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Subclinical Peroneal Neuropathy: A Common, Unrecog-
nized, and Preventable Finding Associated With a Recent 
History of Falling in Hospitalized Patients

ABSTRACT
PURPOSE Identification of modifiable risk factors for falling is paramount in reduc-
ing the incidence and morbidity of falling. Peroneal neuropathy with an overt foot 
drop is a known risk factor for falling, but research into subclinical peroneal neu-
ropathy (SCPN) resulting from compression at the fibular head is lacking. The pur-
pose of our study was to determine the prevalence of SCPN in hospitalized patients 
and establish whether it is associated with a recent history of falling.

METHODS We conducted a cross-sectional study of 100 medical inpatients at a 
large academic tertiary care hospital in St Louis, Missouri. General medical inpa-
tients deemed at moderate to high risk for falling were enrolled in the summer 
of 2013. Patients were examined for findings that suggest peroneal neuropathy, 
fall risk, and a history of falling. Multivariate logistic regression was used to cor-
relate SCPN with fall risk and a history of falls in the past year.

RESULTS The mean patient age was 53 years (SD = 13 years), and 59 patients 
(59%) were female. Thirty-one patients had examination findings consistent with 
SCPN. After accounting for various confounding variables within a multivariate 
logistic regression model, patients with SCPN were 4.7 times (95% CI, 1.4-15.9) 
more likely to report having fallen 1 or more times in the past year.

CONCLUSIONS Subclinical peroneal neuropathy is common in medical inpatients 
and is associated with a recent history of falling. Preventing or identifying SCPN 
in hospitalized patients provides an opportunity to modify activity and therapy, 
potentially reducing risk.

Ann Fam Med 2016;14:526-533. doi: 10.1370/afm.1973.

INTRODUCTION

Approximately 1 million hospitalized patients in the United States 
fall annually, causing significant morbidity1,2 and leading to long-
term care facility admission for many elderly patients.3 Although 

foot drop associated with overt peroneal neuropathy is a known risk factor 
for falls, subclinical peroneal neuropathy (SCPN) is not.4-6 Identification of 
modifiable risk factors for falling is paramount to reducing fall incidence. 
SCPN is a preventable and treatable condition that may place hospitalized 
or recently hospitalized patients at increased risk for falling.

Overt peroneal neuropathy is characterized by inability to flex the foot 
in a dorsal direction as a result of muscle weakness and is associated with 
the characteristic steppage gate commonly referred to as foot drop. In con-
trast, SCPN caused by compression at the fibular head is subtle and may be 
easily missed during routine physical examination.5,7,8 Subjective symptoms 
of SCPN include discomfort at the lateral knee, pain along the anterolateral 
leg (shin splints), sensory loss on the dorsal foot, or a propensity to stub the 
toe.5,9 Unlike overt peroneal neuropathy, patients with SCPN exhibit mild 
weakness of dorsiflexion/eversion that may be missed on standard strength 
examination. Although not done routinely, screening for peroneal neuropa-
thy consists of a focused patient history and a simple physical examination, 
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including the Tinel test and strength testing of dorsi-
flexion, eversion, and plantar flexion.10,11 Collectively, 
these tests can be performed in less than 1 minute.

The prevalence of SCPN caused by compression 
at the fibular head and its association with falling has 
not previously been studied. We hypothesize SCPN 
involves weakness of dorsiflexion not severe enough to 
cause foot drop that predisposes patients to experience 
frequent trips and falls. The purpose of this study is 
to determine the prevalence of SCPN in hospitalized 
adults and examine its association with falling.

METHODS
Our cross-sectional study was designed to evaluate 
the prevalence of SCPN in hospitalized patients and 
its association with falls. Peroneal neuropathy was 
evaluated based on physical examination by 4 trained 
research personnel during each patient’s hospital stay. 
Falls were determined by patients’ self-report of having 
1 or more falls during the past year. We also evaluated 
a secondary association between SCPN and a high 
score for a risk of falling on the Activities-specific Bal-
ance Confidence Scale (ABC) Scale.12

Patients
The study population consisted of adult inpatients at 
a single large academic hospital on 4 general medicine 
wards. These floors did not include patients admitted 
to the oncology, cardiology, neurology, psychiatry, 
physical medicine and rehabilitation, or surgery ser-
vices. All consecutively admitted patients aged 18 to 
70 years, who were English speaking, able to follow 
verbal commands, ambulatory, and deemed at moder-
ate or high risk for falling, were eligible for inclusion.

Risk of falling was assessed using the Johns Hop-
kins Fall Risk Assessment score13,14; a score of less than 
6 is considered low risk, 6 to 13 is considered moderate 
risk, and greater than 13 is considered high risk.13-15 
Patients were eligible for inclusion in this study if their 
risk score on admission was 6 or greater. Patients were 
excluded if they had a diagnosis of dementia, could 
not clearly remember the past year, could not sit on 
the edge of the bed, or were unable to participate in a 
verbal evaluation.

All patients signed an informed consent document. 
This study was reviewed and approved by the Human 
Research Protection Office at Washington University 
School of Medicine, St Louis, Missouri (#201301032).

Patient Evaluation
To minimize measurement bias, physical examination 
was performed by a minimum of 3 independent exam-
iners blinded to each other’s results before taking a 

patient’s history and explaining the importance of the 
tests to patients. For consistency, all tests were per-
formed with the patients sitting upright on the edge of 
the bed or in a bedside chair. 

Physical Examination
Peroneal nerve entrapment caused by compression 
at the fibular head was assessed by asking about 
pain at the fibular head, by using the Tinel sign,16,17 
and by manual muscle force testing. Highly reliable 
(κ = 0.79),18 the Tinel test was deemed positive if 2 or 
more examiners obtained a positive result. This test, 
which is moderately sensitive and highly specific for 
nerve entrapment,8,19 involves provoking the nerve at 
known points of entrapment, looking for tingling or 
pain radiating into the dorsal foot. Findings are either 
present or absent. For the common peroneal nerve, the 
entrapment site is at the fibular neck.

Manual muscle force testing was performed for 
ankle dorsiflexion and eversion using the Medical 
Research Council (MRC) grading system.20 MRC 
strength for each movement (dorsiflexion, eversion, 
inversion, plantar flexion) was determined by taking 
the most common score (usually MRC 4 or 5). A pilot 
study indicated that interrater agreement was strong 
among the 3 examiners, with an intraclass correlation 
coefficient (ICC) of 0.85 (95% CI, 0.73-0.92).

We also tested strength of ankle plantar flexion 
and inversion to distinguish peroneal neuropathy from 
lumbar radiculopathy or generalized weakness. Patients 
were then categorized as having no weakness, peroneal 
weakness, or global weakness. Peroneal weakness was 
defined as weakness (MRC grade <5) in muscles inner-
vated by the peroneal nerve (dorsiflexion and ankle 
eversion). If patients were weak in muscles powered by 
both the peroneal and tibial nerve, they were classified 
as having both peroneal and global weakness.

SCPN caused by compression at the fibular head 
was determined by the number of examination findings 
(pain over the fibular head, positive Tinel sign, pero-
neal weakness); patients with 2 or more findings were 
considered to have SCPN. Overt peroneal neuropathy 
(foot drop) was diagnosed if patients exhibited a dorsi-
flexion MRC strength grade of 3 or less.

History
Findings on examination were not explained to patients 
before taking their history to minimize the potential 
for recall bias. The following information was obtained 
from patient report and chart review: a history of 
falling 1 or more times in the past year, frequent trip-
ping or near falls in the past year, vertigo, dizziness, 
vestibular disorders, other balance problems, cardio-
vascular disease, stroke, diabetes mellitus, neuropathy, 
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heavy alcohol use (more than 3 drinks at a sitting at 
least once weekly), recent major weight loss (more than 
15 pounds in 3 months), and knee or hip replacement 
surgery. All patients also completed the ABC Scale, an 
instrument that assesses a patient’s perceived risk of 
falling during daily activity.12 Each item is scored from 
0 to 100. This scale has been validated in community-
dwelling adults, and a score of 67.0 or less indicates an 
increased risk for falling.21

Statistical Analysis
Descriptive statistics and differences were computed for 
patients with and without findings of SCPN. Mean with 
standard deviation or median with range are presented 
for normally or nonnormally distributed data, respec-
tively. The χ2 test or Kruskal-Wallis H test were used 
to compare proportions or group distributions, respec-
tively. Univariate logistic regression was used to test the 
relationships between number of physical examination 
findings suggesting SCPN and self-reported history 
of falling or being at high risk for falling on the ABC 
Scale (score of less than 67.0). The effects of potential 
confounders on these associations were tested using 
multivariate logistic regression and a forward entry 
approach.22 The following potential confounders were 
selected a priori based on literature review: age, history 
of stroke, diabetes, osteoarthritis, vertigo, dizziness, bal-
ance disorder, poor vision/blindness, 
heavy alcohol use, recent major 
weight loss, peripheral neuropathy, 
and generalized (global) weakness. 
These variables were sequentially 
added to the model based on their 
magnitude of effect on the β coef-
ficients of either 1 or 2 or more 
findings on physical examination 
suggestive of peroneal neuropathy. 
This process was repeated until all 
potential confounders that changed 
the β coefficient by more than 10% 
had been added to the model. All 
analyses were performed in conjunc-
tion with an independent biostatisti-
cian using an α of .05 and SAS ver-
sion 13.2 (SAS Inc). All associations 
are presented as an odds ratio and 
95% confidence intervals.

RESULTS
Patient Characteristics
A total of 246 inpatients were 
screened during the 1-month study 
period. Of these, 126 met eligibility 

criteria and were approached for enrollment. Twenty-
six patients declined to participate, leaving 100 patients 
in the final cohort. No patients withdrew from the 
study, and there were no missing data (Figure 1). The 
median age was 57 years (interquartile range [IQR], 
45-64 years); 59 patients were female. The median hos-
pital stay at the time of assessment was 2 days (range 
1-7 days). The median Johns Hopkins Fall Risk score 
for the entire cohort was 7 (range 6-19), consistent 
with this group of patients being at moderate risk of 
falling while an inpatient. Eight patients had a Johns 
Hopkins Fall Risk Score of greater than 13, indicating 
high risk for falling while an inpatient. No patient fell 
while admitted to the hospital.

Prevalence of SCPN
Thirty-one patients had 2 or more positive findings 
on physical examination, meeting the definition for 
SCPN. Sixty-seven patients had at least 1 positive find-
ing. No patients showed overt peroneal neuropathy. 
Patients with SCPN were significantly more likely to 
have vertigo, dizziness, or a balance disorder and had 
a significantly greater median Johns Hopkins Fall Risk 
score (Table 1).

Pain at the fibular head was the most common 
physical finding, affecting 48 patients. Twenty-two 
patients exhibited a positive Tinel sign. Among 

Figure 1. Study design and patient enrollment.
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patients with 2 or more findings of SCPN, weakness of 
muscles innervated by the peroneal nerve was the most 
common finding, affecting 27 of 31 patients (87%).

Prevalence of Falling and Elevated Perceived 
Fall Risk
Forty-eight patients self-reported falling at least once 
in the past year. No falls resulted in significant injury. 
Thirty-nine patients reported frequent tripping or near 
falls in the past year, which was significantly correlated 
with falling (χ2 

1 = 6.642, P <.01). Median ABC Scale 
score was 69.4 (IQR, 46.3-90.6). Forty-nine patients 
had an ABC Scale score of less than 67.0, suggesting 
elevated fall risk. Within this patient sample at this 
cutoff, the ABC Scale score and self-reported fall his-

tory were significantly correlated (χ2
1 = 6.3014, P <.01) 

and the ABC Scale score successfully predicted 63% of 
patients who had not fallen and 63% of patients who 
had fallen.

Association of SCPN With Falling
Patients with SCPN (2 or more findings on physical 
examination) were significantly more likely to self-
report having fallen in the past year in a univariate 
logistic model (OR = 3.17; 95% CI, 1.14-8.81) (Table 2). 
After accounting for confounders, patients with SCPN 
were 4.70 times (95% CI, 1.39-15.90) more likely to 
have a self-reported falling the past year (Table 3). 
Patients with only 1 finding of SCPN were at 2.85 
times (95% CI, 0.97-8.38) more likely to report having 

fallen (P = .058). These finding sug-
gest that as the number of findings 
for SCPN increases, the association 
with falls becomes stronger.

Association of SCPN With 
Perceived Fall Risk
Patients with SCPN were signifi-
cantly more likely to have an ABC 
Scale score of less than 67.0 and 
thus be at elevated perceived risk for 
falling in their day-to-day lives in a 
univariate logistic model (OR = 4.0; 
95% CI, 1.40-11.42) (Table 2). After 
controlling for confounders within a 
multivariate model, the association 
of examination findings of SCPN 
remained similar to univariate asso-
ciations, though only marginally 
significant (Table 4).

DISCUSSION
This cross-sectional analysis identi-
fied SCPN in 31% of hospitalized 
medical patients. Patients with this 
often unrecognized disorder were 

Table 1. Characteristics of 100 Consecutively Admitted Medial 
Inpatients Aged 70 Years or Younger Deemed at Moderate to 
High Risk of Falling

Characteristic

No Peroneal 
Neuropathy 

(n = 33)

Subclinical Peroneal 
Neuropathy (n = 67)

P  
Value

1 Positive 
Finding 
(n = 36)

≥2 Positive 
Findings 
(n = 31)

Age, median (IQR), y 50 (37-64) 57 (50-64) 60 (50-63) .30

Female, No. % 18 (55) 22 (61) 19 (61) .82

Vertigo, dizziness, balance  
disorder, No. %

15 (45) 13 (36) 25 (81)a .01

Impaired vision, No. % 7 (21) 7 (19) 10 (32) .43

Osteoarthritis, No. % 6 (18) 14 (39) 14 (45.2) .06

Stroke, No. % 5 (15) 7 (19) 5 (16) .88

Recent significant weight loss,  
No. %

6 (18) 11 (30) 6 (19) .40

Diabetes, No. % 8 (24) 10 (28) 13 (42) .20

Peripheral neuropathy, No. % 13 (39) 13 (36) 19 (61) .09

Heart disease, No. % 9 (27) 9 (25) 12 (39) .44

Prior leg surgery, No. % 3 (9) 11 (31) 7 (23) .09

Prior low back surgery, No. % 1 (3) 5 (14) 5 (16) .19

Johns Hopkins Fall Risk score,  
median (IQR)a

6 (6-9) 8 (6-11) 9 (7-11)b .02

Note: χ2 or Kruskal-Wallis H, and Wilcoxan rank sum post-hoc used as appropriate.
a Ranging from 0 to 35, where a score of <6 = low risk, 6 to 13 = moderate risk, and >13 = high risk. 
b Significant difference from no peroneal neuropathy.

Table 2. Univariate Associations of Subclinical Peroneal Neuropathy and Falling or High Fall Risk  
(ABC Score <67.0)

Examination Finding
Fall 

β Coefficient 
Fall 

OR (95% CI)a P Value
ABC <67.0 
β Coefficient

ABC <67.0 
OR (95% CI)a P Value

Normal findings (reference) … 1 .08 … 1 .04

1 Positive finding 0.693 2.00 (0.75-5.30) .16 0.693 2.00 (0.75-5.30) .16

≥2 Positive findings 1.153 3.17 (1.14-8.81)b .03 1.389 4.00 (1.40-11.42)b .01

ABC = Activities-specific Balance Confidence.

a Associations derived from univariate logistic regression.
b P <.05.
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more likely to have at least 1 self-reported fall in the 
past year and to have a higher fall risk on the ABC 
Scale.15 This study is the first to describe the preva-
lence of SCPN and its association with falling.

Numerous factors associated with hospitalization 
cause or exacerbate compression neuropathies9,23-27: 
critical illness, weight loss, poorly controlled blood 
glucose, direct pressure on the nerve at the fibular 
head while in bed, and prolonged supine position-
ing with knee extension and ankle plantar flexion. 
We therefore expect that acute illness and 
hospitalization in this population exacerbates 
underlying peroneal nerve compression caus-
ing SCPN. Hospitalized or institutionalized 
patients are at 3 times higher risk of falling 
than their community-dwelling peers,28,29 
and the risk of falling is further increased as 
the number of risk factors associated with 
multimorbidity, eg, diabetes, increases.30 As a 
result, the high prevalence of SCPN and fall-
ing found in this study are not surprising.

Increasing age has not consistently been 
shown to be a risk factor for inpatient falling, 
though it is a strong predictor of falls in the 
community (falls reported by patients in this 
study occurred predominantly in community 
settings), fall-related injury, and long-term 
admission.3,30 Most studies of fall risk focus 
on patients aged 65 years and older, despite 
falls representing the most common cause 
of accidental injury in almost every age-
group in the United States.31 In our study, 
the median age of patients increased as the 
number of examination findings that were 
positive for SCPN increased, suggesting that 
the prevalence of SCPN may increase with 
age. We excluded patients aged 70 years and 
older to avoid making a false association in an 
elderly population that has high prevalences 
of both SCPN and falling, though they may 
be completely coincidental. The intent of 
our study was to maximize the number of 
ambulatory, community-dwelling patients 
and minimize the number of patients with 
multimorbidity and polypharmacy who are 
expected to fall for other reasons. We there-
fore describe a previously unrecognized risk 
factor for falling in a slightly younger group 
of patients (median age 57 years) than most 
fall studies, although the median age is simi-
lar to the reported mean age for inpatient 
falls of 62 years.32,33

Overt peroneal neuropathy, exhibiting 
classic steppage gait, is an obvious disorder 

that requires management with a brace or surgery.7 
When caused by compression at the fibular head, pero-
neal neuropathy usually follows an insidious course 
similar to other compression neuropathies (eg, carpal 
tunnel syndrome).4,7,8,11,23,34-36 Pain and numbness are 
less prominent with SCPN.7 Symptoms of nerve com-
pression on a physical examination, including a posi-
tive Tinel sign, are often found in subclinical disease 
and are easily reproduced in any clinical setting.8,16,25,37 
Weakness of dorsiflexion, however, may be subtle and 

Table 3. Association of Subclinical Peroneal Neuropathy 
With Falling Within a Multivariable Model

History and Physical 
Examination

β  
Coefficient

Fall 
OR (95% CI)a

P  
Value

Normal findings on examina-
tion (reference)

… 1 .03

1 Positive finding 1.046 2.85 (0.97- 8.38) .06

≥2 Positive findings 1.547 4.70 (1.39-15.90)b .01

Osteoarthritis -0.795 0.45 (0.18-1.16] .10

Age >57 y -0.667 0.51 (0.21-1.29) .15

Vertigo, dizziness, or balance 
disorder

0.365 1.44 (0.57-3.67) .44

Stroke 1.346 3.84 (1.10-13.47)b .04

Recent significant weight loss -0.879 0.42 (0.14-1.21) .42

Constantc -0.591 … .23

OR = odds ratio.

Note: Nagelkerke R2 = 0.215; overall model significance was P = .014

a Associations derived from multivariate logistic regression. Effects of diabetes, poor vision 
or blindness, peripheral neuropathy, and global weakness were examined and not found to 
confound the association of subclinical peroneal neuropathy and falling.
b Denotes statistical significance (P <.05).
c Intercept term of regression equation.

Table 4. Association of Subclinical Peroneal Neuropathy 
and Elevated Fall Risk (ABC Score <67.0) Within a 
Multivariable Model

History and Physical 
Examination

β  
Coefficient OR (95% CI)a

P  
Value

Normal findings on examina-
tion (reference)

 1 .22

1 Positive finding 0.885 2.42 (0.77-7.66) .13

≥2 Positive findings 0.952 2.60 (0.74-9.04) .14

Global weakness 1.060 2.89 (0.99-8.42) .05

Vertigo, dizziness, or balance 
disorder

0.991 2.69 (0.98-7.43) .06

Osteoarthritis -0.756 0.47 (0.17-1.31) .15

Peripheral neuropathy 0.874 2.40 (0.92-6.26) .08

Recent significant weight loss -0.786 0.46 (0.15-1.38) .17

Constantb -1.490 … .01

ABC = Activities-specific Balance Confidence; OR = odds ratio.

Note: Nagelkerke R2 = 0.270; overall model significance was P = .003.

a Associations derived from multivariate logistic regression. The effects of age, diabetes, and 
poor vision or blindness were examined and not found to confound this association.
b Intercept term of regression equation.
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not detected with standard strength testing. Unless 
trained to look for specific signs of peroneal neuropa-
thy, physicians, nurses, and physical therapists are 
likely to miss the subtle signs of SCPN.

Several studies and meta-analyses have shown that 
multicomponent programs to prevent falls can reduce 
the relative risk for falls by up to 30%.2,38-42 Slipping, 
tripping, or stumbling is the most common cause of 
inpatient and community falls, and gait and balance 
disorders are the most common cause in long-term care 
facilities.3,28 Even so, no tools that assess risk of falling 
specifically assess for SCPN, which is hypothesized to 
give a subtle gait disorder. The Tinetti Gait & Balance 
Assessment is the only tool to directly assess overt 
peroneal neuropathy.43 Inpatient fall assessment tools 
do not assess peroneal neuropathy, nor do they rely on 
gait assessment alone to indirectly assess peroneal neu-
ropathy; thus they will miss SCPN (Table 5).12,44-51

New recommendations from the United States 
Preventative Services Task Force recommend out-
patient physical therapy programs to prevent falls 
in community-dwelling adults.52,53 Current physical 
therapy programs address several impairments that 
contribute to increased fall risk.54,55 No guidelines, 
however, direct what interventions should be provided 
when strength or balance deficits are due to SCPN. 
In this situation, without addressing the compression 
neuropathy, physical therapy is unlikely to improve 
peroneal nerve function. Furthermore, in patients with 
unrecognized SCPN, these programs may increase 
their confidence and expose them to more risky situ-
ations as they increase ambulation.56 Primary care 
physicians are ideally situated to manage this disorder, 

which may first be recognized in the hospital but may 
place patients at risk following discharge.

In a hospital setting, several conservative measures 
can decrease the incidence of SCPN. Careful attention 
to physiologic parameters associated with compres-
sion neuropathy may prevent or ameliorate peroneal 
neuropathy, such as tight control of blood glucose, 
thyroid hormone replacement, and avoidance of edema 
in the lower extremities.4,7,23,57,58 Physical therapists and 
nurses can assist in preventing peroneal neuropathy by 
implementing positioning programs that avoid pres-
sure on the lateral aspect of the knee and minimizing 
prolonged periods of knee extension or ankle plantar 
flexion. Early and frequent mobilization also helps.

After hospitalization, patients should be reexam-
ined for SCPN. Most patients with an acute exacerba-
tion of SCPN will resolve spontaneously.59 Patients 
with persistent symptoms or overt peroneal neuropa-
thy with a steppage gait, however, may warrant pero-
neal nerve release.11,36 Most importantly, identifying 
SCPN in hospitalized or recently hospitalized patients 
affords physicians an opportunity to discuss fall risk 
and prevention with their patients, and minimize 
obstacles in the hospital room and home that could 
lead patients to trip and fall.

Our study has a few limitations. The cross-
sectional design does not allow discernment of a 
cause-and-effect relationship between SCPN and fall-
ing. We excluded patients older than 70 years, making 
its results difficult to apply to an elderly population at 
high risk for falling. Our study also relied on a clinical 
diagnosis of SCPN and patient-reported histories of 
falling. Peroneal neuropathy can result from injury of 

the peroneal nerve at any point 
along its course, not exclusively 
the fibular head.60 Weakness 
of muscles innervated by the 
peroneal nerve is not specific 
for entrapment. For this reason, 
SCPN was defined as having 
2 or more positive findings on 
examination, and at least 1 find-
ing specific to the fibular head. 
The sensitivity and specificity 
of pain at the fibular head have 
not been studied. The Tinel test 
is highly specific but only mod-
erately sensitive for entrapment 
neuropathy at the fibular head.8 
Consequently, some patients 
with SCPN but only 1 posi-
tive physical finding may have 
been nondifferentially misclas-
sified as not having SCPN, and 

Table 5. Peroneal Neuropathy Assessment in Validated Inpatient Fall 
Risk Assessment Tools

Tool

Assessed 
Peroneal 
Nerve

How Peroneal 
Neuropathy 

Assessed Other Factors Assessed

Berg balance45 No NA Balance, transfers, strength

Conley Scale46 Indirectly Gait History, cognition, vertigo, toileting

Johns Hopkins Fall Risk 
Assessment Tool12

Indirectly Gait Age, fall history, toileting, obsta-
cles, cognition

Downton index47 Indirectly Gait, sensory 
examination

History, medications, cognition

Elderly Mobility Scale48 Indirectly Gait Transfers, balance

Schmid Fall Risk 
Assessment49

Indirectly Gait Mobility, cognition, incontinence, 
prior fall history, medications

STRATIFY50,51 Indirectly Gait Fall history, agitation, vision, toilet-
ing, footwear, orthostatic sup-
ports, medications, environment

NA = not assessed; STRATIFY = St Thomas Risk Assessment Tool in Falling elderly inpatients.

Note: Among 7 inpatient fall risk assessment tools commonly used, no assessment tool directly assesses the pero-
neal nerve. Tools that assess gait are likely to miss subclinical peroneal neuropathy, which does not produce the 
characteristic steppage gait of overt peroneal neuropathy.
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the association with falling may be underestimated. 
Although potentially more objective than the clinical 
examination used in this study, electrodiagnostic tests 
are costly, and would expose patients to potential pain 
or harm. We did not assess the frequency of falls and 
therefore cannot differentiate patients who experi-
ence one potentially random fall from patients who 
fall more frequently, indicating underlying illness. 
Although we did examine the effects of several con-
founders on falling, our ability to control for potential 
confounders was limited by the small sample size, and 
we did not specifically examine polypharmacy as a 
potential confounder of these results. Furthermore, 
our study was not designed to determine risk factors 
for developing SCPN in hospitalized patients, and our 
analysis cannot address these questions.

Despite these limitations, our findings suggest that 
SCPN is common among hospitalized patients and is 
associated with a history of tripping and falling. Our 
results further suggest that screening for SCPN, imple-
menting preventive measures, and treating the disorder 
may help reduce fall incidence in hospitalized and 
recently discharged patients. Future work is needed 
to establish a cause-and-effect relationship between 
SCPN and falls, as well as the prevalence of the disor-
der in other patient populations.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/content/14/6/526.
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