checklist item 
	Reported section titles

	TITLE 
	

	Title 
	1
	Identify the report as a systematic review, meta-analysis, or both. 
	Yes: Title

	ABSTRACT 
	

	Structured summary 
	2
	Provide a structured summary including, as applicable: background; objectives; data sources; study eligibility criteria, participants, and interventions; study appraisal and synthesis methods; results; limitations; conclusions and implications of key findings; systematic review registration number. 
	Yes: Abstract

	INTRODUCTION 
	

	Rationale 
	3
	Describe the rationale for the review in the context of what is already known. 
	Yes: Background

	Objectives 
	4
	Provide an explicit statement of questions being addressed with reference to participants, interventions, comparisons, outcomes, and study design (PICOS). 
	Yes: Aim and objectives

	METHODS 
	

	Protocol and registration 
	5
	Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if available, provide registration information including registration number. 
	Yes: Methods

	Eligibility criteria 
	6
	Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., years considered, language, publication status) used as criteria for eligibility, giving rationale. 
	Yes: Search strategy and selection criteria (SSSC)

	Information sources 
	7
	Describe all information sources (e.g., databases with dates of coverage, contact with study authors to identify additional studies) in the search and date last searched. 
	Yes: SSSC

	Search 
	8
	Present full electronic search strategy for at least one database, including any limits used, such that it could be repeated. 
	Yes: Supplementary material (SM)

	Study selection 
	9
	State the process for selecting studies (i.e., screening, eligibility, included in systematic review, and, if applicable, included in the meta-analysis). 
	Yes: SSSC

	Data collection process 
	10
	Describe method of data extraction from reports (e.g., piloted forms, independently, in duplicate) and any processes for obtaining and confirming data from investigators. 
	Yes: Data extraction and synthesis (DES)

	Data items 
	11
	List and define all variables for which data were sought (e.g., PICOS, funding sources) and any assumptions and simplifications made. 
	Yes: DES

	Risk of bias in individual studies 
	12
	Describe methods used for assessing risk of bias of individual studies (including specification of whether this was done at the study or outcome level), and how this information is to be used in any data synthesis. 
	Yes: AMSTAR checklist in SM

	Summary measures 
	13
	State the principal summary measures (e.g., risk ratio, difference in means). 
	Yes: DES

	Synthesis of results 
	14
	Describe the methods of handling data and combining results of studies, if done, including measures of consistency (e.g., I2) for each meta-analysis. 
	Yes: DES

	Risk of bias across studies 
	15
	Specify any assessment of risk of bias that may affect the cumulative evidence (e.g., publication bias, selective reporting within studies). 
Note: Risk of bias in systematic overview may occur if its search strategy and selection criteria are not comprehensive. 
	Yes: SSSC

	Additional analyses 
	16
	Describe methods of additional analyses (e.g., sensitivity or subgroup analyses, meta-regression), if done, indicating which were pre-specified. 
	Yes: Critical appraisal of previous systematic review methodology; Commissioning recommendation by this systematic overview

	RESULTS 
	

	Study selection 
	17
	Give numbers of studies screened, assessed for eligibility, and included in the review, with reasons for exclusions at each stage, ideally with a flow diagram. 
	Yes: Systematic overview search results (SOSS)

	Study characteristics 
	18
	For each study, present characteristics for which data were extracted (e.g., study size, PICOS, follow-up period) and provide the citations. 
	Yes: Table 2

	Risk of bias within studies 
	19
	Present data on risk of bias of each study and, if available, any outcome level assessment (see item 12). 
	Yes: Table D for AMSTAR scores

	Results of individual studies 
	20
	For all outcomes considered (benefits or harms), present, for each study: (a) simple summary data for each intervention group (b) effect estimates and confidence intervals, ideally with a forest plot. 
	Yes: Tables 2-5

	Synthesis of results 
	21
	Present results of each meta-analysis done, including confidence intervals and measures of consistency. 
	Yes: Table 6 for subset of primary evaluations included in systematic reviews

	Risk of bias across studies 
	22
	Present results of any assessment of risk of bias across studies (see Item 15). 
	Yes: SOSS; the systematic overview identified systematic reviews of different publication types

	Additional analysis 
	23
	Give results of additional analyses, if done (e.g., sensitivity or subgroup analyses, meta-regression [see Item 16]). 
	Yes: Table 6

	DISCUSSION 
	

	Summary of evidence 
	24
	Summarize the main findings including the strength of evidence for each main outcome; consider their relevance to key groups (e.g., healthcare providers, users, and policy makers). 
	Yes: Table 6; Critical appraisal of previous systematic review methodology (CAP)

	Limitations 
	25
	Discuss limitations at study and outcome level (e.g., risk of bias), and at review-level (e.g., incomplete retrieval of identified research, reporting bias). 
	Yes: CAP

	Conclusions 
	26
	Provide a general interpretation of the results in the context of other evidence, and implications for future research. 
	Yes: Discussion

	FUNDING 
	

	Funding 
	27
	Describe sources of funding for the systematic review and other support (e.g., supply of data); role of funders for the systematic review. 
	Declaration of sources of funding
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Medline Search Strategy
	Table A Search strategy on Medline for economic evaluations of falls prevention interventions

	Medline (Epub Ahead of Print, In-Process & Other Non-Indexed Citations, Ovid MEDLINE(R) Daily and Ovid MEDLINE(R)) – run on 7th January 2021

	Theme
	Type
	Ref
	Search Term

	Falls
	Free text1
	1
	(fall or falls or falling or faller* or fallen or fell or slip* or trip* or stumbl*).ti,ab.

	
	MeSH
	2
	exp Accidental falls/

	
	
	3
	1 or 2

	Elderly and frailty
	Free text1
	4
	(old or older or senior* or elder* or aged or geriatric* or frail* or pensioner).ti,ab.

	
	MeSH
	5
	exp Aged/ or Frailty/

	
	
	6
	4 or 5

	Economic evaluation
	Free text1
	7
	(economic or decision or Markov or cost-effectiveness or cost-utility or cost-benefit or cost or budget or expenditure or pric* or ROI).ti,ab.

	
	MeSH
	8
	exp Models, economic/ or exp Economics/ or exp Economics, medical/ or exp Economics, nursing/ or exp Economics, pharmaceutical/ or exp Decision trees/ or exp Cost-benefit analysis/ or exp Costs and cost analysis/ or exp Budgets/

	
	
	9
	7 or 8

	
	
	10
	3 AND 6 AND 9

	Exclusions
	
	11
	Limit to Humans

	
	
	12
	(news or comment or editorial or letter or case reports).pt. or case report.ti.

	
	
	13
	11 NOT 12

	
	
	14
	Limit 13 to English

	
	
	15
	Limit 14 to 1st January 2003 – 31st December 2020

	1 Covering title and abstract. MeSH: medical subject heading







Primary economic evaluations identified by previous systematic reviews
	Table B Primary economic evaluations of community-based falls prevention interventions included in previous systematic reviews.

	#
	Economic evaluation
	Systematic review1
	Target population
	Type of analysis
	Perspective
	Time horizon (Model type)
	Intervention
	Comparator

	Single-vehicle evaluations (SVEs) (e.g., alongside randomised controlled trial)

	1
	Campbell (2005) (1)
	Davis; PHE; Olij
	New Zealand CD adults aged 75+ with severe visual impairment
	CEA
	Societal
	1 year
	Home assessment and modification (HAM)2
	Usual care 

	2
	Cockayne (2017) (2)
	Olij
	UK and Ireland CD adults aged 65+ with fall in past year, hospitalised fall in past two years or FoF
	CUA
	PS; Societal
	1 year
	Multiple-component podiatry
	Usual care

	3
	Davis (2011) (3)
	DJ; Olij; Winser
	Canadian CD adults aged 65 to 75 
	CEA; CUA
	PS
	1 year
	Once-weekly resistance training; twice-weekly resistance training
	Twice-weekly resistance training with tone classes

	4
	Davis (2011b) (4)
	Winser
	Canadian CD adults aged 65 to 75: follow-up study to Davis (2011)
	CUA
	PS
	1 year
	(In preceding trial) Once-weekly resistance training; twice-weekly resistance training
	Twice-weekly balance and tone classes

	5
	Farag (2015) (5)
	Olij
	Australian CD adults aged 60+ recently discharged from hospital
	CEA; CUA
	PS
	1 year
	Home exercise
	Usual care

	6
	Farag (2016) (6)
	PHE
	Australian CD Parkinson’s disease patients, aged 40+
	CEA; CUA
	PS
	6 months
	Minimally supervised exercise
	Usual care

	7
	Fletcher (2012) (7)
	PHE
	UK Parkinson’s disease patients (mean age 71) with 2+ falls in past 12 months
	CUA
	PS
	20 weeks
	Group and home exercise
	Usual care

	8
	Hendriks (2008) (8)
	DJ; PHE; Olij; Winser
	Dutch CD adults aged 65+ who experienced a fall requiring A&E/GP attention
	CEA; CUA
	Societal
	1 year
	Multifactorial risk assessment (MRA)
	Usual care

	9
	Irvine (2010) (9)
	DJ; PHE; Olij; Winser
	UK CD adults aged 70+ screened as high falls risk by GPs
	CEA
	PS
	1 year
	Multifactorial int.
	Usual care

	10
	Isaranuwatchai (2017) (10)
	Huter; Winser
	Canadian CD adults aged 75+ screened as high falls risk
	CEA
	Societal
	6 months
	Multifactorial int.
	Usual care

	11
	Jenkyn (2012) (11)
	DJ; PHE; Olij
	Canadian CD older veterans screened as high falls risk by postal questionnaire
	CEA
	Societal
	1 year
	MRA
	Usual care

	12
	Kenkre (2002) (12)
	DJ
	UK CD adults aged 65+
	ROI
	PS
	1 year
	Falls prevention education
	Usual care

	13
	Li (2015) (13)
	PHE
	US CD mild-to-moderate Parkinson’s disease patients aged 40-85
	CEA; CUA
	Societal
	9 months
	Tai Chi
	Resistance exercise; Stretching

	14
	Patil (2016) (14)
	PHE; Olij
	Finnish CD women aged 70-80 who have fallen at least once in past year and low physical activity
	CEA
	Societal
	2 years
	Exercise and Vit. D; Exercise alone; Vit. D alone
	Usual care

	15
	Peeters (2011) (15)
	PHE; Olij
	Dutch CD and RC adults aged 65+ screened as high falls risk by questionnaire
	CEA; CUA
	Societal
	1 year
	Multifactorial int.
	Usual care

	16
	Polinder (2016) (16)
	PHE
	Dutch CD adults aged 65+ who visited A&E after a fall and use fall-risk-increasing medications
	CUA
	Societal
	1 year
	Med. modification
	Usual care

	17
	Rizzo (1996) (17)
	RCN; Davis; Olij
	UK CD and RC adults aged 60+ who have fallen and called an ambulance but did not require A&E
	CEA; CUA
	PS; Societal
	1 year
	MRA
	Usual care

	18
	Robertson (2001a) (18)
	RCN; Davis; DJ; Olij
	New Zealand CD adults aged 75+
	CEA
	PS3
	1 year
	Home exercise (delivered by nurse home visits)
	Usual care

	19
	Robertson (2001b) (19)
	RCN; Davis; DJ; Olij
	New Zealand CD adults aged 80+
	CEA
	PS
	1 year
	Centre-based exercise
	Usual care

	20
	Robertson (2001c) (20)
	Davis; DJ; Olij
	New Zealand CD women aged 80+
	CEA
	PS3
	2 years
	Home exercise (individually tailored)
	Usual care

	21
	Sach (2012) (21)
	PHE
	UK CD and RC adults aged 60+ who have fallen and called ambulance but do not need A&E/inpatient stay
	CEA; CUA
	PS; Societal
	1 year
	Referral to community-based multifactorial intervention following NICE guideline by ambulance paramedics
	Usual care

	22
	Salkeld (2000) (22)
	RCN; Davis; DJ; Olij
	Australian CD adults aged 65+ recruited mostly from inpatient setting
	CEA
	Societal
	1 year 
	HAM delivered by occupational therapist
	Usual care

	23
	Timonen (2008) (23)
	Winser
	Finnish CD women aged 75+ with mobility and balance issues admitted for acute illness to primary care
	ROI
	PS
	1 year
	Group-based exercise program
	Usual care

	Decision models

	1
	Albert (2016) (24)
	PHE
	US CD adults aged 50+ (mean age 75.5)
	CUA
	PS
	1 year (DT)
	Multifactorial int.
	Usual care

	2
	Beard (2006) (25)
	Davis; PHE
	Australian CD adults aged 60+
	ROI; CBA
	PS; Societal
	5 years (Binary4)
	Multiple-component (intersectoral) int.
	Usual care

	3
	Carande-Kulis (2015) (26) 
	DJ; PHE
	US CD adults aged 65+
	ROI
	US healthcare5
	1 year (Binary)
	Exercise (2 forms); Multiple-component int. (Stepping On)
	Usual care

	4
	Church (2011) (27)
	DJ; PHE; Olij
	Australian CD and RC adults aged 65+
	CEA; CUA
	PS
	10 years (Markov cohort)
	Exercise (3 forms); Stepping On; Multifactorial int.; MRA; Exp. cataract surgery; Med. modification; Cardiac pacing
	Usual care

	5
	Church (2012) (28)
	DJ; PHE; Olij
	US CD adults aged 65+
	CEA; CUA
	PS
	Lifetime (Markov cohort)
	Exercise (4 forms); Multiple-component int.; Multifactorial int. (2 forms); MRA; HAM; Exp. cataract surgery; Med. modification; Cardiac pacing
	Usual care; Comparison between int.

	6
	Day (2009) (29)
	DJ
	Australian CD adults aged 50+ (age and characteristics differ by intervention type)6
	CEA
	PS
	1 year (DT)
	Exercise (2 forms); HAM; Multifactorial int.; Med. modification; Cardiac pacing
	Usual care

	7
	Farag (2015b) (30)
	DJ; PHE; Olij
	Australian CD adults aged 65+ without falls history
	CUA
	PS
	Lifetime (Markov cohort)
	Non-specific intervention
	Usual care

	8
	Frick (2010) (31)
	DJ; PHE; Olij
	US CD adults aged 65+
	CUA
	PS
	1 year (Binary)
	Exercise (2 forms); HAM; Multifactorial int. (2 forms); Med. modification; Vit. D
	Comparison between int.

	9
	Hektoen (2009) (32)
	DJ; PHE
	Norwegian CD women aged 80+
	CEA
	Societal
	1 year (Binary)
	Exercise
	Usual care

	10
	Johansson (2008) (33)
	DJ
	Swedish CD adults aged 65+
	CUA
	Societal
	Lifetime (Markov cohort)
	Multiple-component (intersectoral) int.
	Usual care

	11
	Lee (2013) (34)
	Olij
	US CD adults aged 65-80 without falls history
	CBA
	PS
	3 years (DT + Markov cohort)
	Targeted Vit. D; Universal Vit. D
	Usual care; Comparison between int.

	12
	Ling (2008) (35)
	DJ
	US CD adults aged 65+ with falls history or other risk factors
	ROI
	US healthcare5
	1 year (Binary)
	HAM
	Usual care

	13
	McLean (2015) (36)
	PHE; Olij; Huter; Winser
	Australian CD adults aged 70+
	CEA; CUA
	PS
	18 months (DT)
	Exercise
	Usual care

	14
	Mori (2017) (37)
	Olij
	US CD women aged 65+ without previous osteoporotic fracture
	CUA
	Societal
	Lifetime (DT + Markov patient)
	Exercise (alone or with bisphosphonate)
	Comparison between int.

	15
	OMAS (2008) (38)
	DJ
	Canadian CD adults aged 65+
	CEA; ROI
	PS
	Lifetime (Markov cohort)
	Exercise; HAM; Vit. D and calcium; Med. modification; gait-stabilizing device
	Usual care

	16
	Pega (2016) (39)
	PHE; Olij
	New Zealand CD adults aged 65+
	CUA
	PS
	Lifetime (Markov cohort)
	HAM
	Usual care

	17
	Poole (2015) (40)
	Olij
	UK CD adults aged 60+
	CUA; ROI
	PS
	5 years (Markov cohort)
	Vit. D
	Usual care

	18
	Sach (2007) (41)7
	Davis; Olij
	UK women aged 70+ with bilateral cataracts
	CEA; CUA
	PS; Societal
	Lifetime extrapolation (Binary)
	Exp. cataract surgery (first eye)
	Routine cataract surgery

	19
	Smith (1998) (42)
	RCN; Davis; Olij
	Australian CD adults aged 75+
	CEA
	PS
	10 years (DT + Markov cohort)
	HAM
	Usual care

	20
	van der Velde (2008) (43)
	PHE
	Dutch CD geriatric outpatient population with falls history (mean age 78)
	CEA
	PS
	1 year (Binary)
	Med. modification
	Usual care

	21
	Wu (2010) (44)
	PHE
	US CD Medicare beneficiaries aged 65+ with falls history
	CEA; ROI
	PS; Societal
	1 year (Binary)
	Multifactorial int.
	Usual care

	Abbreviations: CB: community-based; CBA: cost-benefit analysis; CEA: cost-effectiveness analysis; CUA: cost-utility analysis; DJ: Dubas-Jakobczyk; DT: decision tree; FoF: fear of falling; HAM: home assessment and modification; Int.: intervention; Med.: medication; MRA: multifactorial risk assessment without tailored treatments; NICE: National Institute for Health and Care Excellence; OMAS: Ontario Medical Advisory Secretariat; PHE: Public Health England; PS: public sector; RC: residential care; RCN: Royal College of Nursing; RCT: randomized controlled trial; ROI: return on investment; Vit. D: vitamin D supplementation
1 References for systematic reviews: RCN (45); Davis (46); DJ (47); PHE (48); Olij (49); Huter (50); Winser (51)
2 The study also included exercise and exercise and HAM, but economic evaluation was conducted only on HAM.
3 The study classified itself as a societal analysis but contained no societal resource/cost items.
4 Binary decision models include two scenarios, with and without intervention, and no time-based cycles or probability trees.
5 These US-based studies did not specify public Medicare/Medicaid as the main payer. The payers would hence include private health insurances and patients.
6 Cardiac pacing targeted population aged 50+ due to their high falls risk. Other interventions targeted populations aged 65+.
7 This study was included as a decision model because it extrapolated the results of a trial over a lifetime horizon.  





Quality assessment checklists used by previous systematic reviews
	Table C Items contained in checklists used for quality assessment of economic evaluations included in systematic reviews.

	
	Drummond checklist (52)
	QHES checklist (53)
	NICE checklist (adapted) (54) 
	CHEC checklist (adapted) (55)

	Review
	Davis review (46); DJ review (47)
	Davis review (46); Winser review (51)
	PHE review (48)
	Olij review (49)

	Item #
	10
	15 (Davis); 16 (Winser)
	19
	20

	Item score
	(DJ review) Yes [1]; No [0]; Unclear [0]; N/A [1]
	Yes; No [Points per item]
	Yes; No; Partly; Unclear; N/A
	Yes [1]; Suboptimal [0.5]; No [0]; N/A

	Overall score/grade
	10
(DJ review) ‘Good’ if 9-10; ‘Moderate’ if 6-8; ‘Poor’ if 0-5
	99 (Davis); 100 (Winser)
‘Good’ if total score +75%
	Applicability: directly; partially; not
Limitations: minor; potentially serious; very serious
	20 converted to %

	Items
	(1) Well-defined research question
	(1) Study objectives clearly presented [7 points]
	(1) Relevant study population for topic
	(1) Study population clearly described

	
	(2) Comprehensive description of alternatives
	(2) Select perspective reasonably [4]
	(2) Appropriate interventions for topic
	(2) Competing alternatives clearly described

	
	(3) Well-estimated effectiveness
	(3) Best source for input estimates [8]
	(3) Relevant to UK context
	(3) Well-defined research question posed in answerable form

	
	(4) All relevant costs and effects identified
	(4) Subgroups prespecified at start of study [1] 
	(4) Perspective clearly stated
	(4) Appropriate economic study design for stated objective

	
	(5) All relevant costs and effects measured accurately
	(5) Sensitivity analysis conducted to assess uncertainty & assumptions [9]
	(5) All direct health and other effects included 
	(5) Model structural assumptions and validity properly reported

	
	(6) All relevant costs and effects valued credibly
	(6) Appropriate incremental analysis conducted [6]
	(6) Appropriate discounting of future costs and outcomes
	(6) Appropriate time horizon for costs and consequences

	
	(7) Account for differential timing of costs and effects
	(7) Methods for data use/abstraction clearly stated [5]
	(7) Value health effects in QALYs
	(7) Appropriate perspective

	
	(8) Appropriate incremental analysis conducted
	(8) Appropriate time horizon and discounting [7]
	(8) Non-health costs/outcomes appropriately measured/valued
	(8) All important and relevant costs for alternatives identified

	
	(9) Allowance for uncertainty
	(9) Appropriate cost measurement and unit costs described [8]
	(9) Valid model structure for topic
	(9) All costs measured in physical units

	
	(10) Include all issues for evaluation users in results and discussion
	(10) Primary outcome measures clearly stated with justification [6]
	(10) Appropriate time horizon for costs and outcomes
	(10) All costs valued appropriately

	
	
	(11) Valid health outcome measures used [7]
	(11) All relevant outcomes included
	(11) All important and relevant outcomes for alternatives identified

	
	
	(12) Model structure clearly presented [8]
	(12) Baseline health outcome estimates from best available source
	(12) All outcomes measured appropriately

	
	
	(13) Main model assumptions and limitations of model justified [7]
	(13) Effectiveness estimates from best available source
	(13) CUA/CBA outcomes valued appropriately 

	
	
	(14) Discuss direction and magnitude of potential biases [6]
	(14) All important and relevant costs included
	(14) Conduct appropriate incremental analysis

	
	
	(15) State recommendations and conclusions based on results [8]
	(15) Resource use estimates from best available source
	(15) Discount all future costs and outcomes appropriately

	
	
	(16) Disclose source of funding [3]
	(16) Unit cost estimates from best available source
	(16) Uncertain variable values subjected to sensitivity analysis

	
	
	
	(17) Present appropriate incremental analysis
	(17) Conclusions that follow data

	
	
	
	(18) Conduct sensitivity analysis
	(18) Discuss generalizability of results to other settings/patients

	
	
	
	(19) Report potential conflict of interest
	(19) Report potential conflict of interest

	
	
	
	
	(20) Discuss ethical and distributional issues

	Abbreviation: CBA: cost-benefit analysis; CHEC: Consensus on Health Economic Criteria; CUA: cost-utility analysis; NICE: National Institute for Health and Care Excellence; QALY: quality-adjusted life-year; QHES: Quality of Health Economics Studies







Reporting and methodological quality of systematic reviews
	Table D AMSTAR checklist for reporting and methodological quality of systematic reviews (56).

	Checklist item
	Systematic review

	
	RCN (45)
	Davis (46)
	DJ (47)
	PHE (48)
	Olij (49)
	Huter (50)
	Winser (51)

	(1) Was an ‘a priori’ design provided?
	Yes
	Yes
	Yes
	Yes
	Yes
	No
	Yes

	(2) Was there duplicate study selection and data extraction?
	No
	Yes
	Yes
	No
	Yes
	Yes
	Yes

	(3) Was a comprehensive literature search performed?
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	(4) Was the status of publication (i.e. grey literature) used as an inclusion criterion?1
	No
	No
	Yes
	Yes
	No
	Yes
	No

	(5) Was a list of studies (included and excluded) provided?2
	Yes
	No
	No
	Yes
	No
	No
	No

	(6) Were the characteristics of the included studies provided?
	Yes
	Yes
	Yes
	Yes
	Yes
	No
	Yes

	(7) Was the scientific quality of the included studies assessed and documented?3
	No
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	(8) Was the scientific quality of the included studies used appropriately in formulating conclusions
	No
	No
	No4
	No5
	No
	Yes
	No

	(9) Were the methods used to combine the findings of studies appropriate?6
	Yes*
	Yes
	Yes*
	Yes
	Yes*
	Yes*
	Yes

	(10) Was the likelihood of publication bias assessed?
	No
	No
	No
	No7
	No7
	No
	No

	(11) Was the conflict of interest stated?
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Total number of ‘Yes’ or ‘Yes*’
	6
	7
	8
	8
	7
	7
	7

	Abbreviation: AMSTAR: Assessment of multiple systematic reviews 
* Only partially
1 Checklist mentions that articles should be included regardless of publication type. Hence reviews that excluded grey literature are given ‘No’.
2 All reviews reported the list of included studies. Hence only those providing the list of excluded studies as well were given ‘Yes’.
3 ‘Yes’ if any quality checklist applied and/or narrative synthesis of methodological features conducted.
4 Evaluation outcomes were grouped by categories of methodological quality of individual studies: ‘Good’, ‘Moderate’ and ‘Poor’ based on Drummond checklist score (see Table C above). But the study did not formulate conclusions based on the outcomes and methodological quality categories. 
5 Listed several methodological caveats per study but did not discuss use these in formulating conclusions.
6 ‘Yes*’ if only cost-per-unit ratios used to report and compare evaluation results; ‘Yes’ if aggregate cost and health outcomes (e.g., total intervention cost and total number of falls prevented) also reported.
7 Mentioned lack of publication bias assessment as a review limitation.
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